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Purpose
The purpose of this procedure is to promote sexual safety, reduce sexual safety incidents and improve the response to and management of sexual safety incidents across Canberra Health Services (CHS). It will guide services to:
Establish a culture that promotes sexual safety.
Empower consumers to participate in promoting a culture which supports sexual safety.
Improve recognition of factors that impact on the sexual safety of consumers.
Enable early identification and response to sexual safety risk.
Promote sexual safety to key stakeholders – consumers and their visitors, CHS employee, students, contractors and volunteers.
Provide support and guidance to staff to enable them to respond appropriately to sexual safety incidents. 
Clearly outline the information consumers and their visitors should receive about their rights and responsibilities in relation to sexual safety.
Back to Contents
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This procedure applies to all CHS Network staff including contractors, students and volunteers. CHS Network includes the facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, University of Canberra Hospital and other off-site CHS facilities, and community-based service.
This document should be read in conjunction with the following:
Sexual Harassment: Advice and Support
CHS Occupational Violence Policy and Procedure (if alleged victim is staff)
Dealing with misconduct: a manager's guide (if alleged perpetrator is staff)
Back to Contents
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1.1 Definition of sexual safety
Sexual safety refers to the recognition, maintenance and mutual respect of the physical, sexual, psychological, emotional, and spiritual boundaries between people.[8] This includes being and feeling free and safe from sexually abusive behaviour, which is behaviour of a sexual nature that it unwanted, or makes a person feel uncomfortable, afraid, or unsafe.[7]
A sexually safe environment:
Is trauma-informed, gender sensitive and emphasises recovery. 
Balances personal autonomy and decision making with a duty of care to provide a safe and therapeutic environment for all consumers. 
Recognises the common needs of individuals for privacy and personal space, and that these needs vary between individuals, regardless of gender identity or sexual orientation. 
Recognises the need for routine identification of sexual risk in all consumers who receive care from CHS. 
Recognises that some consumers are at a higher risk of being involved in a sexual safety incident.
Promotes safety and wellbeing, respect of others and self-determination. 
Listens and responds sensitively to disclosures of past or current sexual assault or abuse. 
Responds appropriately to all concerns raised about sexual safety. 
1.2 Sexual safety incident types
In this procedure, the types of behaviour that can breach and/or compromise the sexual safety of a consumer have been split into the following incident types:
Sexual assault
Sexual harassment
Sexually disinhibited behaviour
Within the context of this procedure, each of these behaviours is referred to as a ‘sexual safety incident’.
1.2.1 Sexual assault
Sexual assault is used to describe a range of sexual acts committed against a person without their consent. Sexual assault is a crime under the Crimes Act 1900 (ACT) [2]
1.2.2 Sexual harassment
Sexual harassment is any unwelcome conduct of a sexual nature which makes a person feel offended, humiliated and/or intimidated where that reaction is reasonable in the circumstances. This may involve physical, visual, online, verbal or non-verbal conduct.[8]
Sexual harassment is not sexual interaction, flirtation, attraction or friendship which is invited, mutual, consensual or reciprocated [3].
1.2.3 Sexually disinhibited behaviour
Sexual disinhibition is poorly controlled behaviour of a sexual nature, where sexual thoughts, impulses or needs are expressed in a direct or disinhibited way, such as in inappropriate situations; at the wrong time; or with the wrong person.[8]
Disinhibition may be due to the side effects of medication or the use of other substances or the symptoms of a medical condition. A key feature of the behaviour is that when well, the person would not have engaged in this behaviour, and/or would not have chosen to do so with these particular people.[4]
[bookmark: _Hlk180502474]1.2.4 Consensual sexual activity in CHS facility
	Note: Consensual sexual activity is considered inappropriate in any CHS facility. See ‘sexual consent’ under definitions.


1.3 Rights and responsibilities regarding sexual safety
In protecting the sexual safety of consumers, staff must ensure that the consumers’ rights are respected.
1.3.1 Rights to sexual safety – everyone
All consumers, families, carers, staff and others accessing services in CHS have a right to: 
Feel and be sexually safe.
Expect any concerns they raise about sexual safety to be taken seriously and acted on appropriately and promptly. 
Be supported in promoting a sexually safe environment, including with information and training.
1.3.2 Rights to sexual safety – consumers
In addition, consumers have the right to: 
Be treated with compassion and understanding when they disclose incidents that may have compromised their sexual safety and be protected from victimisation or retaliation for making a complaint or disclosure.
Receive services free from abuse, exploitation, discrimination, coercion, harassment and neglect.
Participate in decisions about their treatment, care, wellbeing and sexual safety.
Receive clear information and advice on:
· their rights and responsibilities in relation to sexual safety
· the expected behaviour that exist in the service setting
· the process for raising any concerns about sexual safety incident, the response they can expect, and the support services available.
Receive a timely response if they disclose a recent experience of sexual assault or harassment or if the alleged perpetrator has ongoing access / contact with the consumer
Be protected from further contact with the alleged perpetrator of a sexual assault or sexual harassment if in an inpatient setting.
Be heard, treated with fairness and dignity, provided with appropriate mental health support and informed of their options if they are alleged to have been the perpetrator to a sexual safety incident.
1.3.3 Responsibilities for sexual safety – everyone
All consumers, families, carers, staff and others accessing CHS have a responsibility to: 
Respect the rights of others to feel safe and be safe from acts that compromise or breach their sexual safety.
Read, watch or listen to information provided to them about sexual safety by CHS and inform if they require further clarification to increase/confirm their understanding of the information provided.
1.3.4 Responsibilities for sexual safety – services within CHS
Services within CHS have a responsibility to:
Implement and monitor compliance with this procedure to prevent and respond to sexual safety incident.
Provide education, training and clinical supervision for staff in gender sensitive practice, trauma informed care, sexual safety, and professional boundaries
Implement clear reporting and monitoring mechanisms to ensure accountability for preventing and investigating sexual safety breaches.
Support staff in responding to sexual safety incident.
Provide clear information to consumers about:
· their rights and responsibilities in relation to sexual safety.
· the process for raising any concerns about sexual safety, the response they can expect, and the support services available.
· the boundaries of confidentiality within which we provide the services.
Protect the alleged victim from further contact with an alleged perpetrator in CHS facilities.
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2.1 Training and education
2.1.1 Supporting staff
CHS staff will be provided with appropriate sexual safety training to understand their responsibilities in preventing, managing, responding to, reporting and documenting sexual safety incidents.
Sexual safety should be regular agenda item in team meetings to ensure continued discussion on prevention and management.
Staff should be provided appropriate support and debrief following a sexual safety incident impacting them.
2.1.2 Empowering consumers
Consumers can participate in promoting and maintaining sexual safety if they have access to the relevant information and are involved in decisions about their safety. Information on sexual safety and education should be provided as soon as possible, following admission, depending on clinical presentation. Information should also be displayed in areas accessible to consumers, family members, carers and other relevant people accessing the service.
Sexual safety issues should be approached sensitively. Information should be provided in a format and language that is accessible to and considerate of the diversity and developmental stage of consumers accessing the service. This may include the use of interpreters, peer support and Aboriginal Liaison Officer (ALO) support when necessary and agreed by consumer. Where possible, a choice of gender of the support person requested by the consumer should be accommodated.
2.1.3 Recognising families, carers and other supports
A consumer’s family, carers and other supports are an integral part of the care team. As such, they should be provided information to enable them to understand the importance of sexual safety for the consumer they support and how they can help to ensure it is maintained. Families, carers and other supports also have a right to be safe when visiting CHS [7][8]. They should be provided with advice and information about:
The consumer’s and visitors’ rights to sexual safety when accessing services within CHS.
Visitors’ responsibilities while in CHS facility.
The consumer’s responsibilities while in CHS facility. 
Pathways for complaint if these rights to sexual safety are not upheld. 
The referral/support services available. 
Relevant clinical information to help them support their consumer, to understand and comply with behaviours which are considered acceptable (or unacceptable) in CHS.
	Note: Staff must obtain consent from the consumer prior to disclosing any sexual safety incident information to their families, carers and other supports. There are exceptions for child/young person or other circumstances. For example, if the patient is under guardianship or under the Mental Health Act, the substitute decision maker has the final say taking into account the preferences of the protected person.
For further guidance please refer to Consent for Healthcare Treatment Guideline available on the CHS policy and Guidance Register.


