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Abstract 

 

The links between adverse events, attachment, and mental health problems are well documented. 

However, there has been limited focus on clinicians’ enquiry and response behaviour in the 

literature to date. This project had two main objectives: 1) To add to this limited field of research 

and 2) to function as a replication of 1997 file audit (Agar & Read, 2002). The current study 

examined 250 computerised medical files, to see if clinicians working in four community mental 

health centres (CMHC) in Auckland, New Zealand, routinely asked about adverse events and if 

they incorporated disclosed information into psychological case formulations and treatment 

recommendations.  All files were read in their entirety, and information regarding adverse events 

in childhood, adulthood and attachment related experiences was recorded.  

Results indicate that there have been significant improvements in both enquiry and response 

behaviours since the last audit. For instance, 20% of the files included recorded disclosures of 

child sexual abuse in the 1997 audit, compared to 32.4% in 2010. Furthermore, the inclusion of 

adverse events in clients’ case formulations had increased by more than 300% since 1997. Despite 

these encouraging results, there were also some concerning findings. There had been no 

improvements in the proportion of individuals referred for psychological therapy or in the number 

of alleged crimes that had been reported to the authorities. Furthermore, men and individuals with 

a psychotic disorder diagnosis appear to continue to receive a less than satisfactory service 

regardless of efforts made by a training programme.    

 Findings from this study suggest that focus needs to be placed on assuring that more individuals 

are referred to and able to access trauma-focused therapy. Future CMHC training providers would 

benefit from considering ways to disseminate this information to minimise misunderstandings, 

misdiagnosis, and ineffective treatment recommendations, especially for males and clients 

experiencing psychosis. Furthermore, reporting of historical abuse to legal authorities also needs 

some future attention at policy level.   



iii 
 

 

 

 

 

-This thesis is dedicated to my husband Andrew and daughter Emma, in appreciation of their love, 

patience, and support during this doctoral journey - 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



iv 
 

Acknowledgements  

There are many people and organisations I would like to acknowledge as without them this project 

would never have been possible. Firstly, thanks to my supervisor Professor John Read for being a 

source of inspiration and encouragement; it has been a remarkable journey of learning and a 

pleasure working with you. Thank you for agreeing to take me on as one of your students and for 

supporting me through the ups and downs of this project, including the difficulties associated with 

reading numerous accounts of traumatic lives. I would also like to thank my secondary 

supervisors; to Dr Heather McDowell for her wisdom and support, and to Dr Suzanne Barker-

Collo for her advice in quantitative analysis.   

I would like to thank the staff in the Department of Psychology and my clinical supervisors for 

sharing their vast knowledge with me, and for encouraging me to think critically about psychology 

and my future role as a psychologist. Thanks to Sheryl Robertson and Sue O’Shea for always 

responding to every request with a smile, and to Bronwyn Holcombe for her prompt and superior 

IT support.    

Thanks to ADHB management and staff at various CMHCs for supporting this project, finding me 

a work space, and making me feel welcome during all those long and lonely hours of data 

collection.   

Importantly, I would like to thank my friends within and outside of the clinical programme. My 

fellow students have been a continual source of wisdom, encouragement, laughter and tears. In 

particularly Tessa and Bernadette who have supported me in every way throughout these four 

years. I feel privileged to have shared this journey with you both. To all my friends outside of the 

university, thank you for your continual support and patience with what often seemed like an 

unreciprocated friendship; your support has been invaluable and has helped me retain some 

balance in life. 

Finally, undertaking this journey would never have been possible without the support and 

encouragement of my family in New Zealand and in Sweden.  A special thank you to Judy for 

making sure that Emma was cared for and that we all had a least one hot meal a week! Finally, my 

deepest love and thanks to my husband Andrew and daughter Emma who have given up so much, 

including our precious time together, while continuing to provide love, support and 

encouragement.    



v 
 

Table of Contents  

Abstract ........................................................................................................................................... ii 
Acknowledgements ........................................................................................................................ iii 
Table of Contents ............................................................................................................................ v 

List of Tables ................................................................................................................................ vii 
 

CHAPTER ONE: INTRODUCTION ......................................................................................... 1 

The Origins of a Medicalised Approach to Mental Health ......................................................... 1 

A Move from a Medical Model to a More Psycho-Social Model .............................................. 3 
 

CHAPTER TWO: LITERATURE REVIEW ............................................................................ 4 

Adversity ..................................................................................................................................... 4 

Links between Adverse Experiences and Specific Disorders in Adulthood ............................. 17 

Theoretical Background to Attachment Theory ....................................................................... 20 

Attachment Related Events ....................................................................................................... 26 

Childhood Mental Health and Attachment Theory ................................................................... 29 

Adult Mental Health and Attachment Theory .......................................................................... 31 

Why is it Important to Ask about Adverse Experiences in Childhood? ................................... 34 

Why is it Important to Ask about Attachment Related Events? ............................................... 35 

Clinical Enquiry Behaviours ..................................................................................................... 37 

Responses to Disclosures of Adverse Events ........................................................................... 45 

What Prevents Clinicians From Asking About Abuse? ............................................................ 48 

Difference in Enquiry Rates Depending on Gender, Profession, Diagnosis, and Training ...... 51 

What is the Best Recommended Practice?................................................................................ 53 

This Thesis ................................................................................................................................ 57 
 

CHAPTER THREE: METHOD ............................................................................................... 58 

Rationale for Methodology ....................................................................................................... 58 

Procedure .................................................................................................................................. 58 

General Information .................................................................................................................. 61 

What Mental Health Workers Recorded ................................................................................... 63 

Inter-Rater Reliability ............................................................................................................... 66 

Data Analysis ............................................................................................................................ 67 
 



vi 
 

CHAPTER FOUR: RESULTS .................................................................................................. 68 

Recorded Abuse and Neglect Prevalence Rates ....................................................................... 71 

Enquiry Rates ............................................................................................................................ 75 

Response to Documented Abuse and Neglect .......................................................................... 82 

Rates of Recording Attachment-Related Experiences .............................................................. 86 

Comparisons to Previous Audit ................................................................................................ 88 

Case Examples .......................................................................................................................... 92 
 

CHAPTER FIVE: DISCUSSION .............................................................................................. 97 

Introduction ............................................................................................................................... 97 

Limitations ................................................................................................................................ 98 

Comparison of Main Findings to Previous Literature, Particularly the 1997 New Zealand 
Study ....................................................................................................................................... 100 

Enquiry Rates .......................................................................................................................... 102 

Responding to Abuse Disclosures .......................................................................................... 105 

Demographics ......................................................................................................................... 108 

Attachment Related Experiences ............................................................................................ 112 

Implications............................................................................................................................. 114 

Concluding Remarks ............................................................................................................... 119 
 

Appendix: A ............................................................................................................................... 121 

Data collection form for proposed study at Cornwall House ................................................. 121 

References: ................................................................................................................................. 129 

  



vii 
 

List of Tables 

Table 1. Summary of research into enquiry behaviour................................................................. 44 

Table 2. Summary of research into response behaviour. .............................................................. 47 

Table 3: Summery of barriers to asking and responding .............................................................. 50 

Table 4. Sample characteristics .................................................................................................... 70 

Table 5. Characteristics of clinicians conducting IAs .................................................................. 71 

Table 6. Recorded prevalence rates for multiple forms of childhood and adult abuse/neglect with 

significant differences for gender and ethnicity............................................................................ 72 

Table 7. Recorded prevalence rates of childhood abuse and neglect with significant differences 

reported for gender and ethnicity ................................................................................................. 73 

Table 8. Recorded prevalence rates of multiple forms of childhood abuse and neglect with 

significant differences reported for gender and ethnicity ............................................................. 74 

Table 9. Recorded prevalence rates of adult abuse and neglect with significant differences 

reported for gender and ethnicity ................................................................................................. 74 

Table 10. Recorded prevalence rates of multiple forms of adult abuse and neglect with 

significant differences reported for gender and ethnicity ............................................................. 75 

Table 11. Comparisons of enquiry rates into abuse and neglect prior to, during, and after the IA 

with significant differences reported for gender and ethnicity ..................................................... 76 

Table 12. Proportion of clients asked about abuse and/or neglect during the initial assessment 

with significant differences reported for gender of clinician........................................................ 77 

Table 13. Proportion of enquiry rates into abuse/neglect during the IA ...................................... 77 

Table 14.  Proportion of enquiry rates into alcohol and drug use ............................................... 78 

Table 15. Enquiry rates into relationship with parent(s)/caregiver(s) ......................................... 79 

Table 16. Description of relationship with parent(s)/caregiver(s) ............................................... 79 

Table 17. Enquiry rates during the IA into abuse/neglect, alcohol and drug use, and relationship 

with parent(s)/caregivers(s) .......................................................................................................... 80 

Table 18. Recorded prevalence rates of childhood abuse and neglect at any time point............. 80 

Table 19. Recorded prevalence rates of adult abuse and neglect at any time point .................... 80 

Table 20. Comparisons of recorded prevalence rates of childhood abuse and neglect during the 

IA depending on use of computerised assessment form ................................................................ 81 

Table 21. Comparisons of recorded prevalence rates of adult abuse and neglect during the IA 

depending on use of computerised assessment form ..................................................................... 82 



viii 
 

Table 22. Proportion of files where abuse and/or neglect was  recorded in the formulation, 

treatment plan, and/or were referred for further treatment with significances differences 

compared to recording rate in formulations by client gender ...................................................... 83 

Table 23. Comparing proportions of recording rates according to type of childhood abuse or 

neglect with significant differences by gender of clinician and ethnicity ..................................... 84 

Table 24. Comparing proportions of recording rates according to type of adult abuse or neglect

....................................................................................................................................................... 85 

Table 25. Comparing proportions of recording rates between childhood and adult abuse/neglect

....................................................................................................................................................... 85 

Table 26. Prevalence rates of specific experiences with significant differences for gender and 

ethnicity ......................................................................................................................................... 87 

Table 27. Prevalence rates of specific experiences with significant differences for gender and 

ethnicity ......................................................................................................................................... 87 

Table 28. Prevalence rates of attachment related experiences with significant differences 

reported for clients’ gender and ethnicity .................................................................................... 88 

Table 29. Comparing demographic of the 1997 and 2010 samples ............................................. 89 

Table 30.  Comparing the overall recorded prevalence rates of childhood sexual and physical 

abuse between1997 and 2010 with significant differences reported by gender and ethnicity ..... 90 

Table 31. Comparing the overall recorded prevalence rates of adult sexual and physical abuse 

between 1997 and 2010 with significant differences reported for gender and ethnicity .............. 90 

Table 32.  Recorded prevalence rates in 1997 compared to recorded rates in 2010 ................... 91 

Table 33. Proportion of files where the recorded abuse was documented in the formulation and 

treatment plan in 1997 compared to 2010 .................................................................................... 91 

Table 34. Proportion of files where clients had been referred for treatment in 1997 compared to 

2010 ............................................................................................................................................... 91 

 

  



ix 
 

 

 

 

 

“It is important to ask questions of patients because with the help of these questions one will 

know more exactly some of the things that concern disease, and one will treat the disease 

better” 

 

                                           Greek physician Rufus of Ephesus 1000 AD. 

                                          (Sigerist, 1951, pp 326-327)
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CHAPTER ONE: INTRODUCTION 

 

The Origins of a Medicalised Approach to Mental Health 

The way society views the causes of ‘madness’ impacts on the way people interact with and treat 

individuals displaying behaviours seen as different to the ‘norm’. To understand how modern 

views of mental health have developed, we need to consider the complex interaction between 

history, law, and social principles that have all helped to produce what is currently seen as 

‘normal’ in many cultures. People have attempted to explain diversity and/or madness in many 

different ways over past centuries. For a very long time explanations of madness were centered on 

evil spirits or demons, resulting in treatments such as burning, exorcisms, or primitive brain 

surgery (Porter, 2002).  Following these unsubstantiated views of ‘madness’ the world saw the rise 

of a scientific approach which enhanced knowledge in a wide variety of fields. During this era, the 

focus in psychiatry was on finding organic causes of ‘madness’ while psycho-social factors were 

rarely considered. This can be viewed as the early phases of the development of the ‘medical 

model’ and treatment was still often cruel and violent. Some of the favoured treatment methods 

were bloodletting, ice water dousing, or force-feeding (Porter, 2002).  

During this time however, there was also a group of influential physicians, led by Phillipe Pinell in 

France and William Tuke in England, who were promoting a more humane way of treating 

individuals seen at the time as deviant or mad. They had become aware that many medical 

treatments had little success and searched for alternative ways to treat these problems. Their main 

focus was to impress ‘morality’ on individuals by means of kindness and humane treatment in an 

endeavour to gain social control (Weiner, 1992). Proponents of this ‘moral’ therapy were 

influenced by Lockean thinking (1844), seeing the mind as originally a blank slate that was 

affected by the individual’s environment.   

In 1856 two prominent men were born: Sigmund Freud in Austria and Emile Kraepelin in 

Germany. These physicians came to represent two sides in an ongoing debate. On one side was 

Kraepelin, a physician often seen as the founding father of the medical model and biological 

psychiatry as we know it today, and the author of the influential Compendium of Psychiatry 

(Kraepelin, 1927). Kraepelin argued that there were a small number of discrete mental disorders 
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that could be identified by observing symptoms which he believed were associated with various 

forms of ‘brain disease’ and different aetiologies such as genetic predisposition.  

Clare (1979) proposed that the medical model is best defined as a scientific process, including 

inspection, description, differentiation, identification of disease aetiologies, and treatment of 

symptoms. A medicalised model of mental health argues that predominantly biological factors can 

withstand the scrutiny of such a scientific process, while social and psychological factors cannot. 

However, many authors have strongly argued against this medicalised view of mental health 

(Becker, 1974; Bentall, 2003; Simon & Wynne, 2006; Szasz, 2008), suggesting that: 

“Psychiatry’s crisis revolves around the question of whether the categories of 

human distress with which it is concerned are properly considered “disease” 

as currently conceptualized and whether exercise of the traditional authority of 

the physician is appropriate for their helping functions” (Engel, 1977, p1).   

                     

On the other hand, Sigmund Freud, also a physician, specialising in clinical neurology, is 

commonly known as the founding father of psychoanalysis. He argued for the importance of 

memory to mental health, both on the development of symptoms and their management (Freud & 

Strachey, 1964). Moreover, he suggested that repression of memories of negative life events is a 

risk factor in the development of both physical and mental illness (Knafo, 2009).  Freud’s early 

writings were mainly based on traumatised women who had experienced early sexual abuse, 

leading to the development of the ‘Seduction Theory’ that he later famously publically retracted, 

but privately still endorsed (Knafo, 2009). Interestingly, more contemporary work on the effects of 

trauma also refers to the effect of storing traumatic childhood memories, concluding that this often 

results in somatisation disorders (van der Kolk, 1994). Such recent findings would indicate that 

Freud discovered something extremely influential a century ago, that cannot be explained by a 

purely medical approach to mental health.  

It has also been suggested that the medical model adopts a statistical approach to define normality 

and that the source of difference from the mean is located within the individual. If this way of 

constructing reality were valid, both redheads and lefthanders would be seen as ‘abnormal’ 

(Becker, 1974). This medicalised view of mental health has and is still dominating a great deal of 

the knowledge in the field of mental health today.  
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A Move from a Medical Model to a More Psycho-Social Model 

Research into mental health has, for many years, been dominated by this ‘medical model’, and 

efforts have continually focused on finding biological explanations for, and treatments of, mental 

health problems (Bentall, 2003). However, over the past 20 years researchers have repeatedly 

shown that psycho-social factors such as childhood abuse, attachment related events, and poverty 

are significant predictors of adverse psychological outcomes in adulthood (Finklehor, 1990; 

Mullen, Martin, Anderson, Romans, & Herbison, 1996; Fergusson, Boden, & Horwood, 2008; 

Grossman, Grossman, & Waters, 2005; Moffit et al., 2007).  

George Engel is commonly credited for formulating the Bio-Psycho-Social (BSP) model of mental 

health. He proposed that a new model was needed for more successful care, taking into account 

social (including cultural) and psychological factors in concurrence with biological aspects (Engel, 

1977). Evidence has shown that both social and psychological experiences can influence changes 

in brain development and function (Read, Perry, Moskowitz, & Connolly, 2001), making it 

difficult to uphold a brain-body split.  Given the strong evidence of the impact of childhood 

adversities on psychological wellbeing, it is important to investigate if clinicians enquire about 

their clients’ childhood experiences. Engel (1997) emphasised the significance of conducting 

rigorous and meaningful medical interviews not only focusing on biological contributors to the 

client’s distress but also making connections between the past and current presenting problems.  

However, research has found that clinicians do not commonly include a comprehensive list of 

psycho-social factors in their initial assessments (Agar, Read, & Bush, 2002; Meyer, 2009; 

Eilenberg, Fullilove, Goldman, & Mellman 1996). Increasing the emphasis on psycho-social 

factors during the interview would enhance the possibility of comprehensive formulations, best 

possible treatment recommendations, and ultimately successful outcomes for clients and the 

mental health systems (Meyer, 2009). The subsequent literature review will include current and 

significant research in the fields of childhood adversities, attachment, and enquiry behaviours of 

mental health workers.  
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CHAPTER TWO: LITERATURE REVIEW 

 

The main aim of this literature review is to give an overview of various factors that may contribute 

to an individual’s psychological wellbeing, both in childhood and adulthood. The hope is that this 

will demonstrate the complexity of the origins of human wellbeing, and the need for clinicians to 

undertake comprehensive assessments, devoid of pre-set assumptions, in order to deliver accurate 

formulations of the origin of clients’ problems and best possible treatment recommendations. The 

key areas that will be reviewed are: Childhood and adulthood adversities and their consequences; 

Attachment Theory and its implications for psychological wellbeing; current enquiry practices; 

and best recommended practices.       

Adversity 

Research findings inform us that salient childhood experiences can leave memories and physical 

and psychological scars that can last into adulthood (Edwards, Holden, Felitti, & Anda, 2003; 

Felitti et al., 1998; Fergusson, Boden, & Horwood, 2008). Other research findings indicate that 

salient experiences in adulthood, especially traumatic experiences, are associated with an 

increased utilisation of psychological services (Dorn, Yzermans, Spreeuwenberg, Schilder, & van 

der Zee, 2008; Fergusson, Horwood, & Ridder, 2005). The association between adverse childhood 

experiences and child and adult mental health problems such as depression, eating disorders, 

anxiety disorders, psychosis, and substance abuse are well documented (Afifi, Brownridge, Cox, 

& Sareen., 2006; Alloy, Abramson, Walshaw, Keyser, & Gerstein., 2006; Bebbington et al., 2004; 

Courtney, Kushwaha, Johnson., 2008; Everett & Gallop, 2001; Fergusson et al., 2008; Moffitt et 

al., 2007; Read, van Os, Morrison, & Ross, 2005). It is also important to point out that it is not 

only the type of adverse experiences that can lead to mental health problems later in life. Variables 

such as what age the experience(s) happened (Kaplow & Widom, 2007), the severity and the 

frequency of the experiences (Fisher & Regan, 2006), and  individuals affected by multiple forms 

of childhood adversities (Edwards et al., 2003, Felitti et al., 1998) are important to consider.  One 

study investigating maltreatment in participants drawn from the Minnesota longitudinal study 

found that 49% of cases identified as maltreated had experienced more than one type of 

maltreatment. These individuals presented with the greatest number of behavioural or emotional 

problems later in life and as many as 74% met diagnostic criteria for a clinical disorder (Shaffer, 

Huston, & Egeland, 2008).  
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For the purpose of this study a number of experiences discussed in the literature will be 

considered. These include childhood sexual abuse (CSA), childhood physical abuse (CPA), 

childhood physical neglect (CPN), childhood emotional abuse (CEA), childhood emotional neglect 

(CEN), adult sexual abuse (ASA), adult physical abuse (APA), adult emotional abuse (AEA), and 

poverty. A summary of some of the recent and/or influential research around the effects of specific 

adverse childhood experiences on mental health later in life is presented below.    

Childhood Adversities: Definitions, Prevalence Rates, and Effects 

Defining experiences such as abuse and neglect has proven to be complicated (Finkelhor & 

Hotaling, 1984; Russell, 1984; Wyatt & Peters, 1986). Discrepancies in definitions provided by 

various researchers are likely to impact how prevalence rates are calculated in different studies. 

For example, if participants are excluded if they only experienced non-contact abuse or if the 

upper age limit for inclusion is lowered, prevalence rates are likely to be lower. In addition to 

variations in definitions, it is also important to consider what is meant by prevalence. In 

prevalence studies researchers aim to estimate the proportion of the population that has had a 

certain experience in their lifetime. This differs from incidence studies, which calculate the 

number of incidences during a given time (Wyatt & Peters, 1986). The following section presents 

working definitions for this study, prevalence rates from recent research, and possible effects of 

such events.  

Childhood sexual abuse   

CSA can range from non-contact (e.g., indecent exposure) to sexual penetration. Earlier research 

suggested that a definition of CSA should include elements of coercion, age discrepancies of five 

years or more, and the type of act imposed (Finkelhor, 1979). Subsequently, definitions were 

extended to include abuse by peers (Finkelhor & Hotaling, 1984). For the purpose of this study, 

CSA will be defined as, “Sexual contact that occurs to a child as a result of force, threat, deceit, 

while unconscious, or exploitation of an authority relationship, no matter what the age of the 

partner” (Finkelhor & Hotaling, 1984; pp. 31).  

The exact numbers of individuals who have been sexually abused are unlikely to ever be known.  

However, research has indicated high prevalence rates of CSA in New Zealand and the rest of the 

world. Two recent studies suggest that for New Zealand women, exposure to CSA prior to the age 

of 15 could be as high as 35.1% (Fanslow, Robinson, Cregle, & Perese, 2007; Fergusson, Boden, 

& Horwood, 2008). Fanslow and her colleagues (2007) conducted a survey on a random sample of 

2855 women in two regions of New Zealand. They found that women in rural regions reported a 
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higher rate of sexual abuse and Māori women living in a rural environment reported the highest 

rate of CSA. Recent data from a New Zealand longitudinal health and development study 

indicated that 14.1% of the birth cohort had been exposed to CSA (Fergusson et al., 2008). These 

studies highlight the scale of the problem of CSA within New Zealand.   

A review of CSA around the world found that prevalence varies depending on definition and 

population studied. Findings suggested that frequency ranging from 2-62% of women and 3-16% 

of men (Johnson, 2004). An extensive international review suggested that rates of CSA cluster 

around 42% for women and 12% for males in clinical populations (Everett & Gallop, 2001). 

However, it is important to note that research suggests that CSA is regularly under-reported, thus 

calling into question the accuracy of these figures (Johnson, 2004).  

A growing body of evidence over the past decade indicates a strong relationship between CSA and 

a range of mental health concerns both in childhood and adulthood (Afifi et al., 2007; Brier, Woo, 

McRae, Foltz, & Sitzman, 1997; Browne & Finklehor, 1986; Fleming, Mullen, Sibthorpe, & 

Bammer, 1999; Janssen et al., 2004; Molnar, Buka, & Kessler, 2001; Mullen et al., 1993; Najman, 

Nguyen, & Boyle, 2007; Read, 1998; Read et al., 2005; Spataro, Mullen, Burgess, Wells, & Moss, 

2004). Depression is the most frequently reported diagnosis by survivors of CSA (Brier et al., 

1997). Rates of depression among women who have experienced CSA have been reported to be 

higher than 50% (Mullen et al., 1993), rising to as high as 89% for women who had been victims 

of incest (Pribor & Dinwiddie, 1992). Similar rates have been found for eating disorders 

(Messman-Moore & Garrigus, 2007), substance abuse (Zink, Klesges, Stevens, & Decker, 2009), 

self-injurious behaviour (Yates, Carlson, & Egeland, 2008), and psychosis (Bebbington et al., 

2004). Overall, evidence is overwhelming for the negative consequences of CSA, with evidence 

suggesting that CSA is a powerful predictor of future mental health concerns (Brier et al., 1997; 

Agar & Read, 2002). Research findings also suggest that the more severe and frequent the abuse is 

the more likely is the development of psychological problems (Mullen et al., 1993). Moreover, a 

recent review of forty-six studies found that 69% of female inpatients had suffered either CPA or 

CSA (Read et al., 2005). Thus, there is little doubt that growing up in an abusive environment 

and/or with an abusive caregiver can have deep effects on individuals’ physical and psychological 

wellbeing, and on the development of a secure attachment style (discussed later in this chapter). 

Another associated risk of CSA is an increased rate of adult rape, further impacting on 

psychological wellbeing (Balsam, Lehavot, & Beadnell, 2011).   
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Childhood physical abuse   

The definitions of CPA greatly depend on social, cultural, and personal norms. Physical ways of 

punishing children can be seen either as normative or as a childhood adversity depending on where 

in the world and within which culture the child is raised. Definitions of childhood physical abuse 

commonly include factors such as acts taking place before the age of 18, perpetrated by a more 

senior assailant, not interpreted by the individual as sibling rivalry, an act that produces severe 

pain (e.g., repeated slapping, kicking, biting, choking, burning), and threatening with or using a 

weapon (Brown & Anderson, 1991; Goodman, Rosenberg, Mueser, & Drake, 1997). Including 

words such as ‘repeated’, potentially excludes severe single incidents. However, to be consistent 

with other research a stringent criterion was adopted for this study. 

Seventy-eight percent of the sample in the Christchurch longitudinal study (Fergusson et al., 2008) 

reported that at least one of their parents regularly used physical punishment and 4.5% reported 

that the punishment was harsh and abusive. Afifi and her colleagues (2006), in a Canadian study, 

found that 48% of a sample of 5,838 participants in the U.S. had experienced physical punishment 

(minor physical assault) and 16.5% reported that they had experienced physical abuse (kicked, 

bitten, hit with closed fist or object, or choked). Results indicated that even the use of ‘light’ 

physical reprimand was associated with increased risks of major depression, externalising 

problems, and alcohol abuse later in life.  Results also indicated that the likelihood of experiencing 

mental health problems and/or alcohol dependence later in life progressively increased as the 

severity of the physical punishment/abuse increased (Afifi et al., 2006). Other research suggests 

that minor physical punishment at the hand of a non-abusive parent has little or no negative 

consequences for the child (Larzelere, 2000).  

Results from a longitudinal study in New Zealand indicated a weak and inconsistent association 

between CPA and mental health problems later in life. However, findings did show that children 

who had been exposed to harsh or abusive physical punishment had 1.5 times higher rates of 

mental health disorders than those who had experienced only occasional or no physical 

punishment. Moreover, there was a strong association between CPA and depression during 

childhood (Fergusson et al., 2008). Fergusson and his colleagues (2008) suggested that the 

association between CPA and mental health is mediated by confounding family factors, such as 

parental attachment, parental education, and living standards. As previously discussed, childhood 

adversities do not occur in isolation, thus effects are mediated and moderated by numerous 

variables in a child’s environment.  
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Several studies have also shown that the use of physical punishment or abuse predicts insecure 

attachment relationships (e.g., Muller, Gragtmans, & Barker, 2008; Weinfield, Sroufe, & Egeland, 

2000). A more complete discussion of Attachment Theory and its implications will follow at the 

end of this section.  

Childhood physical neglect  

Much less attention has been given to childhood physical and emotional neglect, perhaps because 

it is less obvious and more difficult to measure. Moreover, what is seen as neglect today would not 

have been acknowledged as such in previous times (e.g., the Industrial Age) or in many of the 

developing countries of the world. An ongoing challenge when considering neglect is the distinct 

lack of a unified research definition (Dubowitz, 2006). This lack of clarity may have led to 

reluctance to research effects and potential interventions, leading to what is often referred to as 

“neglect of neglect” (Slack, Holl, Altenbernd, McDaniel, & Stevens, 2003). However, even these 

less visible signs of maltreatment can have extremely negative effects (Allen, 2008).  

The following statement captures the essence of neglect and its consequences and is perhaps 

especially fitting for emotional neglect. “Neglect is an insidious form of maltreatment. It starves 

the developing mind of stimulation. It denies the child information and interest about self and 

others” (Howe, 2005, p.111). A recent New Zealand report (2010) on neglect identified a range of 

risk factors including family violence, fewer parenting skills, poverty, and poor knowledge about 

child development. 

Definitions of neglect often contain two categories: Failure to provide basic physical care, such as 

clothing, cleanliness, healthcare, and food; and failure to provide age and need appropriate 

supervision of children (Horwath, 2007; May-Chahal & Cawson, 2005).  Horwarth’s definition of 

neglect is one of the more inclusive:  

 

“Child neglect is a failure on the part of either male and/or female caregiver or 

pregnant mother to complete the parenting tasks required to ensure that the 

developmental needs of the child are met. This should take into account the age, 

culture, religious beliefs and particular needs and circumstances of the individual 

child. This failure may be associated with parenting issues. It has occurred despite 

reasonable resources being available to enable the caregiver(s) to complete the 

parenting tasks satisfactorily. Whilst neglect is likely to be ongoing, one off 

incidents and episodic neglect can affect the health and the development of a child” 

(Horwath, 2007, p. 38).  
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Physical neglect may be both easier to describe and identify than emotional neglect. Although 

CPN is commonly acknowledged it is, however, difficult to estimate CPN without considering 

factors that may underlie neglect, such as stress and poverty.  

Various types of neglect are often referred to as one the most frequently identified forms of child 

maltreatment. For example 78.3% of cases investigated by child protective services (CPS) in the 

U.S. were found to have experienced some form of neglect (U.S. Department of Health and 

Human Services, 2009).  A population-based study from the United Kingdom reported a 6% 

lifetime prevalence of physical neglect, with serious lack of care experienced by 10% of the 

sample that had caregivers in semi or unskilled occupations. Similar findings emerged from a 

Canadian population study that indicated that ‘failure to supervise’ was the largest form of verified 

neglect (48%) in cases where neglect was of primary or secondary concern (Trocme, Tourigny, 

Maclaurin, & Fallon, 2003).   

The effects of physical neglect have been found to vary depending on the extent of the neglect, 

from developmental delay to significant long-term effects and in some cases death (Sinclair & 

Bullock, 2002; Hildyard & Wolfe, 2002). As with many of the other adverse experiences 

discussed, the severity, frequency, and onset of the physical neglect all contribute to how severe 

the short-and long-term effects maybe. For an extensive literature review of child neglect see 

Hildyard and Wolfe (2002). To a large extent, research on physical neglect centres around delayed 

cognitive and behavioural development (Erikson & Egeland, 2002) due to its impact on brain 

development (Glaser, 2000), attachment security (Cassidy & Shaver, 2008),  and physical 

development (Horwath, 2007). There is very little doubt that physical neglect can have profound 

effects on the developing child. Thus, assessing the mental health of an adult without enquiring 

about childhood neglect may lead to incomplete formulations and treatment recommendations.  

Childhood emotional abuse 

Relatively little research has been conducted into childhood emotional abuse and neglect, partially 

due to the previously described inconsistency of research agreements about definitions. However, 

reports have increased over the past decade, suggesting that CEA and CEN are frequent forms of 

child maltreatment (Glaser, 2002). The American Professional Society on the Abuse of Children 

(APSAC) provide a working definition of CEA as, “a repeated pattern of caregiver behaviour or 

incident(s) that convey to the child that they are worthless, flawed, unloved, unwanted, 

endangered, or of value only in meeting another’s needs” (APSAC, 1995). They include six forms 

of maltreatment: Spurning, terrorising, exploiting, denying, isolating and mental health, medical, 

and educational neglect (APSAC, 1995).  This definition was adopted for this study.   
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As noted previously for other types of abuse, prevalence rates of CEA vary depending on the 

definition and population studied. One U.S. study based on a community sample of 8,667 adults 

indicated that 34.6% of individuals reported having experienced more than one type of childhood 

maltreatment. Those who had experienced CEA had significantly more adverse psychological 

outcomes in adulthood (Edwards, Holden, Felliti, & Anda, 2003). Another study reporting on 

childhood emotional maltreatment during two years in a community of American army families 

found emotional abuse in 26% of the families (Jellen, McCarroll, & Thayer, 2001). 

A growing body of evidence suggests that CEA is associated with an increased likelihood of 

developing symptoms of depression later in life (Alloy et al., 1999; Courtney, Kushwaha, & 

Johnson, 2008). Findings from a community based study of 8,667 adults in the U.S. found that 

individuals who reported CEA or CEN had lower mental health scores than individuals that did 

not report CEA or CEN (Edwards et al., 2003).  

Emotional abuse has often been studied in individuals who have also experienced other forms of 

abuse or neglect. Spertus (2003) and her colleges investigated a non-clinical sample who had not 

received any treatment for psychiatric illness and had a comparatively low rate of physical or 

sexual abuse. They also aimed to investigate the effects of early emotional abuse or trauma in the 

context of subsequent trauma exposure. They found that both CEA and CEN were associated with 

increased rates of depression, anxiety, and post traumatic stress symptoms.  In addition, results 

indicated that CEA and CEN predicted higher rates of lifetime trauma exposure and that CEN and 

CEA were risk factors for post-traumatic stress symptoms later in life (Spertus, Yehuda, Wong, 

Hallingan, & Seremetis, 2003).   

Childhood emotional neglect  

Iwaniec (1995, 2006) suggests that the difference between emotional abuse and emotional neglect 

may be the degree of intent, describing emotional abuse as a deliberate act. According to Iwaniec 

(2006), emotional neglect involves non-intentional acts by the caregiver, commonly originating 

from caregivers’ lack of awareness and knowledge, and/or ignorance of the child’s emotional 

needs. It has been suggested that neglect takes place when a child’s basic needs are not sufficiently 

met, resulting in real or probable harm (Dubowitz, Black, Starr, & Zuravin, 1993).  For the 

purpose of data collection, emotional neglect will be defined as: Ongoing failure to meet a child’s 

emotional needs. This definition was used in a recent report by the New Zealand Ministry of 

Social Development (2010).  
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Research on the prevalence of child maltreatment from the United Kingdom indicates that over 

one-third of their sample (N=2,869) had experienced some form of emotional maltreatment, such 

as humiliation, threat, and domination (May-Chahal & Cawson, 2005).  

The impact of ongoing neglect can be severe. Effects are well described by MacMillan and 

colleagues (2009) including delayed language and cognitive development.  As with other forms of 

adversity, research has suggested that emotional neglect may predict various emotional adjustment 

problems throughout childhood and in adulthood (Allen, 2008). Findings have shown that many 

emotionally abused or neglected children have experienced dismissive, harsh, and neglectful 

parenting styles which impact on the formation of attachment bonds (Prior & Glaser, 2006: 

Iwaniec, 2006).   

Poverty 

Since ground-breaking work in the 1950’s (Hollingshead & Redlich, 1958) there have been an 

extensive number of studies focused on the inverse relationship between socioeconomic status 

(SES) and adverse psychological outcomes (e.g., Robbins, Dollard, Armstrong, Kutash, & Vergon, 

2008; Siegel, 2008). Poverty is usually defined according to income. However, the World Health 

Organisation (WHO) suggests that poverty is characterised by much more diverse deprivations, 

including marginalisation and social exclusion (2004).  UNICEF’s overview of child wellbeing in 

rich countries in 2007 indicated that as many as one in five children in New Zealand are living in 

poverty (UNICEF, 2007). Poverty rates are even higher for subgroups in New Zealand: 42 % of 

children living in sole-parent families, 25% of Pacific Island children, and 33% of Māori children 

live in homes below the poverty line (Ministry of Social Development, 2011). The U.S. Census 

Bureau (2011) reported that 21.6% of all children in the United States live below the poverty 

threshold, and this increases to 38.2% for children identified as Black and 32.2% for children 

identified as Hispanic.    

The relationship between economic status and mental health has received a lot of attention in 

recent literature (Das, Do, Friedman, McKenzie, & Scott, 2007; Dashiff, DiMicco, Myers, & 

Sheppard, 2009; Read, 2010; Robbins et al., 2008; Siegel, 2008).  It has been suggested that higher 

rates of mental health concerns among lower SES- groups are the result of a downward drift for 

individuals in the socioeconomic hierarchy due to mental health concerns (Aro, Aro, & 

Keskimaki, 1995), suggesting that low SES is an outcome of mental health problems not a cause 

(Munk-Jorgensen & Mortensen, 1992). On the other hand, research suggests that youth growing 

up in low SES environments may be as much as 50% more likely to develop adverse 

psychological problems later in life than those living in higher SES environments (e.g., Heflin & 
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Iceland, 2009). Others have found that there is little evidence for an association between income 

inequality and mental health (Bockerman, Johansson, Helakorpi, & Uutela, 2009). The link 

between poverty and mental health problems is undoubtedly complex and mediated by variables 

associated with low SES including unemployment and ethnicity (Barker-Collo & Read, 2003) In 

addition, research has indicated that it is the relative poverty of a country (difference between the 

rich and poor) that is particularly predictive of poor mental health outcomes (Carroll, Casswell, 

Huakau, Howden-Chapman, & Perry, 2011; Powell-Jackson, Basu, Balabanova, McKee, & 

Stuckler, 2011; Wilkinson & Pickett, 2006; Wilkinson &Pickett, 2009).  

 In New Zealand, historical processes have left those of Māori heritage exposed to socioeconomic 

disadvantages, resulting in higher rates of mental health concerns (Marie, Fergusson, & Boden, 

2008). As research has shown however, children and adolescents are disproportionately 

represented among the poor, thus making investigating potential interactions between childhood 

poverty and adverse psychological outcomes both valid and important.   

 

Links between Adverse Childhood Experiences and Specific Disorders in Childhood  

As already demonstrated, a number of research studies have consistently shown a strong link 

between childhood adversities and poor overall mental health later in life. There is also substantial 

evidence linking specific disorders with adverse childhood experiences. For the purpose of this 

review, a small selection of disorders commonly diagnosed in childhood will be discussed, 

specifically: Attention Deficit Hyperactivity Disorder (ADHD), and Depression and Anxiety 

Disorders (American Psychiatric Association (APA), 2000).  

ADHD 

ADHD is commonly diagnosed in childhood. In the last decade, influential organisations such as 

the American Academy of Child and Adolescent Psychiatry and the American Academy of 

Paediatrics (AAP) have acknowledged the association between child abuse and neglect and 

behaviour presenting as ADHD, recommending in their assessment and treatment guidelines to 

screen for psychological trauma (AAP, 2001). Studies have suggested that adverse experiences in 

childhood may place children at an increased risk of developing post-traumatic stress symptoms, 

some of which correspond with symptoms of ADHD (e.g., Ford et al., 2000; Becker-Blease & 

Freyd, 2008). Results from a large longitudinal population based study in the U.S. of adolescent 

health showed a significant association between physical neglect, physical abuse, contact sexual 

abuse, and inattentive-type ADHD (Ouyang et al., 2008). Another study found that children with a 
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record of maltreatment (e.g., emotional, sexual, physical abuse or neglect) were diagnosed with 

ADHD inattentive-type more frequently than any other DSM diagnosis (Coleman, 2007). Similar 

links have also been indicated between childhood depression and maltreatment, which will be 

discussed next.   

Depression  

It has been suggested that adverse events in childhood may contribute to the development of 

depression through three main pathways: The development of negative internal working models of 

self and others; disturbances in neural pathway development affecting the hypothalamic-pituitary-

adrenal (HPA) axis; and activation of the onset of depression through stressful traumatic events 

such as abuse (Harkness & Lumley, 2008). Most of the research in this area has been carried out 

with adolescent samples (e.g., Harkness, Bruce, & Lumley, 2006). In a large-scale study of 

adolescents’ mental health Kilpatrick and colleagues (2003) found that adolescents who had been 

exposed to physical or sexual violence were almost three times more likely to experience 

depression than adolescents without a history of maltreatment. Another prospective study found 

that children who had experienced sexual abuse were nine times more likely to be treated for 

childhood disorders such as depression at public mental health services (Spataro et al., 2004).  

Furthermore, research has also shown that children exposed to multiple abusive events are more 

likely to experience depression than those who had been victimised only once. Additionally, 

children abused by a known or related perpetrator in their home and female adolescents were 

found to be more likely to experience depression (Danielson, de Arellano, Kilpatrick, Saunders, & 

Resnick, 2005). A longitudinal study of young maltreated children indicated that children affected 

by chronic neglect are significantly more likely to suffer from depression or anxiety symptoms 

than those affected by more transient maltreatment (Éthier, Lemelin, & Lacharité, 2004).  

Anxiety  

Childhood anxiety symptoms and disorders have also been associated with adverse experiences 

such as abuse and neglect (Beidel & Turner, 2005; Chaffin, Silovsky, & Vaughn, 2005; Wright, 

Crawford & Del Castillo, 2009). There is no single explanation for the development of any mental 

health problem including anxiety disorders. Environmental, psychological, and biological factors 

are all thought to play a part in the aetiology of anxiety, and are conceptualised as working in 

conjunction with each other (Carr, 2000). For example, not every child responds in the same way 

to the same situation. Their reaction will depend on their previous experiences, resilience, 

parenting practices, and their perceived control of the situation (Beidel &Turner, 2005). 
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In addition to traumatic events such as child abuse, research has indicated that other negative life 

events such as parental separation, family members with mental health problems, and loss of a 

close friend or caregiver are associated with increased levels of anxiety disorders in children (Tiet 

et al., 2001). Numerous studies have also shown a link between childhood adversities and PTSD 

(e.g., Maikovich, Koenen, & Jaffee, 2009; Famularo, Fenton, Augustyn, & Zuckerman, 1996).  

For a comprehensive review of anxiety disorders in childhood see Muris (2007).  

These findings highlight how children react differently to similar adverse experiences and thus 

demonstrate how imperative it is that clinicians go into initial assessments without assumptions 

and pre-set ideas of what may have contributed to an individual’s current difficulties. It is 

unfortunate that both clinical assessment and treatment have been and still are so focused on 

finding biological explanations and treatments for mental health problems, as one may imagine 

that children struggling with the enduring effects from childhood experiences may respond better 

to early psychological interventions. Without early intervention, effects of adverse childhood 

experiences can often be seen in adulthood. Additionally, adversities do not exclusively occur 

during childhood. A sample of adult adversities and their effects will now be discussed.   

     

Adulthood Adversities: Definitions, Prevalence Rates, and Effects 

Adult sexual abuse   

Definitions of ASA or sexual victimisation are often focused around rape or attempted rape. Rape 

is often referred to as an act of sexual or non-sexual penetration (vaginal, oral, or anal) that has 

been attained by force and/or threat in a situation where the victim is unable to resist or give 

consent (Kolivas & Gross, 2007). A complete definition of ASA needs to include both sexes, all 

sexual orientations, and take into account more recently exposed sexual phenomena such as 

acquaintance rape (Fisher, Cullen, & Diagle, 2005). These more inclusive criteria will be adopted 

for this study. 

Official statistics from the U.S. report incidence rates for rape or attempted rape of 0.5 

attempts/rapes per 1000 adult females, compared to 1.3% in New Zealand (Rape victims by 

country, UNICRI (United Nations Interregional Crime and Justice Research Institute), 2002). 

However, rape is significantly underreported, thus it is difficult to make accurate estimates of 

actual prevalence rates (Clay-Warner, Burt, & Harbin 2005; Gavey, 1991).  Fisher and her 

colleagues (2006) found that fewer than 1 in 20 incidents of sexual victimisation were reported to 

the police or other authorities in the U.S., while as many as 7 in 10 disclosed the incident to a 
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friend. Similar results were found in a New Zealand study (Gavey, 1991) where 51.6% of the 

participants disclosed an experience of sexual victimisation when directly asked by the researcher, 

indicating that the prevalence of ASA may be much higher than some official data may suggest. It 

is therefore important that the clinician ask clients about these events directly.  

Experiencing ASA has been associated with numerous negative psychological outcomes including 

depression, PTSD, attempted suicide, and substance abuse (Jordan, Campbell, & Follingstad, 

2010). The majority of research has been focused on heterosexual women.  While men in the 

general population are affected by rape less than women, this is not the case for gay men (Tjaden 

& Thoenness, 2000). Not surprisingly, gay men and lesbian women experience similar adverse 

consequences as heterosexual women (Balsam, Lehavot, & Beadnell, 2011) highlighting the 

importance of asking everyone about adverse events in the past.  

Adult physical abuse 

Research into APA is often focused on heterosexual domestic or intimate partner violence (IPV) 

against females. Definitions of domestic and intimate partner violence include physical, 

psychological, and sexual abuse by a current or former partner (Krug, Dahlberg, Mercy, Zwi, & 

Lozano, 2002; Mercy, Butchart, Dahlberg, Zwi, & Krug, 2003).  For the purpose of this study 

APA will be defined (in line with CPA) as acts that produce severe pain (e.g., repeated slapping, 

kicking, biting, choking, burning), and threatening with or using a weapon. 

The majority of research in this field has focused on the prevalence and effects of physical 

violence. Prevalence rates among women internationally range between 10 and 34% (Howard et 

al., 2010; Krug et al., 2002).  Much less is known about IPV experienced by males in heterosexual 

or homosexual relationships. However, one recent study found that 4.6% of men had experienced 

IPV in the last year and 10.4% over the past five years. Less than 3.5% of the study sample were 

in homosexual relationships (Reid et al., 2008). A New Zealand cohort study found that domestic 

conflict was present in 70% of relationships, ranging from minor psychological abuse to severe 

physical assault, with both genders showing comparable patterns of violence and victimisation 

(Fergusson, Horwood, & Ridder, 2005).  

