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From the President - Clare Healy
The last three months have been busy with a variety of different
conferences and meetings. The DSAC office has been run
efficiently by Hayley Samuel, who took over from Jane in June.
Hayley’s wonderfully friendly manner and sense of nothing being
too much of a pr oblem has ensured the ongoing smooth running
of the of fice.

A small group of executive members have been looking at the
structure and functions of DSAC and developing ideas about
the best way for DSAC to move forwards over the next 5-10
years. At the planning day in May, Robynanne Milford read out
the first ev er AGM report and it was humbling to realize that
the aims and aspirations of the or ganization in 1988 are still
core issues today. At a subsequent planning day in July the
group took a closer look at DSAC functions and what is required
in order to support these f unctions in the future. Hopefully the
results of al l this analysis will be ready for discussion at the
AGM and Regional coordinators meeting in late October.

There have been several training courses run over the last f ew
months. A huge amount of work is put into or ganizing these
events- preparing and updating presentations, liaising with co-
presenters, trying to coordinate peer review sessions etc. I would
like to say a mammoth thank y ou to those involved with any of
this work. The overwhelmingly positive feedback after the
courses is a testament to all of your hard work. The next task
is to really work at keeping those keen attendees engaged with
DSAC and support them in whatever future role they wish to
take up using their r ecently acquired, or updated, ski lls.

DSAC was lucky to host Babette Rothschild in July. Babette
toured the country, managing to entertain and educate 281
people, despite having arrived in New Zealand with a nasty ‘Flu
bug. This month John Briere is making a brief stop in Auckland
to discuss “Addressing The Hidden Trauma”, a talk designed for
Emergency Medical Response Teams. The following month we
have Mary Harvey running some sessions concerning inter-
personal violence issues in several venues around New Zealand.

In May three members of the DSAC executive went to the Police
College in Porirua to meet wi th the Police Executive Committee.
This body has representation from all Police districts within
New Zealand [each District Commander] and meets monthly.
We delivered a PowerPoint presentation covering the aims and
functions of DSAC and then highlighted some areas where we
felt that DSAC might have the potential to impr ove the overall,
joint service to victims of sexual abuse. A general discussion
followed and some plans were made for improving liaison

between DSAC regional coordinators and local Police Sexual
Assault Coordinators around the country. A date was made for a
further meeting later this y ear in order to review progress. One
positive outcome from this meeting is that ESR have agreed
that i f Doctors wish to receive feedback and results from Medical
Examination Kits processed, they will be able to in the f uture.
The exact mechanism by which this wi ll take place has not yet
been finalised but…watch this space!

The AGM and Regional coordinators meeting in October is fast
approaching. It pr ovides a forum for discussion of issues and
sharing of information. Please be in contact with your local
regional coordinator before then to ensure that your thoughts
and requests have the opportuni ty to be heard. If y ou are unable
to do that in person, f eel free to email the DSAC office with your
comments.

Meanwhile, roll on spring and some warmer weather.

Clare Healy, Christchurch
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Report fr om DSAC Librarian - Janice Giles

THE MEDICAL MANAGEMENT OF SEXUAL  ABUSE

FIFTH EDITION 2002 with up dates dated March 2004

The DS AC tr aining manual is a resource for medical health professionals who pro vide medical care for victims of sexual
assault. It is a supplement to the DS AC tr aining courses in medical management of sexual assault and represents a collation
of current thinking in this field of medicine, from both local and international sources.

The technology of the W eb will allow DS AC to regularly up-date sections in response to new knowledge. Users can browse
and download in print individual chapters as they wish. The date when each section is updated appears at the top of the
section.

The manual consists (416 pages in total) of an introduction, fifteen sections, nine appendices and an index.
Visit  www.dsac.org.nz

Access to it is b y purchasing an individual user name and number through the DS AC office. Annual access fees include GST .

Individual paid-up DS AC Members -  $30.00 Individual non DS AC Members -  $80.00
Medical Institution - $100.00 Non-Medical Institution -  $200.00
Hard spir al bound printed cop y -  $75.00

Contact Details

DSAC, 5/4 W arnock Street, Grey L ynn,  PO Bo x 90723, A uckland
Ph: (09) 376 1422 F ax: (09) 376 0790

email: dsac@ihug.co .nz  W ebsite:  www .dsac.org.nz

Journal Club mail-outs for the three months to the end of July are currently being processed and I expect you will have received them  by the time you
read this newsletter.

As usual there has been a large amount of recent research to sort through.  Thanks to Janet Say, Kristen Sorrenson, Faye Clarke and Dawn Elder for
reviewing and assessing articles and abstracts for distribution.

Thanks to those people who completed and returned our recent questionnaire.  Results are still being collated, and decisions need to be made regarding
any changes to distribution.  Meanwhile, we have tried to select items most relevant to member’s needs based on information we have to date.

Janice Giles
DSAC Librarian

It gives me great pleasure to contribute to the first DSAC Newsletter in
my role as Temporary Project Co-ordinator. I came on board with DSAC
mid-June for a contracted period of 3-months which, I am delighted to
say, has since been extended through until February 2005. The job is
stretching me in a number of directions which, if anything, is assisting
me with my flexibility! I am thoroughly enjoying the multi-faceted role
and continue to be amazed by the energy and commitment revealed to
me by those immersed in the enormous number of projects that DSAC
are currently undertaking. I wish to thank all of you who have welcomed
me on board and have been open to assisting me during this transitional
period, in particular, Clare Healy whose regular phone check-ins have
been greatly appreciated, and the Auckland Secretariat – Christine
Foley, Kristen Sorrenson and Terry Wyatt who I have been meeting
with on a weekly basis and reaping the benefits of their enormous
wisdom. However, the one person that I truly could not have survived
this far without is Sara Blumson – star P.A./Office Administrator -  whose
fluency of administrative skill is something to behold…

A sample of what has happened in the last 3 months:

Medical/Forensic Management of Sexual Assault: 25 – 27 June –
Auckland

Christine Foley and Kristen Sorrenson delivered this training to a total
of 31 registrants - the most since the Auckland training in 1998. The
weekend was very successful and highly regarded with an evaluation
rating for the Court session by one attendee as 6 out of a possible 5!
Registrants varied in location from Greymouth to Tasmania, with interest
in taking on further DSAC work slowly emerging.

Babette Rothschild “ The Mind and Body of Safer T rauma Therapy”:
8 & 9 July – Christchurch; 12 & 13 July - W ellington; 21 & 22 July
– Auckland

Babette delivered these seminars to 281 registrants in total, receiving
tremendously positive feedback in general. Her popularity was spread
by word of mouth encouraging numbers of people keen to register at
the door on the day in Wellington. Babette’s third book is due to be
published by WW Norton in early 2005.

