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Happy New Year to Everybody from the DSAC Executive

At the 2004 AGM and Regional Coordinator’s meeting at the end of
October, Robynanne Milford announced her determination to r etire
completely from DSAC.
Robynanne was our Founding President and was really the inspiration
for the formation of this organisation.  Without Robynanne, Doctors
for Sexual Abuse Care would not have existed.  Even the name, as I
remember it, came from Robynanne. She was able to do what she did
because she was part of a group of Auckland people including
Christine Foley who was her “buddy and mentor” and also had support
and assistance from her husband John Boyd.  Nevertheless, it was
Robynanne who rang us in Wellington and got us on board and who
provided, in the preparation period, for two years as President and
for many of the seventeen years since, the inspiration to make this
organisation go.  It is important that we acknowledge this enormous
contribution as we say farewell.
Robynanne provided the inspiration but also an amazing energy,
focus, persistence, enthusiasm and commitment over the long haul.
She faced the challenges of coping with general practice, family, and
a huge obstetric practice. She motivated us all; involving doctors all
over New Zealand, infiltrating from Northland to Bluff!
During the recent review of DSAC’s ‘core’ functions I looked again at
Robynanne’s first President’s Report. There was nothing that we now
consider our ‘core’ functions that was not tackled in that first year!
Robynanne earned our respect and she showed us respect.  She also
did everything with ‘style’ which I always admired. We worked very
hard, but there was always emphasis on ensuring that we played as
well; that we met our spiritual needs with entertainment, humour and
poetry as well as good food and wine.
Robynanne stressed the importance of setting and maintaining
standards in medical care of the sexually abused. This has been the
essence of our achievement.
Robynanne, with all the hard work we have had an enormous amount
of fun together. But above all I bel ieve you gave us your love and I
hope that you experienced our love in return.  I am just so grateful to
you and there are hundreds if not thousands of women throughout
New Zealand who would be grateful if only they knew that it was you
who inspired the DSAC doctors to care for them. We are all going to
miss you.
Robynanne thinks she is going to be retiring completely and John
thinks she is retiring but actually I have appointed her my special
Presidential Advisor.
Carol Shand, DSAC President

Some Excerpts from the DSAC National Newsletter -
President’s Report Issue 1 - October 1988

“In response to increased reporting and demands from other doctors,
community groups and the judiciary, we have formed DSAC to offer
our skills as a resource.
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Farewell Robynanne Milford

Dr Robynanne Milford - Photograph first published  in DSAC
National Newsletter - Issue No. 1 - October 1988

Our priority always, throughout medical care, is to empower victims,
to enable them to take back control of their lives, and to relate effec-
tively and intimately.

We welcome all doctors – with skills in and/or enthusiasm for the field
of sexual abuse care to join us in our commitment to enhance medical
practitioner care of victims of sexual assault in New Zealand.”
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Report from DSAC Librarian - Janice Giles

This, my third annual report for DSAC, follows my busiest year as
DSAC president. I must admit that, at times, I was extremely grateful
to have had the two previous years experience to draw on!

This time last year we said farewell to Claire Hurst as Project
Coordinator and welcomed Jane Moloney. During her seven months
with DSAC Jane was able to share much of her knowledge and wisdom
around office and organizational management and give us valuable
insight into how DSAC might progress as an organization over the
next five years. Jane unfortunately resigned in May 2004. Although
her time with DSAC was short, Jane made an enormous contribution
over this transition period and I wish to acknowledge her commitment
and support to the organization.

We were delighted to employ Hayley Samuel as “temporary” Project
Coordinator in June. Hayley is a pleasure to work with and is providing
an excellent service. The decision to employ a “temporary” manager
was made because we had decided to review the role and felt that we
needed time in which to do this. Inevitably this review process could
not be achieved “overnight” and Hayley has thus agreed to stay on in
her current role until February 2005, for which we are very grateful.
The Project Coordinator’s role may well change next year and I will
talk more about this tomorrow.

Despite the decision to cut back in our commitments in 2004, in order
to manage the predictable teething problems associated with a change
in management, my review of this last twelve months shows that
DSAC was actually involved in a huge number of projects in various
capacities. This is a reflection of the success of DSAC as an organization
whose opinion is sought by many bodies but it is also a source of
stress for the small group of contributors whose energy levels have
fallen very low at times. During the year a couple of attempts have
been made to prioritise the roles and tasks of DSAC in an effort to
better focus on “core functions”. This will hopefully allow us to do
some much needed “maintenance” and recruitment of new faces to the
executive without overwhelming them by the potential size of their

Results of our recent questionnaire concerning what you require from
the Adult Journal Club have been collated. Thanks to all who
participated.  The questionnaire responses have resulted in some
changes to future mailouts to meet the expressed needs of members.

Mailouts will continue to be quarterly and you can expect to usually
receive these in December, March, June and September.

Many members felt that there were too many full text articles and had
a preference for a tighter selection criteria. Unfortunately, member
needs are quite varied and the relevance of articles will vary.  However,
we will endeavour to limit the number of full text articles (hopefully to
about five) and provide abstracts for other articles of interest. Assessing
dozens of full text articles for the mailout requires quite a lot of
discretionary rigour. Thanks continue to go to Janet Say, Kristen
Sorrenson, Faye Clark and Dawn Elder for their voluntary efforts.

Janet Say has offered to assess archived full-text articles and plans to
provide a systemic review of selected categories on a regular basis.
This effort should provide both background and updated material that
may be particularly useful for more recent members who may not be
aware of the many articles we have on file (currently almost 3000).

Journal Club is looking for someone who is willing to volunteer time to

commitment. However, looking over our achievements this year, I am
again reminded of how proud I am to be involved with DSAC and how
much it has given to me in terms of knowledge, skills and, most
importantly, friendships.

Training seminars this year have been very successful in terms of
numbers of attendees. This was in part due to good marketing by Jane
Moloney. Basic training was held in Christchurch and Auckland (Adult
and Paediatric) with a wonderful Advanced Paediatric meeting in
Wellington. The feedback from all meetings was excellent and the next
task is to ensure that the attendees are able to commit to working in the
field, through ongoing support and encouragement. Updating of the
teaching resources and the DSAC Manual continue on in the background
with many thanks to all who contribute in this area. The Accreditation/
Reaccredidation processes are under review to see if they can be further
simplified. The sub-committee has done a great job for those who have
undertaken the process this year.

Visiting speakers have included John Briere, Babette Rothschild and
Mary Harvey. All have spoken to appreciative audiences around the
country, covering various aspects of trauma therapy. Astrid Heger
was an inspiring teacher at the Advanced Paediatric Meeting in
Wellington in July. The visiting speakers area of DSAC work is still
being coordinated by Claire Hurst as it requires both forward planning
(sometimes up to 18 months in advance) and also considerable
“institutional knowledge” to ensure that invited speakers fulfill our
requirements. Thankfully Claire had agreed to continue this role through
our time of transition. Claire has completed her role this year despite
enormous personal tragedy with the unexpected death of one of her
sons in May 2004. This affected many of us in DSAC and I again
extend our deepest sympathies to Claire and Bill.