A recent National Epidemiology Study, in the U.S., found that new onset of axis I disorders (APA, 

2000) were significantly more common among individuals who reported experiencing APA during 

the last 12 months (Okuda et al., 2011). Approximately 20% had been diagnosed with a new onset 

disorder. Moreover, increased frequency and severity contribute to an increased risk of developing 
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mental health problems. Findings showed that APA was associated with the onset of PTSD, GAD, 

depression, substance abuse, and bi-polar affective disorder (Okuda et al., 2011).    

Adult emotional abuse 

As with CEA, researchers differ on how to define adult emotional or psychological abuse. Murphy 

and Hoover (1999) suggested that emotional abuse be defined as: “Coercive or aversive 

behaviours intended to produce harm or threat of harm, often resulting in fear, increased 

dependency, and/or a diminished sense of self worth”. O’Leary and Maiuro (2001) proposed that 

emotional abuse include: Denigration of partner’s self-esteem, passive-aggressively withholding 

emotional support, threatening behaviour (explicit and implicit), and restricting personal freedom. 

More recently the term ‘psychological aggression’ has been suggested as an alternative 

(Follingstad, 2009).  O’Leary and Maiuro’s (2001) definition was adopted for this study.  

Due largely to inconsistency in definition, and coexisting abuse, prevalence rates of AEA are 

varied. A large population survey (n=6,790) of adult males and females showed that 12.1% of 

women and 17.3% of men had experienced AEA without experiencing any other form of abuse. 

However, more that 90% of those who had experienced sexual abuse and physical abuse also 

reported experiencing emotional abuse, suggesting this is a prevalent problem within the general 

population and within a clinical sample (Coker et al., 2002). A recent New Zealand study 

(Fanslow & Robison, 2011) reported that 55% of women had experienced some form of IPV 

during their lifetime. Notably, almost all of these women reported experiencing emotional abuse, 

and women who only reported one form of abuse were most likely to have experienced emotional 

abuse. These findings highlight the importance of clinicians asking about different kinds of abuse 

and neglect during assessment interviews.  

Follingstad (2009) reviewed the literature on emotional abuse and described a range of negative 

consequences experienced by women reporting emotional abuse including: Depression, PTSD, and 

generalised anxiety disorder. Other negative consequences included reduced self-esteem, stress, 

and poor physical health. The author also summarised research suggesting that emotional abuse 

elevates personality traits such as antisocial attitudes, persecutory feelings, and interpersonal 

sensitivity. Qualitative research found that more than 70% of women reported that emotional 

abuse had a more negative impact on their life than physical abuse (Follingstad et al., 1990).  
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Links between Adverse Experiences and Specific Disorders in Adulthood 

It may be comparatively easy to see the link between childhood adversities and specific childhood 

disorders due to their temporal relationship. However, what makes this project so important is that 

these childhood experiences often result in enduring poor social adjustment and mental health in 

adulthood. There is once again a large body of research convincingly showing this delayed and/or 

prolonged response to adverse childhood experiences. Research supporting this connection exists 

for the majority of disorders identified in the Diagnostic and Statistical Manual of Mental 

Disorders, fourth edition, text revision (DSM-IV-TR) (APA, 2000). However, only a few disorders 

will be discussed in more detail to illustrate this connection, specifically Depression, Eating 

Disorders, and Psychosis.  

Depression  

As with childhood depression, an extensive research literature indicates that adverse experiences 

in childhood are linked to depression in adults (e.g., Fergusson et al., 1993; Fergusson et al., 2008; 

Harkness & Lumely, 2008; Mazure, 1998; Molnar et al., 2001; Spataro et al., 2004). Some studies 

suggest that exposure to CSA or CPA is associated with up to five times the risk of developing 

depression as an adult (Harkness & Lumely, 2008: Kendler, Kuhn, & Prescott, 2004). It has been 

proposed that adversities such as CSA and CPA heighten an individual’s sensitivity towards future 

stress, thus increasing the likelihood of depression when new stress is encountered in adulthood 

(Post, 1992). 

A large-scale National Comorbidity Survey in the U.S. found that the percentage of women 

reporting depression among those that had experienced CSA was 39.3% compared to 19.2% of 

those that had not experienced CSA. Figures were similar for men, whereby 30.3% of those who 

had experienced CSA reported depression compared to 11.4% of those who did not (Molnar et al., 

2001). A longitudinal study in New Zealand found that both CSA and CPA were significantly 

associated with an increased incidence of major depression (Fergusson et al., 2008).  

Eating disorders 

Another group of disorders often discussed in relation to environmental influences and adverse 

childhood experiences are Eating Disorders (ED) (APA, 2000). Findings into links between EDs 

and child abuse are conflicting (Hund & Espelage, 2005). The aetiology of EDs is complex.  Some 

researchers argue that there may be an indirect relationship between abuse and EDs, as EDs 

traditionally develop during adolescence or early adulthood (Hund & Espelage, 2005). However, 

this temporal association exists in many mental health problems and there is a significant body of 
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evidence supporting an association between EDs and adverse childhood experiences (e.g., Kong & 

Bernstein, 2009; Mazzeo, Mitchell, & Williams, 2008; Messman-Moore et al., 2007; Murray, 

MacDonald, & Fox, 2008). For instance, a recent study of a clinical population found that 

emotional abuse, sexual abuse, and physical neglect were all significant predictors of disordered 

eating, and 90.4% of participants reported experiencing some form of trauma during their 

formative years (Kong & Bernstein, 2009). Moreover, research has found that individuals 

suffering from disordered eating with an abuse history more frequently fail to complete treatment 

and relapse compared to those without a trauma history (Rodriguez, Perez & Garcia, 2005), 

making enquiry behaviour important to understand and inform the therapeutic process and 

treatment recommendations. Furthermore, emotional abuse has been suggested to play a 

significant role in the development and maintenance of eating disorders (Waller, Corstorphine, & 

Mountford, 2007).  

Psychosis  

There continues to be an intense debate over the influence adverse childhood experiences may 

have on the development of psychosis. It would not be unfair to say that out of all mental health 

problems treated by mental health professionals today, psychosis is consistently associated with a 

biological cause. However, there has been an increased resistance to this theory over the last 

decade, with many researchers arguing for, and empirically demonstrating environmental causes 

(e.g. Anda et al., 2006: Bentall, 2003; Janssen et al., 2004; Read, 2004; Read et al., 2005; Read, 

Fink, Rudegeair, Felitti, & Whitfield, 2008; Rosenberg, Mueser, Jankowski, & Cournos, 2007; 

Whitfiled, Dube, Felitti, & Anda, 2005). Focus has often been on the link between CSA, CPA and 

psychosis (Read et al., 2005). However, other adverse life experiences, such as poverty (Read, 

2010) and emotional neglect or abuse (Mullen et al., 1996; Whitfield et al., 2005), have also been 

found to be as influential on the development of psychosis. For a comprehensive discussion on the 

association between environmental factors and the development of psychosis see articles by Read 

and his colleagues (2005, 2008, 2010). Read (2010) conducted a review of research indicating that 

there is a causal relationship between poverty and psychosis, suggesting that the relationship 

between poverty and psychosis may be best thought of as “ being a result of the greater exposure 

to a range of risk factors, in both childhood and adulthood, which are disproportionately 

experienced by poorer people” (Read, 2010, p11). A recent meta-analysis (Varese et al., 2012) of 

36 prospective, cross-sectional and patient-control studies exploring the link between childhood 

adversities and increased risk of psychosis indicated that childhood adversities, including sexual, 

physical, and emotional abuse, neglect, parental death, and bullying significantly increased the risk 

of experiencing psychosis. Moreover, no specific type of adversity or trauma was more strongly 



19 
 

related to psychosis than others, suggesting that variables such as frequency of exposure and age 

of onset may be more predictive of the risk of psychosis.  

Resilience 

The preceding discussion has highlighted significant negative effects on peoples’ lives as a result 

of adverse childhood experiences. However, it is important to point out that evidence also shows 

that far from everyone who has experienced childhood adversities goes on to develop mental 

health difficulties later in life (Iwaniec, Larkin, & Higgins, 2006; Mullen et al., 1993; McGolin & 

Windom, 2001).  Resilience is an area of psychology that has prompted numerous investigations. 

As with various psychological concepts, there has been extensive debate regarding a working 

definition of resilience. However, it is generally agreed that such a definition needs to cover two 

main points. Initially, the individual must have been exposed to a risky or stressful situation. 

Secondly, resilience should be evident over an extended period of time (Rutter, 2006). Resilience 

has been defined as the capacity to adapt despite traumatic or unfortunate circumstances (Waller, 

2001), a dynamic process including biological, social and psychological factors (Luthar & 

Cicchetti, 2000).      

An extensive overview of resilience is out of the scope of this thesis, for a more complete 

discussion see Taylor and Wang (2000). However, this discussion would be incomplete without 

mentioning resilience and the body of evidence indicating that a considerable minority of 

individuals appear to be comparatively unaffected by adverse childhood experiences (Collishaw et 

al., 2007; McGloin & Widom, 2001). McGolin and Widom (2001) interviewed 676 participants 

with a history of substantiated abuse or neglect. They measured functioning across eight domains 

(education, social activity, employment, substance use, homelessness, psychiatric disorders, and 

two measures of criminal behaviour) as a measure of ‘overall resilience’. Results found that 22% 

of their participants met their criteria for resilience. More females met criteria and scored higher 

across a greater number of the eight domains measured. Moreover, results indicated that sexual 

abuse had a negative impact on resilience; this was not evident for physical abuse (McGloin 

&Windom, 2001).  A long-term follow-up of a community sample in the U.K. found similar levels 

of resilience among their participants. Results also indicated that resilience was associated with 

certain factors, such as perceived parental support, personality style, peer relationships during 

adolescence, and quality of adult romantic relationships (Collishaw et al., 2007).  

The preceding discussion has highlighted the significant impact of adverse childhood and 

adulthood experiences and the need for a comprehensive approach towards initial assessments and 

treatment recommendations in mental health settings. Moreover, as mentioned previously, adverse 
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experiences cannot be considered in isolation of other contextual factors. One theory that is 

pertinent in this discussion is John Bowlby’s Attachment Theory (1958, 1960, 1969, 1973, 1980). 

The following section will briefly outline Attachment Theory and its implications for mental 

health. 

 

Theoretical Background to Attachment Theory 

Attachment Theory was initially developed by John Bowlby (1958, 1960, 1969, 1973, 1980). Born 

in 1907 in England, Bowlby followed in his father’s footsteps and became a physician, 

specialising in psychiatry. However, his interest in children, and especially ‘disturbed’ children, 

started when he worked as a volunteer at a school for ‘maladjusted’ children. His experiences there 

initiated his interest in early childhood interactions (Bretherton, 1992). Bowlby’s early work on 

attachment was also inspired by classical work from Lorenz, Hinde, and Harlow (Cassidy & 

Shaver, 2008). Prior to introducing the concept of attachment, Bowlby (1944) investigated 44 

young thieves, their characters, and home lives. This investigation made him consider that 

comparatively serious disturbances in the mother-child relationship could play a formative role in 

child development and were salient antecedents for future psychopathology. 

The most elementary aspects of Attachment Theory are focused on the biological foundations for 

human attachment behaviour. Bowlby suggests that infant behaviours such as crying, smiling, and 

vocalising all have the function of increasing the proximity of the child to the primary attachment 

figure, usually the mother (1958). Even though much of the existing research focuses on the 

primary attachment figure, young children can develop attachment relationships with more than 

one individual during the early stages of their lives (Bowlby 1969/1980; Ainsworth, 1967). In 

most western cultures these may include the father, siblings, or grandparents; in other more 

collective cultures these may be members of the extended family or close friends with whom the 

children have close and continual contact (Grossmann, Grossmann, & Keppler, 2005). Attachment 

Theory suggests that seeking security from and proximity to attachment figures is biologically 

anchored and serves as a survival mechanism for children (Brisch, 2002). Moreover, the child is 

thought to be biologically predisposed to seeing the primary attachment figure as a ‘safe’ base 

from where they can explore the environment (Bowlby, 1969/1980). This innate biological 

mechanism of protection is considered to be a healthy characteristic of human development and, if 

disrupted, may result in psychological disturbances. Bowlby described attachment as, “any form of 

behaviour that results in a person attaining or maintaining proximity to some other differentiated 

and preferred individual, usually conceived as stronger and wiser” (1973).  
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According to Attachment Theory, it is thought that attachment behaviours are structured into an 

“attachment behavioural system” that leads to foreseeable behavioural outcomes. Furthermore, 

findings suggest that this behavioural system is not determined by only pleasurable encounters, as 

children appear to become attached to abusive as well as warm and sensitive parents (Bowlby, 

1958). Bowlby also suggests that through early interaction with the primary caregiver during the 

first year of a child’s life, they develop mental representations which he refers to as ‘internal 

working models’ of human interactions and their own sense of self (Bowlby, 1969/1980).   

Bowlby (1969/1980) proposed that attachment bonds have several defining characteristics, 

including ’separation distress’, ‘safe haven’, ‘secure base’ and ‘proximity maintenance’ all of 

which are easily observable in the interaction between the infant and the caregiver. A securely 

attached infant tends to protest when they are separated from their primary caregiver, returns to 

them for reassurance during exploration and retreats back to them if they sense any risk of danger 

or harm. The child’s desire for proximity to the primary attachment figure may vary under 

different circumstances, such as context, emotion, cognition, and individual differences. Bowlby 

(1969/1980) depicted two classes of contextual differences that contributed to activation of the 

attachment system in the individual: Either signalling danger or a threat for the child. There are 

circumstances within the child, (e.g., illness or pain) and others in the child’s environment (e.g., 

the presence of threatening or dangerous stimuli) that may activate this system. This balance 

between exploration and attachment needs is considered by Bowlby (1969/1980) to be a central 

part of human behaviour throughout their life span.  

Similarly, the child’s innate and developing emotions are also strongly linked with attachment. 

Bowlby suggested that children are predisposed to experience positive emotions in interactions 

with their primary attachment figure and negative emotions when they experience loss (short- or 

long-term) of that attachment figure. He suggested that emotions are a vital regulatory system 

within the attachment relationship (1973). This relationship between attachment and emotions has 

received much interest from current attachment researchers (e.g., Cassidy & Shaver, 2008; Collins, 

Ford, Guichard, & Allard, 2006) because of suggestions that individual differences in attachment 

security serve as the base for how individuals respond, regulate, and communicate their emotions.  

Attachment Theory also proposes that there is a cognitive element in the development of human 

attachment behaviour. Bowlby suggested that recurring attachment encounters will lead to the 

development of ‘internal working models’ of how to best behave/react in certain situations (for an 

extensive review of these models see Main, Kapland, & Cassidy, 1985). Individual difference is 

thought to affect the organisation of attachment-related behaviours leading to differences in the 
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quality of the attachment relationship (Sroufe & Waters, 1977). These individual differences are 

most easily detected in the balance between exploration and need for proximity to the primary 

attachment figure (Wienfield, Sroufe, Egeland, & Carlson, 2008). Research into Attachment 

Theory and concepts has become extremely diverse and extensive (e.g., Birsch, 2002; Cassidy & 

Shaver, 2008) but a full review of all the literature is beyond the scope of this inquiry. Thus a more 

limited focus is adopted here. For a more extensive overview of Attachment Theory and associated 

concepts see Birsch (2002), Cassidy and Shaver (2008) and Mikulincer and Shaver (2007).    

One of Bowlby’s colleagues, Mary Ainsworth, became instrumental in the development and 

recognition of Attachment Theory with her work on identifying and categorizing different types of 

attachment behaviour (1967, 1978). Mary Ainsworth (nee Salter) trained at the University of 

Toronto prior to World War II, where she was introduced to Security Theory (Blatz, 1940). One of 

the major concepts in this theory is that infants need to develop a secure reliance on their parents 

prior to exploring new unknown situations: 

 Familial security in the early stages is of a dependent type and forms a basis from 

which the individual can work out gradually, forming new skills and interest in other 

fields. Where familial security is lacking, the individual is handicapped by the lack of 

what might be called a secure base from which to work (Salter, 1940. p. 45). 

 

This quote gives some insight into her early interests and ideological beliefs. Mary, now 

Ainsworth, joined Bowlby’s research unit at the Tavistock Clinic in 1950 to undertake work on 

separation and reunion. Even though Ainsworth left Bowlby’s research team in 1953 to undertake 

a study with infant-maternal relationships in Uganda, their working relationship continued 

(Bretherton, 1992). After leaving Uganda in 1955 Ainsworth moved to Baltimore where she 

continued her studies on infants’ ties to their mothers culminating in what is now seen as the ‘gold 

standard’ (Crowell & Waters, 2005) of attachment assessment: The ‘Strange Situation’ 

(Ainsworth, Blehar, Waters, & Wall, 1978).  

The ‘Strange Situation’ is a series of three minute interactions between 12 to 18 month old infants 

and their primary attachment figures, developed to evaluate the quality of the attachment 

relationship. The experiment is conducted in a playroom filled with interesting toys to elicit 

exploration while the attachment figure leaves the room and a stranger appears in order to try and 

elicit fear or wariness on the part of the infant (Ainsworth et al., 1978).   Ainsworth initially 

identified three distinct behavioural/attachment clusters: Secure, Avoidant, and 
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Resistant/Ambivalent attachment styles. In later research, a fourth behavioural cluster was 

suggested, known as Disorganised attachment, which represented many of the children that 

initially were unclassified in Ainsworth’s original classification system (Main & Solomon, 1986). 

As a result, attachment patterns are mainly classified as one secure and three insecure patterns, 

with a ‘standard’ global distribution in non-clinical samples of 62% secure, 15% avoidant, 9% 

ambivalent and 15% disorganised.  This distribution seems to exist across a range of cultures (van 

Ijzendoor & Sagi-Schwartz, 2008; van Ijzendoor & Kroonberg, 1988).    

A Secure attachment style in infants is characterised by clear signals of distress when their primary 

attachment figure leaves the room and then reacting with warmth and joy upon the return of the 

attachment figure (Ainsworth et al., 1978). Secure attachment is associated with normative 

development and a reduced risk of adverse mental health outcomes (Cassidy & Shaver, 2008). 

Infants who display Avoidant attachment patterns display little or no protest during separation 

from the caregiver and display no direct joy upon the attachment figure’s return (Ainsworth et al., 

1978). Ambivalently attached children, on the other hand, tend to be visibly distressed after 

separation from the caregiver, fail to engage in exploration, and react with the need for closeness 

while simultaneously displaying aggressive behaviours upon the return of their caregiver 

(Ainsworth et al., 1978).  

Research into attachment and psychopathology often focuses on individuals who are classified as 

having Disorganised attachment styles at different stages of their lives (Main & Solomon, 1986).   

Infants with Disorganised attachment patterns display secure behaviours upon the caregiver’s 

return, alongside contradictory behaviour such as happily running towards the caregiver followed 

by a fearful response such as anger or running away. They may also display characteristics of all 

the other attachment styles (Main & Solomon 1986). It has been suggested that infants could find 

it difficult to maintain closeness to a caregiver they may find frightening or associate with fearful 

stimuli (Liotti, 1992). A Disorganised attachment style is often found to occur significantly more 

frequently in clinical samples (van Ijzendoorn, Schuengel, & Bakersman-Kranenburg, 1999). Due 

to this disproportionately higher percentage in clinical samples, much attention has lately been 

given to Disorganised attachment patterns, as it has been shown that this pattern correlates with 

adverse events such as neglect and various types of abuse (Holmes, 2003). It has also been 

suggested that Disorganised attachment is best understood as two distinct types: Disorganised-

Secure and Disorganised-Insecure attachment, based on the type of attachment their behaviour 

most closely resembles (Lyons-Ruth & Spielman, 2004).  
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Research has also shown that Ainsworth’s classification system is reliable from birth to six years 

of age (Main & Cassidy, 1988). During middle childhood (ages 7-12) peers begin to take on a 

more favoured role than attachment figures for most children (Kerns, Tomich, & Kim, 2006). 

Attachment Theory suggests that there may be a decline in the frequency and intensity of 

attachment behaviours during middle childhood, as the child’s attachment system progresses 

towards greater self-reliance (Bowlby, 1982). Recent research has indicated that this is the case; 

children seek out their parents less, but do not perceive them to be less available and tend to turn to 

them for attachment needs, while their peers fill their companionship needs (Kerns, Tomich & 

Kim, 2006).  

Adolescence is another transitional period in life; this is also the case in reference to the 

attachment system. Attachment Theory suggests that representations or ‘internal working models’ 

of human interactions guide our social behaviour throughout life (Bowlby, 1988). This process is 

thought to influence interactions in new relationships, both with peers and romantic partners as 

they begin to guide representations, feelings, and information processing (Bowlby, 1980). Indeed, 

research has indicated that there is a strong relationship between attachment styles and relationship 

behaviours in adolescence (Berlin, Cassidy, & Appleyard, 2008; Furman, 2001).  In their study of 

attachment generalisation Feeney, Cassidy, and Ramos-Marcuse (2008) reported that insecurely 

attached adolescents may be guided by negative expectations in regards to others’ good and bad 

intentions. Adolescents with an Anxious attachment style were more likely to strongly reciprocate 

negative affect, and were less likely to reciprocate positive affect (Feeney, Cassidy & Ramos-

Marcuse, 2008).   

Attachment behaviours in adulthood are somewhat more complicated, being influenced by 

variables such as resilience, stability of the family environment, loss of attachment figure, and 

both peer and romantic relationships (Grossman, Grossman, & Waters, 2005; Mikulincer & 

Shaver, 2007). However, longitudinal studies have shown that generalised models of attachment 

are very stable: If there is any change in attachment style it is usually associated with challenging 

life events, such as loss or abuse (Grossman, Grossman, & Waters, 2005). Other prominent 

authors in the attachment field also suggest that attachment styles can be stable over life and that 

change only occurs if there are significant changes in the family environment (Waters, Weinfield, 

& Hamilton, 2000).  

A model of attachment activation in adulthood proposed by Mikulincer and Shaver (2007) 

suggests that activation of the attachment system in adulthood is a process of three ‘if then’ 

conditions: If threatened, seek protection and proximity; if the attachment figure is supportive and 
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available, relax and enjoy the feeling of being loved; and finally, if the attachment figure is 

unavailable, either increase attachment seeking efforts or deactivate the system and rely on 

yourself (Mikulincer & Shaver, 2007). These ‘if then’ propositions gradually become relatively 

stable ‘internal working models’ of social experiences. For example, a diary study with couples 

(Collins, Ford, Guichard, & Allard, 2006) found that, in line with Attachment Theory, adults tend 

to seek more support from their partners on days when they experience more stress.  

The majority of research into adult attachment has been focused on romantic relationship 

dynamics (Feeney & Collins, 2001; Hazan & Shaver, 1987; Mikulincer & Shaver, 2007; Treboux, 

Cronwell, &Waters, 2004). Bowlby (1980) suggested that attachment bonds created in infancy laid 

the foundations for adults’ interactions in their close romantic relationships. Hazan and Shaver 

(1978, 1990) were among the first to argue that romantic love could be seen as an attachment 

process and proposed what is often referred to as romantic attachment styles based on Ainsworth’s 

(1978) infant attachment categories. They found that the distributions among adult attachment 

styles were almost the same as for children and that the difference in attachment style predicted the 

way individuals experienced romantic love (Hazan & Shaver, 1987, 1990).  

This work into adult romantic love and attachment led to the development of a new four-group 

model of adult attachment (Bartholomew, 1990). Bartholomew suggests that working models of 

self and others can be divided into positive and negative, resulting in four different adult 

attachment styles: Secure, Preoccupied, Dismissing, and Fearful. Securely attached adults tend to 

be comfortable with intimacy and have developed autonomy. Preoccupied adults, on the other 

hand, tend to be overly dependent on their partner and individuals. Dismissing attachment 

behaviours are characterised by self-reliance and independence at the expense of intimacy. Finally, 

Fearfully attached adults desire intimacy and romantic love but tend to be unable to trust others 

often resulting in rejection and/or loss (Bartholomew & Horowitz, 1991).  

Adult attachment is often measured by the Adult Attachment Interview (AAI), a semi-structured 

interview developed by Main, Kaplan, and Cassidy (1985). In the AAI the individual is 

interviewed about their general views on relationships with parents, peers, and partners. The final 

AAI classification is based on two scales: The ‘state of mind’ and the ‘parental behavioural scale’. 

Individuals can be classified into five major classifications: Secure; Dismissing; Preoccupied; 

Unresolved/Disorganised; and Cannot Classify (Hesse & Main, 2000). Ainsworth’s (1978) 

‘strange situations’ classification and the AAI have been shown to be significantly related to each 

other by a number of researchers (e.g., Behrens, Hesse, & Main, 2007; Ward & Carlson, 1995).    
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Although the vast majority of work on adult attachment has been done with heterosexual adults, 

some recent research has investigated romantic attachment in same-sex partnerships (Kurdek, 

2005; Ridge & Feeney, 1998; Wells, 2003).  Results generally replicate findings from studies of 

heterosexual relationships. That is, they indicate that same sex partners have the same distribution 

and attachment styles as heterosexual partners.  

Up to this point this review has considered gradual development of attachment through the life 

span. However, some noteworthy events have been shown to have a significant impact on the 

development of individual attachment. A brief review of some of these events follows.  

 

Attachment Related Events 

Positive attachment related events may be daily phenomena such as bedtime stories, warm caring 

embraces after a fall, or simply being available when the child is exploring his/her surroundings. 

However, a number of specific attachments related events have been shown to have a negative 

impact on the development of individuals’ attachment styles (Cassidy & Shaver, 2008). Thus, a 

more detailed discussion of some of these events is warranted here, specifically, child abuse, 

parental loss, adoption, foster care, separation/divorce, and the mental health of the primary 

attachment figure will be explored. 

Abuse 

The earlier literature review has already highlighted the effects of different types of abuse on 

individuals’ mental health, both in childhood and adulthood. This section reiterates this association 

and draws attention to its link with attachment (Afifi et al., 2007; Edwards, Holden, Felliti, & 

Anda, 2003; Everett & Gallop, 2001). The impact of severe abuse on developing attachment 

relationships may seem self-evident. If a growing child seeks safety and security from a caregiver 

only to be meet by harsh physical punishment or sexual molestation, maladaptive ‘internal 

working models’ regarding one’s self, others, and the world are likely to form. Children who 

experience sexual and/or physical abuse are more likely to develop insecure attachment styles 

(e.g., Disorganised attachment) (Main & Solomon, 1986) associated with increased risk of mental 

health problems both in childhood and adulthood (Brown, 2009; Carlson, 1998; Cassidy & Shaver, 

2008).  Riggs and her colleagues (2007) found that an insecure attachment style was a significant 

predictor of several mental health problems including, substance abuse, anxiety disorder, and 

PTSD among adults who had experienced abuse during their childhood. Similarly children 

experiencing abuse and/or neglect often develop an insecure attachment to their care giver(s), 
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associated with an increase risk of childhood mental health problems (e.g., Claussen, Mundy, 

Mallik, & Willoughby, 2002; Shipman, Zeman, Penza, & Champion, 2000). For a comprehensive 

review on child abuse, neglect and attachment see Howe (2005).    

Loss of caregiver 

Bowlby’s third volume in his trilogy addressed the psychological consequences of loss (1980). It 

stressed the impact on an individual’s attachment systems when they are affected by death or other 

loss (e.g., adoption, incarceration). However, Bowlby’s interest in the effects of loss of a key 

attachment figure began long before he wrote Attachment and Loss (1980). In his early work with 

juvenile delinquents he suggested that the loss of a key attachment figure may in fact be a 

predisposing factor for adolescent criminal behaviour (Bowlby, 1944).  

Given the frequency at which children experience loss of a caregiver and the subsequent breaking 

of an attachment bond, examining potential consequences is important. A recent UK study of 

individuals experiencing a first episode of psychosis found that they were 12.3 times more likely 

to have lost their mother in childhood (Morgan et al., 2007). However, research also indicates that 

vulnerability to the effects of loss depends on the quality of attachment experiences prior to the 

loss (Crowell & Waters, 2005). Longitudinal work has shown that the loss of a parent during 

adulthood can similarly have problematic effects on the psychological and physical wellbeing of 

the individual (Marks, Jun, & Song, 2007). Given the dramatic impact death can have on an 

individual’s wellbeing, both in childhood and adulthood, enquiring as to its occurrence may aid in 

assuring that best possible treatment is recommended. Death of a significant person may represent 

definitive loss that can be extremely difficult to replace. However, a more indefinite loss such as 

the effect of adoption, foster care, and institutionalised care also warrants attention.  

Foster care and adoption  

Many children in New Zealand and around the world are growing up in foster care or are adopted 

during the time that attachment bonds are formed. According to New Zealand government 

statistics, 5,095 children out of a population of 4 million people were in foster care in June, 2006 

(Child, Youth and Family, 2006). In the United States, children in foster care exceed 420,000 (U.S 

Department of Human Services, 2006).   

Apart from when children are placed in foster care at birth, foster care inevitably involves 

separation from the primary attachment figure. Even though most children placed in foster care 

come from a home environment of abuse and/or neglect attachment still forms within this 

environment and subsequently separation from a primary attachment figure can be fraught with 
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challenges (Mennen & O’Keefe, 2004; Pearce & Pezzot-Pearce, 2001). One study, for instance, 

found that children in foster care had approximately as many externalising and internalising 

problems as children in community mental health centers and that 70% of the children in foster 

care ended up having lifelong mental health problems (Stein, Evans, Mazumdar, & Rae-Gran, 

1996). This is not to say that all these difficulties can be explained by Attachment Theory, and 

certainly an insecure attachment style is only one of various risk factors contributing to poor social 

adjustment and mental health problems. However, it is likely that the combination of growing up 

in a fearful and/or anxiety provoking environment with subsequent removal from the primary 

caregiver is likely to have significant effects on the developing child.  

Divorce and separation  

Another event that may affect attachment and is linked to poor mental health status both in 

childhood and adulthood is divorce and separation (Sirvanli-Ozen, 2005). Given that divorce can 

result in separation from at least one of the primary attachment figures, potentially disrupting that 

vital attachment bond, attachment related challenges can be expected. It has been suggested that 

the effect of divorce/separation on children is often cumulative due to a number of divorce related 

stressors such as financial hardship, moving school, and re-marriage, to name a few (Amato, 

2000). As previously discussed in regards to loss and foster care, temporary or permanent loss of a 

primary caregiver at a young age can have prolonged effects on a child’s development and 

subsequent psychological health. There are some studies indicating that divorce may be associated 

with positive adjustment for children (e.g., Crosnoe & Elder, 2004). However, the majority of 

empirical evidence indicates that divorce is in fact associated with a wide range of psychological 

difficulties, for example lower self esteem, conduct problems, developmental delays, and 

depression and anxiety problems (Feeney & Monin, 2008). Longitudinal studies have also 

indicated that divorce may have lasting effects, predicting poor psychological wellbeing both in 

adolescents and adults (Amato & Sobolewski, 2001; Wallerstein & Lewis, 2004). Given that 

divorce/separation is a regularly occurring event in modern society and it clearly has implications 

on individuals’ psychological wellbeing, both in the short and the long-term, routine enquiry 

would ensure a more complete picture of an individual’s current challenges.       

History of mental health problems in a significant attachment figure 

Another area worth considering is whether there could be potential consequences on the 

attachment relationship if the primary attachment figure was suffering from poor mental health. 

Links to parental mental health are frequently focused on genetics and biological predispositions. 

However, given that Attachment Theory assumes that children are predisposed to seek proximity 
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to their primary caregiver, and that this caregiver’s role is to provide a ‘secure base’ for the child 

to explore the world, it is easy to appreciate how difficult it may be for a young child if their 

caregiver was unavailable or unable to provide this support due to their own challenges at the time.  

Top-down and bottom-up studies have consistently indicated that parental psychopathology is a 

significant risk factor for childhood depression (Essau & Sasagawa, 2008). One recent study 

indicated that children of depressed caregivers are three times more likely to develop affective 

disorders than children of caregivers without mental health problems (Weissman et al., 2006).  It 

has been suggested that the origins of cognitive vulnerability may lie in early attachment 

experiences. This has significant implications, both for research and clinical work. For an 

extensive review on implications see Moran and colleagues (2008). 

  

Childhood Mental Health and Attachment Theory 

As noted previously, research suggests that attachment behaviours impact on individuals’ mental 

health during childhood and later in life (Duggal, Carlson, Sroufe, & Egeland, 2001). This impact 

may be even more significant if the individual is exposed to neglect, sexual, physical, or emotional 

abuse from their primary attachment figure (Sroufe, 2005; Sroufe, Egeland, Carson, & Collins, 

2005). Several studies have indicated that attachment insecurity is only predictive of problematic 

behaviour in high risk samples (Belsky & Feron, 2002; Dallaire & Weinraub, 2007). However, it 

is important to remember that risk factors are not operating in isolation of protective factors 

(Rutter, 2006). Some of the more important protective factors identified by researchers include: 

individual factors (e.g., temperament, intelligence), ecological factors (e.g., school, SES), and the 

quality of the relationships with peers, parents, or other influential attachment figures (Dallaire & 

Weinraub, 2007; Wood, McLeod, Sigman, Hwang, & Chu, 2003).   

Affective disorders  

Childhood anxiety and affective disorders may, in many ways, fit the framework of Attachment 

Theory best as insecure mental representations of human interactions would likely lead to anxious 

and insecure feelings. Several studies have gone on to show this link. One of the more recent 

studies found that school children with insecure attachment styles are significantly more likely to 

receive anxiety diagnoses (Rapee, Kennedy, Ingram, Edwards, & Sweeny, 2005).  Another recent 

study from a large, diverse sample of children indicated that children classified as Securely 

attached coped better with adverse events, displayed fewer symptoms of depression, and anxiety, 

and displayed less aggressive behaviours. However, children classified as Insecure displayed more 
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anxious and aggressive symptoms at four-and-a-half years of age (Dallaire & Weinraub, 2007). 

Research has also proposed that Insecurely attached children more frequently develop social and 

behavioural deficits, have problems forming and maintaining positive relationships, and have 

difficulty forming adaptive ‘internal working models’ increasing their vulnerability to depression 

(Rudolph, Flynn, & Abaied, 2008). Data from the Dunedin longitudinal study in New Zealand 

supports this argument, indicating that low perceived attachment to caregivers was linked with 

high levels of affective disorders, conduct disorders and inattention in adolescence (Nada Raja, 

McGee, & Stanton, 1992).  

Externalising behaviour       

 Externalising problems in childhood are those that manifest as actions or behaviours readily 

visible to others (e.g., aggression). These have received a considerable amount of research 

attention in attachment research (e.g. Allen et al., 2002; Levinson & Fonagy, 2004; McElhaney, 

Immele, Smith, & Allen, 2006). Indeed, Bowlby’s original interest in attachment began with his 

work with juvenile thieves (1944), leading him to conclude that the hostility, disregard, lack of 

empathy, and intense anger he found in many of the boys led to conduct problems and criminal 

behaviour. The link between insecure attachment and conduct problems can be thought of as 

individuals’ inability to use constructive attachment strategies as they have not had the opportunity 

to learn such strategies. Furthermore, a number of research projects have also indicated that there 

is a link between adolescent attachment styles and mental health. Wallis and Steele (2001) found 

that adolescents requiring residential care were significantly more likely to be assessed as 

Insecure-Disorganised attachment style.  

Substance abuse  

 Research has indicated that insecure attachment is associated with an increased likelihood of 

substance abuse in adolescence as well as later in life (McNally, Palfai, Levine, & Moore, 2003). 

Because these problems are over-represented within clinical populations, some argue that as many 

as 80% of the children in clinical settings could be classified as insecurely attached (Speltz, 

Greenberg, & DeKlyen, 1990; Speltz, DeKlyen & Greenberg, 1999). However, data is inconsistent 

and more research is needed in this area.  It would therefore be far from accurate to imply that 

insecure attachment on its own is a form of psychopathology, though it can, in association with 

other external conditions, lead to mental health concerns from an early age (DeKelyn & 

Greenberg, 2008). 
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Adult Mental Health and Attachment Theory 

The association between adverse childhood experiences and later utilisation of mental health 

services has been documented by several comprehensive reviews (e.g., Everett & Gallop, 2001; 

Read, Goodman, Morrison, Ross, & Aderhold 2004). The preceding discussion has illustrated how 

adverse childhood experiences are likely to impact on a child’s attachment security and how 

insecure attachment styles are likely to increase the risk of developing psychiatric conditions 

during childhood. There are similar findings supporting the link between childhood attachment 

behaviours and adult mental health problems. For instance, longitudinal studies exploring the 

relationship between infant attachment and adult psychopathology suggest that early distortions in 

interpersonal experiences can place children on the path to future behavioural and emotional 

disturbances in adulthood (e.g., Carlson, 1998; Grossman et al., 2005). 

The most influential of these studies include the Minnesota study and the Bielefeld and 

Regensburg studies, which together followed more than 230 children from infancy to adulthood 

(Grossmann et al., 2005). Findings from these studies have indicated that a variety of attachment 

experiences and insecure attachment styles are associated with less favourable outcomes later in 

life.  It is therefore important to also consider specific attachment-related events in childhood and 

their association with adult psychopathology.  

Affective disorders  

Insecure attachment has been linked to affective disorders such as depression and generalised 

anxiety disorder (APA, 2000) in adolescence ( Duggal, Carlson, Sroufe & Egeland, 2001) and in 

adulthood (Bifulco, Moran, Ball, & Bernazzani, 2002; West & George, 2002). Epidemiological 

studies have indicated that anxiety disorders are the most common psychiatric disorders in 

childhood and in adolescence (Fergusson, Horwood, & Lynskey, 1993). Results from the 

Minnesota longitudinal study indicated that insecure attachment relationships in childhood were 

predictive of poor peer relationships in adolescence, and increased anxiety symptoms in 

adolescence and adulthood. More than 100 studies have investigated the links between insecure 

attachment styles and depressive and/or anxiety disorders. Significant associations have been 

found in both non-clinical and clinical samples (for a review see Mikulincer & Shaver, 2007). 

Additionally, several studies have shown that the death of a parent during childhood is associated 

with an increased risk of developing depression later in life (e.g., Shoelson Meyers, 2005; 

Takeuchi et al., 2003). A recent Dutch study (Bekker & Croon, 2010) compared adult clients 

accessing primary mental health care with a non-clinical group. Results suggested that anxious 

attachment style was a particularly strong predictor of both anxiety and depression. Research has 
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also suggested that adults diagnosed with depression often describe their parents/caregivers as 

more rejecting and less supportive than individuals without diagnosed depression (Fonagy et al., 

1996). 

Eating disorders  

Eating Disorders (EDs) (APA, 2000) are another group of clinical disorders often associated with 

early maladaptive attachment experiences, along with over-controlling, rejecting parents (Back, 

2011). In one study 95% of individuals diagnosed with EDs were found to be insecurely attached 

(Ward et al., 2001). Attachment Theory would suggest that dysfunctional eating behaviours and 

associated difficulties in interpersonal relationships and negative self-representations stem from a 

history of insecure interactions with attachment figures (Cole-Detke & Kobak, 1996). Cole-Detke 

and Kobak (1996) suggest that behaviours associated with EDs develop as defensive methods to 

avoid feelings of vulnerability and helplessness. Pearlman (2005) found several commonalties in 

attachment experiences in her work with women suffering from EDs. She reported that many of 

her clients had either a mother who was anxious and unsupportive or an absent father. Many also 

spoke of traumatic separations from their mothers in early childhood. An added complication for 

many studies investigating the relationship between EDs and depression is that over half of women 

with EDs also report suffering from depression (Cassidy & Shaver, 2008), which still fits with 

Attachment Theory.   

Dissociation  

Some have also argued that there is a relationship between dissociation in adulthood (APA, 2000) 

and infant attachment style, with the strongest predictor of dissociative tendencies being a  

Disorganised attachment style (Lyons-Ruth, Dutra, Schuder, & Bianchi, 2006).  According to 

Main and Hesse (1990) and Lotti (1992), dissociative tendencies are intensified by frightening or 

frightened caregiver behaviour during childhood, which results in disorganisation of the child’s 

attachment behaviour, subsequently leading to dissociative disorders in adulthood. Longitudinal 

research has suggested that a Disorganised attachment style in particular has long-term 

implications for the development of dissociative symptoms later in life (Carlson, 1998). 

Significant correlations between insecure attachment and dissociation have also been found in a 

non-clinical sample (Calamari & Pini, 2003). On the whole, research into attachment and 

dissociation tends to support van der Kolk’s (1996) hypothesis that secure attachment relationships 

in childhood work as a shield for individuals, protecting them from developing dissociative 

symptoms in adulthood.  
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PTSD and Psychosis  

Individual differences in attachment style have also been found to play an important role in the 

development of post-traumatic stress disorder (PTSD) (APA, 2000). For example, several authors 

investigated the effects on individuals of the attack on the World Trade Center in New York in 

2001. These authors found that those classified as insecurely attached suffered from more severe 

symptoms of PTSD (Fraley, Fazzari, Bonanno, & Dekel, 2006; Twaite & Rodriguez-Srednicki, 

2004). Additionally, in recent studies, negative attachment experiences in childhood as a result of 

trauma and abuse (sexual, emotional, and/or physical) have been linked to the development of 

disorders in the schizophrenic spectrum (Janssen et al., 2004; Read, van Os, Morrison, & Ross, 

2005). Compelling support for this link has been found in a large scale prospective study in the 

Netherlands (Janssen et al., 2004), which found that individuals who had suffered severe child 

abuse were 48 times more likely to develop ‘pathology level psychosis’ than individuals who had 

not been abused during childhood. Studies have also found that both positive and negative 

characteristics of schizophrenia (see Read et al., 2004 for a description) are associated with 

Insecure attachment styles (Berry, Wearden, Barrowclough, & Liversidge, 2006). A link between 

attachment style and ‘schizophrenia’ is discussed in depth by Liotti and Gumley (2008) in a recent 

book on psychosis, trauma, and dissociation (Moskowitz, Schäfer, & Dorahy, 2008). 

Some authors go so far as to suggest that the explanation offered by Attachment Theory for how 

individuals develop ‘internal working models’ may be the best way to understand how abuse and 

trauma in childhood can lead to the development of psychosis in adulthood (e.g., Read & 

Grumley, 2008). These authors highlight meta-analytical evidence indicating that Insecure 

attachment patterns such as Disorganised attachment do not arise from the child’s own 

temperament (van Ijzendoorn, Schuengel, & Bakersmans-Kranenburg, 1999) or other genetically 

predisposing variables (Bakersmans-Kranenburg, van Ijzendoorn, & Kroonenberg, 2004), but 

from interpersonal experiences such as trauma and abuse. It is argued that the latter are extremely 

likely to affect individuals’ perceptions of themselves and others, potentially resulting in serious 

mental health concerns including psychosis.  

Overall, research provides convincing support for the hypothesis that infant attachment and 

attachment-related events play a role in the development of child and/or adult psychopathology, 

indicating that attachment and adverse childhood experiences are very much linked. It would 

therefore be unwise to investigate one without also considering the other. As already discussed, 

although the awareness of a more bio-psycho-social approach to mental health has increased over 

the last century, it would be fair to say that the trend towards more psychodynamic thinking such 
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as Attachment Theory is still foreign to many clinicians working in mental health today. Given the 

arguments presented above, it is therefore necessary to consider what actually occurs in clinical 

practice. Do clinicians ask about these variables when they see clients in initial interviews, and if 

so, do they recommend treatments that may address some of these concerns? The importance of 

clinical enquiry practice is outlined below.       

 

Why is it Important to Ask about Adverse Experiences in Childhood? 

If we accept that there is a relationship between adverse childhood experiences and adult mental 

health, and that treatment is enhanced by understating the development of the presenting problem, 

we would expect clinicians working in mental health services to routinely elicit this information 

during the initial interview. Research shows that many victims of abuse are extremely hesitant to 

spontaneously talk about their experiences (Acierno, Resnick, & Kilpatrick, 1997; Elliott & Brier, 

1994; Read, McGregor, Coggan & Thomas, 2006). There are several likely reasons for this 

hesitation including shame, guilt, and previous attempts of disclosure may have been ignored or 

disbelieved. One New Zealand study found that only 4% told someone straight away following 

sexual abuse, and over half (54%) took more than 10 years to disclose the abuse (Read et al., 

2006). Moreover, individuals predominantly disclosed abuse to family or friends (71.6%) and only 

4% reported telling a health professional first (Read et al., 2006). However, and importantly, 

disclosure rates increase significantly when clients were asked directly about their adverse 

experiences by mental health workers (Wurr & Partridge, 1996). Research has also shown that if 

clinicians are directed to enquire about adverse childhood experiences such as CSA and/or CPA 

disclosure rates increase significantly (Brier & Zaidi, 1989). It is therefore, the clinician’s 

responsibility to ask directly about this in order to ensure accurate formulation of the aetiology of 

the presenting problems, which informs recommendations of best possible treatment plans and 

interventions.  

In the late 1980’s, Bryer and his colleagues pointed out the importance of initiating a discussion of 

abuse because failing to do so increased the likelihood of the client denying or not disclosing the 

reality of the incident(s) (Bryer, Nelson, Miller & Krol, 1987). However, research has found that 

an overwhelming majority of clients in the public mental health system were never asked about 

adverse experiences such as child abuse in their initial interview (Mitchell, Grindel, & 

Laurenzano, 1996; Agar, Read, & Bush, 2002; Read et al., 2006). When patients in New Zealand 

were asked about their experiences of mental health assessments, only 20% reported that they had 

been asked about adverse experiences in their childhood (Lothian & Read, 2002). Of equal 
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concern, studies have shown that when clients do disclose childhood abuse most clinicians did not 

take any further action (Agar & Read, 2002; Eilenberg et al., 1996; Posner, Eilenberg, Friedman, 

& Fullilove, 2008).  