Advanced T raining in Medical Assessment of Sexually Abused
Children and Adolescent s: 30 July – 1 August – W ellington

Collation of the evaluation forms for this training weekend has revealed
outstanding results, across the board, for all sessions. All credit for this
to the huge  amount of work that Dawn Elder did to ensure that the
programme was so successful and rewarding for the 41 registrants
(including 5 from Australia). In the words of one registrant on the evalu-
ation form: “Well done Dawn!” The seminar was rated 4.8 out of 5
overall.

MOPS Online

As the RNZCGP have moved towards processing MOPS online, we
are now required to have the names and preferably the RNZCGP
numbers (or MCNZ numbers) of all GP attendees for any DSAC training
or seminars, which Sara then submits online. As the CME provider I
understand that this is our responsibility, although some organisations
(such as Procare) prefer to do this procedure themselves. This will
need to be clarified so as not to double up on any submissions. Any

Full Journal Club Membership – Adults and Children     $90
Partial Journal Club Membership – Adults only              $45
Partial Journal Club Membership – Children only           $55
Medline Searches only                                                     $25

Subscribers receive four quarterly mailouts per year.

Journal Club Subscription Fees

Project Co-ordinator’s Report - Hayley Samuel
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L-R Hayley Samuel, DSAC Project Co-ordinator, Vasanthi Bradley,
GP & DSAC Doctor, Claire Hurst, DSAC Executive

future training brochures will also require the registration form to include
a request for each registrant’s RNZCGP College ID number, or MCNZ
number, in order to save Sara the detective work.

Ministry of Health Family V iolence Contract

The 2nd quarter figures for this year show that we have continued to
meet our targeted volumes for the number of attendees for the Partner
Abuse Intervention Training. However, we are still having difficulty
encouraging delivery of the Child Abuse Intervention Programme across
the country – despite enormous interest in receiving it. This will have
been discussed at the Domestic Violence Training Meeting, along with
Jo Elvidge from the Ministry of Health; on the 27th August (this newsletter
will already have been published). This meeting has been set by Clare
MacGougan who is currently ‘driving’ this project whilst I familiarise
myself with its contents. In addition to supporting the trainers and
reviewing the training materials, the meeting will also be providing a
forum to discuss the future of DSAC with regards to the MOH Family
Violence Contract.

Journal Club Questionnaire

To date we have received 28 questionnaires from the 47 that were sent
out and Janice Giles has kindly agreed to collate them. This will assist
us to clarify the way that we can best tailor our categories to suit our
subscribers so that manageable amounts of relevant items are being
sent out, in addition to being cost-effective for DSAC.

Coming Up:

Mary Harvey “An Ecological Framework and a “S tages by
Dimensions” Approach to T reatment”: 14 September – Auckland;
29 September – Christchurch; 1 October – W ellington

We are most fortunate to be hosting Mary Harvey, Ph.D. who is the
founding director of the Victims of Violence Program of the Cambridge

Health Alliance and an Assistant Clinical Professor of Psychology in
the Department of Psychiatry at Harvard Medical School. Mary will be
presenting her 1-day workshops on “An Ecological Framework and a
“Stages by Dimensions” Approach to Treatment” in Auckland,
Christchurch and Wellington.

AGM & Regional Co-ordinators Annual Meeting: 29 – 31 October

Once again Carol Shand has graciously offered her home to host the
AGM on 29th October. Meanwhile the WIPA Conference Room has
been booked for the Regional Co-ordinators Meeting and Sara has
block booked Quest on Johnston (J Street Apartment) at 35 Johnston
Street, Wellington for accommodation. I look forward to meeting more
of the DSAC family over this weekend.

Hayley Samuel
Temporary Project Co-ordinator

The World Organisation of National General Practice Colleges and
Academies (which mystically translates in to WONCA) had their biennial
scientific meeting for Europe, which includes Britain, in June this year.
It was a 4 day affair including pre-conference workshops and meetings,
and the program was packed as might be expected with close to 3000
delegates from the northern hemisphere and further a-field.
The issue of particular interest to me was a seminar on domestic
violence with 8 papers presented in 70 minutes – i.e. notably
oversubscribed for the time available.  The researchers discussed
findings from The Netherlands, Spain, Britain, Australia and Belgium
and I presented a poster summarising the New Zealand experience of
Recognising and Responding to Partner Violence.
There was a large room full of people – probably around 40 or so – and
the next day the poster was displayed in the Hall. There was an
interesting clientele of interest; not researchers, understandably, but
lots of GPs (or the equivalent in some regimes) from Finland, Greece,
Spain, Germany, Netherlands, Portugal – and even Britain. They were
all asking why their colleges were not stepping up to deal with the
issue and clearly recognising the difficulties they had often faced in
such consultations with no guidelines, no resources and little idea of
recommended practice. I took about 15 copies of the college document
and 5 or 6 of the MOH Core document. I gave a small number to
individuals that I was aware were keen to get them and left the rest for
uptake by passing GPs – along with some resources from our training
packs. I was delighted not to carry anything home!! If I had more they
would have certainly disappeared too.

Worth the (considerable) cost and several months effort? – I think so –
even just from the perspective of thinking we may not be so far behind
the eight ball and in fact clearly ahead of many, in our facing and
attempts to deal with the issue from a health perspective. I also had
the opportunity to hear in a pre-conference meeting of presenters –
that there are new projects mooted in several countries and some
WHO interest in an international health conference on the subject.
The focus of GPs and Researchers was quite different however – so
that meeting may not be in my lifetime!!
I was really proud of DSAC’s part in what is being done in NZ – and
thank the organisation for their support and permission to display the
logo internationally with some honour.

Faye Clark
DSAC Doctor ,
Auckland

Auckland Forensic T raining -
June 2004 - Dr Faye Clark, GP &
DSAC Doctor , Auckland

Partner Abuse at WONCA Europe in Amsterdam - June 2004

Photographs from the Advanced Paediatric Training Weekend in Wellington -July 2004
L-R Dr Patrick Kelly,

Paediatrician, Astrid
Heppenstall-Heger,

Professor of Clinical
Pediatrics, Keck

School of Medicine,
University of

Southern California,
Dr Russell Wills,

Community
Paediatrician

L-R Christine Foley,
DSAC Doctor,

Dawn Elder, Senior
Lecturer, Astrid

Heppenstall-Heger,
Professor of Clinical

Pediatrics, Keck
School of Medicine,

University of
Southern California
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Babette Rothschild Seminars - Auckland

“The Mind and Body of Safer T rauma Therapy”