If a consumer consents, their family, carer and other support may be consulted in formulating a plan of care. It must be recognised that family, carer and other support’s view on a consumer’s sexual activity and plan of care may differ from the view of the consumer themselves. Consumer has the final say, if and on what part of the plan of care they would like their family, carer and other supports involved.
	Alert: Sometimes a family member, carer or other supports may present a sexual risk to a consumer and vice versa.


2.2 Promoting sexual safety
In promoting sexual safety, staff should:
Ensure consumers, families, carers, and support people receive information about sexual safety as early as appropriate after admission, considering the consumer’s clinical and emotional state.
Provide access to sexual safety resources, including brochures placed in private, accessible locations.
Facilitate regular forums or anonymous surveys with consumers, carers, and families to gather feedback on sexual safety and service quality.
Discuss behavioural expectations and debrief sexual safety incidents regularly during team meetings, using a non-blaming, reflective approach.
Conduct a timely clinical review of every sexual safety incident, with recommendations for service improvement.
Document and report all incidents according to this procedure and in line with mandatory reporting requirements.
2.3 Services available following an alleged sexual safety incident
2.3.1 Forensic and Medical Sexual Assault Care (FAMSAC)
Forensic and Medical Sexual Assault Care (FAMSAC) provides a safe and caring environment for alleged victims of sexual assault. They care for people 14 years or over who have experienced sexual assault in the previous five days. The service is free, and information and treatment are strictly confidential. 
FAMSAC doctors and nurses are available 24 hours, 7 days a week for forensic medical examination of alleged sexual assault victims. 
FAMSAC is located at the Canberra Hospital and their service can be accessed by presenting to the emergency department or via referral from clinicians, support services and police. Both Canberra and North Canberra Hospitals provide support for all alleged victims of sexual assault and provide emergency treatment.
Referral to Forensic and Medical Sexual Assault Care (FAMSAC) procedure available on the CHS policy and Guidance Register and FAMSAC website: Forensic and Medical Sexual Assault Care (FAMSAC) provide further information.
[bookmark: _Hlk201934287]2.3.2 Paediatric Forensic Medical Services and Enhanced Child Health Services
[bookmark: _Hlk201934272]Paediatric Forensic Medical Services (PFMS) provides forensic assessment of children up to the age of 14 years, where referral is received by a statutory service (or via the Emergency Department) in response to recent child abuse and/or criminal neglect. 
PFMS is located at the Canberra Hospital, Building 3, Level 1, and can be accessed by referral from either the police, or other statutory child protection service. Internally, referrals may be received from a doctor where the child is in emergency department or has been admitted. 
PFMS can be reached by calling 0403124607 between 8:30am and 5pm, Monday to Friday.
Enhanced Child Health Services (ECHS) is a counselling service available for children with recent disclosure of abuse and neglect. The doctors in PFMS may refer children to ECHS where counselling support is required.
	Note: ECHS is not a crisis service. For crisis, please contact Canberra Rape Crisis Centre.


ECHS can be accessed by calling the Duty Worker on (02) 5124 2712, between 8.30am and 5pm, Monday to Friday.
2.3.3 Other agencies
There are a range of other agencies that can support both staff and consumers when there is an allegation of sexual assault or harassment. All CHS Network staff should familiarise themselves with these agencies and the type of support they offer so that they are able to provide relevant options to consumers as required should they experience a sexual safety incident.
See attachment B for other available supports.
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3.1 Risk assessment and plan of care
All consumers should be assessed for the risk of having their sexual safety breached or compromising someone else’s safety as part of a comprehensive holistic assessment. The assessment should include consideration of the consumer’s health, treatment, support and safety needs and considered along with other risks such as risk to self and others, risk of physical and sexual violence, physical health risk or other risks.
If a consumer is assessed as being at risk of breaches of sexual safety, this assessment must be documented within the admission clinical documentation, progress notes, management/care plans, and discharge/transfer plans. A plan of care should be developed in collaboration with the consumer, and with their family, carer or other support (with consumers consent). It should outline what steps are being taken to mitigate the risk. This should then be communicated to all staff on the treating team.
	[bookmark: _Hlk187749230]Note: A useful starting point for the development of a plan of care is asking: “What will help you feel safe now?” 
This will enable consumers to talk about their needs if they have not disclosed sexual assault or harassment.


