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Abstract	
	
Rates	of	sexual	assault	experienced	by	people	with	intellectual	disabilities	and	

complex	communication	needs	are	considered	to	be	higher	than	for	others	in	the	

community.	In	addition,	people	with	disabilities	can	experience	many	barriers	

when	trying	to	access	support	services	in	the	aftermath	of	sexual	assault.	

	

In	the	state	of	Victoria,	Australia,	the	Centres	Against	Sexual	Assault	(CASAs)	are	

funded	by	government	to	provide	crisis	support,	counselling	and	advocacy	to	

victim/survivors	of	sexual	assault.	Little	information	is	available	to	guide	CASA	

counsellor/advocates	on	the	most	helpful	approaches	to	assist	people	with	

intellectual	disabilities	or	complex	communication	needs	in	their	recovery	after	

sexual	assault. 

 

In	this	exploratory	study,	counsellor/advocates	from	the	fifteen	Victorian	CASAs	

were	invited	to	participate,	with	83	workers	(29.4%	of	the	workforce)	completing	

an	online	survey.	A	mixture	of	quantitative	and	qualitative	data	was	collected.	The	

types	of	interventions	used	by	counsellor/advocates,	goals	for	counselling	and	

advocacy,	therapeutic	approaches	and	adaptations,	and	use	of	counselling	

resources	were	investigated.	Barriers	to	access	were	also	explored.	

 

Statistically	significant	differences	in	counsellor/advocates’	training,	experience,	

and	confidence	emerged	from	the	data	in	relation	to	service	provision	to	people	

with	complex	communication	needs	in	comparison	with	victim/survivors	with	an	

intellectual	disability.	In	addition,	participants	with	experience	in	working	with	

both	groups	had	provided	a	service	to	a	larger	number	of	people,	used	a	broader	

range	of	interventions,	and	reported	a	greater	number	of	goals	to	have	been	met	

than	those	who	had	worked	only	with	people	with	intellectual	disabilities.	

	

Counsellor/advocates	infrequently	used	a	range	of	counselling	and	advocacy	

resources,	however	those	who	had	used	them	found	them	helpful	and	expressed	

greater	confidence	in	working	with	people	with	complex	communication	needs.	

Factors	in	successful	interventions	were	described	by	respondents,	and	included	

making	adaptations,	utilising	the	person’s	support	network,	being	client-centred,	
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having	a	positive	therapeutic	relationship,	and	taking	time.	Adaptations	and	

adjustments	to	counselling	used	by	counsellor/advocates	were	explored,	with	the	

most	commonly	used	found	to	be	those	most	easily	accessible	in	the	workplace.		

 

Findings	provide	direction	for	the	CASAs	in	the	enhancement	of	service	provision	

for	people	with	intellectual	disabilities	and	complex	communication	needs,	

alongside	highlighting	the	existing	practice	wisdom	within	the	sector.	Key	

recommendations	for	the	CASAs	from	this	study	include	drawing	on	the	existing	

knowledge	of	experienced	workers	within	each	service	to	support	and	mentor	

fellow	counsellor/advocates,	along	with	building	flexibility	into	the	service	model,	

to	allow	for	adaptations	and	adjustments	such	as	more	sessions,	outreach	sessions,	

and	more	preparation	time.	Furthermore,	working	collaboratively	with	people	

with	disabilities,	disability	advocacy	groups,	and	disability	organisations	is	needed	

to	increase	referrals	and	develop	worker	knowledge	across	the	sector.	
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Chapter	1:	Introduction	
	
	

1.1	Introduction	

	

Sexual	violence	is	a	global	human	rights	issue.	In	a	review	of	research	on	the	

prevalence	of	sexual	violence,	Dartnall	and	Jewkes	report	that,	“Rape	free	societies	

do	not	exist”	(2013,	p.11).	Across	the	world,	between	one	in	20	and	one	in	two	

women	have	been	raped	by	either	an	intimate	or	non-intimate	partner,	child	

sexual	abuse	is	common,	and	the	proportion	of	boys	and	men	forced	into	sex	

against	their	will	is	“quite	high”	(Dartnall	&	Jewkes,	2013,	p.11).	The	authors	

highlight	the	genesis	of	sexual	violence	in	gender	inequality	and	discrimination,	a	

complex	relationship	that	intersects	with	other	forms	of	inequality	(Wall,	2014).		

	

The	definition	of	sexual	violence	used	in	this	study	is	that	of	the	Centres	Against	

Sexual	Assault	(CASAs).	Throughout	this	thesis	the	terms	sexual	violence	and	

sexual	assault	are	used	interchangeably,	in	accordance	with	this	definition.	Where	

the	reported	literature	defines	these	terms	differently,	it	is	noted.	The	CASA	

definition	is	as	follows:	

Sexual	 assault	 occurs	 along	 a	 continuum	 of	 behaviour	 which	 includes	

any	 uninvited	 sexual	 behaviour	 which	 makes	 the	 recipient	 feel	

uncomfortable,	 harassed	 or	 afraid,	 unwanted	 touching	 or	 remarks,	

sexual	 harassment,	 coerced	 sexual	 activity,	 rape	with	 physical	 violence	

and	 threat	 to	 life	 and	 sexual	 assault	 of	 children	 and	 the	 grooming	 of	

children	that	accompanies	this	crime.	(CASA	Forum,	2014).	
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In	the	Australian	context,	additional	analyses	from	the	2012	Personal	Safety	

Survey	(PSS	2012)	(Cox,	2015)	show	that	1.5	million	women,	or	17.1%,	had	

experienced	sexual	assault1	since	the	age	of	15,	with	99%	of	these	assaults	

perpetrated	by	a	man;	in	contrast	0.3	million	of	men,	or	4%,	had	experienced	a	

sexual	assault	since	the	age	of	15,	with	1.8	times	as	many	men	reporting	sexual	

assault	by	a	woman	as	by	a	man.	One	in	five	women,	and	one	in	22	men,	had	

experienced	sexual	violence,	categorised	in	the	study	as	including	both	sexual	

assault	and	sexual	threat,	since	the	age	of	fifteen	(Cox,	2015).	In	general,	available	

data	are	considered	an	underestimation	due	to	low	rates	of	disclosure	and	

reporting	of	sexual	violence	(Cox,	2015;	Krug,	Dahlberg,	Mercy,	Zwi	&	Lozano,	

2002).		

	

The	available	evidence	suggests	that	people,	and	in	particular	women,	with	

disabilities	experience	higher	rates	of	sexual	violence	than	others	(Basile,	Breiding,	

&	Smith,	2016;	Brownridge,	2006;	Cotter,	2018;	Martin	et	al,	2006;	Sobsey,	1994;	

Young,	Nosek,	Howland,	Chanpong	&	Rintala,	1997).	Women	with	intellectual	

disabilities	are	thought	to	experience	the	highest	rates	of	sexual	assault,	along	with	

those	with	complex	communication	needs,	reflecting	the	gendered	nature	of	sexual	

violence,	and	the	intersectional	layer	of	disability-based	discrimination	(Sobsey,	

1994;	Dowse,	Soldatic,	Spangaro,	and	Van	Toorn,	2016).	However,	prevalence	and	

incidence	data	on	sexual	violence	experienced	by	people	with	disabilities	are	
																																																								
1	In	the	PSS	2012,	Sexual	assault	is	defined	as	“an	act	of	a	sexual	nature	carried	out	against	a	
person’s	will	through	the	use	of	physical	force,	intimidation	or	coercion,	and	includes	any	attempts	
to	do	this.	This	includes	rape,	attempted	rape,	aggravated	sexual	assault	(assault	with	a	weapon),	
indecent	assault,	penetration	by	objects,	forced	sexual	activity	that	did	not	end	in	penetration	and	
attempts	to	force	a	person	into	sexual	activity.	Sexual	assault	excludes	brief	unwanted	sexual	
touching”.	Sexual	threat	is	defined	as	“the	threat	of	acts	of	a	sexual	nature	that	were	made	face-to-
face	where	the	person	believes	it	is	able	to	and	likely	to	be	carried	out.”		(Cox,	2015,	p.19)	
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limited.	Research	undertaken	has	used	differing	definitions	of	disability,	differing	

definitions	of	violence,	and	has	excluded	some	groups.	The	difficulties	in	

ascertaining	the	true	extent	of	sexual	assault	against	women	with	disabilities	are	

described	by	Healey	(2013).	

	

The	implications	of	sexual	violence	for	individuals,	and	for	society	more	broadly,	

are	known	to	be	severe	and	detrimental,	with	studies	demonstrating	physical,	

psychological,	social	and	economic	impacts	(Krug	et	al,	2002).	Sexual	assault	has	

been	conceptualised	as	both	caused	by,	and	perpetuating,	gender	inequality	(CASA	

Forum,	2014).	Although	very	little	research	evaluating	sexual	assault	support	

services	has	been	undertaken,	it	is	recognised	that	support	after	sexual	assault	is	

valuable	and	assists	people	in	their	recovery	(Krug	et	al,	2002;	Astbury,	2006).	As	a	

result,	these	services	are	commonly	offered	to	victim/survivors2	in	many	

countries,	and	are	recommended	by	the	World	Health	Organisation	(WHO)	(WHO,	

2007).	

	

There	is	a	large	evidence	base	for	interventions	to	address	the	psychological	

impacts	of	trauma,	including	sexual	assault,	with	several	therapeutic	approaches	

recommended	in	the	literature	(Australian	Centre	for	Post	Traumatic	Mental	

Health,	2013;	Cortois	&	Ford,	2009;	Foa	&	Rothbaum,	1998;	Kezelman	&	

Stavropoulos,	2012).	However,	a	very	limited	evidence	base	exists	for	

psychological	and	counselling	interventions	for	people	with	intellectual	disabilities	

and	complex	communication	needs	who	have	experienced	traumatic	events,	and	

																																																								
2	The	term	“victim/survivor”	is	used	throughout	this	thesis	to	describe	people	who	have	
experienced	sexual	violence.	This	term	is	typically	used	to	highlight	the	criminal	nature	of	sexual	
violence,	whilst	acknowledging	people’s	resilience	in	recovery.	The	terms	“client”	and	“service	
user”	are	also	used	in	the	thesis	when	referring	to	victim/survivors	in	the	context	of	service	
provision.	
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very	little	in	relation	to	sexual	assault	specifically	(Mansell,	Sobsey	&	Calder,	1992;	

Sequeira,	Howlin	&	Hollins,	2003).	Hence,	there	is	a	dearth	of	information	available	

to	guide	counsellor/advocates	in	their	therapeutic	work	with	victim/survivors	

with	intellectual	disabilities	or	complex	communication	needs	(Lund,	2011,	

Murray	&	Powell,	2008;	Mikton,	Maguire,	Shakespeare,	2014;	Raffenberger,	2009;	

Wilner,	2005,	cited	in	Jones	&	Donati,	2009;	Collier,	McGhie-Richmond,	Odette,	&	

Pyne,	2006).	

	

It	is	well	recognised	that,	when	it	comes	to	seeking	support	in	the	aftermath	of	

sexual	assault,	people	with	disabilities	face	many	barriers	when	accessing	services	

(Sobsey	&	Doe,	1991;	Nannini,	2006;	Thiara,	Hague	&	Mullender,	2011;	VHREOC,	

2014;	Collier	et	al,	2006;	Healey,	Howe,	Humphreys,	Jennings,	&	Julian,	2008;	

Murray	&	Powell,	2008).	The	many	factors	described	above	result	in	

victim/survivors	with	intellectual	disabilities	or	complex	communication	needs	

being	provided	with	fewer	resources	to	assist	in	their	recovery	after	an	experience	

of	sexual	violence.	

	

1.2	The	Purpose	of	the	Study	

	

The	project	described	in	this	thesis	aimed	to	build	on	existing	research	into	the	

response	of	sexual	assault	services	to	victim/survivors	with	intellectual	disabilities	

and	complex	communication	needs.	The	research	has	focused	on	these	two	groups	

due	to	their	high	rates	of	experiencing	sexual	assault,	and	the	obstacles	they	face	

when	accessing	counselling	and	support	services.	
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The	definitions	of	intellectual	disability	(ID)	and	complex	communication	needs	

(CCN)	used	in	the	research	are	as	follows3.	At	times	throughout	the	thesis	the	

acronyms	ID	and	CCN	are	used	for	ease	of	reading.	

	

The	 term	 “with	 intellectual	 disability”	 is	 used	 to	 describe	 a	

person	who	may	have	difficulties	(1)	learning	new	information	

(2)	 with	 practical	 or	 social	 skills	 (which	 may	 include	

communication),	 (3)	with	problem	 solving.	 This	may	not	 have	

been	diagnosed	formally,	but	will	have	developed	before	age	18.	

The	 person	 themselves	 may	 not	 identify	 as	 a	 person	 with	

intellectual	disability.	

	

The	 term	 “with	 complex	 communication	 needs”	 is	 used	 to	

describe	a	person	who	has	little	or	no	speech,	or	speech	that	is	

difficult	 to	 understand,	 and	 possibly	 uses	 an	 aide	 to	

communicate.	It	may	also	apply	to	a	person	who	has	difficulties	

understanding	 the	 communication	 of	 others.	 Complex	

communication	needs	are	often	associated	with	developmental	

and/or	 acquired	 disabilities,	 such	 as	 cerebral	 palsy,	 autism	or	

acquired	brain	injury.	

		

In	this	exploratory	study,	counsellor/advocates4	from	the	Victorian	Centres	

Against	Sexual	Assault	were	surveyed	about	their	experience	of	providing	a	service	
																																																								

3	How	To	Hear	Me	(WWILD,	2012),	Beyond	Speech	Alone	(Hagiliassis,	Di	Marco,	Glulbenkoglu,	
Iacono	&	Watson,	2006)	and	Complex	Communication	Needs	(State	of	Queensland,	Department	of	
Communities,	2011)	partly	informed	the	development	of	these	definitions.	See	Appendix	3	for	more	
detail.	
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to	victim/survivors	of	sexual	assault	with	intellectual	disabilities	or	complex	

communication	needs.	The	aim	was	to	deepen	understanding	of	current	practice,	

and	its	strengths	and	gaps,	to	increase	knowledge	and	enhance	service	provision	

within	the	sector.	

	

1.3	The	Context	of	the	Study	

 

This	section	will	provide	an	overview	of	the	sexual	assault	sector	as	it	operates	in	

Victoria,	Australia,	where	this	research	project	took	place.	The	Victorian	Centres	

Against	Sexual	Assault	(CASAs)	are	a	group	of	non-profit	organisations	funded	by	

the	state	government,	with	service	provision	described	as	follows:	

CASA	 services	 and	 programs	 underpin	 the	 right	 of	 the	

victim/survivor	 to	 be	 believed	 and	 treated	 with	 respect,	 dignity	

and	 sensitivity.	 CASAs	 work	 to	 ensure	 that	 women,	 children	 and	

men	 who	 are	 victim/survivors	 of	 sexual	 assault	 and	 family	

violence	have	access	to	timely	support	and	intervention	to	address	

their	 needs.	 CASAs	 work	 towards	 eliminating	 sexual	 and	 family	

violence	 through	 community	 and	 professional	 education,	

informing	 government	 policy,	 advocating	 for	 law	 reform	 and	

facilitating	research	to	 increase	understanding	of	 the	nature	and	

incidence	 of	 sexual	 assault	 and	 family	 violence.	 (2014,	 CASA	

Forum,	p.17)	

																																																																																																																																																																		
4	The	term	‘Counsellor/Advocate’	reflects	the	dual	role	of	practitioners	in	the	Victorian	sexual	
assault	sector,	which	may	involve	both	therapeutic	support	and	systems	advocacy.	Advocacy	in	the	
CASA	context	is	often	utilised	within	the	criminal	justice	system,	but	may	also	apply	to	health,	
housing,	employment	or	any	other	area	affected	by	a	victim/survivor’s	experience	of	sexual	assault.	



7		

The	Victorian	CASA	model	has	evolved	over	decades,	from	the	first	rape	crisis	

centre	arising	from	the	feminist	activism	of	the	1970s,	and	largely	run	by	

volunteers	at	the	Queen	Victoria	Hospital,	to	the	state-wide	network	of	

government-funded	organisations	in	existence	today,	which	continues	to	be	

underpinned	by	a	feminist	framework		(Worth	&	Hewitt,	n.d.;	CASA	Forum,	2014).	

	

There	are	fifteen	CASAs	located	across	the	state,	including	the	state-wide	after	

hours	telephone	service,	the	Sexual	Assault	Crisis	Line,	which	is	located	in	

metropolitan	Melbourne.	The	peak	body	of	the	Victorian	Centres	Against	Sexual	

Assault,	CASA	Forum,	consists	of	the	managers	of	all	fifteen	CASAs.	The	seven	

metropolitan	and	eight	regional	CASAs	can	be	seen	in	Table	1.1.	

	
Table	1.1	
	
The	Centres	Against	Sexual	Assault	
	
Regional	CASAs	 Metropolitan	CASAs	

Ballarat	CASA		 CASA	House		

Barwon	CASA	 Eastern	CASA	

Gippsland	CASA	 The	Gatehouse	Centre	

Goulburn	Valley	CASA	 Northern	CASA	

Loddon	Campaspe	CASA	 South	Eastern	CASA	

Mallee	Sexual	Assault	Unit	 Western	CASA	

The	Ovens	Murray	District	Centre	Against	

Violence	

Sexual	Assault	Crisis	Line		

South	Western	CASA	 	

	

The	CASAs	employ	approximately	282	counsellor/advocates	across	the	state	of	

Victoria	(CASA	Forum,	2016,	personal	correspondence).	Counsellor/Advocates	are	

tertiary	educated	professionals	with	backgrounds	primarily	in	social	work	or	

psychology.	
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The	services	provided	by	counsellor/advocates	are	described	in	the	Victorian	

Centres	Against	Sexual	Assault	Standards	of	Practice	(CASA	Forum,	2014).	They	

include	“Crisis	Care,	Advocacy,	Counselling	and	Support,	Information	and	

Resources,	Therapeutic	Treatment	Services,	Education	and	Training,	Statewide	

Workforce	Development,	Sexual	Assault	Prevention	Programs	and	Research	

Projects”	(CASA	Forum,	2014,	p.8).	

	

These	services	are	provided	to:	

	

Victim/survivors	of	sexual	assault	that	has	occurred	within	the	past	

2	weeks5	

	

Victim/survivors	of	recent	and	past	sexual	assault.	

		

Their	non-offending	family	members,	partners	and	friends.	

		

Children	 under	 the	 age	 of	 10	 exhibiting	 problematic	 sexual	

behaviours	(PSB)	and	

		

Children	and	young	people	aged	between	10-14	exhibiting	sexually	

abusive	behaviours	(SAB).		

	

Young	people	aged	15	–	17	exhibiting	SAB	(SECASA	and	CPS).	

	

(CASA	Forum,	2014,	p.	8). 

	

																																																								
5	Those	who	have	been	sexually	assaulted	in	the	past	two	weeks	are	offered	a	crisis	care	response,	
hence	the	distinction	from	“Victim/Survivors	of	recent	and	past	sexual	assault”.	
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The	CASA	Standards	of	Practice	refers	to	accessibility	of	the	CASAs	for	people	with	

disabilities	throughout	the	document,	including	stating	that	“Buildings	and	

properties	will	be	wheelchair	accessible	and	equipped	with	disabled	facilities”	

(CASA	Forum,	2014,	p.	52),	that	victim/survivors	should	have	“Access	to	an	

interpreter	or	communication	aide”	and	that	“Identification	of	appropriate	

cultural,	language,	special	and	developmental	needs	of	victim/survivors”	is	

required	(CASA	Forum,	2014,	p.	57).		

The	researcher	currently	works	as	a	Counsellor/Advocate	at	the	South	Eastern	

Centre	Against	Sexual	Assault	(SECASA)	and	also	coordinates	the	Making	Rights	

Reality	Project	at	that	organisation.	Making	Rights	Reality	began	as	a	pilot	project,	

running	from	2012	to	2014,	and	aims	to	increase	access	to	the	criminal	justice	

system,	the	Victorian	Victims	of	Crime	Assistance	Tribunal,	and	counselling	for	

victim/survivors	of	sexual	assault	who	have	a	disability.	The	Project	was	

developed	in	light	of	the	recommendations	of	a	report	produced	by	the	Disability	

Discrimination	Legal	Service	called	Beyond	Belief,	Beyond	Justice:	The	difficulties	for	

victim/survivors	with	disabilities	when	reporting	sexual	assault	and	seeking	justice	

(Goodfellow	&	Camilleri,	2003).	

	

The	pilot	was	conducted	as	a	collaboration	between	SECASA,	Springvale	Monash	

Legal	Service	(SMLS)	and	the	Federation	of	Community	Legal	Centres	(FCLC),	

funded	by	a	number	of	philanthropic	donors	(FCLC,	2012).	SECASA	partners	in	a	

legal	clinic	provided	at	SMLS	which	specialises	in	applications	to	the	Victims	of	

Crime	Assistance	Tribunal	for	SECASA	clients.	The	clinic	is	staffed	by	fourth	year	

law	students	from	Monash	University	and	volunteers.	FCLC	is	the	peak	body	of	

community	legal	services	in	Victoria,	which	has	a	focus	on	systemic	legal	change.	
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At	the	time	of	the	pilot,	all	SECASA	staff	were	trained	by	Scope,	a	local	disability	

organisation,	to	work	with	people	with	complex	communication	needs.	In	addition,	

counsellor/advocates	were	trained	in	the	Independent	Third	Person	(ITP)	role	by	

the	Office	of	the	Public	Advocate	(OPA),	a	Victorian	government	organisation	

supporting	the	Public	Advocate,	who	is	“empowered	by	law	to	promote	and	

safeguard	the	rights	and	interests	of	people	with	disability”	(OPA,	n.d.). The	ITP	

program	at	OPA	is	staffed	by	volunteers	who	attend	at	police	stations	to	safeguard	

the	rights	of	victims,	witnesses	and	suspects	with	a	cognitive	impairment	when	

they	are	interviewed.	For	the	Making	Rights	Reality	Project,	counsellor/advocates	

were	trained	to	perform	this	role	for	victims	of	sexual	assault.	Brokerage	funding	

was	available	through	the	project	to	pay	for	supports	that	facilitated	access	to	legal	

processes.	

	

The	pilot	project	collated	data	on	referrals	to	SECASA	of	adult	victim/survivors	

with	an	acquired	brain	injury,	intellectual	disability,	or	complex	communication	

needs,	and	followed	them	over	the	course	of	two	years,	documenting	their	

engagement	with	the	criminal	justice	system,	use	of	supports	provided	through	the	

project,	and	outcomes.	The	project	was	evaluated	positively	and	it	was	

recommended	that	it	be	rolled	out	across	the	Victorian	sexual	assault	sector	

(Frawley,	2014).	At	the	time	of	writing	this	thesis,	roll	out	had	not	yet	occurred.	

	

Following	the	pilot	phase,	SECASA	continued	to	fund	the	coordinator	position,	with	

the	Making	Rights	Reality	project	continuing	and	broadening	to	assist	any	child	or	

adult	with	a	disability	attending	the	service.	
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The	opportunity	to	learn	from	and	collaborate	with	people	with	disabilities,	

disability	advocacy	organisations,	and	the	disability	sector6	over	the	time	

coordinating	the	Making	Rights	Reality	Project	has	shaped	the	researcher’s	passion	

for	continuing	improvement	of	services,	curiosity	about	how	the	CASAs	might	best	

achieve	that,	and	enthusiasm	for	the	power	of	research	as	an	advocacy	tool.	

	

1.4	The	Policy	Context	

	

This	research	project	was	conducted	from	2015	to	2018,	over	which	time	

numerous	relevant	inquiries,	Royal	Commissions,	and	research	projects	were	

conducted.	These	include	the	Victorian	Parliamentary	Inquiry	into	Abuse	in	

Disability	Services,	The	Victorian	Family	Violence	Royal	Commission,	and	the	

Royal	Commission	into	Institutional	Child	Sexual	Abuse.	Each	of	these	made	

recommendations	about	access	to	counselling	and	support	services	for	people	with	

disabilities	following	sexual	assault	(Parliament	of	Victoria,	2015;	Family	Violence	

Royal	Commission,	2016;	Royal	Commission	into	Institutional	Child	Sexual	Abuse,	

2017).		

The	Third	Action	Plan	of	the	National	Plan	to	Prevent	Violence	Against	Women	and	

Their	Children	was	launched	in	October	2016,	and	emphasised,	amongst	other	

objectives,	“Supporting	the	development	of	integrated,	responsive	and	more	

accessible	services	for	women	with	disability”	(Council	of	Australian	Governments,	

2016).	

																																																								
6	Includes	participation	in	project	advisory	groups,	for	example	Voices	Against	Violence	(Women	
with	Disabilities	Victoria),	Speak	Up	and	Be	Safe	(Scope),	and	project	implementation,	for	example	
Gender	and	Disability	Workforce	Development	Program	(Women	with	Disabilities	Victoria).	
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In	Victoria	in	2017	the	Free	from	Violence:	First	Action	Plan	2018-2021	was	

launched,	and	the	state	government	set	up	the	Family	Safety	Victoria	agency	to	

implement	the	recommendations	of	the	Family	Violence	Royal	Commission.	

In	the	year	prior	to	this	study,	a	project	conducted	by	the	Victorian	Human	Rights	

and	Equal	Opportunity	Commission	(VHREOC)	highlighted	the	numerous	barriers	

victims	of	crime	who	have	disabilities	face	in	navigating	the	Victorian	criminal	

justice	system	(VHREOC,	2014).	Additionally,	Women	with	Disabilities	Victoria,	in	

conjunction	with	the	Office	of	the	Public	Advocate	and	the	Domestic	Violence	

Resource	Centre	Victoria,	undertook	the	Voices	Against	Violence	project,	which	

explored	women	with	disabilities’	experiences	of	violence	and	use	of	services	in	

the	aftermath	of	that	violence,	and	made	a	number	of	recommendations	

(Woodlock	et	al,	2013).	

	

Human	rights	and	legislative	frameworks	are	a	fundamental	aspect	of	the	policy	

context,	and	apply	to	the	provision	of	sexual	assault	services.	Australia	is	a	

signatory	to	the	2007	United	Nations	Convention	on	the	Rights	of	Persons	with	

Disabilities	(UN	CRPD),	a	framework	for	all	nations	whose	purpose	is	to,	“promote,	

protect	and	ensure	the	full	and	equal	enjoyment	of	all	human	rights	and	

fundamental	freedoms	by	all	persons	with	disabilities”	(UN	CRPD,	2007,	Article	1). 

Australian	legislation	includes	the	national	Disability	Discrimination	Act	1992,	the	

Victorian	Equal	Opportunity	Act	2010,	the	Disability	Act	2006,	and	the	Victorian	

Charter	of	Human	Rights	and	Responsibilities	2006,	all	of	which	have	relevance	to	

people	with	a	disability	who	have	experienced	sexual	assault.	For	a	detailed	

analysis	of	legislative	protections	for	women	with	disabilities	who	have	
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experienced	violence	see	Voices	Against	Violence:	Paper	Three	(Dimopoulos	&	

Fenge,	2013).	These	authors	state, 

Adopting	 a	 human	 rights	 approach	 to	 disability	 has	 a	 number	 of	

benefits,	 which	 include	 empowering	 people	 with	 disabilities	 and	

increasing	 their	 participation,	 access	 and	 engagement;	 improving	

service	 delivery;	 and	 promoting	 a	 culture	 and	 dialogue	 of	 human	

rights.	

(Dimopoulos	&	Fenge,	2013,	p.28).		

	

1.5	The	Research	Questions	

	

The	research	questions	arose	from	the	literature,	in	conjunction	with	the	

researcher’s	knowledge	of	the	Victorian	sexual	assault	sector.	The	questions	were	

as	follows:	

	

• To	what	extent	are	counsellor/advocates	at	the	Victorian	CASAs	providing	a	

service	to	people	with	an	intellectual	disability	or	complex	communication	

needs?	

• What	kinds	of	advocacy	and	counselling	strategies	are	most	commonly	

used?	

• What	interventions	do	counsellor/advocates	regard	as	most	valuable?	

• What	barriers	do	counsellor/advocates	see	in	providing	a	service	to	this	

client	group?	
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1.6	Thesis	Overview	

	

An	overview	of	current	literature	can	be	found	in	Chapter	2.	Current	research	in	

relation	to	the	rates	of	sexual	violence	experienced	by	people	with	an	intellectual	

disability	or	complex	communication	needs	is	presented,	together	with	an	

overview	of	the	literature	regarding	the	impact	of	this	violence	on	

victim/survivors,	what	is	helpful	in	recovery,	and	access	to	services	following	

sexual	assault.	

	

The	methodology	is	detailed	in	Chapter	3,	with	the	research	paradigm,	selection	of	

participants,	data	collection,	survey	development,	and	means	of	analysis	described.	

Results	are	provided	in	Chapter	4	and	Chapter	5,	and	include	descriptive,	

inferential	and	thematic	analyses.	

	

In	Chapter	6	the	research	questions	and	project	findings	are	discussed	in	light	of	

the	practice	setting,	the	policy	context,	and	the	literature.	Strengths	and	limitations	

of	the	project	are	outlined.	Conclusions	and	recommendations	arising	from	the	

research	are	presented	in	Chapter	7.	
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Chapter	2:	Literature	Review	

	

2.1	Introduction	and	Background	

	

This	chapter	provides	an	overview	of	literature	regarding	rates	of	sexual	violence	

experienced	by	people	with	an	intellectual	disability	or	complex	communication	

needs.	In	addition,	current	research	is	presented	on	the	impact	of	this	violence	on	

victim/survivors,	what	is	helpful	in	recovery,	and	access	to	services	in	the	

aftermath	of	sexual	assault.	To	begin,	some	background	is	provided	regarding	the	

intersection	between	gender	and	disability-based	violence,	along	with	a	summary	

of	current	research	relating	to	sexual	assault	services.	

	

As	stated	in	Chapter	1,	the	terms	sexual	violence	and	sexual	assault	are	used	

interchangeably,	and	reflect	the	continuum	of	behaviours	described	by	the	CASA	

Forum	(CASA	Forum,	2014).	Where	the	reported	literature	defines	these	terms	

differently,	it	is	noted.		

	

2.1.1	Gender	and	Violence	

Gender	is	an	essential	consideration	in	any	research	focusing	on	sexual	assault.	

Sexual	assault	is	a	gendered	crime,	with	women	and	girls	experiencing	this	

violence	at	higher	rates	than	men	and	boys,	with	the	majority	of	perpetrators	male	

(WHO,	2007;	Dartnall	&	Jewkes,	2013).	As	will	be	detailed	in	the	next	section,	

women	with	disabilities	experience	sexual	violence	at	higher	rates	than	men	with	
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disabilities	(Mitra,	Mouradien	&	Diamond,	2011).	The	intersectionality7	of	gender-

based	and	disability-based	discrimination	result	in	women	with	disabilities	being	

amongst	the	most	marginalised	in	our	society	(Chenoweth,	1996).	

Healey	states	In	Voices	Against	Violence:	Paper	Two	that	an	“intersectional	

theoretical	approach	to	violence	provides	a	more	useful	way	of	explaining	

gendered	violence	in	the	context	of	disability	and	other	sources	of	discrimination	

based	on	race,	ethnicity,	class,	rurality	and	so	on”	(2014.	p.25).		An	example	of	this	

approach	can	be	found	in	a	paper	by	the	First	Peoples	Disability	Network,	which	

discusses	the	impact	of	disability-based	discrimination	and	racism	on	Indigenous	

Australians’	access	to	healthcare	(2016).	Consideration	of	disability	theory,	

intersectionality	and	activism	is	essential	in	exploring	how	sexual	assault	services,	

which	are	grounded	in	feminist	practice,	respond	to	victim/survivors	with	

disabilities.	Mays	argues	for	the	combination	of	“feminism	and	disability	theory	

[as]	useful	tools	for	interpreting	individual	experiences	and	the	way	these	link	to	

broader	social	conditions	and	arrangements”	(2007,	p.155).	

An	examination	of	the	interaction	between	the	women’s	movement	and	disability	

activism	of	England	and	America	was	conducted	through	interviewing	advocates	

and	activists	(Nixon,	2009).	Nixon	comments	that	the	women’s	movement	and	the	

disabled	people’s	movement	“have	largely	inhabited	separate	political	spaces,	

working	along	similar	trajectories	for	analogous	goals	but	with	little	interaction	on	

any	specific	issues”,	and	her	research	highlights	the	importance	of	collaboration	in	

ensuring	the	provision	of	appropriate	services	(2009,	p.	142).		

																																																								
7		The	concept	of	intersectionality,	first	used	by	Crenshaw	(1995), refers	to	the	influence	of	the	
interaction	between	gender,	disability,	class,	race	etc.	on	an	individual’s	experience	of	oppression	
and	privilege.	For	a	detailed	discussion	see	McCall	(2005).	
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In	practice	settings,	collaboration	between	the	violence-response	sector	and	the	

disability	sector,	including	learning	from	women	with	disabilities	themselves,	is	

recommended	in	many	Australian	and	international	reports	exploring	the	issue	of	

violence	against	people	with	disabilities	(for	examples,	see	Dyson	et	al,	2017;	

Thiara	et	al,	2011;	Healey,	Humphreys	&	Howe,	2013;	Women	with	Disabilities	

Australia	et	al,	2013).	Gaps	in	service	provision	have	been	attributed	to	the	

traditional	siloing	of	these	sectors	(Breckenridge	&	Flax,	2016;	Maher	et	al,	2018).	

It	is	useful	to	note	that	siloing	has	also	been	a	feature	of	the	violence-response	

sector,	with	sexual	assault	and	family	violence	services	within	Victoria	historically	

separate	and	operating	under	different	funding	models	(Keel,	Fergus	&	Heenan,	

2005).	

2.1.2	Counselling	and	Advocacy	Services	Following	Sexual	Assault	

	

Offering	victim/survivors	of	sexual	assault	the	option	of	crisis	support,	counselling,	

and	advocacy	is	common	practice	in	many	countries,	including	Australia.	Rape	

Crisis	Centres,	including	the	Victorian	CASAs,	initially	arose	through	the	feminist	

activism	of	the	1970s,	and	services	continue	to	work	from	a	feminist	framework	

(Worth	&	Hewitt,	n.d.).	There	has	been	very	little	research	examining	the	work	of	

sexual	assault	services,	both	in	Australia	and	internationally,	although	what	little	

research	there	has	been	suggests	services	are	effective	(Astbury,	2006;	WHO	

2007).	A	feminist	approach	to	counselling	underscores	the	philosophy	of	the	

Centres	Against	Sexual	Assault.		Israeli	and	Santor	identify	“four	core	components	

of	feminist	therapy:	consciousness	raising,	social	and	gender	role	analysis,	re-

socialisation,	and	social	activism”	(2000,	p.233).	
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An	overview	of	effective	approaches	that	Rape	Crisis	Centres	may	offer	is	provided	

by	Decker	and	Naugle	(2009).	The	authors	reviewed	the	sexual	assault	and	trauma	

intervention	literature	to	propose	a	series	of	recommendations	for	best-practice	

crisis	response.	These	include:	“assess	immediate	safety”;	“assessing	for	and	

responding	to	suicidality”;	“help	victims	regain	a	sense	of	control”;	“offer	options	

and	promote	informed	decision-making”;	“coordinate	provision	of	resources	and	

services”;	“while	coordinating	services,	advocate	for	respectful	treatment”;	“assess	

victim’s	social	support	and	promote	social	support	seeking”;	“distribute	

information	on	common	reactions”;	“recommend	counselling”;	“recommend	follow	

up	[medical	and	legal]”;	“interveners	should	believe	the	victim’s	story	and	avoid	

judgment	or	intrusiveness”;	and	“interveners	should	be	calm”	(Decker	&	Naugle,	

2009,	pp.	425-430).	

	

The	effectiveness	of	advocacy	in	assisting	victim/survivors	in	their	interactions	

with	the	criminal	justice	system	was	examined	in	a	study	where	in-depth	

interviews	were	conducted	with	advocates	and	nurse	examiners.	The	project	

found	that	advocates	provided:	an	empowering	approach;	information	provision;	

assistance	with	safety	concerns;	and	support	through	the	criminal	justice	process	

(Patterson	and	Tringali,	2015).	This	study	is	limited	by	the	fact	that	advocates	are	

reporting	on	their	own	role,	however	highlights	key	aspects	of	the	advocacy	role	

worthy	of	further	exploration.	In	her	2005	book	Rape	Work,	Martin	cites	Tyler	

(1990)	who	says,	"crime	victims	who	are	heard,	taken	seriously,	and	treated	

respectfully	feel	that	justice	is	achieved	even	when	the	'instrumental'	outcome	(eg.	

conviction)	is	not	in	their	favour”	(2005,	p.19).	Martin	declares	that,	“being	

listened	to	and	taken	seriously	makes	them	feel	the	process	was	just",	and	

highlights	the	importance	of	sexual	assault	services	(Martin,	2005,	p.19).	
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A	study	undertaken	at	a	number	of	Rape	Crisis	Centres	in	England	researched	the	

effectiveness	of	these	services	in	alleviating	victim/survivors’	distress,	and	found	

that	there	was	positive	change	for	victim/survivors	on	all	impact	measures	

(Westmarland	&	Alderson,	2013).	Greatest	change	was	observed	on	the	measures	

of	“I	feel	empowered	and	in	control	of	my	life”;	“I	have	flashbacks	about	what	

happened”	and	“I	have	panic	attacks	about	what	happened”	(Westmarland	&	

Alderson,	2013,	p.3275).	The	authors	report	that	“counselling	approaches	in	

practice	[at	the	centres]	will	have	varied…..however	they	all	broadly	followed	a	

feminist,	woman-centred,	empowerment	model”	(Westmarland	&	Alderson,	2013,	

p.3271).	The	variation	in	the	way	data	was	collected	is	a	potential	limitation	of	this	

study,	as	participants’	individual	counsellors	implemented	the	measurement	tool	

as	a	way	to	minimise	distress	and	increase	participation	amongst	service	users	

taking	part	in	the	project.	The	available	evidence	suggests	that	sexual	assault	

services	are	an	important	option	for	victim/survivors.		