Day One: The Mind and Body of T rauma: Underst anding T raumatic Memory & PTSD

Day Two - Making T rauma Therapy Safer: Applying Theory to Practice

1.   Introduction to Post Traumatic Str ess Disorder (PTSD)
Rothschild began the seminar by offering definitions for various
terms involved in PTSD.
Stress: This is a non-specific response of the body to a
demand.  The demand can be positive or negative.
Trauma: Trauma is a psychobiological response to a traumatic
event.  Involves hyperarousal of the autonomic nervous system
(ANS).  ANS consists of the sympathetic (SNS) and parasympathic
(PNS) nervous systems. Primarily the response involves the SNS
and if the threat/demand is extreme, the PNS can also be involved.
Traumatic stress: This is a psychobiological response to a
TRAUMATIC event, involving hyper arousal of the ANS. The
traumatic stress mobilizes our system to respond to the threat. These
responses are fight, flight, freeze and/or dissociation. When the
biopsychological reaction lingers after the stressor/ trauma is
removed the result is post traumatic stress.
Post traumatic stress: This is the presence of traumatic stress after
the stressor has been removed, without meeting the criteria for
PTSD. Traumatic stress which is not relieved by fight/flight or other
means can result in hyperarousal of the ANS, flashbacks and/or
dissociation, without interfering with general functioning of the
individual. However, this PTS can accumulate, and then the person
can then experience a small event or a new trauma that pushes them
over the threshold and they develop PTSD.
Post traumatic stress disorder: PTSD occurs when traumatic stress
following a traumatic event that has not been resolved AND
interferes with the person’s ability to function in life.  It involves
hyperarousal of ANS, continued activation of the body’s responses
to trauma (fight/flight…), and involves avoidance of stimuli
associated with the trauma.  There are three types of PTSD:
·    Acute: duration of symptoms less than 3 months
·    Chronic: duration of symptoms beyond 3 months
·    Delayed Onset: if onset of symptoms is at least 6 months.
Traumatic events: Babette stressed that for an event to be
“traumatic”, the individual must perceive it as a threat to life or
limb. These events can include the personal experience of trauma,
as well as vicarious trauma through witnessing or hearing about a
loved one’s trauma.

2. Distinguishing Client Categories:
Memory oriented therapy in trauma work can be effective BUT IT
CAN ALSO BE HIGHLY DESTRUCTIVE DEPENDING UPON
THE CATEGORY THAT THE CLIENT FALLS INTO.  Therapists
must use common sense in treating each client.

Type 0: Never experienced a traumatic event.  No therapy required
for PTSD.

Type 1: Single traumatic event in life.  Memory oriented therapy
can be effective for this group.

Type 2: Multiple traumas (can be unrelated traumas or repeated
abuse)
- Type 2a: Person has enough ego boundaries to
separate the traumas.  That is, they can think of
one event  without causing them to think of
others.  Therapy can be effective for this group.
- Type 2b: Person has weak or no boundaries.

One event leads to thinking of another… This
        group is not suitable for memory oriented

therapy.  Although if they can be taught,
through therapy, to develop boundaries then

 they can move to Type 2a and then therapy can
be effective.

- Type 2br: trauma events occur later in life and
the  individual has rich resources to deal with
the trauma.

- Type 2bnr: Although traumas occur later in life,
the individual does not have the resources to
deal with the  events.  The therapeutic

relationship is extremely important with this
group.  The focus of therapy is on improving

the quality of life, rather than memory oriented
therapy.

3. Trauma therapy:
Therapists should never start trauma therapy until they know that
they can stop the person from re-experiencing the trauma, with
resulting re-traumatisation, and harm.  Therefore, therapists need to
know how to “put on the brakes”.

Putting on the brakes:
Maintaining calm vs relaxed. There are three major ways to do this:
• Tensing muscles (rather than relaxing them)
• Body awareness
• Boundaries and distance.
Theory behind putting on the brakes.
• Hippocampus and Amygdala are important structures in PTSD

because:
• These structures are involved and vital to the storage of long

term memories.
• Amygdala specializes in fear/emotion processing.  It is

immune to stress hormones and the intensity of the emotion
can therefore always be recorded.

• Hippocampus provides contextual information and is very
vulnerable to stress.

• When a person is highly stressed the hippocampus is
suppressed and the amygdala is still functioning.

• Therefore, the contextual information may not be available,
but the emotion will be.

• Therefore, in order for an individual to make sense of therapy
he/she must NOT be highly aroused.  Low arousal enables the
hippocampus to function effectively; assisting the client to
contextualize what is happening and thereby allowing the
client to make sense of the event.

Body Awareness:
• This is subjective awareness of the body.  This includes the

inner sensation of muscles and organs, the outer sensations of
the skin and position of  body in space (proprioception).  It
does not include emotions or sensing energy. Some people
struggle to ‘feel’ their bodies and others struggle to name the
feelings  they have in their bodies.  Body awareness is a
containment tool and helps to gauge what’s happening and to
regulate the level of treatment.  A valuable tool for working
through trauma can be body memory.  These are the body’s
reactions to various stimuli, e.g.: music and photos.
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Continued on Page 6

Boundaries and distance:
• This is subjective and varies according to individual clients.

This needs to be checked with the client.  If you are too close
to the client they may not be able to feel themselves, so may be
showing signs of arousal, without knowing why.  So it’s
helpful to try out different distances.

Muscle Toning:
• The aim is to create calm NOT relaxed!  Clients with PTSD

can become more anxious when activities are designed to relax
muscles.  Clients with PTSD are better sitting in a less
supportive chair, so that they use muscle tone to control their
positioning.  This enables them to better manage what is going
on. Sometimes relaxation à hyperarousal for people with

PTSD, whereas increasing muscle tone à  calm. It must be
non-aerobic muscle toning, as individuals with PTSD cannot
differentiate between states that involve increased heart rates…

à  hyperarousal.

4. The central nervous system and trauma:
The sensory division of the peripheral nervous system can be divided
into the exteroception and interoception.
• Exteroception: external to the body.  That is, these nerves get

information from the external world.  The 5 senses – sight,
smell, hear, taste and touch.

• Interoception: inside the body.  That is, these nerves get
information from within the body.  Includes balance and
proprioception – locating the position of your body in space.

The sensory division can be affected in PTSD.
• Internal sensations
• Poor balance
• Poor sense of smell/taste
Dual awareness is a technique designed to reconcile interoceptive
and exteroceptive sensory cues.  That is, it involves reconciling an
individual’s external reality and internal reality.  People with PTSD
give a disproportionate weight to interoceptive cues and use these to
judge the external environment. They ignore exteroceptive cues.
Thus, they have an inability to recognize the present as different
from the past. E.g.: if a client becomes scared during a session they
will believe the therapist is threatening.
• The aim of dual awareness is to help the client pay attention to

exteroceptive cues so that they can reconcile their external and
internal realities.