During February and March a small group worked on a submission to
the Select Committee considering amendments to the Crimes Act. The
sections of the Act relating to sexual offences have many implications
for our patients, thus it was felt to be an important topic for DSAC to

review articles pertaining to psychological sequelae as Janet does not
feel she is the appropriate person to do this.  So, if there is anyone out
there who is willing to read through archived articles for review that
would be appreciated.  The review could be audio-taped and typed up
at DSAC by Sara.

Unfortunately, for those members who are unable to access full text
articles from their own sources, the cost of providing full text articles
over and above those provided in the mailouts has become prohibitive
and we will now need to charge a small fee to cover photocopying and
postage costs.

Journal Club memberships have also been reviewed.  Medline abstracts
only membership will no longer be provided.  Subscriptions for Adult
Only and Child Only memberships will be $55/annum.  However Full
Membership is to be increased to $100/annum.  Australian
memberships will be increased by $30/annum for all categories to
cover the extra cost of postage. In spite of these increases, Journal
Club membership remains very good value by providing access to
relevant current research in a burgeoning field.

Janice Giles
DSAC Librarian

From the Retiring President - Clare Healy
Read at the DSAC Annual General Meeting on 29/10/04
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get involved in. This required researching around the topic, consulting
with colleagues in other fields and considerable homework for some of
us. Carol Shand, on behalf of DSAC, ably presented the submission in
person to the Select Committee. As some of you will recall, the whole
topic caused considerable interest around the country and the review
has been more prolonged than first anticipated.

For some years there have been concerns raised by DSAC Doctors
around the country that too few children who had experienced sexual
abuse were being referred for medical assessment. A meeting was
arranged with Craig Smith from CYF, at Te Puaruruhau in Auckland,
and our concerns were shared. Child sexual abuse sits right in the arena
of child abuse and neglect- a current “hot topic” and inter-agency
liaison is vital to reduce the incidence of both. Craig Smith is keen to
develop shared strategies and plans to have further meetings with
Patrick Kelly and others.

ACC liaison continues with Kristen Sorrenson, Kathryn Leslie and
Ann Pearl being our DSAC “spokespeople”. This has been a very
successful strategy over the last few years in terms of developing the
ACC contract for accredited DSAC Doctors in order to extend the
services available to patients. There are still some difficulties with
ensuring contracts get sent out when requested but the overall feeling
of support by ACC for our work is very welcome. Kathryn and Ann
have also been involved as representatives on the SCAG (Sensitive
Claims Advisory Group) in Wellington. This has led on to further
advisory work with ACC for Kathryn.

Meetings with representatives from ESR have taken place in
Christchurch and Auckland several times over the year. These meetings
do much to share knowledge, advice, and experiences with respect to
forensic processes. Again it involves the time of people such as Kristen
Sorrenson, Christine Foley and others who then share the information
via the newsletter. The ongoing saga of updating the AMP & MEK
continues with draft number 2 (or is it 3?) eagerly awaited by me in
Christchurch.

In May, following our request for a meeting, Carol Shand (as local
“font of knowledge & wisdom”), Marie Burke (as National regional
Coordinator) and myself met with the Police Commissioner and the
Police Executive Committee (PEC) in Porirua. We made a presentation
covering the structure and functioning of DSAC and the strengths of
the Doctors involved. We offered our expertise to improve our “joint”
service to victims of sexual abuse. A request was made for local support
to meet training needs of DSAC Doctors around the country. The

DSAC was an idea whose time was right.  A need existed to
provide a competent clinical service for patients who had been
sexually assaulted.

Each of you ( and your supporting families) has contributed talents,
skills, commitment, and perseverance to evolve a sub-speciality that
has attained recognition, and respect that consistently good medical
practice can achieve.

At the National Regional Coordinators dinner in Wellington we
acknowledged each person who had played a significant role over
the 16 years, an impressive number, including almost all the past
presidents present.

Together we have woven a pallio spiritu, a cloak to place around
shoulders to alleviate suffering. We can provide a resting place for
our patients as they journey from assault to recovery (bearing in
mind that no individual ever knows, during, if they will get out of the
assault alive) while specific needs are attended to.

PALLIO SPIRITU
To Clare Healy who steps aside as President and Carol Shand who
braves a second term, my inestimable gratitude for your friendship
and qualities that enable you to weather innumerable crises and
move to solution.

We are ever mindful of the backbone Claire Hurst provided DSAC
enabling us to undertake our projects.  In addition to John Boyd,
policy developer and husband extraordinaire, I wish to pay specific
tribute to Christine Foley. As first secretary and largely unsung, she
continues to make a significant impact at clinical and executive level.
Without her tall spine supporting in those early days (or should I say
nights) we would not have had the impetus to move all aspects of
DSAC forward.

It is with tears of gratitude, love and loss that I retire to become the
white name on DSAC’s white board.

Go well.

Robynanne Milford, Christchurch

presentation seemed to be well received and a follow-up meeting is
planned for next year, with a progress meeting in October 2004.
Christine Foley has done much of the background work for this project,
so thanks go particularly to her.

The Ministry of Health Family Violence contract continues with keen
involvement of a core group of trainers. We are currently looking at
doing some research, using Marion Poore’s considerable expertise to
organize us. Another conference attended (ANZATSA)  provided the
impetus to become involved in moves to look at restorative justice
options for sexual and domestic violence. A group of interested service
providers in Auckland has had several meetings, initially to establish
their focus and direction, and is keeping the DSAC office informed of
progress.

The Journal Club has recently been reviewed. Over the last couple of
years, we have had access to several more journals through ESR
Auckland. This has been a great service but has made selecting articles
a time consuming process and possibly resulted in too much information
being sent out to subscribers of the Adult journal club service. Hence
the need for a review and reconsideration of the service. Meanwhile,
many thanks go to Dawn Elder who continues to provide an excellent
service for Child Journal Club subscribers. Also, thanks go to Janet
Say who is as enthusiastic as ever in her work for the Adult Journal
Club with contributions from Faye Clark and Kristen Sorrenson.

To conclude, I would like to thank everyone on the Executive who has
stepped in to help with advice or actions at short notice this year.
There have been several urgent issues to be dealt with at short notice
and I have always felt that we would get through situations because
we have such a depth of committed people involved in the organization.
In the office, Sara has cheerfully provided the continuity of systems
and knowledge of processes so essential to our efficient functioning.
She has quietly taken on more responsibilities and I want to thank her
particularly for all her work and commitment this year. Thanks go also
to Hayley who has stepped in and taken on a very difficult task, with
such good nature. Terry Wyatt, Kristen Sorrenson and Christine Foley
have done a fantastic job of keeping the organization afloat supporting
the Auckland office, the Executive and President by making themselves
available to the office in person, on a regular basis. So, with great
pleasure, I would like to welcome Carol Shand to take over the DSAC
presidency, for a second term of office.

Clare Healy, Christchurch
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It was with great pleasure that I had the opportunity to actually meet
in person almost the entire Executive, and a number of the Regional
Co-ordinators, at the AGM/Regional Co-ordinators Meeting in
Wellington in October. Sometimes relating to people almost entirely
via email and the occasional phone call can be quite surreal, so the
opportunity to meet so many of you was indeed a treat.