	

2.2 Rates	of	Sexual	Assault	of	People	with	ID	and	CCN		

	

Prevalence	and	incidence	data	on	sexual	violence	experienced	by	people	with	

disabilities	is	limited.	The	studies	that	have	been	undertaken	have	used	differing	

definitions	of	disability,	differing	definitions	of	violence,	and	have	excluded	groups	

who	may	have	difficulties	participating	in	research,	such	as	those	living	in	

supported	residential	settings.	Frawley	describes	the	gap	as	being	epitomised	by,	

“large	scale	surveys	where	data	on	disability	fails	to	investigate	experiences	of	
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abuse…..and	large	scale	surveys	about	abuse	[that]	fail	to	consider	disability”	

(2014,	p.4).	

In	the	Australian	context,	the	recently	conducted	2016	Personal	Safety	Survey	

(PSS)	(ABS,	2016)	identified	disability	status	by	assessing	a	level	of	activity	

limitation	that	had	lasted	six	months	or	more,	at	the	time	the	survey	was	

conducted.	The	survey	did	not	determine	whether	the	person’s	core	activity	

limitation	was	present	when	the	person	experienced	violence.	The	2016	PSS	found	

that	19%	of	women	with	a	disability	or	long	term	health	condition	had	

experienced	sexual	harassment,	compared	with	17%	of	women	without,	and	10%	

of	men	with	a	disability	or	long	term	health	condition,	compared	with	8.7%	of	men	

without.	

An	overview	of	the	available	prevalence	and	incidence	data	on	sexual	assault,	

domestic	and	family	violence	against	women	with	disabilities	is	provided	by	Mitra-

Kahn,	Newbigin	and	Hardefeldt	(2016).	These	authors	also	report	on	the	PSS	2012	

findings,	which	include	that	2.6	per	cent	of	all	women	with	disabilities	had	

experienced	violence	from	their	partners	(including	boyfriends	and	dates)	

compared	with	1.8	per	cent	of	women	without	disabilities.	In	addition,	women	

with	disabilities	were	more	likely	to	experience	multiple	incidents	of	violence	in	

the	12	months	prior	to	the	survey8.		Mitra-Kahn	et	al	argue	that	efforts	should	be	

made	to	explore	violence	experienced	by	women	with	disabilities	in	“non-private	

dwellings	such	as	institutional	settings”	to	address	gaps	in	data	collection	(2016,	

p.81).	

																																																								
8	Violence	in	this	case	refers	to	all	forms	of	violence	-	sexual	and	physical-	perpetrated	against	a	
victim	aged	15	years	or	older	reported	in	the	PSS	2012		(Cox,	2015,	p.28).	
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The	Building	the	Evidence	Report	(Healey	et	al,	2008)	reviewed	the	literature	in	

conjunction	with	interviewing	women	with	disabilities	and	family	violence	sector	

workers,	as	part	of	an	examination	of	policy	and	practice	within	Victoria.	The	

authors	concluded	that,	

women	 with	 disabilities	 experience	 violence	 in	 similar	 ways	 to	

other	women,	and	also	experience	violence	specifically	related	to	

their	 disability;	 are	 at	 greater	 risk	 of	 experiencing	 violence;	

experience	 violence	 at	 similar	 or	 higher	 prevalence	 rates	 than	

those	 without;	 experience	 prolonged,	 severe,	 frequent	 violence;	

experience	 violence	 at	 the	 hands	 of	 a	 greater	 number	 of	

perpetrators;	 are	 not	 believed	 when	 they	 report	 experiences	 of	

violence;	 think	 they	 will	 not	 be	 believed	 and	 so	 do	 not	 report	

experiences	of	violence	

(Healey	et	al,	2008,	p.37).	

A	number	of	international	studies	into	rates	of	violence	against	people	with	

disabilities	have	been	undertaken.	Sobsey	has	written	extensively	on	the	high	rates	

of	sexual	assault	experienced	by	people	with	disabilities	(Sobsey	&	Doe,	1991;	

Mansell	et	al,	1992;	Sobsey,	1994),	finding	in	one	survey	of	119	people	with	

developmental	disabilities	who	had	been	sexually	abused	that	53.8%	indicated	

that	they	had	been	“abused	on	many	occasions”	(Mansell	et	al,	1992,	p.405).		

Differences	in	findings	potentially	reflect	the	heterogeneity	of	women	who	have	

disabilities	and	their	differing	experiences	of	violence.		This	is	highlighted	by	the	

study	conducted	by	Young	et	al	(1997),	who	found	that	women	with	physical	

disabilities	experience	similar	types	of	abuse	(physical	and	sexual)	at	similar	rates	
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to	others	in	the	community,	but	for	longer	periods,	and	also	experience	violence	

from	attendants	or	health	care	providers.	The	researchers	surveyed	860	women,	

of	whom	439	had	a	physical	disability	that	was	present	at	the	time	abuse	was	

perpetrated	against	them.		

	

In	contrast,	Martin	et	al	(2006)	found	that	women	with	a	wide	range	of	disability	

types	had	more	than	four	times	the	odds	of	having	experienced	sexual	assault	in	

the	previous	year	than	women	without	disabilities,	using	a	sample	of	5,326	women	

who	had	participated	in	the	North	Carolina	Behavioural	Risk	Factor	Surveillance	

System.		As	this	was	a	telephone	survey,	it	potentially	excluded	women	with	

particular	types	of	disability.	

	

In	a	study	that	unusually	also	considered	perpetrator	characteristics,	Brownridge	

(2006)	examined	the	risk	of	intimate	partner	violence	amongst	Canadian	women	

in	marital	or	common	law	relationships,	comparing	women	with	disabilities	to	

those	without.	The	study	used	a	subset	of	data	from	the	13th	General	Social	Survey,	

comprising	7027	heterosexual	women,	1092	of	whom	had	a	disability.	The	survey	

was	implemented	by	phone,	asking	about	a	range	of	violent	behaviours	using	the	

Conflict	Tactics	Scale,	and	assessed	activity	limitations	related	to	long	term	

physical	or	mental	conditions	or	health	problems.		The	study	found	that	women	

with	disabilities	had	higher	rates	of	experiencing	any	kind	of	violence	in	the	five	

years	prior	to	the	survey	(4.9%	compared	with	3.5%),	and	were	three	times	more	

likely	to	report	being	forced	into	sexual	activity.	The	research	found	that	the	

strongest	influence	on	experience	of	violence	amongst	women	with	disabilities	

was	the	presence	of	patriarchal	behaviours,	named	as	dominance,	sexual	
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possessiveness	and	sexual	jealousy,	in	their	partner.	As	with	other	telephone	

surveys,	some	groups	of	women	were	excluded.	

	

More	recently,	Basile	et	al	(2016)	examined	data	from	the	2010	U.S.	National	

Intimate	Partner	and	Sexual	Violence	Survey,	which	surveyed	9086	women	and	

7421	men	by	telephone	using	behaviourally	specific	questions.		The	study	

attempted	to	address	the	variation	in	prevalence	estimates	that	has	characterised	

previous	research,	and	is	attributable	to	the	use	of	differing	definitions	of	both	

disability	and	sexual	violence,	variations	in	consideration	of	gender,	and	some	

studies	failing	to	determine	whether	violence	occurred	before	or	after	the	

acquisition	of	a	disability.	The	study	found	that	women	with	disability	experienced	

a	higher	risk	of	rape	than	women	without	disability,	and	that	men	with	disability	

experienced	higher	risk	of	being	forced	to	penetrate	an	offender	than	men	without	

a	disability.	Overall,	the	study	found	that	men	and	women	with	a	disability	had	an	

increased	risk	of	experiencing	sexual	violence,	in	comparison	to	those	without	a	

disability	of	the	same	gender.	This	research	does	not	differentiate	between	types	of	

disability,	so	did	not	ascertain	whether	certain	people	with	disability	within	this	

heterogeneous	group	may	be	at	higher	risk.	Again,	due	to	use	of	data	collection	by	

telephone	certain	groups	may	have	been	excluded,	including	those	with	higher	

support	needs.	

	

In	an	investigation	of	rates	of	unwanted	sexual	contact	experienced	by	college	

students	with	Autism	Spectrum	Disorder	(ASD),	Brown,	Pena	and	Rankin	(2017)	

used	data	from	a	“multi-institute	climate	assessment	survey”	(p.772),	comprising	

27,703	respondents	without	a	disability,	7,018	with	a	disability,	and	159	with	ASD.	

The	researchers	found	that	students	with	ASD	were	more	likely	to	experience	
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unwanted	sexual	touching	than	students	without	disabilities,	and	that	female	

students,	and	those	who	identify	as	non-binary,	with	ASD	experienced	a	greater	

risk	than	male	students	with	ASD.	

	

In	the	Australian	context,	Dowse	et	al	(2016)	scoped	and	evaluated	Australian	

population	surveys	relating	to	disability	and	crime	to	identify	gaps.	The	authors	

observed	that	women	with	profound	or	severe	core	activity	limitations	experience	

higher	rates	of	violence	than	other	women	with	disabilities,	despite	

underrepresentation	in	the	data,	and	that	the	factors	which	contribute	to	their	

exclusion	from	surveys	are	the	same	as	those	which	contribute	to	them	being	

targeted	for	violence.	These	factors	were,	“the	marginal	social	and	spatial	locations	

[women	with	disabilities	living	in	institutions]	occupy	in	addition	to	the	

relationships,	care	and	support	they	have	that	are	particular	to	their	situation	of	

social	disadvantage,	cultural	devaluation,	and	increased	dependency”	(Dowse	et	al,	

2016,	p.349).		

	

As	part	of	this	study,	the	authors	conducted	further	analyses	of	the	PSS	2012	data,	

and	found	that	women	with	disabilities	experienced	double	the	rate	of	sexual	

violence	in	the	previous	12	months	compared	to	women	without	disabilities	(1.7	

compared	to	0.9	per	cent).	The	researchers	found	that	for	women	under	fifty,	11.6	

per	cent	of	those	with	disabilities,	compared	to	6.7	per	cent	of	those	without,	had	

experienced	violence	in	the	previous	year,	and	3.6	compared	with	1.2	per	cent	had	

experienced	sexual	violence9.		

																																																								
9	Sexual	violence	in	the	PSS	2012	includes	both	sexual	assault	and	sexual	threat.	
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Cotter	(2018)	analysed	data	from	the	Canadian	2014	General	Social	Survey	on	

Victimization	and	found	that	women	with	a	disability	were	nearly	twice	as	likely	as	

women	without	a	disability	to	have	been	sexually	assaulted	in	the	past	12	months;	

forty	per	cent	of	Canadians	with	a	disability	at	the	time	of	the	survey	were	

physically	and/or	sexually	abused	during	their	childhood,	compared	to	27%	of	

those	without.	Twenty-four	per	cent	of	women	with	a	cognitive	disability,	and	26%	

with	a	mental	health-related	disability,	were	sexually	abused	by	an	adult	before	

they	were	15	years	of	age.	This	survey	excludes	people	living	in	institutional	

settings	so	is	likely	to	be	an	underrepresentation.	

A	snapshot	of	victim/survivors	with	cognitive	impairments	or	communication	

support	needs	referred	to	the	CASAs	can	be	seen	in	the	sample	of	102	people	who	

accessed	SECASA	during	the	pilot	phase	of	the	Making	Rights	Reality	Project	

(Frawley,	2014).	This	group	of	service	users	was	made	up	of	80%	women,	and	

20%	men;	with	58%	identifying	as	having	an	intellectual	disability,	and	19.6%	an	

acquired	brain	injury.	Sixteen	people	(15.7%)	had	communication	support	needs.	

Of	the	102	people	referred,	75%	were	assaulted	by	someone	known	to	them.	

Referrals	to	SECASA	most	often	came	from	the	person	themselves	(22%),	followed	

by	disability	organisations	(20%),	police	(19%)	and	families	(15%).	

	

2.2.1 Sexual	Violence	against	Children	with	Disabilities	

 
A	2012	systematic	review	and	meta-analysis	of	16	studies	examined	prevalence	of	

violence	against	children	with	disabilities	(Jones	et	al,	2012).	This	study	found	a	

large	variation	in	reports	of	prevalence	and	risk,	with	children	with	disabilities	

having	2·88	greater	odds	of	experiencing	sexual	violence	than	children	without	
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disabilities,	and	a	prevalence	of	13.7%.	The	variation	in	each	of	these	estimates	

was	large.	As	a	result,	the	authors	reported	that	there	is	a	need	for	more	robust	

studies	in	this	area,	however	concluded	that	the	available	studies	demonstrate	that	

children	with	disabilities	are	at	greater	risk	of	having	violence	perpetrated	against	

them	than	their	non-disabled	peers.	

In	a	report	for	the	Royal	Commission	Against	Institutional	Childhood	Sexual	Abuse,	

Llewellyn,	Wayland	and	Hindmarsh	(2016)	declare	that	there	is	“no	Australian	

data	on	prevalence	and	risk	of	sexual	abuse	for	children	with	a	disability”	(p.57).		

It	is	clear	from	the	studies	reviewed	that	women,	children	and	men	with	

disabilities	all	experience	higher	rates	of	sexual	violence	than	their	non-disabled	

counterparts.	Due	to	variations	in	the	way	data	are	collected	and	the	kinds	of	data	

collected,	together	with	the	exclusion	of	isolated	groups	with	higher	support	

needs,	available	prevalence	and	incidence	data	provides	an	incomplete	picture.	

2.3	Access	to	Services	Following	Sexual	Assault	

	

Despite	the	value	of	offering	counselling	and	advocacy	services	to	all	

victim/survivors	of	sexual	assault,	as	described	above,	there	are	significant	

barriers	to	access	for	people	with	disabilities	(Sobsey	&	Doe,	1991;	Nannini,	2006;	

Thiara	et	al,	2011;	VHREOC,	2014;	Collier	et	al,	2006;	Healey	et	al,	2008).	The	

majority	of	literature	regarding	access	to	services	for	people	with	disabilities	

focuses	on	family	violence	rather	than	sexual	assault	services,	or	subsumes	both	

under	‘violence	response	services’.	This	mirrors	the	violence-response	sector	in	

Australia	itself,	where	organisations	may	be	providing	some	services	to	both	

groups.	In	addition,	many	people	who	have	experienced	family	violence	have	
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experienced	sexual	assault,	often	by	the	same	perpetrator,	so	in	terms	of	access	the	

distinction	is	somewhat	arbitrary.	Given	this	overlap,	the	following	discussion	

considers	literature	relating	to	both	sectors.	

	

The	Victorian	Office	of	the	Public	Advocate	discusses	barriers	to	support	service	

access	for	people	with	cognitive	impairment	who	have	experienced	violence	in	two	

reports.	Violence	Against	People	with	Cognitive	Impairment	reports	on	a	

compilation	of	86	cases	held	by	Advocate/Guardians,	over	a	12-week	period,	

where	violence	had	been	perpetrated	against	a	person	with	a	disability	(Dillon,	

2010).	The	report	notes	many	areas	of	concern	relating	to	the	service	system	

response,	including	support	services.	Only	in	four	of	64	cases	where	there	was	

family	violence	was	a	family	violence	service	involved.	The	report	suggests	a	

number	of	factors	that	may	explain	this,	including	lack	of	awareness	by	

victim/survivors	of	the	service	or	that	they	are	eligible,	the	potential	for	

discriminatory	attitudes	amongst	family	violence	workers,	inappropriate	or	

inaccessible	services,	and	the	need	for	disability	awareness	training	amongst	

family	violence	workers	(Dillon,	2010).		Sexual	Assault	in	Supported	Residential	

Services:	Four	case	studies	describes	four	women’s	experiences	of	sexual	assault	

whilst	living	in	a	Supported	Residential	Service	(SRS),	and	highlights	the	role	a	

siloed	service	system	plays	in	increasing	obstacles	to	accessing	supports.	The	

report	highlights	the	isolation	many	people	in	SRSs	experience,	and	their	reliance	

on	the	responses	of	SRS	managers	to	maintain	the	safety	of	the	accommodation,	

and	make	appropriate	reports	and	referrals	when	a	sexual	assault	has	been	

disclosed.	A	protocol	between	the	CASAs	and	SRSs	was	developed	in	response	to	

this	report	(Bedson,	2012).	
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A	number	of	recommendations	have	been	made	over	recent	years,	both	in	

Australia	and	internationally,	with	the	intention	of	improving	sexual	assault	and	

family	violence	services	for	people	with	disabilities.	Australian	reports	and	

guidelines	include	More	than	Just	a	Ramp	(Women	with	Disabilities	Australia,	

2007),	Building	the	Evidence	Report	(Healey	et	al,	2008);	Stop	the	Violence	Project	

(WWDA	et	al,	2013);	and	Voices	Against	Violence	(Woodlock	et	al,	2014).	The	final	

reports	of	the	Australian	Royal	Commission	into	Institutional	Child	Sexual	Abuse	

(2017)	and	the	Victorian	Family	Violence	Royal	Commission	(2016)	both	make	

recommendations	about	service	provision	for	victim/survivors	with	disabilities.		

The	Australian	National	Research	Organisation	into	Women’s	Safety	(ANROWS)	

published	“Whatever	it	takes”:	Access	for	women	with	disabilities	to	domestic	and	

family	violence	services:	Final	report	in	2017	((Dyson	et	al,	2017),	and	has	funded	

other	research	in	this	area	(Maher	et	al,	2018).	

	

Internationally,	research	has	been	conducted	in	a	number	of	countries,	including	

the	US,	the	UK,	and	South	Africa.	In	a	review	of	literature	between	1995	and	2010	

on	community	based	services	and	interventions	for	adults	with	disabilities	who	

have	experienced	interpersonal	violence,	Lund	(2011)	found	that	there	is	a	

“disconnect	between	IPV	[interpersonal	violence]	services	programs	and	the	

disability	community	regarding	perceived	accessibility”	(p.180).	For	a	systematic	

review	of	violence	prevention	and	response	services	see	Mikton	et	al	(2014).		

	

A	number	of	authors	have	written	about	barriers	to	access	to	health	care	services,	

and	mental	health	services,	for	people	with	intellectual	disabilities.	These	are	of	

relevance	to	issues	of	access,	as	in	many	cases	the	CASAs	are	providing	a	

counselling	service	to	address	the	psychological	impacts	of	sexual	assault.		
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The	Department	of	Developmental	Disability	Neuropsychiatry	at	the	University	of	

New	South	Wales	produced	The	Guide:	Accessible	Mental	Health	Services	for	People	

with	an	Intellectual	Disability	(2014).	The	Guide	describes	common	barriers	to	

access	as	being	“factors	related	to	the	person’s	ID	which	complicate	assessment;	

lack	of	awareness	of	symptoms	both	by	the	person	or	their	family	and	carer(s);	

stigma	and	exclusion	from	services;	and	limited	practical	support	to	access	

services”.	The	Guide	also	highlights	inadequate	training	and	awareness	in	mental	

health	professionals	as	contributing	to	access	issues	(2014,	p.10).	

	

Werner	and	Stawski	(2012)	conducted	a	systematic	review	of	twenty-seven	

studies	on	knowledge,	attitudes	and	training	in	the	field	of	dual	diagnosis,	where	

dual	diagnosis	refers	to	intellectual	disability	and	psychiatric	disorder.	The	studies	

reviewed	explored	the	practice	and	attitudes	of	a	variety	of	health	professionals,	

including	psychiatrists,	general	practitioners,	nurses,	social	workers	and	

psychologists.	The	authors	concluded	that	there	is	a	need	to	“improve	the	

knowledge,	competence	and	attitudes	of	practitioners	within	the	dual	disability	

field	via	training	and	practice	opportunities”	(Werner	&	Stawski,	2012,	p.291).	

In	a	similar	study,	Pelleboer-Gunnink,	Van	Oorsouw,	Van	Weeghel,	&	Embregts,	

(2017)	undertook	a	systematic	review	of	studies	examining	stigmatising	attitudes	

amongst	health	professionals	towards	people	with	intellectual	disabilities.	The	

review	found	that	despite	the	presence	of	positive	attitudes	towards	people	with	

intellectual	disabilities,	stigmatising	attitudes	exist	and	can	be	a	barrier	to	service	

access.	In	the	studies	reviewed,	health	care	professionals	reported	stress,	fear	and	

anxiety,	and	lack	of	confidence	about	this	work,	treated	people	with	ID	differently,	
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and	did	not	support	their	autonomy.	The	authors	suggest	that	familiarity	is	

important	in	reducing	stigma	(Pelleboer-Gunnink	et	al,	2017).	

A	range	of	recommendations	regarding	advocacy,	support	and	therapeutic	

treatment	services,	including	in	relation	to	barriers	experienced	by	people	with	

disabilities	who	have	experienced	institutional	childhood	sexual	abuse,	were	made	

in	the	final	report	of	the	Royal	Commission	into	Institutional	Childhood	Sexual	Abuse	

(2017).	Volume	9	of	the	report	states	that	there	is	a	“lack	of….disability	awareness”	

(2017,	p.11)	in	the	service	system	that	creates	barriers	to	access,	and	in	

recommendation	(9.3)	proposes	that:	

	

The	Australian	Government	and	state	and	territory	governments	

should	fund	support	services	for	people	with	disability	who	have	

experienced	 sexual	 abuse	 in	 childhood	 as	 an	 ongoing,	 integral	

part	 of	 advocacy,	 support	 and	 therapeutic	 treatment	 service	

system	responses	for	victims	and	survivors	of	child	sexual	abuse.		

	

Recommendations	for	enhancing	the	capacity	of	specialist	sexual	assault	services	

include	(9.7),	which	states	that:		

	

Primary	Health	Care	Networks,	within	 their	 role	 to	 commission	

joined	 up	 local	 primary	 care	 services,	 should	 support	 sexual	

assault	services	to	work	collaboratively	with	key	services	such	as	

disability-specific	services,	Aboriginal	and	Torres	Strait	 Islander	

services,	 culturally	 and	 linguistically	 diverse	 services,	 youth	
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justice,	aged	care	and	child	and	youth	services	to	better	meet	the	

needs	of	victims	and	survivors.		

In	a	similar	vein,	the	final	report	of	the	Victorian	Royal	Commission	into	Family	

Violence	“supports	the	proposal	that	the	Victorian	Government	provide	funding	to	

roll	out	programs,	such	as	the	Making	Rights	a	[sic]	Reality	Program,	which	seek	to	

assist	people	with	disabilities	experiencing	family	violence	(including	sexual	

violence)	to	exercise	their	legal	rights	effectively	within	the	justice	system”	(Vol.	V,	

p.197).	

In	a	literature	review	examining	the	provision	of	mental	health	services	to	people	

with	intellectual	disabilities	in	Australia,	Evans,	Howlett,	Kremser,	Simpson,	

Kayess	and	Trollor	(2012)	explore	how	well	the	human	rights	obligations	outlined	

in	the	United	Nations		Convention	on	the	Rights	of	Persons	with	Disabilities	

(CRPD)	are	fulfilled.	Evans	et	al	(2012)	highlight	the	small	number	of	clinicians	

with	expertise	in	this	area,	and	emphasise	the	need	for	a	skilled	mental	health	

workforce.	The	authors	propose	that	an	insufficiently	trained	workforce	creates	a	

barrier	to	service	access	that	makes	it	impossible	for	the	mental	health	sector	to	

adequately	meet	the	CRPD	Article	25a	“Provide	persons	with	disabilities	with	the	

same	range,	quality	and	standard	of	free	or	affordable	health	care	and	programmes	

as	provided	to	other	persons”	(Evans	et	al,	2012,	p.1099).	

A	similar	analysis	of	Australian	policy	and	practice	regarding	violence	against	

women	with	disabilities	was	made	by	Didi,	Soldatic,	Frohmader	and	Dowse	(2016)	

They	highlight	many	areas	where	the	human	rights	obligations	of	the	CRPD	are	not	

met,	including	in	accessing	the	criminal	justice	system	and	support	services,	and	

where	there	is	inadequate	recognition	of	disability-specific	forms	of	violence.	The	
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failure	to	meet	human	rights	obligations	that	may	result	from	barriers	to	access	

has	relevance	to	the	Victorian	CASAs.	The	analyses	of	Evans	et	al	(2012)	and	Didi	

et	al	(2016)	can	be	applied	to	the	sexual	assault	sector,	where	the	dual	role	of	

counsellor/advocate	requires	that	practitioners	provide	a	service	that	

simultaneously	addresses	the	mental	health	needs	of	victim/survivors	and	

provides	justice	system	advocacy,	and	where	systemic	barriers	to	access	may	

interfere	with	meeting	human	rights	obligations.		

	

2.4 Impacts,	Service	Provision,	and	Recovery	

	

This	section	examines	the	impacts	of	sexual	violence,	and	current	literature	

regarding	counselling	and	advocacy	approaches,	for	victim/survivors	with	

intellectual	disability	and	complex	communication	needs.	

	

2.4.1	Impacts	of	Sexual	Assault	for	People	with	ID	and	CCN	

	

The	effects	of	sexual	assault	upon	victim/survivors	with	intellectual	disability	or	

complex	communication	needs	are	considered	to	be	similar	to	the	impacts	

experienced	by	the	general	community,	however,	research	into	this	area	has	been	

limited	(Sequeira	&	Hollins,	2003).	Very	little	research	has	examined	the	effects	

upon	children	with	disabilities	(Breckenridge	&	Flax,	2016;	Kerns,	Newschaffer	&	

Berkowitz,	2015),	although	there	is	a	large	body	of	research	relating	to	children’s	

experiences	of	sexual	assault	more	broadly	(for	an	overview	see	Blakemore,	

Herbert,	Arney,	&	Parkinson,	2017).	
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Sexual	assault	is	known	to	have	a	significant	impact	on	victim/survivors	(WHO,	

2007;	Wall	&	Quadara,	2014;	Quadara,	2015).	Boyd	states	that:	

sexual	assault	 can	 include	a	diverse	 range	of	 experiences	and,	

as	such,	the	effects	of	sexual	assault	on	the	victim/survivor	and	

the	 community	 at	 large	 are	 also	 diverse.	 The	 effect	 of	 sexual	

assault	is	not	only	psychological	or	emotional	but	also	impacts	

upon	 physical,	 social,	 interpersonal	 and	 financial	 domains.	

(Boyd,	2011,	p.	1)	

It	is	known	that	a	significant	proportion	of	victim/survivors	experience	an	impact	

on	their	mental	health	following	sexual	assault,	with	anxiety,	depression	and	

symptoms	of	post-traumatic	stress	disorder	(PTSD)	commonly	reported	(Quadara,	

2015;	Boyd,	2011;	WHO	2007).		

	

Mansell	et	al	emphasise	that	“there	is	no	evidence	to	support	the	notion	that	the	

developmentally	disabled	experience	different	emotional	abuse	sequelae	than	do	

individuals	without	disabilities”	(1992,	p.	406).	To	further	examine	this	issue,	

Sequeira	et	al	conducted	a	case-control	study,	and	found	that	people	with	learning	

disabilities	who	had	been	sexually	assaulted	experienced	“increased	rates	of	

mental	illness	and	behavioural	problems,	and…symptoms	of	post-traumatic	stress”	

(2003,	p.	451).		

	

In	a	chapter	on	PTSD	in	the	Diagnostic	Manual-	Intellectual	Disability	Tomasulo	and	

Razza	write	that,	"Reviewing	the	issues	related	to	trauma	and	developmental	level	

suggests	that	people	with	ID	might	be	even	more	vulnerable	than	the	general	

population	to	the	disruptive	effects	of	trauma"	(2007,	p.366).	They	also	suggest	
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that	it	is	“possible	to	use	standardized	diagnostic	criteria	to	diagnose	PTSD	in	

people	with	ID”	and	suggest	a	number	of	adaptations	to	consider	(Tomasulo	&	

Razza,	2007,	p.372).	

	

Experience	of	family	violence,	including	sexual	abuse,	during	childhood	was	found	

to	predict	severity	of	PTSD	in	a	study	of	56	people	with	mild	to	moderate	ID	

attending	a	German	welfare	centre;	and	sexual	abuse	in	childhood	was	associated	

with	experiences	of	interpersonal	violence	in	adulthood	(Catani	&	Sossella,	2015).	

The	study	found	that	12.5%	of	participants	had	experienced	sexual	violence	in	

their	lives.	Limitations	of	the	study	include	its	small	size,	voluntary	participation	

that	may	have	skewed	results,	assumption	that	disability	was	present	at	the	time	

violence	occurred,	and	relying	on	case	files	for	assessment	of	ID.	

	

An	increased	vulnerability	to	the	effects	of	trauma	amongst	people	with	disabilities	

is	also	reported	in	an	analysis	of	data	from	the	2008-2014	U.S.	National	Crime	

Victimization	Survey	(Dembo,	Mitra,	and	McKee,	2018).	The	analysis	used	data	

from	8070	respondents,	20%	of	whom	had	a	disability,	and	examined	the	

association	of	psychological	consequences	with	gender	and	disability	status	

amongst	victims	of	crime.	The	study	found	that	women	with	disabilities	

experienced	sexual	violence	at	higher	rates	than	women	without	disabilities,	and	

that	greater	proportions	of	women	with	disabilities	experienced	(1)	severe	

distress,	(2)	anxiety,	(3)	depression,	and	(4)	anxiety	and	depression,	than	women	

without	disabilities.	Men	with	disabilities	experienced	higher	rates	of	these	

psychological	sequelae	than	men	without	disabilities.	Overall,	the	psychological	

consequences	of	sexual	violence	were	more	adverse	than	those	following	non-

sexual	assault	or	verbal	threats	of	violence,	but	not	statistically	different	to	the	
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effects	of	robbery.	In	a	similar	vein	to	some	of	the	studies	reported	above,	the	

survey	was	administered	via	telephone,	and	excluded	people	living	in	institutions,	

meaning	a	group	of	people	with	disabilities	were	not	represented	by	the	data.	The	

survey	does	not	identify	whether	the	disability	was	present	at	the	time	that	the	

violence	occurred,	and	disability	type	is	not	specified	for	those	analyses.	

	

People	with	complex	communication	needs	have	reported	“significant	emotional	

(89%)	and/or	physical	(39%)	effects	on	them”	as	a	result	of	their	experience	of	

crime	(Bryen,	Carey	&	Frantz,	2003,	p.131).	Bornman,	Bryen,	Kershaw	and	

Ledwaba	(2011)	emphasise	the	value	of	appropriate	means	of	communication	in	

enabling	people	to	both	report	sexual	assault	and	access	supports.	The	impacts	of	

sexual	violence	upon	people	with	disabilities	may	be	further	intensified	by,	for	

example,	a	reliance	on	the	perpetrator	for	support	needs,	the	use	of	impairment-

specific	violence,	and	facing	assumptions	about	credibility	attributed	to	the	

disability	when	disclosing	(Clark	&	Fileborn,	2011;	Mitra-Kahn	et	al,	2016).	

	

It	is	important	to	broaden	the	discussion	of	impacts	beyond	psychiatric	diagnosis,	

with	many	practitioners	and	researchers	questioning	this	focus	in	the	aftermath	of	

trauma.	Tseris	comments	that	“there	is	marked	variation	in	the	effects	of	trauma	

from	person	to	person….most	people	who	have	been	abused	never	come	to	the	

attention	of	psychiatrists;	they	must,	at	least	in	some	respects,	be	leading	well	

functioning	lives”	(2013,	p.159).	There	are	others	who	reframe	what	are	

frequently	defined	as	symptoms	of	psychopathology	as	coping	strategies	in	the	

aftermath	of	repeated	trauma	(Herman,	1992;	Cortois	&	Ford,	2009;	Kezelman	&	

Stavropoulos,	2012).		
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An	experience	for	many	people	after	trauma,	often	referred	to	in	the	literature,	is	

post-traumatic	growth.	Post-traumatic	growth,	a	concept	first	described	by	

Tedeschi	and	Calhoun,	involves	“perceptions	of	positive	change	that	may	be	

construed	as	a	result	of	the	struggle	engaged	in	following	a	traumatic	events	or	

events”	(Shakespeare-Finch	&	Armstrong,	2010,	p.69).	Several	studies	have	looked	

at	post-traumatic	growth	in	victim/survivors	of	sexual	assault	(Shakespeare-Finch	

&	Armstrong,	2009;	Vilenica,	Shakespeare-Finch	&	Obst,	2012;	Stermac,	Cabral,	

Clark	&	Toner,	2014),	however	no	references	to	post-traumatic	growth	amongst	

people	with	intellectual	disabilities	or	complex	communication	needs	were	found	

during	this	literature	search.	

	

It	is	clear	that	people	with	an	intellectual	disability	or	complex	communication	

needs	may	experience	a	wide	range	of	responses	following	sexual	assault.	As	a	

result,	these	victim/survivors	also	have	a	diverse	range	of	possible	support	needs.		

	

2.4.2	Advocacy	for	People	with	ID	and	CCN	Following	Sexual	Assault	

	

Counsellor/Advocates	are	in	a	position	to	utilise	their	advocacy	skills	to	assist	

victim/survivors	with	intellectual	disabilities	and/or	complex	communication	

needs	in	navigating	the	many	barriers	they	may	face	following	an	experience	of	

sexual	assault.	This	could	include,	but	is	not	limited	to,	reporting	to	police,	contact	

with	the	courts,	attending	counselling,	and	facilitating	access	to	accommodation	

and	disability	service	support.	

As	mentioned	in	Chapter	1,	SECASA	implemented	a	pilot	project	called	Making	

Rights	Reality,	between	2012	and	2014,	now	ongoing,	which	aims	to	increase	
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access	to	the	criminal	justice	system,	to	the	Victims	of	Crime	Assistance	Tribunal,	

and	to	counselling,	for	people	with	a	cognitive	impairment	or	complex	

communication	needs	(Frawley,	2014).	The	advocacy	role	was	an	important	facet	

of	this	project.	On	the	basis	of	her	evaluation,	Frawley	stated	that:	

Having	a	program	like	MRR	in	a	CASA	and	in	a	legal	service	provides	a	

focus	on	this	cohort	of	victims	of	sexual	assault	who	it	is	recognised	are	

at	 higher	 risk	 of	 abuse	 than	 the	 general	 population	 and	 other	 people	

with	 disabilities,	 and	 who	 it	 is	 recognised	 face	 significant	 barriers	

accessing	 the	 justice	 system.	 It	 ‘shines	 a	 light’	 on	 them,	 collects	

important	 data	 about	 their	 experiences	 of	 abuse,	 focuses	 attention	 on	

their	recovery	needs	and	hones	the	skills	of	those	involved	in	counselling	

and	advocacy	to	meet	these	needs”	(2014,	p.32).		

Frawley	(2014)	recommended	that	Making	Rights	Reality	become	an	ongoing	

program	at	SECASA,	and	that	similar	programs	be	rolled	out	at	all	Victorian	

Centres	Against	Sexual	Assault.	

Another	similar	project	described	in	the	literature,	which	was	conducted	at	

Tyneside	Rape	Crisis	Centre	in	the	UK,	explored	the	experience	of	counselling	of	

women	with	an	intellectual	disability	attending	a	Rape	Crisis	service.	This	study	

was	limited	to	women	with	a	“verbal	system	of	communication”	(Howlett	&	Danby,	

2007,	p.6).	This	small	qualitative	study	found	that	women	who	attended	the	

service	had	a	positive	experience	and	identified	it	as	helpful.	A	number	of	

recommendations	for	ensuring	access	to	Rape	Crisis	Centres	for	people	with	

learning	disabilities	arose	from	the	project.		
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In	South	Africa,	the	SAVE	project	(Sexual	Assault	Victim	Empowerment)	was	

developed	to	increase	access	to	the	criminal	justice	system	and	counselling	for	

victim/survivors	with	an	intellectual	disability.	The	evaluation	of	the	SAVE	project	

found	that	“complainants	with	an	ID	have	as	much	chance	of	conviction,	should	a	

case	go	to	trial,	as	nondisabled	complainants”,	indicating	that	the	enhanced	service	

reduced	barriers	to	accessing	the	criminal	justice	system	(Dickman,	Roux,	Manson,	

Douglas	&	Shabalala,	2006).	All	three	examples	highlight	the	importance	and	value	

of	accommodations	and	adjustments	being	made	to	sexual	assault	services	to	

ensure	access	to	counselling,	advocacy	and	the	criminal	justice	system	for	people	

with	a	disability.	

	

Structured	recommendations	were	developed	for	the	Australian	sexual	assault	

sector	by	Women	with	Disabilities	Australia	(WWDA),	People	with	Disabilities	

Australia	(PWDA),	and	the	University	of	New	South	Wales	(UNSW)	as	part	of	the	

Stop	the	Violence	Project	(STVP).		STVP	is:	

	

part	 of	 a	 multi-layered	 approach	 to	 assisting	 women	 with	

disabilities	 under	 the	National	 Plan	 to	 Reduce	Violence	 against	

Women	 and	 their	 Children.	 Funded	 by	 the	 Commonwealth	

Department	 of	 Families,	 Housing,	 Community	 Services	 and	

Indigenous	 Affairs	 (FaHCSIA)	 under	 the	 National	 Plan,	 the	

project	will	provide	an	evidence	base	to	support	future	reform	of	

the	service	system	to	better	respond	to	the	needs	of	women	and	

their	children.		

(WWDA,	PWDA	&	UNSW,	2013)	
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The	STVP	Key	Principles	for	Good	Practice	in	Service	Delivery	(WWDA	et	al,	2013)	

brings	together	recommendations	sourced	from	Australian	and	international	

research,	and	provides	guidelines	on	good	practice	within	sexual	assault	and	

domestic	violence	services	for	people	with	disabilities.	These	are	summarised	as		

“Ensuring	Accessibility”,	“Communicating	Effectively”,	“Promoting	Equality	and	

Inclusivity”,	“Ensuring	accountability	and	responsiveness”,	“Working	in	

partnership”,	“Building	and	using	the	evidence	base”	and	“Promoting	

Empowerment	through	participation”.	The	guidelines	were	developed	to	improve	

service	provision	(Dowse,	Soldatic,	Didi,	Frohmader,	&	van	Toorn,	2013).	