A plan of care should include:
Individual specific triggers and an individual’s relational and environmental circumstances that may compromise safety.
The responsibilities and actions agreed by the consumer, their family and carers and clinicians in maintaining safety.
The strategies aimed at reducing risk and enhancing safety.
The actions to be taken, when and by whom in the event of a crisis.
How changes in risk will be monitored.
3.1.1 Assessing individual risk factors
All consumers are potentially at risk due to the nature of their illness and/or the experience of being hospitalised. Several factors have been identified as placing some consumers at a particularly higher risk of experiencing a breach of sexual safety (see section 3.7).
3.1.2 Assessing relational/social context risk factors
This involves looking at the social and relational context the consumer is in, whether in an inpatient unit or in the community and will involve consideration of issues such as: 
Staff levels.
Mix of consumer’s sex/gender.
Acuity of consumers.
Family situation including family violence.
Any concerns relating to visitors that may contribute to the consumer’s risk.
Online safety and the risk from inappropriate use of the internet, social media, and other electronic devices such as mobile phones.[9]
3.1.3 Assessing the risk of breaching someone else’s safety
Some consumers may be both at risk of breaching others’ sexual safety and at risk of victimisation themselves, for example those with disinhibited behaviour due to dementia or mental illness. As with assessment of any other risk, it should involve assessment of individual, relational and environmental contextual factors that contribute to the risk.
Individual risk factors that have been associated with breaching the sexual safety of consumers accessing treatment include: 
Sexual disinhibition 
History of sexual offending 
History of non-sexual violence 
History of perpetrating family and domestic violence including sexual and non-sexual violence 
Abusive language 
Threatening behaviours 
Intimidating behaviours including sexual harassment 
Acute drug intoxication 
Alcohol and other drug use.[7]
3.2 Consumers in the community
CHS staff working in community-based services have a responsibility to consider the risks of consumers in community settings. Where there are concerns about family and domestic violence staff should refer to the Identifying and Responding to Family Violence Procedure available on the CHS policy and Guidance Register.
3.3 Physical environment – design and use of space
Making improvements to the physical environment of a facility can have a real and positive impact on addressing sexual safety issues for consumers. The suggestions provided here regarding changes to the physical environment are supported by the Australian Health Facility Guidelines. 
	Note: Whilst it is recognised that implementing these changes in some facilities may be difficult, services should work towards introducing similar changes to their facility’s physical environment where the layout of the existing facility allows this and taking account of these suggestions when upgrading services or planning any new facilities.



Access to gender specific inpatient units or to gender specific areas and spaces.
Lockable bedroom doors. Being able to lock themselves in their bedrooms can greatly contribute to a consumer’s feeling of security at night. Noting this may not always be possible where patient safety is a concern, for example Mental Health Inpatient units.
Safe access to bathrooms and toilets
· Ensuite bathrooms and toilets are safer than shared facilities.
· Where ensuites are not available, gender specific bathroom and toilets should be in separate areas where consumers do not have to walk through an opposite gender area to reach them.
· No dormitories or shared bedrooms for those who feel at risk and are distressed by the lack of privacy and dignity.
Family visiting areas that facilitate privacy and safety.
The provision of nurse call buttons to enable consumers to call for staff assistance in case of emergency. Nurse call buttons could be located in both bedrooms and bathrooms and promoted to consumers within their orientation so that they are aware of their existence.
[bookmark: _Hlk204344140]CCTVs should be installed and used in accordance with CHS Protective Security – Closed Circuit Television Procedure available on the CHS policy and Guidance Register.
Increased vigilance and flexibility to increase levels of observation and therapeutic engagement. This could include night-time, when handover occurs and during ward rounds, when consumers are at higher risk. A constant staff presence is required in acute inpatient units, including overnight. Communal or outdoor areas where there is a reduced staff presence are high risk areas that may require an increased level of observation.
3.3.1 Considerations for consumers under 18 in adult inpatient units
Wherever possible, inpatient treatment for adolescents should be provided separately from adults. However, in some circumstances this will not be possible, and this may increase the risk. In all situations when adolescents are being cared for in an adult inpatient unit, environmental and staffing adjustments must be considered and particular care taken to plan, implement and document adequate clinical observation, therapeutic engagement and supervision arrangements to ensure the young person’s sexual safety. Transfer as soon as practical to an age specific service should be a priority. Refer to local policies, procedures or guidelines.
3.4 Maintaining professional boundaries
CHS staff must not seek to initiate, encourage, or engage in personal relationships with any consumer who is currently receiving treatment or support services from CHS, with whom the staff member may be involved as part of the treating or care team. A personal relationship refers to any connection outside the professional context. Staff are expected to identify actual or potential conflicts of interest and report these immediately to their manager.
This includes both inpatients, outpatients and in the community. This also applies to consumers families, carers and other supports. This is in line with the ACT Public Sector Code of Conduct, Medical Board of Australia Guidelines: Sexual Boundaries in the Doctor-Patient Relationship, and the Australian Health Practitioners Regulation Authority Code of Conduct.
	[bookmark: _Hlk190252926]Note: Even if a consumer consents or initiates sexual conduct, it is the professional’s responsibility to maintain the professional boundary.


All ACT government employees must also adhere to Social Media Guidelines for Personal Use.
3.5 Managing sexually disinhibited behaviour
A plan of care should be created for any individuals exhibiting sexually disinhibited behaviour or have a history of sexual disinhibition. Any existing plan of care should be reviewed and updated after an incident of sexual disinhibition. The plan of care needs to be communicated to all health staff involved in the consumer’s care. This should also be shared with their family, carer and other support (with consumers consent) to support a consistent approach to managing the concerning behaviour.
In developing the plan of care, you should consider:
The requirement of additional resources for a higher level of supervision and observation which can be provided by the service.
How to reinforce appropriate behaviour and clothing. 
The requirement for a medical review to assist in managing concerned behaviour to ensure the consumer is safe from harm to self or others.
Strategies to distract the consumer should their behaviour be associated with dementia. 
How and what to communicate to the consumer and their family, carer and other supports about the behaviour and the person can be supported. 
Verbal instructions and reinforce appropriate behaviours to the consumer need to be clear, simple and unambiguous. 
Any changes required to the service setting to provide safety for other consumers, staff and privacy for the consumer who display behaviours of sexual disinhibition.[7]
3.6 Recognising and responding to consumers from vulnerable and diverse groups
Targeted strategies to improving the sexual safety of consumers of CHS must be informed by an understanding of the diversity of needs, associated risks and challenges that are associated with a person’s culture, language, disabilities, age, housing and social circumstances, religion, sexuality, and gender identity must be underpinned by a trauma-informed lens and approach.
While recognising that majority of victims of sexual safety incidents are women, other groups are also at higher risk.
3.6.1 Mental Health Consumers
All consumers of mental health services should be assessed for higher risk of having their sexual safety breached or compromising someone else’s safety as part of a comprehensive holistic assessment.
The assessment should include consideration of the consumer’s health, treatment, support and safety needs and considered along with other risks such as risk to self and others, risk of physical and sexual violence, physical health risk or other risks.
3.6.2 Aboriginal and Torres Strait Islander People
Aboriginal and Torres Strait Islander people are likely to face additional barriers to reporting sexual victimisation including shame, stigma and a lack of trust in government services due to historical experiences of discrimination, racism and past practices of institutionalisation and forced removal. The concept of shame is very important within many Aboriginal communities. Shame can be overwhelming and can act as a barrier to seeking help. Individuals may fear ‘payback’ from members of the community.[14]
Aboriginal and Torres Strait Islander women experience sexual violence at a rate between two to five times higher than that experienced by non-Aboriginal women, and much is not reported.[14] This may place them at increased risk of feeling unsafe and being re-traumatised when accessing our service.
The gender of the staff caring for the Aboriginal consumer is vital, as in some communities it is considered taboo for men and women to discuss sexual behaviour with each other. Staff must be aware of and responsive to these factors in providing care for Aboriginal and Torres Strait Islander people. Where possible, ALO’s should be engaged to work with consumers (with consent) around appropriately preventing and responding to sexual safety incidents.
3.6.3 Child or young people under the age of 18 years
The following groups are at greater risk:
Children with disability.
Young females who have a history of physical and sexual abuse. 
Young people of diverse sexuality, sex and/or gender. 
Children who are heavily sedated.
Children being cared for in an adult inpatient facility. 
	Alert: As per Crimes Act 1900, it is a crime to be in a sexual relationship with a young person (see definitions) if the young person is under their ‘special care’. ‘Special care’ relationships include stepparent, guardian, foster parent, health practitioner, employer, teacher, coach, priest, etc.