Meanwhile I continue to be inspired by the extraordinary strength,
determination and commitment of the various personalities that
amalgamate to form DSAC as an organisation. Given the well respected
reputation that DSAC has acquired for itself, my feeling is that it is
believed that DSAC consists of a sizable army and considerable
permanent funding, when the reality of course is quite different.
However given the enormous achievements that DSAC have made in
the field of the medical management of sexual abuse, it is understandable
that this misconception may exist.
These achievements are truly a
result of a unified unyielding
commitment to providing quality
care to people whose lives have
been affected by sexual abuse. I
recently received an email from
someone from a medical institution
in Australia requesting some
information who said “Given that
DSAC does such a great job with
the education and training (best in
THE WORLD! - if I may say
so)…”, which I think says it all
really. I simply want to
acknowledge and remind you all of the outstanding work that you do.

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

Domestic Violence Intervention Trainers Meeting – August 27th
- Auckland

It was identified at this meeting that the key Domestic Violence
Intervention Trainers had an interest in rolling over the Ministry of
Health contract (with Executive approval). The current contract will
expire in March 2005. If it is agreed that DSAC will continue with the
Ministry of Health contract then, as discussed with Jo Elvidge from
the Ministry of Health, DSAC will hand back the Child Protection
Training, and receive a decreased budget to reflect this. It has been
difficult getting the Paediatricians to commit to times and dates to

deliver this training, as they are often booked for quite sometime
ahead.
Meanwhile, Marion Poore, who attended this meeting, has consequently
put together a proposed Domestic Violence Audit document:
“Identification of patients whose health may be affected by family
violence. An audit of consultations in primary care settings” for the
key DSAC Family Violence Intervention Trainers to undertake in
their own practice settings.

Mar y Harvey “An Ecological Framework and a “Stages by
Dimensions” Appr oach to Treatment”: 14 September – Auckland;
29 September – Christchurch; 1 October - Wellington

Mary delivered her interesting and comprehensive one-day workshops
to rather disappointing
numbers of attendees:

· Auckland – 36 registrants
· Christchurch – 31 registrants
· Wellington – 30 registrants

However, some registrants
indicated that they appreciated
being part of a smaller audience
as Mary’s warm approach was
more easily relished.

I made enquiries with our
mailout distributor (who made

further enquiries with New Zealand Post) as to whether they could
recall any events, such as missing mail bags, at the time of the Mary
Harvey brochure mailout that may have resulted in reduced advertising
for these workshops. This was prompted by the DSAC Office having
received calls from a large number of regular DSAC Seminar attendees
expressing concern that they had not received any information about
Mary Harvey’s workshops, in addition to the markedly reduced
numbers of registrants. No explanations were unearthed.

Meanwhile, Carole from the Women’s Bookshop kindly donated the
DSAC Library a copy of “The Rape Victim – Clinical and Community
Interventions” by Mary Koss and Mary Harvey, if any DSAC
Members or DSAC National Newsletter subscribers wish to borrow
it.

DSAC RC Meeting Dinner - 30 October 2004 - L-R Dr Ros Gellatly,  Hayley
Samuel (DSAC Project Co-ordinator), Dr Kristen Sorrenson,  Dr Paula

Mathieson, Dr Jenny Corban, Dr Marie Burke, Dr Penny Kagan

Project Co-ordinator’s Report - Hayley Samuel

POL 400
New Zealand Police Notification Form for Family Violence

The POL 400 is completed by police officers attending any incident
involving Family Violence.

The form includes the notifier, the names of the victim and offender,
their demographic details, a brief summary of the incident and ages of all
other occupants living at the address.

One copy is retained on the file, one is sent to the Family Violence Co-
ordinator, Child Youth and Family Services (if appropriate) and one is
sent to the Preventing Violence in the Home Centre (previously the
Domestic Violence Centre).

POL 400’s are entered into the Police National Database. These
notifications are stored on this database indefinitely.

After completion the POL 400 is assessed by the duty Police Sergeant
who evaluates the attending officers’ assessment and recommendations.

When current care and protection concerns are identified for children
and young people the attending officers make a recommendation that
the completed POL 400 is faxed to CYFS.

The Duty Sergeant forwards the completed POL 400 to the Family
Violence Co-ordinator who checks all notifications on a daily basis. He/
she also has the authority to change recommendations and refer as
appropriate to CYFS.

When three notifications (from any source) are received by CYFS for a
family within a year the case is referred to the Practice Manager for
review to assess whether further action is required.

* Each Police District may differ in operational reporting, please check
with the Police in your area to understand their operational practice.
* Thanks to Margaret Alach, Family Violence Co-ordinator Auckland
Central Police, Dt Sgt Phil Kirkham Auckland Central CAT.

Sue Whaitiri , Nurse Specialist
Te Puaruruhau, Starship Childr en’s Health
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AGM/Regional Co-ordinators Annual Meeting October 29th -
31st - Wellington

A number of people who attended this weekend have fed back to me
that they felt that it was the best DSAC weekend yet due to “decisions
being made” and Marie and Rita’s skilful chairing of the Regional Co-
ordinators Meeting allowing much ground to be covered. Clare Healy
did a sterling job discussing the Accreditation process and I feel very
positive about the proposed simplified paperwork to be issued to
applicants which will be drafted up shortly. It was also agreed, that
when a DSAC doctor’s accreditation expires after five years (or one
year if ‘provisional’), that they would be given three months to apply
for re-accreditation before
ACC is notified, as
technically it would imply
consequent expiration of
their ACC Contract. The
DSAC Office will be
notifying these doctors
shortly and will be more
than happy to assist and
support doctors wanting
to engage in the re-
accreditation process
where we are able.

At the AGM, the increasing size of the Executive was discussed. As a
result of the DSAC Review process conducted by Sheryl Smail, it was
suggested that it was necessary to keep the expertise but allow more
manageable meeting sizes. Thus it was decided to reduce the Full
Executive numbers to twelve (we managed to get to thirteen) in addition
to keeping the Executive Advisors who would nominate their areas of
interest and expertise. The aim is to recruit one to two new Executive
Members each year, and this year we welcomed doctors Jane Batchelor,
Sandra Rhind and Min Lo onto the Executive for 2005.

However, what will make this particular meeting so memorable will be
the fact that Robynanne Milford graciously retired from DSAC. It
was made obvious to me that she has been an inspiration to many of
you – if not all - as the founding member and first President of DSAC.
Carol Shand has crafted the prestigious position for Robynanne to be
her “Presidential Advisor”.

Coming Up:

ACC Meeting - Auckland

A meeting date is yet to be finalised for early December between ACC
and DSAC. At this stage it looks likely to be on Monday 6th December
with Mua Leauga (Sensitive Claims Branch Manager), Raewyn Aston
(Team Manager) and James Du Plessis (Programme
Manager) from ACC and Kristen Sorrenson, Ann
Pearl and myself representing DSAC. We are very
much looking forward to this opportunity to review
issues arising from the DSAC-ACC contract and
how they can be best resolved so as to enhance
greater efficacy for both parties.

Project Co-ordinator/DSAC Manager’s Position

The DSAC Review process with Sheryl Smail has resulted in the
Project Co-ordinator role being converted into that of a DSAC
Manager. This role has been advertised extensively with a closing
date of 6 December 2004. All enquiries are to be directed to Sheryl
Smail phone: 0274 782 540 or email
sheryl@corporatesupport.co.nz.