	

2.4.3	Counselling	Approaches	for	People	with	ID	and	CCN	

	

Victim/survivors	may	seek	counselling	in	order	to	address	the	impacts	of	their	

experience	of	sexual	assault.	It	is	important	to	note,	as	Sobsey	points	out,	

“treatment”	is	not	the	goal	of	sexual	assault	services,	as	the	implication	that	

victim/survivors	are	“sick”	imposes	an	additional	burden	on	people	who	have	

been	sexually	assaulted	(1994,	p.	322).	Tseris	questions	the	use	of	the	medical-

diagnostic	paradigm	“particularly	when	working	with	women	whose	distress	is	

firmly	situated	in	a	socio-political	context	of	trauma”	(2013,	p.159).	However,	that	

said,	the	medical-diagnostic	paradigm	has	the	largest	evidence-base	to	support	

practice	in	relation	to	a	subset	of	impacts	that	may	be	experienced	by	some	

victim/survivors	following	sexual	assault	(Astbury,	2006;	Shlonsky,	Albers	&	

Paterson,	2017;	WHO,	2007).	

	

There	is	a	substantial	international	body	of	evidence	regarding	the	effectiveness	of	

psychosocial	and	psychological	interventions	for	the	general	population	following	
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an	experience	of	trauma.	For	summaries	see	the	Australian	Guidelines	for	the	

Treatment	of	Acute	Stress	Disorder	and	Post	Traumatic	Stress	Disorder	(Australian	

Centre	for	Post-Traumatic	Mental	Health,	2013)	and	Blue	Knot	Foundation’s	

Practice	Guidelines	for	Treatment	of	Complex	Trauma	and	Trauma	Informed	Care	

and	Service	Delivery	(Kezelman	and	Stavropoulos,	2012).	A	review	of	the	evidence	

regarding	psychosocial	supports	for	victim/survivors	of	childhood	sexual	abuse	

was	conducted	for	the	Royal	Commission	into	Institutional	Childhood	Sexual	

Abuse	(Schlonsky	et	al,	2017),	and	there	is	some,	fairly	limited,	research	examining	

sexual	assault	services	(Astbury,	2006). 

	

It	is	clear,	however,	that	there	is	a	dearth	of	information	regarding	effectiveness	of	

violence	response	services	for	people	with	disabilities.	This	is	highlighted	in	a	

systematic	review	of	studies	evaluating	the	effectiveness	of	violence-response	and	

prevention	interventions	aimed	at	people	with	disabilities,	that	found	that	“the	

current	evidence	base	offers	little	guidance	to	policy	makers,	program	

commissioners,	and	persons	with	disabilities	for	selecting	interventions”	(Mikton	

et	al,	2014,	p.3208).	In	Disability	Rights	and	Wrongs:	Revisited,	Shakespeare	

emphasises	that,	"researchers	have	an	important	role	in	developing	understanding	

and	evaluating	prevention	and	victim	support	interventions"	(Shakespeare,	2014,	

p.237).	Moreover,	despite	the	recognition	that	sexual	assault	can	have	a	significant	

psychological	impact	on	people	with	intellectual	disability	and/or	complex	

communication	needs,	and	that	counselling	can	be	an	appropriate	intervention,	

little	information	is	available	to	guide	counsellor/advocates	in	their	work	with	this	

group	of	victim/survivors.	(Lund,	2011;	Raffenberger,	2009;	Wilner,	2005	cited	in	

Jones	and	Donati,	2009;	Collier	et	al,	2006).	
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Although	it	is	not	the	case	that	all	victim/survivors	will	experience	post-traumatic	

stress	disorder	symptoms,	there	are	many	who	do.	In	a	review	of	the	literature	

regarding	PTSD	amongst	people	with	intellectual	disability,	Mevissen	and	de	Jongh	

reported	that	“(1)	there	are	no	reliable	and	valid	instruments	for	assessing	PTSD	in	

this	population,	(2)	prevalence	data	on	PTSD	in	people	with	intellectual	disability	

are	lacking,	and	(3)	there	are	no	evidence-based	treatments	for	people	with	

intellectual	disability	who	suffer	from	PTSD”	(2010,	p.274).	

	

There	is	very	little	literature	exploring	the	impacts	of	sexual	assault	for	people	

with	complex	communication	needs,	particularly	those	who	have	little	or	no	

speech.	The	majority	of	published	research	in	relation	to	sexual	violence	appears	

to	focus	on	the	first,	and	essential,	step	of	facilitating	disclosure	amongst	this	group	

of	victim/survivors.	No	articles	focusing	specifically	on	recovery	following	an	

experience	of	sexual	violence	for	people	with	complex	communication	needs	were	

found.	

	

Some	writers	discuss	mental	health	and	counselling	interventions	more	broadly	

for	people	with	communication	support	needs.	For	example,	Australian	disability	

service	Scope,	and	the	Centre	for	Developmental	Disability	Health	Victoria,	

produced	Beyond	Speech	Alone	(Hagiliassis	et	al,	2006)	to	assist	counsellors	to	

work	effectively	with	people	with	complex	communication	needs.	Di	Marco	and	

Iacono	also	write	on	mental	health	assessment	and	psychological	interventions	for	

this	group,	highlighting	the	lack	of	research	data	in	the	area,	and	conclude	that,	

“clinical	practice	for	people	with	complex	communication	needs	must	draw	on	the	

evidence	base	for	the	general	population,	and	adaptations	of	key	elements	of	

psychological	therapies”(2007,	p.40).		
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Collier	et	al	(2006)	provide	a	number	of	recommendations	arising	from	their	

research	into	"Reducing	the	risk	of	sexual	abuse	for	people	who	use	Augmentative	

and	Alternative	Communication."	These	include	the	suggestion	that	“counsellors	

could	play	a	significant	role	in	improving	the	mental	health	and	wellness	of	AAC	

users”	(p.75)	and	that	such	counsellors	should,	“understand	the	context	of	their	

abuse	experience”	(p.71).	The	importance	of	services	having	awareness	of	

disability-related	violence	and	factors	influencing	disclosure	is	discussed	by	a	

number	of	writers	(Healey	et	al,	2008;	Woodlock	et	al,	2013;	Clark	&	Fileborn,	

2011).		

	

Several	authors	have	described	counselling	approaches	used	with	people	with	

intellectual	disabilities	and/or	complex	communication	needs.	These	approaches	

include	Psychodynamic	Psychotherapy,	Cognitive	Behavioural	Therapy	(CBT),	

Cognitive	Analytic	Therapy,	Mindfulness	and	acceptance	based	Therapies,	

Dialectical	Behavioural	Therapy,	Solution-	Focused	Brief	Therapy,	Systemic	

Psychotherapy,	Group	interventions,	Art,	Drama	and	Music	therapies,	Eye	

Movement	Desensitization	and	Reprocessing	(EMDR),	Trauma	Focused	CBT,	

Sandplay	Therapy,	and	Narrative	Therapy	(Beail	(Ed.)	2014;	Jowett	et	al	2016;	

Mevissen,	&	de	Jongh,	2010;	Mevissen,	Lievegoed,	Seubert	&	De	Jongh,	2011;	

Sinason,	2010;	WWILD,	2012).	Most	of	these	projects	have	been	small,	or	comprise	

case	studies.	

	

In	the	CASA	setting,	the	Making	Rights	Reality:	Final	Evaluation	Report	describes	

the	approaches	used	by	counsellor/advocates	in	their	work	with	victim/survivors	

with	cognitive	impairment,	during	the	pilot	phase	of	the	project,	stating:	
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Most	 relied	on	 their	usual	approaches	 to	 counseling,	 adapting	 their	

approach	to	the	specific	needs	of	the	client	by	using	pictures,	the	Easy	

Read	 information,	 minimizing	 ‘talking’	 and	 supplementing	 talking	

with	 stories/books,	 pictures	 and	 other	 therapeutic	 tools.	 More	

research	 is	 needed	 to	 better	 understand	 the	 counseling	 approaches	

used	with	clients	with	cognitive	impairments	and	the	effectiveness	of	

these	approaches.	(Frawley,	2014,	p.20)	

	

The	literature	highlights	that	practitioners	are	doing	counselling	with	people	with	

complex	communication	needs	and	intellectual	disabilities,	including	with	people	

who	have	experienced	sexual	assault,	and	that	many	are	exploring	how	to	best	do	

this.	It	is	also	clear	that	there	is	more	to	be	done,	given	the	limited	research	

evidence	to	inform	sexual	assault	services	on	how	to	best	assist	these	

victim/survivors.	When	counsellor/advocates	feel	under-equipped	to	provide	an	

effective	service	to	people	with	disabilities,	this	group	of	victim/survivors	may	be	

referred	on	to	other	services	with	expertise	in	provision	of	services	to	people	with	

disability,	but	who	do	not	have	knowledge	or	training	relating	to	provision	of	

therapeutic	support	and	advocacy	for	those	who	have	experienced	sexual	violence	

(Breckenridge	&	Flax,	2016).	This	results	in	victim/survivors	with	intellectual	

disabilities	or	complex	communication	needs	being	provided	with	fewer	resources	

than	others	in	the	community	to	assist	in	their	recovery	from	sexual	assault.	
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2.5	Rationale	for	the	Research	

	

The	literature	review	has	highlighted	the	high	rates	of	sexual	violence	experienced	

by	people,	especially	women,	with	disabilities.	An	accumulating,	although	sparse,	

body	of	Australian	and	international	research	documents	the	high	rates	of	sexual	

assault	amongst	people	with	intellectual	disability	or	complex	communication	

needs	(Sobsey,	1994;	Young	et	al,	1997;	Martin	et	al,	2006).	Less	is	known	about	

the	rates	for	children	with	disabilities,	but	what	evidence	there	is	suggests	rates	

are	also	higher	than	for	non-disabled	children.	

	

Despite	recognition	of	supports	in	the	aftermath	of	sexual	assault	as	valuable,	

there	can	be	many	barriers	to	accessing	appropriate	services	(Bryen	et	al,	2003;	

Collier	et	al,	2006;	Healey	et	al,	2008;	Nannini,	2006;	Sobsey	&	Doe,	1991;	Thiara	et	

al,	2011;	VHREOC,	2014).	Access	issues	for	people	with	disabilities	to	violence-

response	services,	including	sexual	assault	services,	are	well	documented,	and	

share	some	of	the	issues	faced	within	mental	health	settings.	Furthermore,	the	

evidence	base	to	inform	counselling	and	advocacy	practice	with	people	with	

intellectual	disabilities	who	have	been	sexually	assaulted	is	small,	and	negligible	

for	people	with	complex	communication	needs.	(Mansell	et	al,	1992;	Di	Marco	&	

Iacono,	2007;	Lund,	2011;	Shakespeare	et	al	2014).		

	

These	factors,	along	with	the	findings	of	the	small	amount	of	CASA-based	research,	

and	the	researcher’s	own	practice	experience,	formed	the	rationale	for	the	focus	of	

the	current	study	on	the	work	of	counsellor/advocates	at	the	Victorian	Centres	

Against	Sexual	Assault	with	victim/survivors	with	intellectual	disabilities	and	

complex	communication	needs.	Details	of	how	the	project	was	undertaken	can	be	
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found	in	the	following	chapter,	with	the	research	paradigm,	selection	of	

participants,	data	collection,	development	of	the	research	tool,	and	analysis	

described.		
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Chapter	3:	Methodology	

	

3.1 Overview	

	

This	chapter	describes	the	research	paradigm,	the	selection	of	participants,	how	

data	was	collected,	the	development	of	the	survey,	and	how	analyses	were	

undertaken.	Ethical	considerations,	including	approval,	are	also	discussed.	Results	

include	descriptive,	inferential	and	thematic	analyses,	and	are	presented	over	the	

next	two	chapters.		

	

3.2 Aims	and	Research	Questions	

	

The	aim	of	the	research	was	to	identify	strengths	and	gaps	in	the	service	provided	

by	the	Victorian	CASAs	to	people	with	intellectual	disability	or	complex	

communication	needs.	The	project	intended	to	identify	and	highlight	areas	of	good	

practice,	and	to	use	these	to	build	knowledge	and	to	develop	recommendations,	

which	will	assist	the	CASAs	in	providing	a	uniformly	accessible	counselling	and	

advocacy	service	across	the	sector.		

	

As	noted	in	Chapter	1,	the	key	research	questions	of	the	project	were	as	follows:	

	

• To	what	extent	are	counsellor/advocates	at	the	Victorian	CASAs	providing	a	

service	to	people	with	an	intellectual	disability	or	complex	communication	

needs?	
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• What	kinds	of	advocacy	and	counselling	strategies	are	most	commonly	

used?	

• What	interventions	do	counsellor/advocates	regard	as	most	valuable?	

• What	barriers	do	counsellor/advocates	see	in	providing	a	service	to	this	

client	group?	

	

The	project	was	exploratory,	as	there	has	been	very	little	research	in	this	area,	and	

this	particular	project	is	the	first	to	examine	how	counsellor/advocates	at	the	

Victorian	CASAs	work	with	these	groups	of	victim/survivors.		

	

3.3 Epistemology	

	

An	epistemological	frame	of	pragmatism	shapes	the	viewpoint	from	which	the	

writer	conducted	the	research.	Liamputtong	describes	pragmatism	as	based	in	the	

idea	that	knowledge	“is	both	constructed	and	based	on	the	reality	of	the	world	in	

which	we	live	and	which	we	experience”	(2013,	p.12).	A	mixed-methods	approach	

was	best	suited	to	the	exploratory	nature	of	the	study,	leading	to	a	survey	design	

that	included	quantitative	and	qualitative	modes	of	data	collection.	Onwuegbuzie,	

Johnson	and	Collins	(2009)	emphasise	the	value	of	the	pragmatist	paradigm	in	

shaping	research	which	combines	these	two	approaches,	stating	that	a	mixed-

methods	approach	“is	likely	to	provide	superior	research	findings	and	outcomes”	

(p.129)	for	particular	kinds	of	research	questions.	In	this	paper,	Onwuegbuzie	et	al	

(2009)	discuss	the	five	research	purposes	defined	by	Greene	et	al	(1989).	In	the	

current	study,	the	relevant	research	purposes	include	triangulation-	“comparing	

findings	from	quantitative	data	with	qualitative	results	in	hopes	of	convergence”,	
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and	complementarity-	“seeking	elaboration,	illustration,	enhancement	and	

clarification	of	the	results	from	one	method	with	findings	from	the	other	method”,	

hence	a	concurrent	mixed	analysis	was	undertaken	(Onwuegbuzie	et	al,	2009,	p.	

129).	

	

The	writer’s	dual	roles	as	counsellor/advocate	and	researcher	also	influenced	the	

project	development,	its	implementation,	and	the	analysis	of	data.	Costley,	Elliot	

and	Gibbs	(2010)	describe	the	positives	of	being	an	‘insider	researcher’	as	

including	having	a	greater	depth	of	knowledge	of	the	topic,	an	understanding	of	

context	and	networks	that	can	facilitate	the	research,	and	greater	capacity	to	

disseminate	findings	and	initiate	workplace	change.	The	risk	of	researcher	blind	

spots	or	conflicts	of	interest,	which	are	critiques	of	the	use	of	‘insider	researchers’,	

were	reduced	through	the	use	of	disclosure,	the	anonymity	of	survey	respondents,	

and	regular	consultation	over	the	course	of	the	project	with	project	panel	

members	who	are	not	employed	within	the	sexual	assault	sector.	

	

The	social	model	of	disability	and	a	feminist	theoretical	framework	underpinned	

the	research;	however,	due	to	the	small	scope	of	a	Masters	thesis,	a	detailed	

discussion	of	these	is	not	possible	here.	For	an	overview	of	these	frameworks,	and	

a	description	of	a	model	integrating	the	two,	see	Mays	(2006).		

	

3.4	Participants	

	

Counsellor/Advocates	employed	at	the	fifteen	Victorian	CASAs	were	invited	to	

participate	in	the	research	project.	The	CASAs	employ	approximately	282	
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counsellor/advocates	across	the	state	of	Victoria	(CASA	Forum,	2016,	personal	

correspondence).	Counsellor/Advocates	are	tertiary	educated	professionals	with	

backgrounds	primarily	in	social	work	or	psychology.	

	

The	peak	body	of	the	Victorian	CASAs,	CASA	Forum,	provided	support	for	this	

research	project.	The	CASA	Forum	consists	of	the	managers	of	all	fifteen	CASAs.		

	

3.5	Procedure	

	

A	cross-sectional	survey	was	selected	as	the	research	method	for	this	project,	due	

to	its	capacity	to	reach	a	large	number	of	respondents	spread	across	a	wide	

geographical	area.	In	addition,	surveys	enable	data	to	be	“easily	quantified	and	

analysed	statistically”	(Liamputtong,	2013,	p.199).	An	online	method	was	chosen	

due	to	its	additional	ease	of	use	for	a	population	that	is	spread	across	the	state	of	

Victoria	and	has	access	to	the	internet	in	the	workplace.	The	biases	that	may	be	

inherent	in	surveys	that	are	conducted	online	are	mostly	absent	for	organisations	

where	all	potential	respondents	have	access	to	a	computer	and	the	internet	(De	

Vaus,	2014).	

	

A	focus	group	with	counsellor/advocates	was	considered	as	an	option	to	follow	the	

survey,	and	ethics	approval	obtained	(see	Section	3.9),	however	due	to	the	large	

quantity	of	information	obtained	through	the	survey,	and	the	limited	time	and	

scope	of	a	Masters	research	project,	this	proposed	phase	of	the	project	was	not	

required.	Data	were	collected	via	an	electronic	survey	hosted	on	the	Survey	

Monkey	website.	The	survey	itself	is	discussed	in	further	detail	in	the	following	



50		

section.	The	survey	remained	open	for	19	weeks,	between	20/5/2016	and	

30/9/2016.	Paper	copies	were	available	if	requested,	however	this	turned	out	not	

to	be	required.		

	

Sample	size	was	considered	for	both	the	quantitative	and	qualitative	elements	of	

the	survey.	A	fifty	percent	response	rate	was	aimed	for,	based	on	an	estimated	250	

staff	across	the	sector.	As	mentioned	above,	communications	from	the	CASA	Forum	

at	a	 later	point	 in	the	project	raised	that	number	to	282.	However,	at	the	time	of	

conducting	 the	 survey,	 it	 was	 hoped	 that	 125	 counsellor/advocates	 would	

respond,	in	order	to	represent	the	views	of	counsellor/advocates	from	a	range	of	

CASAs,	 and	 to	 facilitate	 data	 analysis	 through	 a	 large	 enough	 sample.	 As	 fewer	

responses	 are	 required	 for	 the	 analysis	 of	 qualitative	 data,	 a	 50%	 response	 rate	

was	considered	also	sufficient	for	these	analyses.	

	

In	order	to	recruit	participants,	CASA	managers	distributed	a	flyer	by	email	to	all	

counsellor/advocates	employed	at	their	organisation	(See	Appendix	1).	Individual	

counsellor/advocates	then	had	the	option	of	participating	in	the	project.	

Participation	was	voluntary.	

	

The	flyer	included	information	about	the	project,	a	link	to	the	survey,	and	a	link	to	

a	website	created	for	the	project,	where	the	Plain	Language	Statement	was	

accessible.	A	digital	copy	of	the	Plain	Language	Statement	was	also	included	with	

the	flyer	in	the	email	to	potential	participants	(see	Appendix	2).	The	plain	language	

statement	outlined	the	rationale	for	the	research	and	what	participant	

involvement	entailed,	together	with	information	about	confidentiality	and	where	

options	for	support	could	be	found	if	participating	in	the	research	caused	distress.	
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The	target	population	of	the	research	comprised	professionals	working	as	

counsellor/advocates	in	the	sexual	assault	sector,	and	the	survey	asked	them	

about	their	current	work,	so	it	was	anticipated	that	participating	in	the	research	

was	unlikely	to	do	so.	

		

Further	promotion	of	the	project	was	provided	via	the	CASA	Forum,	which	runs	

regular	training	and	development	workshops	for	its	workforce.	A	hard	copy	of	the	

flyer	was	made	available	at	workshops	held	over	the	data	collection	period.	In	

addition,	the	writer	was	invited	to	three	metropolitan	CASAs	to	provide	

information	about	the	research	project,	attending	team	meetings	at	CASA	House	on	

the	14/9/2016,	Eastern	CASA	on	the	24/8/2016	and	West	CASA	on	the	8/8/2016.	

No	regional	organisations	requested	that	the	writer	attend	to	provide	information	

in	person,	although	this	was	offered	to	all	CASAs.		

	

More	metropolitan	than	regional	counsellor/advocates	responded	to	the	survey,	

despite	staff	numbers	being	evenly	distributed	between	the	two.	This	may	have	

been	as	a	result	of	the	in-person	promotion	at	some	metropolitan	CASAs.		In	

additional,	the	writer	is	employed	at	one	of	the	largest	CASAs	in	Victoria,	which	

happens	to	be	located	in	metropolitan	Melbourne.		Hence,	some	potential	

respondents	may	have	been	more	willing	to	fill	in	the	survey	due	to	familiarity	

with	the	researcher	and	the	work	of	the	Making	Rights	Reality	project,	which	is	

based	at	SECASA.	

	

The	survey	was	closed	once	the	number	of	responses	was	close	to	100,	as	numbers	

of	people	responding	had	slowed	after	several	rounds	of	promotion.	In	addition,	

project	deadlines	required	that	the	researcher	move	on	to	the	analysis	stage.	
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A	total	of	ninety-three	people	filled	in	the	first	screening	question,	and	86	people	

confirmed	that	they	had	read	the	Plain	Language	Statement,	meaning	that	they	

were	eligible	to	continue	the	survey.	Following	this,	the	number	of	respondents	

answering	each	question	ranged	from	a	maximum	of	83	to	a	minimum	of	28	(see	

Table	3.1).	Several	questions	required	experience-dependent	answers,	explaining	

the	smaller	number	of	responses	for	some.	For	example,	only	respondents	who	

had	ever	provided	a	service	to	a	person	with	complex	communication	needs	were	

eligible	to	answer	questions	about	interventions	and	goals	related	to	this	group,	

resulting	in	a	sample	size	of	28	counsellor/advocates	for	these	items.	As	

counsellor/advocates	progressed	through	the	survey,	the	number	of	respondents	

answering	questions	open	to	all	practitioners	dropped,	which	could	be	attributable	

to	survey	fatigue	or	interruption.	Respondents	who	had	not	answered	an	item	

were	excluded	from	quantitative	analyses.	
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Table	3.1	
	
Number	of	Responses	to	Survey	Questions	
	
Question	
Number	

Question	Content	
	

No.	of	Respondents	

1	Screening	Q	 Confirm:	I	am	a	Counsellor/Advocate	 93	
2	Screening	Q	 Confirm:	I	have	read	PLS	and	consent	 86	
3	 Length	of	time	in	role	 77	
4	 SW/Psych/Other	 83	
5	 Qualifications	 83	
6	 Regional/Metropolitan	CASA	 83	
7	 CASA	Size	 82	
8	 Training:	ID-Y/N	 81	
9	 Training:	CCN-Y/N	 81	
10	Likert	Scale	 Experiences/Training	 81	
11	Likert	Scale	 Confidence	in	service	provision:	ID	and	CCN	 81	
12	Open-ended	 Increasing	confidence	 72	(comments)	
13	 More	training	ID?-	Y/N	 81	
14	 More	training	CCN?-	Y/N	 80	
15	 Barriers	to	training-	Y/N	 80	
15a	Open-ended	 What	are	the	barriers	to	training?	 46	(comments)	
16	Skip	logic	Q.	 Ever	provided	a	service?	Never,	ID	only,	CCN	only,	ID+CCN	 80	
17	 Children	ID-	Numbers	seen	 70	
18	 Adults	ID-	Numbers	seen	 70	
19	Likert	Scale	 Interventions	ID	 63	
20	Likert	Scale	 Goals	ID	 63	
21	 Obstacles	to	goals-	Y/N	 60	
21a	Open-ended	 Describe	any	obstacles	 40	(comments)	
22	Open-ended	 Assistance	in	achieving	goals	 20	(comments)	
23	Skip	Logic	Q	 Confirm	service	provided:	CCN	 63	
24	 Children	CCN-	Numbers	seen	 29	
25	 Adults	CCN-	Numbers	seen	 29	
26	Likert	Scale	 Interventions	CCN	 28	
27	Likert	Scale	 Goals	CCN	 28	
28	 Obstacles	to	goals-	Y/N	 28	
28a	Open-ended	 Describe	any	obstacles	 18	(comments)	
29	Open-ended	 Assistance	in	achieving	goals	 7	(comments)	
30	 Determining	Disability	 60	
31	 Therapeutic	approaches	(TA)	 59	
32	Open-ended	 Influence	on	choice	of	TA	 50	(comments)	
33	Open-ended	 Adaptations	to	TA	 37	(comments)	
34	Open-ended	 Successful	intervention:	ID	 73	(comments)	
35	Open-ended	 Successful	intervention:	CCN	 42	(comments)	
36	 Additions	and	Adjustments	 54	
37	Likert	Scale	 Australian	counselling	resources	 57	
38	Likert	Scale	 Australian	guidelines	 57	
39	Likert	Scale	 International	resources	 57	
40	Likert	Scale	 STVP	Recommendations:	implementation	 65	
41	Open-ended	 Changes	needed?	 37	comments	
42	Open-ended	 Additional	comments	 14	comments	
Conclusion	 Thank	you,	contact	details,	and	support	information	 	

	

3.6	The	Survey	

	
A	combination	of	closed	questions	relating	to	attitude,	behaviour,	knowledge	and	

attributes	(Liamputtong,	2013)	was	asked	in	the	survey,	resulting	in	quantitative	

sets	of	data.		Some	questions	used	a	five	point	Likert	scale.	The	inclusion	of	open-

ended	expansion	questions	in	the	survey,	producing	qualitative	data	sets,	allowed	
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for	the	practice	wisdom	of	counsellor/advocates	to	be	explored	in	greater	depth.	

There	were	42	questions	in	total,	and	the	survey	took	approximately	20-30	

minutes	to	complete.		

	

Survey	topics	arose	both	from	the	literature	review	and	the	writer’s	“practice	

wisdom”,	developed	working	in	the	Victorian	sexual	assault	sector,	and	

particularly	on	the	Making	Rights	Reality	Project.	Dr.	Lucy	Healey	and	Dr.	Patsie	

Frawley,	who	are	both	academics	and	researchers	in	the	disability	and	violence	

space	provided	feedback	on	the	survey	content.	Supervisors	Dr.	David	Rose	and	

Professor	Louise	Harms	provided	substantial	advice	regarding	both	content	and	

survey	logic.	A	SECASA	colleague,	Sarah	McGregor,	who	is	both	a	

counsellor/advocate	and	the	CASA	Forum	Workforce	Development	Training	

Coordinator,	provided	feedback	on	early	drafts.	The	draft	survey	was	shared	with	

the	CASA	Forum	and	feedback	sought	prior	to	distribution.	

	

Reviewers	made	a	number	of	suggestions	for	change,	including	reducing	the	Likert	

scales	from	seven	to	five	points,	amending	the	definition	of	intellectual	disability,	

and	amending	the	wording	of	some	questions.	A	list	of	all	questions	asked,	and	the	

number	of	responses	received,	is	shown	above	in	Table	3.1.	A	detailed	overview	of	

the	structure	of	the	survey	and	the	rationale	for	the	inclusion	of	particular	topics	is	

provided	in	Appendix	3,	and	the	survey	in	its	entirety	can	be	viewed	in	Appendix	4.	
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3.7	Quantitative	Analysis	

	

Data	were	exported	from	the	host	website,	Survey	Monkey,	as	an	Excel	

spreadsheet.	Data	was	analysed	using	Stata,	and	graphs	were	produced	in	Word	

(Excel)	and	Minitab.	Descriptive	statistics	and	tables	were	produced	for	the	data	

from	each	question.	Dr.	Sue	Finch	from	The	University	of	Melbourne	Statistical	

Consulting	Centre	provided	advice	and	guidance	regarding	the	quantitative	

analyses.	

	

The	quantitative	data	was	analysed	to	explore	differences	between	

regional/metropolitan	centres,	length	of	time	employed,	size	of	CASA,	and	

disability	type	in	terms	of	type	of	service	offered.	Some	tests	of	association	were	

undertaken.	For	tests	of	association	in	relation	to	length	of	employment,	two	

categories	were	created-	under	5	years,	and	5	or	more	years.	Similarly,	for	size	of	

CASA,	respondents	were	assigned	to	one	of	two	categories,	with	the	first	including	

staff	employed	at	a	CASA	with	under	fifteen	staff,	and	the	second	including	those	

employed	at	an	organisation	with	fifteen	or	more	staff.	These	cut-offs	were	fairly	

arbitrary,	reflecting	a	point	at	which	the	CASAs	were	divided	approximately	

equally	between	the	two	groups,	whilst	also	logical	from	a	practice	perspective.	

	

For	all	questions	utilising	a	5-point	Likert	scale,	the	available	options	for	

respondents	were	ordinal.	As	it	could	not	be	assumed	that	any	two	points	on	the	

scale	were	equidistant	from	one	another,	statistical	analysis	required	that	the	data	

were	treated	as	categorical.		As	a	result,	categories	were	collapsed	to	create	sets	of	

binary	categorical	data,	enabling	tests	of	association	using	the	Fisher’s	Exact	Test	
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and	Binary	Logistic	Regression.	Odds	Ratios	and	95%	Confidence	Intervals	were	

also	calculated	for	each	test	(see	Table	3.2).	

	
Table	3.2	
	
Collapsed	Likert	Items	and	Binary	Categories	Produced	
	

Scale	 Likert	Items	 Binary	Categories	
Usefulness	of	Training	and	
Experience	
(Q.10)	

“Extremely	Useful”	1	
“Mostly	Useful”	1	
“Averagely	useful”	2	
“Of	limited	use”	2		
“Not	useful	at	all”	2	

1	Useful	 2	Not	Useful	

Confidence	
(Q.11)	

“Extremely	Confident”	1	
“Quite	Confident”	1	
“Average	Confidence”	2	
“Slightly	Confident”	2	
“Not	Confident	at	all”	2	

1	Confident	 2	Not	Confident	

Value	of	Interventions	
(Q.19,	Q.26)	

“Extremely	Valuable”	1	
“Mostly	Valuable”	1	
“Average	Value”	2	
“Limited	value”	2	
“No	value	at	all”	2		

1	Valuable	 2	Not	Valuable	

Meeting	of	Goals	
(Q.20,	Q.27)	

“Goal	has	been	met	fully”	1	
“Goal	has	been	mostly	met”	1	
“Goal	has	been	partially	met”	2	
“Goal	has	been	minimally	met”	2	
“Goal	has	not	been	met	at	all”	2	

1	Met	
	

2	Not	Met	

Helpfulness	of	Resources	
(Q.37,	Q.38,	Q.39)	

“Extremely	helpful”	1	
“Mostly	helpful”	1	
“Averagely	helpful”	2	
“Mostly	unhelpful”	2	
“Not	helpful	at	all”	2	

1	Helpful	 2	Not	Helpful	

Implementation	of	STVP	
Principles	
(Q.40)	

“Implemented	extremely	well”	1	
“Mostly	implemented”	1	
“Average	implementation”	2		
“Limited	implementation”	2	
“Not	implemented	at	all”	2	

1	Implemented	 2	Not	Implemented	

	
	

For	tests	of	association,	where	numbers	were	greater	in	one	category	than	the	

other,	respondents	with	missing	values	in	one	of	the	categories	were	automatically	

excluded	from	the	calculation	by	Stata.		

	

T-tests	were	also	used	to	compare	the	rates	of	use	by	counsellor/advocates	of	

interventions,	resources	and	recommendations	across	different	groups.	

Descriptive	statistics	were	calculated	in	some	circumstances	for	continuous	

variables,	and	frequency	counts	for	categorical	variables.	
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3.8	Qualitative	Analysis	

	

The	qualitative	data	was	coded	and	analysed	using	thematic	analysis	(Ezzy,	D.	

2002;	Gibbs,	G.	2007;	Liamputtong,	2013).	Themes	and	sub-themes	were	

developed	as	they	emerged	from	the	data	(Braun	and	Clarke,	2006,	cited	in	

Liamputtong,	2013),	however	the	systematic	approach	to	coding	used	was	guided	

in	part	by	the	detailed	procedure	for	qualitative	content	analysis	described	by	

Margrit	Schrier	(Schreier,	2014).	Hence,	for	each	survey	question,	all	responses	

were	read	through,	with	individual	segments	within	responses	coded.	Each	coding	

framework	contained	a	definition	of	the	theme,	examples,	and	any	decision	rules,	

however	themes	and	sub-themes	were	developed	in	response	to	the	data,	rather	

than	being	concept-driven	as	is	typical	of	qualitative	data	analysis.	

	

Responses	were	then	read	through	a	second	time	to	confirm	or	adapt	the	coding	

framework	for	each	set	of	responses.	Dr.	David	Rose	and	Professor	Louise	Harms	

each	provided	a	secondary	read	through	of	one	data	set	and	its	framework,	to	

ensure	the	presence	of	coding	consistency	and	to	further	develop	themes.	

	

Counting	was	used	to	ensure	‘cherry	picking’	of	responses	was	avoided	in	

presentation	of	the	data	(Barbour,	2014).	This	entailed	providing	the	number	of	

responses	contributing	to	themes	as	context	for	representative	quotations.	Where	

meaning	was	clear,	data	was	cleaned	to	remove	spelling	and	typographical	errors.		

	

Credibility,	transferability,	dependability	and	confirmability	were	considered	in	

the	study	design	and	analysis	to	ensure	research	rigour	(Liamputtong,	2014,	p.17).	
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Credibility	considers	whether	the	“findings	can	be	regarded	as	truthful”;	

dependability	considers	whether	the	research	is	“logical,	traceable	and	clearly	

documented”.	In	order	to	meet	these	two	components	of	qualitative	research	

rigour,	all	phases	of	the	process	have	been	documented	and	shared	with	Dr.	David	

Rose	and	Professor	Louise	Harms,	and	with	other	advisors	at	key	points	in	the	

process.	Thematic	analysis	was	conducted	with	oversight	of	the	supervisory	team,	

Dr.	David	Rose	and	Professor	Louise	Harms,	who	also	tested	a	coding	framework	

used	in	the	study	to	ensure	consistency.	

	

Transferability	considers	whether	the	findings	can	be	“generalised	or	applied	to	

other	individuals	or	groups,	contexts	or	settings”;	confirmability	considers	the	

“degree	to	which	the	findings	are	determined	by	the	respondents	and	conditions	of	

inquiry	and	not	by	the	biases,	motivations,	interests	or	perspectives	of	the	

inquirer”.	These	conditions	of	qualitative	research	rigour	are	covered	further	in	

the	discussion,	where	the	findings	of	the	study	are	considered	in	light	of	the	

current	body	of	knowledge	outlined	in	the	literature	review.	

	

3.9	Ethics	

	

The	Australian	Association	Of	Social	Work	identifies	three	core	values	of	the	

profession.	These	are	(i)	Respect	for	Persons	(ii)	Social	Justice	and	(iii)	

Professional	Integrity	(AASW,	2010).	These	values	are	listed	in	the	AASW	Practice	

Standards	as	influencing,	amongst	other	elements	of	practice,	the	undertaking	of	

research	and	evaluation.	The	writer’s	own	practice	and	learning	is	deeply	
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influenced	by	these	three	values,	and	they	have	shaped	the	research	project	

described	in	this	thesis.	

	

The	research	project	was	approved	as	a	Minimal	Risk	Project	by	the	University	of	

Melbourne	School	of	Health	Sciences	Human	Ethics	Advisory	Group	(Ethics	ID:	

1545668).	The	project	adhered	to	ethics	requirements	regarding	data	storage,	

with	all	electronic	data	collected	and	stored	securely	in	a	password-protected	

manner.	Oversight	of	the	project	was	undertaken	via	monthly	supervision	of	the	

researcher	with	Dr.	David	Rose,	and	bimonthly	supervision	with	Professor	Louise	

Harms.	There	were	considered	to	be	few	risks	involved	in	participation	in	this	

study,	as	survey	respondents	were	professionals	already	working	in	the	sexual	

assault	sector.	

	

A	potential	ethical	dilemma	lay	in	the	dual	role	of	the	writer	as	a	

counsellor/advocate	employed	at	a	CASA,	researching	the	work	of	the	CASAs.	In	

order	to	minimise	the	possible	conflict	of	interest,	this	dual	role	was	openly	

disclosed,	and	survey	respondents	participating	in	the	research	remained	

anonymous.	In	addition,	the	project	was	supervised	by	University	of	Melbourne	

academics,	who	could	provide	input	from	a	perspective	outside	the	CASAs.		

Moreover,	any	potential	risk	associated	with	the	writer’s	“insider	researcher”	role	

was	further	mitigated	by	the	well-established	value	in	research	being	conducted	

by	insiders.	The	benefits	of	such	research	include	an	understanding	of	the	nuances	

of	the	work	environment,	and	the	addition	of	richness	to	the	interpretation	of	

results	(Costley	et	al,	2010).	
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Chapter	4:	The	Counsellor/Advocates	

	

4.1 Overview	

	

Chapter	4	presents	findings	relating	to	counsellor/advocate	attributes,	experience,	

and	confidence.	Results	are	presented,	for	the	most	part,	in	the	order	in	which	

questions	appeared	in	the	survey.	Quantitative	and	qualitative	analyses	are	

intertwined	throughout	the	chapter,	as	each	provides	context	for	the	other.	All	

statistical	hypothesis	tests	presented	were	two-sided.	A	summary	of	the	findings	

ends	the	chapter.		

4.2 Counsellor/Advocate	Attributes	

 
Outcomes	of	questions	about	respondents’	place	of	work,	education	and	profession	

background	are	included	in	this	section.	

