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ment policy that focuses on a healthy rural economy, many
outback communities face a bleak future — a future charac-
terised by continued poor health status of rural dwellers.
Complementary local initiatives based on community
empowerment will also be required to address specific
problems.

Lastly, rural health matters because of the valuable lessons
to be learned from the many innovative solutions that have
arisen in response to the problems of rural health in
Australia. The tyranny of distance, the deficit of resources
and the passion of a number of dedicated practitioners to
cater for the diverse geographical circumstances of non-
metropolitan Australia have resulted in many innovative
health sector responses, including the Royal Flying Doctor
Service, multipurpose and regional health service models,
and telemedicine. Nurse practitioners (a concept currently
being trialled in several States) have been working effectively
in Australia’s remote communities for decades. Australia is a
world leader in rural health education, particularly medical
education.7,8 Implementation of a true primary health care
approach has long characterised the way healthcare is
practised and delivered in many small outback communi-
ties, particularly by Aboriginal community controlled health
services.9 In summary, innovation born of both local need
and community action is a hallmark of much rural and
remote healthcare practice.

Strong rural and regional representation in setting
national policy is imperative. Moreover, improved coordina-
tion between government departments and between differ-
ent levels of government on issues affecting rural areas is
required. Metropolitan-based clinicians, educators, policy-
makers and those responsible for implementing health
programs should at the very least have an awareness of the
geographical, economic and cultural diversity of their con-
stituents and patients. We in the medical profession can

collectively continue to press for appropriate health infra-
structure, improved access to education and economic
opportunities for rural and remote communities.

The issue of how the “outback” is defined (whether in
terms of “rural” or “remote” areas) is likely to be an ongoing
debate, if for no other reason than its significance in terms of
resource allocation and monitoring of health outcomes.
What should not be in dispute, however, is the need for a
distinctive “rural health” approach and national recognition
of the valuable role in the Australian economy and psyche
played by a healthy “outback” in all its diversity.
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Child sexual abuse revisited
Notification of abuse should trigger initiatives to prevent further abuse 
and ameliorate adverse consequences

THERE HAS BEEN CONCERN recently in Australia about the
sexual abuse of children by those in authority. Clearly, we
expect such people to behave better. However, child sexual
abuse is much more likely to involve the ordinary people
comprising a child’s family and their friends.

In 1990 the World Health Organization Global Burden of
Disease project1 identified 10 risk factors that, if averted,
would reduce the burden of disease by a third (eg, malnutri-
tion, poor sanitation, unsafe sex). For the next revision of
the risk estimates, the WHO Collaborating Centre at St
Vincent's Hospital, Sydney, was asked to prepare a report on
the prevalence and impact of child sexual abuse on health
status around the world.2 Here, we comment on the situa-
tion in Australia.

Child sexual abuse can be
subdivided into three levels
of severity. Non-contact
abuse includes sexual solici-
tation or exposure by an
older person; contact abuse
involves genital touching or
fondling; and penetrative abuse includes oral, anal or vaginal
intercourse by an older person.

Prospective studies of the prevalence of child sexual abuse
are ethically and legally difficult. Thus, all data are from
retrospective reports of men and women asked about their
experience of unwanted sexual activity before the age of 18
years. However, establishing the validity of retrospective
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reports is not easy — only a minority of children who have
experienced child sexual abuse report it to their parents, and
only a minority of these parents report the abuse to the
authorities. Furthermore, unreliable recall represents a
threat to the validity of the results. However, follow-up
studies show that a false-negative rather than a false-positive
bias is the rule.3

Methodological factors like the type of sample used and
the number of questions asked to ascertain abuse may also
compromise the validity of results. Accordingly, for the
WHO study, such method factors were statistically control-
led for.

Seven studies of child sexual abuse have been performed
in Australia.4-12 The adjusted prevalence estimate in males
was 5.1% and in females 27.5%, which corresponds with
rates in comparable countries. The rates for contact plus
penetrative abuse were two-thirds of these (ie, 3.6% in males
and 17.9% in females). The onset of abuse occurs at a mean
age of 10 years, with most starting before age 12. The
abuser is a family member in about 40% of cases, and is
known to the child in 75% of cases. The abuser is usually
male, mean age 32 years.

Child sexual abuse is more frequent in families beset by
other adversity, and it is difficult to determine the cause of
any increased rate of mental disorders in the presence of an
aggregation of risk factors. Two reports of a twin study11,12

that was able to control for the effect of family environment
showed increased rates of anxiety, and depressive and
substance-use disorders in the abused twin. Rates of suicide
attempts were also increased in the abused twin.

Child development studies in other countries, in which
the family environment was measured independently of
sexual abuse or mental disorder, have generated similar
results.13,14 People who report contact or penetrative abuse
in childhood have double the normal rates of mental
disorders and suicide attempts. Attributable risk calcula-
tions suggest that 11% of depression in women and 3% of
depression in men could be attributed to contact or penetra-
tive abuse in childhood. Quite apart from increased rates of
mental disorders, children who have experienced sexual
abuse continue for years to show significantly more distress
and disturbed behaviour.8 A minority of children are able to
surmount this type of adversity and remain unaffected. For
those who do not the sequelae can be serious, with great
societal costs.