• The therapist wants to see the client utilise both cues
(exteroceptive and interoceptive) to see when they are not in
danger.

Developing dual awareness involves:
• Turn on interoceptors – e.g.: count/describe objects in the

room, notice sounds, describe looks of therapist…
• Acknowledge interoceptive sensations and the feelings they

generate.
• Alternate between the two, keeping hyperarousal low.
Useful tools:
• Flashback protocol – halting flashbacks is important to prevent

further damage. Calling them ‘memories’ can help separate
present from past. Assists person to reconcile their
experiencing self with their observing self.  (Involves filling
out a specially developed form with the client)

• Nightmare protocol – Similar to the above, and focuses on
nightmares.

• These are both by Rothschild (2000) The Body Remembers: the
psychophysiology of trauma and trauma treatment.

5. Identifying and Utilising Resources to Mediate Traumatic
Str ess:

i. Physical – strength, agility, eating well…  Keeping physically
fit.

ii. Practical – basics of life.  Includes shelter, food, transport,
safety (cannot help them over trauma while they are still in it).

iii. Psychological – intelligence, creativity, defence mechanisms,
coping strategies.

iv. Interpersonal – anyone who is/was supportive.  Includes
grandparents, teachers, friends, animals…

v. Spiritual – any kind of belief system, any leaders,
communing with nature, God…

Asking a client what helped him/her through the trauma is really
important to determine resources.  Using these resources, an anchor
can be found/established for the client.
Finding an anchor (alternate happy, safe, secure memory) is
useful for mediating the effects of the trauma, when working
through it.  If there is no anchor, then no trauma memory work
should be done.  Instead, work on the resources should be
conducted until an anchor becomes established.

6.   Psychophysiology of Str ess and Trauma:
Babette explained that the ANS is regulated by the limbic system.
She explained that there are two branches to this –  the
sympathetic and parasympathetic nervous systems.  During
traumatic situations the sympathetic nervous system
hyperarouses, resulting in more oxygen being taken to the
muscles (in preparation for fight or flight). There can also be a
different reaction – that of freezing.  Babette prefers a term called
“tonic immobility” (G.Gallup) which means either freezing or a
loss of muscle tone or flaccidity (like a mouse playing dead). A
decrease in arousal is the only way to remove this frozen state.  A
person can recover from this if they have support and resources.
However, the more times a person freezes without recovery, the
more vulnerable they become to developing  PTSD.  The ANS
becomes damaged and cannot recover effectively.  Thus, serial
trauma can leave a person vulnerable to future trauma, as the
ANS remains in a hyperaroused state.

7. Using the ANS as a Gauge in Therapy:
There are five different levels of arousal of the ANS, which can
be used by therapists as a gauge when they are working with
clients with PTSD.
i. Relaxed System: primarily moderate activation of the

parasympathetic nervous system (PNS) meaning that the
client can manage what is happening.

ii. Slight Arousal: signs of moderate activation of the PNS and
slight activation of the sympathetic nervous system (SNS).
This is when breathing or heart rate may increase a little and
skin colour unchanged or vice versa.  If client is new or
fragile then it may be necessary to put on the brakes at this
point.

iii. Moderate Hyperarousal: primarily signs of increased SNS
arousal: rapid heart rate, rapid breathing, becoming pale…
With experienced clients this may be okay, but with all
others the therapist must put on the brakes.

iv. Severe Hyperarousal: primarily signs of very high SNS
arousal: above symptoms magnified plus cold sweating…
With all clients the brakes MUST be put on at this point!

v. Endangering Hyperarousal: signs of very high activation of
both SNS and PNS: e.g.: pale (SNS) with slow heart rate
(PNS); dilated pupils (SNS) with flushed colour (PNS).
This is extremely dangerous and causes the client more
harm; therefore therapists must SLAM on the brakes at this
point!

8. Misdiagnosis:
 “Beware the wrong road!”
As therapists we must keep away from false memories, and any
possibility of creating these.  When someone feels they have been
abused we tend to believe them.  But we MUST NOT ASSUME
it has happened.  It is essential to get a complete medical and
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Continued from page 5
10. Ten Foundations For Safe Trauma Therapy:
i. Establish safety for the client within and outside therapy.
ii. Develop good contact between therapist and client as

prerequisite to addressing traumatic memories or applying
any techniques – even if it takes months or years.

iii. Client and therapist must be confident of being able to apply
the “brakes” before they use the “accelerator”.

iv. Identify and build on the client’s internal and external
resources.

v. Regard defences as resources.  Never get rid of coping
strategies; instead create more choices.

vi. View the trauma system as a “pressure cooker” – always
work to reduce pressure – never increase it.

vii. Adapt the therapy to the client, rather than expecting the
client to adapt to the therapy.  The therapist must know and
use several treatment models.

viii. Have a broad knowledge of theory – both psychology and
physiology of trauma and PTSD. This reduces errors and
enables the therapist to create techniques tailored
specifically to each client.

ix. Regard the client with his/her individual differences, and do
not judge for non-compliance or failure of a treatment.
Never expect the same intervention to work the same way
on two different clients.

x. The therapist must be prepared at all times to lay aside any
and all techniques and just talk with the client as necessary.

Sharon Buxton
Clinical Student in DCP2, Auckland University

psychosocial history, as they may misinterpret a situation and give it
sexual or abuse meanings that it doesn’t really have.  E.g.: Having
an enema as a child in hospital may be misinterpreted (although
psychologically damaging) as abuse. Babette encourages therapists
to use their common sense, sending people for medical examination
when it is unclear what is going on for them. Also, if the therapy is
not working, backtrack to make sure that the therapy is appropriate
for this client!
“Clients do not need to get worse before they get better!”  If a client
does deteriorate, the therapist should be asking whether the therapy
was manageable for this client.

9.   Therapist Self-Care:
When working with traumatized clients it is important to prevent
vicarious traumatisation.
“The dualism of empathy”: Emotional facial expressions and
physical arousal is contagious. As therapists, we need to be
empathic as it has a number of functions:
• Promote fellowship
• Group unity
• Assists determining enemies and friends
• However, empathy also has a darker side.  We can adopt bad

feelings from others.
• We can pick up bad moods and this empathy can lead to group

panic.
• SOMATIC EMPATHY:  Each emotion has its own unique

somatic characteristics. They also have unique ANS changes.
When you copy someone’s facial expression your ANS has
similar changes.  This can be unconscious.  Thus, as therapists
we need to take note of how we react… to our client.  Postural
mirroring is very common, and we can use this for good by
displaying calmness, and slowing our breathing…

Karen Simcox, Nurse,
Wellington Sexual

Health

Dr Kristen Sorrenson,
DSAC Doctor

Clare Healy, Carol Shand and Marie Burke met with the
Police District Commanders at their PEC meeting at the
Police Training College in Wellington in June. Clare did an
excellent PowerPoint presentation outlining DSAC, its
structure and role.