There are a number of possible reasons why clinicians might fail to ask about adverse childhood 

events. These have been found to include not wanting to upset the client, not knowing how to 

respond to the disclosure, fear of creating ‘false memories’, and the client’s gender and age 

(Young, Read, & Baker-Collo, 2001). On the other hand it has been shown that the majority of the 

general public, in numerous countries, believe that mental health problems are caused primarily by 

psycho-social factors such as adverse events (Angermeyer & Dietrich, 2006: Jorm, Christensen, &  

Griffiths, 2005), making it likely that people may expect to be asked. Moreover, research has also 

shown that individuals with an abuse history who were not asked during an assessment interview 

reported being less satisfied with their treatment and less convinced of the accuracy of their 

diagnosis (Lothian & Read, 2002). 

 Even if enquiring about abuse during the initial interview is complicated and difficult for some 

clinicians, it is essential to do so in order to minimise the risk of misdiagnosis or inappropriate 

treatment recommendations. There are multiple implications of misdiagnosis, both for the 

individual and the mental health system. It is, therefore, critical to expand the research into 

clinicians’ enquiry behaviour to ensure that best possible practice is followed. 

 

Why is it Important to Ask about Attachment Related Events? 

The aim of this review thus far has been to show that childhood experiences can play a significant 

role in the mental health of both children and adults. It is fair to say that awareness around the 

effects of salient events or experiences such as CSA and severe physical abuse has increased 

dramatically over the last decade or two. However, this does not appear to be the case for less 

salient events such as emotional abuse, loss, or less severe physical or psychological abuse, even 

though all of these events can have a significant impact on a developing child’s attachment to their 

caregiver(s) and result in a range of mental health difficulties.  

Attachment Theory has attracted a large amount of attention over the years.  Most of this attention 

has been focused on classifications and research into developmental psychology, not in the 

diagnosis and treatment of patients in clinical practice. One of the reasons for this may be that 

most psychological treatments associated in any way with a psychodynamic approach to mental 

health went out of vogue for a long time, while medication and other more structured approaches 
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like cognitive behaviour therapy (CBT) (Beck, 1963,1964) and medication (Alanen, Finne-Soveri, 

& Leinonen, 2008; Snowden, 2011).  

According to Bowlby (1988), Attachment Theory is often underutilised both in diagnosis and in 

the treatment of mental health problems.  This sentiment has been echoed by many in the 

attachment field.  Karl Brisch initially qualified as a psychiatrist, and then subsequently trained in 

psychotherapy because he found that many of his patients could not be helped by a purely medical 

model approach (Brisch, 2002). In his book, Treating Attachment Disorders, he proposed a 

classification scheme of attachment disorders that map onto existing attachment classifications and 

which can be applied throughout an individual’s life. He suggested six different categories of 

attachment disorder: No sign of attachment behaviour; undifferentiated attachment behaviour; 

exaggerated attachment behaviours; inhibited attachment behaviours; aggressive attachment 

behaviours; and attachment behaviours with role reversal (Brisch, 2002). These categories can be 

mapped onto many of the existing disorders described in the DSM-IV-TR (APA, 2000). Thus, 

increased awareness for alternative explanations of mental health problems can be beneficial to 

individual clients and mental health systems. Awareness of Attachment Theory and its 

implications is also important for the therapeutic relationship and potential engagement in 

treatment, as it will help inform how clients may interact with the clinician.  

Engagement  

Given the current dominance of the ‘medical model’ in mental health, it is easy to appreciate how 

clinicians might interpret an individual’s problematic behaviours both in childhood and adulthood 

as an ‘illness’ that can only be treated with pharmacological resources without any need for 

investigating further as to the reasons for the problems. If health professionals fail to enquire into 

an individual’s history when they assess clients, they not only run the risk of misdiagnosis but may 

also disengage the individual from their own recovery process. In Attachment Theory 

psychopathology is seen in terms of difficulties in relation to others. Potential attachment 

difficulties are viewed as likely to have an impact on the relationship between the mental health 

professional and their client and the client’s willingness to seek and continue treatment often 

depend on attachment security (Slade, 2008). Increasingly, research indicates that a secure 

therapeutic bond or alliance is a pivotal aspect of treatment engagement, compliance, and 

outcome, independent of the treatment modality (Dundon et al., 2008; Marmarosh et al., 2009). 

A therapeutic relationship between the client and therapist often represents a new attachment 

relationship, where the therapist is frequently seen as the stronger/wiser party offering support and 

a safe environment to explore difficulties (Doizer & Bates, 2004). Clients who have experienced 
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maltreatment and consequently developed insecure attachment styles are likely to anticipate 

similar patterns from any new relationship, including a therapeutic relationship (Birsch, 2002; 

Doizer & Bates, 2004; Marmarosh et al., 2009; Pearce & Pezzot-Pearce, 1994; Sable, 1997). An 

objective of therapy is often to modify clients’ attachment-related processes, leading to 

improvements in interpersonal relationships with others and ‘internal working models’ of self 

(Doizer & Bates, 2004). 

Clinicians who consider attachment histories in their assessment and treatment recommendations 

may not only gain a better understanding of their clients’ difficulties but can also aid in forming 

new, more adaptive ways of relating to others. Secure attachments in clients have been shown to 

aid in engagement and in creating a positive therapeutic alliance (Kivlighan, Patton & Foote, 

1998). However, considering that most clients presenting at CMHC tend to be insecurely attached 

(Khaleque, 2003), it may be beneficial to examine the impact of insecure attachment on the 

therapeutic alliance. Findings suggest that clients with Preoccupied attachment style may 

experience strong fluctuations in alliance during treatment, whereas clients with Dismissing 

attachment styles often experience a decrease in alliance towards the end of therapy (Kanninen, 

Salo, & Punamaki, 2000). Therapists’ own attachment security/insecurity is also likely to impact 

on the therapeutic relationship (Black, Hardy, Turpin, & Parry, 2005). In contrast to insecure 

therapists, securely- attached therapists were more likely to cope with demands of insecure clients 

and be more responsive to the clients’ underlying needs. Conversely, therapists with Anxious 

attachment reported poor therapeutic alliance and more problems in therapy. In light of these 

findings and the previous discussion on attachment, enquiring into clients’ psycho-social history 

and attachment relationships can ensure a more inclusive approach to assessment, minimise 

misdiagnosis, and increase engagement and therapeutic alliance between the clinician and the 

client. This will ultimately maximise the treatment benefits for the individual.  

 

Clinical Enquiry Behaviours 

As this review has shown, without asking the right questions, clients may be subject to incomplete 

formulation of their problems and/or not given appropriate treatment. Yet research in the area of 

enquiry behaviour is limited. Interest in routine enquiry for trauma and abuse is a relatively late 

addition to the growing body of literature investigating childhood adversities. The following 

section will review previous findings on clinicians’ enquiry behaviour in New Zealand and 

internationally. These studies are summarised in Table 1.  
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In the late 1980’s, Jacobson and her colleagues at the University of Washington examined 

inpatients’ files to evaluate if clinicians routinely enquired about physical and/or sexual abuse 

during the clinical assessment (Jacobson, Koehler, & Jones-Brown, 1987). They compared 

information from files with information gained from research interviews with the same 100 

inpatients. Only 9% of the physical or sexual abuse that was mentioned in the interviews was 

documented in the clients’ charts. Interestingly, broken down into type of reported assault, 15% of 

physical assault as a child, 10% of physical assault as an adult, and none of sexual assault as an 

adult or child were recorded in the files. They concluded their findings by recommending that all 

clinicians incorporate enquiry into sexual and physical abuse history as part of their routine 

clinical assessment (Jacobson et al., 1987). This recommendation was made over 30 years ago, and 

since then several other authors have made similar recommendations (e.g., Agar, Read, & Bush, 

2002; Cusack et al., 2004; Read, Hammersley, & Rudegeair, 2007; Rose et al., 1991). However, as 

this review will show, research repeatedly indicates that there is some resistance to enquiring 

about maltreatment such as sexual and physical abuse during clinical assessments.  

Another early study examining initial assessment files was completed by Briere and Zaidi in the 

U.S. (1989).  They also undertook a file review where they randomly selected 50 initial assessment 

files of non-psychotic patients attending emergency rooms in the US and 50 files from clinicians 

who had been instructed to ask about sexual abuse. Results showed that only 6% of the randomly 

selected sample spontaneously disclosed a history of sexual abuse. While on the other hand, 70% 

of the files from patients that had directly been asked about abuse reported a history of sexual 

abuse. These early findings highlight the importance of direct enquiry and not waiting for the 

client to spontaneously disclose without prompting. Other studies have also shown reluctance to 

disclose sensitive information such as abuse histories (Finkelhor, Hotaling, Lewis, & Smith, 

1990).  

At around about the same time as Brier and Zaidi’s investigation (1989), Cole (1988), also in the 

U.S., undertook an investigation into clinical assessment procedures. In this study, the author 

attempted to maximise clinicians’ enquiry rates by informing them of the intent of the study and 

giving them suggestions on how to best enquire about clients’ abuse history. Data was recorded 

from 406 psychiatric inpatient files. Results showed that over half of the clients reported a history 

of sexual or physical abuse, while 25% had experienced severe or multiple forms of abuse. These 

rates of recorded abuse are considerably larger than many other inpatient studies conducted at a 

similar time (Mills, 1993; Rose, Peabody, & Stratigeas, 1991). It is likely that Cole’s (1988) 
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attempt to maximise enquiry by educating staff about the study and how to best enquire had 

significant impact on the behaviour of the clinicians.  

Another American inpatient study from the late 1980’s by Goodwin and colleagues (1988) found 

that 50% of females disclosed CSA when asked compared to 10% if not asked. Other research 

from inpatient units in the US and the UK indicates that clinicians failed to identify many cases of 

abuse that were disclosed to researchers (Elliott, 1997; Mills, 1993; Rose, Peabody, & Stratigeas, 

1991). One study investigating the prevalence of an abuse history at an intensive inpatient 

programme showed that 34% of the clients had a history of sexual abuse (of which 26% was 

incest) and 35% had experienced physical abuse. However, none had ever been asked about their 

abuse history, and among those who reported that they had spontaneously disclosed historical 

abuse only three had received some form of response (Rose, Peabody, & Stratigeas, 1991). Their 

main conclusion was to strongly encourage routine enquiry as they suggested it helped validate the 

individual’s experiences and facilitate appropriate treatment recommendations. Another 

prevalence study found that 51% of clients in an inpatient unit had experienced sexual abuse. 

However, 56% had never been asked about abuse and only 11% reported receiving sufficient 

support/treatment for their abuse experiences (Craine, Henson Colliver & MacLean 1988). How, 

and if, clinicians respond to abuse disclosures will be discussed later.    

In the UK, researchers administered a self-report questionnaire to 126 inpatients at an acute 

psychiatric ward (Wurr & Partridge, 1996).  Forty-six percent of the entire sample reported CSA, 

39% of males and 52% of females. In addition to prevalence data, Wurr and Partridge (1996) also 

examined the clients’ case notes to see if there had been any previously documented disclosure of 

CSA. This file review found that only 14% of the incidents disclosed in the questionnaire had 

disclosures documented in their medical files. Similarly, under-reporting of CSA and CPA in 

medical charts was found in another study (Lipschitz et al., 1996). Lipschitz and her colleagues 

found that 28% of files of clients with reported CSA included written documentation, while 29% 

of files reported CPA (1996). This may indicate that either clients were not asked or alternatively 

chose not to disclose their abuse to clinicians at that time, leaving a substantial number of clients 

with a history of unrecognised childhood abuse.   

Another study into sexual abuse assessment was a questionnaire sent to all hospitals in the U.S. 

that offered a psychiatric inpatient unit, asking about their current assessment practices (Mitchell, 

Grindel, & Laurenzano, 1996). Four hundred and sixty-six units out of 1410 approached 

responded, and the majority of those were adult units. Although more than two thirds of the 

hospitals (69%) reported that they believed that abuse enquiry ought to be included in the 
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admission assessments, only 43% of the sample actually included abuse in their admission 

assessment. 

Eilenberg and colleagues (1996) in the U.S. conducted a chart review investigating how 

thoroughly clinicians recorded abuse histories when instructed to ask. They found that mandating 

enquiry resulted in a 40% identification of historical abuse. Indentified prevalence rates were 

slightly higher in a 10-year follow-up study (Posner, Eilenberg, Friedman, & Fulilove, 2008). 

These studies will be discussed in detail in the responding to disclosure section.  

A New Zealand study by Read and Fraser (1998) conducted a file audit in which they reviewed 

100 consecutive new admission records at an acute psychiatric inpatient unit. The unit was in the 

process of introducing a new admission form that included a section specifically asking about 

clients’ abuse histories. However, the use of this form was not mandated.  This section explicitly 

stated to record whether clients had been asked and no abuse history was noted, or if clients had 

not been asked. The main aim of this audit was to examine the rate of sexual or physical abuse that 

had occurred at some point either in childhood or in adulthood, among clients who had been asked 

compared to those who had not been asked.  The new form was used in 53 out of 100 cases and of 

these 53 only 17 (32%) were asked about any potential abuse in their past. Results also showed 

that there was a significant difference in rates of disclosure for those who were asked on admission 

compared to those who were not asked (e.g., 47% of those asked disclosed CSA compared to 5.5% 

of those not asked). As the majority of clinicians apparently avoided asking about abuse even 

when the admission form specifically stated to ask, the authors concluded that some training 

and/or guidelines as to how to ask about abuse might be needed (Read & Fraser, 1998). These 

guidelines will be described in more detail later in the review.  

A survey exploring clinicians’ attitudes, in a teaching hospital in London, towards male sexual 

abuse (Lab, Feigenbaum, & De Silva, 2000) found that 33% of clinicians’ never asked and 49% 

only asked every fourth client. Only 15.3% of the clinicians thought that males should routinely be 

asked about sexual abuse. However, out of these 15.3% only one clinician reported that they 

actually routinely asked male clients about sexual abuse. Almost 29% of nurses believed that men 

should always be asked, compared to 7.3% of psychologist and 4% of psychiatrists.  

A study investigating what general practitioners in New Zealand (Wilson & Read, 2001) asked 

depressed women found that amongst the least mentioned issues asked about were abuse history, 

interpersonal violence, and rape (5%). However, when asked to rate the relevance of 35 known 

risk factors, rape and childhood sexual abuse were rated among the highest, suggesting that even if 
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clinicians are aware of the impact of these adverse events on individuals’ mental health they seem 

reluctant to actually ask.   

Agar, Read, and Bush (2002) subsequently undertook a study in a Community Mental Health 

Centre (CMHC) serving out-patients in New Zealand. The main aims of this study, similar to the 

1998 inpatients study, were to investigate if clinicians working in community mental health 

settings asked about their clients’ abuse history and, if so, how they responded to disclosures about 

abuse. The study audited 200 files for both sexual and physical abuse disclosures. Information was 

also recorded as to whether clinicians had used an admission form. Records were read in their 

entirety, to examine if abuse related information existed in the file prior to the current admission. 

Almost half (92) of the 200 files had recorded one or more form of disclosed abuse somewhere in 

the notes. Half-way through the period investigated, the admission form used for the initial 

assessment was changed to a new format including a section prompting the clinician to ask about 

clients’ abuse history. This resulted in the identification of significantly more abuse during the 

initial intake assessment (Agar et al., 2002). Seventy-seven percent of clinicians who completed 

the admission form indicated that they had asked about abuse, identifying an abuse history in 60% 

of the files compared to 22% of files for those who had not used the form. Agar’s research (2002) 

formed the basis for the current thesis as a 10-year follow-up replication project. A more detailed 

comparison of demographics and prevalence rates will therefore be included in the Results 

chapter.  

In another New Zealand study (Lothian & Read, 2002), 74 members of mental health consumers’ 

support groups were asked about their experiences during their initial assessment in a 

questionnaire. Almost two thirds (64%) of the participants reported that they had experienced 

sexual or physical abuse during their life. However, only 20% of the participants reported being 

asked about abuse during the initial assessment. Out of those who had experienced some form of 

abuse, (66%) felt uncomfortable during the assessment in a way that made it unlikely that they 

would disclose any form of past abuse and 53% reported feeling that their clinician had not taken 

careful note of their psycho-social history (Lothian & Read, 2002). There was a ‘comment’ section 

at the end of the questionnaire asking about the connection between historical abuse and mental 

health problems; these are a few of the quotes, 

“It took 10-years, many admissions, a lot of different medication, ECTs. No-one 

was able to draw out any abuse issues until my very last admission and I talked 

with a psychologist who asked me “have you been abused?” 
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 Another client said,  

“You know there as so many doctors and registrars and nurses and social workers 

and psychiatric district nurses in your life asking you about mental mental mental 

but not asking why” 

Cusack and colleagues (2004) in the U.S. administered a brief self-report trauma screen to all 505 

clients seen for an initial assessment at a CMHC during a nine-month period. Clinician’s 

undertook a one-hour training session on trauma and PTSD, and were instructed to administer the 

self-report measure to all clients. They found that 91% had been exposed to some form of adverse 

life event, including 55% had experienced sexual abuse, 58% physical assault, and 37% had 

witnessed violence. They then conducted a chart review of 97 charts comparing these to the self-

reported screen. Eight-six (89%) out of the 97 sampled files included trauma information. While 

these results are encouraging and the introduction of a trauma screen likely improved the rate of 

recording adverse events in files, their findings around treatment recommendations were less 

favourable. Their chart review found that none of the clients diagnosed with PTSD, all reporting 

an extensive trauma history, had a treatment plan that was focused on symptoms of PTSD.  

As an extension of their trauma screen study Cusack and colleagues (2006) randomly selected 142 

clients from a psychosocial rehabilitation programme at a CMHC. Clients were asked to complete 

a battery of self-report measures, followed by a chart review for each participant in order to 

investigate if disclosed trauma was documented in the client’s file. They found that 87.2% of 

clients reported experiencing some form of trauma, including abuse, natural disasters or witnessing 

someone being killed. However, only 28% had these events were recorded in their medical files.   

A postal survey was sent to 191 women in New Zealand who were receiving private counselling 

for CSA (Read, McGregor, Coggan, & Thomas, 2006). Thirty-three percent of the women had 

been in contact with a public mental health service and out of those only 22% reported that they 

had been asked about CSA. Moreover, the average time taken for these women to tell anyone 

about their CSA was 16 years and the most common (38%) person they confided in was another 

female member of the family (Read et al., 2006).  

Recently, Meyer (2009) examined notes from the first four sessions of 162 adult files from three 

different counselling centres in Wisconsin to evaluate the extent to which clinicians 

(psychotherapists) used a comprehensive bio-psycho-social approach in their intake assessment. 

Nearly all (91%) of the clinicians had enquired about childhood abuse history and 63% about other 

forms of psychological traumas. These proportions are significantly higher that other reported 
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studies. This could partly be explained by the setting, and differences in training between 

psychotherapist and more medically trained clinicians. Moreover, this is a recent study and there 

may have been a general increases in public awareness of the effects of childhood abuse, also 

contributing to these high inquiry rates.     

Most of these studies have focused on enquiry into historical events such as CSA. Less research 

attention has been given to asking about current abuse, such as inter-partner violence. A survey of 

American psychiatric residents found that 59% of American clinicians do not ask about domestic 

violence unless they suspect a problem, and an additional 15% reported not asking even when they 

suspect a problem (Currier, Barthauer, Begier, & Bruce, 1996). These findings suggest that 

reluctance to ask about adverse events may generalise across domains.    

Taken all together, these findings do not paint a very reassuring picture of the enquiry behaviour 

of clinicians in New Zealand or internationally. One would hope that salient findings like these 

would have a major impact on mental health clinicians’ enquiry behaviour. Despite the tide 

turning in the ‘don’t ask don’t tell’ atmosphere that has prevailed in mental health care for some 

time, there remains room for much improvement, and certainly for more research. This is 

especially as research into clinicians’ enquiry behaviour is minimal, with only seven published 

studies or dissertations since 2000. While, it remains essential to continue education and research 

around enquiry behaviour, it is also important to understand how clinicians use information once 

they have asked. The following section will review research on clinicians’ responses including if 

they identify adverse events in the formulation and recommended appropriate treatment.      
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Table 1. Summary of research into enquiry behaviour. 
Study  Country N    % F Main Findings 

Jacobson et al., 1987 U.S.A. 100  50%  9% of  identified incidents of abuse noted in file   

Cole,1988 U.S.A. 406   63%  52-60% identified abuse, clinician directed to ask  

Goodwin et al., 1988 U.S.A. 80    100% 50%  reported SA when asked, 10% if not asked    

Brier & Zaidi,1989  U.S.A. 100   100%   70% abuse noted when asked, 6% if not   

Rose et al., 1991 U.S.A. 89     78% 0%  asked, when asked 34%  reported SA and  35% 
PA  

 

Mills, 1993 U.K. X Most men not asked about childhood abuse  

Eilenberg et al., 1996 U.S.A. 180   77% Instructed to ask, 40% identified  abuse history  

Lipschitz et al., 1996 U.S.A. 120   72% 70% self-reported childhood or adult abuse    

Mitchell et al., 1996 U.S.A. 466 # 43% of facilities included abuse history in assessment   

Wurr et al., 1996 U.K. 133   47% 14% of identified abuse included in files  

Read & Fraser, 1998 

Lab et al., 2000 

Wilson & Read, 2001 

Agar et al., 2002 

Lothian & Read, 2002 

Cusack et al., 2004 

Read et al., 2006 

N.Z. 

U.K. 

N.Z. 

N.Z. 

N.Z. 

U.S.A. 

N.Z. 

100   43%  

111 * 

86   100% 

200  57% 

74    81% 

505   63% 

191  100%        

82% reported abuse when asked directly 

15.3% routinely asked male clients about CSA 

Adverse events e.g., abuse and rape, only asked by 5%   

46% prevalence of CA/AA 

2/3 reported abuse,  20%  had been asked 

91% self-reported trauma, 89% noted in file   

22% asked, 16 years m time of disclosure 

Posner et al., 2008  U.S.A. 107 * Instructed to ask, 50% identified abuse history  

Meyer, 2009  U.S.A. 162   38% 91% of clinicians reported asking about CA 

* Participants did not indicate their gender; CA=childhood abuse; AA= adult abuse; m=mean; #=mental health 
services; x= no n reported  
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Responses to Disclosures of Adverse Events 

Research is scarce into how clinicians respond to disclosures. The following section summarises 

existing literature (see Table 2).   

None of the clients, attending an intensive case management programme, in Rose and colleagues’ 

U.S. study (1991) had been asked directly about abuse experiences and it is unclear exactly how 

many spontaneously disclosed historical abuse. However, only three of those who brought up their 

abuse history reported being given some form of response, although none related to extra support 

or trauma focused treatment. The authors astutely noted in their conclusion that merely asking 

about abuse without follow-up facilities solves few problems. As this review will indicate, this is 

an ongoing challenge that has seen little improvements over the years.   

Eilenberg and colleagues (1996) undertook a chart review of 180 outpatients already receiving 

some form of therapy at a teaching hospital in the U.S. At this location, trauma and abuse enquiry 

was mandated as part of the intake assessment. Thus the focus of this study was to investigate the 

quality of information recorded and if information was utilised in formulations and treatment 

recommendations. Assessments were conducted by intern psychologists, psychiatric registrars, or 

third-year medical students, all overseen by a senior psychiatrist. Results showed that 40% of the 

files had identified historical sexual or physical abuse. Out of these, 42% involved only physical 

abuse, and 22% involved only sexual abuse, and 8% involved some other form of abuse or trauma. 

A thorough description of traumatic events was recorded in 60% of the files, although, the severity 

and the frequency of the trauma was only recorded in 15% of the identified cases.  In addition, 

even if trauma was identified, 56% did not include this information in the formulation or in the 

treatment recommendations. Trauma was simply noted in 35% of the treatment plans, without any 

relevant treatment recommendations. In fact, only 10% of the files that mentioned sexual or 

physical abuse had treatment plan recommendations that addressed their abuse history, and 5% 

were reported to have a ‘high quality formulation’. The authors concluded that the gap between 

asking, recording, and actually offering appropriate treatment is large and in need of attention 

(Eilenberg et al., 1996).  

A ten-year replication of this study was recently undertaken (Posner et al., 2008). This time, 107 

files from the same clinic were audited, and interviews still conducted by trainees. They found 

that, in comparison to the original study, these files contained more detailed descriptions of the 

frequency and severity of the abuse, with 56% compared to 15% in 1996. Nevertheless, there were 

no significant improvements in treatment recommendations or in diagnostic formulations, 

indicating that the gap between identification and treatment recommendations still exists. Until the 
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current study this is the only published report of a prospective study designed to assess progress in 

clinical practice over time.  

As an extension of their inpatient study on enquiry behaviour in New Zealand, Read and Fraser 

(1998) examined how staff responded to clients’ disclosures of abuse. From the original 100 

admission forms, 32 had recorded disclosed abuse. Staff responses were recorded regarding: 

enquiry into previous treatment, provision of counselling, or support during the stay at the unit, 

and if the information had been reported to legal authorities, or referred for continuing 

trauma/abuse counselling. Findings showed that no incidences of disclosed abuse were reported to 

the authorities, nor were there any reports of specific trauma/abuse focused therapy or counselling 

during the clients’ stay at the unit. Only three of the 32 patients (9%) were referred for outpatient 

trauma/abuse focused therapy (Read & Fraser, 1998). 

Lab and colleagues (2000) in the U.K. found that the most regular response to abuse disclosure by 

clinicians working in a teaching hospital was to talk to another mental health professional (59.8%), 

followed by a referral to community resources or refer on to an in-house psychologist (34%). Only 

16.8% of the staff reported that a sexual abuse disclosure would significantly change their 

treatment plan, and 65.3% stated that it would ‘somewhat’ change their treatment plan.   

Findings from the New Zealand CMHC file review (Agar & Read, 2002) described earlier, found 

that 32.6% of identified abuse was mentioned in the treatment plan, 36.4% included in 

formulations, 21.7% of clients were referred to or received some form of therapy, and 5.4% were 

coded as receiving trauma-related therapy. Rates were even lower for male clients or for those who 

had a psychotic disorder diagnosis. They also found a significant difference in recording rates 

dependant on profession, as psychiatrists documented significantly less abuse than other 

professions such as nurses, psychologists and social workers.  In addition, none of the alleged 

offences were reported to legal authorities.  

Results from Cusack and colleagues’ (2004) U.S. community based study were encouraging as 

recording rates of disclosed trauma were in line with self-report measures. However, results were 

less encouraging in their 2006 study (Cusack, Grubaugh, Knapp, & Frueh, 2006) where only 28% 

of self-reported trauma was recorded in clients’ files. In addition, their 2004 chart review found 

that none of the clients with an extensive trauma history and a diagnosis of PTSD had a treatment 

plan including specific trauma counselling. They recommended that trauma screening ought to be 

routine, and even if further training is needed in how to assess trauma, focus needs to shift towards 

training clinicians in how to treat trauma-related symptoms.      
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Meyer’s (2009) review of notes from the first four sessions found that although 91% of 

psychotherapists asked their clients about childhood adversities, only 3% of the files showed some 

integration of the psycho-social information gathered into treatment recommendations. These 

findings highlight the complexity of trauma assessment and intervention, suggesting that clinicians 

have, over time, become more aware of the need for more comprehensive initial assessments. 

However, even if clinicians’ make enquiry explicit, it seems unlikely to lead to comprehensive 

formulations or adequate treatment recommendations. Reviewed research is summarised in Table 

2.  

Table 2. Summary of research into response behaviour. 
Study  Country N  % F Main Findings   

Rose et al., 1991 U.S.A. 89  78%  10% of  identified abuse  included a treatment plan  

Eilenberg et al., 1996 U.S.A. 180 77% 10% of  identified abuse  included in treatment plan    

Lipschitz et al., 1996 U.S.A. 120  72% 28% of reported CSA and of 29% CPA noted in the files  

Read  & Fraser., 1998a N.Z. 100  43% 32% disclosed abuse, 9% referred for  treatment  

Lab et al., 2000 U.K. 111* 16.8% reported that SA disclosure would change the 
treatment plan    

 

Agar & Read, 2002 N.Z. 200  57% 21.7% referred for treatment, 5.4% trauma-related  

Cusack et al., 2004 U.S.A. 505  63% 0%  of severe identified abuse included in treatment plan     

Cusack et al., 2006 U.S.A. 142  44% 87.2% self-reported, 28% noted in files  

Posner et al., 2008  U.S.A. 107 * 9% of  identified abuse  included in treatment plan    

Meyer, 2009  U.S.A. 162  38% 3%  included psycho-social  information in treatment plan    
  * did not report gender 
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What Prevents Clinicians From Asking About Abuse? 

To further increase the likelihood of clinicians asking about adverse events in childhood or 

adulthood we need to understand what barriers might prevent clinicians from asking. There are a 

few studies that have investigated what some of these contributing factors may be (Engel, 2008; 

Lab et al., 2000; Mitchell et al., 1996; Young et al., 2001).  

Mitchell and colleagues (1996) found that although nurse managers at general hospitals in the 

U.S., identified the importance of asking about abuse, they also noted several barriers. They 

included: “The patient may not be willing to discuss the issue”, “Staff members are uncomfortable 

about the topic of sexual abuse”, “Discussion of sexual abuse may prolong treatment”, “Staff 

members are inexperienced in dealing with sexual abuse”, “The issue is too sensitive to raise 

within the first few hours of patient contact”, or “This information is not necessary for treatment 

and stabilisation of patients”. They also asked the managers how comfortable their staff felt 

enquiring about sexual abuse. The majority (73.8%) of respondents reported that staff felt 

comfortable asking about abuse. However, only 43% reported that their facility included abuse 

enquiry as part of the initial assessment. Although respondents in this study reported that their staff 

felt comfortable to discuss abuse, other studies have indicated that this is not the case (Young et 

al., 2001). In fact, the fear of how to ask and what to do if someone discloses abuse may prevent 

many mental health workers from asking (Read et al., 2007). 

Other research has shown that males were being asked about abuse less frequently than females 

(Lab et al., 2000; Read & Fraser, 1998). The three most frequently quoted barriers for asking men 

about sexual abuse were: 1) Too intrusive to ask and it may obstruct engagement, or 2) it’s not 

appropriate to ask when clients’ presenting problems are unrelated to abuse, or 3) if the client is 

too upset or experiencing psychotic symptoms (Lab et al., 2000).   

A New Zealand study (Young, Read, Barker-Collo, & Harrison, 2001), summarised responses 

from 51 psychiatrists and 63 psychologists as to what factors contribute to their disinclination to 

ask about abuse. Only 15% of clinicians reported that their workplace had a policy in place for 

abuse enquiry. The most frequently reported barrier for asking was: “There are too many more 

immediate needs and concerns”. Other reasons given were: “Clients may find the issue too 

disturbing, or it may cause a deterioration of their psychological state”, “Lack of time”, “My 

inquiring could be suggestive and therefore possibly induce false memories”, “Clients would 

rather be asked by clinicians of the same gender”,” I am not sure how to ask appropriately”, and 

“Abuse is of little relevance to prognosis or treatment”. From these findings, the authors presented 

some practice guidelines for improving the enquiry rates which included asking routinely in the 



49 
 

context of recording psycho-social history, preferably during the initial assessment, (see Young et 

al., 2001 and Read et al., 2007 for a full list of their recommendations).  

When Engel (2008) asked a group of obstetric nurses about barriers to asking about domestic 

violence when patients were admitted to hospital their responses were similar to Young et al’s 

(2001) findings. Qualitative analysis identified seven main themes including: “It is hard to ask 

about abuse when patients’ friends and family are with the patient”, “If I ask, then what”, “I am 

too busy to get involved”, “I don’t really want to know and it really is none of my business”, It’s 

not a problem here”, and” It’s not my job”. A summary of barriers to enquiry can be found in 

Table 3.  

Rose and her colleagues (2011) in the U.S. also explored possible barriers to disclosure of 

domestic violence from a client and clinician perspective. Their results further supported previous 

findings. Clinicians reported numerous boundaries for enquiring about domestic violence, 

including:“Lack of knowledge/experience about domestic violence”, “Personal discomfort with 

the topic”, “Gender”, “Fear of consequences”, and “Lack of confidence in approaching the topic”. 

Clients reported barriers to discourse include: “Shame and embarrassment”, “Fear of social service 

involvement”, “Psychological distress”, Fear disclosure will not be believed”, and “Perpetrator’s 

actions prevent disclosure”. 

These results may indicate that it is difficult to enquire about any form of adverse experience that 

society has conditioned us to see as a private event not to be talked about. The following sections 

will discuss differences in enquiry rates depending on characteristics of clinicians’ or clients, 

current practice, and what is currently seen as best recommended practice.   
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Table 3: Summary of barriers to asking and responding  

Other more immediate needs  

Fear of vicarious traumatisation 

Fear of inducing ‘false memories’ 

Not wanting to distress the client  

Client being male 

Client over 60 years of age    

Client having a diagnosis of suggestive of psychosis  

Clinician being a psychiatrist   

Dominance of the medical diagnostic and treatment model  

Clinician being male  

Not sure how to ask or respond     

Lack of training  

Lack of time  

Clinician uncomfortable with the topic  

Too complex and issue  

Enquiry not part of their role  

Culture  

Fear of consequences  
From: Young et al., 2001; Read et al., 2007; and Rose et al., 2011  
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Difference in Enquiry Rates Depending on Gender, Profession, Diagnosis, and Training  

Gender  

Read and Agar’s (2002) CMHC audit did not find a significant difference in enquiry rates 

depending on the clinician’s gender.  However, female clinicians were found to respond 

differently following abuse disclosures. They were more likely to include abuse-related 

information in the treatment plan and refer the client on for appropriate treatment.  An American 

study found that female clinicians are more likely to detect sexual violations than male clinicians 

(Currier & Briere, 2000). Findings appear to be more conclusive when discussing clients’ gender. 

Several studies have noted that male clients are significantly less likely to be asked about abuse 

compared to female clients (Lab et al., 2000; Mills, 1993; Read & Fraser, 1998a). Mills (1993), a 

nurse working in an inpatient unit with individuals admitted, was one of the first to identify this 

gender discrepancy. He had noticed that most of the men admitted had a history of sexual abuse 

that was often unnoticed, and speaking to him was the first time many of the men had disclosed 

their abuse history to anyone. Muenzenmaier and her colleagues’ (2010) also found that childhood 

trauma in men diagnosed with ‘serious mental illness’ remain especially under assessed and 

identified. A New Zealand inpatient study found that only 25% of men had been asked about 

abuse, compared to 42.9% of women. However, this difference was not significant perhaps due to 

a small sample size (Read & Fraser, 1998a). These differences may in part be explained by a 

greater reluctance from clinicians to suspect that male clients may have been sexually abused as 

boys or as adults (Holmes & Offen, 1996).  

Another indication of this possible bias was found in a study noting that 24 % of clinicians self-

reported that they were less likely to ask a male client about historical abuse (Cavanagh at el., 

2004). Even though socio-cultural discourse around masculinity varies across the world, research 

is predominately conducted in a western paradigm, likely influencing both clinicians’ enquiry 

behaviour and men’s inclination to disclose. In addition to gender, research has shown that males 

from minority ethnic groups are less likely to receive abuse-related therapy (Grossman, Sorsoli, & 

Kia-Keating, 2006). Overall it seems appropriate to consider gender as a risk-factor for fewer 

enquiries subsequently leading to more infrequent trauma-focused treatment recommendations.   

Profession  

Some studies have found no significant difference between professions in enquiry rates but 

differences in how clinicians respond to abuse disclosures (Agar et al., 2002; Agar & Read, 2002; 

Lab et al., 2000; Young et al., 2001). Lab and his colleagues (2000)found that overall nurses, 

psychiatrist and psychologist were similar in their attitudes towards asking male clients about 
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abuse, except that 28.9% of nurses reported that they thought males should ‘always’ be asked 

about abuse compared to 4% of psychiatrists and 7.3% of psychologists. Profession was not 

related to abuse inquiry in Agar’s CMHC (2002) study. However, results showed that 26% of 

psychiatrists included abuse history in their formulations, 21% in treatment recommendations, and 

only 12.5% referred clients for abuse-related therapy. These rates were significantly lower that 

other professions (nurses, psychologist and social-workers), for 66.7% of nurses included abuse 

history in their formulations, 50% in treatment recommendations, and 47.7% referred clients for 

abuse-related therapy (Read & Agar, 2002). It may be that aetiological beliefs and the dominance 

of a medical-model of mental health play an instrumental role in this difference. Young and her 

colleagues (2001) found that self-reported intention to ask about abuse was high, but was 

negatively correlated with stronger adherence to a biological model of mental health. These beliefs 

and associated effects tend to become even stronger in relation to psychotic diagnoses (Bentall, 

2003).   

Diagnosis  

Prior to undertaking abuse enquiry training, more that 40% of clinicians stated, that clients’ 

diagnosis sometimes influences their decision to ask about adverse events, suggesting diagnosis 

such as PTSD and BPD would increase the likelihood of asking, while a diagnoses of a psychotic 

disorder or BPAD would decrease the likelihood (Cavanagh et al., 2004). This bias can also be 

seen in other findings (e.g., Agar & Read, 2002).  Even though current guidelines for abuse 

enquiry suggest to refrain from asking individuals experiencing acute psychosis (Read, 2006), 

evidence indicates that individuals with an inactive psychotic disorder are significantly less likely 

to be asked or receive abuse-related therapy. For instance in Read and Fraser’s (1998) inpatient 

study, only 5% of individuals with psychotic diagnoses were referred for trauma-related therapy, 

compared to 67% of those not being diagnosed  with a psychotic disorder. Findings were similar in 

Agar and Read’s (2002) CMHC study, where none of those diagnosed with a psychotic disorder 

had their abuse history included in the formulation compared to 48% of the rest of the sample. 

Biological causal beliefs remain strong, especially in relation to psychotic disorders, despite 

overwhelming evidence of the link between trauma and psychosis (Read, van Os, Morrison, & 

Ross, 2005). This likely contributes to clinicians not asking about abuse for clients who experience 

psychosis. 

Training  

In addition, research has found that even a small amount of increased training time on adverse 

childhood events and associated symptoms were associated with significantly higher rates of 
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detection during initial assessments in psychiatric emergency rooms (Cavanagh et al, 2004; 

Currier et al, 1996; Currier & Briere, 2000, Cusack et al., 2004). In the U.S. researchers found a 

significant difference between psychiatric residents that had received domestic violence-training 

compared to those who had not, in their ability to detect domestic violence, 88% compared to 48% 

(Currier et al, 1996). Moreover, clinicians the U.S. who received an hour long ‘trauma orientation’ 

lecture, including prevalence rates, effects, sensitivity of abuse assessment, and impact of abuse, 

where significantly more likely to detect sexual (37% vs. 14%) and psychical abuse (45% vs. 

30%) compared to those who did not attend the lecture (Currier & Briere, 2000). In Cusack’s 

(2004) CMHC study all clinicians received one hour of trauma training and were instructed to 

administer the Trauma-Assessment for Adults-Self-Report Version (TAA) to all clients. Results 

showed that 91% of clients reported some form of trauma and a subsequent chart review showed 

that 89% of detected trauma was identified in clients’ medical-files. In another study Cusack and 

her colleagues (2006) did not include a training component. Clients were randomly selected from a 

waitlist, and asked to complete the TAA. Prevalence rates remained high (87.2%), however, only 

28% of detected trauma was included in medical files. Auckland District Health Board added a 

new training programme in abuse and trauma inquiry in 2000. An evaluation of this programme 

found if to be effective in improving knowledge and confidence in abuse inquiry (Cusack et al., 

2004).  A brief summary of best recommended practice is reviewed next.  

 

What is the Best Recommended Practice? 

Partly as a result of the Read and Fraser (1998), Agar, Read, and Bush (2002) studies, and other 

international studies previously reviewed, Auckland District Health Board (ADHB) introduced in 

2000 new best practice recommendations on how to enquire into clients’ abuse/trauma history 

(Cavanagh, Read, & New, 2004). The ADHB added a section in their Manual of Mental Health 

Service Policy and Procedures, “Recommended best practice: Trauma and sexual abuse” (ADHB, 

2000). This document states that its purpose is “To ensure that routine mental health assessments 

include appropriate questions about sexual abuse/trauma, and that discourse is sensitively 

managed” to ensure that the best possible treatment can be made available.  

In 2007 the programme designers were invited to present the training programme, and the research 

on which it was based, in the profession journal of the U.K.’s Royal College of Psychiatrists (Read 

et al., 2007).  

In 2008 the National Health Service (NHS) in the U.K. introduced guidelines similar to those 

introduced eight years earlier by the ADHB in New Zealand. Stating that “Violence and abuse is a 
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core mental health issue”, “All service users should be asked about abuse in assessments, after 

appropriate staff training, and that survivors of abuse receive appropriate care”.  They listed nine 

suggested actions to support this policy including: Adding a specific abuse question in the 

assessment document “Have you experienced physical, sexual or emotional abuse anytime in your 

life?”, and providing “effective staff support and supervision”, “establish opportunities for staff to 

develop their clinical practice” (NHS, 2008). 

Since the introduction of this new policy, the ADHB have mandated mental health staff to 

undertake a training course in how to best enquire about adverse childhood experiences. A new 

training programme was developed with the aim of increasing effectiveness and frequency of 

abuse enquiry (Young et al., 2001; Read, 2006; Read et al., 2007).  This one-day programme is 

delivered to small groups several times a year by staff at Auckland Rape Crisis. It has now been 

operating in Auckland for over eight years, after a promising initial evaluation (Cavanagh, Read, 

& New, 2004). This training programme has been adopted by the University of Manchester and 

offered to early intervention teams in the Manchester area (Read, Hamersley & Rudegeair, 2007).   

 There are three overarching principles guiding this programme: 

1) Training should be mandatory for all mental health staff,  

2)  Both knowledge and skills based (including role-play and research findings),  

3) Take into account local conditions where it is delivered at the time.  

With these basic principles in mind, eight other more specific principles form the basic outline for 

this programme: 

 1) Ask everyone, as research has shown that it does not work to wait for the client to 

disclose without prompting, 

 2) Then ask specific questions in regards to behaviours or events that may have taken 

place in their childhood, 

 3) Make sure to ask during the initial assessment, 

 4) Knowledge of incidence of abuse, 

 5) Understanding of both the short- and long-term effects of abuse, 

 6) Education on current clinical practice, 
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 7) Learning how to respond to disclosure of abuse,  

 8) Gain awareness of how to handle vicarious traumatisation.  

For a full outline of this programme see Read (2006, 2007).   

In relation to the asking phase, five guiding principles are suggested: 

 1) Always explain to your client what will happen to the information they disclose and 

explain the limits of confidentiality,  

2) Attempt to establish rapport prior to asking and attempt to not ask out of context, 

 3) If you are unable to gain information from general questions, you will need to ask 

more specific questions, 

 4) Always record reasons for not asking, and  

5) Ideally all files should contain a section documenting that the client had been asked, 

including notes.   

Although this programme stresses the importance of early enquiry, it also suggests that there are 

some good reasons for delaying the questions until the client is in a more stable state. Two such 

occasions may be if the clinician judges the client to be acutely suicidal or in a period of acute 

psychosis. 

One reason frequently given by clinicians for not asking about childhood maltreatment is that they 

do not know how to respond to abuse disclosure (Engel, 2008; Young et al., 2001). Seven guiding 

principles on how to respond to abuse disclosure are suggested by the programme: 

 1) Validate the client for disclosing and recognise the importance of the client feeling 

that he/she is believed, 

 2) Offer support and treatment options (e.g., counselling) and ask about any previous 

disclosure and treatment, 

 3/4) Verify if there is any ongoing abuse and/or potential safety concerns for the client 

or others, 

5) If your client discloses that they are currently abusing others, encourage the client to 

self-report or take appropriate action, and 
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  6/7) Check on the clients’ emotional state before ending the session and offer a time    

for them to be seen again.  

In addition to detailed advice on how to ask and respond to abuse disclosures, this programme also 

covers issues such as how to take clinical notes, legal implications and/or obligations, 

understanding of cultural differences, and vicarious traumatisation of staff (Read, 2007). A 

evaluation was conducted following the first seven groups that had completed the training 

(Cavanagh, Read, & New, 2004). The majority of participants were females (73%). Participants 

completed an evaluation form at the end of the training and were then posted a follow-up 

questionnaire six weeks later. The initial questionnaire found that 94% of clinicians reported 

finding the training beneficial. Thirty-one clinicians returned the six-week follow-up 

questionnaire. Result indicated that clinicians felt more confident both in how to ask about 

childhood abuse and how to respond to disclosures. More than 65% also reported that the training 

had changed their clinical practice, including asking more frequently. A larger, more 

comprehensive evaluation is planned in the UK. Awaiting that evaluation data, the current 

programme appears to have good face validity, and to address most of the major fears described by 

mental health clinicians (Engel, 2008; Young et al., 2001).  
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This Thesis 

As this review has shown, there are numerous research projects showing a significant relationship 

between childhood adversities and poor mental health later in life. Furthermore, experiences such 

as abuse and/or neglect in childhood can be initially traumatic for individuals who then often go on 

to endure negative consequence throughout life. As empirical evidence for this association is 

mounting it seems appropriate and important that clinicians working in the mental health field 

enquire about potential abuse and/or neglect in their clients’ pasts in order to help inform 

understanding of their current presentation.  However, there appears to be some reluctance to 

enquire about these experiences in mental health settings, both in New Zealand and around the 

world. 