Geddes Meeting - Auckland

It appears that we are unlikely to be able to secure a mutually agreeable
time to meet with the
Geddes Philanthropic
Trust Trustees for our
annual meeting this
year. However I have
been reassured that the
trustees continue to be
most pleased with the
work that DSAC are
doing, and with the
ongoing relationship
that we have with them.

Anne and Kel Geddes
have been immersed in the promotion of their hardback book-CD-
DVD combo “Miracle”  consisting of one hundred Anne Geddes baby
images with a selection of all-new Celine Dion songs. The book has
been published in six languages and within twenty-four hours of release,
the Miracle CD was number one on amazon.com and the book number
three! We wish Anne and Kel continued success with this project.

Initial Paediatric Training – 6th - 8th April 2005 Marion Davis
Library and Puawaitahi

Patrick Kelly and I are in the process of finalising the Course
Programme. Training brochures due out imminently!

Forensic Training 2005

Despite this course having previously been advertised as being hosted
in Auckland 2005, it may now be Wellington instead. Dates and venue
yet to be confirmed.

As this will be the final instalment from me for this year, I wish you all
a safe and joyous festive season.

Hayley Samuel
Project Co-ordinator

DSAC Annual General Meeting - 29 October 2004 - Wellington

Regional Co-ordinator’s Meeting on 30 October 2004 - L-R - Drs. Ros Gellatly,
Caroline Corkill, Clare MacGougan, Janet Say, Robynanne Milford and Carol Shand

Quotes from Regional Co-ordinator’s
Weekend in Wellington

“When I am on holiday there are no
rapes in Masterton”

“General Practice work is like a
kaleidoscope, but sexual abuse work is

the most satisfying of all
and I will not stop doing it”

Rita Middleton, DSAC Doctor, Masterton



page 6                                                                                                     DSAC NATIONAL NEWSLETTER ISSUE No. 61 - DECEMBER 2004

Recent advances in scientific technology mean that ESR can now
look for the presence of some drugs in hair and fingernail samples.
If the initial window of opportunity is lost to obtain useful blood and
urine samples, it may be worthwhile obtaining hair and nails
samples from the complainant to be analysed for the presence of
drugs.

As well as collecting the samples, it is important to note down the
time since the alleged drugging. Record any hair or nail treatments
that have been carried out e.g. perming, bleaching, or acrylic nails.
As with other toxicological samples, it is important to record any
medication the complainant may have been taking in the months
prior to and subsequent to the alleged offence.

Hair sampling
· Hair samples should be taken one to six months after the

event. Results have been obtained at 16 months but it is rare to
have that length of hair.

· The top rear of the head has the most consistent hair growth;
this is the area in which hair samples need to be taken.

CONDOMS

Forensic Update
TOXICOLOGY  – HAIR AND NAIL

SAMPLING

We should all be aware that ESR can now test for condom
components. It appears that there is an increase in the use of
condoms in alleged sexual assaults. Possible explanations for this
are fear of STI acquisition by either party and/or self preservation
efforts by the alleged assailant with the increasing awareness of
DNA testing. There is also an increase in indications for testing,
particularly in DASA type presentations.

The detection of components associated with condoms can provide
evidence that supports or negates an allegation of sexual assault.
This is important in cases where condoms have allegedly been
used and in cases where there has been a loss of consciousness
or a limited awareness of what has occurred.

The successful testing for condom components and personal
lubricants (please note that anything on hand from Vaseline to
vegetable oil can be used as a lubricant to assist penetration) is
reliant on the medical examination.  Please be aware of the
following issues:

· Avoid using lubricating aids to introduce the speculum. This will
mask any condom lubricants or personal lubricants.

· Always note the time delay since the assault

This is important for many aspects of the forensic examination,
including toxicology and directs the forensic testing. There is a
limited time window in which the condom components can be
detected.  Ideally examination within 12 to 24 hours of the
incident is recommended.

· Use powder free gloves during the examination

The dusting agent used in powdered gloves is the same as that
used in some condoms

· Do not throw away extra swabs from the kit.

These are used as reference blanks in the testing. Or if using
your own additional swabs include a blank reference swab
from that batch.  NOTE:  Please indicate clearly on the swabs
that they are being included as reference blanks, and likewise
make a note of them on the accompanying paperwork to assist
the scientist processing the MEK.

· Ask the patient if they have used any personal lubricants,
creams, etc around their genital region prior to the assault or if
they have had intercourse using a condom in the last 7 days.

Paige McElhinney , ESR, Auckland

· Hair tuft needs to be cut as close as possible to the scalp as
this is where the most recent drug intake has been deposited
from the follicle.

· You may need to take smaller tufts at various sites within the
sampling area to total the final sample size, which needs to be
at least pencil-width in thickness.

· Tie the hair tuft together. The ends need to be able to be
distinguished. Place the tie closer to the scalp end of the
sample.

· The hair sample should be wrapped in aluminium foil to maintain
integrity and to avoid contamination. Place into self-sealing
plastic bag and tape end down and sign across the seal and
store under dry conditions at room temperature.

Nail sampling
· Nails grow at 1/3-1/10 the speed of the hair and that varies

between the nails. Levels of drugs in nails are similar to the
levels in hairs.

· Nail samples can be taken from 2 weeks after ingestion of the
drug. The drug enters the nail through the root and the nail bed
so there is no way of establishing a time frame. Nails are used
more as a screening tool, and the hair samples can then be
used to narrow down the time frame. The best estimate of time
frame will be obtained from hair samples taken as close to one
month post event as possible.

· Its been advised that the complainant be asked to clip their
nails after the event and then again 1 month post event and
those clippings collected.

· Clippings can be taken by cutting the overhang of the nail, as
you would during normal personal grooming.

· Bag nail clippings from each hand or foot into a self-sealing
plastic bag (you will have 4 separate bags corresponding to
left hand, right hand, left foot, right foot) then tape down the
top of the bag and sign across the seal.

· Please wipe scissors with an alcohol wipe between each nail
set.

This technique is relatively new to ESR and not part of routine
analysis so will run an additional cost.

Appropriate cases should be discussed with the Officer in Charge
of the case and Stuart Dickson of ESR Toxicology in Wellington on
(04) 914 0749.

Paige McElhinney , ESR, Auckland
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Mary Harvey is the founding director of the Victims of Violence Program
of the Cambridge Health Alliances and an Assistant Clinical Professor of
Psychology in the Department of Psychiatry at Harvard Medical School.

Harvey’s workshop presents a multidimensional view of trauma, impact,
recovery and resilience and attends to the often neglected ecological
factors which interact with personal and event-related factors, influencing
trauma response.  She also presents the MTRR, a questionnaire developed
to assess trauma impact, recovery and resilience on each of eight domains
of psychological functioning (Harvey, 1996).

Harvey eloquently presents a compelling argument for the exploration
of the effects of violence within an ecological model and provides a
framework for assessment and treatment.

Epidemiology of violence against women
Harvey begins her workshop with a review of the statistics of violence,
stressing that the distribution of violence is not accidental but closely
parallels the index of social power; crime is a reflection of a society’s
culture, values and beliefs. Statistics are presented which illustrate the
prevalence of violence in society; a U.S. sample of 8000 women surveyed
revealed that 17.6% had been raped while 51.6% had been physically
assaulted (National Violence Against Women Survey, NIJ/CDC 1998).
Rates of childhood victimization are high; 22% of women victims of
rape were less than 12 years old when first raped. Harvey acknowledges
that sexual, physical or emotional victimization in childhood is a risk
factor for victimization in adulthood and women abused in childhood are
more likely to enter abusive relationships in adulthood. Further, children’s
witnessing of victimization engenders vulnerability to later victimization.