	

4.2.1 Location	of	Centre	Against	Sexual	Assault	

 
Survey	respondents	included	twenty-seven	(33%)	counsellor/advocates	from	a	

regional	CASA,	compared	with	fifty-six	counsellor/advocates	from	workplaces	in	

metropolitan	Melbourne	(67%).	Information	provided	to	the	writer	by	the	CASA	

Forum	in	December	2016	indicated	that	at	that	time	there	were	140	Regional	C/As	

(49.6%)	compared	with	142	Metropolitan	C/As	(50.4%),	suggesting	that	regional	

areas	are	somewhat	underrepresented	in	the	survey	data.		
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4.2.2 Size	of	Centre	Against	Sexual	Assault	

 
Eighty-two	counsellor/advocates	provided	information	about	the	size	of	their	

workplace.	As	can	be	seen	in	Table	4.1,	the	largest	group	of	respondents	(23	

people,	or	28%)	came	from	a	CASA	where	more	than	30	staff	were	employed,	and	

the	smallest	group	worked	at	a	CASA	comprising	5-9	employees	(or	11%	of	

respondents).		

	
Table	4.1	
Numbers	of	Staff	at	CASAs	Employing	Survey	Respondents	
	
Number	of	staff	at	CASA	 Number	of	respondents	(N=82)	
Fewer	than	5	 0	
5-9	 9	
10-14	 19	
15-19	 19	
20-30	 12	
More	than	30	 23	
Did	not	answer	 1	
Total	 83		
	
	
Figure	4.1	shows	the	number	of	staff	employed	at	each	of	the	Victoria	CASAs	(CASA	

Forum,	2016,	personal	correspondence).	

	

	
Figure	4.1	Victorian	CASAs:	Total	staff	employed	and	number	of	counsellor/advocates.	
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4.2.3	Profession	of	Counsellor/Advocates	

	

Counsellor/Advocates	typically	have	a	professional	background	in	Social	Work	or	

Psychology.	When	asked	to	identify	their	profession,	a	total	of	eighty-three	

respondents	provided	86	responses.	Three	respondents	of	the	eighty-three	

nominated	two	of	the	three	available	options,	describing	themselves	as	“Social	

Worker/Psychologist”,	“Social	Worker/Family	Therapist”,	and	“Social	

Worker/Provisional	Psychologist”.	All	others	identified	themselves	as	belonging	to	

one	profession10.	The	majority	of	Counsellor/Advocates	described	their	profession	

as	“Social	Worker”	(65.12%),	followed	by	“Other”	(19.77%)	then	“Psychologist”	

(12.79%).	Percentages	were	calculated	using	the	total	number	of	responses	rather	

than	total	number	of	respondents	(ie.	N=86	instead	of	N=83).		

	

Counsellor/Advocates	who	identified	their	profession	as	“Other”	had	backgrounds	

in	a	range	of	other	disciplines,	as	shown	in	Figure	4.2.		

	

	

	
	
Figure	4.2	Individual	responses	by	counsellor/advocates	nominating	their	professional	background	as	“Other”.		
	
	

																																																								
10	All	statistical	tests	relating	to	profession	excluded	respondents	who	identified	as	belonging	to	
two	categories,	where	the	two	categories	were	being	compared.	
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4.2.4	Counsellor/Advocate	Educational	Attainment	

 

Eighty-three	counsellor/advocates	provided	information	about	their	educational	

attainment.	Thirty-one	counsellor/advocates	indicated	that	their	highest	

qualification	was	a	Bachelor	Degree	(37.35%),	and	47	counsellor/advocates	had	a	

postgraduate	qualification	(56.63%).	Five	(6.02%)	people	had	attained	“Other”	

qualifications,	the	majority	of	which	were	identified	as	diplomas	(see	Figure	4.3).	

	

	
Figure	4.3.	Qualification	level	of	counsellor/advocates	(N=83)	
	

4.2.5	Length	of	time	employed	as	a	counsellor/advocate	

 

Seventy-seven	participants	provided	a	response	about	the	length	of	time	they	had	

worked	in	the	role.	Six	available	options	were	provided,	and	the	distribution	of	

responses	can	be	seen	in	Figure	4.4.	
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Figure	4.4.	Length	of	time	working	as	a	Counsellor/Advocate	(N=77)	
	
The	category	selected	by	the	largest	number	of	respondents	was	that	of	“1-5	

years”,	with	30	counsellor/advocates	(38.9%	of	respondents)	choosing	this	option.	

This	was	followed	by	the	“6-10	years”	category,	which	was	chosen	by	eighteen	

respondents,	or	22.38%.	The	median	length	of	time	in	the	role	was	6-10	years.	

	

4.3 Rates	of	service	provision	to	people	with	ID	and	CCN	

	
This	section	discusses	counsellor/advocates’	reported	rates	of	service	provision,	

both	in	terms	of	having	any	experience	ever	in	their	role,	and	in	terms	of	numbers	

of	victim/survivors	seen	at	the	service	over	the	twelve	months	preceding	the	

survey.	

	

4.3.1 Service	provision	in	the	role	

 
Respondents	were	asked	about	whether	they	had	ever	provided	a	service	to	

victim/survivors	with	an	intellectual	disability	and/or	complex	communication	

needs	in	their	role	as	counsellor/advocate.	Of	the	eighty	counsellor/advocates	who	
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provided	information	about	their	experience	of	service	provision,	eight	(10.00%)	

had	never	provided	a	service	to	a	person	with	intellectual	disability	or	complex	

communication	needs.	Six	of	these	eight	practitioners	had	been	in	the	field	for	less	

than	year,	two	for	between	1	and	5	years,	and	the	remaining	person	between	6-10	

years.	

	

Thirty-seven	respondents	(46.00%)	had	provided	a	service	to	a	victim/survivor	

with	an	intellectual	disability,	but	not	to	someone	with	complex	communication	

needs.	No	counsellor/advocates	identified	that	they	had	had	the	opposite	

experience.	Thirty-five	respondents	(43.75%)	had	provided	a	service	to	a	

victim/survivor	from	both	groups.	

	

4.3.2 Service	provision	in	the	twelve	months	preceding	the	survey	

 
Table	4.2	shows	the	number	of	adult	and	child	victim/survivors	reported	by	

counsellor/advocates	to	have	been	seen	by	them	at	their	service	in	the	preceding	

year.	The	table	shows	that	fewer	victim/survivors	with	complex	communication	

needs	attended	a	CASA	than	those	with	an	intellectual	disability,	and	that	children	

were	seen	less	frequently	than	adults.	However,	the	mean	number	of	child	clients	

seen	was	greater	per	respondent	than	for	adult	clients,	and	this	was	the	case	for	

both	groups.	

	

Sixty-seven	out	of	the	72	respondents	who	had	ever	provided	a	service	to	a	

victim/survivor	with	an	intellectual	disability	or	complex	communication	needs,	

had	counselled	at	least	one	victim/survivor	from	one	of	the	client	groups	in	the	

previous	year.	These	67	counsellor/advocates	had	seen	a	mean	of	6.03	(95%	CI	
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4.588,	7.472)	clients	from	the	groups	combined	over	the	previous	year.	The	thirty-

three	practitioners	who	had	worked	only	with	people	with	an	intellectual	

disability	had	seen	a	total	of	116	clients,	compared	with	the	34	who	had	worked	

with	people	with	both	groups,	who	had	seen	a	total	of	288	clients.	

	
Table	4.2	

Number	of	Adult	and	Child	Clients	Seen	in	the	Previous	12	Months.	

Client	
Group	

No.	of	
respondents	
who	have	
seen	0	
clients	

No.	of	
respondents	
who	have	
seen	at	least	
1	client	

Total	
number	
seen	

Mean	
number	
seen	

Standard	
Deviation	

Children	
with	ID	

33	 37	 127	 3.43		
(N=37)	

2.76	

Adults	with	
ID	

12	 58	 193	 3.33		
(N=58)	

3.07											

Children	
with	CCN	

17	 12	 30	 2.50		
(N=12)	

0.91										

Adults	with	
CCN	

4	 25	 54	 2.16		
(N=25)	

2.44											

All	clients	 3	 67	 404	 6.03		
(N=67)	

5.91											

	
	
Figure	4.5	below	displays	the	distribution	of	responses,	showing	

counsellor/advocates	are	most	commonly	providing	a	service	to	only	one	or	two	

people	from	these	two	client	groups	per	year.	However,	counting	the	numbers	of	

clients	provides	a	very	basic	overview	of	counsellor	experience,	as	contacts	with	

the	service	over	that	twelve	month	period	could	range	from	a	once-off	contact	

when	providing	a	crisis-care	response	for	one	person,	to	weekly	sessions	held	over	

the	entire	year	for	another.		Moreover,	each	CASA	has	its	own	service	model,	with	

some	providing	ongoing	counselling	in	a	relatively	unrestricted	way,	and	others	

with	a	limited	number	of	sessions	offered	per	client.		
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Figure	4.5.	Bar	charts	showing	numbers	or	adults	and	children,	with	an	ID	or	CCN,	seen	in	the	previous	year.	
	
	
The	total	number	of	clients	per	respondent	was	calculated	by	adding	child	and	

adult	clients	with	intellectual	disability	to	child	and	adult	clients	with	complex	

communication	needs.	Figure	4.6	shows	that	the	majority	of	practitioners	saw	

between	1	and	5	clients	over	the	twelve	months	prior	to	the	survey,	however	5	

respondents	of	the	67	saw	between	20	and	30	clients.	Four	of	these	5	respondents	

were	from	an	“Other”	profession,	and	one	was	a	social	worker.	
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Figure	4.6.	Number	of	respondents,	and	how	many	clients	they	have	seen	in	the	12	months	preceding	the	
survey	(N=67)	
	
Analyses	using	an	independent	samples	t-test	found	no	association	between	size	of	

CASA,	categorised	into	“Under	15	staff”	and	“15	or	more	staff”,	and	total	number	of	

clients	seen	by	those	practitioners	who	had	seen	at	least	one	client	in	the	previous	

twelve	months.	Similarly,	no	significant	difference	was	found	for	location	of	CASA	

(metropolitan	or	regional)	in	relation	to	the	total	number	of	clients	seen	in	the	

previous	year	(Table	4.3).	

	

Independent	samples	t-tests	compared	number	of	clients	seen	by	profession.	Table	

4.3	shows	that	Psychologists	had	seen	fewer	clients	than	both	Social	Workers	and	

those	from	“Other”	professions	over	the	previous	year.	These	differences	were	

statistically	significant.	Social	workers	also	saw	fewer	clients	than	those	from	

“Other”	Professions,	a	finding	that	verged	on	statistical	significance.	The	high	mean	

number	of	clients	seen	by	those	from	“Other”	professions	is	in	part	explained	by	

the	four	workers	who	had	seen	between	20	and	30	people	each	over	the	time	

period.	
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Table	4.3	
	
Total	Number	of	Clients	Seen-	Is	there	a	Difference	Depending	on	(1)	CASA	Location	(2)	CASA	Size	and	(3)	
Profession?	

	
	 	
	 t(34.87)=0.625	

Satterthwaite’s	
Under	15	Staff	
n=22	

15	or	More	Staff	
n=45	

No.	of	Service	Users	
Seen	with	ID	or	CCN	

Mean	 6.73	 5.69	

	 SD	 6.78	 5.48	
	 Difference	of	Means	(Under	15	Staff	–	15	or	More	Staff)	
	 Estimate	 95%	CI	 p-value	
No.	of	Service	Users	
Seen	with	ID	or	CCN	

1.04	 -2.33,	4.41	 0.536	

	 t(40.24)=-0.681	
Satterthwaite’s	

Metropolitan	CASA	
n=44	

Regional	CASA	
n=23	

No.	of	Service	Users	
Seen	with	ID	or	CCN	

Mean	 5.66	 6.74	

	 SD	 5.67	 6.41	
	 Difference	of	Means	(Metropolitan	CASA	–	Regional	CASA)	
	 Estimate	 95%	CI	 p-value	
No.	of	Service	Users	
Seen	with	ID	or	CCN	

-1.08	 -4.29,	2.13	 0.500	

	
	 t(13.47)=1.90	

Satterthwaite’s	
Other	Profession	
n=13		

Social	Worker	
n=42	

No.	of	Service	Users	
Seen	with	ID	or	CCN	

Mean	 10.77	 5.60	

	 SD	 9.55	 4.21	
	 Difference	of	Means	(Other	Profession-Social	Worker)	
	 Estimate	 95%	CI	 p-value	
No.	of	Service	Users	
Seen	with	ID	or	CCN	

5.17	 -0.70,	11.04	 0.079	

	 t(38.42)=3.27	
Satterthwaite’s	

Psychologist	
n=10	

Social	Worker	
n=44	

No.	of	Service	Users	
Seen	with	ID	or	CCN	

Mean	 2.7	 5.39	

	 SD	 1.64	 4.22	
	 Difference	of	Means	(Psychologist-	Social	Worker)	
	 Estimate	 95%	CI	 p-value	
No.	of	Service	Users	
Seen	with	ID	or	CCN	

-2.69	 -4.35,	-1.03	 0.0022	

	 t(15.23)=2.703	
Satterthwaite’s	

Other	Profession	
n=15	

Psychologist	
n=10	

No.	of	Service	Users	
Seen	with	ID	or	CCN	

Mean	 9.47	 2.7	

	 SD	 9.49	 1.64	
	 Difference	of	Means	(Other	Profession-	Psychologist)	
	 Estimate	 95%	CI	 p-value	
No.	of	Service	Users	
Seen	with	ID	or	CCN	

-6.77	 1.44,	12.09	 0.016	
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4.4 Training,	experience	and	confidence	

	

4.4.1	Training	

	

Eighty-one	counsellor/advocates	provided	information	about	whether	they	had	

received	any	training	on	working	with	people	with	an	intellectual	disability.	Fifty-

four	(66.67%)	respondents	had	received	training,	and	27	(33.33%)	had	not.	In	

relation	to	working	with	people	with	complex	communication	needs,	forty	

(49.38%)	participants	had	received	training,	and	41	(50.62%)	had	not.	

	

A	Fisher’s	Exact	Test	was	conducted	to	compare	the	odds	of	having	received	

training	in	working	with	each	of	the	two	groups.	The	difference	was	found	to	be	

statistically	significant	(Fisher’s	Exact	Test:	OR	17.41	95%	CI	4.25,	98.65;	p<	

0.0001),	with	counsellor/advocates	more	likely	to	have	received	training	in	

working	with	people	with	an	intellectual	disability	than	with	those	with	complex	

communication	needs	(see	Figure	4.7).	
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Figure	4.7.	Have	you	had	any	training	in	working	with	people	with	(1)	CCN	or	people	with	(2)	ID?	(N=81)	
	
 	
A	Fisher’s	Exact	Test	found	no	statistically	significant	association	between	CASA	

location	(metropolitan	or	regional)	and	having	received	training	in	working	with	

either	victim/survivors	with	intellectual	disability	or	with	complex	communication	

needs	(see	Table	4.4).	

	
Table	4.4	
	
Association	of	CASA	Location	with	Receiving	Training	in	Working	with	People	with	(1)	ID	or	(2)	CCN	
(Fisher’s	Exact	Test).	
	
	 Odds	of	having	had	training	in	

working	with	
Victim/Survivors	with	an	ID,	
given	location	

Odds	of	having	had	training	in	
working	with	
Victim/Survivors	with	CCN,	
given	location	

CASA	Location	
(Metropolitan/Regional)	

OR=0.72	
95%	CI	0.24,	2.16	
p=0.62	

OR=	1.04	
95%	CI	0.37,	2.927	
p=1.00	

	
Those	who	had	received	training	in	working	with	people	with	an	intellectual	

disability	had	higher	odds,	than	those	who	had	not,	of	having	received	training	in	

working	with	people	with	complex	communication	needs.	This	finding	was	
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statistically	significant	(Fisher’s	Exact	Test;	Odds	Ratio=	17.41,	95%	CI	4.25,	98.61;	

p=	0.000).	

	

4.4.2	Confidence	

	

Respondents	were	asked	how	confident	they	feel	about	providing	a	

counselling/advocacy	service	to	(1)	victim/survivors	with	complex	

communication	needs,	and	(2)	victim/survivors	with	an	intellectual	disability.	As	

can	be	seen	from	Figure	4.8	below,	participants	identified	a	much	lower	level	of	

confidence	in	providing	a	counselling	service	to	people	with	complex	

communication	needs.		

	

Twenty-seven	per	cent	of	respondents	to	the	survey	stated	that	they	are	“not	

confident	at	all”	in	providing	a	service	to	people	with	complex	communication	

needs,	compared	with	8.6%	of	respondents	who	stated	that	they	are	“not	confident	

at	all”	in	providing	a	service	to	people	with	an	intellectual	disability.	For	those	

workers	who	identified	as	“Quite	confident”	in	providing	a	counselling/advocacy	

service,	24.7%	said	this	is	the	case	for	victim/survivors	with	an	intellectual	

disability,	however	only	16.0%	said	this	is	the	case	for	victim/survivors	with	

complex	communication	needs.	
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Figure	4.8.	Bar	charts	showing	levels	of	confidence	in	service	provision	to	victim/survivors	with	(1)	CCN	and	
(2)	ID	(N=81)	
	
	

To	test	the	association	of	confidence	in	providing	a	counselling/advocacy	service	

with	client	type,	Likert	categories	were	collapsed	into	two	categories.	Figure	4.9	

shows	numbers	falling	into	each.		

	

A	Fisher’s	Exact	test	was	conducted	to	compare	the	odds	of	Counsellor/Advocates	

having	confidence	in	their	work	with	people	with	an	intellectual	disability,	with	the	

odds	of	them	having	confidence	in	their	work	with	people	with	complex	

communication	needs.	Participants	were	found	to	have	statistically	significant	

lower	odds	of	confidence	in	providing	a	service	to	victim/survivors	with	complex	

communication	needs	(Fisher’s	Exact	Test;	OR	and	95%	CI	not	possible	due	to	zero	

count	cells;	p<0.0001).	
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Figure	4.9.	Numbers	of	counsellor/advocates	identifying	themselves	as	“Confident”,	compared	with	“Not	
Confident”,	for	each	group	of	victim/survivors	(N=81)	
	
	

Further	analyses	were	undertaken	to	explore	factors	that	may	be	associated	with	

counsellor/advocate	confidence.	Independent	samples	t-tests	compared	number	of	

clients	seen	with	confidence	in	providing	a	service	to	each	of	the	two	groups,	

amongst	those	who	had	seen	at	least	one	person	over	the	12	months	preceding	the	

service.	As	shown	in	Table	4.5,	the	mean	number	of	clients	seen	was	greater	for	

those	who	expressed	confidence	in	both	cases.	The	difference	was	statistically	

significant	for	confidence	in	working	with	people	with	CCN.	
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Table	4.5	
	
Total	Number	of	Clients	Seen-	Is	there	a	Difference	Depending	on	(1)	Confidence	with	ID	&	(2)	
Confidence	with	CCN?		
	 t(59.98)=-1.16	

Satterthwaite’s	
Not	Confident	with	
ID	
n=24	

Confident	with	ID	
n=43	

No.	of	Service	Users	
Seen	with	ID	or	CCN	

Mean	 5.00	 6.60	

	 SD	 4.75	 6.45	
	 Difference	of	Means	(Not	Confident	with	ID	–	Confident	with	ID)	
	 Estimate	 95%	CI	 p-value	
No.	of	Service	Users	
Seen	with	ID	or	CCN	

-1.60	 -4.37,	1.16	 0.250	

	 t(36.7)=-2.04	
Satterthwaite’s	

Not	Confident	with	
CCN	
n=40	

Confident	with	CCN	
n=27	

No.	of	Service	Users	
Seen	with	ID	or	CCN	

Mean	 4.73	 7.96	

	 SD	 4.14	 7.52	
	 Difference	of	Means	(Not	Confident	with	CCN	–	Confident	with	CCN)	
	 Estimate	 95%	CI	 p-value	
No.	of	Service	Users	
Seen	with	ID	or	CCN	

-3.24	 -6.46,	-0.02	 0.049	

	
	
The	odds	of	having	had	training	and	being	confident	were	high	in	both	groups,	as	

can	be	seen	in	Table	4.6,	however	low	precision,	as	demonstrated	by	wide	95%	

CIs,	may	have	contributed	to	the	lack	of	statistically	significant	findings,	

particularly	in	the	case	of	complex	communication	needs.		

	
Table	4.6	
	
Association	of	Confidence	with	Training	in	(1)	ID	and	(2)	CCN	(Fisher’s	Exact	Test)	
	
	 (1)	Training	in	working	with	

Victim/Survivors	with	an	ID	
(Yes/No)	

(2)	Training	in	working	with	
Victim/Survivors	with	CCN	
(Yes/No)	

Confidence	(Yes/No)1	 OR=1.71	
95%	CI	0.60,	4.85	
p=0.336	

OR=	2.47	
95%	CI	0.888,	6.976	
p=0.0677	
	

1	Confidence	refers	to	(1)	Confidence	with	ID	and	(2)	Confidence	with	CCN		
	
Analysis	of	the	association	of	worker	confidence,	both	in	working	with	people	with	

complex	communication	needs	and	in	working	with	people	with	an	intellectual	

disability,	with	having	had	particular	previous	types	of	training	experiences	and	
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opportunities	was	conducted,	and	resulted	in	some	statistically	significant	findings	

which	will	be	discussed	as	follows.	

	

4.4.3	Confidence,	experience,	and	training	opportunities	

	
Survey	respondents	were	asked	about	their	participation	in	a	range	of	experiences	

and	training	opportunities,	and	the	helpfulness	of	these	(Figures	4.10	and	4.11).	

The	experiences	and	training	opportunities	counsellor/advocates	had	most	

frequently	utilised	in	their	work	with	victim/survivors	with	intellectual	disabilities	

or	complex	communication	needs	were	online	resources	(80.25%),	internal	

supervision	(79.01%),	books	or	journal	articles	(66.67%)	and	previous	counselling	

experience	(58.02%).	The	first	three	are	all	easily	accessible	in	the	workplace,	

which	is	likely	to	be	a	contributing	factor	in	the	frequency	of	their	usage.	

	
	

	
	
Figure	4.10.	Number	of	respondents	having	had	experiences	and	training	opportunities	(N=81)	
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For	each	item,	those	who	assessed	it	to	be	“Helpful”	were	compared	with	those	

who	found	the	item	“Unhelpful”	and	Figure	4.11	shows	that	respondents	typically	

found	the	listed	experiences	and	training	opportunities	to	be	helpful	in	their	work	

with	victim/survivors	with	an	intellectual	disability	or	complex	communication	

needs.	Exceptions	were	“Internal	Supervision”	and	“Unit	of	university	Course”.	

Both	of	these	had	equal	numbers	of	respondents	falling	into	the	“Helpful”	and	the	

“Unhelpful”	category.	

	
	

	
Figure	4.11.	Number	of	respondents	rating	experiences	and	training	opportunities	as	“Helpful”	and	“Unhelpful”.	
	
	
A	statistically	significant	association	between	counsellor/advocates’	confidence	in	

their	work	with	both	groups	of	victim/survivors	and	having	had	experiences	and	

training	opportunities	was	found	for	the	following	items	(regardless	of	how	helpful	

they	had	been	rated	by	respondents):	previous	work	in	the	disability	sector,	CASA	

Forum	Workforce	Development	training,	internal	supervision,	attending	

workshops	or	conferences,	and	using	online	resources.	Internal	supervision	and	

online	resources	were	also	the	most	frequently	used.	An	association	was	found	

0	 10	 20	 30	 40	 50	

Previous	work	experience	in	the	

CASA	Forum	Workforce	

Internal	Supervision	

External	Supervision	

Previous	counselling	experience	

Workshops	or	Conferences	

Books	or	Journal	Articles	

Living	Safer	Sexual	Lives	training	

Independent	Third	Person	

Online	Resources	

Unit	of	university	course	

Number	of	Respondents	

Unhelpful	

Helpful	



78		

between	counsellor/advocates	reporting	feelings	of	confidence	in	work	with	

people	with	CCN	and	having	had	read	books	or	journal	articles.	A	high	odds	ratio	in	

the	same	direction	was	found	for	ID,	which	verged	on	statistically	significant.	Wide	

confidence	intervals	indicate	a	lack	of	precision	for	some	items,	particularly	those	

with	small	numbers.	

	

Interestingly,	having	completed	a	unit	of	a	university	course	was	found	to	be	

associated	with	reduced	confidence	in	working	with	people	with	intellectual	

disability.	There	was	no	association	found	for	this	item	for	work	with	people	with	

complex	communication	needs,	although	a	trend	in	this	direction.	A	summary	of	

findings	can	be	seen	in	Table	4.7.	
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Table	4.7	
Association	of	Previous	Training	or	Experience	with	Confidence	in	Providing	a	Service	to	a	Victim/Survivor	with	
an	ID	or	CCN	(Fisher’s	Exact	Test).	

	
	

  Confidence with: 
  Total Intellectual Disability Complex Communication 

Needs 
  N=81             
Type of training or experience 

  Have 
done 

% 

OR 95% CI p-value OR 95% CI p-value 

Workplace PD by External Agencies 
  42 1.39 0.52, 3.74 0.503 2.10 0.76, 5.92 0.167 
  51.9%             
Previous Work Experience in the Disability Sector 
 32 4.90 1.57, 

16.88 
0.003 3.13 1.11, 8.93 0.020 

 39.51%       
CASA Forum Workforce Development 
 33 4.04 1.35, 

12.99 
0.006 4.56 1.57, 13.42 0.002 

 40.74%       
Internal Supervision 
 64 3.753 1.08, 

13.95 
0.025 13.26 1.80, 

574.62 
0.0036 

 79.01%       
External Supervision 
 25 2.74 0.87, 9.59 0.084 1.2 0.4, 3.49 0.805 
 30.86%       
Previous counselling experience with clients with a disability in another setting 
 47 1.39 0.51, 3.77 0.498 1.42 0.51, 4.01 0.493 
 58.02%       
Workshops or conferences 
 40 7.37 2.39, 

24.07 
0.0001 5.04 1.70, 

15.63 
0.0012 

 49.38%       
Books or journal articles 
 54 2.72 0.95, 7.87 0.0535 8 2.01, 

45.28 
0.0006 

 66.67%       
Living Safer Sexual Lives Training 
 6 3.52 0.36, 

171.87 
0.395 1.78 0.22, 

14.12 
0.665 

 7.41%       
ITP Training 
 26 0.42  0.144, 

1.21 
0.090 0.51 0.16, 1.56 0.226 

 32.09%       
Online Resources 
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 65 3.26 0.916, 
12.26 

0.047 5.30 1.06, 
50.92 

0.041 

 80.25%       
Unit of University Course 
 14 0.196 0.04, 0.79 0.014 0.40 0.07, 1.75 0.234 
 17.28%       
	
	

4.4.4	Confidence	and	Professional	Background,	Education	Attainment,	and	

Length	of	Time	as	a	Counsellor/Advocate	

Binary	logistic	regressions	were	undertaken	to	examine	the	association	between	

professional	background	and	confidence	in	providing	a	service	to	people	with	(1)	

intellectual	disability	and	(2)	complex	communication	needs.	Figure	4.12	shows	

the	proportion	from	each	profession	expressing	confidence.	

	

Figure	4.12.	Proportion	of	respondents	expressing	confidence	in	service	provision	to	victim/survivors	with	(2)	
ID	and	(2)	CCN		

The	first	analysis	found	that	professional	background	was	not	predictive	of	

counsellor/advocate	confidence	in	the	case	of	providing	a	service	to	people	with	

intellectual	disability	(χ2=2.37,	p=0.306).	Some	of	the	odds	ratios	are	small,	but	

sample	size	does	not	allow	these	effects	to	be	detected	(see	Table	4.8).	In	the	case	

of	providing	a	service	to	people	with	complex	communication	needs,	profession	

was	found	to	be	predictive	of	confidence	(χ2=	5.97,	p=0.05),	with	Social	Workers	
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having	lower	odds	of	confidence	than	those	from	“Other”	professions	(OR:	0.24;	

95%	CI	0.08,	0.79).	Psychologists	had	similar	odds	of	confidence	in	comparison	to	

those	from	“Other”	professions,	however	this	result	is	inconclusive	due	to	a	wide	

95%	CI.	

	

The	group	who	were	social	workers	included	the	majority	of	the	eight	

practitioners	(75%)	who	had	never	provided	a	service	to	a	person	with	complex	

communication	needs	or	an	intellectual	disability,	and	with	these	respondents	

removed	the	p-value	for	confidence	with	CCN	is	slightly	larger	(χ2=	5.36,	p=	0.07),	

but	the	ORs	and	95%	CI	for	this	comparison	are	similar	to	the	results	with	the	

“Never”	group	included.	See	Table	4.8	for	odds	ratios	and	confidence	intervals.	
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Table	4.8		
Is	Profession	Predictive	of	Confidence	in	Working	with	People	with	ID	or	CCN?	(Binary	Logistic	Regressions)	

	
Confidence	in	Working	with	ID	

	
χ2=2.37,	p=0.306	

	 	 OR	 95%	CI	
Psychologist	 Other		 0.50	 0.09,	2.73	
Social	
Worker	

Other	 0.39	 0.11,	1.37	

Social	
Worker	

Psychologist	 0.78	 0.20,	3.08	

Confidence	in	Working	with	CCN	
	

χ2=	5.97,	p=0.05	

	 	 OR	 95%	CI	
Psychologist	 Other		 0.26	 0.05,	1.39	
Social	
Worker	

Other	 0.24	 0.08,	0.79	

Social	
Worker	

Psychologist	 0.95	 0.22,	4.15	

Confidence	in	Working	with	ID-	“Never”	
group	removed	

χ2=	2.36,	p=0.308	

	 	 OR	 95%	CI	
Psychologist	 Other		 0.41	 0.07,	2.47	
Social	
Worker	

Other	 0.35	 0.09,	1.44	

Social	
Worker	

Psychologist	 0.87	 0.22,	3.49	

Confidence	in	Working	with	CCN-	“Never”	
group	removed	

χ2=	5.36,	p=	0.07	

	 	 OR	 95%	CI	
Psychologist	 Other		 0.24	 0.04,	1.36	
Social	
Worker	

Other	 0.24	 0.07,	0.86	

Social	
Worker	

Psychologist	 1.02	 0.23,	4.54	

		
	
Two	by	two	tables	were	created	in	order	to	analyse	the	association	of	qualification	

level	and	length	of	time	working	as	a	counsellor/advocate	with	confidence	using	

the	Fisher’s	Exact	test.	For	qualification	level	the	categories	“Doctoral	Degree”,	

“Master	Degree”,	“Graduate	Diploma”	and	“Graduate	Certificate”	were	collapsed	

into	one,	and	“Bachelor	Degree”	and	“Other”	were	collapsed	into	a	second	group.	

For	length	of	time	working	in	the	field,	a	category	for	“Under	5	years”	and	another	

for	“Five	years	or	more”	were	created	in	order	to	conduct	the	analysis.	

	

No	statistically	significant	association	was	found	with	confidence	in	working	with	

people	with	intellectual	disability,	nor	with	people	with	complex	communication	
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needs,	for	either	qualification	level	or	length	of	time	working	as	a	

counsellor/advocate.	However	the	OR	is	small	for	CCN	confidence	with	regard	to	

education	level,	suggesting	those	with	a	Post	Graduate	level	education	have	lower	

odds	of	confidence.	This	counterintuitive	outcome	may	be	related	to	the	number	of	

respondents	who	have	completed	a	qualifying	Masters	Degree	in	Social	Work,	and	

are	new	to	the	work.		See	Table	4.9	below.	

	
Table	4.9		
	
Association	of	(1)	Education	Level	and	(2)	Length	of	Time	Working	with	Confidence	in	Working	with	
(a)	People	with	ID	and	(b)	People	with	CCN	(Fisher’s	Exact	Test)	
	
	 Confidence	in	Working	with	

ID	(Yes/No)	
Confidence	in	Working	with	
CCN	(Yes/No)	

Education	level	
(Postgraduate/Undergraduate	or	
other)	

OR	0.84	
95%	CI	0.31,	2.27	
p=0.82	

OR	0.52	
95%	CI	0.19,	1.43		
p=0.17	

Length	of	time	working	(Under	5	
years/5	years	of	more)	

OR	1.385	
95%	CI	0.50,	3.89	
p=0.64	

OR	1.25	
95%	CI	0.45,	3.50	
p=0.65		

	
	

4.4.5	Confidence	and	prior	provision	of	a	service	

	

A	statistically	significant	finding	showed	that	counsellor/advocates	who	have	

previously	provided	a	service	to	people	from	both	groups	have	higher	odds	of	

being	confident	in	working	with	people	with	complex	communication	needs	than	

those	who	have	not	(Fisher’s	Exact	Test:	OR	7.827;	95%	CI	2.527,	25.143;	

p=0.001).	

	

There	was	no	statistically	significant	association	found	between	having	ever	

provided	a	service	to	a	person	with	an	intellectual	disability	(n=72)	and	confidence	

in	service	provision	with	that	group	of	victim/survivors,	however	the	OR	was	high,	

and	the	95%	CI	wide,	suggesting	poor	precision	is	a	factor	in	the	outcome	(OR	

2.949;	95%	CI	0.518,	20.243;	p=0.250).	
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Those	respondents	who	had	provided	a	service	to	both	people	with	complex	

communication	needs	and	those	with	intellectual	disability	had	higher	odds	of	

being	confident	in	working	with	people	with	intellectual	disability	than	those	who	

had	not	(Fisher’s	Exact	Test:	OR	2.763;	95%	CI	0.969,	8.186;	p=0.040).	

	

Counsellor/Advocates	who	expressed	confidence	in	working	with	people	with	

complex	communication	needs	had	higher	odds	of	reporting	confidence	in	working	

with	people	with	intellectual	disability	(Fisher’s	Exact	Test;	OR	12.56	Cornfield,	

exact	95%	CI	not	possible	due	to	zero	count	cell;	p=0.000).	

	

4.5 Increasing	Confidence:	Themes	and	Subthemes	

	
An	open-ended	question	on	what	counsellor/advocates	thought	would	assist	in	

increasing	their	confidence	in	this	work	resulted	in	seventy-two	responses.	Fifty-

two	of	these	comments	recommending	further	training,	and	17	comments	

highlighted	the	need	for	workers	to	develop	experience	through	opportunity	to	

work	with	these	victim/survivors.	Thematic	analysis	of	these	responses	was	

undertaken,	and	themes	and	sub-themes	that	emerged	are	shown	Figure	4.13.	

	

Survey	respondents	identified	five	areas	where	changes	could	be	made	to	improve	

worker	confidence.	These	relate	to	(1)	Resources	(2)	Training	(3)	Worker	support		

(4)	Implementation	and	(5)	Workplace	models.		
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Figure	4.13	Themes	and	subthemes:	improving	counsellor/advocate	confidence.	
	
	

Encapsulating	these	themes	is	the	comment	of	one	respondent	who	stated	that	

what	would	assist	to	increase	their	confidence	in	the	work	would	be,	“More	

experience	working	with	clients	and	opportunities	to	workshop	cases	with	others,	

more	training	opportunities,	more	efficient	collation	of	resources”.	Another	worker	

requested,	“Special	training	opportunity	that	covers	trauma	work	with	s/u	[service	

user]	with	intellectual	disabilities	(ie	specific	to	this	work,	not	general	information	

about	working	with	people	with	intellectual	disabilities”.	Eighteen	

counsellor/advocates	emphasised	the	need	for	training	that	is	focused	specifically	

on	work	with	victim/survivors	of	sexual	assault.		

	

Survey	responses	highlight	a	desire	for	access	to	resources,	with	some	identifying	

a	need	for	tools	to	work	with	people	with	complex	communication	needs,	and	

others	suggesting	counselling-specific	tools	are	needed	for	working	with	this	

group	of	victim/survivors.	Some	survey	respondents	identified	specific	areas	

where	they	would	like	to	gain	knowledge,	including	current	recommendations,	
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directions	towards	tools	and	resources,	independent	third	person	training,	and	

legal	knowledge	relating	to	the	disability	sector.	Another	area	survey	respondents	

identified	as	a	potential	source	of	improved	confidence	was	that	of	worker	

support,	proposing	a	variety	of	means	such	as	skilled	supervision,	opportunities	

for	secondary	consultation,	and	networking	with	others.	One	participant	proposed,	

“Qualified	supervision	in	this	area”	as	a	way	to	increase	confidence.		

	

Workers	responding	to	the	survey	also	highlighted	the	need	for	opportunities	to	

practice	their	skills	through	implementation.	A	lack	of	consistent	referrals	was	

identified	as	a	factor	in	lower	levels	of	confidence.	One	respondent	observed,	

“Referrals	are	infrequent	so	it's	not	a	client	group	I've	worked	with	consistently	

over	the	past	few	years”.	

Finally,	workers	suggested	a	number	of	potential	changes	within	the	workplace	

that	they	felt	would	increase	their	confidence.	These	suggestions	included	changes	

to	intake	processes,	the	employment	of	specialist	workers,	and	increased	

preparedness	of	the	organisation	to	accommodate	the	needs	of	these	

victim/survivors.	A	Counsellor/Advocate	proposed:	

Working	 with	 these	 issues	 more	 regularly	 would	 increase	

my	familiarity	and	confidence	(at	present	these	issues	come	

up	irregularly).	Also	having	the	workplace	take	this	issue	on	

board	 and	 be	 prepared	 to	 accommodate	 this	 work	 (eg	 it	

requires	 purchasing	 resources,	 having	 them	 at	 hand,	 the	

workplace	needs	to	be	more	understanding	of	the	needs	of	

this	group	and	deliberately	accommodating	[sic]	eg	slower	

pace	 of	 the	 counselling	 process,	 requiring	 more/longer	
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sessions	 and	 potentially	 more	 coordination/advocacy	 to	

have	needs	addressed).	