While children and young people may be vulnerable to sexual safety breaches, they may also pose a sexual risk to others, including through the inappropriate use of the Internet, social media, and other electronic devices such as mobile phones. Children and young people should be advised on how to maintain their online privacy and safety. [9]
Communication is also a key factor in the sexual safety of consumers who are children and young people. Children and young people may be reluctant to communicate their experiences verbally, meaning health staff will need to adopt communication styles that allow the child or young person to feel safe to communicate in their own way.[8]
Education about contraception and other aspects of sexual health and safety may support young consumers to better communicate about any sexual safety issue, and consideration of the educative needs of this group should be a routine part of comprehensive individually tailored care planning and service delivery.[8]
3.6.4 Consumers from culturally and linguistically diverse backgrounds, including refugees
Some migrants and refugees have experienced violence as part of their pre or post migration history, which may include sexual violence. Some may have experienced forced marriage. Additionally, they may have past experiences impacting on their ability to trust systems or services. Once in Australia, several factors increase the risk of physical and sexual violence for some individuals from CALD backgrounds. Some of these are:
Language barriers 
Failure to recognise sexual and physical violence 
Cultural barriers, such as shame, honour, ritual and beliefs 
Residency fears 
Lack of knowledge of rights, law and the system 
Disconnections from their community 
Fear of bringing shame on the family 
Physical, social and emotional isolation.
It is important to engage a professional interpreter, but keep in mind that interpreters can sometimes be part of the same community as the consumer reporting the sexual safety incident.
[bookmark: _Hlk204344286]Refer to the Language Services – Interpreters and Translated Materials for Adults and children Procedure available on the CHS policy and Guidance Register for more information.
3.6.5 Consumers with intellectual, developmental, cognitive and physical disability
Consumers with intellectual, developmental, cognitive and physical disabilities are at greater risk to sexual assault and exploitation. When a person with disability also has a mental illness, this risk can be substantially increased. Social dislocation, fragmented care and lack of education about sexuality and sexually appropriate behaviour may also contribute to this risk.[8] Women with an intellectual disability are 50-90% more likely to experience a sexual assault than the general population.[7]
Some practice points for CHS staff to follow:
Basic sex education, tailored to individually suit the communication and comprehension level of the consumer with intellectual disability, can help to combat risks to sexual safety breaches by providing the consumer with the knowledge to understand the difference between normal sexual activity and sexual assault. Armed with this knowledge, consumers with intellectual disability can more effectively identify when they are being victimised and develop self-protective behaviours.
Consumers with intellectual disability will also benefit from being provided with clear advice about their rights in relation to sexual safety, such as their right to say ‘no’ to sexual activity. As people with intellectual disability may require additional support to confidently assert their rights, even when they are aware of them. Education will also be required to help consumers with intellectual disability learn how to ensure these rights are upheld. This in turn will support them to speak up should they experience a sexual safety incident.
If another person is brought in to assist with support or communication, check that they are a safe person and ensure the consumer feels safe with this person. Ask the consumer who they would prefer to assist them.
3.6.6 Consumers who identify as LGBTQIA+
Individuals who identify as lesbian, gay, bisexual, transgender, queer(questioning), intersex, asexual and other sexually or gender diverse (LGBTQIA+) are at an increased risk of sexual safety incident. In addition, some individuals may be members of more than one of the identified vulnerable and diverse groups, compounding the stigma and disadvantage experienced.[7] Within the LGBTQIA+ community there are groups that are more at risk - in particular trans and gender diverse people.[17]
There is evidence that an inpatient setting can be an unsafe environment for consumers who identify as LGBTQIA+, with people reporting harassment or threatening behaviour from others accessing inpatient care.[7] Barriers to reporting sexual assault for individuals who identify as LGBTQIA+ include fear of discrimination, social exclusion and abuse. In addition, there may be a fear of negative stereotypical and uninformed responses from health care workers and mainstream providers. 
3.6.7 Vulnerable Men
Although the evidence is clear that the overwhelming majority of victims of sexual assaults are women, men also experience sexual assault or harassment during inpatient admissions and in the community.[16]
The risk factors that apply for women are also relevant to men including a history of childhood sexual abuse. Men are usually sexually assaulted by other men. The commission of such assaults is not necessarily related to the perpetrator’s sexual identity. Some men are sexually assaulted because those perpetrating the assault are homophobic and believe a person is gay, or that they should be punished for being gay. For men who are sexually assaulted by females, it can be even more difficult to disclose and access support. Males are less likely to report a sexual assault for fear of judgement, stigma or being treated differently. It can lead to them questioning their masculinity, sexuality and self-identity. This can lead to increased distress and isolation.[7] 
3.6.8 Older Consumers
Older people have been identified as a group at higher risk of sexual assault in both community and residential settings. Older women have been identified as particularly vulnerable. Older people are more likely to be sexually assaulted by family members, friends or care workers than a stranger. Research has identified that more than half of elderly victims of sexual assault have died within a year of the experience.[7]
Issues to consider in relation to the sexual safety of older consumers include: 
The older consumer may be dependent on the person who poses a sexual risk to them for financial, emotional, physical or social support. It is also possible for the perpetrator to be dependent on the older consumer. 
The presence of any cognitive or health impairments such as BPSD (dementia complicated by behavioural and psychological symptoms such as inappropriate sexual behaviour, intrusiveness and wandering); physical frailty; mobility issues and sensory and communication deficits (hearing, sight and speech) may reduce the ability of the older consumers to protect themselves.[11]
Older consumers with disabilities are more likely to require assistance with intimate personal care so there needs to be sufficient staff of appropriate gender to meet these needs in a way that ensure older consumers feel sexually safe and are treated with dignity.[15] 
Older consumers, especially women, tend to find mixed sex accommodation less acceptable than young consumers do but are less willing to voice complaints.[15] 
Back to Contents
[bookmark: _Toc210293188]Section 4 – Responding to sexual safety incidents
  4.1 Steps to take when responding to a sexual safety incident
The chart below outlines steps staff should follow when responding to a sexual safety incident:
[image: A flow chart with the steps for responding to sexual safety incident.  each step is explained in the text below]
4.1.1 Listen to disclosure
Allow time to let the alleged victim tell what has happened in their own words and at their own pace about their experience and concerns. The alleged victim should be informed that they have control over what and how much information they disclose and to whom. As soon as practicable, document the disclosure as told by the alleged victim, using their words and language.
In the case of sexual assault, any questions should be open and not closed to prevent any risk of contamination of evidence if a matter proceeds to court. Open ended questions may include ‘Can you tell me more? What happened next? Did anything else happen?’ These are clarifying questions.[7]
If the person has agreed to have a medical and/or forensic examination then staff should consider minimising questioning about details as during these examinations, the consumer will be asked to provide a detailed account of the sexual assault, and this can be re-traumatising. However, they should not cut someone off and make them feel they can’t disclose anything.
4.1.2 Ensure immediate safety and provide urgent medical care if required
Ensure the immediate safety and welfare of the alleged victim. This can be done by enquiring what immediate help or support they need to feel safe. Provide a safe, quiet and private space and allocate an appropriate staff member to remain with them and support them. Preferably ask the alleged victim who they would like to support them. 
Arrange for an assessment of the alleged victims physical and emotional wellbeing by a senior staff member. Assess the risk and make any necessary urgent referrals. The alleged perpetrator should be kept away from the consumer while the ongoing risk is being assessed and a plan developed.
If there has been any loss of consciousness, head injury, strangulation or any serious injury provide urgent medical care. Medical and psychiatric care, including treatment of injuries, non-fatal strangulation, or intoxication (drugs and / or alcohol) takes precedence over a forensic medical examination.
If there is a risk of suicide, please follow process outlined in Initial Management, Assessment and Intervention for a Person Vulnerable to Suicide Procedure. 
4.1.3 Ensure a senior staff member in charge is advised of the alleged incident and coordinates the response
Response to sexual safety incidents should be led and coordinated by an appropriately trained senior staff member.
4.1.4 Offer/facilitate a support person
Advise the alleged victim that they are entitled to access a support person of their choice and facilitate this. This person may be a partner, friend, carer, community support worker, nurse, counsellor, family member or advocate. If they do not want their carer or family informed, their wishes should be respected within the limits of legislation. A social work referral should always be offered to provide support. The relevant social work service can be contacted via the switchboard on (02) 5124 0000.
People who identify as Aboriginal or Torres Strait Islander should also be given the option of seeking cultural support through CHS Aboriginal and Torres Strait Islander Liaison Service (02) 5124 2055 email ALOService@act.gov.au , or the MHJHADS ALO on (02) 5124 0000. The ALO’s are available Monday to Friday from 8:30am to 4.30pm.  
For people culturally or linguistically diverse, or if an Auslan interpreter is required for people who are hearing impaired, refer to the Language Services – Interpreters and Translated Materials for Adults and children Procedure available on the CHS policy and Guidance Register for more information.
4.1.5 Offer the alleged victim assistance to contact the police
	[bookmark: _Hlk191303783]Alert: CHS staff must obtain consent (if alleged victim is an adult) before contacting the police. It must not be assumed that an alleged victim will want police involvement. The alleged victim needs to be reassured they can access services without reporting to police. Consent is not required when the act has occurred in relation to a child or young person aged under 16 years. Refer to section 4.2.1 and 5.1.3.