Harvey notes the profound and enduring psychological effects which
may follow physical, sexual and emotional assault; 31% of rape survivors
in the US acquire elevated PTSD. Rape victims are 13 times more likely
to attempt suicide than the general population. Rape by an intimate or
familiar person is generally considered to induce more damaging and
longer lasting psychological effects than rape by a stranger.

She cautions against dismissal of the term “victim”, asserting that “victim”
should not be a pejorative stigma laden term but should foster a sense of
societal responsibility and act to mobilise resources of the community to
provide support and endeavour a preventative focus towards violence.

 

Recovery Environment 

Event 

Personal 
Attributes 

No 
Recovery 

Recovery 

Therapy 

Trauma 
Response 

No 
Therapy 

Trauma 

No 
Recovery 

Mary Harvey Seminar - Auckland - 14 September 2004

An Ecological Framework and a “S tages by Dimensions”
Approach to T reatment of T rauma

Harvey stresses that although often a preferred term,”survivor” is not
without connotations but imbued with the sacrifices and costs of surviving.
Disclosure
Harvey stresses the importance of a therapeutic alliance to self disclosure;
revealing abuse is likely to be gradual and disclosure of current abuse is
only likely to occur when a client senses therapist commitment to privacy,
dignity and a willingness to allow the client to self determine their own
lives. Harvey also comments on our responsibility as therapists to witness,
rather than to shape, the client’s experiences.

Safety
Safety must be a priority in therapy. Attempts to leave an abusive
relationship may escalate danger hence therapists must consider safety
issues, provide resources and assist their clients in developing escape
routes and actively protecting their safety. A client’s history of violence
may impact on alterations in systems of meaning and lead her to align
herself with or possibly protect the perpetrator. Understanding this, is
essential to developing a therapeutic relationship which assists the client
to preserve her safety. Fear of losing her children may also prevent a
woman in an abusive relationship from reporting her partner.

An Ecological View of Psychological Trauma
The social, political and economic environment which fosters values and
beliefs, allowing violence to occur must be examined. Harvey’s ecological
model enables the values of the community to be explicated and puts
client in touch with resources to assist recovery. She stresses that as
therapists, we must develop an awareness of how our racial, political and
ideological communities may influence or bias our perception of and
response to, our clients.

This model acknowledges the interaction between personal attributes,
event attributes and ecological attributes in shaping an individual’s
response to trauma. A full exploration of each client’s personal attributes,
the event and the environment together with their interaction, is essential
to guide treatment. Psychotherapy relies on the therapist’s ability to
recognise and mobilise the strengths of the client and utilise these in
therapy and recovery.

Personal attributes include age, developmental stage, sexual orientation,
ethnicity, communities of reference, class, education, spiritual beliefs,
strengths and coping skills, abuse history etc.
Event attributes include types of abuse, chronicity, degree of violence,

Continued on Page 8
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force, physical injury, involvement of drugs/alcohol, number of
perpetrators, response to abuse etc.
Ecological attributes include context, availability of safe havens, supports,
community resources, protective responses (familial, medical, legal),
contemporary supports and risk factors, family and community attitudes
towards violence general roles, race and psychotherapy

Complex PTSD
Responses to trauma vary widely according to the interacting factors
presented within the ecological model. Classic PTSD and Complex PTSD
are two of many possibilities. Complex PTSD is more likely to occur in
response to repeated and severe experience of abuse (Hermann, 1992).
Criteria for Complex PTSD include:

I. History of prolonged subjugation to totalitarian control
II. Alterations in affect regulation
III. Alterations in consciousness
IV. Alterations in self-perception
V. Alterations in perception of the perpetrator
VI. Alterations in relations with others
VII. Alterations in systems of meaning

Trauma Recovery
Acknowledging that “recovery” may mean many things to many people,
Harvey defines eight trauma recovery criteria and resilience domains.
These are: Authority over memory, Integration of memory and affect,
Affect tolerance and trauma related affect, Symptom mastery, Self esteem,
Self cohesion , Safe attachment and Meaning making. Each criteria
embodies a domain of psychological functioning. These 8 domains can be
translated into assessment tools and strengths which guide and facilitate
recovery, together with providing benchmarks against which progress
can be measured. Harvey emphasises that personal attributes, the event
and ecological attributes will interact to provide unique post traumatic
responses. Hence an individual may be resilient in some domains while
profoundly affected in others.

Authority over memory:  Developing an ability to choose to recall or
not recall memories which previously were inaccessible or intruded into
consciousness.
Integration of memory: Integration of memories with feelings, both
past feelings and new feelings  developed through reflection.
Affect tolerance and trauma related affect: The ability to experience,
tolerate and manage affect and to be able to register information,
acknowledge feelings and enable feelings to guide behaviour.   Access to
full range of emotion rather than dichotomy of numbing/hyperarousal
and ability to use emotion to guide behaviour.
Symptom mastery: Mastery over cognitive, emotional, neurological/
physical symptoms resulting from trauma and “wired” as a response,
through meditation, medication, avoidance of frightening stimuli, self
care routines etc.
Self esteem: Addressing basic self care and capacity for self-regard.
Development of healthy routines of sleep, diet, exercise, soothing leisure
activities and overcoming of self-harming activities; cutting, substance
abuse etc. Development of  expectation of being treated well.
Self cohesion: Refers to an individual’s experience of themselves as
integrated or fragmented. Recovery focuses on gaining insight into and
control over, the once adaptive role of dissociation. Self cohesion also
refers to discarding of secrecy and compartmentalisation of experiences
and self in the world.
Safe attachment: Refers to an individual’s ability to establish a sense of
trust, safety and connection within personal relationships and discern
who is safe to attach to, negotiating and maintaining safety within
relationships.
Meaning making: This refers to acceptance and resolution of the past,
and crafting a meaningful and self-determined existence in the presence
despite the past.

The Multidimensional Trauma Recovery and Resiliency Scale
The Multidimensional Trauma Recovery and Resilience Scale (MTRR)
has been developed (Harvey & Westen, 1996) in alignment with Harvey’s
ecological model, to evaluate posttraumatic outcomes across multiple
dimensions. Items were developed according to each of the eight domains
of recovery specified by Harvey, providing a 135-item scale rated on a 5-

point Likert type response system. Initial studies of the psychometric
properties of this scale provide evidence of its reliability and validity
(Harvey, Liang, Harney, Koenen, Tummala-Narra & Lebowitz, 2003).
This scale can be utilised to gain a detailed picture of how an individual
has been affected by trauma and to identify strengths and resiliencies
which can be used to support recovery.

A Stages by Dimension Framework
Treatment must be gradual and oriented towards stages of recovery.
Harvey’s ecological model adheres to the 3 stages of recovery advocated
by Hermann (1992), attending to each of the eight criteria for recovery
and domains of resilience in each stage.  She notes that therapeutic work
in one domain may impact on other domains simultaneously as each
interacts. Treatment is not a linear process. Strengths in some domains
may be advanced even as safety and security continue in others, hence
recovery is a back and forth process across domains. Both individual and
group work are used as treatment modalities.