What can be done? Teachers and doctors are required to
report sexual abuse that comes to their notice. However, this
system has the potential to encourage a “don’t ask, don’t
know” attitude. At the same time, it does serve notice to
abusers that they are at risk of discovery. In some States,
criminal record checks required of anyone who works with
children have removed any suggestion that child sexual
abuse will be tolerated or excused. Conviction of offenders
is not simple, even in the minority of cases in which there is
clear medical evidence, as, apart from the child, there are

usually no witnesses. Nevertheless, the change in the judicial
attitude to child sexual abuse is expected to result in a
reduction in incidence.

Notification of abuse should trigger other initiatives to
prevent further abuse and ameliorate any adverse conse-
quences. Firstly, help for the mother/carer to keep the child
safe from further abuse, whether achieved by health visitor
support, family counselling, or physical relocation of the
family; and secondly, treatment for the child to ensure that
disturbed and dysfunctional behaviours and the increased
risk of mental disorders do not occur.

A recent review of controlled studies of treatment for
sexually abused children has provided preliminary evidence
that the sequelae can be minimised in the short term.15 It is
clear, however, that not all abused children benefit and more
research is needed. The management of such children
should be driven by science and not simply by compassion.

Gavin Andrews
Professor of Psychiatry, University of New South Wales, Sydney, and

Director, WHO Collaborating Centre on Evidence and
Health Policy in Mental Health

St Vincent’s Hospital, Sydney, NSW

Bronwyn Gould
General Practitioner; and Chair of Advisory Council, National Association for

Prevention of Child Abuse and Neglect, Sydney, NSW

Justine Corry
Researcher, WHO Collaborating Centre on Evidence and Health Policy in Mental

Health, St Vincent’s Hospital, Sydney, NSW. gavina@crufad.unsw.edu.au

1. Murray CJL, Lopez AD, editors. The global burden of disease: a comprehensive
assessment of mortality and disability from diseases, injuries and risk factors in
1990 and projected to 2020. Cambridge, Mass: Harvard University Press, 1996.

2. World Health Organization. Comparative quantification of health risks: global and
regional burden of disease due to selected risk factors. Geneva: WHO. In press.

3. Fergusson DM, Horwood LJ, Woodward LJ. The stability of child abuse reports:
a longitudinal study of the reporting behaviour of young adults. Psychol Med
2000; 30: 529-544.

4. Goldman RJ, Goldman JDG. The prevalence and nature of child sexual abuse in
Australia. Aust J Sex Marriage Fam 1988; 9: 94-106.

5. Higgins DJ, McCabe MP. The relationship of child sexual abuse and family
violence to adult adjustment: toward an integrated risk-sequelae model. J Sex
Res 1994; 31: 255-266.

6. Fleming JM. Prevalence of childhood sexual abuse in a community sample of
Australian women. Med J Aust 1997; 166: 65-68.

7. Goldman JDG, Padayachi UK. The prevalence and nature of child sexual abuse
in Queensland, Australia. Child Abuse Negl 1997; 21: 489-498.

8. Swanston HY, Tebbutt JS, O’Toole BI, et al. Sexually abused children 5 years after
presentation: a case-control study. Pediatrics 1997; 100: 600-608.

9. Martin G. Reported family dynamics, sexual abuse, and suicidal behaviours in
community adolescents. Arch Suicide Res 1996; 2: 183-195.

10. Mazza D, Dennerstein L, Ryan V. Physical, sexual and emotional violence against
women: a general practice-based prevalence study. Med J Aust 1996; 164: 14-
17.

11. Dinwiddie S, Heath AC, Dunne MP, et al. Early sexual abuse and lifetime
psychopathology: a co-twin control study. Psychol Med 2000; 30: 41-52.

12. Nelson EC, Heath AC, Madden PAF, et al. Association between self-reported
childhood sexual abuse and adverse psychosocial outcomes. Results from a
twin study. Arch Gen Psychiatry 2002; 59: 139-145.

13. Fergusson DM, Horwood LJ, Lynskey MT. Childhood sexual abuse and psychiat-
ric disorder in young adulthood: II. Psychiatric outcomes of childhood sexual
abuse. J Am Acad Child Adolesc Psychiatry 1996; 34: 1365-1374.

14. Brown J, Cohen P, Johnson JG, et al. Childhood abuse and neglect: specificity of
effects on adolescent and young adult depression and suicidality. J Am Acad
Child Adolesc Psychiatry 1999; 38: 1490-1496.

15. Nurcombe B, Wooding S, Marrington P, et al. Child sexual abuse II: treatment.
Aust N Z J Psychiatry 2000; 34: 92-97. ❏