Staff are to advise the alleged victim that sexual assault is a criminal offence, and if they consent, support them, or their carer, to make a report directly to ACT Policing, on 0-000 for emergency attendance or 0-131 444 for non-emergency attendance. (See section 5 for further guidance).
4.1.6 Offer referral to FAMSAC/PFMS
Forensic examination should be offered at the first possible opportunity in cases of recent sexual assault. Contact FAMSAC/PFMS directly if incident occurrent in an inpatient setting. 
In the community setting this may involve recommendation of referral directly to the closest emergency department. 
Referral to FAMSAC/PFMS should be offered even if the alleged victim has not yet chosen to contact police. See Referral to FAMSAC procedure available on the CHS policy and Guidance Register for further guidance.
4.1.7 Risk management of alleged perpetrator
If the alleged perpetrator is reported to be a consumer, staff should assess whether there are ongoing risks to the alleged victim or other people and take reasonable steps to minimise the risk. This including undertaking a comprehensive risk assessment and development of a management plan to ensure steps are taken to minimise risks and prevent further harm. 
If the alleged perpetrator is reported to be a staff member, an immediate risk assessment should be conducted to determine whether there is any risk to consumers, staff or others and the risk mitigated pending review of the alleged incident (see section 4.8). 
Where the alleged perpetrator is reported to be a family member or person of continuing power or authority over the alleged victim, staff should consult with their supervisor or appropriate senior manager to explore how to establish and maintain safety of the alleged victim. Please refer to Identifying and Responding to Family Violence Procedure available on the CHS policy and Guidance Register for further guidance.
4.1.8 Reporting and documentation
Comprehensive documentation and maintenance of accurate records is essential to ensure an appropriate response, effective management and continuity of care (see Section 5).
4.1.9 Discharge planning and transfer of care
Transfer of care from an inpatient facility to a community health setting should include a referral to ongoing support as appropriate and a clear handover to the receiving team.
Discharge documentation should include clear and factual descriptions of the sexual safety incident, as well as clearly outlining the referrals and supports provided and required.
4.2 Children and young people under 18 years – additional considerations
Communicating with children and young people about sexual safety matters can be challenging and will require staff to utilise a variety of communication strategies and therapeutic approaches. Families, carers and other supports perform an important role in supporting young people to understand sexual safety messages and encourage disclosure when incidents of sexual assault or harassment occur.
4.2.1 Mandatory reporting of sexual safety incidents involving children and young people
All CHS staff are Mandated Reporters. Mandated Reporters are legally required to make a Child Concern Report to Children Youth and Families (CYF) if they have a reasonable belief that a child or young person has experienced, is experiencing, or is at significant risk of experiencing physical or sexual abuse, and they form this belief through the course of their employment, whether paid or unpaid. See section 5.1.3 for further guidance.
Additionally, if the alleged perpetrator is an employee (including in this context volunteers and employees of contractors engaged to provide services to children) of CHS, another ACT Directorate, or another ACT organisation identified as a “designated entity”, CHS is legislated to notify the ACT Ombudsman within 30 days of becoming aware of the allegation and conduct a separate reportable conduct investigation. A reportable conduct allegation does not only refer to where the child may be the victim of the abuse, but also to instances where the child may have witnessed the abuse of another person. Please contact People and Culture HR Advisory as soon as possible after becoming aware of a situation that may constitute a reportable conduct allegation. See ACT Reportable Conduct Scheme Procedure available on the CHS policy and Guidance Register for additional information.
4.2.2 Consent for forensic examination – children and young people.
Generally, one or both parent/s or a person who holds parental responsibility through a court order may authorise examinations on behalf of the children where it is in the child’s best interest. However, children and young people who are assessed as having sufficient intellectual and emotional maturity to understand the nature, purpose, and possible outcomes of the examination may consent or decline independently. These individuals are considered ‘mature minors’ under the Gillick Competence framework.
All consent discussions should be conducted in a trauma-informed, developmentally appropriate, and culturally safe manner. Children must be supported to express their views freely, and staff should be mindful of cultural, linguistic, or disability-related factors that may affect understanding or willingness to participate. 
See ‘Gillick Competence’ (Mature Minor) section in Consent for Healthcare Treatment Guidelines available on the CHS policy and Guidance Register.
4.3 Retracted disclosure
Alleged victims may at times retract a disclosure. This may be due to the alleged victims perception that staff do not believe them, and /or because of undue pressure or distress with negative outcomes for someone who persists with a disclosure. A retraction does not mean that a sexual safety incident has not occurred.
Pursuing the issue may be difficult, and forensic examination and police involvement cannot occur without consent. However, the retracted incident should still be reported and recorded, and CHS should investigate the incident to the extent necessary to determine if any action is needed to keep the alleged victim or others safe.[7]
4.4 Where a sexual safety incident is suspected but not disclosed
Sometimes staff may suspect that a sexual safety incident has occurred, but a disclosure has not been made. It is important that staff ask the alleged victim if a sexual safety incident has occurred and respond appropriately in accordance with this procedure. In some cases, the alleged victim may not wish to confirm that a sexual safety incident has occurred. In this instance, the staff member should discuss what they have observed, why they are concerned, and appropriately document their observation/concerns within the Digital Health Record (DHR) (if consumer) and escalate to their team leader/manager.
	[bookmark: _Hlk192762768]Note: The alleged victim should be advised they have the right not to discuss the matter but are encouraged to come and speak about it at a future time if they wish to.