The primary purpose of this study was to investigate enquiry behaviours of clinicians working at 

four CMHCs in Auckland, New Zealand. More specifically, it evaluated: 1) Whether or not 

clinicians routinely ask about adverse experiences (i.e., emotional, physical, and sexual abuse in 

childhood and adulthood,  and attachment related events such as loss of attachment figure and 

adoption) during the initial interview; 2) whether these factors were considered in psychological 

formulations and treatment recommendations; 3) whether there are any specific characteristics of 

the client or the clinician that impact on the rate of enquiry; and finally 4) to ascertain whether 

there had been any significant change in the rates of enquiry since a similar study was undertaken 

in 1997, since when the mediating training programme just described has been in place.  
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CHAPTER THREE: METHOD 

 

Rationale for Methodology 

A file audit was selected for this project for several reasons. First, the main focus of this project 

was to investigate the extent to which mental health professionals (i) enquire about and 

document clients’ psycho-social histories, (ii) document and recommend treatment plans in 

response to identified abuse histories, and (iii) enquire and document attachment relationships 

and attachment-related events in the psycho-social history of their clients. This information is 

best gathered by reading and recording information mental health professionals actually 

document. Given that electronic files are currently the main source of documentation utilised by 

clinicians working within Auckland District Heath Board (ADHB), auditing information in these 

files was an obvious methodology to employ. Another aim of this study was to compare current 

enquiry rates with a similar study carried out ten years ago (Agar, Read, & Bush, 2002). Thus, 

adopting a comparable methodology was desirable. Moreover, in order to gain statistical power 

to detect significant statistical differences a relatively large sample was needed, limiting the use 

of other research methods.  Thus, a file audit was judged to be the most appropriate approach for 

this study.  

Procedure 

Consultation  

 Three preliminary meetings were held with senior clinicians and management at the proposed 

site for data collection which was one of the four CMHCs involved in the study. These meetings 

were to discuss logistics, explain rationale for the study, respond to any questions and/or 

concerns, and seek endorsement for the study.  The consultation process was then repeated with 

ADHB management, who represented all four CMHCs. In addition to our own requirements, 

staff and management were asked if there was any information they would require from the files 

for their own interests, which would be able to be collected simultaneously with data for this 

study. They asked to have data regarding adoption and divorce included.  
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Ethical approval  

Accessing personal information from medical records in New Zealand is legally protected by the 

Health Practitioners Competency Assurance Act 2003 (HPCA), the Privacy Act 1993, and the 

Official Information Act 1982. However, the Official Information Act 1982 also states that 

information can be used for educational and research purposes as long as all information is kept 

anonymous. Ethical guidelines for research in New Zealand suggest that audits and 

observational studies are distinguished from interventions and experimental studies in regards to 

relevant ethical characteristics. As in both audits and observational studies the researcher has no 

control over the outcome, they merely record outcomes. These types of research projects are 

deemed appropriate for expedited ethical approval. This process included supplying 

documentation such as project protocol, data collection form, storage procedures of confidential 

information, budgetary requirements, and any possible risks and benefits to the project 

participants. Ethical approval for this study was obtained from ADHB, the Northern Y Regional 

Ethics committee, and the University of Auckland. This study was approved until the 30 of 

December 2011, Ethics Ref: NTY/09/51/EXP.  

Development of recording instrument  

A data collection form was developed specifically for this study. The form was amended several 

times during the consultation process.  The main aim was to capture a range of information 

about the Initial Assessment (IA) and information that was recorded in the file prior to and after 

the IA. Initially, a copy of the recording instrument utilised by Agar and her colleagues (2002) in 

a similar study ten years ago was obtained. Variables from that recording instrument functioned 

as a platform for the development of a recording instrument for this project. It was deemed vital 

to capture similar variables as the preceding project as one of the main aims of this study was to 

investigate if enquiry rates had changed since the last study was carried out. This original form 

was then added to by the researcher, her supervisor, ADHB staff, and the management at the 

CMHCs to address a more comprehensive set of variables often researched in the abuse and 

attachment literature. A more detailed description of the final version of the instrument follows 

(see Appendix A for a copy).   
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Data collection  

Electronic files for 250 individuals were read in their entirety by two researchers, the principle 

investigator and her thesis supervisor (Professor Read).  Both researchers signed a confidentially 

agreement with ADHB and were subsequently granted access to ADHB’s electronic clinical 

information system operating under the name of Health Care Community (HCC). Both 

researchers were granted “break glass” access, allowing them to read closed files. The principle 

investigator read and coded, 238 (95%) of the files. It took, on average, 140 minutes to read and 

record information from each file, (representing a total of 580 hours). All data was collected at 

one site, utilising ADHB’s computers to access records from all four CMHCs.  

Data entry  

All data was transferred from the manual data collection form into a SPSS v17.0 data file by the 

primary researcher for analysis. A portion (15%) of randomly selected files were doubled keyed 

(entered a second time) to avoid data entry errors. There was over 99.9% agreement in data 

entry.  Errors noted were double checked in the hard copy file and revised.     

 

Sample 

A sample of 250 adult consumers’ (18 years of age and over) electronic files from four New 

Zealand urban CMHCs were drawn from a large computer generated pool of 850 potential files, 

supplied by ADHB’s IT department. Files were generated at random, with a requested exclusion 

criteria of: Files opened prior to the 1st of January 2001 or after the 1st of June 2009, or files that 

had been active in the system for three days or less. Files prior to the 1st of January 2001 were 

excluded to avoid sampling the same records as a previous study (Agar, Read, & Bush, 2002). 

Files opened after the 1st of June 2009 were excluded as staff at all four CMHCs had been 

informed about this project by then, possibly influencing clinicians to enquire, record, or 

recommend treatment more frequently than usual. After consultation with CMHC’s management 

it was agreed that files that had been active in the system for three days or less were very 

unlikely to include any face-to-face contact or an IA, thus these were excluded in the initial list 

of potential files. During the data collection process it was found that several files dated back 

prior to the 1st of January 2001. In these cases, files were closed and no information was 

recorded. Both currently open and closed files were included in this initial list. However, no 

information from currently open files that was recorded in HCC after the 1st of June 2009 was 

included in this study.   
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Additional exclusion criteria were added at the time of reading including: Files without any face-

to-face contact, or when the only face-to-face contact was in a crisis situation (e.g., at a police 

station), or when the only face-to-face contact was with non-CMHC staff.  For ethical reasons a 

final exclusion criteria was added. It was agreed that if either of the investigators were to 

encounter the file of a family member, personal friend, or acquaintance they would exit that file 

and pass it on to the other researcher, or exclude the file where it involved an individual known 

personally by both researchers. This final exclusion criterion was only employed in one instance. 

The sample was set at 250 to attain satisfactory statistical power in all cells for different sub-

types of abuse, gender, diagnosis, attachment variables, et cetera during analysis. A total of 391 

files were accessed to reach the desired sample size, with 141 excluded based on the exclusion 

criteria. 

 

General Information   

Demographics 

Demographics recorded were age (at assessment), gender, ethnicity, marital status, employment 

status, and level of education. 

Assessment date and duration of engagement with CMHC 

The date of the Initial Assessment (IA) was recorded so that no IA prior to the 1st of January 

2001was included, to ensure that we did not resample the same files as previously audited. Data 

was also collected to determine how many individuals had had an IA within three face-to-face 

meetings. If a file had more than one IA, the first IA after the 1st of January 2001 was used in the 

data collection process. Information from subsequent IAs was recorded as post-IA information. 

The number of days each file had been open was supplied by ADHB’s IT department. This was 

calculated from the date of the first entry in the electronic files after the 1st of January 2001 to 

the cut-off date for data collection (1st of June 2009). However, it was discovered during data 

collection that the number of days that each file had been open as reported by the electronic files 

was unreliable. This electronic system begins re-calculating days open, as day one, each time a 

file is closed. For example, several files stated that they had been open for less than ten days, 

while in fact that client had been a service user of the CMHC for several years. One reason for 

closing a file is when a client relocates and subsequently becomes a client of a different CMHC 

still within ADHB. Due to the inconsistency in the recording of duration of engagement it was 

decided that we would abandon collecting this data during the audit. In an earlier study duration 
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of engagement was used as a mean to establish severity of presentation. Severity was gauged by 

other measures in this study, such as diagnosis and the number of psychotropic medications 

prescribed.    

Diagnosis at assessment  

For the purpose of this study, broad categories were created to record the primary diagnosis at 

the IA, such as ‘Depression’. Included under this category were diagnoses recorded in the files 

as major depressive disorder, major depressive episode, depression, mood disorder, reactive 

depression, postnatal depression, dysthymic disorder, dysthymia, depressive disorder not 

otherwise specified, and mood disorder due to a general medical condition. A specific category 

was created for Bipolar Disorders including disorders recorded as bipolar disorder, BPAD, 

bipolar depression, and bipolar recurrent manic episode. The category of “Anxiety Disorders” 

included panic attacks, any type of panic disorder, any phobia, obsessive-compulsive disorder, 

and any type of anxiety disorder. A specific category was created for Post-Traumatic Stress 

Disorder (PTSD). Disorders categorised as a “Psychotic disorder” included schizophrenia, 

psychosis, schizoaffective disorder, delusional disorder, brief psychotic episode, and psychotic 

disorder not otherwise specified.  Substance-related diagnoses such as substance dependence, 

alcohol abuse, substance induced mood disorder, and poly-substance dependence/ abuse were 

recorded in a separate category. A residual category named ‘Other’ was created for diagnoses 

not suitable for recording under any of the previous categories. This included eating disorders, a 

primary diagnosis of an axis II or III disorder, sexual or gender disorders, dissociative disorders, 

and sleep disorders. Many files had multiple diagnoses recorded in the notes from the IA, and 

some had up to five diagnoses recorded.   

Five axis DSM diagnosis  

The DSM system of diagnosing (APA, 2000) suggests that mental health professionals assess the 

individual’s presenting problem(s) on five separate axes, including clinical disorders (Axis I), 

personality disorders (Axis II), general medical conditions (Axis III), psycho-social  and 

environmental problems (Axis IV), and a global assessment of functioning (GAF) (Axis V). 

Information was recorded as to the extent to which mental health professional had recorded a 

separate DSM-IV-TR diagnosis (APA, 2000) in the records, and if so, if they had recorded 

information on all five axes. Information from each axis was recorded separately, as it appeared 

in the file. 
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Medication  

Recorded information regarding psychotropic medication was included if the individual had 

been prescribed any medication prior to or subsequent to the IA, as well as the number and type 

of medication prescribed. Up to six different medications were recorded.   

Risk   

Level of risk was recorded under two separate headings. First, suicide attempts were categorised 

as documentation of any previous attempts or documentations of multiple attempts. Secondly, 

information was drawn from ADHB’s electronic risk assessment form. It is obligatory for mental 

health professionals to complete this form as part of an IA. In this form risk is classified as 

‘low’, ‘medium’ or ‘high’ in two sub-categories “risk to self” and “risk to and/or from others”.  

Gender and profession of mental health worker 

 Gender and profession of the mental health worker conducting the IA was recorded. Gender was 

assumed on the basis of the clinicians’ name. If the name recorded in the file appeared 

ambiguous, management was approached for clarification. In those instances where there was no 

recorded IA, details for the key worker assigned to the individual during the first three face-to-

face assessments were recorded. An ‘unknown’ category was used when there were no details in 

the file indicating gender and/or profession.  

 

What Mental Health Workers Recorded  

 For operational definitions of childhood sexual abuse, childhood physical abuse, childhood 

physical neglect, childhood emotional abuse, childhood emotional neglect, adult sexual abuse, 

adult physical abuse and/or neglect, and adult emotional abuse and/or neglect for this study see 

Chapter One. However, as all the information collected for this study was gathered by reading 

computerised medical records it was decided that whatever the client and/or the mental health 

worker considered as abuse in the records was deemed sufficient. For example, medical records 

stating “sexually abused as a child” or “client reported frequently being physical assaulted by her 

ex-husband” were recorded as abuse having occurred.   
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Childhood and adulthood abuse   

Information regarding how individuals’ abuse history had been recorded was captured in several 

ways:  

1. Whether one of ADHB’s standard computerised IA forms (CMHC Initial Assessment 

(CMHCIA) or Core Adult Assessment (CAA), (CAA is an updated version of CMHCIA) had 

been used, and if so, whether or not the abuse section had been filled out. The CMHCIA form 

has specific ‘tick boxes’ for physical, sexual, and emotional abuse. The CAA also provides a 

‘tick box’ for neglect and family violence. Both forms provide a large space for documenting 

more detailed information regarding current and historical abuse and/or neglect.  

2. Records indicating whether the mental health worker had asked about the individual’s 

abuse history. Any supportive information such as “denied any childhood abuse” or any type of 

documentation regarding abuse were recorded as evidence that an abuse history was taken.  Due 

to the nature of this audit it was deemed inappropriate to attempt to evaluate whether clients had 

spontaneously disclosed abuse or if they had been prompted. Files without any written 

information or statements such as “not asked about past history during this interview” were 

recorded as “no abuse history taken”. If clinicians had documented an explanation as to why 

they had not asked about their client’s abuse history at that specific time this information was 

also captured, for example, “client too distressed to discuss his/her past”. The location of 

recorded abuse history was divided into three sections: In the IA notes, in notes prior to, or 

following the IA. 

  3. Types of individual abuse were recorded under the following categories: Childhood 

sexual abuse, childhood physical abuse, childhood physical neglect, childhood emotional abuse, 

childhood emotional neglect, adult sexual abuse, adult physical abuse and/or neglect, and adult 

emotional abuse and/or neglect (for adults, physical and emotional abuse and neglect were 

recorded under the same heading).  

 4. Information regarding duration, perpetrator, age the abuse commenced, other 

documented details about the abuse (such as type of sexual abuse, i.e., penetration, oral, 

touching, non-contact) and severity of physical abuse (e.g., by hand, tool used, medical 

attention) was also recorded.  
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Previous disclosure 

Recorded information around previously disclosed childhood and/or adulthood abuse included: 

Any recording of previous disclosure; any previous response to disclosure (e.g., supportive, 

unhelpful, and/or referred); if the individual had received any previous abuse-related treatment 

prior to engaging with the CMHC (privately or publicly founded).  

Current disclosure  

Information regarding mental health workers’ responses to identified abuse histories were 

recorded in several ways:  

1. Whether or not the abuse was mentioned in their formulation. 

2.  Information indicating that the identified abuse had been included as part of a 

treatment plan. However, there were no attempts made to record the amount of 

treatment individuals received or what type of treatment was recommended as it was 

deemed out of the scope of this project. 

3. Information indicating that the client had been referred for abuse-related treatment 

beyond the CMHC e.g., Accident Compensation Claim (ACC), (a publicly founded 

insurance policy providing some funding for sexual abuse claims in New Zealand).  

4. Information indicating that the client had been asked if he/she thought that there was 

any connection between their psycho-social history and them presenting at a CMHC.  

5. Whether or not the abuse had been reported to the police or other authorities, or if there 

had been any recorded discussion of the possibility of such reporting.  

Alcohol and drug abuse  

Information indicating that individuals had been asked about their alcohol and drug use was 

recorded in three categories: At the IA, prior to the IA, and after the IA. Additional information 

recorded included type of substance (e.g., alcohol, cannabis, prescription medication) and if the 

mental health worker had deemed the level of consumption as problematic at the time of 

assessment.   
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Attachment information  

 Information recorded regarding individuals’ attachment history included:  

1. Whether or not individuals were asked about their relationship with their 

parent(s)/caregiver(s) prior and after 18 years of age. Responses were divided into four 

main categories: close/secure relationship, close to one parent/caregiver but conflictual 

with the other(s), conflictual, estranged from parent(s)/caregiver(s), and not asked. 

There was no attempt made to evaluate specific attachment styles as this was deemed 

impossible to infer from written records alone.  

2. Whether individuals were asked about attachment related events (see point 3).  The 

point of information-collection about attachment related events was divided into three 

categories: At IA, prior to, or subsequent to the IA.  

3. Information about specific attachment-related events was divided into: Experienced 

prior to 18 years of age, and/or experiences subsequent to 18 years of age. Specific 

attachment-related events recorded were: Death of caregiver/parent, adoption or foster 

care, separation or divorce, recorded history of mental illness of a parent/caregiver, 

recorded history of alcohol and/or drug abuse of a parent/caregiver, domestic violence, 

bullying, poverty, or any other adverse events (e.g., loss of a sibling) recorded.    

 

Inter-Rater Reliability  

In some files information suggestive of abuse and/or neglect was deemed inconclusive by the 

researcher who initially read the file. In these incidents exact quotes from the file were recorded 

verbatim as well as other information, such as the frequency of this information in the file. These 

files were then coded as ‘uncertain’.  All ‘uncertain’ files were then rated independently by both 

researchers for the probability of abuse or neglect being experienced. A similar rating system 

used by a previous file audit was adopted (see Agar, Read, & Bush, 2002 for a more detailed 

description). For a case of possible abuse or neglect to be included in the statistical analysis both 

researchers had to rate the case as ‘95% or more probable’ to have occurred. This rating was 

done independently. If one of the researchers rated the case as less than 95% likely to have 

occurred, that case was entered as “no abuse or neglect noted”. Thirty-two files were recorded as 

‘uncertain’ (12.8% of the total sample). Overall the researchers were in agreement in 29 cases 

(Inter–Rater Reliability (IRR) = 91%, κ = 0.81). Out of the 32 cases coded as uncertain, 14 

(44%) were rated as 95% or more likely by both researchers and consequently coded as “yes, 

abuse or neglect was noted”. Fifteen (47%) cases were rated as less than 95% likely by both 
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researchers and consequently coded as “no abuse or neglect noted”. In the three (9%) cases 

where there were disagreements cases were also coded as “no abuse or neglect noted”.  

An example of a case where abuse was rated as less than 95% likely to have occurred by both 

researchers was a file stating, “violent and abusive father”. This information was deemed vague 

as one could not be certain that the father was violent and abusive to the client. Another file in 

the same category stated, “reported traumatic childhood”. Examples of cases rated as 95% or 

more likely to have occurred by both researchers stated, “father began to drink heavily and took 

up the use of severe and frequent corporal punishment”, and “made to watch sexual activities as 

a child”. One example of a case where the two researchers disagreed in their rating was a file 

stating “traumatic childhood, fostered at four due to familial alcoholism”. Only one researcher 

had rated this file as ‘95% probable’ for emotional and/or physical neglect, and it was therefore 

excluded.  

Data Analysis  

Analysis of data for this study was quantitative.  Both continuous and categorical data were 

examined. For analysis of categorical data, the Chi-Square test of independence was used. This 

test investigates if there is any statistically significant difference between proportions. 

Continuous data was analysed by independent sample t-tests (two-tailed) and a repeated measure 

of analysis of variance (MANOVA). T-tests are used to investigate if there were any statistically 

significant differences between two independent means. A MANOVA made it possible to 

examine if there was any significant main effect or interactions between several variables, while 

saving statistical power. For example, do some professionals (psychiatrists versus. 

psychologists) enquire about abuse more than others, and if so, does this depend on any client 

characteristic such as age, gender, and/or diagnosis? Results were considered to be statistically 

significant if the p values were less than or equal to .05.  
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CHAPTER FOUR: RESULTS 

 

This chapter will report the results of the file audit, including prevalence rates for childhood and 

adult abuse and neglect, enquiry rates, response to documented abuse, comparisons of the 

present data to the last audit (Agar et al., 2002), and will conclude with case examples of 

commendable, and less than optimal, practice.  Information regarding individuals’ abuse/neglect 

and attachment history has been captured in different ways including: (i) Recorded prevalence 

rates of individual abuse/neglect and attachment related events; and (ii) any records indicating 

that the clinician had asked the individual about their abuse /neglect history, alcohol and drug 

use, and their relationships with their caregivers. A more detailed description of the difference 

between recorded prevalence rate and records indicating that the clinician had asked about 

adverse experiences can be found in Chapter Three. In addition, the rate of completion of 

standard computerised assessment forms was recorded. For all results potential effects of 

ethnicity were analysed for New Zealand European, Māori, and Pacific Island clients (due to 

small numbers in other ethnic groups). Thus, the total sample size for ethnicity calculations is 

236 not 250.   

Sample characteristics  

The sample characteristics are summarised in Table 4. Of the 250 files, 77 (30.8%) came from 

one CHMC, 70 (28.0%) from a 2nd, 54 (21.6%) from a 3rd, and 49 (19.6%) from the 4th.  125 

(50%) were men and 125 (50%) were women.  The mean age across the sample was 35.6 years 

of age with a standard deviation of 12.3 years. One hundred and thirty nine individuals (55.6%) 

were identified as New Zealand European, 60 (24%) were Māori, 22 (8.8%) were Pacific 

Islanders, and 28 (11.6%) were classified as ‘Other’. Information regarding ethnicity was not 

recorded in one (0.4%) file.  One hundred and twenty six individuals were identified as single 

(50.4%), 46 (18.4%) as married, 38 (15.2%) as separated or divorced, 37 (14.8%) were in a de-

facto relationship, 2 (0.8%) were widowed, and this information was unavailable in one (0.4%) 

file.   

The majority of individuals were described as unemployed 131 (52.4%), followed by 74 (29.6%) 

employed full-time, 23 (9.2%) part-time, and 20 (8%) were described as students. Information 

regarding employment status was not recorded in two (0.8%) files. Sixty-five (26%) individuals 

were identified as having no formal qualifications, 44 (17.6%) as having qualifications sufficient 

for university entrance, 31 (12.4%) had achieved School Certificate (lowest recognised high 
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school qualification in New Zealand), 42 (16.8%) had a University Degree or Diploma, 8 (3.2%) 

had a Trade Certificate, four (1.6%) had a Masters degree, and one (0.4%) had a Doctoral 

qualification. Level of education was not recorded for 55 (22%) individuals. 

Primary diagnosis at the Initial Assessment (IA) were most frequently depressive disorders, for 

88 individuals (35.2%), followed by psychotic disorders for 64 (25.6%), bipolar affective 

disorder for 27 (10.8%), substance abuse for 14 (5.6%), anxiety disorders for 13 (5.2%), and 

post-traumatic-stress disorder for nine (3.6%), 16 (6.4%) individuals were classified as ‘Other’. 

There was no diagnosis documented for 19 (7.6%) individuals (see Table 4). In many cases 

individuals had been given more than one diagnosis. Thus, statistical analyses were conducted 

on more than one and/or multiple diagnoses. In 217 (86.5%) of the files an IA was conducted 

within three face-to-face meetings. This was not the case in 33 (13.2%) of the files.  

For 155 (62%) of the files, the primary mental health professionals conducting the IA were 

female and in 92 (36.8%) of the cases they were male. This information was unclear in three 

(1.2%) files. One hundred and eighty seven (74.8%) IAs were conducted by psychiatrists, 50 

(20%) by CHMC nurses, seven (2.8%) by psychologists, two (0.8%) by psychotherapists, one 

(0.4%) by an occupational therapist, and one (0.4%) by a social worker. Information regarding 

profession was unclear in two (0.8%) of the files (see Table 5). 
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Table 4. Sample characteristics   
 
 

 
N 

(250) 

Weighted% 
or 

M (SD) 
Gender 
Men 
Women 
 

 
125 
125 

 
50% 
50% 

Age  
 

 35.6 (12.3) 

Ethnicity  
New Zealand European (NZE) 
Māori  
Pacific Islander (PI) 
‘Other’ 
 

 
139 
60 
22 
29 

 
55.6% 
24% 
8.8% 
11.6% 

Marital status  
Single 
Married  
Separated/divorced 
De-facto  
Widowed  
Unknown   
 

 
126 
46 
38 
37 
2 
1 

 
50.4% 
18.4% 
15.2% 
14.8% 
0.8% 
0.4% 

Education 
No-formal qualification  
School Certificate 
University entrance (UE) 
Trade Certificate 
University degree or diploma  
Masters degree 
Doctoral qualification  
Unknown  
 

 
65 
31 
44 
8 
42 
4 
1 
55 

 
26.0% 
12.4% 
17.6% 
3.2% 
17.6% 
1.6% 
0.4% 
22.0% 

Employment status  
Full-time  
Part-time  
Unemployed  
Student 
Unknown  
 

 
74 
23 
131 
20 
2 

 
29.6% 
9.2% 
52.4% 
8.0% 
0.8% 

Primary diagnosis  
Depressive disorder  
Psychotic disorder  
BPAD 
Substance abuse  
Anxiety disorder 
PTSD 
Other  
No diagnosis  

 
88 
64 
27 
14 
13 
9 
16 
19 

 
35.2% 
25.6% 
10.8% 
5.6% 
5.2% 
3.6% 
6.4% 
7.6% 
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Table 5. Characteristics of clinicians conducting IAs 
 N 

(250) 
Weighted % 

 
Gender 
Male  
Female  
Unknown  
 

 
92 
155 
3 

 
36.8% 
62.0% 
1.2% 

Profession 
Psychiatrist  
Nurse  
Psychologist  
Psychotherapist   
Occupational therapist  
Social worker   
Unknown  

 
187 
50 
7 
2 
1 
1 
2 

 
74.8% 
20.0% 
2.8% 
0.8% 
0.4% 
0.4% 
0.8% 

IA= Initial assessment  

 

Recorded Abuse and Neglect Prevalence Rates 

Overall rates  

Of the 250 files examined, 233 (93.2%) had some form of abuse, neglect, and/or attachment-

related event documented. One hundred and sixty (64.0%) files had some form of adult or 

childhood abuse or neglect recorded. One hundred and eighteen files (47.2%) had multiple forms 

of childhood and /or adult abuse and neglect noted.  Examining rates in relation to age, gender, 

and ethnicity was accomplished using Chi-Square and t-test, with findings presented in Table 6.  

Females were significantly more likely to have abuse or neglect recorded in their files compared 

to men (χ2 (1) = 12.8, p<.001). There were significant differences in abuse rates dependent on 

ethnicity. There were no significant differences in recorded abuse rates by age. However, 

prevalence rates for abuse and neglect increased significantly when clients were asked about 

abuse and neglect, from 64% prevalence in all files to 86.5% ( χ2 (1) = 7.56, p<.01) in files 

indicating that clients had been asked. Among those 34.8% of files that had no indication of any 

enquiry, abuse and neglect prevalence rates reduced to 17.2 %.  
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Table 6. Recorded prevalence rates for multiple forms of childhood and adult abuse/neglect with significant differences for gender and ethnicity   
 N 1 or more  2 or more  3 or more  4 or more  5 or more  6 or more  7 or more  8  

All  250 160 (64.0%) 118 (47.2%) 82 (32.8%) 53(21.2%) 33 (13.2%) 22 (8.8%) 11 (4.4%) 2 (0.8%) 
Gender           

Female 125 96 (76.8%) ***  75 (60.0%) *** 61 (48.8%) *** 39 (31.2%) *** 30 (24.0%) *** 20 (16.0%) *** 11 (8.8%) ** 2 (1.6%) 
Male   125 64 (51.2%) 43(34.4%) 28 (22.4%) 14 (11.2%) 3 (2.4%) 2 (1.6%) 0 0 

Ethnicity           
NZE  154 97 (63.0%) 72 (46.7%) 51(40.8%) 29 (18.8%) 15 (9.7%) 10 (6.5%) 5 (3.2%) 1 (0.6%) 
Māori  60 43 (71.7%) 33 (55.0%) 29 (48.3%) **b 18 (30.0%) **a 12 (20.0%) ***a 8 (13.3%)**a 4 (6.7%) 1 (1.7%) 
PI  22 14 (63.6%) 10 (45.5%) 7 (31.8%) 7 (31.8%) **a 5 (22.7%) ***a 4 (18.2%) ***a 2 (9.1%) ***a  

 NZE = New Zealand European, PI = Pacific Island, * = p < .05. ** = p <. 01. *** = p <.001, a=compared to NZE, b= compared to PI 
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Childhood abuse and neglect  

As seen in Table 7, 141 (56.4%) files had some form of childhood abuse or neglect recorded.  

Eighty-one (32%) files had childhood sexual abuse documented, 91 (36.4%) had childhood 

physical abuse documented, 88 (35.2%) had childhood emotional abuse documented, 22 

(8.8%) had childhood physical neglect documented, and 55 (22%) had childhood emotional 

neglect documented.  

Female clients were significantly more likely than male clients to have childhood sexual 

abuse (χ2 (1) = 17.55, p<.001), emotional abuse (χ2 (1) = 4.49, p=.034), physical neglect (χ2 

(1) = 6.08, p=.048), and emotional neglect (χ2 (1) = 5.24, p=.022) recorded in their files. 

There was no significant difference in the recorded rate of childhood physical abuse between 

female and male clients (p>.05). Clients identified as Māori were significantly more likely to 

have experienced all recorded forms of childhood abuse and neglect compared to clients 

identified as New Zealand European and/or Pacific Islanders (see Table 7).  

As seen in Table 8, more than a third of the 250 files (38.4%) had two or more forms of 

childhood abuse or neglect recorded. Seven files (2.8%), all females, had all five forms of 

childhood abuse/neglect documented. Females were significantly more likely than males to 

have two or more forms of childhood abuse/neglect recorded in their files (χ2 (1) = 8.42, 

p=.01). Clients identified as Māori were also significantly more likely than New Zealand 

European and Pacific Island clients to have two or more and three or more forms of 

childhood abuse/neglect recorded in their files.   

 

Table 7. Recorded prevalence rates of childhood abuse and neglect with significant differences 
reported for gender and ethnicity  

 N Any Childhood 
Abuse/Neglect 

Childhood 
Sexual 
Abuse 

Childhood 
Physical 
Abuse 

Childhood 
Emotional 
Abuse 

Childhood 
Physical  
Neglect 

Childhood 
Emotional 
Neglect 

All  250 141 (56.4%) 81 (32.4%) 91 (36.4%) 88 (35.2%) 22 (8.8%) 55 (22%) 
Gender         

Female 125 82 (65.6%) ** 56 (44.8%) *** 49 (39.2%) 52 (41.6%)* 16 (12.8%)* 35 (28%)* 
Male   125 59 (47.2%) 25 (20%) 42 (33.6%) 36 (28.8%) 6 (4.8%) 20 (16%) 

Ethnicity         
NZE  154 84 (54.5%)  43 (30.9%)  49 (35.3%)  50 (36%)  10 (7.2%)  28 (20.1%)  
Māori  60 41 (68.3%) *b 27 (45%) **a 28 (46.7%) **a 25 (41.7%) **b 8 (13.3%) *c 17 (28.3%) *b 
PI  22 11 (50.0%) 6 (27.3%) 7 (31.8%) 5 (22.7%) 2 (9.1%) 4 (18.2%) 

NZE= New Zealand European, PI= Pacific Island, *= p < .05. ** = p <. 01. ***= p<.001. , a= compared to both 
NZE and PI, b= compared to PI, c= compared to NZE  

 

 



74 
 

Table 8. Recorded prevalence rates of multiple forms of childhood abuse and neglect with significant 
differences reported for gender and ethnicity  

 N 1 or more 2  or more  3 or  more  4 or more  5 forms 
All   250 141 (56.4%) 96 (38.4%) 57 (22.8%) 36 (14.4%) 7 (2.8%) 
Gender        

Female 125 82 (65.6%) ** 58 (46.4%) ** 35 (28.0%) * 25 (20.0%) *** 7 (5.6%) * 
Male   125 59 (47.2%) 38 (30.4%) 22 (17.6%) 11(8.8%) 0 

Ethnicity        
NZE  154 84 (54.5%) 57 (37.0%)  33 (21.4%)  22 (14.2%) 4 (2.6%)  
Māori  60 41 (68.3%) **b 30 (50.0%) *a 19 (31.6%) *a 11 (18.3%) 3 (5.0%)  
PI  22 11 (50.0%) 6 (27.3%) 14 (18.2%) 3 (13.6%) 0 

NZE = New Zealand European, PI = Pacific Island, *= p < .05. ** = p <. 01. ***= p<.001, a= compared to both 
NZE and PI, b= compared to PI 

 

Adult abuse and neglect  

As seen in Table 9, 88 files (35.2%) had some form of adult abuse or neglect recorded. 

Thirty-six (14.3%) clients had adult sexual abuse documented, 61 (24.4%) had adult physical 

abuse or neglect documented, and 54 (21.6%) had adult emotional abuse or neglect 

documented.  Chi-Square (χ2) tests found that all recorded rates of adult abuse and/or neglect 

were significantly higher for females than for males (e.g., any adult abuse rate, (χ2 (1) = 

120.77, p< .001)).  Pacific Island clients were significantly more likely to have experienced 

adult physical and emotional abuse and neglect compared to both New Zealand European and 

Māori clients. There were no significant differences in recording rates of adult abuse and/or 

neglect depending on age.   

 

Table 9. Recorded prevalence rates of adult abuse and neglect with significant differences reported 
for gender and ethnicity  

 N Any Adult  
Abuse/neglect 

Adult Sexual 
Abuse 

Adult Physical 
Abuse/ neglect 

Adult Emotional 
Abuse/ neglect 

All  250 88 (35.2%) 36 (14.3%) 61 (24.3%) 54 (21.5%) 
Gender      

Female 125 70 (56.0%) 
*** 

32 (25.6%) *** 52 (41.6%) *** 43 (34.4%) *** 

Male  125 18 (14.4%) 4 (3.2%) 9 (7.2%) 11 (8.8%) 
Ethnicity      

NZE  154 51 (33.1%) 17 (12.2%)  29 (20.9%)  25 (18%)  
Māori  60 24 (40.0%) 11 (18.3%) 18 (30%)*c 15 (25%) 
PI  22 10 (45.4%)*b 5 (22.7%) **b 10 (45.5%) **a 8 (36.4%) *a 

NZE = New Zealand European, PI = Pacific Island, * = p < .05. ** = p<. 01. *** = p<.001, a=compared to NZE 
and Māori, b= compared to NZE, c= compared to NZE and PI  
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As seen in Table 10, 46 (18.4%) out of the 250 files had two or more forms of adult abuse 

and/or neglect recorded. Women were found to be significantly more likely to experience two 

or more forms of adult abuse and/or neglect than men (χ2 (1) = 154.13, p<.001). There were 

no significant differences dependent on age (p>.05). Pacific Island clients were found to have 

experienced two or more forms of adult abuse and neglect significantly more compared to 

both New Zealand European (χ2 (1) = 54.00, p<.001)  and Māori clients (χ2 (1) = 9.85, p<.01). 

This finding was different than that for childhood abuse and neglect.  

 

Table 10. Recorded prevalence rates of multiple forms of adult abuse and neglect with significant 
differences reported for gender and ethnicity   
 N 1 or more  2 or more  3 forms 
All  250 88 (35.2%) 46 (18.4%) 17 (6.8%) 
Gender      

Female 125 70 (56.0%) ***  40 (32.0%) *** 17 (13.6%) *** 
Male   125 18(14.4%) 6 (4.8%) 0  

Ethnicity      
NZE  154 51 (33.1%)  21 (13.6%) 8 (5.2%)  
Māori  60 24 (40.0%) 15 (25.0%) 5 (8.3%) 
PI  22 10 (45.4%) *b 9 (40.7%) ***a 4 (18.2%) ***a 

NZE = New Zealand European, PI = Pacific Island, *= p < .05. ** = p <. 01. ***= p <.001, a= compared to NZE and 
Māori, b= compared to NZE 

 

 

  Enquiry Rates  

Enquiry for abuse and/or neglect  

As seen in Table 11, 163 (65.2%) files indicated that the client had been asked about abuse 

and/or neglect at some point. Thus, there was no evidence of any enquiry for 87 (34.8%) 

clients. One hundred and fifteen files (46%) indicated that an enquiry had taken place during 

the IA, and 116 (46.4) were asked after the IA. Seventy-seven files (30.8%) indicated that an 

abuse-related enquiry had taken place prior to the IA. Of these 77, 57 (74%) were asked again 

during the IA. Forty-six files (18.4% out of the total sample) indicated that the individual had 

been asked at all three time points (prior to, during, and after the IA). Out of the 135 files that 

had no evidence of any abuse/neglect enquiry during the IA, 36 (26.7%) were asked about 

abuse/neglect subsequent to the IA.  

Females were significantly more likely to be asked about abuse or neglect prior to the IA 

(χ2 (1) = 9.93,  p=.002), during the IA (χ2 (1) = 13.54 ,  p<.001), and following the IA 
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(χ2 (1) = 14.48 ,  p<.001). Female clinicians were more likely to ask about abuse and 

neglect during the IA (χ2 (1) = 6.44 ,  p=.040),( clinicians’ gender was only recorded for the 

IA, thus, this could not be evaluated for information recorded before or after the IA).    

Clients recorded as being of Pacific Island ethnicity were significantly less likely to be asked 

about abuse prior to the IA compared to clients identified as either New Zealand European 

(χ2 (1) = 8.31 ,  p<.01) or Māori (χ2 (1) = 26.11 ,  p<.001). This significant difference was 

only present between Pacific Island and Māori clients during the IA (χ2 (1) = 4.86 ,  p<.05). 

There were no significant differences in enquiry rates according to age or recorded risk to 

self, problematic alcohol and/or drug use, or the clinician’s profession (p>.05).  

 

Table 11. Comparisons of enquiry rates into abuse and neglect prior to, during, and after the IA 
with significant differences reported for gender and ethnicity  

 N Any time Prior to IA During IA Post IA 
All  250 163 (65.2%) 77 (30.8%) 115 (46%) 116 (46.4%) 
Gender of clients       

Female  125 100 (80.0%) *** 50 (40.0%) ** 72 (56.6%) *** 73 (58.4%) *** 
Male  125 63 (50.4%) 27 (21.6%) 43 (34.4%) 43 (34.4%) 

Gender of clinicians       
Female 155 # # 81 (52.3%) ** # 
Male  92 # # 33 (35.9%)  # 

Ethnicity       
NZE  154 96 (62.3%) 47 (30.5%) 68 (44.2%) 68 (44.2%) 
Māori  60 44 (73.3%) 24 (40.0%) 33 (55.0%)*b 34 (56.7%) 
PI  22 15 (68.2%) 4 (18.2%) **a 9 (40.9%)  9 (45.5%) 

 IA = Initial assessment, # = gender unknown, NZE = New Zealand European, PI = Pacific Island, * = p < .05. 
** = p <. 01. *** = p <.001, a= compared to NZE and Māori, b= compared PI 

 

Gender differences in abuse enquiry rates 

As seen in Table 12, female clinicians were significantly more likely to enquire about abuse 

and/or neglect during the IA than male clinicians (χ2(1) = 6.44,  p=.04). This was true for 

both female and male clients. Furthermore, both male (χ2 (1) = 4.88,  p=.028) and female 

clinicians (χ2 = 8.63 (1),  p=.003) were significantly more likely to ask female clients than 

male clients about abuse and/or neglect.  
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Table 12. Proportion of clients asked about abuse and/or neglect during the initial assessment with 
significant differences reported for gender of clinician  
                     Client  
Clinician  All Female  Male  
Female N=155  81 (52.3%) *  53 (63.1%) *  28 (39.4%) * 
Male  N=92  33 (35.9%)  19 (48.7%)  14 (26.4%) 
 * = p < .05.  
 
 

Differences in enquiry rates dependent on clients’ diagnosis  

As seen in Table 13, clients’ primary diagnosis during the IA was significantly related to the 

rate of abuse/neglect enquiry (χ2 (9) = 27.45,  p<.001).  Further analysis found that clients 

diagnosed with a psychotic disorder were significantly less likely to be asked about abuse and 

neglect compared to clients diagnosed with any of the other diagnostic categories (e.g., 

Psychotic disorders compared to alcohol and drug (χ2 (1) = 16.08,   p<.001)). On the other 

hand, clients with a primary diagnosis of PTSD were significantly more likely to be asked 

about abuse and neglect (e. g., PTSD compared to MDD/MDE (χ2 (1) = 21.54,   𝑝 <

.001)) compared to clients diagnosed with any of the other diagnostic categories. There was 

no significant difference in the rate of enquiry about alcohol and drug use related to diagnosis 

(p>.05).   

 

Table 13. Proportion of enquiry rates into abuse/neglect during the IA  
dependent on diagnosis 
Diagnosis  N Asked abuse/neglect  
MDD/MDE   86 47 (54.6%) 
BPAD  27 15 (51.8%)  
PND  2 0 
GAD  13 7 (53.8%) 
PTSD  9 8 (88.9%) *** 
Psychotic disorders  64 15 (23.4%) *** 
Alcohol & Drug   14 6 (42.8%) 
Other   17 10 (58.8%) 
No Diagnosis  18 8 (44.4%) 
IA = Initial assessment, MDD/MDE= Major depressive disorder (or episode),  
BPAD= Bipolar affective disorder, 
PND= Post-natal depression, GAD= Generalised anxiety disorder, 
PTSD= Post-traumatic stress disorder, *** = p < .001.   
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Enquiry into connection between abuse and current presentation  

Information was recorded regarding the proportion of clinicians who had documented that 

they had asked their clients if they thought there was any connection between current or past 

abuse/neglect and their present challenges. Seventeen (10.6%) of the files indicated that the 

client had been asked about this at some point prior to the IA, 11 (6.9%) were asked during 

the IA, and 16 (10.0%) were asked at some point after the IA. Thus a total of 44 (17.6%) 

were asked at some point. There were no significant differences depending on ethnicity, age, 

gender of clients, gender of clinicians, or profession of the clinician.  

Enquiry into alcohol and drug use   

As seen in Table 14, 232 (92.8%) of the clients who had been asked about their alcohol and 

drug use at some time point during their contact with the CMHC.  In total, 224 (89.6%) of the 

250 clients had information recorded in their files indicating that they had been asked about 

their alcohol and drug use during the IA, 210 (84%) had been asked at some point prior to the 

IA, and 200 (80.0%) were asked subsequent to the IA. Out of the 224 clients that were asked 

about their alcohol and drug use during the IA, 114 (50.9%) were assessed as having current 

or recent problematic use.  The mean age at the time of the IA of those who were asked was 

34.63, which was significantly lower than the mean age of those who were not asked, 44.15 

(𝑡(248) = 3.83,  p<.001).  There were no significant differences in enquiry rates according to 

the ethnicity of the client, gender of the client, recorded risk to self, gender of the clinician, or 

clinician’s profession (p>.05).  

 

Table 14.  Proportion of enquiry rates into alcohol and drug use  
 N Any time Prior to IA During IA Post IA 
All  250 232 (92.8%) 210 (84%) 224 (89.6%) 200 (80%) 
Gender of clients      

Female  125 114 (91.2%) 103 (82.4) 110 (88%) 96 (76.8%) 
Male   125 118 (94.4%)  107 (85.6%)  114 (91.2%) 104 (83.2%)  

Gender of clinicians      
Female  155  #  # 139 (89.7%)  # 
Male  92  #  # 83 (90.2%)  # 

Ethnicity      
NZE  154 142 (92.2%) 128 (83.1%) 134 (87.0%) 121 (78.6%) 
Māori  60 60 (100%) 56 (93.3%) 59 (98.3%) 53 (88.3%) 
PI  22 18 (81.8%) 15 (68.2%) 19 (86.4%) 16 (72.7%) 

 IA = Initial Assessment, # = gender unknown, NZE = New Zealand European, PI = Pacific Island 
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Enquiry into relationship with parent(s)/caregiver(s)  

One hundred and eighty-one (72.4%) clients had information recorded in their files indicating 

that they had been asked about their relationships with parent(s) or caregiver(s) during the IA 

(see Table 15). The mean age of clients who were asked was 33.85 years, significantly lower 

than those not asked, who had a mean age of 40.01 years (𝑡 = 3.61 (247),  p<.001). There 

was no significant difference in enquiry rates depending on clients’ gender or ethnicity or 

clinicians’ gender.   

As seen in Table 16, 82 (32.8%) clients had their relationship described as conflictual, 57 

(22.8%) as close to one parent but in a conflictual relationship with another, 34 (13.6%) as 

close or good, and 8 (3.2%) as estranged from their caregiver(s) (see Chapter Three for 

definitions of relationship categories). There were no significant differences in the quality of 

the reported relationship with caregiver(s) depending on gender, age, or ethnicity of the client 

(p>.05).  

Table 15. Enquiry rates into relationship with parent(s)/caregiver(s)  
 N During IA 

All  250 181 (72.4%) 
Gender of clients   

Female  125 93 (74.4%) 
Male  125 88 (70.4%) 

Gender of clinicians   
Female clinicians  155 117 (75.5%) 
Male clinicians  92 63 (68.5%) 

Ethnicity   
NZE  154 111 (72.1%) 
Māori  60 43 (71.7%) 
PI  22 18 (81.8%) 

IA = Initial Assessment, NZE = New Zealand European, PI = Pacific Island 
 

Table 16. Description of relationship with parent(s)/caregiver(s)  
   N Close  Close to one Conflictual Estranged  

All  250 34 (13.6%) 57 (22.8%) 82 (32.8%) 8 (3.2%) 
Gender      

Female clients  125 16 (12.8%) 28 (22.4%) 46 (36.8%) 3 (2.4%) 
Male   clients 125 18 (14.4%) 29 (23.2%) 36 (28.8%) 5 (4.0%) 

Ethnicity       
NZE  154 20 (13%) 42 (27.3%) 46 (29.9%) 3 (1.9%) 
Māori  60 4 (6.7%) 10 (16.7%) 25 (41.7%)*b 4 (6.7%) 
PI  22 6 (27.3%)***a 4 (18.2%) 7 (31.8%) 1 (4.5%) 

NZE = New Zealand European, PI = Pacific Island, a= compared to NZE and Māori, b= compared to NZE 
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Difference in enquiry rates depending on Community Mental Health Centre  

Files were read from four different CMHCs during this file audit (see Table 17, Table 18 and 

Table 19). However, Chi-square analysis showed that there were no statistically significant 

differences.  Enquiry rates into abuse and neglect varied between 50.6 % and 38.9 %. 