Feedback was very positive. Clare emphasised the voluntary
nature of DSAC, particularly with respect to the Regional
Coordinators. She also explained the teaching and
accreditation system that DSAC has to keep Doctors doing
examinations up to date with regard to examination
techniques, interpretation of findings and court preparation
and presentation.

The meeting was a very useful starting point in what will
hopefully be an improved and increased relationship between
DSAC and the Police. It is planned that Police Adult Sexual
Assault coordinators will have regular contact with DSAC
regional coordinators and this will be able to facilitate
addressing issues such as suitability of examination rooms,
police help with funding local training  and feedback on cases
e.g. when MEKs have been sent, ESR results, progress of
cases through the investigation.

Another meeting is planned for late October and we will
feedback on this at the RC meeting/AGM weekend.

Marie Burke
National Regional Co-ordinator

Auckland Forensic Training - June 2004Report on PEC Meeting
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Report on Sexual Assault Satellite Conference
Adelaide - March 2004

75 conference attendees gathered in beautiful Adelaide for the Sexual
Assault Satellite conference of 2004. Only 2 of us from NZ attended
- Terry Wyatt and Janet Say. We  were welcomed by Lyndall Young,
medical coordinator of Yarrow Place. On the first night of the
conference the inaugural meeting of FAMSAC (Forensic and Medical
Sexual Assault Clinicians Australia) was held and David Templeton
was elected President. State representatives on the Executive were
also elected. The enthusiasm and energy for the formation of this
group was great to see. I wish them well for the future.

Melanie Heenan
Coordinator of the Australian Centre for the Study of Sexual Assault
Australian Institute of Family Studies.

We must recognize that at this time in history, more than any other,
our society is more accepting of revelation  about sexual assault.
15% of women assaulted report the sexual assault.
Indigenous women, those in prison or refuge and non English speaking
women, are more highly represented in the women reporting than
their percentage in the general population.

Melanie is involved in researching:
· Prosecution process
· Significance of forensic evidence
· Measuring the health burden of violence against women.

The Rape Law Reform Evaluation Study 1992/3
This was analysis of 98 trials. When looking at the evidence it is
difficult to isolate what affects the outcomes of trials in sexual assault
cases. The factors seem to be
· The degree of physical injury which has occurred.
· Whether admissions of guilt have been made to the police.
· The fact a medical examination had occurred (not statistically

significant).

She was able to support the concern that inadvertent prior medical
history  revealed in court can be significant and prejudicial to the
outcome.

Medical evidence can be pivotal.
· Lack of positive evidence and the meaning of this is very

important. As we all know rape is not a medical diagnosis.
· The court needs to be made aware of the range of responses to

trauma that can be seen.

The Victorian State Study is due to be released in May 2004.

Attempts to calculate the burden of disease associated with violence
is starting to happen. Violence is in the 5 top risk factors for women’s
good health. Angela Taft’s research  has demonstrated this. The whole
issue of domestic violence and its sequelae is starting to open up and
be explored.

Mary Heath
Teaches law at Flinder’s University, Adelaide.
Member of Yarrow Place management committee.
Long history of feminist and community activism.

CAN RAPE LAW REFORM PRODUCE SOCIAL CHANGE?
Unfortunately the outcomes of rape cases do not reflect the effort put
into the prosecution of these cases.
· Provocation, aggravating circumstances, and the possibility that

women may lie are NOT defences. Information about a woman’s
prior history may be used as a defence, and may function that

way even though this information has no standing as a defence.
· Indigenous complainants are badly treated in the court. The

previous sex history, and their alcohol intake can be used to sway
the jury.

· Vulnerable witnesses need protection or special arrangements
made, eg sitting behind a screen in court. Often these special
protections are not used, or they are challenged.

Rape is a crime that is
· Under-reported,
· has a high acquittal rate in court. Pleading guilty can change the

outcome for the assailant.
· Subject to the criminal justice system’s outcomes depending on

cultural issues, not legal rules.
In other parts of societal experience, ignorance, prejudicial thinking
and denial eventually have given way to acknowledgment and change.
Law reform is not enough to produce the change. To produce change
the legal system must be held accountable for the outcomes.

People who experience sexual offences do not have access to justice
because of these systemic failures. Behavioural change must occur to
match the changes that occur in the legal system.
This must be expressed as change in the prevailing culture.
Despair is a powerful opponent of change. Social activism groups
provide a place for sharing values and getting support. However,
looking after yourself is very important. This work is easy to avoid,
and lots of barriers present themselves. It is important to be realistic
about what can be achieved.

Ir ene Watson
Works as a legal practitioner and academic with a focus on indigenous
legal issues.
She has worked actively with Aboriginal communities across Australia
since the 1970’s, and with the wider Australian community to expand
awareness around indigenous struggle for Aboriginal Land Rights and
for self determination.
This was a very moving presentation.

Aboriginal men and women persistently seldom report sexual violence
and it is hard to integrate indigenous women into current systems.

For indigenous peoples the relationship with settler communities has
never included consent on any level. This lack of consent applies at
the level of
· Land
· Sovereignty
· Individual body.

(This is inherent in the stories about the Lost Generation and other
limitations of aboriginal people in their own land. Until mid 20th

century, aboriginals had to seek the permission of whites to marry, or
to travel beyond the area in which they lived. For those with any interest
in reading about this My Place by Sally Walker is a good beginning,
but also films like The Rabbit Proof Fence are telling these stories).

What is happening now is that without any acknowledgment of any of
these issues, and the setting up of self determination,  communities
are failing to succeed as expected, and this is being seen as cultural
inadequacy.

To understand this at any level beyond the superficial, society needs
to consider the effects of
· Relationship to the land
· Genocide
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· Theft of land
· Theft of children on aboriginal communities and the individual

within those communities.

This session finished with a question and answer session. Irene was
asked what white society should do for children, women and other
aboriginal people who are affected by physical and sexual violence
in their communities. It was recognized by the audience that the white
viewpoint tends to gloss over the very real and complex effects of
colonization, assuming that structures that suit whites will work for
others, particularly indigenous people when relationships including
trust and cultural safety have never occurred. Irene admitted that
protection of children and other victims must continue while ideally
a self searching process occurs that could ultimately lead to the creation
of services that are appropriate for aboriginal, and a milieu exists that
does not set these services up to fail.

This tied in well with a presentation made on the second day of the
conference. This was in the proffered papers, which were presentations
of individual research that were judged in the awarding of the
FAMSAC/DSAC inaugural prize of the best research presented.