Even if the alleged victim does not confirm that sexual safety incident has taken place, CHS should take actions to ensure the safety of the alleged victim and others.
4.5 Care of a consumer who is the alleged perpetrator of a sexual safety incident
CHS has a duty of care to all consumers, including those who are alleged to have breached another person’s sexual safety. Being accused of breaching someone’s sexual safety is psychologically stressful. Staff need to be mindful that allegations are yet to be proven, and their role is not to prove that the person is innocent or guilty.
It is important that appropriate support and assistance is provided to both the alleged victim and the alleged perpetrator. Where possible, the same staff member should not assume responsibility for both individuals.
In addition to risk management (outlined in section 4.1.7) the following actions should also be taken in relation to the alleged perpetrator who is reported to be a consumer:
Ensure their immediate safety and if appropriate advise them of the allegation using calm, non-accusatory, developmentally appropriate language.
Immediately separate them from the alleged victim if not already done and assign alternate staff supervision.
Ensure their privacy and dignity are respected at all times.
Determine if they require an interpreter and arrange one to be available throughout the process, including during any medical examinations and/or police interviews.
Contact the Mental Health Advocacy Service if the consumer is under the Mental Health Act.
Arrange a mental health and risk assessment, including for suicide and aggression.
Use a culturally safe, disability-inclusive, and rights-based approach throughout.
4.6 Consensual Sexual activity in CHS facility
Staff responding to an incident of assumed consensual sexual activity in any CHS facility should follow a non- judgmental and safety-based approach. Staff should not shame or punish individuals for consensual sexual expression.
Staff should respectfully intervene to maintain privacy and dignity for all parties involved. A suggested approach could be: “I understand your need for connection, but CHS policy does not permit sexual activity on-site.”
If there is any concern or doubt about consent, cognitive capacity or legality, follow the guidance outlined in this procedure.
4.7 Sexually disinhibited behaviour
When a consumer exhibits sexually disinhibited behaviour, a gentle and patient approach should be adopted, particularly where the consumer has dementia, as they will often be anxious and need additional reassurance. If there is any real threat to the safety of other consumers or staff from the consumer exhibiting the behaviour, the emphasis must be on protecting others.
Staff should:
Provide clear feedback about the inappropriateness of the consumer’s actions in a gentle yet firm manner.
[bookmark: _Hlk197079987]Develop/update a plan of care (see section 3.6) to assist with managing the inappropriate behaviour.
Staff can seek support from their immediate supervisors if affected by the incident.
4.8 When a staff member is an alleged perpetrator
Any allegations that involve staff members must be managed in accordance with Dealing with misconduct: a manager’s guide from the health hub.
As soon as possible, the staff member should be informed of the allegation made against them, the responsibility of the service to investigate the allegation, how the investigation will proceed and the immediate implications for the staff member.
Staff should be given advice about the supports available to them. This includes:
Employee Assistance Program (EAP) – for free, confidential, independent, and professional counselling services.
Workplace Resolution and Support (Office of the CEO) email CHS-HDWorkplaceResolution@act.gov.au or phone: (02) 5124 3656.
Staff should also be encouraged to speak to their line manager or Executive Director/Executive Group Manager for further support if required.
4.9 Where a staff member is an alleged victim
If a staff member experiences sexual assault or harassment in workplace, it constitutes occupational violence. As such, in addition to the response outlined above in section 4.1, please follow CHS Occupational Violence Policy and Procedure available on the CHS policy and Guidance Register.
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5.1 Sexual assault and harassment
5.1.1 Internal CHS reporting including Riskman
If a sexual assault or harassment has been disclosed or observed, the incident must be reported as follows: 
 [image: flow chart with internal CHS reporting of sexual assault or harassment.  The staff members needs to inform their immediate supervisor who informs senior management who informs divisional executive and if alleged perpetrator is a staff member also informs People and Culture HR advisory team]
A Riskman clinical incident/staff incident/child concern report must also be completed if:
A sexual assault or harassment is witnessed or reported, and it occurred on CHS premises. 
Staff witnesses/experience sexual assault or harassment while providing care in the community.
5.1.2 Police report
Reporting to the police is not mandatory. The alleged victim has a choice if they would like to report the incident to the police, and their choice must be respected. 

How to report to police:
The alleged victim can contact the police directly by calling 13 14 44 or presenting to the nearest police station.
Health professionals can contact police on behalf of the alleged victim (with consent). 
External services such as Canberra Rape Crisis Centre (CRCC), Domestic Violence Crisis Support (DVCC) can contact police on behalf of the alleged victim (with consent).
	[bookmark: _Hlk195522687]Alert: For children and young people under 18 – CHS staff must report incident to CYF and CYF will notify the police.