Enquiry into alcohol/drug use varied from 95.9% to 81.4% and enquiry into the relationship 

with caregiver(s) varied between 79.2% to 63% across the four centers.  There were also no 

significant differences in the recorded prevalence rate of childhood or adult abuse and neglect 

between the four CMHCs (p>.05).  

Table 17. Enquiry rates during the IA into abuse/neglect, alcohol and drug use, and 
 relationship with parent(s)/caregiver(s)  
 N  Abuse/ neglect  Alcohol/drug  Relationship with 

caregiver(s) 
All  250 115 (46.0%) 224 (89.6%)  181 (72.4%)  
CMHC 1 77 39 (50.6%) 73 (94.8%)  61 (79.2%)  
CMHC 2 70 34 (48.6%) 57 (81.4%) 51 (72.9%)  
CMHC 3 54 21 (38.9%) 47 (87.0%)  34 (63.0%)  
CMHC 4 49 21 (42.9%) 47 (95.9%)  35 (71.4%)  
IA = Initial assessment ,CMHC = Community Mental Health Centre   

Table 18. Recorded prevalence rates of childhood abuse and neglect at any time point  
 N Childhood 

Sexual 
Abuse 

Childhood 
Physical 
Abuse 

Childhood 
Emotional  

Abuse 

Childhood 
Physical 
neglect 

Childhood 
Emotional 

Neglect 
All  250 81 (32.4%) 91 (36.4%) 88 (45.2%) 22 (8.8%) 55 (22%) 
CMHC 1  77 27 (35.1%) 32 (41.6%) 18 (23.4%) 10 (11.3%) 18 (23.4%) 
CMHC 2  70 18 (25.7%) 27 (38.6%) 26 (37.1%) 6 (8.6%) 15 (21.4%) 
CMHC 3  54 16 (29.6%) 15 (27.8%) 18 (33.3%) 2 (3.7%) 11 (20.4%) 
CMHC 4  49 20 (40.8%) 17 (34.7%) 15 (30.6%) 4 (8.2%) 11 (22.4%) 
CMHC = Community Mental Health Centre  

Table 19. Recorded prevalence rates of adult abuse and neglect at any time point  
 N Adult 

Sexual Abuse 
Adult Physical 
Abuse or Neglect 

Adult Emotional 
Abuse  or Neglect 

All  250 36 (14.4%) 61 (24.4%) 54 (21.6%) 
CMHC 1  77 11 (14.3%) 21 (27.3%) 19 (24.7%) 
CMHC 2  70 10 (14.3%) 13 (18.6%) 11 (15.7%) 
CMHC 3  54 7 (13.0%) 10 (18.5%) 12 (22.2%) 
CMHC 4  49 8 (16.3%) 17 (34.7%) 12 (24.5%) 
CMHC = Community Mental Health Centre 
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Summary of enquiry rates 

A sign-test indicated that overall, clients were asked about their alcohol and drug use 

significantly more (89.6%) than abuse and/or neglect (46%), (Z= 9.51, p <.001). Clients were 

also asked about relationships with their caregiver(s) (72.4%) significantly more frequently, 

than about abuse or neglect (Z= 6.63, p <.001).    

Use of standard assessment forms 

During the period covered by this study Auckland District Health Board used two standard 

computerised IA forms, the CMHCIA form and the CAA form.  Either of these forms were 

used in 153 (61.2%) of the 250 files to record information from the IA. Ninety-seven (38.8%) 

files had information from an IA recorded without using either of these forms. Out of those 

153 individuals who had their IA recorded in one of the computerised forms, 74 (48.4%) 

were asked about abuse and/or neglect. The rate of abuse enquiry was not significantly 

different (p>.05) from those who had their IA information recorded elsewhere in their files 41 

(42.3%). 

Both of these forms include a specific abuse section. This section was completed in 69 

(45.1%) files, and left blank in 84 (54.9%) of the 153 files that had used either form. The rate 

of recording childhood physical abuse was significantly higher for those who had completed 

the computerised forms than those who had not (𝑡 (1) = 16.13,  p<.001). Significant 

increases were also noted for adult physical abuse/neglect, and adult emotional abuse/neglect. 

Recording rates increased significantly again when the specific abuse section was filled in. 

This increase was noted for all recorded forms of abuse and neglect except childhood 

physical neglect (see Table 20 and Table 21). 

Table 20. Comparisons of recorded prevalence rates of childhood abuse and neglect during the IA 
depending on use of computerised assessment form  
 N Any 

Childhood 
Abuse/Neglect  

Childhood 
Sexual  
Abuse  

Childhood 
Physical 
Abuse  

Childhood 
Emotional 
Abuse  

Childhood 
Emotional 
Neglect  

Childhood 
Physical 
Neglect  

All Cases  250 141 (56.4%) 81 (32.4%) 91 (36.4%) 88 (35.2%) 55 (22%) 22 (8.8%) 
Form         

 Used   153 92 (60.1%)  38 (24.8%) 43 (28.1%) *** 35 (22.9%) 24(15.7%) 10 (6.5%) 
 Not used 97 49 (50.5%) 19 (19.6%) 13 (13.4%) 16 (16.5%) 9 (9.3%) 4 (4.1%) 

Abuse section         
Used  69 64 (92.7%) *** 29 (41.0%) *** 35 (50.7%) *** 32 (46.4%) *** 21 (30.4%) *** 7 (10.1%) 
Not used  84 28 (33.3%) 9 (10.7%) 8 (9.5%) 3 (3.6%) 3 (3.6%) 3 (3.6%) 

IA = Initial assessment , *** = P<.001.  
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Table 21. Comparisons of recorded prevalence rates of adult abuse and neglect during the IA 
depending on use of computerised assessment form  

  N Any  Adult  
Abuse or Neglect  

Adult Sexual 
Abuse  

Adult Physical 
Abuse or Neglect  

Adult Emotional  
Abuse or Neglect  

All cases  250 88 (35.2%) 36 (14.4%) 61 (24.4%) 54 (21.6%) 
Form      

Used  153 56 (36.6%) 13 (8.5%) 24 (15.7%) ** 24 (15.7%) * 
Not used   97 32(33.1%) 7 (7.2%) 5 (5.2%) 6 (6.2 %) 

Abuse section       
Used   69 53 (76.8%) *** 12 (17.4%) ** 15 (21.7%) ** 18 (26.1%) *** 
Not used  84 18 (21.4%) 1 (1.2%) 9 (10.7%) 6 (7.1%) 

IA = Initial assessment , *= p < .05. **= p <. 01. *** = P<.001.  

 

Response to Documented Abuse and Neglect 

Formulations, treatment plans, referrals, and reporting  

Information was gathered as to which files had included the documented abuse and/or neglect 

in: (i) Formulation, (ii) treatment plan, and/or (iii) whether the responsible clinician had 

referred the person for further abuse/neglect-related treatment. Of the 81 files in which 

childhood sexual abuse was recorded, 46 (56.8%) had this mentioned in the formulation, 36 

(44.4%) had abuse-related treatment plans, and 19 (23.5%) clients were referred for further 

abuse-related treatment. Females had childhood sexual abuse recorded in their formulations 

(χ2 (1) = 4.15,  p<.042), treatment plan (χ2 (1) = 10.12,  p<.01), and were referred for 

abuse related treatment (χ2 (1) = 4.15,  p<.042) significantly more frequently than males. 

Females had more forms of abuse and neglect, except childhood emotional neglect, recorded 

in their formulations, treatment plans, and referral significantly more frequently than men 

(see Table 22). 

Overall, with a few exceptions (CSA, ASA, and APAN), clinicians recorded clients’ abuse 

and/or neglect history in the formulation more frequently than in treatment plans and in 

referral documentation (see Table 22). This difference was significant for CPA (χ2 (1) =

22.05,  p<.001), CEA (χ2(1) = 14.41 ,  p<.001), CPN (χ2 (1) =  6.09,  p<.05), CEN 

(χ2 (1) = 22.84,  p<.001), and for AEAN (χ2(1) = 6.66,  p<.01). 

In addition there was a significant difference between the type of childhood abuse or neglect 

and the likelihood of being mentioned in the formulations (χ2(4) = 76.38,  p<.001), in the 

treatment plans (χ2(4) = 55.07,  p<.001), and in the referral documentation (χ2(4) =

31.56,  p<.001). CPN was less likely to be included in the formulation than all other reported 

forms of childhood abuse and neglect (see Table 23). ASA was recorded in treatment plans 



83 
 

and referrals significantly more frequently than both adult physical abuse/neglect adult 

emotional abuse/neglect ( p<.05), (see Table 24).  Adult sexual abuse was significantly less 

likely to be mentioned in the formulation compared to childhood sexual abuse (χ2 (1) =

22.43,  p<.001). This difference was also found to be significant between CPA and APAN 

(χ2 (1) = 8.44,  p<.01), and CEA and AEAN (χ2 (1) = 8.54,  p<.001) (see Table 25).  

Table 22. Proportion of files where abuse and/or neglect was  recorded in the formulation, treatment 
plan, and/or were referred for further treatment with significances differences compared to recording 
rate in formulations by client gender   

 N Recorded in 
formulation 

Recorded in 
treatment plan 

Referred for 
treatment 

CSA  81 46 (56.8%) 36 (44.4%) 19 (23.5%) a*** 
Female  56 36 (64.3%) b*** 28 (50.0%) b** 16 (28.6%)  b*** 
Male  
 

25 10 (40.0%) 8 (32%) 3 (12%) 

CPA  91 43 (47.3%) 22 (24.2%) a*** 18 (19.8%) a*** 
Female  49 25 (51.0%) 14 (28.6%) b* 12 (24.5%) b** 
Male  
 

42 18 (42.9%) 8 (19%) 6 (14.3%) 

CEA  88 40 (45.5%) 23 (26.1) a*** 16 (18.2%) a*** 
Female  51 26 (50.0%) b* 16 (30.8%) b** 10 (19.2%) 
Male  
 

37 14 (37.9%) 7 (19.4%) 6 (19.7%) 

CPN  22 5 (22.7%) c*** 3 (13.6%) a* 3 (13.6%) a* 
Female  16 4 (25.0%) b* 3 (18.8%) b*** 0 
Male  
 

6 1 (16.7%) 0 0 

CEN  55 18 (32.7%) 8 (14.5%) a*** 6 (10.9%) a*** 
Female  35 10 (28.6%) 5 (14.3%) 5 (14.3%) b*** 
Male  20 8 (40.0%) b* 3 (15%) 1 (5%) 

     
ASA  36 11 (30.6%) 13 (36.1%) 7 (19.4%) a* 

Female  32 11 (34.4%) b *** 12 (37.5%) b* 6 (18.8%) 
Male  
 

4 0 1 (25%) 1 (25%) 

APAN  61 19 (31.1%) 14 (23%) 7 (11.5%) a*** 
Female  52 18 (34.6%) b*** 13 (25%) b*** 7 (13.5%) b*** 
Male  
 

9 1 (11.1%) 1 (11.1%) 0 

AEAN  54 16 (29.6%) 10 (18.5%) a** 6 (11.1%) a*** 
Female  43 14 (32.6%) b*** 9 (20.9%) b*** 6 (14.0%) b***  
Male  11 2 (18.2%) 1 (9.1%) 0 

CSA = Childhood sexual abuse, CPA = Childhood physical abuse, CPN = Childhood physical neglect, CEA = 
Childhood emotional abuse, CEN = Childhood emotional neglect, ASA = Adult sexual abuse, APAN = Adult 
physical abuse or neglect, AEAN = Adult emotional abuse or neglect, a= recorded significantly less than in the 
formulation, b =significant difference in gender, c= significantly less than other childhood abuse and neglect, *= 
p < .05. **= p <. 01. ***= p<.001.  
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Table 23. Comparing proportions of recording rates according to type of childhood abuse or neglect 
with significant differences by gender of clinician and ethnicity   
% Recorded   N CSA CPA CEA CPN CEN 
Formulation   56.8% 47.3% 45.5% 22.7%***a 32.7% 
Gender of clinicians        

Male  92 47.8% 40.0% 37.0% 33.3%***b 26.3% 
Female  155 62.5% *b 51.7% 49.2%* 15.4% 37.0%*b 

Ethnicity        
NZE 154 50.0% 45.3% 42.9% 33.3%***c 27.3% 
Māori  60 59.3% 53.6% 50.0% 12.5% 52.9%***c 
PI 22 100%***c 42.9% 60.0%*c 0 0 

       
Treatment Plan  44.4% 24.2% 26.1% 13.6%***a  14.5 
Gender of clinicians        

Male 92 56.5%* 20.0% 18.5% 22.2%***b 15.8% 
Female 155 41.1% 27.6% 30.5%**b 7.7% 14.3% 

Ethnicity       
NZE 154 32.6% 18.9% 23.2% 16.7% 9.1% 
Māori 60 59.3% 35.7%***c 37.5%**c 12.5% 29.4%***c 
PI 22 50.0%**c 14.3% 20.0% 0 0 

       
Referred on  23.5% 19.8%  18.2%  13.6% 10.9%***a 
Gender of clinicians       

Male 92 17.4% 20.0% 14.8% 22.2%***b 10.5% 
Female 155 26.8%*b 20.7% 20.3% 7.7% 11.4% 

Ethnicity       
NZE 154 19.6% 17.0% 16.1% 16.7% 9.1% 
Māori 60 29.6% **c 25.0%**c 25.5%*c 12.5% 17.6%**c 
PI 22 16.7% 14.3%  20.0% 0 0 

a= significant difference between type of childhood abuse or neglect, b= significant difference in gender, c= 
significant difference in ethnicity, *= P < .05. **= p <. 01. ***= P <.001.  
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Table 24. Comparing proportions of recording rates according to type of adult abuse or neglect 
% Recorded   N ASA  APAN AEAN  
Formulation   30.6% 31.1% 29.6%  
Gender of clinicians     

Male 92 22.2% 33.3% 42.9%*** 
Female 155 33.3%* 31.1% 25.0% 

Ethnicity     
NZE 154 26.3% 21.9% 27.6% 
Māori 60 36.4%* 44.4%*** 40.0%* 
PI 22 40.0%** 40.0%*** 25.0% 

     
Treatment Plan  36.1%**a 23.0% 18.5%  
Gender of clinicians     

Male 92 44.4% 33.3%** 42.9%*** 
Female 155 33.3% 20.0% 10.0% 

Ethnicity     
NZE 154 47.4%*** 18.8% 24.1% 
Māori 60 27.3% 27.8%* 20.0% 
PI 22 20.0% 30.0%* 0 

     
Referral   19.4%*a 11.5%  11.1%   
Gender of clinicians     

Male 92 22.2% 20.0%*** 28.6%*** 
Female 155 18.5% 8.9% 5.0% 

Ethnicity     
NZE 154 21.1% 9.4% 13.8% 
Māori 60 18.2% 11.1% 13.3% 
PI 22 20.0%  20.0% ** 0 

*= P < .05. **= p <. 01. ***= P <.001, a= Significantly more than both APAN and AEAN  
 
 

Table 25. Comparing proportions of recording rates between childhood and adult abuse/neglect 
% Recorded in   CSA  ASA CPA APAN CEA AEAN 
Formulation  56.8%  30.6%*** 47.3 %  31.1% ** 45.5%  29.4% ** 
Treatment plan 44.4%  36.1% 24.2%  23.0% 26.1% -  18.5% 
Referral  23.5%  19.4% 19.8%  11.5% * 18.2%-  11.1% * 
*= P < .05. **= p <. 01. ***= P <.001.  
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Recording of DSM axis four  

Almost half (48.4%) of all files had a full DSM diagnosis. In 42.8% of the files clinicians had 

recorded information in axis four (psychosocial and environmental problems). Documenting 

problems with primary social support in 32 (12.8%) files, problems with social environment 

in 19 (7.6%) files, occupational problems in 16 (6.4%) files, abuse in 12 (4.8%) files, other 

psychological or environmental problems in 7 (2.8%) files, legal problems in 4 (1.6%) files, 

housing problems in 4 (1.6%) files, educational problems in 3 (1.2%) files, and  problems 

with access to  health-care in 2 (0.8%).  

Reporting of criminal offences to authorities  

In 11 (6.8%) of the 160 files that had documented abuse information it was recorded that 

there had been some discussion about the possibility of reporting of a current or historical 

criminal offence. Three (1.9%) files stated that the clinician had reported the alleged offence 

to the legal authorities.   

 Rates of Recording Attachment-Related Experiences   

Prevalence rates of attachment-related experiences  

Prevalence rates were collected for recording of eight specific attachment-related experiences 

(ARE): Death of parent/caregiver, adoption/foster-care, separation or divorce, history of 

mental illness of a significant attachment figure, witnessed domestic violence, bullying, and 

poverty. One hundred and four clients (41.6%) experienced divorce or separation of their 

caregivers/parents, 101 (40.4%) had a caregiver who had a history of mental illness, 95 

(38%) had witnessed domestic violence, and 72 (28.8%) had a caregiver who had a history of 

alcohol or drug abuse prior to their 18th birthday.  

As seen in Table 26 and Table 27, females were significantly more likely to have witnessed 

domestic violence (χ2(2) = 8.85,  p<.012) and to have had a caregiver who had a history of 

alcohol and/or drug abuse (χ2(2) = 6.63,  p<.036) prior to 18 years of age. Thirty-four 

clients (13.6%) experienced death of a caregiver/parent, 43 (17.2%) were placed in foster-

care or permanently adopted, 53 (21.2%) experienced bullying, and 35 (14%) experienced 

poverty. In the poverty category the unknown group was represented by 67 (26.8%) files. 

Records also indicated that 58 (23.2%) had been exposed to other adverse experiences prior 

to their 18th birthday. There were statistically significant differences in adoption/foster-care 

rates (χ2(8) = 26.13,  p<.001), and poverty (χ2 (8) = 40.24,  p<.000) depending on 

ethnicity. 
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Table 26. Prevalence rates of specific experiences with significant differences for gender and 
ethnicity  

  N  Divorce or 
separation  
 prior to 18 

Caregiver history 
of mental illness 
prior to 18 

Domestic 
violence 
prior  to18 

Caregiver history 
of alcohol or drug 
abuse prior to 18 

All  250 104 (41.6%) 101 (40.4%) 95 (38%) 72 (28.8%) 
Gender       

Female   125 48 (38.4%) 50 (40.0%) 58 (46.4%) ** 45 (36.0%)* 
Male  125 56 (44.8%) 51 (40.8%) 37 (29.6%) 27 (21.6%) 

Ethnicity       
NZE  154 65 (42.2%) 68 (44.2%) 56 (36.4%) 39 (25.3%) 
Māori  60 29 (48.3%) 19 (31.7%) 28 (46.7%) 26 (43.3%) 
PI  22 6 (27.3%)**a 6 (27.3%)**b 7 (31.8%)*c 5 (22.7%)***c 

NZE = New Zealand European, PI = Pacific Island, * = p < .05. ** = p <. 01), a= compared to both NZE and 
Māori, b= compared to NZE, c=compared to Māori    
 

Table 27. Prevalence rates of specific experiences with significant differences for gender and 
ethnicity  

  N Death of 
caregiver   

prior to 18 

Adoption or 
foster care  
prior to 18 

Bullying  
prior to 18 

Poverty  
Prior to 18 

All  250 34 (13.6%) 43 (17.2.4%) 53 (21.2%) 35 (14.0%) 
Gender       

Female  125 16 (12.8%) 16 (12.8%) 22 (17.6%) 21 (16.8%) 
Male  125 18 (14.4%) 27 (21.6%) 31 (24.8%) 14 (11.2%) 

Ethnicity       
NZE  154 18 (11.7%) 17 (11.0%) **b 35 (22.7%) 10 (6.5%) ***b 
Māori  60 12 (20.0%)*a 20 (33.3%)  11 (18.3%) 19 (31.7%)  
PI 22 4 (18.2%) 5 (22.7%) 2 (9.1%) **c 6 (27.3%) 

NZE = New Zealand European, PI = Pacific Island, * = p < .05. ** = p <. 01, a= compared to NZE,  
b= compared to both Māori and PI, c= compared to Māori and NZE 
 
 
Attachment Related Experience(s) (not including abuse or neglect), were divided into two 

categories for further analysis: (i) Attachment-related experiences that occurred prior to the 

persons 18th birthday will be referred to as Childhood Attachment Related Experience 

(CARE), and (ii) attachment-related experiences that occurred after the persons 18th birthday 

will be referred to as Adult Attachment-Related Experiences (AARE). 
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Of the total sample, 200 (80%) files identified at least one CARE, while 146 (58.4%) clients 

had multiple CAREs recorded (see Table 28). One hundred and eighty five (74.0%) files 

indicated that the client had experienced at least one AARE, and 101 (40.4%) clients had 

experienced multiple AAREs 

Of the 200 files that indicated at least one CARE, 158 (79%) experienced at least one AARE, 

and 98 (49%) experienced multiple AAREs after their 18th birthday. In comparison, of those 

50 (20.0%) files that did not indicate any CARE, 27 (54%) had one AARE recorded and 3 

(6%) files had multiple AAREs recorded.  

 Females were significantly more likely to have AAREs recorded in their files (p<.05). There 

were also significant differences depending on ethnicity, where both Māori and Pacific Island 

clients were significantly more likely to have multiple CAREs and AAREs recorded in their 

files (see Table 28). 

Table 28. Prevalence rates of attachment related experiences with significant differences reported 
for clients’ gender and ethnicity  

 N One CARE  Multiple 
CAREs  

One AARE      
 

Multiple AAREs  

All  250 200 (80.0%) 146 (58.4%) 185 (74.0%) 101 (40.4%) 
Gender       

Female  125 102 (81.2%) 79 (63.2%) 100 (80.0%) * 59 (47.2%) * 
Male  125 98 (78.4%) 67 (53.6%) 85 (68.0%) 42 (33.6%) 

Ethnicity       
NZE  154 121 (78.6%) 89 (57.8%)  112 (72.7%)  58 (37.7%)  
Māori  60 53 (88.3%) 42 (70.0%)  50 (83.3%) 35 (58.3%) **c 
PI  22 15 (68.2%)*a 8 (36.4%) **b 18 (81.8%) 7 (31.8%) 

CARE = Childhood attachment related experience, AARE= Adult attachment related experience, NZE = New 
Zealand European, PI = Pacific Island, * = p < .05. ** = p <. 01, a= compared to Māori, b= compared to both 
NZE and Māori, c= compared to both NZE and PI 
 
 
 
 

Comparisons to Previous Audit  

The previous file audit of clinicians’ enquiry behaviours at a CMHC was carried out in 1997.  

Then, 200 files were audited from a single CMHC. In the current study, 250 files were 

audited from all four CHMCs in the District Health Board (DHB). During the previous audit, 

emotional abuse, and physical or emotional neglect were not recorded. As such, this audit is 

unable to compare these variables over time.  
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Demographics  

As can be seen in Table 29, the present sample had a significantly higher proportion of Māori 

clients (χ2 (1) = 17.36,  p<.001), and psychiatrists made up a greater proportion of mental 

health workers responsible for IAs (χ2 (1) = 40.24,  p<.001) in the present sample as 

compared to 1997. In 1997 there were significantly more psychologists (χ2 (1) =

21.17,  p<.001) and social workers (χ2 (1) = 93.02,  p<.001) responsible for the IA. The two 

samples did not differ significantly in terms of clinician’s gender (p>.05).  

Table 29. Comparing demographic of the 1997 and 2010 samples 
 1997  2010  
 N  
 

200  250  

Clients   
Gender    

Female  114 (57%) 125 (50.0%) 
Male  86 (43%) 125 (50.0%)  

Ethnicity    
NZE 114 (72%) 154 (61.6%) 
Māori  21 (10.5%) 60 (24.0%) *** 
PI 
 

12 (6%) 22 (8.8%) 

Clinicians    
Gender   

Female   89 (44.5%) 155 (62.0%) *** 
Male  95 (47.5%) 92 (36.8%) 

Profession    
Psychiatrist  109 (54.4%) 187 (74.8%) ** 
Nurse  37 (18.5%) 50 (20.0%) 
Psychologist  21 (10.5%) *** 7 (2.8%)  
Social Worker  13 (6.5%) *** 1 (0.4%) 
Occupational Therapist  3 (1.5%) 1 (0.4%) 

NZE = New Zealand European, PI = Pacific Island, ** = p <. 01. *** = p <. 001.  
 

Prevalence rates  

Prevalence rates of recorded sexual and physical abuse have increased for both childhood and 

adult abuse since 1997. As seen in Table 30 and Table 31 these increases were statistically 

significant for childhood sexual abuse (χ2 (1) = 7.69,  p<.01), childhood physical abuse 

(χ2 (1) = 22.14,  p<.001), and for adult sexual abuse (χ2 (1) = 6.35,  p<.05).  Significant 

increases for childhood and adult abuse were also noted for gender groups and ethnicity.  
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Table 30.  Comparing the overall recorded prevalence rates of childhood sexual and physical abuse 
between1997 and 2010 with significant differences reported by gender and ethnicity  

 CSA 
1997 

  
2010 

CPA 
 1997 

 
 2010 

All  (20.0%) (32.4%) ** (17.0 %)   (36.4%) *** 
Gender      

Female  (26.3%) (44.8%) *** (17.5%)  (39.2%) *** 
Male  (11.6%) (20.0%) * (16.3%) (33.6%) *** 

     
Ethnicity      

NZE (20.8%) (30.9%) * (18.1%) (35.3%) *** 
Māori  (23.8 %) (45.0%) *** (33.3%) (46.7%) * 
PI (16.7%) (27.3%) ** (8.3%) (31.8%) *** 

CSA= childhood sexual abuse, CPA= childhood physical abuse, NZE = New Zealand European, PI = Pacific Island,  
* = p < .05. ** = p <. 01. *** = p<.001.   
 
 
 
 
 
Table 31. Comparing the overall recorded prevalence rates of adult sexual and physical abuse 
between 1997 and 2010 with significant differences reported for gender and ethnicity 
 ASA 

1997 
 
2010 

APA 
 1997 

 
  2010 

All   (7.5%) (14.4%) *  (19.5%)  (24.4%) 
Gender      

Female   (8.8%) (25.6%) ***  (25.4%) (41.6%) ** 
Male   (5.8%) (3.2%)  (11.6%)  (7.2%) 

     
Ethnicity      

NZE (8.3%)  (12.2%) (16.7%)  (20.9%) 
Māori  (4.8%)  (18.3%) *** (42.9%) *  (30.0%) 
PI  (0%)  (22.7%) *** (16.7%)  (45.5%) *** 

NZE = New Zealand European, PI = Pacific Island, * = p < .05. ** = p <. 01. *** = p<.001   
 

Use of standardised assessment forms  

A standardised assessment form was used for 13% (N=26) of clients in 1997 versus 61.2% 

(N=153) in 2010. This is a significant increase (χ2 (1) = 178.71,  p<.001). This increase was 

also reflected in recorded rates of abuse within these forms, i.e. recording rates of childhood 

sexual abuse increased from 20% in 1997 to 32.4% in 2010(χ2(1) = 7.69,  p<.01) (see Table 

32).  
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Table 32.  Recorded prevalence rates in 1997 compared to recorded rates in 2010  
  

 1997 
 
2010  

Form   
 Used  26 (13.0%) 153 (61.2%) *** 
 Not used  174 (87.0%) 97(38.8%)  

Abuse section    
Used  20 (76.9%) *** 69 (45.1%) 
Not used  6 (23.1%) 84 (54.9%) 

 * = p < .05, ** = p <. 01. *** = p <.001 
 
 

Inclusion of abuse/neglect history in the formulations and treatment plans 

Without exception, clinicians recorded clients’ physical and sexual abuse history more 

frequently in formulations and treatment plans in 2010 than in 1997. All of these differences 

were significantly different at the p<.001 level of significance (see Table 33).     

 

Table 33. Proportion of files where the recorded abuse was documented in the formulation and 
treatment plan in 1997 compared to 2010  
  Formulation 

    1997 
 
  2010 

 
χ2 

Treatment plan 
   1997 

 
2010 

 
χ2 

All   
 

17.4% 56.4% *** 87.41  16.3%  42.3% *** 41.47 

CSA  22.5% 56.8% *** 52.29 8.7%  44.4% *** 146.49 
CPA  11.7% 47.3% *** 108.32 4.3%  24.2% *** 92.09 
ASA 6.6% 30.6% *** 87.27 3.2%  36.1% *** 338.25 
APA 15.4% 31.1% *** 16.01 4.3%  23% *** 81.32 
*** = p <.001 
 

Identified abuse/neglect history referred on for therapy  

There had been no significant increases in identified abuse and/or neglect cases that were 

referred on for trauma focused therapy since 1997. 

Table 34. Proportion of files where clients had been 
 referred for treatment in 1997 compared to 2010  
 Referral 

    1997 
 
  2010          

CSA  22.5% 23.5%  
CPA  17.6.7% 19.8% 
ASA 20.0% 19.4%  
APA 15.4% 11.5%              
 



92 
 

Reporting of criminal offenses 

No files indicated that any of the documented abuse had been reported to legal authorities in 

1997. In 2010 6.8% of all files that had documented abuse indicated that there had been some 

discussion regarding reporting and 1.9% (N=3) of the files stated that the alleged crime had 

been reported to legal authorities.       

 

Case Examples  

Commendable practice 

There were numerous files with commendable practice. The following section presents a 

selection of examples. This is by no means an exhaustive list, merely some illustrations of 

some of the impressive work done by many of the clinicians.  

One individual, in their mid-fifties was referred for an IA to the CMHC as he/she was 

experiencing auditory hallucinations. A history of childhood physical abuse, childhood 

emotional abuse, and childhood emotional neglect had been identified prior to the IA, and 

these were once again assessed during this IA. It was found that this client had been 

experiencing insomnia and nightmares for some time, often replaying memories from the 

abuse they had encountered during their childhood. All this information was documented in 

detail, the client was asked if he/she thought that their past had impacted on his/her current 

difficulties, and different treatment options were discussed. The formulation identified the 

impact of the historical abuse and the client was referred on for ‘psychological interventions’ 

including stress management.    

Another client was referred, subsequent to a suicide attempt, experiencing depressive 

symptoms. This individual had been sexually abused by a babysitter at eight years of age. 

This information had been noted prior to assessment at the CMHC. As a result of a thorough 

IA, childhood physical abuse, childhood emotional abuse, and childhood emotional and 

physical neglect were also noted. In addition, repeated rape and emotional abuse by a close 

relative during adulthood were recorded. The clinician conducting the IA asked the client if 

he/she thought that there was any connection between their experience of prolonged abuse 

and their current presentation. All notes were detailed and the formulation specified multiple 

forms of abuse, including severity, and duration. This client was offered a range of treatment 

options and the plan included: A safety plan, referral to ACC for sexual abuse counselling, 
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psychological input, psychotropic medication, respite, follow-up, and an opportunity to take 

part in a ‘dealing with distress’ group.  

 A third individual had an extensive history of childhood sexual, physical, and emotional 

abuse noted in their records prior to referral to the CMHC. However, he/she had never 

received any specific abuse-related counselling. This individual had been under the care of 

several different mental health agencies over the past five years, and had received a range of 

diagnoses. They were currently taking a wide variety of psychotropic medications for 

“depressive symptom with psychotic features”, sleep disturbances, and anxiety. Following an 

assessment at one of the CMHCs the impact of their historical abuse was discussed, and the 

potential of reporting historical events to legal authorities was also discussed. There were 

clear identifications in the formulation and the treatment recommended abuse-related 

counselling to help lessen the impact of prolonged childhood abuse.    

A fourth client was referred for the first time to a CMHC. The referral suggested an 

assessment for depression. After documenting a comprehensive IA the summary formulation 

read: “Twenty year old part Māori woman/man presenting with a six month history of 

depressive symptoms in the context of heavy ETOH abuse. There is a likely early history 

suggestive of insecure attachment to his/her mother who suffered from affective 

dysregulation. The experience of prolonged sexual abuse by a family member and associative 

guilt, simultaneously with separation of his/her parents has likely lead to the formation of 

core beliefs about him/herself as being unlovable, unworthy, and others as being abusive and 

abandoning. He/she has externalised some of this as grief in his/her adolescence which has 

lead to academic failure and further loss of self-esteem. His/her current presentation cannot 

be distinguished from a substance induced mood disorder given the timeline of heavy alcohol 

use. The complicated grief of his/her recent loss of his/her father and history of suicide 

attempts leaves him/her particularly vulnerable to self-harm”. This client was referred to 

ACC for abuse-related counselling following the IA.   

Less than optimal practice   

There were many files where abuse enquiry and IA practices were less than optimal. These 

can be divided into some subcategories: (i) clinicians who appear to over-look previously 

recorded information during the current IA; (ii) clinicians who do not ask about abuse and/or 

neglect during the IA; (iii) clinicians who asked about abuse and/or neglect without noting 

this information in formulations and/or treatment recommendations.; (iv) or finally, as 
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occurred in 30 (12%) cases, clinicians did not record any psycho-social history at all during 

the IA. A further 80 files (32%) had a very limited psycho-social  history recorded, often one 

line or one sentence such as “difficult childhood” or “left school in 3rd form” The following 

section does not include examples of the worst cases. Instead, those which are representative 

of common practice have been selected.     

Oversight of previously recorded information   

One client, 20 years old at the first contact with a CMHC, and diagnosed with “schizophrenia 

and chronic paranoia” was under the care of a CMHC for over six years before a formal 

assessment was recorded. During these six years there was no information indicating that 

he/she had been asked about abuse or neglect at any time point. However, information in a 

psychological report from another service stated “reported having flashbacks of memories of 

violence against him/her by family members, including being burnt”.  Moreover, their mother 

reported that the father was verbally abusive and a “heavy user of drugs and alcohol”. 

Following the parents’ divorce he/she stayed with the father for a year prior to being moved 

to the mother for “refuge” despite her expressing wishes to the contrary. This individual was 

treated exclusively with psychotropic medication.   

Another client in their mid-forties had an extensive history of abuse and neglect recorded 

prior to his/her referral to the CMHC. Prior documentations noted childhood sexual abuse by 

father and brother from five years of age, childhood physical abuse, childhood emotional 

abuse, physical neglect, being raped multiple times as an adult, and adult physical and 

emotional abuse. Nine months after the IA a note stated “client considers his/her mental 

problems stem from his/her abusive past” followed by, “client reports bringing this up on 

almost every contact with a mental health service”. A core adult assessment form was 

completed during the IA for this client. However, the abuse section was left blank. This IA 

also noted the presence of visual and auditory hallucinations both with explicitly sexual 

content.  Three years later an entry in the clinical notes recommended a referral for ACC 

counselling, although there was no information suggesting that any treatment had actually 

been accessed.  

Not asked about abuse and/or neglect during the IA 

One client was initially referred to one of the CMHCs as a 33 year-old. During their IA there 

was no psycho-social information at all recorded in their file and the client was discharged 

with a prescription of psychotropic medication. Following this initial IA, the individual began 
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on-and-off contact with several of ADHB’s CMHCs. He/she was hospitalised at one point 

due to severe adult physical abuse, and Child, Youth, and Family Services took over the care 

of his/her children. One entry from an agency stated, “Something happened when X was a 

child - but X does not want to talk about it. Talk to the psychologist.” Six years later, this 

individual was admitted to an inpatient ward as he/she was hearing voices. At this point, a 

clinician took a full psycho-social history discovering that the individual had been sexually 

abused by two different assailants from seven years of age, physically and emotionally 

abused during their childhood, and had become involved in several violent and abusive 

relationships as an adult. At no point had this individual been offered any abuse-related 

treatment.  Following this assessment, treatment was finally offered.  

Another client referred to a CMHC in their late forties was given an extensive assessment 

covering many aspects of his/her history and an initial formulation stated “Childhood 

disturbed, parental separation at three, death of father at eight, illness and hospitalisation of 

mother at nine.  Grandmother significant attachment figure, family schism resulted in 

estrangement from grandmother”. However, no one asked about abuse specifically. Eighteen 

months later the sister of this client was asked about abuse in the home, during a family 

meeting. She reported that she and the client had experienced both verbal and physical 

abused in the home by both her parents from a young age. Subsequent to this information 

being noted the client was offered cognitive behavioural therapy.  

Recorded abuse/neglect not included in the formulation or treatment recommendations  

One individual had been assessed for an ACC sensitive claim for sexual abuse counselling 

eight years ago. However, they had not received any abuse-related treatment. During the 

initial assessment at the CMHC, severe childhood physical and emotional abuse was noted, 

as well as adult sexual and physical abuse. Childhood physical and emotional neglect were 

then recorded subsequent to the initial assessment. This client was frequently referred to as 

suffering from “low grade psychotic symptoms” and alcohol dependency. This individual 

repeatedly asked to get help with “my PTSD symptoms and with my depression”.  There 

were no records of any abuse or neglect being recorded in the formulation or any abuse-

related treatment being offered at any time.  After almost 10 years in the CMHC system the 

manager requested an investigation due to the client’s “non-responsiveness” and the extended 

length of time this file had been open.  

Another client was initially assessed in 2006. At that time the IA recorded a longstanding 

violent adult relationship, including rape and physical and emotional abuse.  This individual 
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had been raped brutally and repeatedly over five years of marriage, between the ages of 18 to 

24. The assailant had been charged and jailed. The client was initially diagnosed with 

“Chronic PTSD”. However, there was no formulation recorded at the time and the treatment 

that was offered was exclusively psychotropic medication. Two years later this client was 

diagnosed with “schizophrenia”, and childhood physical and emotional abuse had been 

included in the notes. During an inpatient admission six months later the clinician in charge 

wrote, “X has a history of sexual abuse. I explained that X is here under the MHA S.13 which 

means X is here for treatment, X has to take the medication”.  

No psycho-social history recorded during the IA  

One client was referred to the CMHC for “family problems”. There was no information in the 

notes indicating that the client was asked for any further information to clarify what “family 

problems” might refer to. Nor were there any other details from this client’s psycho-social 

history recorded. One note stated “got counselling for family problems as a teenager and got 

over it”. This individual was prescribed anti-depressants, and the summary formulation read, 

“X is experiencing depressive symptoms as a result of current relationship problems. If 

his/her relationship improves his/her current symptoms will be resolved”.  

Another client was seen for low mood. The only information recorded during the IA refers to 

the client’s current alcohol abuse. A later entry stated, “X has been homeless for long periods 

of his/her life”. That was the only piece of psychological history available in this client’s file. 

Following the IA there were notes referring to experiences of hallucinations and delusions, 

although no further psycho-social history was recorded.     
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CHAPTER FIVE: DISCUSSION 

 

Introduction 

Over the last few decades a large body of empirical research has established that abuse and 

neglect can have negative effects on individuals’ well-being, both in the short-and long-term. 

The literature review in Chapter One, provided convincing evidence that adverse experiences 

during childhood and/or adulthood can have a significant impact on individuals’ psycho-

social wellbeing and their mental health (e.g., Felitti et al., 1998; Kessler et al., 2010). 

Interestingly, when asked, most people tend to think that it is life experiences and/or life 

circumstances that contribute to mental health problems and therefore probably expect to be 

asked about the social causes of their problems during assessment interviews (Angermeyer & 

Dietrich, 2006). Thus, gathering a comprehensive psycho-social history from clients seeking 

help from mental health services seems essential in ensuring that inclusive formulations and 

effective treatment plans can be made. Research has also demonstrated that many individuals 

who have experienced adversity during childhood or later in life benefit from addressing that 

adversity as part of their recovery process (Briere & Scott, 2006).  

The preceding literature review also suggested that findings from the attachment literature 

may provide some insight into how adverse childhood experiences can develop into mental 

health problems. Hence, enquiring about individuals’ relationships with caregiver(s) as well 

as asking directly about abuse and/or neglect appears to be essential. Omitting this 

information could lead to misunderstandings, faulty formulations, and ineffective treatment 

recommendations. However, research into clinicians’ enquiry behaviour has been limited. 

The limited body of existing research in this area has indicated that enquiry rates into abuse 

and neglect are low, and only a small number of clients appear to be offered abuse-related 

treatment. Mental health services at Auckland District Health Board (ADHB) have developed 

a best practice protocol and recommended staff training as a response to these research 

findings (Read, 2007).  

The main aims of this training initiative were to increase the rate of abuse-related enquiry by 

clinicians employed in the mental health sector of ADHB, improve how they responded to 

abused related information (e.g., including abuse information in formulations and treatment 
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plans), and ensure that individuals were referred on for abuse-related therapy where 

appropriate (Briere & Scott, 2006; Grossman, Sorsoli, & Kia-Keating, 2006).  

The primary purpose of this thesis was to investigate if there has been a significant increase 

in abuse enquiry and referral rates since the 1997 study (Agar et al., 2002), as well as to 

consider future clinical and research implications. Information was collected from 250 

computerised files across four CMHCs in an urban area. Most previous research has focused 

on childhood sexual and physical abuse, neglecting many other salient experiences impacting 

on wellbeing and mental health.  Therefore variables such as emotional abuse, neglect, and 

attachment-related information, which were not addressed in the 1997 study, were included.  

Overall, results revealed that recorded prevalence rates and inclusion of abuse information in 

formulations and treatment plans have increased significantly since data collection in 1997. 

This chapter will summarise key findings and the relationship of these to international 

research and particularly to the 1997 comparison study. It will also discuss implications for 

future clinical practice, training, research, and social policy. 

 

Limitations 

The most important limitation of this study, as in any file audit, is that it is possible that 

clinicians actually enquired about their clients’ abuse and/or attachment history without 

recording these conversations in their files. Clinicians may have chosen, or been asked, to 

leave out sensitive information, perhaps to protect the privacy of their clients. However, it 

seems unlikely that clinicians would choose to not record referrals for abuse-related treatment 

in clients’ files. Additionally, other support, such as informed psychoeducation and 

counselling, may have been offered without being recorded in the file. However, one of the 

main aims of this study was to explore to what extent clinicians actually record this 

information in their clients’ files, ensuring that future clinicians have access to vital 

information. Despite some findings, in this study, many clinicians do read previously 

recorded information. Thus, increasing the recording of all relevant information remains an 

important goal. 

Another possible limitation of these findings is that in some cases individuals may have 

disclosed abuse or neglect while being asked about other aspects of their psycho-social 

history, possibly resulting in data not being recorded appropriately. 
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Limitations related to file audits are frequently linked to: Quality of information recorded in 

the files, lack of clinical knowledge amongst the researchers, difficulties with inter-rater 

reliability, and validity of the data. All efforts were made to minimise the effect of these 

methodological limitations. The quality of the information recorded was part of the purpose 

of undertaking this project. Both researchers had clinical knowledge, and a previously utilised 

inter-rater reliability protocol was employed (Agar et al., 2002) increasing the overall validity 

of the data. Moreover, a significant proportion (95%) of the data was collected by the primary 

researcher, minimising difference that can arise when multiple researchers are involved. 

Although data collection was carried out with predetermined definitions of all recorded 

variables, clinical notes were sometimes unclear in their description, resulting in events being 

coded as ‘uncertain’ and subjected to an inter-rater reliability analysis. A previously tested 

IRR process was adopted (Agar et al., 2002). Despite being utilised in previously published 

research, this IRR protocol was subjective in nature (see Chapter Three for a detailed 

description of this protocol). However, criteria for inclusion were stringent, and it is more 

likely that actual cases of abuse and/or neglect were omitted from this study resulting in an 

under-reporting of abuse rates. Furthermore, only a small percentage (12.8%) of files had to 

undergo this IRR process, with only three files (1.2%) resulting in a disagreement between 

researchers, making it unlikely that results would change significantly. 

Furthermore, collection of attachment-related variables was included in this project to explore 

a more comprehensive range of childhood adversities. As far as I am aware these variables 

have not been collected in previous file audits making them difficult to compare with other 

findings or used to draw conclusions. However, as the previous literature review has 

indicated many different adverse events contribute to distress and mental health problems 

making it important to extend research beyond sexual and physical abuse variables. In 

addition, it is important to recognise that individuals who have developed a more secure 

attachment system may in fact feel more confident to discuss adversities in their past and/or 

decribe realtiosnhips with caregivers as conflictual. Thus, caution is warranted when 

interpreting results indicating insecure attachment based on information gleaned from case 

notes.  

The design of the study does not allow for definite conclusions about the causes of the 

improvement between 1997 and the current study. These may, perhaps, have been the result 

of a general increase in public awareness of child abuse and neglect as much as the result of 
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the new guidelines, training and/or data collection practices of the DHB (see 

Recommendations for future research p. 116). 

It is also important to acknowledge my own personal beliefs and biases. As a doctoral student 

in clinical psychology, I have predominately been exposed to psycho-social explanations of 

the aetiology of human distress. My own childhood did not include personal experience of 

severe abuse or trauma. As an adult I have been privileged to have had the opportunity to 

work with clients throughout my training whose personal histories reflect many aspects 

discussed in this study.  It is these experiences, in conjunction with a significant body of 

literature challenging a purely biological aetiology of mental ‘illness’, that has informed my 

personal belief that it is experiences in our life, including trauma, abuse, and neglect, 

frequently in the context of insecure attachment, that contribute to a range of mental health 

difficulties. These beliefs could have resulted in me making over-inclusive attributions of 

abuse when reading the files. However, data was recorded with clear definitions to minimise 

this risk.   