Maur een Phillips
Presentation: Audit of the presentations of recent sexual assault of
aboriginal women seen at SARC (Sexual Assault Response Centre)
(Perth) in 2003.
A Medline search revealed no papers dealing with sexual assault of
aboriginal people.

In 2003
Violence in aboriginal communities is very high for aboriginal women
and children.
The rate of presentation by aboriginal women is 45 times the rate of
presentation by non aboriginal women.
Presentations for sexual assault seem to be increasing.

The aboriginal people have been marginalized and disposed by :
· Loss of land and traditions
· Breakdown of the kinship systems and aboriginal law
· Entrenched poverty
· Racism
· Drug and alcohol use
· The male role is now redundant.

SARC serves a very wide area, and has increased the counseling
offered by the service. Improvements in communication between
SARC and aboriginal communities has occurred.

In 2003 aboriginal women  were 10.9% of the presentations in
comparison to 2002 when aboriginal women made up 4.5 % of
presentations.
Of 38 presentations with non-genital injuries, 7 aboriginal women
required admission in comparison to 1 admission for a non aboriginal
woman. The injuries sustained were often facial injuries.

The use of aboriginal police patrols may be making presentation easier
for some aboriginal women.

Maureen wondered whether the increase in reporting was due to seeing
more of the iceberg or whether the iceberg is increasing in size.

PRESENTATION ON:
Self-care and vicarious traumatization.
Workers in difficult clinical and social areas find that the experience
of dealing with complex and painful issues can be a positive
experience, or can lead to self isolation. It is important that workers
find the space to talk about what is required for good self care to
avoid burn out and loss of experience in the workplace.
· Professionals may cut off when everything feels like a trauma

· Working in these areas can affect the quality of life of the worker
· Financial costs occur for the individual and the service in terms
     of sick leave and absenteeism.
· Individuals and organizations have to take a stand on violence.

Socialization of health professionals in Canada causes them to put
the needs of the client before their own needs. (This applies to simple
things like not having a coffee break, or delaying going to the toilet
because there is so much to do).   Many organizations do not have
enough support in place for those doing the job to manage these issues
adequately.
· To cope with working with violence often positive outcomes occur
· Naming and developing the negative influences of this work is
      helpful

Workers’ own experiences can be triggered by trauma  which they
are dealing with professionally.

Vicarious trauma comes in a series of layers. Listening to the stories
creates stress. If you are in a profession that does experience trauma,
eg counselors or sexual assault doctors and nurses, then the profession
breeds an expectation that you will cope with trauma. Levels of support
offered with the workplace may not fill the needs of the workers. The
trauma tends to cause a cumulative affect over time. With time, feelings
about what you are dealing with, perceptions of what is in front of
you and ways to behave around these issues change.

To prevent yourself from being overtaken by what you are dealing
with:
· Cultivate awareness of your own limits, strengths and weaknesses,

and try to be mindful of these things.
· Provide balance in your life. There must be time and space for

self care and socializing.
· Cultivate connections with others.

These aspects need to be addressed at a professional, organizational
and personal level.

Workers in these areas often take on social activism as an extension
of their work. It is important that individuals can choose whether that
is for them. Organizations must not make unreasonable demands on
workers outside the work commitment.

In working in these areas try to
· Be realistic about what you can achieve.
· Acknowledge that your work does make a difference even if
             at times it does not feel that way.
· Use the skills and resources and strengths of the workplace
             and other workers. You do not have to do it all.
· Expect to get the support and  resources you need. You may
           need to be lateral thinking and inventive in achieving this.

Generally it is important to be able to find some meaning in what you
do. This may arise from the philosophical framework you use or your
religious beliefs.

When these meanings are shared with others, Organizational Values
emerge, which help an organization function.
BALANCE OF THE PRESENTATIONS MADE FOR THE
FAMSAC/DSAC PRIZE:

10 GOOD REASONS TO PRACTISE SEXUAL ASSAULT
MEDICINE.

Vanita Parekh
Vanita surveyed the medical officers in the sexual assault service in
the ACT to develop this list:
1. altruism
2. new and challenging area of medical work



DSAC NATIONAL NEWSLETTER ISSUE No. 60 - SEPTEMBER 2004                                                                                                                   page 9

GENITAL INJURY REVIEW.

Dr Nat Maiolo
After a literature search including looking at
Laura Slaughter
Joyce Adams
Marlene Biggs
Mark Novell

Follow up of incidence of genital injury. No colposcopy or dye was
used in the assessments.
502 clients were seen, most of them within 24 hours.
digital penetration of the vagina 34% had injuries
penile penetration of vagina 19% had injuries
digital penetration of the anus            12.5% had injuries
 penile penetration of the anus                        12.5% had injuries
penile  penetration vagina and anus 44% had injuries
Type of assault unknown 21% had injuries

FORENSIC SERVICE REVIEW
Lyndall Young
In the past Yarrow Place has offered sexual assault exams up to 72
hours after the assault. Now they offer service to 7 days.
They offer a forensic or a “Just in Case” forensic exam. “Just in
Case” forensic kits are kept at Yarrow Place for 3 months, then they
go to the police for 3 months.
Most of the exams are done within 24 hours of the assault.
30% of  “Just in Case” forensics are reported to the police.
Police are asking to have all the “Just in Case” forensic kits analysed,
but there are lots of issues to discuss here.
Of 508 exams 32 profiles have been identified on the Sexual Assault
data base.

OFFENDER IDENTIFICATION IN SEXUAL ASSAULT.
Dr Maria Nittis
This review excluded the efficiency of vaginal/cervical swabs. The
area of interest was the value of other sources of DNA.

· Cotton pants were more likely than nylon pants to retain DNA.
34% of undies retained DNA. There is evidence of transfer of
sperm to other items in the wash.

· Research was done on the use of finger nails for detecting DNA.
None was recovered from cut finger nails. Scraping debris from
the nails was more effective in detecting DNA.

· Scissors have to be soaked in 70% alcohol for 2 hours to remove
DNA. They should be wiped with bleach (my notes do not say if
you have to do both)

· The longest time DNA has been detected after sexual assault is
22 hours from an oral swab, and 31 hours in saliva.

· DNA is detected for longer from a rectal swab than from an anal
swab.

· Amylase has been detected from skin after 60 hours.

Terry Wyatt
DSAC Doctor,  Auckland

3. opportunities for research
4. working with like-minded people
5. developing skills and being able to be an expert in the field
6. associating this area with other areas you work in
7. putting the picture together,  seeing outcomes in a different arena
      to the one  usually occupied.
8. the skills  developed can be applied to other areas of work
9. personal gain - enriching you personally and ????financially
10. improving clinical skills generally and making you a better
     clinician.