5.1.3 Children Youth and Families
If the alleged victim is a child or young person, a report must be made to CYF. The consumer and/or their parent/legal guardian does not need to provide consent for this to occur. However, staff should inform them that a report is being made.
To make a report to CYF, you need to complete the Riskman Child Concern report. If you are unable to access Riskman, you can call the CYF Mandated Reporters Intake Line on 1300 556 728. Make a record in DHR using the Safeguarding process.
Refer to the Identifying and responding to harm, abuse and neglect of children guideline available on the CHS policy register and Child protection page on CHS health hub for further guidance.
5.1.4 Regulated Health Professionals
Staff in professions regulated through the Australian Health Practitioner Regulation Agency (AHPRA) have a mandatory reporting requirement if they have formed a reasonable belief that a registered health practitioner has behaved in a way which constitutes notifiable conduct. This includes sexual misconduct in the practice of the profession.
Registered health practitioners or students must tell AHPRA and their National Board within seven days of becoming aware of a relevant event or change in their status.
In addition, staff registered by a National Board of AHPRA may choose to make a voluntary notification to AHPRA about their own conduct. Other non-registered staff or members of the public may choose to notify AHPRA about a registered health practitioner if they are concerned about the registered person’s professional conduct.
5.1.5 WorkSafe ACT
Work Health and Safety (WHS) legislation requires all CHS staff to report certain incidents known as ‘Notifiable Incidents’ to WorkSafe ACT immediately after becoming aware of the incident. These notifiable incidents are incidents that meet defined criteria under the Work Health Safety Act 2011.
	Alert: Sexual assault that occurred on CHS premises or witnessed/experienced by CHS staff while providing care in the community, are a notifiable incident and must be reported to WorkSafe ACT.


The relevant manager or supervisor must immediately:
Complete the WorkSafe Sexual Assault Notifiable Incident Report form.
Email the completed form immediately to WorkSafe@worksafe.act.gov.au and cc chs.workhealthsafety@act.gov.au.
Lodge a staff incident/clinical incident report on Riskman attaching a copy of the completed form.
For more information about reporting notifiable incidents see the Reporting Notifiable Incidents to WorkSafe ACT Factsheet or see Staff incident reporting SharePoint page.
5.1.6 Documentation
The sexual assault and harassment incident needs to be clearly and accurately documented. Documentation should comprise actual accounts of events using the alleged victims own words (in quotation marks) and clear descriptions of behaviours wherever possible.
Terminology or language which can be interpreted in different ways should not be used (e.g. terms such as ‘inappropriate’ or ‘suspicious’). Avoid leading questions, subjective terms, language, and conjecture, which may be open to interpretation
The following should be documented in Riskman:
Specific details including the nature, time and location of the allegation, any witnesses, the alleged victim’s account.
That the alleged victim has been provided with information regarding their rights, action which may be taken and support available.
Any management strategies implemented and their outcome.
If the incident has been reported to the police, CYF or WorkSafe ACT.

The following should be documented in the alleged victims DHR:
Any clinical support/response provided.
The alleged victims clinical state including mental status, the effects of the incident, and any coping strategies used.
Any referral to internal health support services such as FAMSAC/PFMS.
The Riskman (clinical incident/staff incident/child concern report) number.
Any referral to external support agencies such as CRCC.
If the alleged incident occurred in an inpatient area and the alleged perpetrator is currently admitted to CHS, consider documenting the following in the alleged perpetrators DHR:
· Any risk mitigating strategies implemented that involved the alleged perpetrator. 
· Any clinical support/response provided to the alleged perpetrator.
	Alert: DO NOT put any alleged victim’s information into the alleged perpetrators DHR.



	Note: Managers should keep a record of any sexual assault and harassment, including a copy of the notifiable incident form sent to WorkSafe ACT for at least 5 years after the day the notification is made.
Where the alleged perpetrator is a staff member, relevant information will be maintained on a confidential file held by CHS Division of People and Culture.


5.2 Consensual sexual activity in CHS facility
5.2.1 Reporting
When consensual sexual activity is observed or reported, the staff member should inform their direct supervisor/senior manager.
5.2.2 Documentation
Documentation of this incident type is not required unless there are safety concerns, in which case follow relevant CHS risk reporting processes.
5.3 Sexually disinhibited behaviour
5.3.1 Reporting
When sexually disinhibited behaviour has been observed or reported, the staff member must inform their direct supervisor/senior manager.
5.3.2 Documentation
The consumer’s behaviour must be noted in their file.
A plan to manage any future incidents should be developed and any actions taken must be documented including an increase in level of observation, debriefing with consumer around the incident and advice to the consumer, and their family and carer, about strategies noted within the plan of care so that a consistent message is provided.
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[bookmark: _Hlk170467190]Outcome
Enhancement and promotion of safe environments for consumers, staff and visitors.
Provide staff with knowledge and skills to provide safe care to vulnerable consumers, including how to effectively respond to sexual safety incidents.
Inform consumers and visitors of their role in maintaining sexual safety for themselves and others during their stay/visit to CHS.
Improved organisational reporting, recording and response to sexual safety incidents including WorkSafe reporting requirements.
[bookmark: _Hlk170467240]Measures
An assessment of all potential areas for risk (as identified in the procedure) and those actions taken to ensure safety in all identified places. 
Completion rate of sexual safety education and training, and post knowledge participant surveys. 
Clinical and quality outcomes will be evaluated through patient experience questionnaires and consumer feedback data
Alleged sexual safety incidents recorded in Riskman and appropriately managed.
100 percent of incidents meeting WorkSafe ACT reporting criteria are reported to WorkSafe ACT.
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Policies
Nursing and Midwifery Continuing Competence
Consent and Treatment
Family Violence
Occupational Violence
Procedures
Health Care Associated Infections Clinical Procedure
Patient Identification and Procedure Matching Policy
Identifying and Responding to Family Violence
Family Violence Workplace Support
Occupational Violence
Referral to Forensic and Medical Sexual Assault Care (FAMSAC)
Sharing Information with Carers – Mental Health Adult Inpatient Units
ACT Reportable Conduct Scheme
Protective Security – Closed Circuit Television
Language Services – Interpreters and Translated Materials for Adults and children
Guidelines 
Identifying and responding to harm, abuse and neglect of children
Consent for Healthcare Treatment
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Crimes Act 1900
ACT Children and Young People Act 2008
Other
Australian Charter of Healthcare Rights
CHS Disability Action and Inclusion Plan
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Sexual Consent: To give permission for something of a sexual nature to happen, agree to do something of a sexual nature, or accept something of a sexual nature proposed or desired by another. Consent can only be considered valid if:
the consumer is 16 years of age and over and is mentally competent to consent
the consent is given voluntarily and without coercion.
Consent must be provided each time and not be based on prior behaviour.
Child: Consumers below 12 years of age.
Young Person: Consumers who are 12 years and older but below 18 years of age.
Adult: Consumers who are 18 years and older but below 65 years of age.
Older Person: Consumers above 65 years of age, and 50 years of age if they identify as Aboriginal or Torres Strait Islander.
Trauma informed care: Trauma informed care involves staff understanding the impact of trauma, triggers, and how service delivery can aggravate the impacts of trauma.
Gender Sensitivity: Gender sensitivity is the process by which people are made aware of how gender plays a role in life through their treatment of others.
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List the search terms to be used to assist in locating this document in the register. 
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Attachment A - Responding to a disclosure of recent sexual assault – quick checklist
Attachment B - Support and referral options
Attachment C – Responding, Reporting and Documentation of Sexual Safety Incident
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Attachment A: Responding to a disclosure of recent sexual assault – quick checklist
	Issues to be considered
	Yes
	No
	Action required/taken
	Date action taken

	Is the consumer in current danger?
	