4.6 	Training	and	Barriers	to	training	

	
Respondents	were	asked	about	whether	they	think	counsellor/advocates	need	

more	training	in	working	with	people	with	(1)	intellectual	disability	and	(2)	

complex	communication	needs.	Consistent	with	the	volume	of	responses	

mentioned	above	which	requested	training	to	increase	confidence,	the	majority	of	

participants	agreed	(see	Table	4.10).	

	
Table	4.10	
	
Do	counsellor/advocates	need	more	training?	
	
Do	you	think	
counsellor/advocates	need	
more	training	in	working	with	
people	with….	

Intellectual	Disability	 Complex	Communication	
Needs	

Yes	 75	 75	
No	 6	 5	
Total	 81	 80	
	
	

When	asked,	“Are	there	any	barriers	to	you	accessing	training	in	this	area?”,	forty-

six	of	eighty	respondents	(57.50%)	agreed.	No	statistically	significant	association	

with	CASA	location	was	found	for	this	item,	however	the	OR	was	high,	with	odds	of	

experiencing	barriers	greater	for	those	from	regional	CASAs	than	for	those	from	

metropolitan	CASAs.	The	95%	CI	was	wide,	suggesting	imprecision	may	have	

affected	capacity	to	detect	an	association	(Fisher’s	Exact:	OR	1.91,	95%	CI	0.64,	

5.96;	p=0.23).	There	was	also	a	trend	towards	more	workers	from	CASAs	with	

fewer	than	15	staff	reporting	experiencing	barriers	to	training	(Fisher’s	Exact:	OR	

0.35,	95%	CI	0.11,	1.06;	p=0.055).	
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4.7 Barriers	to	training:	Themes	and	Subthemes	

	
Counsellor/advocates	were	asked	to	describe	the	barriers	they	had	encountered	in	

attempting	to	access	training.	A	thematic	analysis	of	responses	was	conducted,	and	

the	themes	and	subthemes	can	be	seen	in	Figure	4.13	below.		

	

	
Figure	4.14	Themes	and	subthemes:	barriers	to	accessing	training.	
	
	
Forty-six	survey	respondents	provided	information	about	obstacles	impeding	their	

access	to	training.	These	included	barriers	related	to	limits	on	resources,	such	as	

funding	and	time;	barriers	related	to	training	itself,	such	as	low	availability	of	

training,	or	lack	of	specialist	training,	together	with	difficulties	finding	out	about	

training.	Additional	challenges	were	noted	by	some	regional	workers,	with	one	

respondent	reporting,	for	example,	that	there	are	“limited	options	for	training	

offered	in	regional	areas”.	

	

Respondents	also	highlighted	the	role	prioritisation	regarding	training	takes,	both	

within	individuals	and	within	agencies.	The	combination	of	few	referrals	and	

limited	referrals	was	mentioned	by	some	respondents	as	a	factor	in	decision-

making	around	training	priorities.	Workers	and	agencies	were	reported	to	be	

making	decisions	to	seek	or	support	training	in	areas	viewed	as	more	broadly	
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applicable	than	training	on	how	to	work	with	victim/survivors	with	intellectual	

disability	and	complex	communication	needs.	One	worker	expressed	the	view	that	

there	are	“Other	priorities	in	agency.	It	seems	like	it	needs	to	be	made	a	priority.	

This	seems	to	be	changing	a	little”,	and	another	commented	that	there	are	“Not	a	

large	number	of	clients	in	these	areas	so	difficult	to	identify	need	for	it	with	the	

agency”.	Some	workers	observed	that	their	current	case	loads	influence	their	

decisions	about	which	workshops	to	attend,	for	example,	“I	work	part	time	and	

there	are	many	areas	I	would	like	to	improve	my	knowledge	in	that	would	be	

relevant	to	my	client	load.”	Fourteen	people	suggested	that	funding	was	a	factor	in	

restricting	their	access	to	training.	

	

Eight	respondents	were	of	the	view	that	there	is	a	lack	of	workshops	for	the	sexual	

assault	workforce,	mirroring	counsellor/advocates’	comments	on	increasing	

confidence	in	the	workforce	(See	Section	4.3.6).	A	participant	observed	one	barrier	

to	be	the	[lack	of]	“availability	of	such	training,	specifically	combining	both	sexual	

assault	and	clients	from	these	populations”.		

	

Eight	counsellor/advocates	reported	being	unaware	of	any	workshops.	

Interestingly,	two	of	these	respondents	had	been	in	the	role	for	6-10	years,	over	

which	time	three	workshops	on	working	with	people	with	cognitive	disabilities,	

including	one	held	in	2015	that	had	also	focused	on	complex	communication	

needs,	had	been	run	by	the	CASA	Forum	Workforce	Development	Program.		
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4.8	Summary	

	

The	survey	participants	comprise	a	primarily	tertiary	educated	group	where	more	

than	half	have	a	postgraduate	qualification.	Eighty-five	per	cent	of	respondents	

had	been	working	as	a	counsellor/advocate	for	longer	than	a	year,	and	47%	had	

been	in	the	role	for	six	years	or	more.	Social	workers	comprised	65.12%	of	

respondents,	“Other”	professional	backgrounds	19.77%,	and	psychologists	

12.79%.	Thirty-three	per	cent	of	respondents	were	from	a	regional	CASA,	67%	

from	a	metropolitan.	

	

Findings	presented	in	this	chapter	highlight	that	counsellor/advocates	had	lower	

odds	of	having	received	training	in	working	with	people	with	complex	

communication	needs,	and	lower	odds	of	confidence	in	providing	a	service	to	this	

group,	compared	with	people	with	intellectual	disability.	Participants	also	had	

lower	rates	of	referral	of	this	cohort	of	victim/survivors.	

	

Respondents	suggested	that	counsellor/advocate	confidence	could	be	increased	

through	access	to	resources,	more	training,	training	adapted	specifically	for	the	

sexual	assault	sector,	improved	worker	support,	changes	to	workplace	models	of	

service	provision,	and	opportunities	to	implement	new	knowledge	through	

increased	referrals.	Barriers	to	training	identified	included	workplace	resourcing	

issues,	the	availability	of	appropriate	training,	and	limited	referrals.		

	

Findings	relating	to	the	kinds	of	services	counsellor/advocates	are	providing	to	

people	with	intellectual	disabilities	and	complex	communication	needs	are	

presented	in	the	following	chapter.	
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Chapter	5:	How	is	the	Work	Being	Done?	

	

5.1 Introduction	

	

This	chapter	covers	the	ways	in	which	counsellor/advocates	find	out	whether	a	

person	presenting	to	their	service	has	a	disability,	the	kinds	of	interventions	that	

counsellor/advocates	use	with	their	clients,	and	how	valuable	they	assess	them	to	

be.	The	chapter	also	describes	the	goals	that	survey	respondents	identified	as	

important	to	service	users,	and	whether	these	goals	had	been	met.	

Counsellor/advocate	use	of	resources	is	covered,	along	with	estimated	workplace	

implementation	of	the	Stop	The	Violence	Project	recommendations.	As	for	Chapter	

4,	results	are	mostly	presented	in	the	order	in	which	questions	appeared	in	the	

survey.	Quantitative	and	qualitative	analyses	are	intertwined	throughout	the	

chapter,	and	all	statistical	hypothesis	tests	presented	were	two-sided.	A	summary	

of	the	findings	ends	the	chapter.	

	

Findings	presented	in	the	previous	chapter	highlighted	that	counsellor/advocates	

had	lower	odds	of	having	received	training	in	working	with	people	with	complex	

communication	needs,	and	lower	odds	of	confidence	in	providing	a	service	to	this	

group,	compared	with	people	with	intellectual	disability,	and	had	lower	rates	of	

referral	of	this	cohort	of	victim/survivors.	Consequently,	some	comparisons	

between	counsellor/advocates	who	had	provided	a	service	to	people	with	complex	

communication	needs,	and	those	who	had	only	ever	provided	a	service	to	people	

with	intellectual	disability,	were	undertaken.	Counsellor/advocates’	assessments	

of	their	work	with	each	of	the	two	groups	were	explored	to	ascertain	any	
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differences	there	might	be	for	(1)	types	of	interventions	used,	and		(2)	counselling	

and	advocacy	goals.	Choice	of	therapeutic	approaches	was	also	contrasted	for	the	

two	groups.	

	

In	all	cases,	the	practitioners	who	had	provided	a	service	to	victim/survivors	with	

complex	communication	needs	also	had	experience	in	working	with	people	with	

intellectual	disabilities.	Hence,	many	comparisons	in	this	study	were	between	

counsellor/advocates	who	had	worked	with	ID,	and	counsellor/advocates	who	had	

worked	with	both	ID	and	CCN.	Where	analyses	were	undertaken	using	these	two	

groups,	it	is	mentioned.	

	

5.2 Identification	of	disability	

	

The	ways	that	counsellor/advocates	identified	whether	a	victim/survivor	referred	

to	their	service	has	a	disability	(of	any	kind)	can	be	seen	in	Table	5.1.	Each	

respondent	could	choose	multiple	options	from	those	provided,	and	sixty	

counsellor/advocates	provided	231	responses.	Most	commonly,	

counsellor/advocates	indicated	that	a	question	about	disability	was	asked	as	part	

of	the	intake	process,	with	forty-five	out	of	sixty	respondents	endorsing	this	item.	

This	was	closely	followed	by,	“A	supporter/referrer	provides	this	information”	and	

“You	form	the	view	that	the	person	may	have	a	disability	as	you	get	to	know	them”	

(73.33%)	and	“The	victim/survivor	provides	this	information”	(70%).	Only	one	

person	stated	that	they	did	not	attempt	to	establish	whether	a	person	attending	

their	service	has	a	disability.	
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Table	5.1.	

Identifying	that	a	Victim/Survivor	has	a	Disability	

Identification	of	disability	
(N=60)	

Number	of	respondents	
(%)	

A	question	about	disability	is	asked	at	intake	 45	(75%)	
A	question	about	disability	is	asked	during	
the	first	counselling	session	

21	(35%)	

The	victim/survivor	provides	this	
information	

42	(70%)	

A	supporter/referrer	provides	this	
information	

44		(73.33%)	

Police	provide	this	information	 34	(56.67%)	
You	form	the	view	that	the	person	may	have	a	
disability	as	you	get	to	know	them	

44	(73.33%)	

You	don’t	establish	whether	the	person	has	a	
disability	

1	(1.6%)	

	 Total	endorsements:	231	

	

5.3	Interventions	used,	and	their	value	to	victim/survivors	

Counsellor/advocates	were	asked	about	a	range	of	possible	interventions	they	

may	use	in	their	work,	and	their	perception	of	the	value	of	these	interventions	to	

their	clients	with	intellectual	disabilities	or	complex	communication	needs.	

	

5.3.1	Interventions	Used	

	
Sixty-three	counsellor/advocates	provided	responses	about	their	interventions	

with	victim/survivors	with	intellectual	disabilities,	and	twenty-eight	

counsellor/advocates	provided	responses	about	their	interventions	with	

victim/survivors	with	complex	communication	needs.		

Figure	5.1	shows	a	comparison	of	the	proportion	of	respondents	reporting	the	use	

of		interventions	for	clients	with	an	intellectual	disability,	with	those	with	complex	

communication	needs,	and	it	can	be	seen	that	the	distribution	of	rates	is	similar	for	

the	two	groups.	The	interventions	most	likely	to	have	been	used,	for	both	groups,	

were	counselling,	advocacy,	liaison	with	services,	and	family	support.	Group	

interventions	were	least	likely	to	be	used	for	both	groups.	Assistance	in	making	an	
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application	to	the	Victims	of	Crime	Assistance	Tribunal,	and	criminal	justice	

support	were	interventions	that	were	provided	less	frequently.	This	is	most	likely	

reflective	of	the	low	rates	of	reporting	and	progress	through	the	criminal	justice	

system	that	is	experienced	by	all	victim/survivors	of	sexual	assault,	and	is	more	

pronounced	for	people	with	disabilities.	

	

Figure	5.1	demonstrates	that	a	crisis	care	response,	which	is	typically	provided	to	

those	who	have	experienced	a	recent	assault,	is	more	frequently	provided	to	

people	with	intellectual	disability	than	people	with	complex	communication	needs.	

This	could	reflect	delayed	disclosure	for	victim/survivors	with	CCN	due	to	the	

obstacles	they	may	face	communicating	their	experience.	As	a	result,	opportunity	

for	provision	of	crisis	care,	including	forensic	medical	examinations,	may	be	

missed.		

	

	
Figure	5.1.	Comparison	of	proportions	of	interventions	reported	used	by	counsellor/advocates	for	
victim/survivors	with	ID	with	interventions	reported	used	by	counsellor/advocates	for	
victim/survivors	with	CCN.	
	
For	each	person,	a	count	of	the	total	number	of	interventions	used	with	(1)	people	

with	ID;	and	(2)	people	with	CCN	was	calculated;	this	could	range	from	0	(no	

interventions	used)	to	9	(all	interventions	used).	The	distribution	of	responses	can	
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be	seen	in	Figure	5.2	below.		On	average,	respondents	used	a	total	of	5.38	of	the	9	

listed	interventions	with	victim/survivors	with	an	intellectual	disability		(95%	CI:	

4.86,	5.90;	N=63).	Respondents	used	a	mean	total	of	4.71	of	the	9	listed	

interventions	with	victim/survivors	with	complex	communication	needs	(95%	CI:	

3.93,	5.50;	N=28).	

	

A	paired	t-test	was	undertaken	to	compare	the	mean	total	number	of	interventions	

used	for	people	with	(1)	ID	and	(2)	CCN,	using	the	responses	of	the	28	participants	

who	had	provided	a	service	to	both	groups.	On	average,	victim/survivors	with	

intellectual	disabilities	were	offered	6.36	(SD=1.79)	interventions,	and	

victim/survivors	with	complex	communication	needs	were	offered	a	mean	of	4.71	

interventions	(SD=	2.02,	Mean	Diff=	1.64,	95%	CI	0.90,	2.38).	This	was	a	

statistically	significant	difference	(t(27)=4.55,	p=0.0001).	See	Figure	5.2	below	for	

distribution	of	numbers	of	interventions	used.	

	

	
Figure	5.2.	Number	of	interventions	used	for	victim/survivors	with	(1)	ID	and	(2)	CCN,	by	
counsellor/advocates	who	have	experience	with	both	groups.	
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The	group	of	counsellor/advocates	who	had	experience	working	with	

victim/survivors	with	an	ID	was	divided	into	those	who	had	only	provided	a	

service	to	someone	with	an	ID	(35	people),	and	those	who	had	also	provided	a	

service	to	someone	with	CCN	(28	people).		An	independent	t-test	comparing	mean	

number	of	interventions	used	with	people	with	an	ID,	for	those	who	have	worked	

with	both	ID	and	CCN,	with	those	who	have	only	worked	with	ID,	found	a	

statistically	significant	difference.	Those	who	have	worked	with	both	groups	had	

used	a	mean	of	6.36	interventions	with	victim/survivors	with	an	intellectual	

disability	(SD=1.79,	Mean	Diff=	1.76,	95%	CI	0.81,	2.71),	compared	with	those	who	

have	only	worked	with	people	with	ID,	who	gauged	they	had	used	a	mean	of	4.60	

interventions	(SD=1.96)	(t	(61)=3.68,	p=	0.0005).	

	

5.3.2	Estimated	Value	of	Interventions	to	Victim/Survivors	

	
Counsellor/advocates	provided	an	assessment	of	the	value	of	each	intervention	to	

their	clients	with	an	intellectual	disability	or	complex	communication	needs.	A	

count	of	the	number	of	interventions	assessed	as	valuable	was	calculated	for	each	

respondent.	This	count	could	range	from	0	(no	interventions	valuable)	to	9	(all	

interventions	valuable).	Likert	items	were	collapsed	to	form	two	categories,	

“Valuable”	and	“Not	valuable”.	

	

On	average,	respondents	assessed	a	total	of	3.65	of	the	9	listed	interventions	as	

valuable	to	victim/survivors	with	an	intellectual	disability		(95%	CI:	3.03,	4.27;	

N=63).	This	sounds	quite	low,	but	only	a	mean	total	of	5.38	of	the	9	interventions	

had	been	used	for	this	group,	meaning	that	on	average,	67.84%	of	participants	

assessed	the	interventions	they	had	used	as	being	valuable	to	their	clients.	
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Respondents	assessed	a	mean	total	of	3.68	of	the	9	listed	interventions	as	valuable	

to	victim/survivors	with	complex	communication	needs	(95%	CI:	2.80,	4.56;	

N=28).	This	also	seems	low,	but	only	a	mean	total	of	4.71	of	the	9	interventions	

had	been	used	for	this	group,	meaning	that	on	average,	78.13%	of	participants	

assessed	the	interventions	they	had	used	as	being	valuable	to	their	clients.	

	

A	paired	t-test	was	used	to	compare	the	mean	number	of	interventions	assessed	as	

valuable	for	people	with	ID	(M=4.93,	SD=2.26)	with	the	mean	number	of	

interventions	assessed	as	valuable	for	people	with	CCN	(M=3.68,	SD=2.26),	by	

those	practitioners	who	have	provided	a	service	to	both	groups.	A	statistically	

significant	difference	was	found,	suggesting	that	counsellor/advocates	with	

experience	working	with	both	groups	of	clients	assess	fewer	interventions	as	

valuable	to	people	with	complex	communication	needs	than	to	people	with	an	

intellectual	disability	(t	(27)=3.72,	p=0.0009;	Mean	Diff=1.25,	95%	CI	0.56,	1.94).	

	

The	group	of	counsellor/advocates	who	had	provided	a	service	to	someone	with	

an	ID	was	divided	into	those	who	had	only	provided	a	service	to	someone	with	an	

ID	(35	people),	and	those	who	had	also	provided	a	service	to	someone	with	CCN	

(28	people).		An	independent	t-test	comparing	mean	number	of	interventions	

assessed	as	valuable	by	those	who	have	worked	with	both	ID	and	CCN,	with	those	

who	have	only	worked	with	ID,	found	a	statistically	significant	difference.	Those	

who	have	worked	with	both	groups	assessed	a	mean	of	4.93	interventions	as	

valuable	to	victim/survivors	with	an	intellectual	disability	(SD=2.26),	compared	

with	those	who	have	only	worked	with	people	with	ID	who	gauged	as	valuable	a	
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mean	of	2.63	interventions	(SD=2.14)	(t	(61)=4.13,	p=	0.0001;	Mean	Diff=2.3,	95%	

CI	1.19,	3.41).	

	

Counsellor/Advocates	who	had	only	worked	with	people	with	an	ID	were	

estimating	an	average	of	2.3	fewer	interventions	were	valuable	to	their	clients	with	

an	intellectual	disability	in	comparison	with	practitioners	who	had	worked	with	

both	groups.	Table	5.2	shows	that	for	all	interventions	(with	the	exception	of	

“Other”	for	both	groups,	and	assistance	in	making	an	application	to	the	Victims	of	

Crime	Assistance	Tribunal	for	people	with	CCN),	the	proportion	of	respondents	

assessing	these	as	“Valuable”	exceeded	the	proportion	of	those	assessing	each	

intervention	as	“Not	valuable.		

Table	5.2	
	
Percentage	of	interventions	used	that	were	assessed	as	valuable	
	
Interventions	 Number	Used	 Number	found	Valuable	(%)	
	 ID	

N=63	
CCN	
N=28	

ID	 CCN	

Counselling	
	

62	 28	 35		
56%	

20	
71%	

Advocacy	
	

52	 21	 40	
77%	

18	
86%	

Liaison	with	services	 51	 20	 32	
63%	

15	
75%	

Family	Support	
	

46	 20	 37	
80%	

17	
85%	

Crisis	Care	Response	 44	 16	 32	
73%	

13	
81%	

VOCAT	Referral	
	

28	 10	 19	
68%	

5	
50%	

Criminal	Justice	System	
Response	

24	 13	 18	
75%	

10	
77%	

Other	 23	 7	 11	
48%	

3	
43%	

Group	Work	
	

7	 2	 6	
86%	

2	
100%	

	

5.4 	Goals:	what	are	they,	and	have	they	been	met?	

 
Respondents	were	asked	about	a	range	of	possible	goals	their	clients	may	have	

identified	as	relevant,	and	how	fully	these	goals	had	been	met,	for	service	users	
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with	(1)	an	intellectual	disability	or	(2)	complex	communication	needs.	

Respondents	could	select	from	12	possible	goals	in	the	survey.	For	the	purposes	of	

analyses,	data	collected	for	the	item	“Other”	was	excluded,	due	to	it	being	too	non-

specific	as	a	“goal”	and	because	60	out	of	63	respondents	for	ID,	and	26	out	of	28	

for	CCN,	declared	it	“not	relevant”.	

5.4.1 The	Relevance	of	Goals	
 
 

Figure	5.3	shows	the	proportion	of	respondents	identifying	each	goal	as	relevant	

for	service	users	with	intellectual	disability	and	for	those	with	complex	

communication	needs.	The	distributions	of	proportions	of	counsellor/advocates	

identifying	a	goal	as	relevant	are	similar	for	the	two	groups.	The	graph	shows	that	

the	goals	most	commonly	identified	as	relevant	for	both	groups	were:	“To	get	help	

with	coping	and	psychological	impacts”,	“To	talk	about	the	sexual	assault”,	“To	

develop	personal	safety	skills”,	“To	get	information	about	sexuality	and	

relationships”,	“To	get	information	about	rights	and	choices”	and	“To	develop	a	

safety	plan”.	

	

Goals	related	to	criminal	justice	support	and	applying	for	compensation	are	less	

frequently	seen	as	relevant,	consistent	with	the	findings	related	to	use	of	

interventions,	and	as	discussed	above	likely	to	be	related	to	generally	low	rates	of	

reporting	and	of	cases	proceeding	through	the	criminal	justice	system.	
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Figure	5.3.	Comparison	of	proportions:	goals	reported	as	relevant	for	victim/survivors	
with	ID	compared	with	goals	reported	as	relevant	for	victim/survivors	with	CCN.	
	
	
For	the	following	analyses,	a	count	of	the	number	of	relevant	goals	was	calculated	

for	each	respondent.	This	count	could	range	from	0	(no	goals	relevant)	to	12	(all	

goals	relevant).	On	average,	respondents	assessed	a	total	of	8.97	of	the	12	listed	

goals	as	relevant	for	victim/survivors	with	an	intellectual	disability		(95%	CI:	8.36,	

9.58;	N=63).	Respondents	assessed	a	mean	total	of	8.46	of	the	12	listed	goals	as	

relevant	for	victim/survivors	with	complex	communication	needs	(95%	CI:	7.33,	

9.60;	N=28).	

	

The	mean	total	number	of	goals	seen	as	relevant	to	those	with	ID	was	compared	to	

the	mean	total	goals	seen	as	relevant	to	those	with	CCN,	amongst	practitioners	

who	had	provided	a	service	to	both	groups.	A	statistically	significant	difference	

was	found,	with	counsellor/advocates	assessing	a	higher	number	of	goals	as	

relevant	to	people	with	ID	(M=9.89,	SD=	1.99)	than	to	people	with	CCN	(M=8.46,	

SD=2.94),	although	in	both	cases	the	mean	number	of	goals	seen	as	relevant,	of	the	

twelve	suggested,	was	quite	high.	On	average,	one	and	a	half	fewer	goals	were	seen	

as	relevant	to	people	with	complex	communication	needs,	by	those	who	had	
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experience	providing	a	service	to	both	groups	(t(27)=3.75;	p=0.0014;	Mean	

Diff=1.43,	95%	CI	0.608,	2.25).	

	

The	group	of	counsellor/advocates	who	had	provided	a	service	to	someone	with	

an	ID	was	divided	into	those	who	had	only	provided	a	service	to	someone	with	an	

ID	(35	people),	and	those	who	had	also	provided	a	service	to	someone	with	CCN	

(28	people).		An	independent	t-test	comparing	mean	number	of	total	goals	

assessed	as	“relevant”	for	those	who	have	worked	with	both	ID	and	CCN,	with	

those	who	have	only	worked	with	ID,	found	a	statistically	significant	difference.	

Those	who	have	worked	with	both	groups	assessed	a	mean	of	9.89	goals	as	

“relevant”	(SD=1.98),	compared	with	those	who	have	only	worked	with	people	

with	ID,	who	gauged	a	mean	of	8.23	goals	as	“relevant”	(SD=2.41)	(t	(60.99-	df	

Satterthwaite’s)=2.95,	p=	0.0045;	Mean	Diff=1.66,	95%	CI	0.537,	2.79).	

5.4.2	Meeting	Goals	

	
Respondents	were	asked	about	how	fully	they	gauged	each	goal	to	be	met	for	

service	users	with	an	intellectual	disability	or	complex	communication	needs.	

Likert	items	were	collapsed	to	form	two	categories,	“Met”	and	“Not	Met”.	Table	5.3	

shows	that,	for	victim/survivors	with	an	ID,	the	goals	that	the	highest	proportion	

of	respondents	identify	as	met	are:	“To	get	crisis	support	and	medical	care”	(75%),	

“To	get	information	about	sexuality	and	relationships”	(65.4%),	“To	develop	a	

safety	plan”	(63.2%)	and	“To	get	information	about	rights	and	choices”	(63.2%).		
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Table	5.3	
	
Percentage	of	relevant	goals	that	were	assessed	as	met	
	
Goals	 Number	Relevant	 Number	Met	(%)	
	 ID	

N=63	
CCN	
N=28	

ID	 CCN	

Talk	about	the	sexual	assault	
	

60	 28	 36		
60%	

14	
50%	

Develop	a	safety	plan	
	

57	 23	 36	
63%	

11	
48%	

Crisis	Support/medical		 44	 19	 33	
75%	

14	
74%	

Criminal	Justice	System	
Support	

44	 19	 25	
57%	

9	
47%	

Coping/Impacts	 59	 28	 35	
59%	

15	
54%	

Practical	Help	
	

35	 15	 12	
34%	

8	
53%	

Rights/Choices	 57	 23	 36	
63%	

14	
61%	

Sexuality/Relationships	 57	 24	 14	
60%	

11	
46%	

Personal	safety	skills	
	

58	 24	 30	
52%	

10	
42%	

Online	safety	info	
	

44	 16	 17	
39%	

5	
31%	

VOCAT	
	

34	 12	 17	
50%	

5	
42%	

Groups	 16	 6	 4	
25%	

2	
33%	

Other	 3	 2	 0	
0%	

0	
0%	

	

	

Table	5.3	also	shows	that,	for	victim/survivors	with	CCN,	the	goals	that	the	highest	

proportion	of	respondents	identify	as	met	are:	“To	get	crisis	support	and	medical	

care”	(73.7%),	“To	get	information	about	rights	and	choices”	(60.9%),	“To	get	help	

with	coping	and	psychological	impacts”	(53.6%),	“To	get	practical	help	(with	

accommodation,	disability	supports)”	(53.3%).	

	
	
For	the	following	analyses,	a	count	of	the	number	of	goals	assessed	as	met	was	

calculated	for	each	respondent.	This	count	could	range	from	0	(no	goals	met)	to	12	

(all	goals	met).	
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On	average,	respondents	assessed	a	total	of	5.00	of	the	12	listed	goals	as	“met”	for	

victim/survivors	with	an	intellectual	disability		(95%	CI:	4.12,	5.88;	N=63).	

Respondents	assessed	a	mean	total	of	4.21	of	the	12	listed	goals	as	“met”	for	

victim/survivors	with	complex	communication	needs	(95%	CI:	2.72,	5.71;	N=28).	

	

A	paired	t-test	was	used	to	compare	the	mean	number	of	goals	assessed	as	having	

been	met	for	people	with	ID	(M=6.1,	SD=3.6)	to	the	mean	number	of	goals	assessed	

as	having	been	met	for	people	with	CCN	(M=4.2,	SD=3.9),	by	those	practitioners	

who	have	provided	a	service	to	both	groups.	A	significant	difference	was	found,	

suggesting	that	counsellor/advocates	with	experience	working	with	both	groups	

of	clients	assess	fewer	goals	as	“met”	for	people	with	complex	communication	

needs	than	for	people	with	an	intellectual	disability	(t	(27)=4.03,	p=0.0004;	Mean	

Diff=1.89,	95%	CI	0.93,	2.86).	

	

The	group	of	counsellor/advocates	who	had	provided	a	service	to	someone	with	

an	ID	was	then	divided	into	those	who	had	only	provided	a	service	to	someone	

with	an	ID	(35	people),	and	those	who	had	also	provided	a	service	to	someone	

with	CCN	(28	people).		An	independent	samples	t-test	comparing	mean	total	goals	

assessed	as	“met”	for	those	who	have	worked	with	both	ID	and	CCN,	with	those	

who	have	only	worked	with	ID,	found	a	statistically	significant	difference.	Those	

who	have	worked	with	both	groups	assessed	a	mean	of	6.1	total	goals	as	“met”	

(SD=3.6),	compared	with	those	who	have	only	worked	with	people	with	ID,	who	

gauged	a	mean	of	4.1	total	goals	as	“met”	(SD=3.2)	(t	(61)=2.32,	p=	0.024;	Mean	

Diff=1.99,	95%	CI	0.275,	3.71).	
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5.4.2	Obstacles	to	meeting	goals	

	

Respondents	were	slightly	more	likely	to	identify	obstacles	in	their	work	with	

people	with	complex	communication	needs,	with	eighteen	of	twenty-eight	

respondents	(64.2%)	saying	that	there	had	been	obstacles	to	achieving	goals	

compared	with	thirty-seven	of	sixty	respondents	(61.7%)	saying	that	there	had	

been	obstacles	to	achieving	goals	in	their	work	with	victim/survivors	with	

intellectual	disabilities.	A	Fisher’s	Exact	Test	found	no	association	between	

disability	type	and	the	presence	of	obstacles	in	reaching	goals,	amongst	the	27	

practitioners	who	provided	a	response	to	both	questions.	Nineteen	(70.37%)	

suggested	there	were	obstacles	present	in	work	with	people	with	an	ID,	and	18	

(66.67%)	agreed	these	were	present	for	people	with	CCN	(OR	1.19,	95%	CI	0.32,	

4.41;	p=	0.500).		

	

5.5	Obstacles	to	Achieving	Goals:	Themes	and	Subthemes	
	

Thematic	analysis	of	the	descriptions	of	obstacles	encountered	was	undertaken.	

Themes	and	sub-themes	that	emerged	through	the	analysis	can	be	seen	in	Figure	

5.4.	
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Figure	5.4.	Obstacles	to	achieving	goals	identified	by	counsellor/advocates.	
	
	
The	largest	group	of	comments	placed	the	responsibility	for	not	meeting	goals	

with	the	victim/survivor,	and	attributed	problems	meeting	goals	to	the	person’s	

impairment.	For	example,	one	respondent	described	the	“Capacity	to	understand	

and	take	in	information.	Also	willingness	to	do	homework.”	as	key	barriers	to	

achieving	goals.	Comments	attributing	obstacles	to	reaching	goals	to	a	

characteristic	of	the	worker	were	similar	in	number	to	those	relating	to	the	service	

user	themselves.	A	participant	commented	on	gaps	in	her	own	knowledge,	

commenting	that	“It	was	difficult	to	determine	what	the	s/u	[service	user]	goals	

were	to	begin	with,	and	whether	sessions	were	helpful,	how	to	practice	safely”.		

	

Family	was	identified	as	a	potential	facilitator	in	reaching	goals,	but	also	a	

potential	barrier,	and	sometimes	both	for	the	same	victim/survivor.	A	

counsellor/advocate	highlighted	this	with	the	comment,	

	

Systemic	Factors	

Service	System	

CASA	

Counsellor/Advocate	

Family	

Victim/Survivor	

•  Housing	inequality	
•  Income	inequality	
•  Legal	system	inflexibility	to	meet	needs	
•  Lack	of	funding	for	programs	and	services	

•  Decision	making	by	disability	service	rather	than	client	(not	referring,	or	
referring	when	not	wanted	by	client)	

•  Lack	of	understanding		and	recognition	of	sexual	assault	and	impacts	
•  Complex	needs	of	client	not	being	met	by	siloed	services	
•  Disability	services	not	approriately	supporting		

•  Access	to	resources	
•  Management	support	
•  Organisational	capacity	

•  Communication	skills	
•  Knowledge	
•  Experience	(Consistency	of	referrals)	
•  Confidence	
•  Contacts/Network	

•  Viewed	as	integral	source	of	support-	enabling	access	
•  Environment	outside	counselling-	can	be	in	conflict	with	counselling	goals	

•  Ambivalent	about	counselling	
•  Commitment	(to	attending	regularly,	doing	homework)	
•  Retention	of	information	
•  Application	of	information	
•  Communication	
•  Unique	to	each	individual	



106		

Once	a	parent	needed	to	be	present	to	"translate"	for	the	client.	

I	 feel	 this	 compromised	 the	 client's	 confidentiality	 in	 sessions,	

and	may	have	limited	the	issues	she	raised.	On	the	other	hand,	I	

would	not	have	been	able	to	understand	this	client	much	at	all	

without	her	parent	being	present	to	help	me	understand	her.	

	

Others	identified	their	own	or	their	organisation’s	limitations	in	making	

adaptations	as	a	contributing	factor	in	goals	not	being	achieved.	One	

counsellor/advocate	noted	that	within	their	workplace,	“Often,	the	time-limited	

sessions	we	can	offer	do	not	work	well	for	people	experiencing	profound	

intellectual	disabilities”	and	another	noted	access	to	“limited	formal	materials	to	

use	in	counselling	sessions.	No	access	to	visual	communication	supports	in	therapy	

spaces.”		

	

Obstacles	within	the	service	system	used	by	many	victim/survivors	with	

disabilities	were	also	identified.	For	example,	one	respondent	commented	on	“The	

lack	of	understanding	by	some	disability	support	workers	of	the	impact	of	trauma	

on	the	client	and	reluctance	to	refer	to	CASA”	and	another	mentioned,	“balancing	

between	what	client	needs	and	what	their	supports	want	and	expect”.	

	

Systemic	factors	resulting	in	failures	of	service	delivery	and	access	were	

highlighted,	with	one	counsellor/advocate	reporting,	

	

In	one	case,	my	client's	disability	required	more	hands	on,	day	to	

day	 support	 and	 case	 coordination	 of	 health	 care	 services	 and	

the	criminal	justice	system,	and	there	seemed	to	be	a	real	gap	in	
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the	 system	 to	 acknowledge	 her	 level	 of	 disability	 and	

accommodate	this.	

	

5.6	Enablers	to	Achieving	Goals:	Themes	and	Subthemes	

	

Responses	addressing	what	was	of	assistance	in	achieving	goals	resulted	in	a	

number	of	themes	and	sub-themes.	Twenty	counsellor/advocates	provided	a	

response	relating	to	service	users	with	an	intellectual	disability,	and	seven	

commented	on	what	had	been	of	assistance	in	their	work	with	people	with	

complex	communication	needs.	These	were	grouped	together	due	to	the	small	

number	of	responses,	and	the	presence	of	an	emergent	coding	framework	that	was	

applicable	to	both	groups	of	responses.	

	

The	themes	emerging	from	the	responses	were:	Advocacy,	Collaboration,	

Communication,	Self	Determination	and	Workplace.	Examples	of	

Counsellor/Advocates’	responses	for	each	of	these	themes	can	be	seen	in	Table	5.4.	

	

Encapsulating	some	of	the	themes	is	the	following	comment	from	one	participant,	

who	observed	that,	

	

It	appeared	that	when	clients	had	high	support	needs,	the	level	of	

support	 they	 were	 receiving	 on	 a	 daily	 or	 weekly	 basis	 was	

higher	 and	 this	 support	 assisted	 them	 to	 achieve	 their	 goals	 as	

above.	Providing	secondary	consultation	and	training	to	support	

workers/residential	 or	 day	 program	 centre	 staff	 around	

responding	to	s/a	assisted	in	achieving	client	goals	as	it	allowed	
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the	 client	 to	 receive	 support	 within	 established	 and	 familiar	

relationships	as	far	as	possible.		

	

This	comment	highlights	the	way	in	which	supports	that	are	working	well,	and	

collaboration	between	organisations,	can	facilitate	access	to	a	CASA	for	

victim/survivors	with	high	support	needs.	

	
Table	5.4			
	
What	was	of	Assistance	in	Achieving	Goals?	
	
Theme	 Subthemes	 Example	Response	
Advocacy	 By	Counsellor/Advocate	

	
	
By	Disability	Advocacy	
Service	
	

“Persistence	and	a	lot	of	foot	
stamping.”	
	
“Clients	have	been	engaged	with	
disability	advocates”	

Collaboration	 With	other	
Counsellor/Advocates	
	
With	Disability	Sector	
Workers	
	
	
With	Family	Members	

“other	counselors	at	the	service”	
	
	
“Networking,	Working	
collaboratively	with	support	
services”	
	
WORKING	ALSO	WITH	FAMILIES	

Communication	 Allowing	enough	time	
	
	
	
Using	clear	language	
	
	
Using	resources	
	

“providing	sufficient	time	to	
ensure	that	the	person	was	aware	
of	their	choices”	
	
“Providing	clear	information	and	
choices”	
	
“Use	of	pictorial		methods”	

Respect	for	Client	Self	
Determination	

By	Counsellor/Advocate	
	
By	Disability	Advocacy	
Service	

“Believing	in	the	clients	capacity”	
	
“support	workers	that	promote	
self	determination	principles”	

Workplace	 Supportive	colleagues	
	
Flexible	service	
	
	
Training	offered		
	
	

“Supportive	team	environment”	
	
“no	restrictions	on	number	of	
sessions	available”	
	
“I	found	previous	training	with	
CASA	workforce	development	
helpful	when	communicating	with	
this	client”	
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5.7	Therapeutic	Approaches	

	

Counsellor/Advocates	nominated	which	therapeutic	approaches	they	have	used	in	

counselling	with	the	two	groups	of	victim/survivors.	Figure	5.5	shows	the	

proportion	of	respondents	indicating	that	they	had	used	each	approach.	Each	

respondent	could	choose	multiple	options	from	those	provided.	The	resulting	

proportions	were	calculated	by	dividing	the	number	of	endorsements	for	each	

therapeutic	approach	by	the	total	number	of	endorsements	for	each	group.	The	

fifty-nine	counsellor/advocates	who	responded	provided	a	total	of	349	

endorsements	relating	to	therapeutic	approaches	in	their	work	with	people	with	

an	intellectual	disability,	and	147	endorsements	regarding	therapeutic	approaches	

in	their	work	with	people	with	complex	communication	needs.	