Stage 1 - Safety and Self Care: An initial focus on safety is paramount.
Within this stage, themes of treatment include memory management,
affect tolerance, symptom mastery, management of self-injurious
behaviours, development of self-care routines, establishment of a safe
therapeutic relationship, understanding of self as victim and didactic
understanding of victimization

Stage 2 -Integration of the Trauma: This stage focuses on separating the
past from the present and developing new feelings about the event/s
through measured recall of the events. An understanding is developed of
how trauma has shaped the present, of the self as survivor and an
understanding of the costs of survivorship. Work also focuses on
integration of memory with feelings and on developing affect tolerance.

Stage 3 - Reconnecting with Others: This stage focuses on intimacy, trust
and self as a person. Themes of treatment include grieving for the past,
renegotiating relationships, establishing connections with others, defining
boundaries, exploring intimacy, and a reassessment of self in relation to
self and others beyond survivorship.

Access to Treatment
The pathway to care is complex; the ecological environment for each
client impacts on their ability and willingness to seek psychological
support. Accessibility issues must be considered eg: language, cultural,
funding barriers. Many trauma survivors never seek or receive
psychological care, hence what we think we know of trauma survivors as
therapists is unlikely to be representative.

Research Needed in Trauma Treatment
1. Identification of treatment approaches that are effective
2. An understanding of treatment failures
3. Identification of characteristics of trauma survivors who do not get to
treatment
4. An understanding of what factors assist recovery in those who do not
seek therapy

Harvey finishes her workshop with a reiteration of the role of the
community in prevention of and recovery from, violence. She stresses
our responsibility as therapists to “witness” the violence perpetrated, to
speak out against this violence and to take action against it.

Suggestions for further reading:

Harvey, M.R. & Koss, M.P. (1991). The Rape Victim: Clinical and
Community Interventions, 2nd Edition, Sage Publications.
Harvey, M.R. (1996). An ecological view of psychological trauma and
trauma recovery. Journal of Traumatic Stress, 9 (1), 3-23.
Harvey, M.R., Liang, B., Harney, P., Koenen, K., Tummala-Narra, P. &
Lebowitz, L. (2003). A multidimensional approach to the assessment
of trauma impact, recovery and resiliency: Initial psychometric findings.
Journal of Aggression, Maltreatment and Trauma, 6(2),12, 87-109.
Hermann, J. (1992). Trauma and Recovery. Basic Books;

Anna Clarkson, Ph.D. Student
Department of Psychology

Continued from page 7
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DSAC Regional Co-ordinators’ Update
by Marie Burke, National Regional Co-ordinator, Christchurch

Addressing the Hidden trauma: Recognising acute traumatic stress and minimising the long term  impacts 
John Briere, Ph.D., Associate Professor of Psychiatry, Director, Psychological Trauma Program

University of Southern California School of Medicine

Continued on Page 10

A brief overview of this recent seminar given by Prof. Briere to
Medical Emergency Response Teams follows:

While also relevant to the sexual assault field, this presentation was
particularly aimed to assist all clinicians dealing with any patient and
or their affected others, who have suffered an acute traumatic event
(physical and/or emotional).

John gave us a brief overview of trauma theory and then outlined what
has been found to work and what has not, in particular focusing on
what we can do in the acute presentation phase to limit the effects of
trauma.

Acute Stress Disorder refers to a constellation of symptoms exhibited
in response to an acute traumatic event defined as follows:

• The person has been exposed to a traumatic event in which
both of the following were present:

(1) The person experienced, witnessed, or was confronted with
event(s) that involved actual or threatened death or serious
injury, or a threat to the physical integrity of self or others

(2) The person’s response involved intense fear, helplessness, or
horror

We were reminded that the exposure we all have as clinicians to our
patients’ trauma and stories, can evoke such responses in ourselves as
well.

Responses to trauma exposure can be seen as a continuum which is
influenced by both current and past life experiences and an individual’s
current degree of resiliency and social support.

Trauma exposure does not necessarily mean a person will
automatically develop traumatic stress, or require specific treatment.
However acute sexual traumas and grotesque/violent traumas are the
most predictive.

Family support may be all that is needed for the witness of a road
traffic accident but may be inadequate for witnessing, for example, a
violent murder. It was emphasised that for the vast majority, the best
thing is “to just get home” and “hang out” with their family and other
relational supports ( if these are available).

Understanding the variety of normal responses to trauma is pivotal to
both recognising and doing what we can to minimise the effects.

It may be useful to remember the broad categories of symptoms that
may be present in Acute Stress Disorder

Intrusive : “re-experiencing”, nightmares, flashbacks, intrusive
thoughts
Avoidance : numbing, denial, poor concentration, substance abuse/
selfharming (maladaptive but functioning “self soothing” or “tension
reduction” activities)
Hyperarousal : anxiety, sleep disturbance, irritability, mood swings,
hypervigilance

Yes – another year has gone by and the AGM/RC meeting has been again.
The weekend was tiring but productive, and as always, a good opportunity
to network and have a 48 hour  peer review.

The AGM went very smoothly – thanks to Carol Shand for hosting this.
We farewelled Clare Healy in her DSAC president role – she has done a
superb job over the past 3 years and given huge amounts of her time and
energy (and family!) to DSAC during a time of major transition.
Janet Say presented a talk about STIs after the AGM which was well
received and provoked debate as always. Clare MacGougan gave a very
interesting talk on vicarious traumatisation and self care/supervision –
something I am currently looking into – I would be interested to hear
from any GP DSAC Doctors who have supervision.

The RC reports on Saturday morning ran to time, as did most of the
weekend, thanks to some rather manic bell ringing by Rita and Marie and
brought up some interesting differences in the way provision of DSAC
service differs from area to area – ranging from established rosters to
lone heroines like Rita Middleton and Sue Clements.

The late morning and early afternoon was given over to much debate
about “Where to now?” for DSAC – explaining the recent and planned
changes in the way DSAC is structured to try to make it a more efficient
organisation especially given the essentially voluntary nature of the
work. Allied to this is our accreditation process. The accreditation process
has been the cause of prolonged and sometimes fruitless debate during the
two previous RC meetings I have attended. It is important to have a
robust accreditation process because we are calling ourselves experts and
must  ensure we qualify as such. Although the afternoon session on
accreditation may have had similarities with teeth pulling, several important
decisions were made that can allow us to simplify the accreditation process.
It will be more user friendly and should make life easier for all concerned
– the accreditees, the DSAC office and the Accreditation committee.
Thanks to Clare and Hayley for their work on this.

There were also updates on ACC – Kristen Sorrensen has put together a
very good ACC “How to” pack – thank you! Clare Healy and Marie
Burke had met with the Police Commissioner the day before the RC

meeting – another very constructive meeting – the police are very
interested and committed nationally to improving the service for victims
of sexual assault – I did some feedback on this during the afternoon. If
there are any ongoing police related issues in any area please contact me
via the DSAC office.