	

	
	

	Do special accommodations need to be made to make the consumer feel safe?
	

	

	
	

	Has any evidence related to the assault been secured?
	

	

	
	

	Does the consumer want a member of their family or their carer informed?
	

	

	
	

	Does the consumer want to report the assault to the Police?
	

	

	
	

	Does the consumer want to talk to a Sexual Assault Service or other counselling service?
	

	

	
	

	Does the consumer have acute injuries that need medical attention?
	

	

	
	

	Does the consumer want or need a forensic exam to be performed?
	

	

	
	

	If the assault happened within the past 120 hours, and the consumer is female, do they want or need emergency contraception?
	

	

	
	

	Does the consumer want or need prophylaxes for HIV or other sexually transmitted infections?
	

	

	
	

	Does the consumer want or need follow-up care, for either physical or psychological injuries?
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Attachment B: Support and referral options
	Agency
	Contact information

	ACT Policing
	Phone: 13 14 44. In an emergency call Triple Zero (000)

	Canberra Rape Crisis Centre (CRCC)
Service Assisting Male Survivors of Sexual Assault (SAMSSA)
	Crisis Phone Line: 02 6247 2525 (7am – 11pm, Monday – Sunday)
Crisis Text Line Only (for deaf and hard of hearing individuals): 0488 586 518 (7am – 11pm, Monday – Sunday)
Crisis Team Email: crisis@crcc.org.au

	Domestic Violence Crisis Services (DVCS)
	24/7 Crisis Line: 02 6280 0900
Email: crisis@dvcs.org.au

	Children Youth and Families (CYF) 
	Phone: 1300 556 729
Email: cyf@act.gov.au

	Victims Support ACT
	Phone: 1800 8222 72 or 02 6205 2222

	Lifeline
	Phone: 13 11 14

	Kids Helpline
	Phone: 1800 55 1800

	1800RESPECT
	Available 24/7: Call 1800 737 732, text 0458 737 732 or online chat. 

	Rainbow Sexual Domestic and Family Violence Helpline
	Phone: 1800 497 212

	Canberra Sexual Health Centre (CSHC)
	Phone: 02 5124 2184

	The Translating and Interpreting Service
	24/7 Phone: 13 14 50

	Sexual Health Family Planning ACT
	Phone: 02 6247 3077


Attachment C: Responding, Reporting and Documentation of Sexual Safety Incident
	Incident Type
	    Response
	                                                      Reporting
	Documentation

	





















Sexual Assault and/or
Sexual Harassment
	Step
	
	Step
	
	In Riskman
	In alleged victims DHR file

	Alleged perpetrator 

	
	


1
	


Listen to disclosure
	


1
	

Staff member informs their immediate supervisor
	Specific details including the nature, time and location of the allegation, any witnesses, the alleged victim’s account
	Any clinical support/response provided 
	If the alleged incident occurred in an inpatient area and the alleged perpetrator is currently admitted, consider documenting the following in the alleged perpetrators DHR:
· Any risk mitigating strategies implemented that involved the alleged perpetrator
· Any clinical/response provided to the alleged perpetrator
Alert: DO NOT put any alleged victim’s information in the alleged perpetrator’s DHR



	
	

2
	
Ensure immediate safety and provide urgent medical care if required
	

2
	

Immediate supervisor informs senior management (e.g. CNC/Afterhours Coordinator)
	That the alleged victim has been provided with information regarding their rights, action which may be taken and support available
	The alleged victim’s clinical state including mental status, the effects of the incident, and any coping strategies used  
	

	
	

3
	
Ensure a senior staff member in charge is advised of the alleged incident and coordinates the response

	

3
	

Senior management informs divisional executive (Executive Director/General Manager/Executive Group Manager/ Afterhours Hospital Manager)
	Any management strategies implemented and their outcome
	Any referral to internal health support services such as FAMSAC/PFMS 
	

	[bookmark: _Hlk197082014]
	


4
	


Offer/facilitate a support person 
	Additional reporting steps are required in Situations A, B, and C (below)
	If the incident has been reported to the police, CYF or WorkSafe ACT
	The Riskman (clinical incident/staff incident/child concern report) number 
	If alleged perpetrator is a staff member, relevant information will be maintained on a confidential file held by CHS division of People and Culture.

	
	
	
	
	Situation A
If alleged victim is an adult (staff, consumer or visitor)

	Situation B
If alleged victim is under 18 years of age 
(Note: No consent needed)


	Situation C 
If alleged preparator is CHS staff


	
	
	

	
	5
	Offer the alleged victim assistance to contact the police
	4
	WorkSafe ACT (for sexual assault on CHS premises or witnessed/experienced by CHS staff while providing care in the community) by filling out:
Sexual Assault Notifiable Incident Report form
	WorkSafe ACT (for sexual assault on CHS premises or witnessed/experienced by CHS staff while providing care in the community) by filling out:
Sexual Assault Notifiable Incident Report form
	WorkSafe ACT (for sexual assault on CHS premises or witnessed/experienced by CHS staff while providing care in the community) by filling out:
Sexual Assault Notifiable Incident Report form
	
	Any referral to external support agencies such as CRCC
	

	
	6
	Offer referral to FAMSAC or PFMS as appropriate

	5

	Riskman clinical incident/staff incident

	Children Youth and Families (CYF) by completing the:
 Riskman Child Concern report
	People and Culture HR Advisory team as soon as possible via (02) 5124 9610 or CHSHRAdvisory@act.gov.au

	
	
	

	
	7
	Risk management of alleged perpetrator

	6
	ACT Policing (if alleged victim provides consent)
13 14 44
	CYF will notify ACT Policing
	ACT Policing (if alleged victim provides consent)
13 14 44
	
	
	

	
	8
	Reporting and documentation

	
	
	
	Regulated Health Professionals with guidance from CHS HR Advisory team
	
	
	

	
	9
	Discharge planning and transfer of care
	
	
	
	
	
	
	

	Consensual sexual activity in CHS facility
	
1
	Staff should respectfully intervene and inform about CHS policy
	
1
	
Staff member informs their direct supervisor/senior manager

	Documentation of this incident type is not required unless there are safety concerns, in which case follow relevant CHS risk reporting processes. 

	Sexually disinhibited behaviour
	
1
	On duty team to collaborate and respond to the incident

	
1
	
Staff member informs their immediate supervisor
	The consumer’s behaviour must be noted in their file. A plan to manage any future incidents should be developed and any actions taken must be documented.
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