 

Comparison of Main Findings to Previous Literature, Particularly the 1997 New Zealand 

Study 

Overall prevalence rates 

It is likely that prevalence rate calculations based on medical files under-estimate the actual 

occurrence of abuse and neglect. However, more than 93% of clients had some form of 

adverse experience during their childhood and/or adulthood recorded in their file. This is 

higher than recorded in other studies. However, this study recorded a more extensive range of 

variables, likely contributing to this finding. One of the more compatible findings is that of 

Felitti and colleagues (1998), who found that over 70% of the clients presenting at a general 

health clinic had experienced adversities (including CEA, CPA, CSA, violence within the 

home, substance abuse within the home, caregiver diagnosed with a mental illness, or 

imprisoned) during their childhood. Considering that this study investigated a clinical sample 

and included abuse in adulthood, it seems unsurprising that a significant majority reported 

experiencing adverse events during their lifetime.  Different types of adverse experiences will 

now be discussed separately as they frequently are addressed separately in the research 

literature. 
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Abuse and neglect prevalence rates 

Sixty-four percent of participants had one or more forms of abuse and/or neglect recorded in 

their files. This is comparable to findings in a similar study in the U.S. (Posner et al., 2008).  

Almost half (47.2%) of the files included multiple forms of abuse or neglect. This suggests 

that the various forms of abuse and neglect tend not to occur in isolation from each other, 

especially in a clinical population. These findings are in line with Kessler and colleagues’ 

(2010) data from 21 countries suggesting that “childhood adversities” are very prevalent and 

interconnected. They also found that maladaptive family functioning (including childhood 

abuse and neglect, inter-family violence, and parental substance abuse) was the strongest 

predictor of all classes of mental health problems throughout life in all 21 countries.  

Close to a third (32%) of the files had noted childhood sexual abuse. This was true for 44% 

of women and 20% of men. This is in line with a recently published literature review where, 

on average, 46.9% (range 12-100%) of women seen in an inpatient or community setting and 

28.7% (range 10-57%) of men had experienced CSA. Fanslow and colleagues’ (2007) recent 

research from New Zealand also supports these findings.  

Another interesting finding was that 35.2% of files had documented CEA and 22% had CEN 

noted, but only 8.8% had recorded CPN. These variables were not recorded in the previous 

audit (Agar et al., 2002) disallowing a direct comparison, and, as far as I am aware, neglect 

has not been included as a variable in any similar audits. However, recorded prevalence rates 

are similar to other large population studies (e.g., May-Chahal & Cawson, 2005).  Other 

reviews have noted higher averages for CEA (46.7%), CEN (51.1%), and CPN (41.2%) in 

samples of people experiencing psychosis (Read at el., 2008).  It is interesting that childhood 

physical neglect seems overlooked by clinicians compared to other variables including 

emotional neglect. However, it is encouraging to note that clinicians record an extensive 

range of adverse events in their clients’ files, possibly suggesting that awareness of the 

impact of childhood adversities has extended beyond events such as CSA or CPA. 

Comparisons to the 1997 study 

This project collected a more extensive range of variables including emotional abuse, neglect, 

and attachment-related experiences, only allowing comparisons to be made to the original 

variables used in Agar and Read’s study (2002). Overall, incidents of recorded adverse events 

have increased significantly since the last data collection in 1997. This overall increase could 

be explained by the inclusion of emotional abuse, neglect, and attachment variables omitted 
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by the previous studies. However, rates for specific forms of abuse and neglect have also 

increased. In 1997, 20% of the files identified CSA, compared to 32.4% in 2010. The 

increase was even greater for CPA, from 17% in 1997 to 36.4% in the current audit. Findings 

were similar for adult abuse. Interestingly, adult physical abuse was the only variable to not 

increase in recorded prevalence rates since the last audit (Agar et al., 2002). These increases 

were noted across ethnicities and gender, although there was no difference in the recorded 

prevalence rates of ASA and APA for men. As is it unlikely that the actual prevalence of 

abuse has changed significantly over a decade, these increases can likely be attributed to 

improved enquiry rates.   

This suggests that mandating enquiring and recording of abuse-related information and 

recommending training probably does result in increased rates of enquiry. Currier and Briere 

(2000) found that as little as one hour of training increased enquiry rates significantly. This 

may also be important in the light of findings suggesting that it is unlikely that individuals 

spontaneously disclose historical abuse or neglect if they are not asked directly (Read at al., 

2006). It is also possible that a graduated increase in general awareness of the impact of 

childhood adversities may have contributed to these improvements. The use of computerised 

forms, all including a special section prompting clinicians’ to record abuse related 

information, may also have had a positive impact on recording behaviour. Inclusion of a 

specific abuse section did not lead to an improvement in recoding rates in a previous inpatient 

study (Read & Fraser, 1998) but did result in some improvement in Agar’s outpatient study 

(2002). However, data from these two studies (Read & Fraser, 1998; Agar et al., 2002) were 

collected almost 15 year ago and increased awareness may make this prompting tool more 

effective now. Nevertheless, a significant number of clinicians (34.8%) still did not ask 

and/or record information regarding abuse in their clients’ files in the current study, likely 

resulting in a continuing under estimation of actual prevalence rates within this clinical 

population. These findings highlight how important it is that clinicians ask clients directly 

about abuse and neglect. This will be discussed further throughout this chapter. 

 

Enquiry Rates 

Almost two-thirds (65.2%) of all files indicated that individuals had been asked about 

potential abuse or neglect at some point. However, only 46% were asked during the IA even 

if enquiry at first assessment has been suggested as best practice in numerous previous 

publications (e.g., Agar et al., 2002; Read et al., 2007) and the district health board (ADHB, 
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2000) guidelines state that abuse enquiry should take place in the context of collecting 

general psycho-social history, usually gathered during an assessment interview. These 

findings are higher than many others (Lab et al., 2000, Read et al., 2006; Wilson & Read, 

2001). For instance, other studies have found that 15.3 % of clinician’s routinely asked males 

about sexual abuse (Lab et al., 2000) and only 5% of primary care clinicians asked about 

adverse event when their clients presented with symptoms suggestive of depression (Wilson 

& Read, 2001). On the other hand, Meyer (2009) found that 91% of psychotherapists asked 

about sexual abuse and 63% about other psychological traumas. 

Furthermore, in over a third (34.8%) of the files in the current study there was no indication 

that the individual had been asked about abuse or neglect at any time. This is concerning, as 

we know that individuals are disinclined to spontaneously disclose abuse experiences. Some 

client barriers to disclosing frequently discussed in the literature are: shame, fear of not being 

believed, being in a relationship with the offender, no consequences for the offender, belief 

that the abuse was not serious enough, and not wanting to get the offender in trouble (Sable, 

Danis, Mauzy, & Gallagher, 2006; Thompson, Sitterle, Clay, & Kingree, 2007). It is possible 

that individuals were asked about adverse events without this enquiry being recorded in their 

file. However, there is a specific box in the computerised assessment form to tick to indicate 

that an enquiry has been made without any adverse events being disclosed.   

During this audit, ADHB utilised two computerised forms to record information from IAs. 

Both of these forms included a specific ‘abuse’ section with a place to indicate that enquiry 

had taken place. Abuse enquiry was slightly higher among clinicians who recorded their 

clients’ information in one of the standardised assessment forms compared to a generic note, 

although this difference was not significant. However, the rates of recorded childhood and 

adult physical abuse and adult emotional abuse increased significantly among clinicians who 

used the computerised form. Most training and research to-date has focused on sexual and 

physical abuse enquiry, likely contributing to clinicians becoming aware and more inclined to 

ask specifically about these forms of abuse and record their findings. It is clearly important to 

ask about sexual abuse, though it seems to have taken over 30 years for this to become 

routine during IAs. However, it is equally important to not overlook other forms of abuse and 

neglect.  It seems plausible that computerised forms would prompt clinicians to record abuse 

information, increasing the overall rate. It could also be possible that clinicians who follow 

mandated enquiry protocol are more inclined to fill in the required forms. 
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Although these figures are encouraging, there are still up to 54% of clients seen at CMHCs 

who are not asked about abuse during the IA, and over a third appear to have never been 

asked. Clients diagnosed with PTSD were asked about abuse significantly more (88.9%) than 

others, and individuals diagnosed with a psychotic disorder significantly less (23.4%).  These 

findings likely reflect possible biases (e.g., the assumption that psychosis has a bio-genetic 

aetiology) described by several previous researchers (Agar et al., 2002; Read & Fraser, 1998) 

and remains concerning. Of even more concern is that if clinicians remain unaware of clients’ 

abuse history they may not be referred for appropriate treatment such as trauma-focused 

therapy.  

Abuse enquiry rates varied from 38.9% to 50.6% between the four CMHCs audited. 

However, these differences were not statistically significant. Individual clinicians were not 

coded. Only 10.6% of all the files indicated that clients had been asked what they thought 

may have contributed their current problems.  

Enquiry into alcohol and drug use 

Over-use of alcohol and non-prescription drugs may both be caused by and contribute to 

many psycho-social stressors. However, the connection to mental health remains disputed. 

Some mental health problems may be induced by non-prescription drugs (Tucker, 2009), 

while on the other hand, substances may be used to avoid emotional pain (Vujanovic, 

Marshall-Berenz, & Zvolensky, 2011). Most clients (92.8%) were asked about their 

substance use at some time, and the majority during the IA (89.6%).  These proportions are 

higher than what is found in primary care settings, where 70.5% of males and 64.8% of 

females were asked about their alcohol consumption (Volk, Steinbauer, & Scott, 1996). Other 

findings suggest that physicians working in primary care settings remain reluctant to ask 

about alcohol consumption, due to the sensitivity of the topic, lack of intervention tools, and 

doubt about the effectiveness of these interventions (Aira et al., 2003). 

One possible reason for this high enquiry rate for alcohol and drug use may be that it is 

comparatively easy to access specific alcohol and drug treatment, compared to trauma-related 

therapy. In addition, some of the reported barriers for asking about abuse (e.g., apprehension 

of inducing ‘false memories’ and not knowing how to respond to abuse disclosures (Young et 

al., 2001) may not apply as much to alcohol and drug enquiry.   

Interestingly, only 50.9% of those asked during the IA were assessed as having a current or 

recent alcohol and/or drug problem, compared to 86.5% who reported some form of abuse or 
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neglect when asked. Even if it seems unlikely that all clients who experience abuse or neglect 

would see their experience as problematic or contributing to their mental health problems, it 

illustrates a reluctance to ask about events that may be seen as socially objectionable. 

 

Responding to Abuse Disclosures  

Results examining how clinicians respond to clients’ disclosures of abuse and neglect were 

encouraging, with the important exception of treatment referrals. Response variables 

collected during this project were: (i) whether clinicians included abuse and neglect 

information in the formulations of clients’ presenting problems, (ii) in the treatment plans, 

(iii) referral for abuse-related therapy, and (iv) reporting of alleged crimes to appropriate 

authorities.  

Formulation 

Of the 81cases with identified CSA in the file, 46 (56.8%) had this mentioned as part of the 

formulation. Findings were similar for both CPA (47.3%) and CEA (45.5%), suggesting that 

approximately half of clinicians take such experiences into consideration when they 

hypothesise what may have contributed to clients’ mental health difficulties. Overall, results 

indicate a significant improvement compared to other published finings (Agar et al., 2002: 

Eilenberg et al., 1996; Posner et al., 2008).  Interestingly, however, childhood physical 

neglect was only included in 22.7% of formulations, the lowest proportion for any variable. 

This supports the notion that researchers and clinicians often overlook the impact of neglect 

(Slack at el., 2003). Other forms of childhood abuse, including CSA and CPA, have been 

given more attention both in academic journals and the media, likely contributing to 

increased awareness. Moreover, people living in poverty may find it more difficult to provide 

these needs, while others simply prioritise different needs independent of their financial 

situation. Another contributing factor may be that the training guidelines provided by ADHB 

omit discussing effects of physical neglect, another indication of how neglect often gets 

overlooked compared to other forms of abuse.  

Compared to forms of childhood abuse and neglect, adult abuse and neglect were only noted 

in clients’ formulations in approximately one third of the files with previously identified 

abuse (30.6% of ASA, 31.1% of APA, and 29.6% of AEA). This is likely another indication 

of how beliefs and attitudes of mental health workers influence how and what they regard as 

relevant to clients’ mental health problems. It may be that both academic and media focus 
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have placed emphasis on adversity during childhood, resulting in reduced attention towards 

adult experiences. However, research has continued to show that abuse experienced during 

adulthood can have a considerable impact on individuals’ mental health (Jordan et al., 2010; 

Okuda et al., 2011). Furthermore, individuals who report experiencing childhood abuse are 

more likely to be victims of further abuse as adults (Balsam et al., 2011), making it important 

to ask about a range of adverse events throughout life.  

Comparisons to the 1997 study 

The inclusion of abuse-related information in formulations has increased significantly across 

all comparable variables (CSA, CPA, ASA, and APA) since the last audit. For example, in 

1997 only 17.4% of all noted abuse was included in clients’ formulations, and this had 

increased by more than 300% in 2010 to 56.4%.  This improvement is encouraging as it may 

indicate that clinicians place more emphasis on adverse events as a contributor to mental 

health problems. Regrettably, this possible shift in aetiological beliefs has not yet translated 

into improvements in treatment referrals for abuse-related therapy.   

Treatment plans 

The proportion of files including previously documented abuse or neglect in their treatment 

plans was less encouraging than other results. Childhood sexual abuse and adult sexual abuse 

were the most frequently included forms of abuse and neglect in treatment plans. However, 

only 36 files with (44.4%) of documented CSA and 13 (36.1%) files identifying ASA 

included this information in the treatment plan. Other forms of abuse and neglect were 

included in treatment plans less frequently. For instance CEN was only included in 14.5% of 

treatment plans (refer to Table 21 for all results). Even though these results are concerning, 

they are an improvement compared to international research. Eilenberg and her colleagues 

(1996) found that 35% of all recorded abuse was mentioned in treatment plans, most without 

any relevant treatment recommendations. In fact, only 10% of files documenting sexual or 

physical abuse had this included in the treatment plan. They found no improvements in their 

10-year replication study (Posner et al., 2008). 

Comparisons to the 1997 study 

The inclusion of abuse-related information in treatment plans has also increased significantly 

across all comparable variables (CSA, CPA, ASA, and APA) since the last audit. For 

instance, 16.3% of all recorded abuse was included in the treatment plan in 1997 compared to 
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42.3% in 2010. The greatest increase was noted for CSA, where only 8.7% were included in 

treatment plans in 1997 compared to 44.4% in 2010. Once again these results are encouraging 

and interestingly, similar improvements have not been found internationally (Posner et al., 

2008).  

 

Referral for trauma-focused therapy  

One of the most significant findings of this project is that even if enquiry rates and recording 

of abuse-related information in formulation and treatment plans have improved significantly 

over the last decade, the number of clients referred for trauma-focused therapy has remained 

unchanged. No attempt was made to record if referrals were made within the CMHC or to 

other agencies such as ACC. Only 23.5% of all files documenting CSA and 19.8% of all 

documented cases of CPA and ASA (19.4%) recorded a referral for abuse-related therapy. 

Proportions were even smaller for CPN (13.6%), CEN (10.9%), APA (11.5%), and AEA 

(11.1%). Posner and colleagues (2008) found similarly lacking treatment referrals in their 

replication study. However, others have found that more than a third of all clinicians who 

identified abuse during their assessments reported that they would refer clients on to a 

community source or an internal psychologist (Lab et al., 2000).  

Comparisons to the 1997 study 

 The proportion of clients being referred for abuse-related therapy has not improved since 

1997. For instance, 22.5% of clients with an identified history of CSA were referred for 

treatment in 1997, compared to 23.5% in 2010. Additionally, 15.4% of clients with an 

identified history of APA were referred for treatment in 1997 compared to 11.5% in 2010. 

While these findings are concerning, there may be several explanations for this ongoing lack 

of appropriate treatment recommendations. 

One reason may be differences in aetiological beliefs. Even if clinicians are mandated to ask 

about abuse and to recommend best possible treatment, those who subscribe to a more 

medical model may see psychotropic medication as the best treatment for their clients, 

making it less likely that they would recommend abuse-focused therapy. Naturally, this does 

not apply to all psychiatrists, but is likely a more dominant view among medically trained 

clinicians. In addition, monetary restraints can result in reduced access to therapy and the 

option of a private therapist is often too costly for many clients seen by a CMHC.  
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Reporting of possible criminal offences 

Only three files (1.9%) stated that the clinician had reported an alleged offence to legal 

authorities, and 11 (6.8%) suggested that there had been some discussion about the possibility 

of reporting a current or historical alleged offence. Considering the high overall prevalence 

rate (including 81 files recording CSA, 36 files noting ASA, and 61 files recording APA, all 

crimes in New Zealand), three reports to legal authorities seems problematic. These low and 

disappointing numbers are similar to previous findings (Agar et al., 2002; Eilenberg et al., 

1996; Read & Fraser, 1998a). None of the files in Eilenberg’s (1996) original study included 

any documentation of reporting to protective services or legal authorities. Findings were the 

same for the New Zealand inpatient study (Read & Fraser, 1998a) where no abuse was 

reported to appropriate authorities. In fact, sexual abuse has been suggested to be the most 

under-reported of all violent crimes (Fisher, Daigle, Cullen, & Turner, 2003, 2006). 

Comparisons to the 1997 study 

The proportion of reporting of alleged crimes has increased from 0% in 1997 to 1.9% in 

2010, with a further 6.8% documenting a discussion about the possibility of reporting in 2010 

compared to 0% in 1997. These numbers remain extremely low.  

 

Demographics 

Gender  

Females were significantly more likely to have all forms of abuse and neglect, except 

childhood physical abuse, recorded in their files. These findings directly correspond with 

enquiry rates, as females were asked significantly more frequently than males. Overall abuse 

rates showed that 60% of females experienced multiple forms of childhood and/or adult 

abuse compared to 34.4% of men. Twenty women had more than six different forms of abuse 

recorded compared to two men. This gender difference was even more pronounced in regards 

to abuse and neglect occurrences during adulthood, when 56% of females were recorded as 

having experienced some form of abuse or neglect compared to 14.4% of males.  Recorded 

abuse rates are frequently higher for females (Agar et al., 2002; Fergusson et al., 2008) 

possibly, as previous research has suggested clinicians are more reluctant to ask male clients 

about these experiences (Read & Fraser, 1998a). This may explain part of these significant 

gender differences, but it is unlikely to be the entire explanation, which probably includes 

complex socio-cultural values and norms about gender and sex. Interestingly, these gender 
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differences were not seen in AREs. It would be valuable to explore this further in future 

research. 

As previously noted, females were significantly more likely to be asked about abuse and 

neglect before, during, and after the IA. For instance, 56.6% of females were asked about 

abuse or neglect during the IA compared to 34.4% of males. This is in line with other 

research suggesting that males are less likely to be asked about abuse than females (Lab et al., 

2000; Mills, 1993; Read & Fraser, 1998a). This difference was also noted during the 

evaluation of the New Zealand training programme over eight years ago (Cavanagh et al., 

2004), where prior to the training clinicians reported that they were less likely to ask male 

clients about abuse. These results would suggest that this discrepancy remains, over eight 

years later, even though the training programme encouraged staff to ask all clients, possibly 

suggesting that socio-cultural norms and gendered biased beliefs remain strong.  

Ethnicity  

There was also some significant differences dependant on ethnicity. For example, both Māori 

and Pacific Island clients had four or more forms of abuse recorded in their file more 

frequently than New Zealand European clients. Minority groups in New Zealand and in many 

other countries around the world are over-represented in many negative statistics, including 

mental health problems (Marie et al., 2008). These differences tend to be even more evident 

in societies where the differences between rich and poor are greater, such as the USA, the 

UK, and New Zealand (Wikinson & Pickett, 2009).  

The only significant difference in enquiry rates dependent on ethnicity was that clients 

identified as Māori were asked about adverse events more frequently than clients identified as 

Pacific Islanders during and prior to the IA. Māori also had higher recorded rates of all forms 

of childhood abuse and/or neglect. As overall results indicate, identified abuse rates increase 

concurrently with enquiry rates. 

Clients identified as Māori and Pacific Islander had ASA and APAN recorded in the 

formulation significantly more frequently than clients identified as New Zealand European. 

Interestingly, a larger proportion of New Zealand European clients had ASA information 

included in their treatment plans, but this was not so for APAN. Findings were less 

conclusive for childhood abuse and neglect. Clients identified as Māori had abuse 

information mentioned in their treatment plans and in referral information more frequently 

compared to New Zealand European clients but not in formulations. It is difficult to say what 
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may have contributed to these differences. Future qualitative research may be able to further 

inform these findings. 

 

Age  

The only demographic difference noted in regards to enquiry about family relationships and 

alcohol and drug use was age. Younger clients were asked both questions significantly more 

frequently. For example, the mean age for clients who were asked about alcohol and drug use 

was 34.6 years versus 44.1 for those not asked. However, family relationships continue to 

have implications on individuals even as they get older (e.g., Silverstein & Giarrusso, 2010), 

and substance misuse can remain common throughout life (e.g., Epstein, Fischer-Elber & Al-

Otaiba, 2007).  Thus, asking across the lifespan is important.  

Diagnosis  

As in previous New Zealand studies (Read & Fraser, 1998: Agar et al., 2002) clients 

diagnosed with a psychotic disorder were less likely to be asked about abuse. Only 23.4% of 

clients with a diagnosis of psychosis were asked, compared to 88.9% of those diagnosed with 

PTSD. Once again, these discrepancies remain despite being addressed during the mandated 

training (Read, 2007). This makes it likely that attitudes and beliefs, including belief in a 

medical paradigm in which childhood adversities are considered relatively unimportant, may 

be perpetuating these inequities.  

Clinicians    

Moreover, and at odds with previous findings (Agar et al., 2002), female clinicians were 

found to ask about abuse more frequently than male clinicians. Considering that some 

agencies gender match clinicians and clients (when possible) this problem could be magnified 

as these findings would suggest that when this occurs male clients seen by male clinicians 

may have significantly reduced chances of being asked about abuse, and may therefore be 

even less likely to be offered appropriate treatment.  

Interestingly, one of the few significant differences in responding to disclosures dependant on 

demographics was that, while female clinicians ask about abuse and neglect more frequently, 

male clinicians include CPN and AEA in their formulations, treatment plans, and referrals 

more frequently than female clinicians. Findings were similar for APAN, although only 

noting a difference in the treatment planning and referral information. Female clinicians 
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included ASA in their formulations and CEA in their treatment plans significantly more 

frequently than male clinicians. These findings may seem counterintuitive and are unlike 

those noted in Agar and Read’s study (2002), where females were found to be more likely to 

include abuse-related information in treatment plans and refer clients on for abuse-related 

treatment. 

Comparisons to the 1997 study 

There were a few significant demographic differences in the sample compared to 1997 that 

are worth noting. Firstly, this project included 60 (24%) files identified as Māori clients 

compared to 21 (10.5%) files in 1997.  This difference may be explained by the change of 

inclusion criteria to all four CMHCs in ADHB, as the last audit only collected data from one 

CMHC located in one of the wealthiest suburbs in Auckland, which has a smaller portion of 

Māori residents. It is also possible that clinicians ask about and record ethnicity more 

frequently than in 1997. The larger proportion of Māori clients in the current research project 

is, however, a more representative sample of the ethnic distribution of clients seeking help for 

mental health problems (Ministry of Health, Mental health: Service use in New Zealand 

2001/02 to 2006/07). 

Another significant difference was that almost three quarters (74.8%) of clients in this audit 

were seen for their IA by a psychiatrist compared to 54.4% in 1997. This increase in 

psychiatrists conducting IAs was paralleled by a significant reduction of psychologists and 

social workers carrying out the IA in 2010. This is interesting as data has shown that there 

has been a significant overall increase in abuse enquiry rates since data collection in 1997 and 

one barrier to asking about childhood abuse often quoted is aetiological beliefs (Young et al., 

2001), especially the biological causation model often held by medically trained 

professionals. Despite this, recording rates have improved, indicating that beliefs may have 

begun to change across professions to adopt a more psycho-social approach to enquiry. 

Alternatively, it may simply be that enquiring about abuse is now mandated, making it more 

difficult to ignore this question during IAs. Unfortunately, these improvements have not 

translated into an increase in referral rates for abuse-related therapy. 

Moreover, significantly more clinicians in this audit utilised a standardised assessment form, 

61.2% compared to 13% in 1997. It is likely that the overall computerisation of medical files 

has contributed to this increase as most clinicians would never read a hard-copy file anymore.  

One possible implication of this is that computerised core adult assessment forms are easier 

to access for clinicians without trolling through sometimes hundreds of pages of notes to find 
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previously recorded information, hopefully resulting in fewer failing to notice previously 

identified  abuse and neglect. 

Summary of comparison to the 1997 study 

One of the main research aims for this project was to investigate if there had been any change 

in the rate of enquiry and how clinicians respond to disclosures at CMHCs since the time of 

the original data collection in 1997 (Agar et al., 2002). Overall there have been significant 

improvements, both in enquiry about and response to abuse disclosures. However, there are a 

few areas where these improvements are absent. Males and clients with a diagnosis of 

psychosis continue to be overlooked when enquiring about adverse events despite numerous 

recommendations to the contrary. Moreover, and of equally significant concern, is that 

referral rates for trauma-focused therapy have remained low and static over the past decade, 

making it likely that many clients seen by a CMHC in Auckland may be denied access to best  

possible treatment.  

 

Attachment Related Experiences 

Overall prevalence rates  

It is important to remember that AREs recorded in this audit are supplementary to abuse and 

neglect variables. AREs have a considerable impact on the development of individual 

attachment styles (Sroufe et al., 2005) and have been shown to account for a significant 

amount of the variance contributing to mental health problems (Dallaire & Weinraub, 2007). 

There are many different AREs that can contribute to the development of mental health 

problems throughout life. Thus, asking clients about these experiences ought to be central to 

clinicians’ enquiries as this information may have significant bearing on formulation and 

treatment planning. Moreover, given the dramatic impact AREs including death can have on 

an individual’s wellbeing both in childhood and adulthood enquiring as to its occurrence may 

aid in assuring that best possible treatment is recommended. 

Overall prevalence rates of other AREs, excluding abuse and neglect variables, have not been 

recorded in previous file audits, disallowing any direct comparisons. However, 80% of all 

250 files had documented some form of ARE during childhood (childhood attachment related 

experiences (CAREs)). It seems likely that asking about AREs such as loss and adoption may 

be less challenging for many clinicians than asking about experiences such as sexual abuse, 
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perhaps resulting in higher recording rates than for abuse and neglect. No attempt was made 

to investigate if AREs were included in formulations and/or treatment plans. Both of these 

aspects would warrant further investigation, and will be discussed in greater details later in 

this chapter. 

Overall, 80% of files had recorded at least one CARE and 58.4% had identified multiple 

CAREs, revealing that possible disruptions in attachment are relatively common within a 

clinical sample. Moreover, individuals who had CAREs noted in their files also reported 

experiencing more adult ARE. It is possible that individuals become more at risk of future 

AREs due to experiences during their childhood. However, it is also possible that this finding 

reflects the intergenerational nature of mental health problems (Davey & Eggebeen, 1998; 

Turney, 2011). This was further supported by results indicating that clients being seen by 

community mental health services experienced events negatively correlated to secure 

attachment more frequently than a non-clinical population. For example, 17.2% of this 

sample had been placed in foster-care or permanently adopted compared to less than 0.2% of 

the general population (Pollock, 2011).  It also seems likely that many children removed from 

their primary caregiver(s) also experience some form of abuse and/or neglect prior to and, for 

some, following, the adoption, possibly contributing to cumulating effects.  

Enquiry rates  

Almost three quarters (72.4%) were asked about their relationship with their 

parents/caregiver. This was significantly more than those who had been asked about their 

abuse history. One reason for this high rate of enquiry may be that clinicians ask about family 

relationships to establish if clients are able to live with their family or receive additional 

support. The majority of clients (58.8%) described their relationship with family as 

conflictual or estranged. Only 13.6% described their relationship as close or good. 

Information from a file audit is not enough to evaluate attachment or attachment style. It 

does, however, seem possible that these results reflect low attachment security, as it is 

established that a variety of AREs, including abuse and neglect, result in insecure attachment 

and are associated with many mental health problems (Grossmann, et al., 2005).  Moreover, 

these findings appear different from general population studies, global distribution of 

attachment style suggesting that 62% are securely attached to their caregiver (van Ijzendoor 

& Sagi-Schwartz, 2008). Overall these results seem to support the probability that 

Attachment Theory holds some of the answers into how abuse and other adverse events 

contribute to poor mental health throughout life. 
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Implications   

For clinical practice 

It is important that these results are disseminated to clinicians working within CMHCs in 

Auckland and the wider community. Significant improvements would not have been possible 

if clinicians were unwilling to adapt their behaviours and take on recommendations suggested 

by training programmes. Thus, providing positive feedback is important as reinforcement of 

good clinical practice. A full copy of this thesis will be given to the clinical directors of 

ADHB as well as all four CMHCs audited in this project. Furthermore, verbal presentations 

will be offered for staff at all four CMHCs and findings will be submitted to international 

journals and presented at conferences, hopefully encouraging constructive debate.  

Despite these encouraging findings there are some important implications for future clinical 

practice. One of the more concerning findings was the lack of trauma-related treatment 

recommendations. There could be several reasons for this finding. One may be that access to 

therapeutically trained professionals in CMHCs is limited. Since completing the data 

collection for this project, I have been employed as an intern psychologist at one of these 

CMHCs for twelve months. I frequently noticed during team meetings and complex case 

reviews that many clinicians reported that they were disinclined to refer their clients for 

psychological therapy as the wait list was too long. This may be true; however it does not 

negate the importance of actually recommending best possible treatment for clients and 

documenting the need for therapy. Moreover, ADHB policy suggests that all clients with an 

identified abuse history are offered treatment or referred to specialised services including 

ACC. This is clearly in conflict with findings from this study and would be in need of further 

attention at management level.  

These findings also support the need for more therapy time e.g., more therapeutically trained 

professionals employed at CMHCs (psychologists and psychotherapists, ideally with specific 

abuse-focused training) and signals the need for further funding or redistribution of existing 

budgets. This is clearly an ongoing and complex challenge, and even more so in the current 

economic climate. However, results like these may go some way towards influencing both 

public opinion and policy-makers’ decisions about allocating funding.  
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As previously mentioned, this is the first study that included childhood neglect as a variable, 

and results indicated that awareness and/or beliefs about the impact of neglect need further 

attention. It is possible that increased attention to sexual and physical abuse may have 

contributed to an oversight of other forms of adversities including neglect. However, as 

emotional and physical, neglect can have a significant impact on the developing individual 

and can contribute to insecure attachment and mental health problems throughout life, it 

remains important to increase clinicians’ awareness of these connections to ensure accurate 

formulations and best possible treatment recommendations.  

Interestingly, clinicians frequently asked about and recorded variables associated with the 

attachment literature. Unfortunately, information was not gathered as to the prevalence of 

these variables in formulations and treatment planning. Even though these findings are 

preliminary, and need to be replicated, they can hopefully contribute to an increased 

awareness of attachment and the possible impact of insecure attachment on individuals’ 

mental health. Moreover, they might also contribute to a further shift in the direction of a 

more psycho-social understanding of psychological distress.  

Finally, there are legal obligations to report current childhood abuse in New Zealand (Child, 

Young Person’s and their Families Act, 1989). As recently as 2012 legal changes were made 

in New Zealand, making it a criminal offence to not report suspected current child abuse. 

However, these laws do not include historical abuse or assaults against adults. Collectively, 

findings from this study and many previous findings suggest that it may be time to consider 

similar legal amendments for historical abuse. This may support both clinicians and victims 

to address these difficult events. In addition, one could argue that clinicians may have ethical 

obligations to at least discuss the option of reporting alleged crimes with their clients, and if 

so, recording this information for future clinicians’ benefit. However, result were once again 

disappointing and in need of further attention. 

Many of the other clinical implications may best be served by amendments to training 

programmes. This will be discussed in the following section. 

For future training/trainers 

This project has identified some areas of interest for current and future training providers 

both in New Zealand and internationally. Initially, there appears to be a persistent reluctance 

to ask male clients about abuse, despite, current training programmes covering this bias 

specifically. It is difficult to know how we can change this, but additional time allocated 
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during training, specifically discussing this disinclination, and further attention at 

management level may make some progress. This problem appears to have existed for 

decades now and it seems likely that male clients may be receiving a less than satisfactory 

service from community mental health services, warranting some specific attention. 

Another continually overlooked group are individuals who have been diagnosed with a 

psychotic condition. As with male clients, this group is asked about abuse less frequently and 

subsequently is less likely to access trauma-focused therapy. This is of further concern as 

research repeatedly has shown that there is a strong connection between abuse and 

development of psychosis (e.g., Janssen et al., 2004; Read et al., 2005).  Thus asking about 

abuse-related experiences and recommending trauma-related counselling where appropriate 

seems essential. Training providers may need to reflect on how they deliver this message and 

what else could possibly be done to improve these rates.  

It would also be an improvement if future training programmes incorporated a discussion on 

an extended range of adverse events, including neglect, poverty, and attachment variables 

such as loss, adoption, and separation. This would contribute to a constructive debate on the 

aetiology of mental health problems and what forms of treatment may support people in their 

recovery.  A future aim for training providers and health boards ought to be that enquiring 

about adverse events become as normative as asking about alcohol and drug use across 

gender and diagnostic categories. 

District health boards are often restricted by funding and government policy, thus supportive 

initiatives needs to be made by the policy makers. Some suggestions are discussed on page 

117. 

For future research 

Research into clinical enquiry behaviour is limited. As with many quantitative research 

projects, understanding of these results would be enhanced by future qualitative projects, 

including exploring differences between clinicians identified as ‘good’ history takers and 

those identified as recording less satisfactory psycho-social histories in their clients’ files. 

This may provide some insight into beliefs, assumptions or systemic problems that may 

contribute towards a continuing reluctance to ask about adverse events, including them in 

formulations and recommending trauma-focused therapy. Moreover, conducting semi-

structured interviews with clinicians and clients may shed some further light on gender 

differences in enquiry behaviours identified by this study.  
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In addition, this project only noted whether or not adverse events were included in summary 

formulations, treatment planning, and referrals. Future research would benefit from 

investigating whether the qualities of these have improved and how many clients actually 

received therapy within the service or from external services. This seems especially important 

as there appear to have been no improvements in referral rates for trauma-focused therapy 

since the last data collection in 1997.  

Another possibility for future research is further investigation into attachment variables. As 

suggested in previous chapters, Attachment Theory may provide a link between adverse 

events in childhood and mental health problems. Findings from this study suggest that 

attachment-related experiences, frequently linked with insecure attachment, are common 

within a community sample and clinicians seem to ask about relationships with caregivers. 

However, no attempt was made to explore if clinicians had included these variable in 

formulations and treatment recommendations, possibly overlooking an important link in need 

of future exploration.   

Moreover, results from this study seem to suggest that the training programme mandated by 

ADHB has had positive implications on clinicians’ enquiry behaviour. However, this can 

only remain a hypothesis until an official evaluation of this training programme has been 

undertaken, ideally recording differences in enquiry behaviour between clinicians who have 

undertaken the training and those who have not.   

Finally, and of some urgency there is no research to-date exploring enquiry behaviours of 

clinicians working in child and adolescent services. As a large proportion of adverse events 

and attachment-related experiences recorded in this study occurred during childhood, this 

makes them very relevant to child and adolescent services. This seems like a significant gap 

in the literature in need of urgent attention.  

For social policy and primary prevention  

Results from this study seem to suggest that clinicians have become more aware of a link 

between childhood adversities and mental health problems, or at the very least, more aware 

that it is important to ask clients about these experiences. This is indeed encouraging.  

However, how to increase policy makers’ awareness of this likely link continues to be a 

challenge. If we accept that childhood adversities and attachment security play a significant 

role in the aetiology of mental health problems, primary prevention policy becomes essential. 

Recent government initiatives such as consultation (e.g., the green paper for vulnerable 
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children) with families and professionals are welcomed (MoSD, 2011). However, evidence is 

mounting as to this connection and warrants further action.  

It seems like some politically difficult decisions needs to be made, including allocating 

funding for early detection of abusive or neglectful homes, providing free quality parenting 

support, and more specialist staff working with families to reduce these negative trends (e.g., 

Mardani, 2010).  

Another important finding from this study is that although more clinicians ask and document 

abuse histories for many of their clients, only a small portion get referred for trauma-focused 

therapy. One reason for this concerning finding may be the lack of availability of affordable 

therapy. Thus committing more funds for therapeutically trained professionals working in 

community settings seems essential. There is currently a trend in New Zealand allocating 

more funding for child and adolescent mental health. While this is positive, it is problematic 

if this comes at a cost to adult mental health services, as adults are the parents of our next 

generation. 

 Another improvement would be publicly funded trauma treatment centres, where both clients 

and clinicians can gain support. Proving trauma therapy is highly emotionally demanding 

work for both clients and therapists, and working in supportive teams may help reduce 

therapist burnout and provide a supportive environment for clients while they work through 

their recovery process.  
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Concluding Remarks  

As previously noted, research into clinicians’ enquiry behaviour is limited. The majority of 

studies have focused on if and in what detail clinicians ask about abuse. Significantly less 

research has been conducted into how clinicians respond to the information gathered. This 

study explored both of these areas. It was also important for this project that data was 

collected on a wide range of variables, including emotional abuse and neglect, to ensure that 

awareness of the impact adverse events on individuals’ mental health continue to extend 

beyond sexual and physical abuse. This is the first New Zealand study, and only the second 

internationally, to compare enquiring and response rates over time. It is the first, anywhere, to 

include neglect and attachment related variables.  

Furthermore, effort was made to differentiate enquiry behaviour from recorded prevalence 

rates, further informing our findings. Collectively these variables have played a part in 

strengthening this study and contributing to filling a significant gap in the research literature. 

Findings from this study are overall encouraging as there have been significant improvements 

in both enquiry and response behaviour since the last audit in 1997 (Agar et al., 2002). 

However, additional training or a somewhat modified training programme may yield even 

further improvements. One of the most concerning findings was that the majority of 

individuals who disclosed abuse and/or neglect were not referred for trauma-focused therapy. 

While efforts ought to be continued to educate clinicians to ask everyone about abuse and 

neglect, focus may also need to be on ensuring that individuals can access best possible 

treatment.  

Further implications in light of these findings include improving enquiry rates for specific 

subgroups of clients seen in CMHCs, including men and clients experiencing psychosis. 

Moreover, it is hoped that this project contributes to an increased awareness and 

understanding of how a wide range of psycho-social experiences can impact wellbeing. 

Furthermore, if we accept that there is a link between adverse events throughout life and the 

influence of attachment and experiencing mental health problems, extra resources would need 

to be allocated not only to primary prevention but also to increasing accessibility to psycho-

social interventions and supporting further research into clinicians’ enquiry behaviour, 

especially in child and adolescent services.  
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Finally these findings are far from unique and we ought to consider how many more studies 

would need to be published before management and policy makers begin taking 

responsibility and implement some costly but essential policy for long-term social benefits.  

 

“If you don’t know what is wrong with a person, ask him: he may tell you”  

                                                                                     (Kelly, 1963, pp. 322)  
 

 

 

 

 

 

 

 

 

 

 

 

 



121 
 

Appendix A 
Data collection form for proposed study at Cornwall House 

This information is strictly confidential:  If found please contact Dr John Read on  
or Maria Sampson on  

 
File Nr            Nr 
 
 
 
                      CMHC 
 
 

 
Age at assessment  
 
Marital status  
 
Employment status      
 
 

 
Ethnicity                 
 
Gender   M        F 
 
Level of education  

Assessment Date    3  F2F 
                             Yes   No 
 

Diagnosis at assessment   
1. 
2. 

3. 
4. 
5.  

 Medication at or subsequent 
to assessment? 
 
Yes     No 
 

1. 
2. 
3. 

4. 
5. 
6.  

Suicide 
 
Previous attempts  
Yes     No  
 
Multiple attempter  
Yes       No  

Risk to self (from risk form) 
 
Low  
 
Medium  
 
High  

Risk to others (from risk form) 
 
Low  
 
Medium  
 
High  
 

Gender of profession at  
admission    
 
  M       F 

Profession  
 
 

  

Asked about alcohol or drug 
abuse  
 
Yes     No        

At assessment  Yes     No  
 
Prior to Assessment  Yes     No  
 
Post assessment      Yes     No 
 

Current/or recent problematic use 
 
Yes         No  
 
Specify: 

DSM at assessment  
 
Axis 1: 
 
 
 
 
 
 
 
 
 
 

Axis 2: 
 
 
 
 
 
Axis 3: 

Axis 4: 
 
 
 
 
 
Axis 5: GAF=  
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 Were they asked about 
abuse during the assessment  
 
Yes         No         
 
Prior to the assessment  
 
Yes     No 
 
After the assessment  
 
Yes     No 

Referral 
Yes         No  
 
Formulation  
Yes          No  

Treatment Plan 
 
Yes         No  
 
Specify: 
 
 
 
 

Has the client ever told 
anyone else about the abuse? 
Yes         No        ? 
 

Specify: 
 
 
 
 

 

What was the response from 
the disclosure?  

Specify: 
 
 
 
 
 

 

Has the client had any 
treatment related to the 
disclosure? 
Yes         No        ? 

Specify:  
 
 
 
 
 

 

Were the client asked if 
he/she though that there 
were any connection 
between what happened and 
where they are now? 
 
At assessment Yes         No    
      
Prior to the assessment  
 
Yes     No 
 
After the assessment  
 
Yes     No 
 
 
 

Specify:   
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If abuse or neglect of 
any kind was noted but 
not referred for further 
treatment or mentioned 
in the formulation, was  
an explanation offered 
 
Yes           No 

If Yes Specify :  

Was anything reported? 
 
Yes           No 

If Yes Specify: 
 
 
 
 

 

Was reporting 
discussed? 
 
Yes            No 

If Yes Specify: 
 
 
 
 

 

Was an Core Adult 
Assessment form filled 
out (or similar) 
Yes             No 

Specify form and date 
 
 
 
 

 

Was the abuse section 
filled in on the Core 
Adult Assessment 
 
 
Yes                  No 

Was abuse specified in other 
documents and, if so, where. 
 
 
 
 
 

 

If yes, was CSA noted 
 
At assessment 
Yes    No 
 
Prior to assessment 
Yes    No 
After the assessment 
Yes    No 
Specify: 
 
Perpetrator: 
 
Duration: 
 
Age abuse commenced: 

Referral 
Yes         No 
 
 
Formulation 
Yes          No 
 
 
 
 
 
 
 
 
 
 
 
 
 

Treatment Plan 
 
Yes         No 
 
 
Specify: 
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If yes, was CPA noted? 
At assessment  
Yes    No              
 
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              
Specify: 
 
Perpetrator  
 
Duration: 
 
Age abuse commenced:  
 

Referral 
Yes         No  
 
Formulation  
Yes          No  
 
 

Treatment Plan  
 
Yes         No  
 
Specify: 
 
 
 

If yes, was CEA noted? 
 
At assessment  
Yes    No              
 
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              
Specify : 
Perpetrator:  
 
Duration: 
 
Age abuse commenced:  
 
 

Referral 
Yes         No  
 
Formulation  
Yes          No  

Treatment Plan  
 
Yes         No  
 
Specify: 

If yes, was CEN noted? 
At assessment  
Yes    No              
 
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              
 
Specify : 
 
Perpetrator:  
 
Duration: 
 
Age abuse commenced:  
 

Referral 
Yes         No  
 
Formulation  
Yes          No  

Treatment Plan  
 
Yes         No  
 
Specify: 
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If yes, was CPN noted?  
At assessment  
Yes    No              
 
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              
 
Specify : 
 
Perpetrator:  
 
Duration: 
 
Age abuse commenced:  
 

Referral 
Yes         No  
 
Formulation  
Yes          No  

Treatment Plan  
 
Yes         No  
 
Specify: 

If yes, was ASA noted? 
At assessment  
Yes    No              
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              
Specify : 
 
Perpetrator: 
 
Duration: 
 
Age abuse commenced:  
 
 

Referral 
Yes         No  
 
Formulation  
Yes          No  

Treatment Plan  
 
Yes         No  
 
Specify: 

If yes, was APA or 
neglect noted? 
At assessment  
Yes    No              
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              
Specify : 
 
Perpetrator: 
 
Duration: 
 
Age abuse commenced:  
 
 
 

Referral 
Yes         No  
 
Formulation  
Yes          No  

Treatment Plan  
 
Yes         No  
 
Specify: 
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If yes, was AEA or 
neglect noted? 
At assessment  
Yes    No              
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              
 
Specify : 
 
Perpetrator:  
 
Duration: 
 
Age abuse commenced:  
 

Referral 
Yes         No  
 
Formulation  
Yes          No  

Treatment Plan 
 
Yes         No  
 
Specify: 

 
Attachment information found at any point in records (except 1st 2nd Q). 

Asked about 
parental/caregiver 
relationships prior to 18 at 
assessment? 
 
Yes        No 

 
After 18  
Yes        No 

 

Specify:  

Asked about any attachment 
related events at assessment? 
 
Yes    No              
Prior to assessment  
Yes    No              
After the assessment  
Yes    No              

Specify:  

Death of parent/caregiver 
prior to 18? 
Yes            No 
 
After 18  
Yes        No 

 

Specify: 
 

 

Adoption or foster care? 
 
Yes           No 
 
 
 

Specify: 
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Separation or divorce before 
18?  
Yes           No 
 
After 18  
Yes        No 

Specify:  

Significant attachment figure 
history of mental illness prior 
to 18?  
Yes            No  
 
After 18  
Yes        No 

Specify:  
 

Significant attachment figure 
history of alcohol and/or drug 
abuse prior to 18?  
Yes            No  
 
After 18  
Yes        No 

Specify:  

Witness “domestic violence” 
prior to 18? 
Yes            No  
 
After 18  
Yes        No 

Specify:  

Bullying prior to 18? 
 