	

It	can	be	seen	from	this	graph	that	the	distributions	of	rates	of	use	are	very	similar	

for	the	two	groups.	The	most	commonly	nominated	counselling	approaches	for	

both	groups	were	psycho-education	about	sexual	assault	and	possible	impacts,	

information	provision	about	gender-based	violence/social	context	of	sexual	

violence,	mindfulness	skills,	and	relaxation	training.	
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Figure	5.5	Proportion	of	endorsements	for	each	counselling	approach	for	victim/survivors	with	(1)	ID	(N=	
349)	and	(2)	CCN	(N=147)	
	

	

5.8	Choice	of	therapeutic	approach:	Themes	and	Subthemes	

	
A	thematic	analysis	was	undertaken	on	the	responses	counsellor/advocates	

provided	when	asked	about	what	had	influenced	their	choice	of	therapeutic	

approach.	Themes	and	subthemes	that	emerged	through	the	analysis	can	be	seen	

in	Figure	5.6.	
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Figure	5.6.	Themes	and	Sub-themes:	Influence	on	choice	of	therapeutic	approach	
	
	

Fifty	respondents	identified	a	number	of	factors	influencing	their	choice	of	

therapeutic	approach.	These	tended	to	fit	within	four	groups:	client-related	

factors;	worker	related	factors;	workplace	related	factors;	and	therapeutic	

approach	related	factors.	The	influences	on	choice	of	therapeutic	approach	most	

commonly	identified	were	worker-related.	Past	experience	was	mentioned	as	an	

influence	in	11	responses.	For	example,	one	respondent	identified	“My	experience	

working	in	the	disability	sector”	as	a	key	factor,	and	another	mentioned	their	

“experience	that	straight	talking	therapy	not	always	useful	for	people	with	an	ID”.	

	

Sixteen	participants	identified	knowledge/training	as	an	influence,	exemplified	by	

this	comment	from	a	counsellor/advocate	who	relies	on	a,	“general	understanding	

of	what	is	helpful	when	working	with	traumatised	individuals	who	also	have	

ID/complex	communication	needs.		(eg.	principles	of	respect,	collaboration,	focus	

on	ability,	acceptance,	validation....)”.	

Client	Factors	

Worker	Factors	

Workplace	
Factors	

Therapeutic	
Approach	Factors	

• Age	of	client	
• Cognitive	and	Communication	Capacity	
• What	the	client	wants	(client	centred	approach)	
•  Support	network	input	
•  Length	of	time	connected	with	service	(Client	choice)	
• Assessment	Outcomes	

• Counselling	Experience	
• Disability	Sector	Experience	
• Knowledge/Training	
• Personal	Preference	
• Assessment	Framework	

• Type	of	service	(crisis,	phone,	ongoing	counselling)	
• Resources	Available	
•  Length	of	time	connected	with	service	(ie.	sessions	
available)	

• Adaptability	of	approaches	
• Outcomes	of	interventions	
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Other	commonly	identified	influences	are	client-related,	including	taking	into	

consideration	what	the	person	themselves	wants	(14	responses),	and	the	cognitive	

or	communication	capacity	of	the	service	user	(9	responses).	Client-centred	

approaches	included,	“Working	out	what	the	clients	connects	with”	and	being	led	

by	“the	client,	whatever	intervention	they	would	relate	best	to”.	Workers	who	

mentioned	the	cognitive	or	communication	capacity	of	the	person	took	into	

account	such	factors	as	“the	range	of	understanding	the	client	has”	and	the	“Level	

of	ability	of	the	client”.	

	

Twenty	respondents	reported	taking	into	consideration	two	or	more	factors	when	

deciding	which	therapeutic	approach	to	use.	This	is	exemplified	by	the	following	

responses,	which	highlights	how	the	counsellor/advocate	incorporates	what	is	

engaging	for	the	client,	their	knowledge	of	the	impacts	of	trauma,	and	their	

professional	training	in	deciding	what	approach	to	use.	One	identifies	“The	

interests	of	the	client	and	my	assessment	of	how	it	may	feel	safest	for	them	to	stay	

present	in	sessions.	I	have	found	art	therapy	to	be	extremely	helpful	with	both	

groups.”;	and	another	utilises	“My	own	training	and	counselling	experience.	

Models	adapted	according	to	the	need	and	cognitive	capacity	of	the	client”.	

	

Workplace	factors	and	factors	related	to	therapeutic	approach	are	less	frequently	

identified	in	responses	as	influencing	choice	of	approach,	although	it	is	possible	

the	second	may	have	been	subsumed	under	the	“worker	knowledge”	theme.	The	

type	of	counselling/advocacy	role	was	mentioned	by	two	respondents,	who	

highlighted	the	importance	of	selecting	an	approach	that	fits	the	“Crisis	oriented	
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role	of	work”,	and	“relates	well	to	working	with	victim/survivors	on	phone	after	

hours”,	reflecting	the	different	kinds	of	service	provided	by	the	CASAs.	

	

5.9	Additions	and	adjustments	to	Counselling	

	
Fifty-four	counsellor/advocates	provided	information	about	additions	and	

adjustments	they	have	used	in	counselling.	Across	the	twelve	items,	314	

endorsements	were	made.	Responses	are	summarised	in	Table	5.5.		

	
Table	5.5	
	
Percentage	of	Respondents	Using	Each	of	a	Range	of	Possible	Additions	and	Adjustments	to	
Counselling	
	
Addition	or	adjustment	to	counselling	 Number	of	endorsements	(%	of	respondents	

using)	
Outreach	appointments	(ie.	home	visits)	 12	(22.22%)	
Funding	for	Transport	 16	(29.63%)	
Access	to	Communication	Support	 10	(18.52%)	
Access	to	Attendant	Care	 8	(14.81%)		
Use	of	Easy	read	Information	 38	(70.37%)	
Use	of	Pictures	 45	(83.33%)	
Additional	time	during	sessions	 31	(57.41%)	
Adaptations	to	communication	style	 39	(72.22%)	
Use	of	video	recordings	 6	(11.11%)	
Use	of	talking	mats	 2	(3.70%)	
Use	of	social	stories	 21	(38.89%)	
Additional	time	to	prepare	for	sessions	 32	(59.26%)	
Other	 0	(0.00%)	
If	other,	please	describe	(see	below)	 5	(9.26%)	

19 	

Total	respondents:	54;	Total	endorsements:	314	
(excluding	other)	

	
It	can	be	seen	from	Table	5.5	and	Figure	5.7	that	the	additions	and	adjustments	

used	by	the	largest	number	of	respondents	are	(1)	Use	of	pictures;	(2)	Adaptations	

to	communication	style;	and	(3)	Use	of	Easy	Read	Information.	Additional	time,	

both	to	prepare	for	and	during	sessions,	are	also	endorsed	by	slightly	more	than	

half	of	respondents.	The	most	frequently	used	additions	and	adaptations	are	those	

that	lend	themselves	easily	to	the	counselling	environment	and	don’t	require	

much,	if	any,	additional	funding.	This	potentially	means	that	those	
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victim/survivors	with	higher	support	needs	may	find	it	more	difficult	to	access	

counselling	and	advocacy	services	at	a	CASA,	as	the	additions	or	adjustments	they	

require	are	not	offered.	Awareness	of	types	of	adaptations	is	also	a	likely	factor	in	

worker	use	of	these,	especially	those	that	require	specialist	training	or	knowledge	

such	as	talking	mats	or	social	stories.	This	range	of	responses	may	also	reflect	

lower	rates	of	referral	of	people	with	higher	support	needs.	

	

	
	Figure	5.7.	Number	of	respondents	using	adaptations	and	adjustments.	
	

5.10	Adaptations	to	therapeutic	approaches:	Themes	and	Subthemes	

	
Counsellor/Advocates	were	invited	to	comment	on	any	adaptations	they	have	

made	to	the	therapeutic	approaches	they	have	previously	used.	Thirty-six	

participants	provided	responses.	Thematic	analysis	was	conducted,	and	segments	

of	survey	responses	exemplifying	each	of	the	seven	themes,	and	encapsulating	

subthemes,	can	be	seen	in	Table	5.6.	

	
	
	
Table	5.6		

0	 10	 20	 30	 40	 50	

Use	of	Pictures	
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	Easy	Read	Info	
Extra	prep	time	

Extra	Session	Time		
Social	Stories	

Transport	funds	
Outreach	appts.	
Comm.	Support	
Attendant	Care	
Use	of	video		

Other	
Talking	Mats	

Number	of	respondents	

Additions	and	Adjustments	

Utilised	
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Themes	and	Subthemes:	Adaptations	to	Therapeutic	Approaches	
Adaptations	to	Therapeutic	Approaches	
Theme	 Subthemes	 Participant	Quotes	
Simplify	 One	concept	at	a	

time	
	
Concrete	
	
Basic	language	

	

“I	keep	the	instructions	concrete	
if	abstract	concepts	seem	too	
difficult.		Simple	and	
straightforward	psycho-ed	is	an	
essential	base	to	work	from.”	
	
	“trying	to	talk	
slowly/clearly/making	only	one	
point	at	a	time”	

Use	additional	
resources/tools/techniques	
	

Pictures	
	
Objects	
	
Communication	
Boards	
	
Social	Stories	
	
Easy	Read	
Information	

“I	often	draw	pictures	to	explain	
a	concept	or	ask	a	client	to	draw	a	
picture,	or	pick	a	symbol	or	card	
to	check	their	understanding	of	
an	idea.”	
	
“Make	interventions	into	social	
stories”	
	

Help	to	remember	
	

Check	for	
Understanding	
	
Repetition	
	
Write	things	down	
for	person	to	take	
away	with	them	

	“Make	simple	notes	for	client	to	
take	away”	
	
“creating	things	for	them	to	take	
away	as	a	resource	(e.g.	book)”		
	

Respond	to	the	client	
	

Get	to	know	the		
person	and	adapt	
accordingly	
	
Be	lead	by	what	the	
person	wants	

“Trying	to	'tune	in'	to	the	client	
and	adapt	intervention	to	suit	
(similar	to	work	with	any	client)”	
	
“I	check	what	has	worked	before	
and	build	on”	

Take	time	 Prepare	for	sessions	
	
Allow	for	more	time	
to	cover	material	
	
Adjust	session	
length	to	person's	
needs	

“Change	of	pace”	
	
“Additional	time”		
	
“Shorter	sessions”	
	

Utilise	person’s	support	network	 To	assist	in	
assessment	
	
To	assist	in	
implementing	
interventions	

“more	consultation	with	others	
who	know	the	client	well.”	
	
“Discussion	with	support		worker	
or	family.”	
	

Consider	therapeutic	approach	 Use	experiential	
modalities	
	
Use	specific	
approach	(eg.	
developed	for	
working	with	PSBs,	
for	children	etc.)	

“Used	more	hands	on	techniques	
than	just	talking”	
	
“practical	and	experiential	
modalities	rather	than	
intellectual	ones,	depending	on	
level	and	nature	of	disability	or	
communication	needs”	
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5.11	Successful	interventions	involve:	Themes	and	Subthemes	

Respondents	were	invited	to	consider	a	counselling	or	advocacy	intervention	that	

went	well	(1)	with	a	client	with	an	intellectual	disability;	and	(2)	with	a	client	with	

complex	communication	needs,	and	to	comment	on	why	they	believed	the	

intervention	was	successful.	Seventy-three	counsellor/advocates	provided	

responses	regarding	their	work	with	people	with	an	intellectual	disability,	and	42	

people	provided	responses	regarding	their	work	with	service	users	with	complex	

communication	needs.	The	majority	of	comments	outlined	ways	in	which	the	work	

had	gone	well,	with	only	two	comments	in	the	first	group	and	3	in	the	second	

mentioning	an	inability	to	identify	whether	interventions	had	been	successful.		

Themes	and	subthemes	for	the	two	groups	fit	within	the	same	emergent	coding	

framework,	so	have	been	treated	as	one	set	of	responses	for	analysis.	Respondents	

highlighted	a	number	of	factors	contributing	to	interventions	that	they	believed	

went	well	for	victim/survivors	in	these	two	groups.	These	can	be	seen	in	Table	5.7,	

along	with	segments	from	responses	exemplifying	each	of	the	themes	and	

subthemes.	
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Table	5.7	
Themes	and	Subthemes:	Successful	Interventions	
	
Successful	Interventions	Involve:	
	

Respondent	Quotes	

Themes	 Subthemes	 	
Making	adaptations	 Being	Flexible	

	
	
Using	Resources	
	
Using	knowledge	of	
person's	disability	
	
Choice	of	therapeutic	
approach	

“WORKING	WITH	AND	BEING	FLEXIBLE	
AROUND	THE	COMPLEXITIES”	
	
“visual	material”	
	
“understood	the	disability	enough	to	be	able	
to	provide	appropriate	level	of	service”	
	
“Psycho-education,	as	it	can	be	easily	adapted	
to	individual	need	and	is	informative”	

Utilising	the	person’s	
support	network	

Gives	extra	support	
	
Helps	to	reinforce	
strategies	
	

“client	supported	by	others	in	their	therapy”	
		
“using	trusted	family	member	in	counselling	
sessions	to	enable	role	modelling	and	
generalisation	of	skills	back	into	the	home	
environment”	

Being	Client-centred	 Respect	for	self-
determination	(client	
making	choices)	
	
Listening	
	
	
Advocacy	

“Include	client	in	the	process	to	fully	
comprehend	assessment	action	and	outcome”	
	
	
“Validation	of	her	courage	and	ability	to	
communicate	in	her	own	way”	
	
“did	not	involve	support	worker	speaking	'for'	
client”	

Having	a	positive	
therapeutic	
relationship	

Building	rapport	
	
	
	
	
	
Creating	a	safe	space	
	

“Because	I	was	able	to	develop	a	connection	
with	the	client	and	understand”	
	
“90%	relationship,	10%	tools	used”	
	
	
“Because	it	was	based	in	good	basic	principles	
of	respect,	collaboration,	acceptance,	
validation,	etc.”	
	
“If	the	person	seemed	to	be	able	to	feel	settled	
and	comfortable	in	the	room.”	

Taking	time	 Allowing	extra	time	
	
Having	Patience	

	“took	the	time	required”	
	
“Being	able	to	have	patience”	

Identifying	outcomes	 Had	a	space	to	share	
experience	and	feel	
heard	
	
Fewer	
impacts/symptoms	
	
Achieved	Safety	
	
	
Could	implement	
strategies	
	
Gave	positive	feedback	
	

“for	the	person	to	share	and	understand	their	
own	experience”	
	
	
“notice	reduction	in	symptoms”	
	
		
“created	safer	home	situation	through	
removal	of	offender”	
	
	“If	the	person	seemed	able	to…..	take	on	
board	some	of	the	things	spoken	about”	
	
“feedback	from	client”	
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These	factors	were	(1)	Making	adaptations	(2)	Utilising	the	person’s	support	

network	(3)	Being	Client-centred	(4)	Having	a	positive	therapeutic	relationship	

and	(5)	Taking	time.	The	themes	and	subthemes	that	emerged	have	many	

similarities	to	the	previous	analysis	regarding	adaptations	to	therapeutic	

approaches.	

	

Some	respondents	commented	on	outcomes	they	had	noticed	in	work	they	

identified	as	successful.	These	included	that	the	person	may	have:	(1)	Had	a	space	

to	share	and	feel	heard;	(2)	Had	fewer	symptoms/impacts;	(3)	Had	achieved	safety	

from	the	violence;	(4)	Could	implement	strategies	developed	in	counselling;	or	(5)	

Gave	positive	feedback	about	their	experience	of	counselling/advocacy.		

	

5.12	Awareness	and	Use	of	Resources	

	

A	number	of	resources,	both	Australian	and	international,	are	available	to	support	

the	work	of	professionals	providing	support	or	counselling	to	people	who	have	an	

intellectual	disability	or	complex	communication	needs	and	have	experienced	

violence.	Many	of	these	resources	are	available	free	and	online.	

	

Survey	respondents	were	asked	about	their	familiarity	with	these	resources,	and	

how	useful	they	had	found	them.	As	can	be	seen	Table	5.6,	many	of	the	8	listed	

resources	had	not	been	used	by	the	57	counsellor/advocates	who	provided	a	

response.	Of	those	who	had	used	the	Australian	Counselling	resources,	the	mean	

total	number	used	was	M=2.71	(95%	CI	2.30,	3.12).	
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The	most	frequently	used	resources	were	the	South	Eastern	Centre	Against	Sexual	

Assault’s	Easy	Read	Booklets	(71%),	followed	by	Victoria	Police’s	Easy	English	

Booklets,	Reporting	Crime	and	Reporting	Sexual	Assault	(54%)	and	Victims	of	

Crime	Victoria’s	Easy	Read	Booklets	(42%).	All	other	resources	had	been	used	by	

21%	or	fewer	respondents.	

	

Fisher’s	exact	tests	were	used	to	ascertain	whether	there	was	any	association	

between	use	of	resources	and	having	had	previous	training	in	working	with	people	

with	complex	communication	needs,	or	with	people	with	intellectual	disability.	No	

statistically	significant	association	was	found	for	any	of	the	resources	for	either	

group	of	victim/survivors,	however	very	small	or	large	ORs,	combined	with	wide	

CIs,	indicate	a	possible	association	that	was	camouflaged	by	poor	test	precision	for	

some	items.	For	example,	the	usage	of	the	SECASA	Easy	Read	Booklets	and	the	

“Dealing	with	Danger”	card	game	trended	towards	being	associated	with	ID	

training,	whereas	the	“VicPol	Easy	English	Booklets”	trended	towards	being	

associated	with	not	having	such	training.	See	Table	5.8	for	individual	results.	
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Table	5.8	
	
Usage	of	Australian	Counselling	Resources,	and	Association	with	Counsellor/Advocate	Training	in	Working	with	
Victim/Survivors	with	(1)	ID	or	(2)	CCN	(Fisher’s	Exact	Test)	

	
  Australian Counselling Resources 

  Total Training in working with VS 
with ID 

Training in working with VS 
with CCN 

  N=65             
Resource 

  Number 
who have 
used (%) 

OR 95% CI p-value OR 95% CI p-value 

Scope “Beyond Speech Alone” Counselling Guidelines 
  4 1.42 0.10, 

78.68 
0.625 0.32 0.006, 

4.37 
0.61 

  7.00%             
WWILD “How to Hear Me” Counselling Resource 
 2 - 0.236, - 1.000 - 0, 1.97 0.49 
 3.50%       
SECASA Easy Read Booklets about Sexual Assault 
 41 2.12 0.53, 

8.25 
0.34 1.35 0.36, 5.14 0.77 

 71.93%       
Victims of Crime Victoria Easy Read Booklets 
 24 1.21 0.34, 

4.53 
0.78 0.796 0.24, 

2.60 
0.79 

 42.11%       
Women’s Health NSW: “Looking After Me” Resource Kit 
 4 0.432 0.03, 

6.56 
0.58 0.32 0.006, 

4.37 
0.612 

 7.00%       
SECASA “Dealing with Danger” Card Game 
 12 1.5 0.31, 9.81 0.73 2.5 0.56, 

12.84 
0.21 

 21.00%       
SMR Integrated Family Violence Partnership: “Tell Someone” Website 
 8 0.74 0.12, 5.38 0.698 1.88 0.32, 

13.33 
0.47 

 14.00%       
Victoria Police Easy English Booklets: Reporting Crime; Reporting Sexual Assault 
 31 0.475 0.12, 1.74 0.26 0.94 0.29, 

3.02 
1.00 

 54.39%       

	
	
	
Counsellor/Advocates	who	had	seen	10	or	more	total	clients	with	an	intellectual	

disability	or	complex	communication	needs	in	the	last	twelve	months	were	not	
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found	to	have	statistically	significant	different	odds	of	having	used	the	resources,	

except	marginally	in	the	case	of	How	to	Hear	Me	(Fisher’s	Exact:	OR	and	95%	CI	not	

calculated	due	to	zero	count	cells;	p=	0.051,).	However,	very	small	or	large	ORs,	

combined	with	wide	CIs,	indicate	a	possible	association	that	was	camouflaged	by	

poor	test	precision	for	some	items.	For	example,	the	use	of	Beyond	Speech	Alone,	

the	“VicPol	Easy	English	Booklets”,	the	Looking	After	Me	resource,	and	the	Dealing	

with	Danger	card	game	had	higher	odds	of	being	used	by	those	who	had	seen	10	or	

more	clients	in	the	last	12	months	than	by	those	who	had	not	(see	Table	5.9).	
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Table	5.9	
	
Usage	of	Australian	Counselling	Resources,	and	Association	with	Having	Seen	10	or	more	Victim/Survivors	with	
ID	and	CCN	in	the	Previous	12	Months:	(Fisher’s	Exact	Test)	

	
  Australian Counselling Resources 

  Total Have had 10+ Clients with ID/CCN in last 12 months (Yes/No) 
  N=65   

  
  
  

  
  

Resource 
  Number 

who have 
used (%) 

OR 95% CI p-value 

Scope “Beyond Speech Alone” Counselling Guidelines 
 4 3.73 0.24, 55.25 0.23 

  7.00%    
WWILD “How to Hear Me” Counselling Resource 
 2 - 1.85, - 0.051 
 3.50% Zero Count Cells Zero Count Cells  
SECASA Easy Read Booklets about Sexual Assault 
 41 0.485 0.11, 2.36 0.30 
 71.93%    
Victims of Crime Victoria Easy Read Booklets 
 24 1.19 0.278, 4.94 1.00 
 42.11%    
Women’s Health NSW: “Looking After Me” Resource Kit 
 4 3.73 0.24, 55.25 0.23 
 7.00%    
SECASA “Dealing with Danger” Card Game 
 12 1.94 0.34, 9.40 0.44 
 21.00%    
SMR Integrated Family Violence Partnership: “Tell Someone” Website 
 8 1.38 0.116, 9.94 0.66 
 14.00%    
Victoria Police Easy English Booklets: Reporting Crime; Reporting Sexual Assault 
 31 3.83 0.82, 24.13 0.065 
 54.39%    

	
	
Categories	were	collapsed	to	produce	create	two	groups.	Figure	5.8	shows	that	the	

proportion	of	respondents	finding	resources	“Useful”	was	larger	than	the	

proportion	finding	resources	“Not	Useful”	for	all	but	two	of	the	eight	resources	

listed.	The	total	number	used	by	respondents	for	each	item	can	be	seen	in	Table	

5.9.	
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Figure	5.8	Bar	chart	comparing	proportions	of	respondents	finding	Australian	resources	“Useful”,	to	those	
finding	them	“Not	useful”.	
		
Of	the	57	respondents,	48	had	used	at	least	one	of	the	resources.	For	each	

respondent,	the	total	number	of	resources	assessed	as	useful	was	calculated.	The	

mean	of	the	total	number	of	resources	deemed	useful	was	1.79	(SD=	1.62;	95%	CI	

1.32,	2.26).	

	

Hence,	of	those	who	had	used	them,	an	average	of	2.71	(95%	CI	2.30,	3.12)	

resources	had	been	used,	and	an	average	of	1.79	(95	%	CI	1.32,	2.26)	resources	

had	been	found	useful.	It	seems	that	counsellor/advocates	are	infrequently	using	

these	freely	available	and	easily	accessible	resources,	however	when	they	do	use	

them	they	are	likely	to	find	them	useful	in	their	work	with	victim/survivors	with	

an	intellectual	disability	or	complex	communication	needs.	

	

Fisher’s	Exact	tests	were	undertaken	to	examine	the	odds	of	(1)	

Counsellor/Advocate	use	of	counselling	resources,	and	(2)	Counsellor/Advocate	

assessment	of	counselling	resources	as	useful,	given	level	of	confidence	in	working	

0	 0.2	 0.4	 0.6	 0.8	 1	

Scope	“Beyond	Speech	Alone”	

WWILD	“How	to	hear	me”	

Victims	of	Crime	Easy	Read	

Women’s	Health	NSW	“looking	

VicPol	Easy	English	Booklets:	

SECASA	Easy	Read	Booklets	

“Tell	Someone	Website”	

“Dealing	with	Danger”	card	

Proportion	of	respondents	

Not	useful	

Useful	
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with	(a)	people	with	an	intellectual	disability	and	(b)	people	with	complex	

communication	needs.	

	

A	statistically	significant	finding	is	that	the	odds	of	counsellor/advocates	having	

confidence	in	working	with	people	with	CCN	are	higher	(1)	where	resources	have	

been	used,	than	where	they	have	not;	and	(2)	where	counsellor/advocates	have	

found	resources	they	have	used	to	be	useful,	than	where	they	have	not.	No	

statistically	significant	findings	resulted	for	tests	relating	to	worker	confidence	in	

providing	a	service	to	people	with	an	intellectual	disability	in	relation	to	

use/usefulness	of	Australian	Counselling	Resources.	However,	the	odds	are	large	

and	the	confidence	interval	is	wide,	suggesting	that	the	lack	of	a	statistically	

significant	finding	may	be	the	result	of	poor	precision.	Results	can	be	seen	in	Table	

5.10.	

	
Table	5.10	
	
(1)	Usage	and	(2)	Usefulness	of	Australian	Counselling	Resources,	and	Association	with	Confidence	in	
Providing	a	Service	to	Victim/Survivors	with	(a)	ID	and	(b)	CCN	(Fisher’s	Exact	Test)	
	
	 Confidence	in	providing	a	service	to	

victim/survivors	with	an	ID	
Confidence	in	providing	a	service	to	

victim/survivors	with	CCN	
	 Number	

%	
OR	 95%	CI	 p-value	 Number	

%	
OR	 95%	CI	 p-

value	
Resources	
Used	
(Yes/No)	

48	
84.21%	

4.857	 0.862,	
33.229	

0.0536	 48	
84.21%	

None	due	
to	zero	
count	
cells	

None	due	
to	zero	
count	cells	

0.0058	

Resources	
Useful	
(Yes/No)	

30	
62.5%	

2.091	 0.483,	
8.932	

0.330	 30	
62.5%	

6.045	 1.374,	
30.542	

0.0078	

	
Counsellor/Advocates	were	asked	if	there	were	any	additional	Australian	

resources	they	would	recommend.	Three	respondents	made	suggestions,	which	

were	“PICTURE	YOURSELF	teaching	resource”;		“Generally	use	children's	books,	

(such	as	Everyone's	Got	a	Bottom	and	It's	My	Body)	and	make	own	Social	Stories.	

Also	have	some	worksheets	but	I'm	sorry	don't	have	the	reference	with	me	at	this	
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time.”	and	“NSW	website	for	Downs	Syndrome-great	booklet	for	YW	with	a	section	

on	sexual	health”.		

	

A	similar	pattern	of	use	can	be	seen	when	looking	at	a	range	of	international	

resources,	as	Figure	5.9	shows.	Four	of	the	seven	listed	resources	are	available	free	

and	online.	As	numbers	were	so	small,	further	calculations	were	not	undertaken.	

No	respondents	gave	suggestions	for	additional	international	resources.	

	

	
	
Figure	5.9.	Respondent	usage	of	international	resources	(N=57)	
	
	
A	further	question	was	asked	about	counsellor/advocates’	familiarity	and	

assessment	of	the	usefulness	of	a	number	of	Australian	guidelines,	reports	and	

recommendations	in	relation	to	responding	to	violence	against	people	with	

disabilities.	As	can	be	seen	from	Figure	5.10	below,	the	document	most	frequently	

used	was	CASA	Standards	of	Practice	(68%),	followed	by	the	protocol	between	the	

CASA	Forum	and	the	Victorian	Office	of	the	Public	Advocate	(42%),	and	the	

Evaluation	Report	of	the	Making	Rights	Reality	Project	(40%).	Unsurprisingly,	the	

top	three	documents	in	terms	of	rates	of	use	are	all	specific	to	the	CASAs,	however	
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even	these	are	not	used	extensively,	with	only	one	document	having	been	used	by	

more	than	half	of	respondents	in	support	of	work	with	victim/survivors	with	an	

intellectual	disability	or	complex	communication	needs	(see	Figure	5.10).	All	the	

remaining	documents	have	been	used	by	fewer	than	30%	of	respondents.	No	

additional	documents	were	recommended	by	respondents.		

	

	
	

	
Figure	5.10.	Usage	rates	of	Australian	Guidelines,	Reports	and	Recommendations	(N=57)	
	
	
Forty-three	of	57	respondents	(75.44%)	had	used	at	least	one	of	the	Australian	

Guidelines.	The	mean	total	number	of	resources	used	by	counsellor/advocates,	

amongst	those	who	had	used	at	least	one	resource,	was	M=3.33	(95%	CI	2.64,	

4.02).	Of	these,	the	mean	total	number	of	resources	nominated	as	“Useful”	was	

M=2.02	(95%	CI	1.42,	2.62).	See	Figure	5.11	for	the	proportion	of	respondents	

finding	each	document	“Useful”.	The	total	number	“Used”	(see	Figure	5.10)	was	

used	to	calculate	the	proportion	found	“Useful”	for	each	item	shown	in	Figure	5.11.	
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Figure	5.11.	Australian	Guidelines,	Reports	and	Recommendations:	Proportion	of	respondents	finding	each	
document	useful/not	useful.	
	

5.13	Stop	the	Violence	Project	Key	Principles	for	Good	Practice	in	Service	

Delivery	

	
The	STVP	Key	Principles	for	Good	Practice	in	Service	Delivery	(WWDA,	2013)	brings	

together	recommendations	sourced	from	Australian	and	international	research,	

and	provides	guidelines	on	good	practice	within	sexual	assault	and	domestic	

violence	services	for	people	with	disabilities.	These	are	summarised	as		“Ensuring	

Accessibility”,	“Communicating	Effectively”,	“Promoting	Equality	and	Inclusivity”,	

“Ensuring	accountability	and	responsiveness”,	“Working	in	partnership”,	“Building	

and	using	the	evidence	base”	and	“Promoting	Empowerment	through	

participation”.		

	

Counsellor/advocates	were	asked	to	reflect	on	how	well	these	recommendations	

are	implemented	within	their	workplace	and	to	choose	one	of	five	options	on	a	

Likert	scale.	Sixty-five	counsellor/advocates	responded	to	this	question	(see	

Figure	5.12).	Due	to	the	small	amount	of	detail	given,	it	is	possible	that	
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respondents	may	have	had	differing	interpretations	of	each	of	the	items,	

potentially	influencing	outcomes	(see	Appendix	3	for	more	detail	regarding	survey	

development).	

	

	
Figure	5.12.	STVP	Implementation	of	recommendations-	all	Likert	items	(N=65).	
	
For	analysis	the	five	Likert	categories	were	collapsed	into	two	categories,	

“Implemented”	and	“Not	implemented”.	Figure	5.13	shows	the	distribution	of	

these	two	groups.	Tests	of	association	were	conducted	in	relation	to	location	and	

size	of	CASA,	and	counsellor/advocate	training	in	working	with	people	with	

intellectual	disability	or	complex	communication	needs.	A	Fisher’s	Exact	test	was	

used	for	all	analyses	described	below.	
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Figure	5.13.	STVP	Implementation	of	recommendations-	Comparison	of	percentage	“Implemented”	to	“Not	
Implemented”	(N=65)	
	
The	successful	implementation	of	STVP	Principles	of	Good	Practice	was	not	found	

to	be	associated	with	the	location	of	the	CASA,	whether	metropolitan	or	regional.		

The	successful	implementation	of	the	principles	was	found	to	be	associated	with	

size	of	CASA	for	the	successful	implementation	of	“Building	and	using	the	evidence	

base”.		CASAs	of	15+	staff	had	statistically	significant	higher	odds	of	stated	

implementation	of	this	recommendation	than	CASAs	of	under	15	staff	(Fisher’s	

Exact	Test:	OR	4.75,	95%	CI	1.25,	21.98;	p=	0.016).	There	were	a	number	of	other	

items	with	a	large	odds	ratio	and	a	wide	95%	CI,	suggesting	possible	association	

but	low	precision,	hence	a	lack	of	statistical	significance.	For	example,	“Working	in	

Partnership”	and	“Promoting	Empowerment	through	Participation”	trended	

towards	greater	odds	of	implementation	at	CASAs	with	15	or	more	staff;	and	

“Ensuring	Accessibility”	and	“Promoting	Empowerment	through	Participation”	

trended	towards	greater	odds	of	implementation	at	Regional	CASAs.	See	Table	

5.11	for	individual	results.	
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Table	5.11	
	
Implementation	of	STVP	Recommendations,	and	Association	with	(1)	CASA	Size	and	(2)	CASA	Location	
(Fisher’s	Exact	Test)	
	

  Stop The Violence Project: Implementation of 
recommendations 

  Total Size of CASA 
(Under 15 Staff/15 or more 

Staff) 

Location of CASA 
(Metropolitan or Regional) 

  N=65             
Recommendation 

  Number 
implemented 

(%) 

OR 95% CI p-value OR 95% CI p-value 

Ensuring Accessibility 
  60 1.25 0.39, 

3.95 
0.790 2.92 0.82,11.85 0.100 

  92.31%             
Communicating Effectively 
 60 0.96 0.30, 

3.13 
1.00 0.72 0.20, 

2.40 
0.598 

 92.31%       
Promoting Equality and Inclusivity 
 61 0.556 0.134, 

2.02 
0.400 2.20 0.56, 

10.48 
0.256 

 93.85%       
Ensuring Accountability and Responsiveness 
 58 0.917 0.293, 

2.86 
1.000 1.95 0.60, 6.56 0.291 

 89.23%       
Working in partnership 
 56 2.06 0.644, 

6.85 
0.202 0.82 0.25, 2.64 0.794 

 86.15%       
Building and Using the Evidence Base 
 53 4.75 1.25, 

21.98 
0.0156 2.36 0.71, 7.81 0.172 

 81.54%       
Promoting Empowerment through Participation 
 42 3.70 0.859, 

22.22 
0.081 2.92 0.80, 

10.46 
0.078 

 64.62%       

	
Higher	odds	of	successfully	implementing	most	of	the	STVP	Principles	of	Good	

Practice	was	not	found	to	be	associated	with	having	had	training	in	working	with	

victim/survivors	with	an	intellectual	disability,	except	in	the	case	of	“Working	in	

partnership”	(Fisher’s	exact	test:	OR=	3.48	(95%	CI	1.06,12.00;	p=0.024)	and	
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“Building	and	using	the	evidence	base”	(Fisher’s	exact	test:	OR=4.00;	95%	CI	1.13,	

16.05;	p=0.0195),	both	which	were	statistically	significant.	

Interestingly,	having	had	training	in	working	with	victim/survivors	with	complex	

communication	needs	resulted	in	a	different	statistically	significant	finding,	with	

there	being	higher	odds	of	successfully	implementing	“Ensuring	accountability	and	

responsiveness”	associated	with	this	kind	of	training	(Fisher’s	Exact	Test:	OR=	

2.986,	95%	CI	0.966,	9.405;	p=0.0464);	a	trend	in	this	direction	can	also	be	seen	

for	having	had	ID	training.	Some	items	had	high	odds	ratios	and	wide	95%	CIs,	

suggesting	poor	precision	had	reduced	detection	of	any	possible	effect.	See	Table	

5.12	for	individual	results.	
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Table	5.12	
	
Implementation	of	STVP	Recommendations,	and	Association	with	Counsellor/Advocate	Training	in	
Working	with	Victim/Survivors	with	(1)	ID	or	(2)	CCN	(Fisher’s	Exact	Test)	
	

  Stop The Violence Project: Implementation of 
recommendations 

  Total Training in working with VS 
with ID 

Training in working with VS 
with CCN 

  N=65             
Recommendation 

  Number 
implemented 

(%) 

OR 95% CI p-value OR 95% CI p-value 

Ensuring Accessibility 
  60 1.71 0.55, 

5.35 
0.313 1.99 0.64, 

6.33 
0.212 

  92.31%             
Communicating Effectively 
 60 1.19 0.377, 

3.83 
0.798 1.63 0.527, 

5.02 
0.584 

 92.31%       
Promoting Equality and Inclusivity 
 61 1.24 0.356, 

4.18 
0.782 1.57 0.46, 

5.59 
0.581 

 93.85%       
Ensuring Accountability and Responsiveness 
 58 2.67 0.85, 

8.58 
0.0769 2.99 0.97, 

9.41 
0.046 

 89.23%       
Working in partnership 
 56 3.48 1.06, 

12.00 
0.0241 1.5 0.5, 4.51 0.461 

 86.15%       
Building and Using the Evidence Base 
 53 1.39 0.51, 3.77 0.498 1.42 0.51, 4.01 0.493 
 81.54%       
Promoting Empowerment through Participation 
 42 1.93 0.53, 

7.98 
0.394 0.99 0.28, 

3.37 
1.000 

 64.62%       

	

	

5.14	Changes	needed	in	the	workplace	

	
Counsellor/Advocates	were	asked	what	changes,	if	any,	might	be	needed	at	their	

workplace	to	ensure	better	access	to	counselling/advocacy	for	victim/survivors	
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with	an	intellectual	disability	or	complex	communication	needs.	Table	5.13	shows	

the	themes	and	subthemes	that	emerged	from	the	thematic	analysis	of	responses.		

	
Table	5.13	
	
Themes	and	Sub-themes:	What	changes	are	needed	at	your	workplace	to	ensure	better	access	to	
counselling/advocacy	for	victim/survivors	with	ID	or	CCN?	
	
Themes	 Subthemes	 Quotes	
Adaptations	to	service	
provision	
	

Having	resources	available	
	
Physical	access	
	
Increase	in	available	sessions	
	

“Increase	in	available	
resources/aids”	
“hall	ways	too	narrow	for	ease	
of	navigating”	
“Increase	in	the	number	of	
sessions	offered”	

Networking	to	improve	
referral	pathways	
	

Building	connections	with	
disability	sector	
	
Working	collaboratively	with	
disability	organisations	(eg.	
running	groups)	
	

“greater	community	links	with	
disability	sector	and	relevant	
networks”	
“Collaborative	group	work	with	
other	services	for	this	group	of	
service	users.”	