To end the afternoon on Saturday I did a short talk on strangulation –
much anticipated I must say! The main aims of the talk were to distinguish
between choking (which really means internal blockage) and strangulation
– external force which can be lethal even if there are few signs/symptoms
when the victim is first seen – don’t forget to ask about loss of
consciousness, difficulty breathing, raspy voice (don’t assume it’s just
asthma), loss of bowel/bladder control during the attack.

Sunday was mainly for Peer Review – everyone had brought a case so we
split into 2 groups and met later to discuss salient points from each group.
It never fails to amaze me how different the cases are – there is no such
thing as a standard case or examination – the discussion was very useful.
Main points were:
• Get used to describing normal in your reports – ask others how they

do this – build up a list of phrases.
• Feeling frustration with young people we examine can be  a sign of

counter transference of their frustration (eg in the unknown re drug
assisted sexual assault).

• Ordinary urine containers are fine for police to collect initial
specimens in – they can be decanted.

• Consider Strep infections in repeated presentations in young people
of vaginal soreness/discharge.

• Thin hymens (or small amounts of hymen) may be  normal but not
universal in obese children.

• Doing a deposition statement within 24 hours of the examination
(which quite a few DSAC Doctors do) means that the statement is
regarded as part of your contemporaneous notes.

• Get deposition statements peer reviewed! Reviewing a patient’s file
with a colleague is often very helpful (if perhaps sometimes difficult
to arrange).

All in all the weekend was busy but successful – let’s hope we can all
sustain the energy.
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Book Review - WORD OF A WOMAN?  - POLICE, RAPE AND BELIEF

Jan Jordan, Institute of Criminology, Victoria University of
Wellington
Published by Palgrave MacMillan UK Limited

Jan Jordan is well known to DSAC doctors through her research which
formed the core presentation for the 1996 DSAC conference Rape, Ten
Year’s Progress?

The first significant New Zealand research based on interviews with
women about their experiences of reporting a rape were published in
1983 as the New Zealand Rape Study. Subsequent new legislation in 1986
made significant efforts to improve the laws around rape. The results of
Jan’s early research presented at the DSAC conference enabled
comparison with the 1983 study to see the effect of the law change on
women’s experience of the criminal justice process.
From DSAC’s perspective this provided an affirmation of the work that
DSAC had done to improve women’s experience of the forensic medical
examination in New Zealand. The results for the police and the support
agencies were not so reassuring.

Chapter 3 of ‘Word of a Woman?’ discusses this initial research, published
in 1998, of interviews with 48 women about their experiences of
reporting rape and their subsequent experiences with police, doctors and
support agencies. The results of this study led Jan to embark on three
further studies.

The specific aims of the research were to identify and examine the factors
which inform police decision making in relation to female rape

complainants; to understand why police officers express doubts as to the
authenticity of women who make rape complaints and to gain an
understanding, from the complainant’s perspective, of police practices
and the attitudes necessary to establish positive police-complainant
relationships.

Chapter 4 presents material from an analysis of police files to determine
the factors affecting investigative decision-making. Chapter 5 presents
the results of interviews with experienced detectives to elicit their views
on rape investigations and aspects of victims’ credibility. The final study
(Chapter 6) involved interviews with a group of women who were the
victims of Malcolm Rewa, a serial rapist in order to ascertain whether this
group of ‘perfect victims’ received ‘perfect’ policing and what might be
learned from their experiences.

A central theme of the book is an exploration of the notion that women
commonly lie about rape. This is extensively explored in all the studies as
well as in a broader historical and socio-cultural environment and in
relation to international rape research.

This book is essential reading for all doctors who are performing forensic
medical examinations. I found it a fascinating read and absolutely
recommend that all DSAC doctors read it carefully.

For DSAC doctors on the periphery of the police investigation process
this book gives an insight into how factors other the complainant’s story
and our forensic medical examination may affect the progress of the
police investigation and the likelihood of it coming to trial.

Continued from page 9 · Accept and allow emotional expression. Emotional
release is an important part of recovery

· Presence of relatives or support persons as soon and as
much as possible. Beware of excluding such people for you
own reasons.

· Description of what is known about the event so far as
often patients being unaware of, for example, the fate of
others in a road traffic accident can be traumatising in itself.

· Cautious optimism as appropriate. But don’t over
reassure. Eg: informing someone of the actual low risk of a
particular outcome such as HIV acquisition, or permanent
disfigurement from an injury.

· Monitor clinicians’ comments (even during anaesthesia).
Patients can remember what they hear even when very
unwell and under resuscitation.

· Clear arrangements for follow up and onward referral
and access to written information. This also gives a clear
message that you know that extra and ongoing support is
routine and normal in such instances.

Many lessons were learned from 9/11 on appropriate responses to the
acutely traumatised. Overwhelmingly it was the human transactions
and warmth that people remembered. While all the lifesaving stuff has
to happen, we must not forget to be human. Providing immediate
support, information, connection with external resources, and
supporting spontaneous emotional release were all shown to be
positive interventions. Importantly provision of such things as Critical
Incident Stress Debriefing was generally not helpful. To a certain
extent we need to allow the person time to process their trauma in
their own way as long as they are supported and are given the
opportunity to seek more professional input when they are ready.
Obviously there will be exceptions to this.

Caution was advised in the use of medication in the acute stages as this
can interfere with trauma processing. Judicious and short term use of
benzodiazepines or other sleep medication may be indicated for
immediate rest and sleep or relief from acute panic. If used for too
long the risk of dependency is high in this group of patients. Generally
those who avoid any significant use of anxiolitics do better in the long
trm.

If indicated later when for example PTSD is ongoing, use of SSRIs has
been shown to be effective, as well as initiating psychotherapy if not
already engaged in.

Christine Foley, DSAC Doctor,  Auckland

Avoidance responses, for example, can often mask acute responses.

A common example is the patient who is “looking just fine”. Numbing
out and appearing to be in control can be ways of avoiding the trauma.
Patients can appear even cheerful and may openly deny that they are
affected. Beware the patient who worries about the doctor’s stress
“This must be so hard for you doing this work…”

The following are just some of the strategies recommended in
managing and minimising initial shock and trauma in the acute
situation.

· Safety first: provide medical stabilization, address danger to
self/others, risk of further victimization

· Try and provide as quiet and low stimulus environment
as is possible.

· Provide reassurance re safety and imminent life risk
(if possible).The patient may be thinking they are going to
die and we may be able to say something simple like “you’re
going to be OK”. Alternatively we may feel they are not in
physical danger but they may be acutely aware that while
right this moment they are OK they will be just as unsafe
again on release from hospital. Sometimes it is important to
be more specific in our assessments and acknowledge that
other steps need to occur such as arrest of an offender
before they will feel safe, but that right now they are going
to be OK etc.

· Adopt a positive, supportive and authoritative
approach from the start. Patients need to feel that you
know what you are doing.

· Information, information, information.  Keep the
patient informed from the beginning, explaining all
procedures and tests and what you know so far. Get back
with results of tests as soon as possible. Fear of the “worst”
and the unknown is usually worse than the actual reality.

· Try to answer questions rather than avoiding getting
involved and leaving it to someone else. Avoiding questions
may all too easily give messages of disinterest or allow the
patient to think things are worse than they seem.