When new people join they commented that
· they enjoyed the team support and the education
· the area of work is fascinating
· they saw the relevance to other areas of medicine
· all sorts of clinicians can become involved.

One of the important things about working in the area is the caring
and supporting of current workforce.

MIDNORTH RAPE AND Sexual Assault RESPONSE GROUP
Michelle Smith
Port Pirie is the center of the mid north and there is a population of
37,000 people spread over 60,000 sq km.
The SA Response Group is made up of health workers/general
practitioners/police/ welfare and Yarrow Place. They meet every 2
months.
Practicalities faced:
· a need to increase the training of GPs and nurses in the rural
      areas.
· All A & E sections have a Sexual Assault Policy
· First response training is provided annually  by Yarrow Place.
· There is a local response list.
· “Fly without Wings” is a resource booklet available for use in
       school from Yarrow Place.
· New cotton undies are now available in all A & E sections.
· “Just in Case” forensic exams are available. These kits are put

together for GPs by the police. The forensic exam is done, and
the police pick it up after the patient has gone, or if they are done
at Yarrow Place they are held there for 3 months, then handed to
the police for storage. This event is booked under the police system
and the victim gets 6 weeks (from the police) and 6 months (from
Yarrow Place) to talk to the police. After that the evidence is
destroyed.

SEXUAL ASSULT OF GIRLS AGED 11-15 YEARS.
Dr  Christine Norrie
22% of these young women had had drugs or alcohol.
Most of the exams were within 24 hours of the assault. The girls
younger than 13 had had alcohol. The ones older than 13 had had
other drugs as well as alcohol. The drugs included Cannabis, Ecstasy,
amphetamines, cocaine and benzodiazepines.

With the ones who had only taken alcohol, 34% had amnesia.
The ones who had taken drugs and alcohol, 64% had amnesia.
Consumption of alcohol and drugs was voluntary.
The older girls had often gone with the perpetrator to his home.
Older girls were subjected to more violence and threats and had more
injuries and more infections after the assault.
Post assault:

Younger girls had problems at school, behavioural problems generally
and drank alcohol.
Escalation of the problems shown by the younger girls was evident
on follow up of the older age group.
These are associations only, and no causation can be inferred.

With special thanks to Image Centre,
34 Westmoreland Road West,

Grey Lynn, Auckland
(09) 360 5700

for printing this newsletter
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Dear Editors
I am writing to express concern about the information relating to
hymens presented in the DSAC National Newsletter Issue 58 March
2004 page 6.  The article entitled ‘Hymen Pamphlet’ by Nurse
Specialist Kathy Lowe promotes a pamphlet written for young people
which is said to be available through the Starship or electronically on
the DSAC website (www.dsac.org.nz).

I was unable to find the pamphlet on the DSAC site but in her article
Ms Lowe describes information she gave Sancella, the Australian
company distributing Libra (a brand of tampon).  This is apparently
the same information she provides on the pamphlet.

In particular, I am concerned by her repeated statement that the ‘hymen
never breaks’.  The evidence is overwhelming that this information is
incorrect.  A review paper I have published refers to most of the relevant
research in this field.1

While deficits to the hymen may occur naturally in the 9 to 3 o’clock
positions, there is consensus within the medical literature that any
deficits or clefts in the posterior region of the hymen (from 3 to 9
o’clock) are acquired (the result of tearing).  The hymen may stretch
rather than tear with first intercourse, but evidence indicates that the
majority of sexually active young women acquire hymenal tears.  In a
study comparing sexually inactive and active post-menarchal young
women (median age 18 years), 5/100 who claimed they had never
been sexually active nor used tampons had complete clefts to the hymen
in the 2 to 10 o’clock position, compared with 81/100 of young women
who gave a history of having been sexually active.2

Once a woman has given birth to children, there is seldom much
hymenal tissue to be seen, as I am sure you are aware.  The baby’s
head distending the introitus results in only myrtiform caruncles
(residual tags of hymenal tissue) remaining.3  Even in young women
who have been sexually active only for a relatively short period of
time, and who have never had children, very little hymen might remain.
In the Emans et al study quoted above, myrtiform caruncles (‘rounded
bumps of hymen separated on both sides by a complete cleft’) were
seen in 21/100 of the sexually active women but in none of those who
gave a sexually inactive history.2

Penetration of the hymen through sexual activity is the most common
cause of the hymen being torn or ‘broken’.  However disruption to the
hymen also is reported in the literature through accidental injury
(straddle, impalement or stretch injuries);1 has been reported to occur
from penetration by a medical examiner’s finger,4 and it is also possible
that tampon insertion may cause a tear to the hymen on occasion.5

I appreciate that Ms Lowe is concerned that the idea that a broken
hymen symbolising ‘loss of virginity’ may lead a girl who has suffered
sexual abuse to view herself as ‘damaged goods’.6  However this does
not justify making the claim that ‘the hymen is never broken’.  In my
opinion providing young women with inaccurate or misleading
information has the potential to cause harm.  Tears to the hymen may
be seen during a genital examination.  Discovering that her hymen is
indeed torn or ‘broken’ may be very distressing to a young woman
who has been informed through an authoritative brochure that ‘the
hymen never breaks’.

It is my hope that DSAC will ensure that dissemination of this
misinformation is redressed.  I am sure that DSAC does not intend to
promote misleading information.  I would appreciate being a part of
the consultation process to re-write this material.

Yours sincerely

Felicity Goodyear-Smith, Senior Lecturer
Dept of General Practice & Primary Health Care,
School of Population Health, The University of Auckland
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Letter to the Editors from Dr Felicity Goodyear-Smith dated 26th March 2004

Letter to Dr Felicity Goodyear-Smith dated 22nd September 2004 from Dr Patrick Kelly ,
Clinical Dir ector, Te Puaruruhau

Dear Dr Goodyear-Smith

I have been asked by DSAC to reply on their behalf to your letter of
26 March 2004. In your letter, you raised concerns about the
information relating to hymens presented in the DSAC National
Newsletter Issue 58, March 2004, page 6. The article named was
by Kathy Lowe, a Nurse Specialist in Te Puaruruhau, the team within
the Auckland District Health Board of which I am Clinical Director.

Kathy Lowe is currently on maternity leave. I apologise for the long
delay in this response. My clinical responsibilities inevitably take
priority.

It would appear from your letter that, at the time, you had not read
the pamphlet to which the title of the article refers. The statement
to which you principally appear to take exception (that the “hymen

never breaks”), does not occur in this pamphlet. In my opinion,
there is nothing in the pamphlet that is contrary to the current
scientific literature.