Knowledge	building	
	

Increasing	awareness	amongst	
CAs	of	SA	and	FV	as	an	issue	
for	PWD	
	
Training	Counsellor/	
Advocates	on	Disability	
	
Training	Disability	Support	
Workers	on	SA-	Encouraging	
Referrals	
	
Data	Collection	within	CASAs	
	

“including	research	in	the	area	
that	would	inform	our	practice”	
	
	
“ongoing	education	for	CASA	
workers.”	
	
“support	disability	workers	in	
recognising	their	clients'	needs	
re:	sexual	assault”	
	
	“We	also	need	to	be	more	
vigilant	in	our	data	collection	
and	record	this.”	

Organisational	models	
	

Management	support	
	
Focus	on	this	issue-	keep	on	
the	agenda	
	
	
Specialist	Worker	
	
	
	
	
	
	
Inclusive	Practice-	valuing	
PWD	
	

“better	leadership	from	
management.”	
“Placing	it	on	the	agenda	and	
keeping	it	there	-		via	regular	
team	meetings	and	supervision”	
	
“employ	specialist	workers	-	the	
breadth	of		work	for	
counsellor/advocates	without	
additional	specialist	skills	and	
knowledge	is	already	too	high	in	
the	industry”	
	
“Seeing	the	rich	experience	that	
people	with	a	disability	have	
and	the	ability	to	contribute	to	
services”	
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Thirty	seven	respondents	provided	a	number	of	suggested	changes	to	improve	

access.	These	included	(1)	Knowledge	building	(amongst	counsellor/advocates,	

disability	workers)	(2)	making	adaptations	to	service	provision	(3)	adapting	

organisational	models	and	(4)	Networking	with	disability	services.	

	

One	respondent	declared	that	changes	were	needed	to:	“All	of	it,	need	a	lot	more	

training	and	awareness,	better	use	of	tools	and	standard	practice	needs	to	be	

inclusive	of	disabilities”,	whilst	another	commented	that	CASAs	required,	“More	

awareness	of	need;	more	connection	to	local	service	providers	and	more	available	

resources	to	aid	workers”.	Participating	in	the	research	project	served	as	an	

opportunity	for	self-reflection	for	some,	exemplified	by	this	comment	from	a	

counsellor/advocate	who	said,	“After	not	being	able	to	adequately	respond	to	this	

survey,	i	know	i	need	more	training	in	the	field	and	also	check	out	my	own	

service’s	resources	and	how	i	can	use	them!”	

	

All	comments	reflected	a	desire	to	improve	service	provision	for	the	two	groups	of	

clients,	however	a	tension	regarding	how	this	might	best	be	achieved	became	

apparent	with	a	comment	suggesting	that	the	CASAs	“employ	specialist	workers	-	

the	breadth	of	work	for	counsellor/advocates	without	additional	specialist	skills	

and	knowledge	is	already	too	high	in	the	industry”,	and	another	commenting	that	

“Willingness	of	counsellor	to	work	in	this	'area'	needs	to	be	more	positive.”	Both	

these	comments	highlight	that	there	may	be	some	practitioners	who	are	less	

comfortable	with	doing	this	work,	consistent	with	findings	relating	to	worker	

confidence	reported	in	Chapter	4.		
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5.15	Summary	

	

Chapters	4	and	5	have	outlined	the	study	findings.	Statistically	significant	

differences	were	found	in	relation	to	counsellor/advocates’	training,	experience,	

and	confidence	in	providing	a	service	to	people	with	complex	communication	

needs	in	contrast	with	those	with	an	intellectual	disability.	In	addition,	the	range	of	

interventions	and	goals	for	counselling/advocacy	offered	to	victim/survivors	

differed	between	the	two	groups.	Participants	with	experience	in	working	with	

people	with	intellectual	disability	and	complex	communication	needs	had	provided	

a	service	to	a	larger	number	of	people,	used	a	broader	range	of	interventions,	and	

reported	a	greater	number	of	goals	to	have	been	met.		

	

Practitioners	showed	a	commitment	to	their	clients	with	intellectual	disabilities	

and	complex	communication	needs,	and	suggested	a	variety	of	means	to	achieve	

positive	outcomes	in	their	work	with	these	groups	of	victim/survivors.	Reported	

means	of	achieving	successful	outcomes	included	making	adaptations,	utilising	the	

person’s	support	network,	being	client-centred,	having	a	positive	therapeutic	

relationship,	and	taking	time.	

	

Counsellor/advocates	reported	infrequently	using	the	freely	available	and	mostly	

online	counselling	and	advocacy	resources	listed	in	the	survey,	however	when	they	

had	been	used	they	were	considered	helpful.	Participants	noted	some	

implementation	of	principles	recommended	in	the	Stop	the	Violence	guidelines,	

however	room	for	improvement	was	apparent.	Counsellor/Advocates	provided	a	

range	of	suggestions	for	change	in	their	organisations	to	improve	access,	including	

enhancing	service	provision,	networking,	adapting	workplace	models,	and	
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knowledge	building.	The	implications	of	these	findings	will	be	discussed	in	the	

next	chapter.	
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Chapter	6:	Discussion	

	

	

It	was	based	in	good	basic	principles	of	respect,	collaboration,	acceptance,	

validation,	etc.,	together	with	an	understanding	of	the	impacts	of	trauma	

and	the	need	to	begin	with	a	good	understanding	of	the	client's	skills	and	

needs.	

	

Survey	Participant	

	

6.1	Overview	

	

High	rates	of	sexual	violence	are	experienced	by	people	with	disabilities,	and	this	

is	documented	by	an	accumulating	although	incomplete	body	of	evidence	(Sobsey,	

1994;	Young	et	al,	1997;	Martin	et	al,	2006;	Healey	et	al,	2013;	Mitra-Khan	et	al	

2016;	Cotter,	2018).	Supports	in	the	aftermath	of	sexual	violence	are	seen	as	

valuable,	however	there	can	be	many	barriers	to	accessing	appropriate	services	

(Bryen	et	al,	2003;	Collier	et	al	2006;	Healey	et	al,	2008;	Nannini,	2006;	Sobsey	&	

Doe,	1991;	Thiara,	et	al,	2011;	VHREOC,	2014).	The	evidence	base	to	inform	

counselling	and	advocacy	practice	with	people	with	intellectual	disabilities	who	

have	been	sexually	assaulted	is	small,	and	negligible	for	people	with	complex	

communication	needs.	(Di	Marco	&	Iacono,	2007;	Lund,	2011;	Mansell	et	al,	1992;	

Shakespeare	et	al	2014).		

	

Consequently,	this	study	attempted	to	increase	understanding	of	the	work	of	

counsellor/advocates	from	the	Victorian	CASAs,	with	the	purpose	of	contributing	
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to	the	evidence	base	and	improving	service	provision.	An	online	survey	exploring	

practice	with	victim/survivors	with	intellectual	disabilities	and	complex	

communication	needs	was	conducted.	This	chapter	discusses	the	findings	of	the	

project	in	light	of	the	practice	setting,	the	policy	context,	and	the	literature,	along	

with	the	strengths	and	limitations	of	the	study.		

	

This	thesis	sought	to	examine	four	key	research	questions:	

	

• To	what	extent	are	counsellor/advocates	at	the	Victorian	CASAs	providing	a	

service	to	people	with	an	intellectual	disability	or	complex	communication	

needs?	

• What	kinds	of	advocacy	and	counselling	strategies	are	most	commonly	

used?	

• What	interventions	do	counsellor/advocates	regard	as	most	valuable?	

• What	barriers	do	counsellor/advocates	see	in	providing	a	service	to	this	

client	group?	

	

Project	findings	responding	to	each	of	these	areas	of	exploration	are	presented	and	

discussed	as	follows.	
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6.2	To	what	extent	are	counsellor/advocates	at	the	Victorian	CASAs	

providing	a	service	to	people	with	an	intellectual	disability	or	complex	

communication	needs?	

	

The	results	of	the	current	study	highlight	that	victim/survivors	with	intellectual	

disabilities	and	complex	communication	needs	are	being	referred	to	the	Victorian	

CASAs.	The	numbers	seen	from	each	group	are	consistent	with	proportions	

reported	in	the	Making	Rights	Reality	Evaluation	Report	(Frawley,	2014).		

	

Examining	numbers	reported	in	the	survey	in	relation	to	broader	population	

statistics	regarding	disability	is	helpful	in	assessing	whether	referrals	to	CASAs	

reflect	community	need.	The	ABS	Survey	of	Disability,	Ageing	and	Carers:	Summary	

of	findings–2015	(SDAC	2015)	found	that	18.3%	of	Australians	were	living	with	

disability	in	2015,	with	78.5%	of	these	reporting	a	physical	condition,	and	21.5%	a	

mental	or	behavioural	condition.	Aboriginal	and	Torres	Strait	Islander	Australians	

were	1.8	times	more	likely	to	have	a	disability	than	non-Indigenous	Australians	

(ABS	2016),	and	a	higher	proportion	of	people	with	disabilities	lived	in	regional	

areas	(22%)	than	major	cities	(17%)	(ABS,	2013).	The	ABS	(2014)	reports	that	

2.9%	of	Australians	have	an	intellectual	disability.	Five	per	cent	of	Australians,	or	

1.2	million,	have	a	communication	disability,	and	1.79%	have	a	severe	or	profound	

communication	disability,	a	number	which	is	likely	to	include	those	with	complex	

communication	needs	(SDAC	2015).		
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It	can	be	estimated	that	142411	people	with	intellectual	disabilities	or	complex	

communication	needs	attended	a	Victorian	CASA	in	the	twelve	months	preceding	

the	survey.	Government	statistics	collected	regarding	referrals	to	sexual	assault	

support	services	within	Victoria	in	the	period	from	2015-2016	indicate	that	12661	

people	overall	were	referred	to	these	services	(personal	communication,	DHHS,	

26th	April	2018).	Hence,	approximately	11.2%	of	referrals	to	CASAs	comprise	

people	with	intellectual	disabilities	or	complex	communication	needs.	

	

This	number	is	a	rough	estimation	and	most	likely	an	overrepresentation,	as	the	

IRIS	data	used	to	calculate	the	total	may	underrepresent	state-wide	referrals,	and	

data	from	the	survey	respondents	may	not	be	representative	of	the	entire	

population	of	CASA	workers.	However,	this	information	does	suggest	that	the	

CASAs	as	a	group	are	receiving	these	referrals	at	a	rate	that	is,	at	the	very	least,	

reflective	of	numbers	in	the	community.	

	

An	additional	finding	of	the	study	was	that,	although	fewer	children	than	adults	

overall	were	seen,	those	counsellor/advocates	who	had	worked	with	children	

reported	seeing	a	higher	average	number	with	complex	communication	needs	and	

intellectual	disabilities.	It	may	be	that	children	accessing	the	service	are	more	

likely	to	have	a	disability	than	adults.	Children	with	disabilities	may	also	be	more	

likely	than	adults	to	have	family	members,	schools	or	child	protection	involved	in	

their	lives,	and	able	to	facilitate	their	referral	and	attendance	at	a	counselling	

service	following	a	disclosure	of	sexual	assault.	

	

																																																								
11	In	this	study,	80	counsellor/advocates	had	provided	a	service	to	404	people.	Under	the	
assumption	that	this	sample	is	representative,	it	can	be	extrapolated	that	282	counsellor/advocates	
saw	1424	people	over	the	equivalent	12	month	period.	
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The	majority	of	counsellor/advocates	participating	in	the	study	had	some	

experience	in	working	with	people	with	intellectual	disabilities,	with	most	having	

seen	at	least	one	person	in	the	twelve	months	preceding	the	survey,	with	an	

average	number	of	six	victim/survivors	seen.	A	smaller	group	reported	having	

experience	in	working	with	people	with	complex	communication	needs.	These	

numbers	suggest	that	all	CASA	workers	should	expect	that	they	will	receive	some	

referrals	of	victim/survivors	with	ID	and	CCN,	and	should	therefore	have	

awareness	of	how	they	might	adapt	their	work.	The	extent	of	referrals	also	

highlights	the	enormous	potential	within	the	CASA	sector	to	build	on	existing	

practice	wisdom	and	workplace	structures	to	increase	referral	numbers	and	

further	develop	practice.		

	

6.3	What	kinds	of	advocacy	and	counselling	strategies	are	most	

commonly	used?		

	

As	described	in	the	literature	review,	many	advocacy	and	counselling	strategies	

are	used	with	people	with	intellectual	disabilities	and	complex	communication	

needs,	including	in	the	aftermath	of	sexual	assault.	This	range	of	therapeutic	

approaches	being	utilised	with	people	with	an	intellectual	disability	was	evident	in	

the	current	study,	and	was	similar	to	the	range	of	approaches	used	with	people	

with	complex	communication	needs.		

	

Choice	of	therapeutic	approach	was	influenced	by	factors	related	to	the	client,	the	

worker,	the	workplace	and	the	therapeutic	approach	itself.	Worker	factors	were	

the	most	common	influences	identified,	with	the	factor	of	past	experience	
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mentioned	as	an	influence	in	11	responses.	This	is	consistent	with	the	quantitative	

findings	from	this	study	which	highlight	the	influence	worker	experience	has	on	

service	provision.	

	

Counsellor/advocates	used	a	number	of	additions	and	adjustments	to	counselling,	

however	these	tended	to	be	those	that	require	little	to	no	extra	resourcing,	with	

the	most	commonly	used	being	use	of	pictures,	adaptations	to	communication	

style,	and	use	of	Easy	Read	Information,	followed	by	additional	time	to	prepare,	or	

during	sessions.	This	potentially	means	that	those	victim/survivors	with	higher	

support	needs	may	find	it	more	difficult	to	access	counselling	and	advocacy	

services	at	a	CASA,	if	the	additions	or	adjustments	they	require	are	not	offered.	

Workers	may	not	have	knowledge	of	techniques	that	require	specialist	training,	

such	as	Talking	Mats	(Murphy	&	Cameron,	2008)	or	social	stories.		The	range	of	

responses	may	also	reflect	lower	rates	of	referral	of	people	with	higher	support	

needs.	

	

The	results	relating	to	additions	and	adjustments	to	counselling,	and	use	of	

counselling	resources,	suggest	that	incorporating	new	techniques	and	tools	needs	

to	be	as	easy	as	possible	for	counsellor/advocates.		For	example,	this	could	mean	

ensuring	resources	are	easily	accessible	from	counselling	rooms.	Qualitative	and	

quantitative	findings	highlight	the	importance	of	access	to	resources,	together	with	

support	provided	by	knowledgeable	others	within	and	outside	the	workplace,	in	

ensuring	counsellor/advocates	are	able	to	adapt	their	practice.	

	

This	idea	is	further	demonstrated	in	qualitative	findings	relating	to	successful	

interventions,	epitomised	by	making	adaptations,	utilising	the	person’s	support	
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network,	being	client-centred,	having	a	positive	therapeutic	relationship	and	

taking	time.		These	themes	can	be	used	to	guide	the	work	of	counsellor/advocates,	

as	they	are	specific	to	the	sexual	assault	sector	whilst	being	consistent	with	other	

studies,	for	example,	Jones’	exploration	of	counsellors’	perception	of	the	

therapeutic	relationship	with	people	with	learning	disabilities	(2013).		

		

Women	with	disabilities’	insights	about	access	in	Dyson	et	al	(2017)	also	align	with	

these	themes,	with	features	of	effective	violence-response	services	described	as	

encompassing	positive	relationships,	and	service	coordination	and	collaboration.	

Women	wanted	violence	response	services	to	be	approachable-	addressing	

“quality,	adequacy,	co-ordination	and	continuity”;	acceptable-	“when	services	are	

flexible	in	the	way	they	respond	to	women,	understand	the	challenges	women	face	

when	they	seek	help,	and	value	their	right	to	information,	knowledge	and	

autonomy”;	and	appropriate-	“can	be	addressed	through	having	workers	who	are	

knowledgeable	about	disability”	(Dyson	et	al,	2017,	pp.27-28).		

	

Suggested	adaptations	described	in	the	current	study	include:	simplify,	use	

additional	resources/tools/techniques,	provide	help	to	remember,	respond	to	the	

client,	take	time,	utilise	person’s	support	network	and	consider	therapeutic	

approach.	These	too	align	with	women	with	disabilities’	descriptions	of	what	is	

important	to	them	in	Dyson	et	al	(2017).	Women	spoke	of	wanting	Easy	Read	

resources,	and	workers	allowing	the	time	for	women	to	“take	in	information	

gradually,	without	feeling	rushed,	overwhelmed	or	confused”	(Dyson	et	al,	2017,	

p.28).	The	strategies	mentioned	by	respondents	are	consistent	with	adaptations	to	

counselling	highlighted	in	the	literature	(Whitehouse,	Tudway,	Look	and	Kroese,	

2006;	Hagiliassis	et	al,	2006),	suggesting	that	the	combined	knowledge	and	
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practice	wisdom	of	survey	respondents	emerging	from	the	qualitative	analysis	

conforms	with	recommended	approaches	to	ensuring	counselling	is	accessible.	

The	many	counsellor/advocates	adapting	their	practice	in	these	ways	are	a	

resource	for	others	within	their	organisation.	

	

The	most	commonly	nominated	counselling	approaches	for	both	groups	were	

psycho-education	about	sexual	assault	and	possible	impacts,	information	provision	

about	gender-based	violence/social	context	of	sexual	violence,	mindfulness	skills,	

and	relaxation	training.	Approaches	with	a	large	evidence	base	for	addressing	the	

symptoms	of	PTSD	such	as	Trauma	Focused-CBT	and	Eye	Movement	

Desensitisation	and	Reprocessing	(Australian	Centre	for	Posttraumatic	Mental	

Health,	2014;	Shlonsky,	Albers	&	Paterson,	2017)	were	less	frequently	nominated.	

This	could	indicate	that	these	options	are	not	being	offered,	but	could	also	be	

reflective	of	the	wishes	of	the	clients	presenting	to	the	service,	in	conjunction	with	

practitioner	preference	and	training,	and	may	follow	a	similar	distribution	to	what	

is	offered	to	all	people	presenting	to	the	service.	Further	research	evaluating	the	

work	of	the	CASAs	more	broadly	is	needed	in	order	to	answer	some	of	these	

questions.	

		

Very	few	respondents	had	used	many	of	the	resources	mentioned	in	the	survey,	

although	those	who	had	used	them	tended	to	find	that	they	were	helpful.	A	

statistically	significant	finding	was	that	those	who	had	used	Australian	counselling	

resources,	and	those	who	had	found	them	useful,	had	greater	odds	of	confidence	in	

service	provision	to	people	with	communication	support	needs.	As	mentioned	

above,	a	prerequisite	emphasised	by	respondents	for	incorporation	of	resources	

and	techniques	into	regular	practice	is	ease	of	access	and	support.	Frontline	
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workers	responding	to	people	in	crisis,	in	organisations	with	long	waiting	lists,	

have	little	time	for	reading	and	reviewing	resources	built	into	their	role,	beyond	

allocated	training	days.	This	tension	is	unlikely	to	disappear	with	increasing	

awareness	of	sexual	assault,	in	the	light	of	the	Royal	Commission	into	Institutional	

Sexual	Abuse	and	the	#MeToo	movement,	leading	to	increased	referrals	to	

Victorian	sexual	assault	services	(Dow,	2018).	

	

It	is	clear	from	the	survey	findings	that	there	is	a	group	of	experienced	

counsellor/advocates	within	the	sector	whose	practice	wisdom	could	serve	as	a	

source	of	secondary	consultation,	with	potential	to	streamline	awareness	of	useful	

resources	and	strategies	within	busy	workplaces.	Change	champions	within	

organisations	have	been	identified	as	important	in	implementing	practice	

innovations	in	a	variety	of	settings	(Shaw,	Howard,	West,	Crabtree,	Nease,	Tutt	&	

Nutting,	2012).	The	model	that	was	trialled	as	the	Making	Rights	Reality	Project	at	

SECASA,	developed	from	the	work	of	Goodfellow	and	Camilleri	(2003),	utilises	a	

project	worker	(the	writer)	within	a	CASA	as	a	resource	for	secondary	

consultation,	coordination	of	training,	and	dissemination	of	information	within	the	

service.	The	implementation	of	the	model	was	positively	evaluated,	and	the	rollout	

of	similar	models	in	CASAs	across	the	state	has	been	recommended	in	a	number	of	

forums	(Frawley,	2014;	Family	Violence	Royal	Commission,	2016).	The	findings	of	

the	current	study	add	further	weight	to	this	recommendation.		
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6.4	What	interventions	do	counsellor/advocates	regard	as	most	

valuable?	

	

Counsellor/Advocates	were	using	a	similar	range	of	interventions	with	people	

with	intellectual	disability	and	complex	communication	needs,	and	were	likely	to	

gauge	the	interventions	that	they	had	used	to	be	valuable.	However,	there	was	an	

overall	lower	use	of	interventions	for	people	with	CCN,	in	comparison	with	those	

with	ID.	This	was	also	the	case	for	responses	relating	to	goals.	These	results	may	

reflect	unconscious	bias	or	assumptions	amongst	counsellor/advocates	regarding	

victim/survivor	capacity,	or	even	more	overt	‘gatekeeping’,	but	are	also	likely	to	be	

reflective	of	barriers	within	systems	external	to	the	CASAs,	such	as	the	police	or	

the	courts,	and	decision-making	by	family	or	disability	supports	regarding	

engagement	with	services.	These	findings	suggest	that	the	CASAs	should	actively	

investigate	ways	to	ensure	victim/survivors	with	complex	communication	needs	

are	getting	access	to	the	full	range	of	services	that	others	are	offered,	and	using	

advocacy	where	systemic	barriers	are	identified	

	

The	interventions	most	likely	to	have	been	used,	for	both	groups,	were	counselling,	

advocacy,	liaison	with	services,	and	family	support.		Liaison	with	services	and	

family	support	were	identified	in	qualitative	findings	as	resources	for	

victim/survivors	and	for	counsellor/advocates	in	enhancing	service	provision	and	

successfully	implementing	strategies.	However	this	very	much	relied	on	families	

and	services	being	in	alignment	with	counselling	and	advocacy	goals,	and	

respectful	of	the	person’s	confidentiality	and	right	to	self-determination.		Where	

this	was	not	the	case,	it	was	reported	by	some	respondents	that	service	and	family	
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involvement	could	be	detrimental,	highlighting	an	area	where	CASA	advocacy	may	

be	beneficial.	

	

Group	interventions	were	least	likely	to	be	used	for	both	groups,	highlighting	a	gap	

in	service	provision.	Dyson	et	al	highlighted	that	women	with	disabilities	valued	

the	opportunity	to	participate	in	“group	social	support	that	brings	together	women	

with	similar	experiences”	(2017,	p.32).	This	suggests	that	the	CASAs	should	ensure	

that	they	are	offering	a	wide	range	of	groups,	and	that	they	are	accessible	to	all	

victim/survivors.	The	CASAs	have	a	history	of	collaborating	on	projects	with,	and	

for,	people	with	disabilities	that	use	a	group	model,	primarily	relating	to	

prevention.	For	example,	the	Sexual	Lives	and	Respectful	Relationships	(formerly	

Living	Safer	Sexual	Lives)	has	run	with	the	assistance	of	the	local	CASA	in	a	number	

of	regions	(Frawley,	2014),	and	the	Women	with	Disabilities	Victoria	Gender	and	

Disability	Workforce	Development	Program:	Our	Right	to	Respect	Program	runs	

programs	facilitated	by	women	with	lived	experience	of	disability,	alongside	

violence-prevention	and	response	service	practitioners,	including	CASA	workers	

(Women	with	Disabilities	Victoria,	2015).	Groups	for	victim/survivors	of	sexual	

violence	have	been	a	mainstay	of	feminist	counselling	practice	(Israeli	&	Santor,	

2000).	Examples	of	models	of	survivors’	groups	for	women	with	intellectual	

disabilities	have	been	provided	by	Barber,	Jenkins	&	Jones	(2000),	and	Peckham,	

Howlett	&	Corbett	(2007),	and	could	be	adapted	for	use	within	the	CASA	setting.		

		

Interventions	that	were	provided	less	frequently	included	assistance	in	making	an	

application	to	the	Victims	of	Crime	Assistance	Tribunal,	and	provision	of	criminal	

justice	support.	This	is	most	likely	reflective	of	the	low	rates	of	reporting	and	

progress	through	the	criminal	justice	system	that	is	experienced	by	all	
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victim/survivors	of	sexual	assault,	and	is	more	pronounced	for	people	with	

disabilities.	Results	from	the	Personal	Safety	Survey	2012	indicate	that	16.9%	of	

women	with	a	disability	reported	their	most	recent	sexual	assault	by	a	known	

male	to	police.	This	same	study	reports	that,	of	852,800	sexual	assaults	by	a	known	

male,	19.1%	of	women	reported	the	assault	to	police,	6.9%	of	perpetrators	were	

charged,	and	5.7%	of	cases	went	to	court	(Cox,	2015),	highlighting	the	barriers	for	

all	victim/survivors	in	navigating	the	criminal	justice	system	following	a	sexual	

assault.	It	is	known	that	these	barriers	are	greater	for	people	with	disabilities	

(VHREOC,	2014;	AHRC,	2013).	

	

Survey	findings	indicate	that	a	crisis	care	response,	which	is	typically	provided	to	

those	who	have	experienced	a	recent	assault,	is	more	frequently	provided	to	

people	with	intellectual	disability	than	people	with	complex	communication	needs.	

This	could	reflect	delayed	disclosure	for	victim/survivors	with	CCN	due	to	the	

obstacles	they	may	face	communicating	their	experience.	Consequently,	

opportunity	for	provision	of	forensic	medical	examinations	and	evidence	collection	

may	be	missed,	and	potentially	detrimental	to	criminal	justice	outcomes.	

Australian	disability	organisation	Scope	has	developed	the	Speak	Up	and	Be	Safe	

toolkit	to	assist	people	who	use	augmentative	and	assistive	communication	to	

communicate	about	violence	and	abuse	(Scope,	2016).	This	resource,	which	some	

CASA	counsellor/advocates	have	been	trained	to	use,	has	the	potential	to	

contribute	towards	mitigating	this	gap.		

	

Overall,	those	who	have	less	experience	(ie.	the	group	who	had	worked	only	with	

people	with	ID,	and	had	seen	fewer	clients)	were	offering	fewer	interventions,	

assessing	them	as	less	valuable,	identified	fewer	goals	as	relevant,	and	fewer	as	
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having	been	met,	for	people	with	an	ID,	than	those	who	had	worked	with	both	

groups.		This	suggests	that	the	experience	and	confidence	of	practitioners	affects	

the	range	of	services	that	people	are	receiving.	This	is	consistent	with	the	findings	

of	Jess	et	al	(2008)	in	their	examination	of	the	differences	between	UK	

psychiatrists	who	see	patients	with	ID	under	a	specialist	model,	and	Australian	

psychiatrists	who	see	patients	with	ID	under	a	generic	mental	health	model.	These	

authors	found	that	psychiatrists	working	as	specialists	had	seen	a	larger	number	of	

patients,	and	offered:	

	

more	 flexible	 and	 accessible	 working	 practices	 and	 service	

provision,	 responsive	 to	 the	 range	 of	mental	 health	 needs	 of	

the	 population	with	 intellectual	 disabilities,	 and	 providing	 a	

wide	 range	 of	 treatments	 and	 supports	 (Jess	 et	 al,	 2008,	

p.183).		

	

This	aligns	with	the	findings	of	this	study,	where	those	who	have	seen	a	greater	

number	of	clients	express	greater	confidence	and	are	providing	a	greater	range	of	

services.	

	

Although	a	specialist	worker	was	suggested	by	some	survey	respondents,	that	

model	is	not	practicable	in	the	CASA	setting	if	the	aim	is	to	improve	access,	when	

services	cover	large	geographical	areas,	and	have	rotating	rosters	of	staff	

providing	some	services,	including	crisis	response.	However,	mentoring	by	more	

experienced	workers,	in	conjunction	with	more	opportunity	to	develop	knowledge	

through	increased	referrals,	has	the	potential	to	expand	the	skill	base	across	the	

sector.	
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Themes	emerging	from	responses	regarding	what	was	of	assistance	in	meeting	

goals	were:	advocacy,	collaboration,	communication,	self-determination	and	

workplace.	Once	again,	these	findings	echo	those	of	other	Australian	studies	

examining	violence	response	services’	work	with	people	with	disabilities,	and	have	

the	capacity	to	guide	effective	practice	within	the	CASAs	(Murray	&	Powell,	2008;	

Healey	et	al,	2013;	Dyson	et	al,	2017;	Fraser-Barbour,	Crocker	&	Walker,	2018).	

	

6.5	What	barriers	do	counsellor/advocates	see	in	providing	a	service	

to	this	client	group?	

	

Counsellor/advocates	indicated	that	counselling/advocacy	goals	were	not	always	

being	met,	and	that	they	had	observed	a	number	of	barriers	to	meeting	goals	in	

their	work	with	this	group	of	victim/survivors.		Obstacles	to	meeting	goals	were	

seen	as	being	associated	with	the	(1)	Victim/Survivor	(2)	Family	(3)	

Counsellor/Advocate	(4)	CASA	(5)	Service	System,	and	(6)	Systemic	Factors.		

	

The	largest	group	of	comments	placed	the	responsibility	for	not	meeting	goals	

with	the	victim/survivor,	and	attributed	problems	meeting	goals	to	the	person’s	

impairment.	This	suggests	the	need	for	disability	awareness	training	amongst	

some	respondents,	particularly	with	regard	to	the	social	model	of	disability,	and	

ensuring	that	counsellor/advocates	can	easily	seek	support	and	advice,	and	have	

ready	access	to	resources	to	ensure	adjustments	are	made.	This	is	consistent	with	

findings	by	Thiara	et	al	(2011)	regarding	UK	domestic	violence	workers.	Individual	

CASAs	having	flexibility	around	models	of	service	provision	would	ensure	greater	
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capacity	for	meeting	individual	needs.	Lack	of	collaboration	and	discriminatory	

systems	were	also	highlighted,	and	are	consistent	with	other	writers,	as	mentioned	

above.	

		

Suggested	ways	to	improve	the	practice	of	sexual	assault	services	are	outlined	in	

the	Stop	The	Violence	Project	Principles	of	Good	Practice	(WWDA	et	al,	2013),	and	

counsellor/advocate	assessments	of	workplace	implementation	of	these	indicate	

that	respondents	view	the	CASAs	as	implementing	these	recommendations	to	

some	extent.	Rates	of	implementation	were	in	general	not	high,	indicating	clear	

room	for	improvement.	Training	was	associated	with	the	implementation	of	two	

recommendations,	which	could	imply	that	training	may	sensitise	

counsellor/advocates	to	accessibility	issues	within	their	service.	Alternatively,	it	

could	mean	that	organisations	that	train	their	staff	are	more	conscious	about	

ensuring	access.	Size	of	CASA	was	associated	with	“Building	and	Using	the	

Evidence	Base”.	Larger	CASAs	may	have	more	capacity	to	take	on	service	activities	

beyond	the	direct	service	role,	enabling	participation	in	research	projects	and	data	

collection.	

	

Low	therapist	confidence	has	been	proposed	to	be	associated	with	barriers	to	

accessing	mainstream	services	for	people	with	intellectual	disabilities	(Dagnan,	

Masson,	Cavagin,	Thwaites	&	Hatton,	2015;	Department	of	Developmental	

Disability	Neuropsychiatry,	2014).	In	the	current	study,	key	factors	found	to	be	

associated	with	confidence	in	working	with	both	groups	included	past	work	in	the	

disability	sector,	attendance	at	CASA	Forum	Workforce	Development	training,	

internal	supervision,	attending	workshops	or	conferences,	and	use	of	online	

resources.	Two	of	these	are	easily	accessible	without	leaving	the	office,	and	CASA	
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Forum	Workforce	Development	training	is	free	to	all	CASA	workers,	hence,	if	the	

relationship	is	causal,	the	CASAs	can	begin	to	increase	worker	confidence	with	a	

minimum	of	resources.		

Social	workers	were	found	to	be	less	confident	than	professionals	from	“Other”	

backgrounds	in	providing	a	service	to	people	with	complex	communication	needs,	

however	this	group	included	the	majority	of	those	respondents	who	had	never	

provided	a	service;	once	these	participants	were	removed	the	difference	was	no	

longer	significant,	although	still	considerable.	It	is	possible	that	this	finding	reflects	

conservative	self-assessments	in	this	group,	particularly	when	noting,	for	example,	

that	social	workers	had	seen	a	greater	number	of	clients	on	average,	whilst	

expressing	less	confidence	than	psychologists.	Alternatively,	it	may	be	that	lack	of	

confidence	within	social	workers	reflects	what	Bigby,	Tilbury	and	Hughes	(2018)	

describe	as	the	low	profile	of	disability	within	the	social	work	profession.	These	

authors	declare	that	lower	rates	of	disability-related	social	work	research	reflect	

“the	profession’s	neglect	of	disability	as	a	field	of	practice,	its	relative	absence	in	

social	work	education,	and	students’	low	interest”	(Bigby	et	al,	2018,	p.29).	This	is	

important	in	the	CASA	context,	given	the	majority	of	counsellor/advocates	are	

social	workers.	

Interestingly,	counsellor/advocates	who	had	“Other”	professional	backgrounds	

saw	the	greatest	number	of	clients	with	ID	or	CCN,	and	had	the	highest	levels	of	

confidence.	This	increased	confidence	may	be	connected	to	their	current	practice	

with	large	numbers	of	victim/survivors,	or	it	is	possible	that	their	previous	work	

experience	required	greater	contact	with	people	with	disabilities,	or	a	greater	

focus	in	their	education	on	working	with	people	with	disability	(see	Chapter	4,	

Figure	4.1).	
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Attendance	at	CASA	Forum	WFD	training	was	associated	with	confidence.	The	

writer	has	presented	at	WFD	workshops	with	a	focus	on	working	with	

victim/survivors	with	a	disability,	however	these	workshops	have	typically	had	

low	rates	of	participation,	with	fewer	than	15	counsellor/advocates	in	attendance.	

Low	attendance	at	training	focusing	on	disability	by	violence-response	workers	

was	also	noted	by	Healey	et	al	(2008).	This	suggests	that	models	requiring	

workers	to	opt	in	to	training	may	not	be	effective,	despite	the	association	with	

confidence	found	in	this	study,	if	the	aim	is	broad	coverage;	ongoing	professional	

support	and	in-service	training	may	reach	greater	numbers.	

	

Counsellor/advocates	provided	a	number	of	suggestions	for	improving	worker	

confidence,	and	identified	barriers	that	impede	access	to	training.	Five	areas	where	

changes	could	be	made	to	improve	worker	confidence	were	identified,	relating	to:	

(1)	Resources	(2)	Training	(3)	Worker	support	(4)	Implementation	and	(5)	

Workplace	models.	In	particular,	workers	expressed	a	preference	for	training	

specifically	developed	for	working	with	victim/survivors	who	have	an	intellectual	

disability	or	complex	communication	needs,	and	for	more	opportunities	to	put	

training	into	practice.	

	

The	emphasis	placed	on	specialist	training	by	a	number	of	respondents	may	reflect	

the	advocacy	history	of	the	sexual	assault	sector	on	behalf	of	victim/survivors	

engaging	with	the	disability	or	mental	health	sectors.	Historically,	a	lack	of	

understanding	or	acknowledgment	of	the	impacts	of	sexual	assault	and	family	

violence	has	been	common	in	mental	heath	and	disability	settings	and	a	focus	of	

the	advocacy	work	of	rape	crisis	centres.	(Herman,	1992;	Clark	&	Fileborn,	2011;	

Quadara,	2015).	The	disability	sector	in	Victoria	has	been	criticised	for	minimising	
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sexual	violence	perpetrated	against	service	users.	The	Parliamentary	Inquiry	into	

Abuse	Into	Disability	Services	found	that	workplace	culture,	“negative	attitudes	

towards	complainants	and	poor	responsiveness	to	allegations	of	abuse”	

(Parliament	of	Victoria,	2015,	p.113),	a	confusing	and	overlapping	reporting	

system,	and	incidents	being	categorised	incorrectly	contributed	to	the	enabling	of	

perpetration	of	sexual	violence	and	others	forms	of	abuse.	This	culture	has	also	

been	described	by	Chenoweth	and	Robinson,	in	a	review	of	approaches	to	

addressing	abuse	and	neglect	within	disability	accommodation	services	(2011).	

Furthermore,	taking	a	trauma-informed	approach	is	not	standard	practice	within	

the	disability	sector	(Keesler,	2014).	Consequently,	counsellor/advocates	in	this	

study	were	wary	of	disability	awareness	training	that	is	not	based	in	an	

understanding	of	gender-based	violence	and	the	impacts	of	trauma.	

	

Resource	limitations,	training	availability	and	infrequent	referrals	were	identified	

as	barriers	to	accessing	training.	Counsellor/advocates	highlighted	the	role	

prioritising	takes,	both	within	individuals	and	within	agencies.	The	combination	of	

few	referrals	and	limited	referrals	was	mentioned	by	some	respondents	as	a	factor	

in	decision-making	around	training	priorities.	Workers	and	agencies	were	

reported	to	be	making	decisions	to	seek	or	support	training	in	areas	viewed	as	

more	broadly	applicable	than	training	on	how	to	work	with	victim/survivors	with	

intellectual	disability	and	complex	communication	needs.	A	fundamental	finding	of	

both	the	qualitative	and	quantitative	analyses	of	the	project	data	is	that	

opportunities	to	provide	a	service	to	people	with	complex	communication	needs	

are	integral	to	worker	confidence	and	skill	development.	Factors	associated	with	

confidence	highlighted	above	suggest	that	prior	experience	in	working	with	people	
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with	intellectual	disabilities	or	complex	communication	needs	should	be	

considered	an	asset	when	CASAs	are	recruiting	staff.		