· Compassion, support and active relatedness. Try and
“be there” rather than distracted and preoccupied. Patients
need to feel that you care. They will be more likely to
remember the nurse who held their hand for a few moments
than the life saving technical procedure the doctor
performed. Beware of staying too distant to protect yourself
from the patient’s story.
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As professionals who have to relate to recent rape complainants DSAC
doctors also have much to learn from the voices of the women.
Although this research relates to the police it gives considerable insight
into the way women feel dealing with powerful institutions when they
themselves feel most vulnerable.

Jan Jordan has been a firm advocate for improving the police policies
around rape investigations. In this she has worked closely with the police
and with DSAC. Although overall the book is very critical of the police
and her perspective is that of a staunch feminist, the feeling is not of an
attack on the police but of a supportive adviser who clearly has much
sympathy with the difficulties that the police face in making change.

Jan covers a number of issues which directly affect DSAC, such as
whether the police interview should take place immediately after the
forensic medical or wait until the complainant has slept and is fresh.
At a time when the NZ Police are concerned about and are under public
scrutiny for their failure to act on complaints involving police officers this
book is a timely reminder that there are more general issues to be
considered. Jan’s comment on the importance of establishing a solid
police-complainant relationship needs to be heard.  “A fundamentally
positive and trusting relationship between police officers and a rape

complainant will provide a solid base to ensure ongoing victim
cooperation, even if individual police officers do not always deliver
‘perfect’ policing in the victim’s eyes.”

I am sure the police will look closely at this book and use it to improve
policing in New Zealand. DSAC should also look closely to see whether
there are some lessons we could take on board when performing our
medical role.

Carol Shand, DSAC President

The book can be ordered from:
Macmillan Publishers New Zealand limited
6 Ride Way, Albany, Auckland
Fax 09 414 0351 OR email Vicki@macmillan.co.nz
The price is $89.95 Available only in hardback.

The book is also being stocked by: The Women’s Bookshop, 105
Ponsonby Road, Ponsonby, Auckland Ph. (09) 376 4399 Fax: (09) 376
4365 or email books@womensbookshop.co.nz

There is a copy in the DSAC Library.

Our Prize President Clare Healy

Xth ISPCAN European Regional Conference on
Child Abuse and Neglect

New Developments in Science and Practice:
Influences on Child Protection

September 11 to 14, 2005
Berlin, Germany

www.ispcan.org/euroconf2005

Abstract submission is now open.
Deadline: 10 February 2005

DSAC Executive Committee

Dr Carol Shand - President

Dr Jane MacDonald - Vice President

Dr Theresa Wyatt - Treasuer

Dr Kristen Sorrenson - Secretary

Members

Dr Jane Batchelor

Dr Marie Burke

Dr Jenny Corban

Dr Clare Healy

Dr Patrick Kelly

Dr Kathryn Leslie

Dr Min Lo

Dr Clare MacGougan

Dr Sandra Rhind

The following is a précis of Kristen Sorrenson’s Thank You to Clare
Healy at our recent AGM

“What a Prize President Clare Healy has been.  She has been an integral
part of the significant process of change that has been occurring in DSAC
over the last 3 years, and on behalf of you all I want to thank her for the
enormous contribution she has made.

I have been so impressed with all the different presidents that DSAC has
had over the years. Each has brought their different talents and strengths.
Clare’s include:  longevity!! (three years, wow, and thanks!); hard working;
meticulous at documentation; reliable with unrelenting follow-through;
ability to keep sight of the big picture, while still paying attention to
detail; energetic, tireless and willing. She has provided true leadership…….
She is fabulously bossy and hassles us in the nicest possible way! She’s just
one of those people you want on your team! But perhaps most
importantly she introduced to DSAC, and refined the art of the use of,
THE BELL! Anyone who has been at any of the DSAC gatherings over
the last few years will know what I mean! I understand that she has
apprenticed Marie and has been training her up. So the mantle of the bell
will be passed to her. Music to our ears!

In her three years as president Clare has dealt with a myriad of issues.
Nearly all the things that are in the president’s report have involved
Clare’s input; she has been pivotal in the DSAC review in the wake of our
Project Co-ordinator changes. She has kept regular contact with the
DSAC office and supported the in-coming Project Co-ordinators. She has
been on the DSAC Secretariat sub-committee, the DV sub-committee the
Education sub-committee and as President, has kept up with what is
happening in all the other sub-committees.  She has worked tirelessly on
the MEK update, contributed significantly to the Crimes Amendment
Bill submission and made significant headway with the national Police

liaison work. She has done local DSAC Forensic Training Weekends as
well as helped organise and run the Sexual Assault Satellite symposia at
the Sexual Health Conferences, especially the Christchurch one. She has
been a key DV GP trainer. All of this as well as being a busy GP, a partner
to another busy GP (Husband) and a Mum to three teenage daughters. She
has even run marathons and sung in live musicals. (Is there an Axis II
diagnosis in there Clare??) Through all this she has given her heart and
soul to her DSAC work. Her patients and her colleagues who work with
her at the Cambridge Clinic have the utmost respect for her and her
dedication.

On behalf of DSAC and all the silent grateful patients whose lives you
have both personally touched and indirectly affected through your DSAC
work, I want to say:  thank you, Thank You, THANK YOU, Clare .

We send you our love and support for your journey to England. We wish
to also publicly thank her partner and daughters. Not only have they
given up their own time with Clare, but  her daughters in particular have
given up precious telephone time for the myriad of DSAC phone calls!
THANK YOU.”

Kristen Sorr enson, DSAC Secretariat,  Auckland

Quote from Regional
Co-ordinator ’s Weekend in

Wellington

“After buddying we will
do strangulation”

Marie Burke, DSAC Doctor,
Christchurch
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DSAC Diary of Events 2005
DSAC is a RNZCGP CME Registered Special Interest Group

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

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 reply’ to articles and letters published in the Newsletter is accepted, this right is not automatically 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 transcription.

For all events Apply to: DSAC National Office PO Box 90 723,  AUCKLAND,
5/4 Warnock Str eet, Grey Lynn, AUCKLAND Tel: (09) 376 1422  Fax: (09) 376 0790

email: dsac@ihug.co.nz  website: www.dsac.org.nz

DSAC  NATIONAL  NEWSLETTER - Editors: Caroline Corkill & Carol Shand
Published quarterly by DSAC, P.O. Box 90 723, Unit 5/4 Warnock Street, Grey Lynn, AUCKLAND

E-mail: dsac@ihug.co.nz  Web: www.dsac.org.nz
©DSAC 2004

The views expressed in this Newsletter are not necessarily those of the Editors or Publisher.
ISSN  0114-4340

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

DSAC Forensic Training Weekend

Medical Management of Sexual Assault

Adult & Adolescent

Venue: To be confirmed - Wellington

Dates to be confirmed: 2005

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

Grey Lynn, Auckland
(09) 360 5700

for printing this newsletter

Reminder!!

All mail sent to the DSAC office should be sent to:-
PO Box 90723, Auckland

unless the envelope is oversized (larger than 254mm x
381mm - Foolscap) then please courier to:-

Unit 5, 4 Warnock Str eet, Grey Lynn, Auckland.

Taranaki Safer Centre
Presents

2ND National Stopping Sexual Violence Conference

“HEALING  THE HURT”
Keynote Speakers:  Dr Nigel Latta, Dr Kim McGregor

12-13-14 May 2005

VENUE:  Quality Hotel, Plymouth International,
New Plymouth