I agree with you that the statement “the hymen never breaks”, as
cited in the article, is not true if it is read as “the hymen never
tears”. Although this is not the terminology I would have used myself,
my understanding is that Kathy Lowe is making the point that the
hymen does not “break” in the way that a crystal vase breaks. That
is, it is not a structure that is irrevocably and obviously damaged by
the first act of sexual intercourse.

In this respect, the information in the original Sancella booklet (which
Kathy Lowe quotes in the article, and to which she took exception),
was clearly wrong.
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I agree with you that the hymen can tear. However, the overwhelming
weight of the scientific literature is that it does not tear nearly as
easily or frequently as popularly supposed 1 2 3 4 5 6. You will be well
acquainted with the conclusion of Joyce Adams that the belief that
the hymen will tear on first intercourse, and that if it does so it will
bleed, is a myth 7. The study by Emans and Woods 8  is somewhat
aberrant in the literature, in that the frequency of hymenal tears in
the sexually active sub-group is considerably higher than in most
other studies. Three points are worth making about this study. Firstly,
the 81/100 includes complete clefts in the hymen at 3 and 9 o’clock.
As you point out, deficits in the hymen may occur naturally at these
positions, and I would be reluctant to call a complete cleft at 3 or 9
o’clock abnormal unless I saw it acutely. Secondly, in this sub-group
the median age was 19.9 years, and there was a relatively long
history of sexual activity. (The authors divide it into less than 3
years, or 3 years or more). Thirdly, even in this group myrtiform
caruncles were only present in 13% of women who had been
sexually active for three years or less, and 35% of those who had
been sexually active for more than three years.

The other examples which you cite are all rare causes of hymenal
injury.

With regard to your concluding paragraph, in my opinion there is
no misinformation in the hymen pamphlet published by Te
Puaruruhau.

I agree with Kathy Lowe that the hymen does not “break”, in the
sense that a crystal vase breaks. However, I acknowledge that this
wording could be misleading. My suggestion to Sancella will be
that the quoted paragraph read as follows:

“It is a big myth that the hymen always tears after sexual intercourse.
Sometimes it does, sometimes it doesn’t. It stretches like a scrunchy,
and some people’s hymens are stretchier than others. So some
women will bleed the first time they have sex, and some won’t.
Bleeding does not necessarily mean that the hymen has torn. Even
if there is a bruise or a tear to the hymen, it will heal quickly. Pain
and discomfort in sex can have many causes, and you shouldn’t
assume that it means your hymen is torn.”

Yours sincerely

Dr Patrick Kelly FRACP
Clinical Director
Te Puaruruhau
Honorary Senior Lecturer
Department of Paediatrics
Faculty of Medicine and Health Sciences
University of Auckland
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HOT TIPS FROM ESR CHRISTCHURCH

At a recent meeting with two folk from ESR in Christchurch, I picked up
a couple of interesting points that are worth sharing:

I always wonder exactly how long it takes to process a Kit once it gets to
an ESR centre. Timeframes were discussed:

· It can take from one or two days to several months, between
the kit being used by the Dr and ESR actually receiving it. [I
was also reminded that ESR processes roughly 500 kits each
year out of 1000 purchased by Police i.e. many do not make it
out of the Police Station.]

· Initial processing by ESR takes about 2 weeks for an MEK
alone, extending to 4 weeks if clothes and other evidence are
also submitted.

· Any samples sent on for Toxicology or DNA analysis can take
up to 13 weeks before results are received, depending upon
workloads of the lab concerned.

· Shoes & clothes may need to have bits cut out of them for further
analysis, if initial tests suggest any positive findings on the
item.

Commonest errors within kits received by ESR relate to:
· Mislabeling [often the Doctors name on a swab instead of the

patient’s]
· Unlabelled swabs- either name or site missing
· Slides with insufficient or no smear visible
· Incorrect labeling of blood sample bottles

The oral swab can be used to collect patient DNA if, for some reason,
blood is not obtained. However if penile-oral contact has occurred the
oral swab may not be a good source of patient DNA. Other issues were
discussed and will follow in future newsletters.

Clare Healy

Azithromycin
Remember that supplies of Azithromycin (Zithromax) are available for STI prophylaxis for
any patient who is at risk of infection as a result of a sexual assault.  The regime is
absolutely simple 1G. stat. (2 x 500mg tabs)

PHARMAC is fully subsidizing this drug through DSAC and supplies are available from:

DSAC National Office, PO Box 90723

AUCKLAND

To order your supplies for the next 6-12 months you  can either write,

email: dsac@ihug.org.nz, or

fax: 09-376 0790
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DSAC Diary of Events 2004/2005
DSAC is a RNZCGP CME Registered Special Interest Group

Visiting Speaker
Mar y Harvey, Ph.D

1-day Workshops

“An Ecological Framework and a “Stages by Dimen-
sions” Approach to Treatment

DATES
Auckland - Tuesday, 14 September 2004

Christchurch - Wednesday, 29 September 2004
Wellington - Friday, 01 October 2004

VENUES

Auckland - Waipuna Hotel & Conference Centre,
58 Waipuna Road, Mt Wellington

Christchur ch - Rolleston Lecture Theatre, Christchurch
School of Medicine, Chch  Hospital, Riccarton Road,

Christchurch

Wellington - Theatre Room, Kingsgate Hotel,
355 Willis Street, Wellington

Regional Co-ordinators Meeting &
Peer Review

VENUE
WIPA, Level 7, 201 Willis Street, Wellington

DATES
Saturday, 30 October 2004 -

R.C. Meeting
Sunday, 31 October 2004 - Peer Review

This meeting is for current Clinical Practitioners -
please contact the DSAC office for more information

DSAC Basic Paediatric Training

Medical Assessment of Sexually Abused
Children & Adolescents

VENUE
Marion Davis Library, Auckland Hospital,

Park Road, Grafton, Auckland
and

Puawaitahi, 99 Grafton Road, Grafton, Auckland

DATES
06 - 08 April 2005

DSAC Forensic Training Weekend

Medical Management of Sexual Assault

Adult & Adolescent

Venue: To be confirmed - Auckland

June 2005 - Dates to be confirmed

DSAC AGM
VENUE

Carol Shand’s House
8 Braithwaite Street, Karori, Wellington

DATES
7.00 pm - Friday, 29 October 2004

LETTERS TO THE EDITORS
 Letters to the Editors can be submitted, although publication, editing and abbreviation are at the Editors’ discretion.  While the
principle of ‘right of r eply’ to articles and let ters published in the Newsletter is accepted, this right is not automatical ly granted and is
subject to Editorial discretion and the l imitations of space - DSAC news and information have priority.  All letters submitted must
include appropriate contact details and email submissions are preferred so as to reduce the possibility of error in tr anscription.
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