	

Healey	et	al	have	argued	that	“family	violence	services	and	programs	[ought]	to	

give	precedence	to	responding	to	violence	against	women	with	disabilities	and	to	

have	the	resources	necessary	to	respond	effectively”	(2008,	p.37).	Given	the	higher	

rates	of	sexual	violence	experienced	by	women	with	disabilities,	as	highlighted	in	

Chapter	2,	it	seems	clear	that	if	counsellor/advocates	are	reporting	receiving	few	

referrals,	as	they	have	done	in	this	survey,	then	there	is	an	access	issue	that	

warrants	further	examination.	The	effect	of	an	untrained	workforce	on	access	and	

consequent	human	rights	implications	are	highlighted	by	Evans	et	al	(2012)	and	

Didi	et	al	(2016).	Increasing	the	number	of	counsellor/advocates	who	see	work	

with	victim/survivors	with	disabilities	as	a	key	area	of	practice	may	require	

leadership	and	direction	from	CASA	managers.	

	

6.7	Strengths	and	Limitations	of	the	project	

	
A	key	limitation	of	the	study	is	that	it	investigates	the	views	of	service	providers	

only,	rather	than	including	service	users.	A	research	methodology	which	included	

the	views	of	victim/survivors	with	an	intellectual	disability	or	complex	

communication	needs	on	their	experience	of	using	a	CASA	would	have	added	

substantially	to	the	findings	of	the	project.	However,	the	small	scope	of	a	Masters	

research	project	meant	that	this	addition	was	not	possible.	In	addition,	the	study	

was	not	an	evaluation	of	the	service	the	CASAs	provide,	so	does	not	provide	data	

on	the	effectiveness	of	interventions	beyond	the	views	of	participants	themselves.	
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Respondents	to	the	survey	did	so	on	a	voluntary	basis,	so	there	is	a	possibility	that	

data	may	have	been	biased	towards	those	with	a	particular	interest	or	experience	

in	the	topic,	or	those	who	know	the	researcher	personally.	Moreover,	there	may	

have	been	differences	in	rates	of	promotion	of	the	project	between	CASAs.	Staff	

from	organisations	that	invited	the	writer	to	attend	to	provide	in-person	

information	about	the	project	may	have	been	more	likely	to	fill	in	the	survey.	

	

Overall,	a	smaller	number	of	respondents	than	anticipated	completed	the	survey,	

potentially	affecting	the	precision	of	some	statistical	tests.	However,	a	strength	of	

the	project	is	that	the	quantitative	and	qualitative	findings	confirmed	one	another,	

and	were	consistent	with	the	literature,	providing	support	for	the	reliability	of	the	

study.	

	

In	addition,	respondents	comprised	almost	30%	of	Victorian	counsellor/advocates,	

and	the	findings	of	the	project	can	be	fed	back	into	the	workforce	and	utilised	to	

improve	the	service	provided	to	victim	survivors	with	intellectual	disabilities	and	

complex	communication	needs.	The	role	of	the	writer	as	an	insider-researcher	

benefited	the	study,	as	knowledge	acquired	from	working	within	the	sector	was	

able	to	be	incorporated	into	the	development	of	the	project,	and	the	interpretation	

of	findings.	Conclusions	and	recommendations	for	the	Victorian	sexual	assault	

sector	and	for	future	research	are	presented	in	Chapter	7.	
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Chapter	7.	Conclusion	

	

Counselling	and	advocacy	practice	with	victim/survivors	with	intellectual	

disabilities	and	complex	communication	needs	is	informed	by	a	very	small	

evidence	base	(Mansell	et	al,	1992;	Di	Marco	&	Iacono,	2007;	Lund,	2011;	

Shakespeare	et	al	2014).	The	need	for	support	for	people	with	ID	or	CCN	in	the	

aftermath	of	sexual	assault	is	demonstrated	by	the	accumulating	research	showing	

that	people	with	disabilities	experience	higher	rates	of	sexual	violence	than	others	

in	the	community	(Sobsey,	1994;	Healey	et	al,	2013;	Mitra-Khan	et	al,	2016;	Cotter,	

2018).	Yet,	it	is	known	that	these	victim/survivors	face	many	barriers	when	

accessing	violence-response	services	(Bryen	et	al,	2003;	Collier	et	al,	2006;	Healey	

et	al,	2008;	Nannini,	2006;	Sobsey	&	Doe,	1991;	Thiara,	et	al,	2011;	VHREOC,	

2014).		

	

These	factors,	along	with	the	findings	of	the	small	amount	of	CASA-based	research,	

and	the	researcher’s	own	practice	experience,	formed	the	rationale	for	the	focus	of	

the	current	study	examining	the	work	of	CASA	counsellor/advocates	with	people	

with	intellectual	disability	and/or	complex	communication	needs.	In	this	project,	

counsellor/advocates	shared	their	practice	wisdom,	provided	a	range	of	

suggestions	for	change	in	their	organisations,	and	showed	a	commitment	to	the	

victim/survivors	with	ID	and	CCN	attending	their	service.	

	

Findings	highlighted	that	most	respondents	had	some	experience	of	this	work,	

however	there	were	differences	found,	depending	on	extent	of	

counsellor/advocate	experience	and	confidence.	Those	who	had	greater	

experience	were	offering	more	interventions,	assessing	them	as	more	valuable,	
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identified	more	goals	as	relevant,	and	rated	an	increased	number	of	goals	as	met,	

for	people	with	an	ID,	than	those	who	had	not	worked	with	both	groups.		

	

In	all	cases	people	with	complex	communication	needs	were	receiving	lower	levels	

of	interventions.	Although	this	may	be	reflective	of	broader	systemic	barriers	

outside	of	the	control	of	the	CASAs,	it	is	incumbent	on	these	services	to	investigate	

internal	barriers,	and	ensure	staff	are	trained	and	supported	in	their	work	in	order	

that	they	provide	the	best	possible	service	to	victim/survivors	with	complex	

communication	needs.	Addressing	the	systemic	barriers	faced	by	people	with	

intellectual	disabilities	and	complex	communication	needs	who	have	been	sexually	

assaulted	fits	within	the	scope	of	the	advocacy	role	of	the	CASAs.	

	

7.1	Recommendations	

	
Recommendations	for	the	Victorian	CASAs	arising	from	the	findings	of	this	study	

are	as	follows:	

	

(1) That	counsellor/advocates	with	experience	working	with	victim/survivors	

with	CCN	and	ID	mentor	and	support	other	workers;	this	may	involve	

funding	a	worker	at	each	CASA	(as	per	recommendations	from	the	

Evaluation	of	the	Making	Rights	Reality	project	(Frawley,	2014))	to	serve	as	

a	source	of	secondary	consultation	and	dissemination	of	information	and	

resources	

	

(2) That	each	CASA	has	access	to	information	about	free	and	online	resources	

that	can	assist	counsellor/advocates	in	their	work;	that	in-service	training	
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be	provided	on	a	regular	basis,	contemporaneously	with	working	towards	

increased	referrals,	particularly	for	those	with	higher	support	needs	and	

complex	communication	needs		

	

(3) That	CASAs	actively	build	networks	with	local	disability	services	and	

establish	referral	pathways	

	

(4) That	each	CASA	should	collect	data	on	referral	numbers,	and	where	these	

are	not	representative,	barriers	to	access	to	the	service	should	be	examined	

	

(5) That	CASAs	take	opportunities	to	work	collaboratively	on	violence	response	

and	prevention	projects	with	people	with	disabilities,	disability	advocacy	

and	self-advocacy	organisations,	in	order	to	learn,	but	also	to	share,	

knowledge	

	

(6) That	CASAs	build	flexibility	into	their	service	model,	to	allow	for	

adaptations	and	adjustments	such	as	more	sessions,	outreach	sessions,	and	

more	preparation	time	

	

This	exploratory	study	was	the	first	to	examine	the	service	the	Victorian	CASAs	

provide	to	victim/survivors	with	intellectual	disabilities	and	complex	

communication	needs,	and	the	findings	can	be	used	to	inform	enhancements	to	the	

practice	of	CASA	counsellor/advocates.	Further	research	evaluating	the	work	of	

the	CASAs	is	indicated	by	this	project,	and	in	particular,	the	voices	of	those	with	

intellectual	disabilities	and	complex	communication	needs	and	their	experience	of	

using	these	services	need	to	be	heard.	
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More	disability	and	sexual	assault	specific	training	required,	A	CASA	C/A	

mentor	would	be	amazing	for	CA's	to	consult	around	client	needs	and	

resources	

	

Survey	Participant	

	

Need	a	lot	more	training	and	awareness,	better	use	of	tools,	and	standard	

practice	needs	to	be	inclusive	of	disabilities	

	

Survey	Participant	
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Appendix	1:	Flyer	Inviting	Participation	in	the	Survey	
	

	
	
	
	

	

	

 

 
 
 

 
You are invited to participate in a research project exploring 

the service the Centres Against Sexual Assault provide to 
victim/survivors with intellectual disability or complex 

communication needs. 
 

For more information about the project, and to read the plain 
language statement, please go to the project website: 

www.djenkinsresearchproject.wordpress.com 
 

This study is being undertaken by Dagmar Jenkins, a 
Counsellor/Advocate and Master of Advanced Social Work 

(Research) student at The University of Melbourne. 
 

The research will be used to develop a framework for workers 
in the field, and help us improve our service. 

 
Your views on interventions, resources, therapeutic 

approaches, and training are keenly sought! 
 

If you’d like to participate in the survey please go to 
https://www.surveymonkey.com/r/FCNHX8G  

 
 

       
 
 

  Image by www.changepeople.uk 
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Appendix	2:	Plain	Language	Statement	for	the	Survey	

	

 

HREC number: 1545668.1, 20/10/1205, Version 2 

PLAIN LANGUAGE STATEMENT: Survey 

 
Dr. David Rose (Supervisor)    
Faculty of Medicine, Dentistry and Health Sciences 
Melbourne School of Health Sciences 
Department of Social Work 
University of Melbourne    
Ph: 8344 9421 
 
Associate Professor Louise Harms (Supervisor) 
Faculty of Medicine, Dentistry and Health Sciences 
Melbourne School of Health Sciences 
Department of Social Work 
University of Melbourne 
Ph: 8344 9413 
 
Ms. Dagmar Jenkins (Master of Advanced Social Work (Research) 
Student) 
Faculty of Medicine, Dentistry and Health Sciences 
Melbourne School of Health Sciences 
Department of Social Work 
University of Melbourne 
Ph: 0434 536 430 
  
 

 

Project: “The Victorian Centres Against Sexual Assault: Responding to Victim/Survivors with Intellectual 
Disability or Complex Communication Needs” 
 
Introduction 
 
You are invited to participate in the above research project, which is being conducted by Ms. Dagmar Jenkins (Masters Student) 
under the supervision of Dr. David Rose and A/Prof Louise Harms (Supervisors) of the Faculty of Medicine, Dentistry and Health 
Sciences, Department of Social Work, at the University of Melbourne. 
 
The project will explore the work CASA counsellor/advocates are doing with victim/survivors with an intellectual disability or 
complex communication needs, with the aim of developing a practice framework, with a focus on continued improvement to the 
service we provide to this client group. 
 
This research project is being undertaken as part of Dagmar Jenkins’ Master of Advanced Social Work (Research) degree. Dagmar 
has worked for many years in the sexual assault field, and has worked on a number of projects during her employment at a Centre 
Against Sexual Assault looking at service response to people with a disability following sexual assault. 
 
This research project has been approved by the University of Melbourne Ethics Committee (Approval number:…….). 
 
What will I be asked to do? 
 
Participation in this project during the first stage involves completing an online survey. The survey will ask questions related to: 
 

• Training you have received on working with victim/survivors with an intellectual disability or complex communication needs 
• Interventions you have used in your work with victim/survivors with an intellectual disability or complex communication 

needs 
• Resources you have used in your work with victim/survivors with an intellectual disability or complex communication needs 
• Therapeutic approaches you have used in your work with victim/survivors with an intellectual disability or complex 

communication needs 
• Your view of the usefulness and value of the interventions and resources you have used 

 
• Practice wisdom you may have developed when working with victim/survivors with an intellectual disability or complex 

communication needs 
 

• Workplace adaptations made to ensure service accessibility. 
 
The questions are a mixture of multiple choice and open answers and there is space to provide additional comments. The 
survey should take between 20 and 30 minutes.  
 
A paper copy of the survey can be provided on request. 
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HREC number: 1545668.1, 20/10/1205, Version 2 

The survey results will be used to develop a set of focus group questions which will further explore the above listed topics. A focus 
group will be conducted in the second stage of the research. Counsellor/advocates with experience working with victim/survivors 
with an intellectual disability or complex communication needs will be invited to participate in the second stage of the research.  
 

 
 

The survey and focus group data will be used to write up a thesis and to develop a resource for counsellor/advocates. 
 

This Plain Language Statement relates only to the first stage of the project, the survey. 
 
How will my confidentiality be protected? 
 
The demographic questions asked in the survey are very general, so you should be able to remain anonymous when you complete 
the survey. Information collected in the survey will be stored in secure electronic files. Any hard copies of the survey will be kept 
securely at the University of Melbourne. Your anonymity and confidentiality will be kept to the full extent possible within the limits of 
the law.  All data will be kept securely for five years before being destroyed. 
 
How will I receive feedback? 
 
If you are interested in receiving further information about the project, a full copy of the thesis will be available at the University of 
Melbourne. 
 
A summary of the findings of the thesis, as well as any frameworks arising from the research, will be available on a research project 
website. 
 
Information from this project may also be used in conference presentations or academic papers. 
 
You can also contact Dagmar Jenkins directly via the details provided above. 
 
Do I have to take part? 
 
Participation in this project is voluntary. The survey can be exited at any point. However, once the survey has been submitted it will 
not be possible to withdraw your responses, as these will not be identifiable due to the survey being anonymous. 
 
Your decision to participate or not, or to withdraw, will not affect any relationship you may have with this department or University, 
or your place of employment. 
 
Are there any risks if I participate in this research? 
 
As this research is aimed at professionals working in the area of sexual assault, it is unlikely that discussion of these issues, 
although sensitive, will cause distress. However, in the event that it does, participants have a number of options for support. These 
are listed at the bottom of the survey, will be distributed as a hard copy during the focus group, and will also be available on the 
project website. 
 
Where can I get further information? 
 
Please contact the researchers if you have any questions or if would like more information about the project please do not hesitate 
to contact the researchers at the contact details above. 
 
If you have any concerns about the conduct of the project which you do not wish to discuss with the research team please contact 
the Manager, Human Research Ethics, Office for Research Ethics and Integrity, The University of Melbourne, on ph: 8344 2073, or 
fax: 9347 6739. 
 
How do I agree to participate in the survey?  
 
You can agree to participate in the survey by clicking “Yes” at the end of this page. If you complete a paper copy, returning the 
survey to the researcher will show that you agree to participate. 
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Appendix	3:	Survey	Development	Overview	

	
This	Appendix	provides	background	on	the	structure	of	the	survey	and	the	

rationale	for	the	inclusion	of	particular	topics.	An	overview	of	every	question	will	

not	be	provided	here,	as	all	questions	asked,	and	the	number	of	responses	

received,	are	provided	in	Table	3.1.	The	survey	in	its	entirety	can	be	viewed	in	

Appendix	4.	

	

Early	questions	ascertained	a	range	of	respondent	attributes	(see	Table	3.1).	A	

question	about	counsellor/advocate	gender	was	not	asked,	as	there	was	potential	

for	the	anonymity	of	respondents	to	be	breached	given	the	small	number	of	male	

counsellor/advocates	(approximately	15	people,	or	5%	of	the	workforce).	

	

After	this	introductory	section,	participants	were	provided	with	definitions	of	

intellectual	disability	and	complex	communication	needs,	as	follows:	

	

“The	 term	 “with	 intellectual	disability”	 is	 used	 to	describe	 a	person	who	

may	 have	 difficulties	 (1)	 learning	 new	 information	 (2)	with	 practical	 or	

social	 skills	 (which	 may	 include	 communication),	 (3)	 with	 problem	

solving.	 This	 may	 not	 have	 been	 diagnosed	 formally,	 but	 will	 have	

developed	 before	 age	 18.	 The	 person	 themselves	 may	 not	 identify	 as	 a	

person	with	intellectual	disability.”	

	

“The	 term	 “with	 complex	 communication	 needs”	 is	 used	 to	 describe	 a	

person	 who	 has	 little	 or	 no	 speech,	 or	 speech	 that	 is	 difficult	 to	

understand,	and	possibly	uses	an	aide	to	communicate.	 It	may	also	apply	

to	 a	 person	 who	 has	 difficulties	 understanding	 the	 communication	 of	

others.	 Complex	 communication	 needs	 are	 often	 associated	 with	
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developmental	and/or	acquired	disabilities,	such	as	cerebral	palsy,	autism	

or	acquired	brain	injury.”	

		

These	definitions	were	deliberately	kept	broad	and	brief	to	reflect	the	

circumstances	in	which	counsellor/advocates	may	be	referred	victim/survivors.	

The	role	of	counsellor/advocate	does	not	include	diagnosing	service	users,	and	

although	information	about	intellectual	disability	or	complex	communication	

needs	may	be	provided	at	referral,	this	is	not	always	the	case.	The	definitions	were	

developed	in	discussion	with	Dr.	David	Rose,	Professor	Louise	Harms,	Dr.	Patsie	

Frawley	and	Dr.	Lucy	Healey,	and	included	their	suggestions.	Resources	such	as	

How	To	Hear	Me	(WWILD,	2012),	Beyond	Speech	Alone	(Scope,	2006)	and	Complex	

Communication	Needs	(State	of	Queensland,	Department	of	Communities,	2011)	

provided	information	that	assisted	in	developing	the	definitions	used	in	the	

survey.	It	is	recognised	that	these	categories	are	not	mutually	exclusive,	and	that	in	

some	cases	people	with	an	intellectual	disability	may	also	have	communication	

support	needs.	

The	survey	focused	on	these	two	groups	of	victim/survivors	for	a	number	of	

reasons,	which	are	discussed	in	detail	in	the	literature	review.	The	two	groups	

experience	high	rates	of	sexual	violence	and	barriers	to	accessing	services.	In	

particular,	low	numbers	of	people	with	complex	communication	needs	are	

referred	to	the	Centres	Against	Sexual	Assault,	indicating	that	this	is	an	area	where	

further	work	is	required	(Frawley,	2014).	Furthermore,	the	available	literature	on	

therapeutic	interventions	for	people	with	a	disability,	in	relation	to	the	impacts	of	

sexual	assault,	focuses	largely	on	people	with	intellectual	disabilities,	and	to	a	

much	smaller	extent,	people	with	complex	communication	needs.		
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The	next	series	of	questions	in	the	survey	was	related	to	training,	barriers	to	

training,	experience	of	counsellor/advocates,	and	their	confidence	in	working	with	

victim/survivors	with	intellectual	disability	or	complex	communication	needs.	The	

list	of	training	opportunities	and	experiences	used	in	the	survey	was	developed	by	

the	writer,	based	on	practice	experience	in	the	sexual	assault	field,	and	added	to	by	

the	above-mentioned	team	of	reviewers.	

	

Questions	about	confidence	were	included	in	the	survey,	as	low	therapist	

confidence	has	been	proposed	to	be	associated	with	barriers	to	accessing	

mainstream	services	for	people	with	intellectual	disabilities	(Dagnan,	Masson,	

Cavagin,	Thwaites	&	Hatton,	2015).	

	

The	next	two	stages	of	the	survey	asked	respondents	about	their	work	as	a	

counsellor/advocate	with	(1)	victim/survivors	with	an	intellectual	disability,	and	

(2)	with	people	with	complex	communication	needs.	A	skip-logic	question	directed	

survey	respondents	to	the	questions	relevant	to	their	experience.		

	

Research	participants	were	asked	about	the	number	of	children	and	adults	from	

each	group	that	they	had	provided	a	service	to	within	the	last	year,	the	

interventions	they	had	used	in	their	work	with	victim/survivors	from	each	group,	

and	their	view	of	the	value	of	these	interventions.	A	question	about	

victim/survivor	goals	for	their	use	of	the	service	was	asked,	together	with	a	

question	about	how	fully	survey	respondents	gauged	these	goals	to	have	been	met.	
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Items	on	these	two	lists	were	based	on	the	writer’s	experience	working	as	a	

counsellor/advocate	for	a	Victorian	CASA,	and	the	kinds	of	interventions	and	goals	

typically	found	in	this	setting,	together	with	those	outlined	in	the	CASA	Forum	

Standards	of	Practice	(2013).	Open-ended	questions	were	asked	about	any	

obstacles	to	achieving	goals	that	survey	respondents	had	observed,	and	also	about	

what	had	been	of	assistance	in	achieving	goals.	

	

The	next	section	asked	participants	about	how	they	established	a	person	attending	

their	service	has	a	disability,	as	the	need	for	data	collection	by	violence	response	

services	in	relation	to	disability	is	emphasised	in	a	number	of	papers	(Healey	et	al,	

2008;	WWDA	et	al,	2014;	Frawley,	2014).		

	

The	survey	then	explored	the	therapeutic	approaches	counsellor/advocates	had	

used	in	counselling	with	victim/survivors	with	an	intellectual	disability	or	complex	

communication	needs.	The	literature	regarding	therapeutic	work	with	sexual	

assault	or	trauma	survivors	in	general,	and	in	working	with	people	with	

intellectual	disabilities	or	complex	communication	needs	was	considered	in	the	

development	of	questions	for	this	section.		

	

Following	this,	the	survey	then	inquired	about	counsellor/advocates’	use	and	

assessment	of	a	number	of	Australian	and	international	resources	that	have	been	

developed	for	work	with	victim/survivors	of	sexual	assault	or	family	violence	who	

have	disabilities.	The	lists	used	included	resources	that	were	developed	for	use	

within	the	Victorian	sector,	along	with	resources	addressing	relevant	topics	from	

international	organisations.	The	Australian	list	included	resources	developed	by	a	

team	that	included	the	writer	as	part	of	the	Making	Rights	Reality	project,	at	
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SECASA	where	the	writer	is	employed.	These	resources	were	included,	along	with	

another	from	SECASA,	as	they	are	the	only	resources	specific	to	the	Victorian	

CASAs	produced	in	an	Easy	Read	format.	

	

Counsellor/Advocates	were	also	asked	about	their	use	of	Australian	guidelines	in	

informing	their	practice,	and	how	useful	they	had	found	these	to	be.	The	list	of	

resources	included	sector-specific	guidelines,	alongside	reports	and	evaluations	

that	included	recommendations	for	the	sexual	assault	sector	in	its	work	with	

victim/survivors	with	disabilities.	Reports	released	in	the	period	since	2008	were	

included.		

	

Within	this	section,	the	Stop	The	Violence	Project	Key	Principles	for	Good	Practice	

in	Service	Delivery	(WWDA	et	al,	2013),	which	is	discussed	in	Chapter	2,	was	used	

as	a	framework	for	respondents	to	reflect	on	their	workplace.	A	limitation	of	this	

question	is	that	a	definition	of	each	of	the	principles	was	not	provided,	leaving	

them	open	to	individual	interpretation	by	respondents.	This	decision	was	made	

due	to	the	increase	in	the	time	required	to	do	the	survey	that	would	have	resulted,	

if	additional	background	reading	material	had	been	provided	in	order	for	the	

question	to	be	answered.	

	

The	final	section	of	the	survey	explored	what	changes,	if	any,	respondents	thought	

might	be	needed	at	their	workplace,	to	ensure	better	access	to	

counselling/advocacy	for	victim/survivors	with	an	intellectual	disability	or	

complex	communication	needs.	
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Appendix	4:	The	Survey	

	

The Victorian Centres Against Sexual Assault: Responding to Victim/Survivors with Intellectual

Disability or Complex Communication Needs

 

This survey will begin by asking you a number of demographic questions, followed by asking

about your experience in your role as a counsellor/advocate in providing a service to

victim/survivors with an intellectual disability or complex communication needs. You will be asked

about any training you have had, any interventions you have used, any resources you have tried,

and your view of their usefulness. There is also opportunity to reflect on and share any practice

wisdom you have developed in working with this client group.The results of the survey will be used

to inform a set of focus group questions which will be used in the second stage of the research.

The outcomes of both the survey and focus group will be used to develop a resource for

counsellor/advocates. Your contribution to this research is greatly appreciated.

Introduction and Plain Language Statement

Survey (final)

1. I confirm that I am a Counsellor/Advocate at a Victorian Centre Against Sexual Assault.*

Yes

No

1
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Survey (final)

2. By clicking Yes I confirm that I have read the Plain Language Statement, which can be found here www.

(to be confirmed), and that I agree to take part in the survey.

*

Yes

No

2
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Survey (final)

3. How long have you worked as a CASA Counsellor/Advocate?

4. Are you a

Social Worker

Psychologist

Other (please specify)

5. What is your highest level of qualification?

Doctoral Degree 

Master Degree 

Graduate Diploma 

Graduate Certificate 

Bachelor Degree 

Other (please specify)

6. Is the CASA you are employed at

Regional

Metropolitan

7. How many staff are employed at the CASA where you work?

3
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This section will ask you some questions about what training you have had in providing

counselling or advocacy to victim/survivors with intellectual disability or complex communication

needs. The term "with complex communication needs" is used to describe a person who has little

or no speech, or speech that is difficult to understand, and possibly uses an aide to communicate.

It may also apply to a person who has difficulties understanding the communications of others.

Complex communication needs are often associated with developmental or acquired disabilities.

Training

Survey (final)

8.  In your role as a counsellor/advocate, have you had any training on working with people with an

intellectual disability?

Yes

No

9.  In your role as a counsellor/advocate, have you had any training on working with people with complex

communication needs?

Yes

No

4
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I have not

had this

type of

training

I have had

this training,

and it was

not useful at

all

Neither

useful nor

not useful

I have had

this training,

and it was

extremely

useful

Professional

development at your

workplace by external

agencies

Previous work

experience in the

disability sector

CASA Forum Workforce

Development training

Internal supervision

External supervision

Previous counselling

experience with clients

with a disability in

another setting

Workshops or

conferences

Books or Journal articles

Living Safer Sexual

Lives training

Independent Third

Person training

Online Resources

Unit of university course

Other (please specify)

10. Please indicate what training you have had in working with victim/survivors with an intellectual disability

or complex communication needs. Please tick any that apply, and indicate how useful you found the

training.

 
Not confident

at all

Extremely

confident

Victim survivors with an

intellectual disability?

Victim survivors with

complex communication

needs?

11. How confident to do you feel about providing a counselling/advocacy service to:

5
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12. What would assist you to increase your confidence in this work?

13. Do you think counsellor/advocates need more training in working with people with an intellectual

disability?

Yes

No

14. Do you think counsellor/advocates need more training in working with people with complex

communications needs?

Yes

No

If Yes, please describe

15. Are there any barriers to you accessing training in this area?

Yes

No

6
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Your answer to the following question will direct you to additional questions in this survey that are

most relevant to your experience.

Survey (final)

16. Please select the statement below which best applies to you:

In my role as a counsellor/advocate, I have NEVER provided a service to a victim/survivor with an intellectual disability or complex

communication needs.

In my role as a counsellor/advocate, I have provided a service to a victim/survivor with an intellectual disability, but NOT to a

victim/survivor with complex communication needs.

In my role as a counsellor/advocate, I have provided a service to a victim/survivor with complex communication needs, but NOT

to a victim/survivor with an intellectual disability.

In my role as a counsellor/advocate, I have provided a service to BOTH a victim/survivor with an intellectual disability AND to a

victim/survivor with complex communication needs.

7
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In this section of the survey, you will be asked some questions about your work as a

counsellor/advocate with victim/survivors with an intellectual disability.

Survey (final)

17. In the last year, how many children with intellectual disabilities did you provide a service to, in your role

as a counsellor/advocate?

18. In the last year, how many adults with an intellectual disability did you provide a service to, in your role

as a counsellor/advocate?

8
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Survey (final)

 
Have not

used

No value at

all

Neither

valuable nor

not valuable

Extremely

valuable

Crisis Care Response

Advocacy (with police,

forensic doctor/nurse,

other)

Criminal Justice System

Support (ie. Attendance

as Independent Third

Person, Court Support)

Counselling

Referral/Assistance in

applying to the Victims

of Crime Assistance

Tribunal

Liaison with other

service providers (ie.

disability service,

advocate, child

protection etc.)

Support for family

members

Group work

Other therapeutic/self-

care activities (ie. Art,

Yoga, Reflexology,

Fitness)

Other (please specify)

19. Please indicate which of the interventions listed below you have ever used in your work

with victim/survivors with an intellectual disability, and your view of their value to this client group, by

selecting a point on the scale. If you have not used an intervention, please select "Have not used".

20. Please indicate which of the counselling/advocacy goals listed below have ever been identified as

important by your clients with an intellectual disability, and your view of how fully these goals have been

met, by selecting a point on the scale. Please select "This goal is not relevant" for any goals that have

NOT been relevant in your work with victim survivors with an intellectual disability.

9
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This goal is

not relevant

Goals have

not been

met at all

It is unclear

whether

goals have

or have not

been met

Goals have

been met

fully

To talk about the sexual

assault

To develop a safety plan

To get crisis support and

medical care

To get support/advocacy

through the justice

system (reporting to

police, applying for

intervention orders,

attending court)

To get help with coping

and with psychological

impacts

To get practical help

(with accommodation,

disability supports)

To get information about

rights and choices

To get information about

sexuality and

relationships

To develop personal

safety skills (eg.

protective behaviours)

To get information about

online safety

To apply for

compensation through

VOCAT or other means

To attend groups

Other

Other (please specify)

10
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If "Yes" please describe

21. Have there been any obstacles to achieving the goals you have identified in the previous question?

Yes

No

22. If "No", what was of assistance in achieving the goals you have outlined above?

11
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In this section of the survey, you will be asked some questions about your work as a

counsellor/advocate with victim/survivors with complex communication needs. Your answer to the

following question will direct you to the questions in the survey most relevant to your experience.

Survey (final)

23. In your role as a counsellor/advocate, have you ever provided a service to a victim/survivor with

complex communication needs?

Yes

No

12
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Survey (final)

24. In the last year, how many children with complex communication needs did you provide a service to, in

your role as a counsellor/advocate?

25. In the last year, how many adults with complex communication needs did you provide a service to, in

your role as a counsellor/advocate?

13
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Survey (final)

 
Have not

used

No value at

all

Neither

valuable nor

not valuable

Extremely

valuable

Crisis Care Response

Advocacy (with police,

forensic doctor/nurse,

other)

Criminal Justice System

Support (ie. Attendance

as Independent Third

Person, Court Support)

Counselling

Referral/Assistance in

applying to the Victims

of Crime Assistance

Tribunal

Liaison with other

service providers (ie.

disability service,

advocate, child

protection etc.)

Support for family

members

Group work

Other therapeutic/self-

care activities (ie. Art,

Yoga, Reflexology,

Fitness)

Other (please specify)

26. Please indicate which of the interventions listed below you have ever used in your work with

victim/survivors with  complex communication needs, and your view of their value to this client group, by

selecting a point on the scale. If you have not used an intervention, please select "Have not used".

14
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This goal is

not relevant

Goals not

met at all

It is unclear

whether

goals have

or have not

been met

Goals met

fully

To talk about the sexual

assault

To develop a safety plan

To get crisis support and

medical care

To get support/advocacy

through the justice

system (reporting to

police, applying for

intervention orders,

attending court)

To get help with coping

and with psychological

impacts

To get practical help

(with accommodation,

disability supports)

To get information about

rights and choices

To get information about

sexuality and

relationships

To get information about

online safety

To develop personal

safety skills (eg.

protective behaviours)

To apply for

compensation through

VOCAT or other means

To attend groups

Other

Other (please specify)

27. Please indicate which of the counselling/advocacy goals listed below have ever been identified as

important by your clients with complex communication needs, and your view of how fully these goals have

been met, by selecting a point on the scale. Please select "This goal is not relevant" for any goals that

have NOT been relevant in your work with victim survivors with an intellectual disability.

15
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If "Yes" please describe

28. Have there been any obstacles to achieving the goals you have identified in the previous question?

Yes

No

29. If "No", what was of assistance in achieving the goals you have outlined above?

16
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Survey (final)

30. What is the most common way that you establish whether a person attending for a crisis response or

ongoing counselling has a disability? Tick any that apply.

A question about disability is asked at intake

A question about disability is asked during the first counselling session

The victim/survivor volunteers this information

A supporter/referrer provides this information

Police provide this information

You form a view that the person may have a disability as you get to know them

You don't establish whether person has a disability

Other (please specify)

17
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 Victim/Survivors with an intellectual disability

Victim/Survivors with complex communication

needs

Information provision about gender-

based violence/ social context of

sexual violence

Psycho-education about sexual

assault and possible impacts

Relaxation training

Mindfulness Skills

Feminist Counselling

Trauma Focused CBT (Exposure

therapy)

Psychodynamic approaches

Narrative Therapy

Sandplay Therapy

Dialectical Behavioural Therapy

Acceptance Commitment Therapy

Mentalisation Based Therapy

Sensorimotor Psychotherapy

EMDR

Family Therapy

Art Therapy

Other:________________________

31. What therapeutic approaches have you used in counselling with victim/survivors with intellectual

disability or complex communication needs? Please select any that apply.

32. What has influenced your choice of approach/es?

33. Please comment on any adaptations you have made to your selected approaches in order to use these

in counselling sessions with your clients with an intellectual disability or complex communication needs.

34. Consider a counselling or advocacy intervention with a client with an intellectual disability that in your

view went well. Why do you believe it was successful?

18
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35. Consider a counselling or advocacy intervention with a client with complex communication needs, that

in your view went well. Why do you believe it was successful?

36. Following are some possible additions and adjustments to counselling. Please select any that you have

used.

Outreach appointments (eg. home visits)

Funding for transport

Access to communication support

Access to attendant care

Use of easy read information

Use of pictures

Additional time during sessions

Adaptations to communication style

Use of video recordings

Use of talking mats

Use of social stories

Additional time to prepare for sessions

Other

If other, please describe:

19
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Survey (final)

 
Have not

used

Not useful

at all

Neither

useful nor

not useful

Extremely

useful

Scope "Beyond Speech

Alone" Counselling

Guidelines

WWILD "How to Hear

Me" Counselling

Resource

SECASA Easy Read

Booklets about Sexual

Assault

Victims of Crime Victoria

Easy Read Booklets

Women's Health NSW:

"Looking After Me"

Resource Kit

SECASA "Dealing with

Danger" Card Game

SMR Integrated Family

Violence Partnership:

"Tell Someone" website

Are there any other Australian counselling resources not named here that you would recommend?

37. Below is a list of some Australian counselling resources. Please indicate those you have previously

used to assist you in your work with victim/survivors with an intellectual disability or complex communication

needs, and your view of their usefulness. If you have not previously utilised the resource, please select

"Have not used".

20
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Have not

used

Not useful

at all

Neither

useful nor

not useful

Extremely

useful

CASA Standards of

Practice

Office of the Public

Advocate/CASA

Protocol

Responding to

allegations in SRS

(CASA/Department of

Health and Human

Services protocol)

Office of the Public

Advocate IGUANA

Protocol

Stop the Violence

Resource Compendium

DVRCV: Getting Safe

Against The Odds

Women with Disabilities

Australia: More than just

a ramp

Women with Disabilities

Victoria: Voices Against

Violence

Victorian Human Rights

and Equal Opportunity

Commission: Beyond

Doubt Report

Are there any other Australian guidelines, reports, or recommendations not named here that you would recommend? 

38. Below is a list of some Australian guidelines, reports and recommendations in relation to violence

against people with disabilities. Please indicate those you have previously used to assist you in your work

with victim/survivors with an intellectual disability or complex communication needs, and your view of their

usefulness. If you have not utilised the resource, please select, "Have not used".

21
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Have not

used

Not useful

at all

Neither

useful nor

not useful

Extremely

useful

Communication

Disabilities Access

Canada

"Communicating About

Abuse"

The booklet "What has

happened"

Change "Sex and

Relationships" Booklets

Change Picture Bank

Books Beyond Words

Rape Crisis Scotland

Learning Disability

Resources

Women's Aid Ireland:

"Responding to Violence

Against Women with

Disabilities"

Are there any international resources not named here that you would recommend?

39. Below is a list of some international resources. Please indicate those you have previously used to

assist you in your work with victim/survivors with an intellectual disability or complex communication needs,

and your view of their usefulness. If you have not utilised a resource, please select "Have not used".

22
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Survey (final)

 

Not

implemented

at all

It is not clear if

there has been

implementation

Implemented

extremely

well

Ensuring Accessibility

(ie. accessible premises,

accommodating service

animals, providing

auxiliary aids and

services)

Communicating

Effectively (ie. providing

a range of resources

using a variety of

communication

methods; promoting

dissemination of

information)

Promoting Equality and

Inclusivity (ie. ensuring

policies, procedures and

practices are inclusive

and appropriate)

Ensuring accountability

and responsiveness (ie.

cross sectoral provision

of training to ensure

identification of violence

and appropriate

response)

Working in partnership

(ie. cross-sector

collaboration between

the violence response

and disability sectors)

Building and using the

evidence base (ie. data

collection in relation to

disability at the service)

40. The Stop the Violence Project (2013) suggests some key principles for good practice in provision of

services to people with a disability who have experienced violence. These principles are listed below. To

what extent does your workplace implement these recommendations?

23
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Promoting

empowerment through

participation (ie.

contribution of people

with disabilities to

management of the

service)

 

Not

implemented

at all

It is not clear if

there has been

implementation

Implemented

extremely

well

41. What changes, if any, do you think are needed at your workplace to ensure better access to

counselling/advocacy for victim/survivors with an intellectual disability or complex communication needs?

42. Is there anything else you would like to add about the provision of counselling and advocacy to people

with intellectual disability or complex communication needs at the Victorian Centres Against Sexual

Assault?

24
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