Yes      No       
 
After 18  
 
Yes   No     

If Yes Specify:  

Other adverse events or 
experiences prior to18? 
 
Yes        No 

Specify: 
 
 
 
 
 

 

Other adverse events or 
experiences after 18? 
 
Yes        No 
 

Specify: 
 
 
 
 

 
 
 

Poverty prior to 18? 
 
Yes         No 

Specify:  

Poverty after 18?  
 
Yes         No 

Specify:  
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Hallucinations 
 
Aud 
 
Vis 
 
Tact 
 
Olf 

Content  
 
 
 
 
 
 
 
 
 
 

Delusions  
 
Par 
 
Grand 
 

Content  

Thought Disorder 
 
 

  

Cat/Disorg 
 
 

  

Negative Symptoms 
 
 

Type/details  

Dissociation 
 
 

 
 
 
 

 

Age at 1st treatment 
 
 

Nr of Inpatient Admissions Age 1st inpt. 

 
 
 

Notes: 

 

 

 

 

 

  



129 
 

 

References:  

Acierno, R., Resnick, H. S., & Kilpatrick, D. G. (1997). Health impact of interpersonal 
violence: Prevalence rates, case identification, and risk factors for sexual assault, 
physical assault, and domestic violence in men and women. Behavioral Medicine, 
23(2), 53-64. doi: http://dx.doi.org/10.1080/08964289709596729 

 
Afifi, T. O., Brownridge, D. A., Cox, B. J., & Sareen, J. (2006). Physical punishment, 

childhood abuse and psychiatric disorders. Child Abuse & Neglect. 30, 1093-1103. 
 
Afifi, T. O., Enns, M. W., Cox, B. J., de Graaf, R., ten Have, M., & Sareen, J. (2007). Child 

abuse and health-related quality of life in adulthood. Journal of Nervous and Mental 
Disease , 195, 797-804.  

 
Agar, K., & Read, J. (2002). What happens when people disclose sexual or physical abuse to 

staff at a community mental health centre? International Journal of Mental Health 
Nursing ,11, 70-79.  

 
Agar, K., Read, J., & Bush, J.-M. (2002). Identification of abuse histories in a community 

mental health centre: The need for policies and training. Journal of Mental Health. 11, 
533-543.  

 
Ainsworth, M. D. (1967). Infancy in Uganda: Infant care and the growth of love. xvii, England: 

Johns Hopkins Press.  
 
Ainsworth, M. S., Blehar, M. C., Waters, E., & Wall, S. (1978). Patterns of attachment: A 

psychological study of the strange situation. England: Lawrence Erlbaum.  
 
Alanen, H.-M., Finne-Soveri, H., Noro, A., & Leinonen, E. (2008). Use of antipsychotics in 

older home care patients in Finland. Drugs & Aging, 25(4), 335-342. 
doi:http://dx.doi.org/10.2165/00002512-200825040-00006 

 
Allen, B. (2008). An analysis of the impact of diverse forms of childhood psychological 

maltreatment on emotional adjustment in early adulthood. Child Maltreatment. 13, 
2008, 307-312.  

 
Allen, J. P., Marsh, P., McFarland, C., McElhaney, K. B., Land, D. J., Jodl, K. M., et al. (2002). 

Attachment and autonomy as predictors of the development of social skills and 
delinquency during mid adolescence. Journal of Consulting and Clinical Psychology, 
70(1), 56-66.  

 
Alloy, L. B., Abramson, L. Y., Whitehouse, W. G., Hogan, M. E., Tashman, N. A., Steinberg, 

D. L., et al. (1999). Depressogenic cognitive styles: Predictive validity, information 
processing and personality characteristics, and developmental origins. Behaviour 
Research and Therapy, 37(6), 503-531.  

 
Alloy, L. B., Abramson, L. Y., Walshaw, P. D., Keyser, J., & Gerstein, R. K. (2006). A 

cognitive vulnerability-stress perspective on bipolar spectrum disorders in a normative 
adolescent brain, cognitive and emotional development context. Development and 
Psychopathology, 18(4), 1055-1103.  

http://dx.doi.org/10.1080/08964289709596729


130 
 

 
Amato, P. R. (2000). The consequences of divorce for adults and children. Journal of Marriage 

& the Family, 62(4), 1269-1287. doi: http://dx.doi.org/10.1111/j.1741-
3737.2000.01269.x 

 
Amato, P. R., & Sobolewski, J. M. (2001). The effects of divorce and marital discord on adult 

children's psychological well-being. American Sociological Review, 66(6), 900-921. 
doi: http://dx.doi.org/10.2307/3088878 

 
American Academy of Paediatrics. (2001).Clinical practice guideline: Treatment of the 

school-aged child with Attention-Deficit/Hyperactivity Disorder. Paediatrics, 108(4), 
1033-1044. 

American Professional Society on the Abuse of Children (APSAC). (1995). Guidelines for 
the Psychosocial Evaluation of Suspected Psychological Maltreatment in Children 
and Adolescents. Chicago: Author 

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental 
disorders (4 ed. TR). Washington, DC: American Psychiatric Association. 

Anda, R. F., Felitti, V. J., Bremner, J. D., Walker, J. D., Whitfield, C., Perry, B. D., et al. 
(2006). The enduring effects of abuse and related adverse experiences in childhood: A 
convergence of evidence from neurobiology and epidemiology. European Archives of 
Psychiatry and Clinical Neuroscience, 256(3), 174-186. doi: 
http://dx.doi.org/10.1007/s00406-005-0624-4 

 
Angermeyer, M., & Dietrich, S. (2006). Public beliefs about and attitudes towards people with 

mental illness: A review of population studies. Acta Psychiatrica Scandinavica, 113(3), 
163-179. doi: http://dx.doi.org/10.1111/j.1600-0447.2005.00699.x 

 
Auckland District Health Board. (2000). Recommend best practices: Trauma and sexual abuse. 

In Mental Health Service Policy and Procedure Manual. Auckland District Health 
Board.   

  
Aira, M., Kauhanen, J., Larivaara, P., & Rautio, P. (2003). Factors influencing inquiry about 

patients' alcohol consumption by primary health care physicians: Qualitative semi-
structured interview study. Family Practice, 20(3), 270-275. 
doi:http://dx.doi.org/10.1093/fampra/cmg307 

 
Aro, S., Aro, H., & Keskimaki, I. (1995). Socioeconomic mobility among patients with 

schizophrenia or major affective disorder. A 17-year retrospective follow-up. The 
British Journal of Psychiatry, 166, 759-767.  

 
Back, E. A. (2011). Effects of parental relations and upbringing in troubled adolescent eating 

behaviors. Eating Disorders: The Journal of Treatment & Prevention, 19(5), 403-424. 
doi: http://dx.doi.org/10.1080/10640266.2011.609091 

 
Bakermans-Kranenburg, M. J., van Ijzendoorn, M. H., & Kroonenberg, P. M. (2004). 

Differences in attachment security between African-American and white children: 
Ethnicity or socioeconomic status? Infant Behavior & Development, 27(3), 417-433.  

 

http://dx.doi.org/10.1111/j.1741-3737.2000.01269.x
http://dx.doi.org/10.1111/j.1741-3737.2000.01269.x
http://dx.doi.org/10.2307/3088878
http://dx.doi.org/10.1007/s00406-005-0624-4
http://dx.doi.org/10.1111/j.1600-0447.2005.00699.x
http://dx.doi.org/10.1080/10640266.2011.609091


131 
 

Balsam, K. F., Lehavot, K., & Beadnell, B. (2011). Sexual revictimization and mental health: A 
comparison of lesbians, gay men, and heterosexual women. Journal of Interpersonal 
Violence, 26(9), 1798-1814. doi: http://dx.doi.org/10.1177/0886260510372946 

 
Barker-Collo, S., & Read, J. (2003). Models of response to childhood sexual abuse: Their 

implications for treatment. Trauma, Violence, & Abuse, 4(2), 95-111. 
doi:http://dx.doi.org/10.1177/1524838002250760 

 
Bartholomew, K. (1990). Avoidance of intimacy: An attachment perspective. Journal of Social 

and Personal Relationships, 7(2), 147-178.  
 
Bartholomew, K., & Horowitz, L. M. (1991). Attachment styles among young adults: A test of 

a four-category model. Journal of Personality and Social Psychology, 61(2), 226-244.  
 
Bebbington, P. E., Bhugra, D., Brugha, T., Singleton, N., Farrell, M., Jenkins, R., et al. (2004). 

Psychosis, victimisation and childhood disadvantage: Evidence from the second British 
National Survey of Psychiatric Morbidity. British Journal of Psychiatry, 185(3), 220-
226. 

  
Beck, A. T. (1963). Thinking and depression: I. Idiosyncratic content and cognitive distortions. 

Archives of General Psychiatry, 9(4), 324-333.  
 
Beck, A. T. (1964). Thinking and depression: II. Theory and therapy. Archives of General 

Psychiatry, 10(6), 561-571.  
 
Becker, M. H. (1974). The health belief model and personal health behavior. 
           Health Education Monographs, 2, 324-508. 
 
Becker-Blease, K. A., & Freyd, J. J. (2008). A preliminary study of ADHD symptoms and 

correlates: Do abused children differ from nonabused children? Journal of 
Aggression, Maltreatment & Trauma, 17(1), 133-140. 
doi:http://dx.doi.org/10.1080/10926770802250736 

 
Bekker, M. H., & Croon, M. A. (2010). The roles of autonomy-connectedness and attachment 

styles in depression and anxiety. Journal of Social and Personal Relationships, 27(7), 
908-923. doi:http://dx.doi.org/10.1177/0265407510377217 

 
Belsky, J., & Fearon, R. M. P. (2002). Infant-mother attachment security, contextual risk, and 

early development: A moderational analysis. Development and Psychopathology, 14(2), 
293-310.  

 
Bentall, R. (2003). Madness Explained: Psychosis and human nature. London: Penguin. 
 
Behrens, K. Y., Hesse, E., & Main, M. (2007). Mothers' attachment status as determined by the 

Adult Attachment Interview predicts their 6-year-olds' reunion responses: A study 
conducted in Japan. Developmental Psychology, 43(6), 1553-1567.  

 
Beidel, D.C., & Turner, S. (2005) Childhood Anxiety Disorders: A Guide to Research and 

Treatment. New York: Routledge.   
 

http://dx.doi.org/10.1177/0886260510372946


132 
 

Berlin, L., Cassidy, J., & Appleyard, K. (2008). The influence of early attachment on other 
relationships. In J. Cassidy & P. R. Shaver (Eds.), Handbook of Attachment: Theory, 
Research, and Clinical Applications. New York: The Guilford Press. 

 
Berry, K., Wearden, A., Barrowclough, C., & Liversidge, T. (2006). Attachment styles, 

interpersonal relationships and psychotic phenomena in a non-clinical student sample. 
Personality and Individual Differences, 41(4), 707-718.  

 
Bifulco, A., Moran, P. M., Ball, C., & Bernazzani, O. (2002). Adult attachment style I: Its 

relationship to clinical depression. Social Psychiatry and Psychiatric Epidemiology, 
37(2), 50-59. 

 
Black, S., Hardy, G., Turpin, G., & Parry, G. (2005). Self-reported attachment styles and 

therapeutic orientation of therapists and their relationship with reported general alliance 
quality and problems in therapy. Psychology and Psychotherapy: Theory, Research and 
Practice, 78(3), 363-377. doi: http://dx.doi.org/10.1348/147608305X43784 

 
Blatz, W. E. (1940). Hostages to peace: Parents and the children of democracy. Oxford, 

England: Morrow. 
 
Bockerman, P., Johansson, E., Helakorpi, S., & Uutela, A. (2009). Economic inequality and 

population health: Looking beyond aggregate indicators. Sociology of Health & Illness, 
31(3), 422-440.  

 
Bosquet, M., & Egeland, B. (2006). The development and maintenance of anxiety symptoms 

from infancy through adolescence in a longitudinal sample. Development and 
Psychopathology, 18(2), 517-550.  

 
Bowlby, J. (1944). Forty-four juvenile thieves: Their characters and home-life. International 

Journal of Psycho-Analysis, 25, 1944, 19-53.  
 
Bowlby, J. (1958). The nature of the child's tie to his mother. International Journal of Psycho-

Analysis, 39, 350-373.  
 
Bowlby, J. (1960). Separation anxiety. International Journal of Psycho-Analysis, 41, 89-113.  
 
Bowlby, J. (1969). Attachment and loss: Vol.1 . Attachment. New York. Basic Books. 
 
Bowlby, J. (1973). Attachment and loss: Vol. 2. Separation: Anxiety and anger.  New York. 

Basic Books  
 
Bowlby, J. (1980). Attachment and loss. Attachment and loss, New York: Basic Books.  
 
Bowlby, J. (1988). A Secure base: Parent-child attachment and healthy human development. 

New York: Basic Books. 
 
Bretherton, I. (1992). The origins of attachment theory: John Bowlby and Mary Ainsworth. 

Developmental Psychology, 28(5), 759-775.  
 
Briere, J., & Scott, C. (2006). Principles of trauma therapy: A guide to symptoms, evaluation, 

and treatment. Thousand Oaks, CA: Sage Publications, Inc. 

http://dx.doi.org/10.1348/147608305X43784


133 
 

 
Briere, J., Woo, R., McRae, B., Foltz, J., & Sitzman, R. (1997). Lifetime victimization history, 

demographics, and clinical status in female psychiatric emergency room patients. 
Journal of Nervous and Mental Disease, 185(2), 95-101.  

 
Briere, J., & Zaidi, L. Y. (1989). Sexual abuse histories and sequelae in female psychiatric 

emergency room patients. American Journal of Psychiatry, 146(12), 1602-1606.  
 
Brisch, K. H. (2002). Treating attachment disorders: From theory to therapy. New York: The 

Guilford Press. 
 
Brown, D. (2009). Assessment of attachment and abuse history, and adult attachment style. In 

Courtois & Ford. (Eds.), Treating complex traumatic stress disorder: An evidence-
based guide (pp.124-144). New York: The Guilford Press.  

 
Brown, G. R., & Anderson, B. (1991). Psychiatric morbidity in adult inpatients with childhood 

histories of sexual and physical abuse. The American Journal of Psychiatry, 148(1), 55-
61.  

 
Browne, A., & Finkelhor, D. (1986). Impact of child sexual abuse: A review of the research. 

Psychological Bulletin, 99(1), 66-77. doi:http://dx.doi.org/10.1037/0033-2909.99.1.66 
 
Bryer, J. B., Nelson, B. A., Miller, J. B., & Krol, P. A. (1987). Childhood sexual and physical 

abuse as factors in adult psychiatric illness. The American Journal of Psychiatry, 
144(11), 1426-1430.  

 
Calamari, E., & Pini, M. (2003). Dissociative experiences and anger proneness in late 

adolescent females with different attachment styles. Adolescence, 38(150), 287-303.  
 
Carlson, E. A. (1998). A prospective longitudinal study of attachment 

disorganization/disorientation. Child Development, 69(4), 1107-1128.  
 
Carr, A. (2000). Family therapy; Concepts, process and practice. Chichester, England: John 

Wiley & Sons, Inc.   
 
Carroll, Casswell, Huakau, Howden-Chapman, & Perry. (2011).The widening gap: Perceptions 

of poverty and income inequalities and implications for health and social outcomes. 
Social Policy Journal of New Zealand, 73, 111-122.    

 
Cassidy, J., & Shaver, P. (Eds.). (2008). Handbook of attachment theory, research, and clinical 

applications. New York: The Guilford Press. 
 
Cavanagh, M.R., Read, J., & New, B. (2004). Sexual abuse inquiry and response: A New 

Zealand Training Programme. New Zealand Journal of Psychology, 33(3), 137-144.  
 
Chaffin, M., Silovsky, J. F., & Vaughn, C. (2005). Temporal Concordance of Anxiety 

Disorders and Child Sexual Abuse: Implications for Direct Versus Artifactual Effects 
of Sexual Abuse. Journal of Clinical Child and Adolescent Psychology, 34(2), 210-
222. doi:http://dx.doi.org/10.1207/s15374424jccp3402_1 

 



134 
 

Child Youth and Family. (2006). EXG Review: Sustainability of the Care and Protection 
System. Retrieved from 
http://www.treasury.govt.nz/publications/informationreleases/exgreviews/pdfs/cyf-
msd-exgrev-perm-nov06.pdf   

 
 Child Young Person’s and their Families Act 1989 (New Zealand). Retrieved from 

http://www.legislation.govt.nz/act/public/1989/0024/latest/DLM147088.html 
 
Clare, A. (1979). Psychiatry in dissent: Controversial issues in thought and practice. Oxford, 

England: Institute for the Study of Human Issues. 
 
Claussen, A. H., Mundy, P. C., Mallik, S. A., & Willoughby, J. C. (2002). Joint attention and 

disorganized attachment status in infants at risk. Development and Psychopathology, 
14(2), 279-291. doi:http://dx.doi.org/10.1017/S0954579402002055 

 
Clay-Warner, J., & Burt, C. H. (2005). Rape reporting after reforms: Have times really 

changed? Violence Against Women, 11(2), 150-176. 
 
Coker, A. L., Davis, K. E., Arias, I., Desai, S., Sanderson, M., Brandt, H. M., & Smith, P. H. 

(2002). Physical and mental health effects of intimate partner violence for men and 
women. American Journal of Preventive Medicine, 23(4), 260-268. doi: 
http://dx.doi.org/10.1016/S0749-3797%2802%2900514-7 

 
Cole, C. (1988). Routine comprehensive inquiry for abuse: A justifiable clinical assessment 

procedure? Clinical Social Work Journal, 16(1), 33-42.  
 
Cole-Detke, H., & Kobak, R. (1996). Attachment processes in eating disorders and depression. 

Journal of Consulting and Clinical Psychology, 64(2), 282-290.  
 
Coleman, M. C. (2007). The relationship between attention deficit hyperactivity disorder and 

child maltreatment. Dissertation Abstracts International: Section B: The Sciences and 
Engineering. 

 
Collins, N. L., Ford, M. B., Guichard, A. C., & Allard, L. M. (2006). Working Models of 

Attachment and Attribution Processes in Intimate Relationships. Personality and Social 
Psychology Bulletin, 32(2), 201-219. doi:http://dx.doi.org/10.1177/0146167205280907 

 
Collishaw, S., Pickles, A., Messer, J., Rutter, M., Shearer, C., & Maughan, B. (2007). 

Resilience to adult psychopathology following childhood maltreatment: Evidence from 
a community sample. Child Abuse & Neglect, 31(3), 211-229.  

 
Courtney, E. A., Kushwaha, M., & Johnson, J. G. (2008). Childhood emotional abuse and risk 

for hopelessness and depressive symptoms during adolescence. Journal of Emotional 
Abuse, 8(3), 281-298.  

 
Craine, L. S., Henson, C. E., Colliver, J. A., & MacLean, D. G. (1988). Prevalence of a history 

of sexual abuse among female psychiatric patients in a state hospital system. Hospital & 
Community Psychiatry, 39(3), 300-304.  

 



135 
 

Crosnoe, R., & Elder, G. H., Jr. (2004). Family dynamics, supportive relationships, and 
educational resilience during adolescence. Journal of Family Issues, 25(5), 571-602. 
doi:http://dx.doi.org/10.1177/0192513X03258307 

 
Crowell, J., & Waters, E. (2005). Attachment representations, secure-base behaviour, and the 

evolution of adult relationships: The Stony brook adult relationship project. In 
Grossmann, K.E., Grossmann, K, & Waters, E., (2005). Attachment from infancy to 
adulthood: The major longitudinal studies. (pp. 223-244), NY, US: Guilford 
Publications.  

 
Currier, G. W., Barthauer, L. M., Begier, E., & Bruce, M. L. (1996). Training and experience 

of psychiatric residents in identifying domestic violence. Psychiatric Services, 47(5), 
529-530.  

 
Currier, G. W., & Briere, J. (2000). Trauma orientation and detection of violence histories in 

the psychiatric emergency service. Journal of Nervous and Mental Disease, 188(9), 
622-624.  

 
Cusack, K. J., Frueh, B., & Brady, K. T. (2004). Trauma history screening in a community 

mental health center. Psychiatric Services, 55(2), 157-162. doi: 
http://dx.doi.org/10.1176/appi.ps.55.2.157 

 
Cusack, K. J., Grubaugh, A. L., Knapp, R. G., & Frueh, B. (2006). Unrecognized trauma and 

PTSD among public mental health consumers with chronic and severe mental illness. 
Community Mental Health Journal, 42(5), 487-500. 
doi:http://dx.doi.org/10.1007/s10597-006-9049-4 

 
Dallaire, D. H., & Weinraub, M. (2007). Infant-mother attachment security and children's 

anxiety and aggression at first grade. Journal of Applied Developmental Psychology, 
28(5-6), 477-492.  

 
Danielson, C. K., de Arellano, M. A., Kilpatrick, D. G., Saunders, B. E., & Resnick, H. S. 

(2005). Child maltreatment in depressed adolescents: Differences in symptomatology 
based on history of abuse. Child Maltreatment, 10(1), 37-48. 
doi:http://dx.doi.org/10.1177/1077559504271630 

 
Das, J., Do, Q.-T., Friedman, J., McKenzie, D., & Scott, K. (2007). Mental health and poverty 

in developing countries: Revisiting the relationship. Social Science & Medicine, 65(3), 
467-480.  

 
Dashiff, C., DiMicco, W., Myers, B., & Sheppard, K. (2009). Poverty and adolescent mental 

health. Journal of Child and Adolescent Psychiatric Nursing, 22(1), 23-32.  
 
Davey, A., & Eggebeen, D. J. (1998). Patterns of intergenerational exchange and mental health. 

The Journals of Gerontology: Series B: Psychological Sciences and Social Sciences, 
53B(2), 86-95.  

 
DeKlyen, M., & Greenberg, M. T. (2008). Attachment and psychopathology in childhood. In J. 

Cassidy & P. R. Shaver (Eds.), Handbook of attachment: Theory, research, and clinical 
applications New York: Guilford Press  

 

http://dx.doi.org/10.1176/appi.ps.55.2.157


136 
 

Dozier, M., & Bates, B. (2004). Attachment state of mind and the treatment relationship. In A. 
L & S. Goldberg (Eds.), Attachment Issues in Psychopathology and Intervention 
London: Lawrence Erlbaum Associates 

 
Dorn, T., Yzermans, J. C., Spreeuwenberg, P. M. M., Schilder, A., & van der Zee, J. (2008). A 

cohort study of the long-term impact of a fire disaster on the physical and mental health 
of adolescents. Journal of Traumatic Stress, 21(2), 239-242.  

 
Dubowitz, H., Black, M., Starr, R. H., & Zuravin, S. (1993). A conceptual definition of child 

neglect. Criminal Justice and Behavior, 20(1), 8-26. 
doi:http://dx.doi.org/10.1177/0093854893020001003 

 
Dubowitz, H. (2006). Defining child neglect. Baltimore, MD: Paul H Brookes Publishing. 
 
Duggal, S., Carlson, E. A., Sroufe, L., & Egeland, B. (2001). Depressive symptomatology in 

childhood and adolescence. Development and Psychopathology, 13(1), 143-164.  
 
Dundon, W., Pettinati, H., Lynch, K., Xie, H., Varillo, K., Makadon, C., & Oslin, D. (2008). 

The therapeutic alliance in medical-based interventions impacts outcome in treating 
alcohol dependence. Drug and Alcohol Dependence, 95(3), 230-236. 
doi:http://dx.doi.org/10.1016/j.drugalcdep.2008.01.010 

 
Edwards, V. J., Holden, G. W., Felitti, V. J., & Anda, R. F. (2003). Relationship between 

multiple forms of childhood maltreatment and adult mental health in community 
respondents: Results from the Adverse Childhood Experiences study. American Journal 
of Psychiatry, 160(8), 1453-1460.  

 
Eilenberg, J., Fullilove, M. T., Goldman, R. G., & Mellman, L. (1996). Quality and use of 

trauma histories obtained from psychiatric outpatients through mandated inquiry. 
Psychiatric Services, 47(2), 165-169.  

 
Elliott, D. M. (1997). Traumatic events: Prevalence and delayed recall in the general 

population. Journal of Consulting and Clinical Psychology, 65(5), 811-820.  
 
Elliott, D. M., & Briere, J. (1994). Forensic sexual abuse evaluations of older children: 

Disclosures and symptomatology. Behavioral Sciences & the Law, 12(3), 261-277. doi: 
http://dx.doi.org/10.1002/bsl.2370120306 

 
Engel, G. L. (1977). The need for a new medical model: A challenge for biomedicine. Science, 

196(4286), 129-136. doi: http://dx.doi.org/10.1126/science.847460 
 
Engel, G. L. (1997). From biomedical to biopsycho-social: Being scientific in the human 

domain. Psychotherapy and Psychosomatics, 66(2), 57-62.  
  
Engel, D. (2008). The shared voice of obstetrical nurses and barriers experienced when asking 

clients about domestic violence during admission to the hospital Masters of Science in 
Nursing Northern Kentucky University Cincinnati, Ohio.   

 
Epstein, E. E., Fischer-Elber, K., & Al-Otaiba, Z. (2007). Women, aging, and alcohol use 

disorders. Journal of Women & Aging, 19(1-2), 31-48. doi: 
http://dx.doi.org/10.1300/J074v19n01_03 

http://dx.doi.org/10.1126/science.847460


137 
 

 
Erickson, M., & Egeland, B. (2002). Child neglect In J. Myers, L. Beiliner, J. Briere & C. 

Hendrix (Eds.), The APSAC handbook on child maltreatment (pp. 3-20). Thousand 
Oaks: Sage 

 
Essau, C. A., & Sasagawa, S. (2008). Parental psychopathology and parenting style attachment 

as risk factors of depression In K. S. Dobson & D. J. A. Dozois (Eds.), Risk factors in 
depression. San Diego: Elsevier  

 
Ethier, L. S., Lemelin, J.-P., & Lacharite, C. (2004). A longitudinal study of the effects of 

chronic maltreatment on children's behavioral and emotional problems. Child Abuse 
& Neglect, 28(12), 1265-1278. doi:http://dx.doi.org/10.1016/j.chiabu.2004.07.006 

 
Everett, B., & Gallop, R. (2001). The link between childhood trauma and mental illness. 

London: Sage. 
 
Families Commission (2009). Family violence report. Wellington: Families Commission. 

P110-116.  
 
Famularo, R., Fenton, T., Augustyn, M., & Zuckerman, B. (1996). Persistence of pediatric 

post traumatic stress disorder after 2 years. Child Abuse & Neglect, 20(12), 1245-
1248. doi:http://dx.doi.org/10.1016/S0145-2134%2896%2900119-6 

 
Fanslow, J. L., & Robinson, E. M. (2011). Sticks, stones, or words? Counting the prevalence of 

different types of intimate partner violence reported by New Zealand women. Journal 
of Aggression, Maltreatment & Trauma, 20(7), 741-759. doi: 
http://dx.doi.org/10.1080/10926771.2011.608221 

 
Fanslow, J. L., Robinson, E. M., Crengle, S., & Perese, L. (2007). Prevalence of child sexual 

abuse reported by a cross-sectional sample of New Zealand women. Child Abuse & 
Neglect, 31(9), 935-945.  

 
Feeney, B. C., & Collins, N. L. (2001). Predictors of caregiving in adult intimate relationships: 

An attachment theoretical perspective. Journal of Personality and Social Psychology, 
80(6), 972-994.  

 
Feeney, B. C., Cassidy, J., & Ramos-Marcuse, F. (2008). The generalization of attachment 

representations to new social situations: Predicting behaviour during initial interactions 
with strangers. Journal of Personality and Social Psychology, 95(6), 1481-1498.  

 
Feeney, B. C., & Monin, J. (2008). An Attachment-Theoretical perspective on divorce In J. 

Cassidy & P. R. Shaver (Eds.), Handbook of attachment: Theory, research and clinical 
applications. New York: The Guilford press  

 
Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., 

Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction to 
many of the leading causes of death in adults: The Adverse Childhood Experiences 
(ACE) Study. American Journal of Preventive Medicine, 14(4), 245-258. doi: 
http://dx.doi.org/10.1016/S0749-3797%2898%2900017-8 

 

http://dx.doi.org/10.1080/10926771.2011.608221
http://dx.doi.org/10.1016/S0749-3797%2898%2900017-8


138 
 

Fergusson, D. M., Horwood, L. J., & Lynskey, M. T. (1993). Prevalence and comorbidity of 
DSM-III--R diagnoses in a birth cohort of 15 year olds. Journal of the American 
Academy of Child & Adolescent Psychiatry, 32(6), 1127-1134.  

 
Fergusson, D. M., Horwood, L. J., & Ridder, E. M. (2005). Partner violence and mental health 

outcomes in a New Zealand birth cohort. Journal of Marriage and Family, 67(5), 1103-
1119.  

 
Fergusson, D. M., Boden, J. M., & Horwood, L. (2008). Exposure to childhood sexual and 

physical abuse and adjustment in early adulthood. Child Abuse & Neglect, 32(6), 607-
619. 

 
Finkelhor, D. (1979). Sexually victimized children. New York: The Free Press. 
 
Finkelhor, D. (1990). Early and long-term effects of child sexual abuse: An update. 

Professional Psychology: Research and Practice, 21(5), 325-330.  
 
Finkelhor, D., & Hotaling, G. T. (1984). Sexual abuse in the National Incidence Study of child 

abuse and neglect: An appraisal. Child Abuse & Neglect, 8(1), 23-32.  
 
Finkelhor, D., Hotaling, G., Lewis, I. A., & Smith, C. (1990). Sexual abuse in a national survey 

of adult men and women: Prevalence, characteristics, and risk factors. Child Abuse & 
Neglect, 14(1), 19-28. 

 
Fisher, B. S., Cullen, F. T., & Daigle, L. E. (2005). The discovery of acquaintance rape: The 

salience of methodological innovation and rigor. Journal of Interpersonal Violence, 
20(4), 493-500.  

 
Fisher, B. S., Daigle, L. E., Cullen, F. T., & Turner, M. G. (2003). Reporting sexual 

victimization to the police and others: Results from a national-level study of college 
women. Criminal Justice and Behavior, 30(1), 6-38.  

 
Fisher, B. S., Daigle, L. E., Cullen, F. T., & Turner, M. G. (2006). Reporting sexual 

victimization to the police and others: Results from a national-level study of college 
women. Current perspectives in forensic psychology and criminal justice. (pp. 149-
159). Thousand Oaks, CA: Sage Publications, Inc; US. 

 
Fisher, B. S., & Regan, S. L. (2006). The extent and frequency of abuse in the lives of older 

women and their relationship with health outcomes. The Gerontologist, 46(2), 200-209.  
 
Fleming, J., Mullen, P. E., Sibthorpe, B., & Bammer, G. (1999). The long-term impact of 

childhood sexual abuse in Australian women. Child Abuse & Neglect, 23(2), 145-159. 
doi:http://dx.doi.org/10.1016/S0145-2134%2898%2900118-5 

 
Fonagy, P., Leigh, T., Steele, M., Steele, H., Kennedy, R., Mattoon, G., et al. (1996). The 

relation of attachment status, psychiatric classification, and response to psychotherapy. 
Journal of Consulting and Clinical Psychology, 64(1), 22-31.  

 
Follingstad, D. R. (2009). The impact of psychological aggression on women's mental health 

and behavior: The status of the field. Trauma, Violence, & Abuse, 10(3), 271-289. doi: 
http://dx.doi.org/10.1177/1524838009334453 



139 
 

 
Follingstad, D. R., Rutledge, L. L., Berg, B. J., Hause, E. S., & et al. (1990). The role of 

emotional abuse in physically abusive relationships. Journal of Family Violence, 5(2), 
107-120. doi: http://dx.doi.org/10.1007/BF00978514 

 
Ford, J. D., Racusin, R., Ellis, C. G., Daviss, W. B., Reiser, J., Fleischer, A., & Thomas, J. 

(2000). Child maltreatment, other trauma exposure and posttraumatic 
symptomatology among children with oppositional defiant and attention deficit 
hyperactivity disorders. Child Maltreatment, 5(3), 205-217. 
doi:http://dx.doi.org/10.1177/1077559500005003001 

 
Fraley, R. C., Fazzari, D. A., Bonanno, G. A., & Dekel, S. (2006). Attachment and 

psychological adaptation in high exposure survivors of the September 11th attack on the 
World Trade Centre. Personality and Social Psychology Bulletin, 32(4), 538-551.  

 
Freud, S., & Strachey, J. (1964). The standard edition of the complete psychological works of 

Sigmund Freud. Oxford, England: Macmillan. 
 
Furman, W. (2001). Working models of friendships. Journal of Social and Personal 

Relationships, 18(5), 583-602.  
 
Gavey, N. (1991). Sexual victimization prevalence among New Zealand university students. 

Journal of Consulting and Clinical Psychology, 59(3), 464-466.  
 
Glaser, D. (2000). Child abuse and neglect and the brain--A review. Journal of Child 

Psychology and Psychiatry, 41(1), 97-116. 
doi:http://dx.doi.org/10.1017/S0021963099004990 

 
Glaser, D. (2002). Emotional abuse and neglect (psychological maltreatment): A conceptual 

framework. Child Abuse & Neglect, 26(6-7), 697-714.  
 
Goodman, L. A., Rosenberg, S. D., Mueser, K. T., & Drake, R. E. (1997). Physical and sexual 

assault history in women with serious mental illness: Prevalence, correlates, treatment, 
and future research directions. Schizophrenia Bulletin, 23(4), 685-696.  

 
Goodwin, J., Attias, R., McCarty, T., Chandler, S., & Romanik, R. (1988). Reporting by adult 

psychiatric patients of childhood sexual abuse [Letter]. American Journal of Psychiatry, 
145(9), 1183-1184.  

 
Grossmann, K. E., Grossmann, K., & Keppler, A. (2005). Universal and culture-specific 

aspects of human behaviour: The case of attachment. Hove, England: Psychology 
Press/Erlbaum (UK) Taylor & Francis. 

 
Grossmann, K. E., Grossmann, K., & Waters, E. (2005). Attachment from infancy to 

adulthood: The major longitudinal studies. NY, US: Guilford Publications. 
 
Grossman, F. K., Sorsoli, L., & Kia-Keating, M. (2006). A gale force wind: Meaning making 

by male survivors of childhood sexual abuse. American Journal of Orthopsychiatry, 
76(4), 434-443. doi: http://dx.doi.org/10.1037/0002-9432.76.4.434 

 

http://dx.doi.org/10.1037/0002-9432.76.4.434


140 
 

Harkness, K. L., Bruce, A. E., & Lumley, M. N. (2006). The role of childhood abuse and 
neglect in the sensitization to stressful life events in adolescent depression. Journal of 
Abnormal Psychology, 115(4), 730-741. doi:http://dx.doi.org/10.1037/0021-
843X.115.4.730 

 
Harkness, K. L., & Lumley, M. N. (2008). Child abuse and neglect and the development of 

depression in children and adolescents. New York, NY: Guilford Press. 
 
Hazan, C., & Shaver, P. (1987). Romantic love conceptualized as an attachment process. 

Journal of Personality and Social Psychology, 52(3), 511-524.  
 
Hazan, C., & Shaver, P. R. (1990). Love and work: An attachment-theoretical perspective. 

Journal of Personality and Social Psychology, 59(2), 270-280.  
 
Health Practitioners Competency and Assurance Act 200. (New Zealand). Retrieved from 

http://www.health.govt.nz/our-work/regulation-health-and-disability-system/health-
practitioners-competence-assurance-act 

 
Heflin, C. M., & Iceland, J. (2009). Poverty, material hardship, and depression. Social 

Science Quarterly, 90(5), 1051-1071. doi:http://dx.doi.org/10.1111/j.1540-
6237.2009.00645.x 

 
Hesse, E., & Main, M. (2000). Disorganized infant, child, and adult attachment: Collapse in 

behavioral and attentional strategies. Journal of the American Psychoanalytic 
Association, 48(4), 1097-1127.  

 
Hildyard, K. L., & Wolfe, D. A. (2002). Child neglect: Developmental issues and outcomes. 

Child Abuse & Neglect, 26(6-7), 679-695. doi:http://dx.doi.org/10.1016/S0145-
2134%2802%2900341-1 

 
Hollingshead, A., & Redlich, F. (1958). Social class and mental illness. New York: John 

Wiley. 
 
Holmes, J. (2003). Borderline personality disorder and the search for meaning: An attachment 

perspective. Australian and New Zealand Journal of Psychiatry, 37(5), 524-531.  
 
Holmes, G., & Offen, L. (1996). Clinicians' hypotheses regarding clients' problems: Are they 

less likely to hypothesize sexual abuse in male compared to female clients? Child Abuse 
& Neglect, 20(6), 493-501.doi: http://dx.doi.org/10.1016/0145-2134%2896%2900031-2 

 
Horwath, J. (2007). The missing assessment domain: Personal, professional and organizational 

factors influencing professional judgements when identifying and referring child 
neglect. British Journal of Social Work, 37(8), 1285-1303. doi: 
http://dx.doi.org/10.1093/bjsw/bcl029 

 
Howard, L., Trevillion, K., Khalifeh, H., Woodall, A., Agnew-Davies, R., & Feder, G. (2010). 

Domestic violence and severe psychiatric disorders: Prevalence and interventions. 
Psychological Medicine: A Journal of Research in Psychiatry and the Allied Sciences, 
40(6), 881-893. doi: http://dx.doi.org/10.1017/S0033291709991589 

 

http://dx.doi.org/10.1016/0145-2134%2896%2900031-2
http://dx.doi.org/10.1093/bjsw/bcl029
http://dx.doi.org/10.1017/S0033291709991589


141 
 

Howe, D. (2005). Child abuse and neglect: Attachment, development and intervention. New 
York: Palgrave Macmillan.   

 
Hund, A. R., & Espelage, D. L. (2005). Childhood sexual abuse, disordered eating, 

alexithymia, and general distress: A mediation model. Journal of Counseling 
Psychology, 52(4), 559-573. doi:http://dx.doi.org/10.1037/0022-0167.52.4.559 

 
Iwaniec, D. (1995). The emotionally abused and neglected child: Identification, assessment and 

intervention. Oxford, England: John Wiley & Sons. 
 
Iwaniec, D. (2006). The emotionally abused and neglected child: Identification, assessment and 

intervention. A practice handbook. Chichester: John Wiley and Sons Ltd  
 
Iwaniec, D., Larkin, E., & Higgins, S. (2006). Research review: Risk and resilience in cases of 

emotional abuse. Child & Family Social Work, 11(1), 73-82. doi: 
http://dx.doi.org/10.1111/j.1365-2206.2006.00398.x 

 
Jacobson, A., Koehler, J. E., & Jones-Brown, C. (1987). The failure of routine assessment to 

detect histories of assault experienced by psychiatric patients. Hospital & Community 
Psychiatry, 38(4), 386-389.  

 
Janssen, I., Krabbendam, L., Bak, M., Hanssen, M., Vollebergh, W., de Graaf, R., et al. (2004). 

Childhood abuse as a risk factor for psychotic experiences. Acta Psychiatrica 
Scandinavica, 109(1), 38-45. 

 
Jellen, L. K., McCarroll, J. E., & Thayer, L. E. (2001). Child emotional maltreatment: A 2-year 

study of US Army cases. Child Abuse & Neglect, 25(5), 623-639. doi: 
http://dx.doi.org/10.1016/S0145-2134%2801%2900231-9 

 
Johnson, C. (2004). Child sexual abuse. Lancet, 364, 462-470.  
 
Jordan, C. E., Campbell, R., & Follingstad, D. (2010). Violence and women's mental health: 

The impact of physical, sexual, and psychological aggression. Annual Review of 
Clinical Psychology, 6, 607-628. doi:http://dx.doi.org/10.1146/annurev-clinpsy-090209-
15 

 
Jorm, A. F., Christensen, H., & Griffiths, K. M. (2005). Public beliefs about causes and risk 

factors for mental disorders: Changes in Australia over 8 years. Social Psychiatry and 
Psychiatric Epidemiology, 40(9), 764-767. doi: http://dx.doi.org/10.1007/s00127-005-
0940-z 

 
Kanninen, K., Salo, J., & Punamaki, R.-L. (2000). Attachment patterns and working alliance in 

trauma therapy for victims of political violence. Psychotherapy Research, 10(4), 435-
449. doi: http://dx.doi.org/10.1093/ptr/10.4.435 

 
Kaplow, J. B., & Widom, C. S. (2007). Age of onset of child maltreatment predicts long-term 

mental health outcomes. Journal of Abnormal Psychology, 116(1), 176-187.  
 
Kelly, G.A. (1963). The theory of personality: The psychology of personal constructs. New 

York: Norton. 

http://dx.doi.org/10.1111/j.1365-2206.2006.00398.x
http://dx.doi.org/10.1016/S0145-2134%2801%2900231-9
http://dx.doi.org/10.1093/ptr/10.4.435


142 
 

Kendler, K. S., Kuhn, J. W., & Prescott, C. A. (2004). Childhood sexual abuse, stressful life 
events and risk for major depression in women. Psychological Medicine: A Journal of 
Research in Psychiatry and the Allied Sciences, 34(8), 1475-1482. 
doi:http://dx.doi.org/10.1017/S003329170400265X 

 
Kerns, K. A., Tomich, P. L., & Kim, P. (2006). Normative trends in children's perceptions of 

availability and utilization of attachment figures in middle childhood. Social 
Development, 15(1), 1-22.  

 
Kessler, R. C., McLaughlin, K. A., Green, J. G., Gruber, M. J., Sampson, N. A., Zaslavsky, A. 

M.,  Williams, D. R. (2010). Childhood adversities and adult psychopathology in the 
WHO World Mental Health Surveys. British Journal of Psychiatry, 197(5), 378-385. 
doi: http://dx.doi.org/10.1192/bjp.bp.110.080499 

 
Khaleque, A. (2003). Attachment and lifespan development: A review of the adult attachment 

literature. Psychological Studies, 48(1), 28-35.  
 
Kilpatrick, D. G., Ruggiero, K. J., Acierno, R., Saunders, B. E., Resnick, H. S., & Best, C. L. 

(2003). Violence and risk of PTSD, major depression, substance abuse/dependence, 
and comorbidity: Results from the National Survey of Adolescents. Journal of 
Consulting and Clinical Psychology, 71(4), 692-700. 
doi:http://dx.doi.org/10.1037/0022-006X.71.4.692 

 
Kivlighan, D. M., Jr., Patton, M. J., & Foote, D. (1998). Moderating effects of client attachment 

on the counselor experience-working alliance relationship. Journal of Counselling 
Psychology, 45(3), 274-278. doi: http://dx.doi.org/10.1037/0022-0167.45.3.274 

 
Knafo, D. (2009). Fredud's Memory Erased. Psychoanalytic Psychology, 26(2), 171-190.  
 
Kolivas, E. D., & Gross, A. M. (2007). Assessing sexual aggression: Addressing the gap 

between rape victimization and perpetration prevalence rates. Aggression and Violent 
Behavior, 12(3), 315-328.  

 
Kong, S., & Bernstein, K. (2009). Childhood trauma as a predictor of eating psychopathology 

and its mediating variables in patients with eating disorders. Journal of Clinical 
Nursing, 18(13), 1897-1907. doi: http://dx.doi.org/10.1111/j.1365-2702.2008.02740.x 

 
Kraepelin, E (1927). Compendium der Psychiatrie. 9th edition, Leipzig: Barth Publisher.  
 
Krug, E.G., Dahlberg, L.L., Mercy, J.A., Zwi, A.B., & Lozano, R. (Eds.) (2002) World report 

on violence and health. Geneva: World Health Organization.  
 
Kurdek, L. A. (2005). What do we know about gay and lesbian couples? Current Directions in 

Psychological Science, 14(5), 251-254.  
 
Lab, D. D., Feigenbaum, J. D., & De Silva, P. (2000). Mental health professionals' attitudes and 

practices towards male childhood sexual abuse. Child Abuse & Neglect, 24(3), 391-409. 
doi: http://dx.doi.org/10.1016/S0145-2134%2899%2900152-0 

 

http://dx.doi.org/10.1037/0022-0167.45.3.274
http://dx.doi.org/10.1111/j.1365-2702.2008.02740.x
http://dx.doi.org/10.1016/S0145-2134%2899%2900152-0


143 
 

Larzelere, R. E. (2000). Child outcomes of nonabusive and customary physical punishment by 
parents: An updated literature review. Clinical Child and Family Psychology Review, 
3(4), 199-221.  

 
Levinson, A., & Fonagy, P. (2004). Offending and attachment: The relationship between 

interpersonal awareness and offending in a prison population with psychiatric disorder. 
Canadian Journal of Psychoanalysis, 12(2), 225-251.  

 
Liotti, G. (1992). Disorganized/disoriented attachment in the etilogy of the dissociative 

disorders. Dissociation: Progress in the Dissociative Disorders, 5(4), 196-204.  
 
Liotti, G., & Gumley, A. (2008). An attachment perspective on Schizophrenia: The role of 

disorginized attachment, dissociation and metallization In A. Moskowitz, I. Schafer & 
M. Dorahy (Eds.), Psychosis, Trauma and Dissociation. West Sussex :John Wiley& 
Sons, Ltd. 

 
Lipschitz, D. S., Kaplan, M. L., Sorkenn, J. B., Faedda, G. L., & et al. (1996). Prevalence and 

characteristics of physical and sexual abuse among psychiatric outpatients. Psychiatric 
Services, 47(2), 189-191.  

 
Locke, J. (1844). Locke's essays: An essay concerning human understanding, and A treatise on 

the conduct of the understanding (Complete in 1 volume with the author's last additions 
and corrections): Philadelphia: James Kay, Jr, & Brother. 

 
Lothian, J., & Read, J. (2002). Asking about abuse during mental health assessments: Clients' 

views and experiences. New Zealand Journal of Psychology, 31(2), 98-103.  
 
Luthar, S. S., & Cicchetti, D. (2000). The construct of resilience: Implications for 

interventions and social policies. Development and Psychopathology, 12(4), 857-885. 
doi:http://dx.doi.org/10.1017/S0954579400004156 

 
Lyons-Ruth, K., Dutra, L., Schuder, M. R., & Bianchi, I. (2006). From infant attachment 

disorganization to adult dissociation: Relational adaptations or traumatic experiences? 
Psychiatric Clinics of North America, 29(1), 63-86.  

 
Lyons-Ruth, K., & Spielman, E. (2004). Disorganized infant attachment strategies and 

helpless-fearful profiles of parenting: Integrating attachment research with clinical 
intervention. Infant Mental Health Journal, 25(4), 318-335.  

 
Maikovich, A. K., Koenen, K. C., & Jaffee, S. R. (2009). Posttraumatic stress symptoms and 

trajectories in child sexual abuse victims: An analysis of sex differences using the 
National Survey of Child and Adolescent Well-Being. Journal of Abnormal Child 
Psychology: An official publication of the International Society for Research in Child 
and Adolescent Psychopathology, 37(5), 727-737. 
doi:http://dx.doi.org/10.1007/s10802-009-9300-x 

 
Main, M., & Cassidy, J. (1988). Categories of response to reunion with the parent at age 6: 

Predictable from infant attachment classifications and stable over a 1-month period. 
Developmental Psychology, 24(3), 415-426.  

 



144 
 

Main, M., & Hesse, E. (1990). Parents' unresolved traumatic experiences are related to 
infant disorganized attachment status: Is frightened and/or frightening parental 
behavior the linking mechanism? Chicago, IL: University of Chicago Press. 

 
Main, M., Kaplan, N., & Cassidy, J. (1985). Security in infancy, childhood, and adulthood: A 

move to the level of representation. Monographs of the Society for Research in Child 
Development, 50(1-2), 66-104.  

 
Main, M., & Solomon, J. (1986). Discovery of an insecure-disorganized/disoriented 

attachment pattern. In Affective development in infancy (pp. 95-124). Westport, CT: 
Ablex Publishing; US. 

 
Mardani,J. (2010). Preventing child neglect in New Zealand: A public health assessment of 

evidence, current approach, and best practice guidance. Office of the Children’s 
Commissioner, Wellington.  

 
Marks, N. F., Jun, H., & Song, J. (2007). Death of parents and adult psychological and physical 

well-being: A prospective U.S. national study. Journal of Family Issues, 28(12), 1611-
1638.  

 
Marie, D., Fergusson, D. M., & Boden, J. M. (2008). Ethnic identification, social disadvantage, 

and mental health in adolescence/young adulthood: Results of a 25 year longitudinal 
study. Australian and New Zealand Journal of Psychiatry, 42(4), 293-300.  

 
Marmarosh, C. L., Gelso, C. J., Markin, R. D., Majors, R., Mallery, C., & Choi, J. (2009). 

The real relationship in psychotherapy: Relationships to adult attachments, working 
alliance, transference, and therapy outcome. Journal of Counseling Psychology, 56(3), 
337-350. doi:http://dx.doi.org/10.1037/a0015169 

 
May-Chahal, C., & Cawson, P. (2005). Measuring child maltreatment in the United Kingdom: 

A study of the prevalence of child abuse and neglect. Child Abuse & Neglect, 29(9), 
969-984. doi: http://dx.doi.org/10.1016/j.chiabu.2004.05.009 

 
Mazure, C. M. (1998). Life stressors as risk factors in depression. Clinical Psychology: Science 

and Practice, 5(3), 291-313.  
 
Mazzeo, S. E., Mitchell, K. S., & Williams, L. J. (2008). Anxiety, alexithymia, and depression 

as mediators of the association between childhood abuse and eating disordered behavior 
in African American and European American women. Psychology of Women Quarterly, 
32(3), 267-280. doi: http://dx.doi.org/10.1111/j.1471-6402.2008.00435. 

 
McElhaney, K. B., Immele, A., Smith, F. D., & Allen, J. P. (2006). Attachment organization as 

a moderator of the link between friendship quality and adolescent delinquency. 
Attachment & Human Development, 8(1), 33-46.  

 
McGloin, J. M., & Widom, C. S. (2001). Resilience among abused and neglected children 

grown up. Development and Psychopathology, 13(4), 1021-1038. doi: 
http://dx.doi.org/10.1017/S095457940100414X 

 
MacMillan, H. L., C. Wathen, et al. (2009). Interventions to prevent child maltreatment and 

associated impairment. The Lancet, 373(9659): 250-266. 

http://dx.doi.org/10.1016/j.chiabu.2004.05.009
http://dx.doi.org/10.1111/j.1471-6402.2008.00435
http://dx.doi.org/10.1017/S095457940100414X


145 
 

 
McNally, A. M., Palfai, T. P., Levine, R. V., & Moore, B. M. (2003). Attachment dimensions 

and drinking-related problems among young adults the meditational role of coping 
motives. Addictive Behaviours, 28(6), 1115-1127.  

 
Mennen, F. E., & O'Keefe, M. (2005). Informed decisions in child welfare: The use of 

attachment theory. Children and Youth Services Review, 27(6), 577-593.  
 
Mercy, J. A., Butchart, A., Dahlberg, L. L., Zwi, A. B., & Krug, E. G. (2003). Violence and 

mental health. International Journal of Mental Health, 32(1), 20-35.  
 
Meyer, L. (2009). The use of a comprehensive biopsycho-social framework for intake 

assessment in mental health practice. Marquette University, US.    
 
Messman-Moore, T. L., & Garrigus, A. S. (2007). The association of child abuse and eating 

disorder symptomatology: The importance of multiple forms of abuse and 
revictimization. Journal of Aggression, Maltreatment & Trauma, 14(3), 51-72.  

 
Mikulincer, M., & Shaver, P. R. (2007). Attachment in adulthood: Structure, dynamics, and 

change. New York: Guilford Press. 
 
Ministry of Health. 2010. Mental Health: Service use in New Zealand, 2007/08. Wellington: 

Retrieved from http://www.health.govt.nz/publication/mental-health-service-use-new-
zealand-2001/02 to 2007/08 

Ministry of Social Development (2011). Household Incomes in New Zealand: Trends in 
Indicators of Inequality and Hardship 1982 to 2010. Retrieved from 
http://www.msd.govt.nz/about-msd-and-our-work/publications-
resources/monitoring/household-incomes/index.html 

Ministry of Social Development (2010). Recognising and responding to child neglect in New 
Zealand. Retrieved from http://www.msd.govt.nz/documents/about-msd-and-our-
work/publications-resources/research/recognising-child-neglect/child-neglect-report-
final.pdf 

 
Ministry of Social Development (2011). The Green Paper for Vulnerable Children . Retrieved 

from http://www.childrensactionplan.govt.nz/ 

Mitchell, D., Grindel, C. G., & Laurenzano, C. (1996). Sexual abuse assessment on admission 
by nursing staff in general hospital psychiatric settings. Psychiatric Services, 47(2), 
159-164.  

 
Mills, A. (1993). Helping male victims of sexual abuse. Nursing Standard, 7(43), 36-39.  
 
Mitchell, D., Grindel, C. G., & Laurenzano, C. (1996). Sexual abuse assessment on admission 

by nursing staff in general hospital psychiatric settings. Psychiatric Services, 47(2), 
159-164.  

 
Moffitt, T. E., Caspi, A., Harrington, H., Milne, B. J., Melchior, M., Goldberg, D., et al. (2007). 

Generalized anxiety disorder and depression: Childhood risk factors in a birth cohort 
followed to age 32. Psychological Medicine, 37(3), 441-452.  

 

http://www.health.govt.nz/publication/mental-health-service-use-new-zealand-2001/02%20to%202007/08
http://www.health.govt.nz/publication/mental-health-service-use-new-zealand-2001/02%20to%202007/08
http://www.msd.govt.nz/documents/about-msd-and-our-work/publications-resources/research/recognising-child-neglect/child-neglect-report-final.pdf
http://www.msd.govt.nz/documents/about-msd-and-our-work/publications-resources/research/recognising-child-neglect/child-neglect-report-final.pdf
http://www.msd.govt.nz/documents/about-msd-and-our-work/publications-resources/research/recognising-child-neglect/child-neglect-report-final.pdf


146 
 

Molnar, B. E., Buka, S. L., & Kessler, R. C. (2001). Child sexual abuse and subsequent 
psychopathology: Results from the National Comorbidity Survey. American Journal 
of Public Health, 91(5), 753-760. doi:http://dx.doi.org/10.2105/AJPH.91.5.753 

 
Moran, G., Bailey, H. N., & DeOliveira, C. A. (2008). The roots of depression in early 

attachment experiences. In Risk factors in depression (pp. 289-316). San Diego, CA: 
Elsevier Academic Press; US. 

 
Moran, G., Bailey, H. N., Gleason, K., DeOliveira, C. A., & Pederson, D. R. (2008). Exploring 

the mind behind unresolved attachment: Lessons from and for attachment-based 
interventions with infants and their traumatized mothers. In H. Steele & M. Steele 
(Eds.), Clinical applications of the Adult Attachment Interview (pp. 371-398). New 
York, NY: Guilford Press. 

 
Morgan, C., Kirkbride, J., Leff, J., Craig, T., Hutchinson, G., McKenzie, K., et al. (2007). 

Parental separation, loss and psychosis in different ethnic groups: A case-control study. 
Psychological Medicine, 37(4), 495-503. doi: 
http://dx.doi.org/10.1017/S0033291706009330 

 
Moskowitz, A., Schafer, I., & Dorahy, M. (2008). Psychosis, trauma and dissociation: 

Emerging perspectives on severe psychopathology. West Sussex: John Wiely & Sons, 
Ltd. 

 
Muenzenmaier, K., Spei, E., & Gross, D. R. (2010). Complex posttraumatic stress disorder in 

men with serious mental illness: A reconceptualization. American Journal of 
Psychotherapy, 64(3), 257-268.  

 
Mullen, P. E., Martin, J. L., Anderson, J. C., Romans, S. E., & et al. (1993). Childhood sexual 

abuse and mental health in adult life. British Journal of Psychiatry, 163, 721-732.  
 
Mullen, P., Martin, J., Anderson, J., Romans, S., & et al. (1996). The long-term impact of the 

physical, emotional, and sexual abuse of children: A community study. Child Abuse & 
Neglect, 20(1), 7-21.  

 
Muller, R. T., Gragtmans, K., & Baker, R. (2008). Childhood physical abuse, attachment, and 

adult social support: Test of a mediational model. Canadian Journal of Behavioural 
Science/Revue canadienne des sciences du comportement, 40(2), 80-89. doi: 
http://dx.doi.org/10.1037/0008-400X.40.2.80 

 
Munk-Jorgensen, P., & Mortensen, P. (1992). Social outcome in schizophrenia: A 13-year 

follow-up. Social Psychiatry and Psychiatric Epidemiology, 27(3), 129-134.  
 
Muris, P. (2007). Normal and abnormal fear and anxiety in children and adolescents. Boston. 

Elsevier.  
 
Murphy, C. M., & Hoover, S. A. (1999). Measuring emotional abuse in dating relationships as 

a multifactorial construct. Violence and Victims, 14(1), 39-53.  
 
 
 

http://dx.doi.org/10.1017/S0033291706009330
http://dx.doi.org/10.1037/0008-400X.40.2.80


147 
 

Murray, C. D., Macdonald, S., & Fox, J. (2008). Body satisfaction, eating disorders and suicide 
ideation in an Internet sample of self-harmers reporting and not reporting childhood 
sexual abuse. Psychology, Health & Medicine, 13(1), 29-42. doi: 
http://dx.doi.org/10.1080/13548500701235757 

 
Nada Raja, S., McGee, R., & Stanton, W. R. (1992). Perceived attachments to parents and 

peers and psychological well-being in adolescence. Journal of Youth and Adolescence, 
21(4), 471-485. doi: http://dx.doi.org/10.1007/BF01537898 

 
Najman, J. M., Nguyen, M. L. T., & Boyle, F. M. (2007). Sexual abuse in childhood and 

physical and mental health in adulthood: An Australian population study. Archives of 
Sexual Behavior, 36(5), 666-675.  

 
National Health Service (2008). Briefing: Implementing national policy on violence and abuse.  

London. NHS Confederation Publications  
 
Official Information Act 1982. (New Zealand). Retrieved from 

http://www.legislation.govt.nz/act/public/1982/0156/latest/DLM64785.html  
 
Okuda, M., Olfson, M., Hasin, D., Grant, B. F., Lin, K.-H., & Blanco, C. (2011). Mental 

health of victims of intimate partner violence: Results from a National Epidemiologic 
Survey. Psychiatric Services, 62(8), 959-962. 
doi:http://dx.doi.org/10.1176/appi.ps.62.8.959 

 
O'Leary, K. D., & Maiuro, R. D. (2001). Psychological abuse in violent domestic relations 

Psychological abuse in violent domestic relations (pp. xxi, 222). New York, NY: 
Springer Publishing Co; US. 

 
Ouyang, L., Fang, X., Mercy, J., Perou, R., & Grosse, S. D. (2008). Attention-

deficit/hyperactivity disorder symptoms and child maltreatment: A population-based 
study. The Journal of Pediatrics, 153(6), 851-856. 
doi:http://dx.doi.org/10.1016/j.jpeds.2008.06.002 

 
Pearce, J. W., & Pezzot-Pearce, T. D. (1994). Attachment Theory and its implications for 

psychotherapy with maltreated children. Child Abuse & Neglect, 18(5), 425-438. doi: 
http://dx.doi.org/10.1016/0145-2134%2894%2990028-0 

 
Pearce, J. W., & Pezzot-Pearce, T. D. (2001). Psychotherapeutic approaches to children in 

foster care: Guidance from attachment theory. Child Psychiatry & Human 
Development, 32(1), 19-44. 

  
Pearlman, E. (2005). Terror of desire: The aetiology of eating disorders from an attachment 

theory perspective. Psychoanalytic Review, 92(2), 223-235.  

Pollock, K. (2011) 'Children’s homes and fostering - Foster care and family homes', Te Ara - 
the Encyclopedia of New Zealand, updated 24-Mar-11  
URL: http://www.TeAra.govt.nz/en/childrens-homes-and-fostering/4  

Porter, R. (2002). Madness: A brief history. New York: Oxford University Press. 

http://dx.doi.org/10.1080/13548500701235757
http://dx.doi.org/10.1007/BF01537898
http://dx.doi.org/10.1016/0145-2134%2894%2990028-0


148 
 

Posner, J., Eilenberg, J., Friedman, J. H., & Fullilove, M. J. (2008). Quality and use of trauma 
histories obtained from psychiatric outpatients: A ten-year follow-up. Psychiatric 
Services, 59(3), 318-321. doi: http://dx.doi.org/10.1176/appi.ps.59.3.318 

 
Post, R. M. (1992). Transduction of psycho-social  stress into the neurobiology of recurrent 

affective disorder. The American Journal of Psychiatry, 149(8), 999-1010.  
 
Powell-Jackson, T., Basu, S., Balabanova, D., McKee, M., & Stuckler, D. (2011). Democracy 

and growth in divided societies: A health-inequality trap? Social Science & Medicine, 
73(1), 33-41. doi:http://dx.doi.org/10.1016/j.socscimed.2011.04.013 

 
Pribor, E. F., & Dinwiddie, S. H. (1992). Psychiatric correlates of incest in childhood. The 

American Journal of Psychiatry, 149(1), 52-56.  
 
Prior, V., & Glaser, D. (2006). Understanding attachment and attachment disorders: Theory, 

evidence and practice. London, England: Jessica Kingsley Publishers; England. 
 
Privacy Act 1993. (New Zealand). Retrieved from 

http://www.legislation.govt.nz/act/public/1993/0028/latest/DLM296639.html 
 
Rapee, R. M., Kennedy, S., Ingram, M., Edwards, S., & Sweeney, L. (2005). Prevention and 

early intervention of anxiety disorders in inhibited preschool children. Journal of 
Consulting and Clinical Psychology, 73(3), 488-497. doi: 
http://dx.doi.org/10.1037/0022-006X.73.3.488 

 
Read, J. (1998). Child abuse and severity of disturbance among adult psychiatric inpatients. 

Child Abuse & Neglect, 22(5), 359-368. doi: http://dx.doi.org/10.1016/S0145-
2134%2898%2900009-X 

 
Read, J. (2004). Poverty, ethnicity and gender. In J. Read, L. Mosher & R. Bentall (Eds.), 

Models of Madness. East Sussex: Brunner-Routledge  
 
Read, J. (2006). Breaking the silence: Learning why, when and how to ask about trauma, and 

how to respond. In W. Larkin & A. Morrison (Eds.), Trauma and Psychosis: New 
Directions for Theory and Therapy. Hover: Brunner-Routledge. 

 
Read, J. (2010). Can poverty drive you mad? 'Schizophrenia', socio-economic status and the 

case for primary prevention. New Zealand Journal of Psychology, 39(2), 7-19.  
 
Read, J., & Fraser, A. (1998a). Abuse histories of psychiatric inpatients: To ask or not to ask? 

Psychiatric Services, 49(3), 355-359.  
 
Read, J., & Fraser, A. (1998b). Staff response to abuse histories of psychiatric inpatients. 

Australian and New Zealand Journal of Psychiatry, 32(2), 206-213. doi: 
http://dx.doi.org/10.3109/00048679809062730 

 
Read, J., Fink, P. J., Rudegeair, T., Felitti, V., & Whitfield, C. L. (2008). Child Maltreatment 

and Psychosis: A Return to a genuinely integrated Bio-Psycho-Social model. Clinical 
Schizophrenia & Related Psychoses, 235-254. 

 

http://dx.doi.org/10.1176/appi.ps.59.3.318
http://dx.doi.org/10.1037/0022-006X.73.3.488
http://dx.doi.org/10.1016/S0145-2134%2898%2900009-X
http://dx.doi.org/10.1016/S0145-2134%2898%2900009-X
http://dx.doi.org/10.3109/00048679809062730


149 
 

Read, J., Goodman, L., Morrison, A. P., Ross, C., & Aderhold, V. (2004). Childhood trauma, 
loss and stress. In J. Read, L. Mosher & R. Bentall (Eds.), Models of Madness. East 
Sussex: Brunner-Routledge. 

 
Read, J., & Gumley, A. (2008). Can attachment theory help explain the relationship between 

childhood adversity and psychosis? New Directions in Psychotherapy and Relational 
Psychoanalysis, 2, 1-35.  

 
Read, J., Hammersley, P., & Rudegeair, T. (2007). Why, when and how to ask about abuse. 

Advances in Psychiatric Treatment, 13, 101-110.  
 
Read, J., McGregor, K., Coggan, C., & Thomas, D. R. (2006). Mental health services and 

sexual abuse: The need for staff training. Journal of Trauma & Dissociation. 7(1),33-
50.  

 
Read, J., Perry, B. D., Moskowitz, A., & Connolly, J. (2001). The contribution of early 

traumatic events to schizophrenia in some patients: A traumagenic neurodevelopmental 
model. Psychiatry: Interpersonal and Biological Processes, 64(4), 319-345.  

 
Read, J., van Os, J., Morrison, A., & Ross, C. (2005). Childhood trauma, psychosis and 

schizophrenia: A literature review with theoretical and clinical implications. Acta 
Psychiatrica Scandinavica, 112(5), 330-350.  

 
Reid, R. J., Bonomi, A. E., Rivara, F. P., Anderson, M. L., Fishman, P. A., Carrell, D. S., et al. 

(2008). Intimate partner violence among men: Prevalence, chronicity, and health 
effects. American Journal of Preventive Medicine, 34(6), 478-485.  

 
Ridge, S. R., & Feeney, J. A. (1998). Relationship history and relationship attitudes in gay 

males and lesbians: Attachment style and gender differences. Australian and New 
Zealand Journal of Psychiatry, 32(6), 848-859.  

 
Riggs, S. A., Sahl, G., Greenwald, E., Atkison, H., Paulson, A., & Ross, C. A. (2007). Family 

environment and adult attachment as predictors of psychopathology and personality 
dysfunction among inpatient abuse survivors. Violence and Victims, 22(5), 577-600. 
doi:http://dx.doi.org/10.1891/088667007782312159 

 
Robbins, V., Dollard, N., Armstrong, B. J., Kutash, K., & Vergon, K. S. (2008). Mental health 

needs of poor suburban and rural children and their families. Journal of Loss & Trauma, 
13(2-3), 94-122.  

 
Rose, S. M., Peabody, C. G., & Stratigeas, B. (1991). Undetected abuse among intensive case 

management clients. Hospital & Community Psychiatry, 42(5), 499-503.  
 
Rose, D., Trevillion, K., Woodall, A., Morgan, C., Feder, G., & Howard, L. (2011). Barriers 

and facilitators of disclosures of domestic violence by mental health service users: 
Qualitative study. British Journal of Psychiatry, 198(3), 189-194. 
doi:http://dx.doi.org/10.1 

 
Rosenberg, S. D., Lu, W., Mueser, K. T., Jankowski, M. K., & Cournos, F. (2007). Correlates 

of adverse childhood events among adults with schizophrenia spectrum disorders. 
Psychiatric Services, 58(2), 245-253. doi:http://dx.doi.org/10.1176/appi.ps.58.2.245 



150 
 

 
Rudolph, K. D., Flynn, M., & Abaied, J. L. (2008). A developemental perspective on 

interpersonal theories on youth depression. In J. R. Z. Abela & B. L. Hankin (Eds.), 
Handbook of Depression in Children and Adolescents. New York: The Guilford Press  

 
Rodriguez, M., Perez, V., & Garcia, Y. (2005). Impact of traumatic experiences and violent 

acts upon response to treatment of a sample of Colombian women with eating disorders. 
International Journal of Eating Disorders, 37(4), 299-306. doi: 
http://dx.doi.org/10.1002/eat.20091 

 
Russell, D .E. H. (1984). Sexual exploitation: Rape, child abuse, and workplace harassment, 

Beverly Hills, CA: Sage Publications. 
 
Rutter, M. (2006). Implications of Resilience Concepts for Scientific Understanding. Malden: 

Blackwell Publishing.  
 
Sable, P. (1997). Attachment, detachment and borderline personality disorder. Psychotherapy: 

Theory, Research, Practice, Training, 34(2), 171-181. doi: 
http://dx.doi.org/10.1037/h0087674 

 
Sable, M. R., Danis, F., Mauzy, D. L., & Gallagher, S. K. (2006). Barriers to reporting sexual 

assault for women and men: Perspectives of college students. Journal of American 
College Health, 55(3), 157-162. doi: http://dx.doi.org/10.3200/JACH.55.3.157-162 

 
Salter, M. D. (1940). An evaluation of adjustment based upon the concept of security. 

University of Toronto Studies, Child Development Series, No 18, 72.  
 
Shaffer, A., Huston, L., & Egeland, B. (2008). Identification of child maltreatment using 

prospective and self-report methodologies: A comparison of maltreatment incidence 
and relation to later psychopathology. Child Abuse & Neglect, 32(7), 682-692. 
doi:http://dx.doi.org/10.1016/j.chiabu.2007.09.010 

 
Shipman, K., Zeman, J., Penza, S., & Champion, K. (2000). Emotion management skills in 

sexually maltreated and nonmaltreated girls: A developmental psychopathology 
perspective. Development and Psychopathology, 12(1), 47-62. 
doi:http://dx.doi.org/10.1017/S0954579400001036 

 
Shoelson Meyers, A. (2005). Early parental death and adult depression: An investigation of the 

relative importance of loss and intervening variables on subsequent depressive 
pathology. Dissertation Abstracts International: Section B: The Sciences and 
Engineering, 65(7-B), pp.  

 
Siegel, A. W. (2008). Inequality, privacy, and mental health. International Journal of Law and 

Psychiatry, 31(2), 150-157.  
 
Sigerist, H.E. (1951). A history of medicine: Primitive and archaic medicine. Oxford: Oxford 

University Press 
 
Silverstein, M., & Giarrusso, R. (2010). Aging and family life: A decade review. Journal of 

Marriage and Family, 72(5), 1039-1058. doi: http://dx.doi.org/10.1111/j.1741-
3737.2010.00749.x 

http://dx.doi.org/10.1002/eat.20091
http://dx.doi.org/10.1037/h0087674


151 
 

 
Simon, L., & Wynne, L. (2006). Editorial: Beyond the medical model: Renewing the promise. 

Ethical Human Psychology and Psychiatry: An International Journal of Critical 
Inquiry, 8(3), 187-189.  

 
Sinclair, R., & Bullock, R. (2002). Learning from past experiences: A review of serious cases 

reviews. Department of Health, London: http://hdl.handle.net/10068/498419   
 
Sirvanli-Ozen, D. (2005). Impacts of divorce on the behavior and adjustment problems, 

parenting styles, and attachment styles of children: Literature review including Turkish 
studies. Journal of Divorce & Remarriage, 42(3-4), 127-151. doi: 
http://dx.doi.org/10.1300/J087v42n03_08 

 
Slack, K. S., Holl, J., Altenbernd, L., McDaniel, M., & Stevens, A. B. (2003). Improving the 

measurement of child neglect for survey research: Issues and recommendations. Child 
Maltreatment, 8(2), 98-111. doi: http://dx.doi.org/10.1177/1077559502250827 

 
Slade, A. (2008). The implications of Attachment theory and research for adult psychotherapy 

In J. Cassidy & P. R. Shaver (Eds.), Handbook of Attachment: Theory, Research, and 
Clinical Applications New York The Guilford Press  

 
Snowden, A. (2011). Medication. In Mental health ethics: The human context (pp. 180-189). 

New York, NY: Routledge/Taylor & Franci 
 
Spataro, J., Mullen, P. E., Burgess, P. M., Wells, D. L., & Moss, S. A. (2004). Impact of child 

sexual abuse on mental health: Prospective study in males and females. British Journal 
of Psychiatry, 184(5), 416-421. doi: http://dx.doi.org/10.1192/bjp.184.5.416 

 
Speltz, M. L., DeKlyen, M., & Greenberg, M. T. (1999). Attachment in boys with early onset 

conduct problems. Development and Psychopathology, 11(2), 269-285.  
 
Speltz, M. L., Greenberg, M. T., & Deklyen, M. (1990). Attachment in preschoolers with 

disruptive behavior: A comparison of clinic-referred and nonproblem children. 
Development and Psychopathology, 2(1), 31-46.  

 
Spertus, I. L., Yehuda, R., Wong, C. M., Halligan, S., & Seremetis, S. V. (2003). Childhood 

emotional abuse and neglect as predictors of psychological and physical symptoms in 
women presenting to a primary care practice. Child Abuse & Neglect, 27(11), 1247-
1258. doi: http://dx.doi.org/10.1016/j.chiabu.2003.05.001 

 
Sroufe, L. (2005). Attachment and development: A prospective, longitudinal study from birth 

to adulthood. Attachment & Human Development, 7(4), 349-367. 
doi:http://dx.doi.org/10.1080/14616730500365928 

 
Sroufe, L. A., Egeland, B., Carlson, E., & Collins, W. A. (2005). Placing Early Attachment 

Experiences in Developmental Context: The Minnesota Longitudinal Study. In 
Attachment from infancy to adulthood: The major longitudinal studies (pp. 48-70). 
New York, NY: Guilford Publications; US. 

 
Sroufe, L. A., & Waters, E. (1977). Attachment as an organizational construct. Child 

Development, 48(4), 1184-1199. doi: http://dx.doi.org/10.2307/1128475 

http://hdl.handle.net/10068/498419
http://dx.doi.org/10.1300/J087v42n03_08
http://dx.doi.org/10.1177/1077559502250827
http://dx.doi.org/10.1192/bjp.184.5.416
http://dx.doi.org/10.1016/j.chiabu.2003.05.001
http://dx.doi.org/10.2307/1128475


152 
 

 
Stein, E., Evans, B., Mazumdar, R., & Rae-Grant, N. (1996). The mental health of children in 

foster care: A comparison with community and clinical samples. The Canadian Journal 
of Psychiatry / La Revue canadienne de psychiatrie, 41(6), 385-391.  

 
Szasz, T. (2008). Psychiatry : The Science of Lies. New York: Syracuse University Press. 
 
Takeuchi, H., Hiroe, T., Kanai, T., Morinobu, S., Kitamura, T., Takahashi, K., et al. (2003). 

Childhood parental separation experiences and depressive symptomatology in acute 
major depression. Psychiatry and Clinical Neurosciences, 57(2), 215-219.  

 
Taylor, R. D., & Wang, M. C. (2000). Resilience across contexts: Family, work, culture, and 

community. In Resilience across contexts: Family, work, culture, and community (pp. 
xiii, 386). Mahwah, NJ: Lawrence Erlbaum Associates Publishers; US. 

 
Thompson, M., Sitterle, D., Clay, G., & Kingree, J. (2007). Reasons for not reporting 

victimizations to the police: Do they vary from physical and sexual incidents? Journal 
of American College Health Vol 55(5) 2007, 277-282.  

  
Tiet, Q. Q., Bird, H. R., Hoven, C. W., Moore, R., Wu, P., Wicks, J.,Cohen, P. (2001). 

Relationship between specific adverse life events and psychiatric disorders. Journal of 
Abnormal Child Psychology: An official publication of the International Society for 
Research in Child and Adolescent Psychopathology, 29(2), 153-164. 
doi:http://dx.doi.org/10.1023/A:1005288130494 

 
Tjaden, P., & Thoennes, N. (2000). Prevalence and consequences of male-to-female and 

female-to-male intimate partner violence as measured by the National Violence Against 
Women Survey. Violence Against Women, 6(2), 142-161. 
doi:http://dx.doi.org/10.1177/10 

 
Treboux, D., Crowell, J. A., & Waters, E. (2004). When "new" meets "old": Configurations of 

adult attachment representations and their implications for marital functioning. 
Developmental Psychology, 40(2), 295-314.   

 
Trocme, N. M., Tourigny, M., MacLaurin, B., & Fallon, B. (2003). Major findings from the 

Canadian incidence study of reported child abuse and neglect. Child Abuse & Neglect, 
27(12), 1427-1439. doi:http://dx.doi.org/10.1016/j.chiabu.2003.07.003 

 
Tucker, P. (2009). Substance misuse and early psychosis. Australasian Psychiatry, 17(4), 291-

294. doi: http://dx.doi.org/10.1080/10398560802657314 
 
Turney, K. (2011). Labored love: Examining the link between maternal depression and 

parenting behaviors. Social Science Research, 40(1), 399-415. doi: 
http://dx.doi.org/10.1016/j.ssresearch.2010.09.009 

 
Twaite, J. A., & Rodriguez-Srednicki, O. (2004). Childhood sexual and physical abuse and 

adult vulnerability to PTSD: The mediating effects of attachment and dissociation. 
Journal of Child Sexual Abuse, 13(1), 17-38. 

 
UNICEF. (2007) Child poverty in perspective: An overview of child-wellbeing in rich    

countries, Innocenti Report Card 7. UNICEF Innocenti Research Centre: Florence, Italy.  



153 
 

 
 United Nations Interregional Crime and Justice Research Institute (UNICRI). ( 2002). Rape 

victims by country. Retrieved from http://www.nationmaster.com/graph/cri_ass_vic-
crime-assault-victims 

 
United States Census Bureau. Poverty thresholds (2011). Child poverty in the United States 

2009 and 2010: Selected race groups and Hispanic origin. 
 
United States Department of Health & Human Services (2009). Child Maltreatment 2009. 

Retrieved from http://www.acf.hhs.gov/programs/cb/pubs/cm09/cm09.pdf 
  
 United States Department of Health & Human Services (2011). Child welfare information 

gateway: Foster care statistics 2009. Retrieved from 
http://www.childwelfare.gov/pubs/factsheets/foster.cfm 

 
van der Kolk, B. (1994). The body keeps the score: Memory and the evoloving psychobiology 

of posttraumatic stress. Harvard Review of Psychiatry 1, 253-265.  
 
van der Kolk, B. A. (1996). The complexity of adaptation to trauma: Self-regulation, stimulus 

discrimination, and characterological development. New York, NY: Guilford Press. 
 
van Ijzendoorn, M. H., & Kroonenberg, P. M. (1988). Cross-cultural patterns of attachment: A 

meta-analysis of the strange situation. Child Development, 59(1), 147-156.  
 
van Ijzendoorn, M. H., Schuengel, C., & Bakermans-Kranenburg, M. J. (1999). Disorganized 

attachment in early childhood: Meta-analysis of precursors, concomitants, and sequel. 
Development and Psychopathology, 11(2), 225-249.  

 
van Ijzendoorn, M. H., & Sagi-Schwartz, A. (2008). Cross-cultural patterns of attachment 

:Universal and contextual dimensions In J. Cassidy & P. R. Shaver (Eds.), Handbook of 
Attachment: Theory, Research, and Clinical Applications. New York The Guilford 
Press. 

 
Varese, F., Smeets, F., Drukker, M., Lieverse, R., Lataser, T., Viechtbauer, W., Read, J., van 

Os, J., & Bentall, R.P. (2012). Childhood adversities increase the risk of psychosis: A 
meta-analysis of patient-control, prospective, and cross-sectional studies. Schizophrenia 
Bulletin (in press). 

 
Volk, R. J., Steinbauer, J. R., & Cantor, S. B. (1996). Patient factors influencing variation in the 

use of preventive interventions for alcohol abuse by primary care physicians. Journal of 
Studies on Alcohol, 57(2), 203-209.  

 
Vujanovic, A. A., Marshall-Berenz, E. C., & Zvolensky, M. J. (2011). Posttraumatic stress and 

alcohol use motives: A test of the incremental and mediating role of distress tolerance. 
Journal of Cognitive Psychotherapy, 25(2), 130-141. doi: 
http://dx.doi.org/10.1891/0889-8391.25.2.130 

 
Waller, M. A. (2001). Resilience in ecosystemic context: Evolution of the concept. American 

Journal of Orthopsychiatry, 71(3), 290-297. doi:http://dx.doi.org/10.1037/0002-
9432.71.3.290 

 

http://dx.doi.org/10.1891/0889-8391.25.2.130


154 
 

Waller, G., Corstorphine, E., & Mountford, V. (2007). The role of emotional abuse in the 
eating disorders: Implications for treatment. Eating Disorders: The Journal of 
Treatment & Prevention, 15(4), 317-331. doi: 
http://dx.doi.org/10.1080/10640260701454337 

 
Wallis, P., & Steele, H. (2001). Attachment representations in adolescence: Further evidence 

from psychiatric residential settings. Attachment & Human Development, 3(3), 259-268.  
 
Wallerstein, J. S., & Lewis, J. M. (2004). The unexpected legacy of divorce: Report of a 25-

year study. Psychoanalytic Psychology, 21(3), 353-370. doi: 
http://dx.doi.org/10.1037/0736-9735.21.3.353 

 
Ward, M. J., & Carlson, E. A. (1995). Associations among adult attachment representations, 

maternal sensitivity, and infant-mother attachment in a sample of adolescent mothers. 
Child Development, 66(1), 69-79. doi: http://dx.doi.org/10.2307/1131191 

 
Ward, A., Ramsay, R., Turnbull, S., Steele, M., Steele, H., & Treasure, J. (2001). Attachment 

in anorexia nervosa: A transgenerational perspective. British Journal of Medical 
Psychology Vol 74(4) Dec 2001, 497-505.  

 
Waters, E., Weinfield, N. S., & Hamilton, C. E. (2000). The stability of attachment security 

from infancy to adolescence and early adulthood: General discussion. 
[Comment/Reply]. Child Development, 71(3), 703-706. 
doi:http://dx.doi.org/10.1111/1467-8624.00179 

 
Weiner, D. B. (1992). Philippe Pinel's "Memoir on Madness" of December 11, 1794: A 

fundamental text of modern psychiatry. The American Journal of Psychiatry, 149(6), 
725-732.  

 
Weinfield, N. S., Sroufe, L., Egeland, B., & Carlson, E. A. (2008). Individual differences in 

infant-caregiver attachment: Conceptual and empirical aspects of security. In J. Cassidy 
& P. R. Shaver (Eds.), Handbook of Attachment: Theory, Research, and Clinical 
Applications. New York: The Guilford Press. 

 
Weinfield, N. S., Sroufe, L., & Egeland, B. (2000). Attachment from infancy to early 

adulthood in a high-risk sample: Continuity, discontinuity, and their correlates. Child 
Development, 71(3), 695-702. doi:http://dx.doi.org/10.1111/1467-8624.00178 

 
Weissman, M. M., Wickramaratne, P., Nomura, Y., Warner, V., Pilowsky, D., & Verdeli, H. 

(2006). Offspring of depressed parents: 20 years later. The American Journal of 
Psychiatry, 163(6), 1001-1008. doi: http://dx.doi.org/10.1176/appi.ajp.163.6.1001 

 
Wells, G. B. (2003). Lesbians in psychotherapy: Relationship of shame and attachment style. 

Journal of Psychology & Human Sexuality, 15(2-3), 101-116. 
 
West, M., & George, C. (2002). Attachment and dysthymia: The contributions of preoccupied 

attachment and agency of self to depression in women. Attachment & Human 
Development, 4(3), 278-293.   

 
Wilkinson, R. D., & Pickett, K. (2006). Income inequality and population health: A review and 

explanation of the evidence. Social Science & Medicine, 62, 1768-1784.   

http://dx.doi.org/10.1080/10640260701454337
http://dx.doi.org/10.1037/0736-9735.21.3.353
http://dx.doi.org/10.1176/appi.ajp.163.6.1001


155 
 

 
Wilkinson, R. D., & Pickett, K. (2009). The spirit level: Why more equal societies almost 

always do better. London, United Kingdom; New York, NY: Allen Lane/Penguin 
Group UK; Bloomsbury Publishing; United Kingdom. 

 
Wilson, J., & Read, J. (2001). What prevents GPs from using outside resources for women 

experiencing depression?: A New Zealand study. Family Practice, 18(1), 84-86. doi: 
http://dx.doi.org/10.1093/fampra/18.1.84 

 
Whitfield, C. L., Dube, S. R., Felitti, V. J., & Anda, R. F. (2005). Adverse childhood 

experiences and hallucinations. Child Abuse & Neglect, 29(7), 797-810.  
 
Wood, J. J., McLeod, B. D., Sigman, M., Hwang, W.-C., & Chu, B. C. (2003). Parenting and 

childhood anxiety: Theory, empirical findings, and future directions. Journal of Child 
Psychology and Psychiatry, 44(1), 134-151.  

 
World Health Origination. (2004). Poverty reduction strategy papers: Their significance for 

health: Second synthesis report. Geneva, Switzerland: Author  
 
Wright, M. O. D., Crawford, E., & Del Castillo, D. (2009). Childhood emotional 

maltreatment and later psychological distress among college students: The mediating 
role of maladaptive schemas. Child Abuse & Neglect, 33(1), 59-68. 
doi:http://dx.doi.org/10.1016/j.chiabu.2008.12.007 

 
Wurr, C. J., & Partridge, I. M. (1996). The prevalence of a history of childhood sexual abuse in 

an acute adult inpatient population. Child Abuse & Neglect, 20(9), 867-872.  
 
Wyatt, G. E., & Peters, S. D. (1986). Issues in the definition of child sexual abuse in prevalence 

research. Child Abuse & Neglect, 10(2), 231-240. doi: http://dx.doi.org/10.1016/0145-
2134%2886%2990084-0 

 
Yates, T. M., Carlson, E. A., & Egeland, B. (2008). A prospective study of child 

maltreatment and self-injurious behavior in a community sample. Development and 
Psychopathology, 20(2), 651-671. doi:http://dx.doi.org/10.1017/S0954579408000321 

 
Young, M., Read, J., Barker-Collo, S., & Harrison, R. (2001). Evaluating and overcoming 

barriers to taking abuse histories. Professional Psychology: Research and Practice, 
32(4), 407-414.  

 
Zink, T., Klesges, L., Stevens, S., & Decker, P. (2009).The development of a Sexual Abuse 

Severity Score: Characteristics of childhood sexual abuse associated with trauma 
symptomatology, somatization, and alcohol abuse. Journal of Interpersonal Violence, 
24(3), 537-546.  

 
 
 
 
 
 
 
 

http://dx.doi.org/10.1016/0145-2134%2886%2990084-0
http://dx.doi.org/10.1016/0145-2134%2886%2990084-0

	Abstract
	Acknowledgements
	Table of Contents
	List of Tables
	CHAPTER ONE: INTRODUCTION
	The Origins of a Medicalised Approach to Mental Health
	A Move from a Medical Model to a More Psycho-Social Model

	CHAPTER TWO: LITERATURE REVIEW
	Adversity
	Childhood Adversities: Definitions, Prevalence Rates, and Effects
	Childhood sexual abuse
	Childhood physical abuse
	Childhood physical neglect
	Childhood emotional abuse
	Childhood emotional neglect
	Poverty

	Links between Adverse Childhood Experiences and Specific Disorders in Childhood
	ADHD
	Depression
	Anxiety

	Adulthood Adversities: Definitions, Prevalence Rates, and Effects
	Adult sexual abuse
	Adult physical abuse
	Adult emotional abuse


	Links between Adverse Experiences and Specific Disorders in Adulthood
	Depression
	Eating disorders
	Psychosis
	Resilience

	Theoretical Background to Attachment Theory
	Attachment Related Events
	Abuse
	Loss of caregiver
	Foster care and adoption
	Divorce and separation
	History of mental health problems in a significant attachment figure

	Childhood Mental Health and Attachment Theory
	Affective disorders
	Externalising behaviour
	Substance abuse

	Adult Mental Health and Attachment Theory
	Affective disorders
	Eating disorders
	Dissociation
	PTSD and Psychosis

	Why is it Important to Ask about Adverse Experiences in Childhood?
	Why is it Important to Ask about Attachment Related Events?
	Engagement

	Clinical Enquiry Behaviours
	Responses to Disclosures of Adverse Events
	What Prevents Clinicians From Asking About Abuse?
	Difference in Enquiry Rates Depending on Gender, Profession, Diagnosis, and Training
	Gender
	Profession
	Diagnosis
	Training

	What is the Best Recommended Practice?
	This Thesis

	CHAPTER THREE: METHOD
	Rationale for Methodology
	Procedure
	Consultation
	Ethical approval
	Development of recording instrument
	Data collection
	Data entry

	Sample
	General Information
	Demographics
	Assessment date and duration of engagement with CMHC
	Diagnosis at assessment
	Five axis DSM diagnosis
	Medication
	Risk
	Gender and profession of mental health worker

	What Mental Health Workers Recorded
	Childhood and adulthood abuse
	Previous disclosure
	Current disclosure
	Alcohol and drug abuse
	Attachment information

	Inter-Rater Reliability
	Data Analysis

	CHAPTER FOUR: RESULTS
	Sample characteristics
	Recorded Abuse and Neglect Prevalence Rates
	Overall rates
	Childhood abuse and neglect
	Adult abuse and neglect

	Enquiry Rates
	Enquiry for abuse and/or neglect
	Gender differences in abuse enquiry rates
	Differences in enquiry rates dependent on clients’ diagnosis
	Enquiry into connection between abuse and current presentation
	Enquiry into alcohol and drug use
	Enquiry into relationship with parent(s)/caregiver(s)
	Difference in enquiry rates depending on Community Mental Health Centre
	Summary of enquiry rates
	Use of standard assessment forms

	Response to Documented Abuse and Neglect
	Formulations, treatment plans, referrals, and reporting
	Recording of DSM axis four
	Reporting of criminal offences to authorities

	Rates of Recording Attachment-Related Experiences
	Prevalence rates of attachment-related experiences

	Comparisons to Previous Audit
	Demographics
	Prevalence rates
	Use of standardised assessment forms
	Inclusion of abuse/neglect history in the formulations and treatment plans
	Identified abuse/neglect history referred on for therapy
	Reporting of criminal offenses

	Case Examples
	Commendable practice
	Less than optimal practice
	Oversight of previously recorded information
	Not asked about abuse and/or neglect during the IA
	Recorded abuse/neglect not included in the formulation or treatment recommendations
	No psycho-social history recorded during the IA


	CHAPTER FIVE: DISCUSSION
	Introduction
	Limitations
	Comparison of Main Findings to Previous Literature, Particularly the 1997 New Zealand Study
	Overall prevalence rates
	Abuse and neglect prevalence rates
	Comparisons to the 1997 study


	Enquiry Rates
	Enquiry into alcohol and drug use

	Responding to Abuse Disclosures
	Formulation
	Comparisons to the 1997 study

	Treatment plans
	Comparisons to the 1997 study

	Referral for trauma-focused therapy
	Comparisons to the 1997 study

	Reporting of possible criminal offences
	Comparisons to the 1997 study


	Demographics
	Gender
	Ethnicity
	Age
	Diagnosis
	Clinicians
	Comparisons to the 1997 study

	Summary of comparison to the 1997 study

	Attachment Related Experiences
	Overall prevalence rates
	Enquiry rates

	Implications
	For clinical practice
	For future training/trainers
	For future research
	For social policy and primary prevention

	Concluding Remarks
	Appendix A
	Data collection form for proposed study at Cornwall House

	Attachment information found at any point in records (except 1st 2nd Q).
	References:


