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Abstract 

Background: Specialized mental health services for the treatment of Child Sexual Abuse (CSA) are generally expen-
sive and labour intensive. They require a trauma-informed approach that may involve multiple services and therapeu-
tic modalities, provided over the course of several months. That said, given the broad-ranging, long term negative 
sequelae of CSA, an evaluation of the cost-benefit analysis of treatment is clearly justified.

Methods: We performed a Social Return on Investment (SROI) analysis of data gathered as part of the treatment 
program at the Be Brave Ranch in Edmonton, Canada to determine the value-for-money of the services provided. 
We endeavoured to take a conservative, medium-term (5 year) perspective; this is in contrast to short term (1–2 year) 
effects, which may rapidly dissipate, or long term (15–20 year) effects, which are likely diffuse and difficult to meas-
ure. As such, our analysis was based on an average annual intake of 100 children/adolescents (60:40 split) and their 
families, followed over a five-year timeframe. Financial proxies were assigned to benefits not easily monetized, and six 
potential domains of cost savings were identified.

Results: Our analyses suggest that each dollar spent in treatment results in an average cost savings of $11.60 
(sensitivity analysis suggests range of 9.20–12.80). The largest value-for-money was identified as the domain of crisis 
prevention, via the avoidance of rare but costly events associated with the long term impacts of CSA. Somewhat 
surprisingly, savings related to the area of criminal justice were minimal, compared to other social domains analysed. 
Implications are discussed.

Conclusions: Our results support the cost effectiveness of the investment associated with specialized, evidence-
based early interventions for CSA. These approaches alleviate severe, negative outcomes associated with CSA, result-
ing in both economic savings and social benefits. These findings rest upon a number of assumptions, and generaliz-
ability of these results is therefore limited to similar programs located in comparable areas. However, the SROI ratio 
achieved in this analysis, in excess of $11:1, supports the idea that, while costly, these services more than pay for 
themselves over time.

Keywords: Social return on investment, Child sexual abuse, Child and adolescent mental health, Mental health 
treatment, Public policy
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Introduction
Childhood sexual abuse (CSA) is an adverse childhood 
experience (ACE) that represents an area of substan-
tial, growing clinical impact and associated cost, and 
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population studies of ACE scores suggest that approxi-
mately 11% of adults identify it as an adverse early event, 
which rises to 16% amongst people living in poverty [1]. 
Estimates suggest that roughly 1 in 12 men and 1 in 5 
women have experienced at least one instance of CSA [2, 
3], although local studies have suggested rates may be as 
high as 1 in 3 [4]. Understanding the true extent of the 
problem is challenging, as up to 95% of CSA incidents go 
unreported to official authorities [5].

Early life trauma can have devastating effects on brain 
development [6, 7]. It increases risk for subsequent men-
tal health problems, with 30–40% of survivors experienc-
ing major depressive disorder with suicidal thoughts [8], 
and nearly 20% experiencing panic disorder [9]. Individu-
als are also more than twice as likely to develop alcohol 
dependence [8]. These chronic issues are all associated 
with higher health costs throughout the lifespan. More-
over, these costs do not even begin to address chronic 
physical health conditions (including diabetes, cancer, 
and heart disease) which a recent meta-analysis of 37 
separate studies has identified as related to high ACE 
scores [10]. These analyses provide broader context to the 
role that early trauma plays in health. CSA also results 
in both increased social costs (higher rates of divorce, 
prostitution, unwanted pregnancy, homelessness, crimi-
nal activity, and incarceration) and economic losses (lost 
productivity, lower educational achievement, poorer job 
prospects, and problems forming stable partnerships) 
[11]. These difficulties result in markedly lower quality of 
life, with increased reports of somatization and psychiat-
ric symptoms that correlate with severity of abuse [12]. 
Accordingly, it is estimated that lifetime costs associated 
with CSA are between $75,000–280,000 USD (approxi-
mately 95,000–350,000 CAD for males and females 
respectively), and in cases ultimately resulting in suicide, 
these estimates jump to more than $1.1 million (almost 
1.4 M CAD) [13]. Together, these calculations suggest 
that effective early intervention for CSA, successfully 
mitigating these negative impacts, will produce reduced 
lifetime cost expenditures.

Program description
One evidence-based program for treatment of CSA is 
the Little Warriors Be Brave Ranch (BBR) in Alberta, 
Canada. Operating since fall 2014, the BBR provides a 
secure, remote facility where children and adolescents 
receive 200h hours of targeted, multi-modal, episodic 
treatment in a welcoming, camp-like setting (commu-
nity-based therapies, by contrast, are generally limited to 
1–2 hours per week). The program is unique in that it is 
funded entirely via donations and receives no provincial 
healthcare funding. This approach makes understanding 

value-for-money particularly critical for the success of 
this program.

Intended to be both wrap-around and holistic, the 
BBR approach includes trauma-focused cognitive behav-
ioural therapy, dialectical behavioural therapy-informed 
approaches, psychoeducation, mindfulness, art therapy, 
music therapy, animal assisted therapy, and yoga. Small 
cohorts go through treatment stages together, building 
relationship skills and trust; finding other youngsters 
who have had similar experiences also helps the individ-
ual to feel less alone and reduces the stigma and shame 
associated with CSA. Thus, the program strives not only 
to relieve distressing symptoms, but addresses the under-
lying trauma, helping teach relational skills and promot-
ing a sense of balance and perspective for the individual 
and their family. The approach has shown promising 
early outcomes, in terms of improved cognition [14] and 
symptom reduction (depression, anxiety, and PTSD) 
[15]. Beyond positive short-term effects, we posit that 
improvements in forming stable relationships, deci-
sion making, and emotional functioning have broader, 
long-term implications, resulting in reduced long-term 
societal costs. However, such programs are costly given 
relatively high expenses including both accommodations 
and human resources-intensive activities, and their value 
may be questioned from an economic perspective.

Social Return on Investment methodology
We suggest opportunities for early trauma interven-
tion can provide good value-for-money, relevant in this 
economic climate where many competing causes seek 
support. This investigation underpins a business case 
detailing potential cost savings for programs specializing 
in CSA. Yet these costs can be difficult to quantify, given 
the benefits under consideration are “social”, and there-
fore intangible. Thus, in order to estimate the economic 
cost savings of the treatment of CSA, a Social Return on 
Investment (SROI) was calculated. The SROI is an esti-
mate of cost savings obtained from a certain program 
or service, presented as a ratio of the net present value 
of benefits to investment; it follows a structured, trans-
parent approach that produces a cost estimate of pro-
gram value [16, 17]. It does this using financial proxies to 
estimate the value of benefits not easily monetized [18]. 
Hence, SROI is appropriate for evaluating complex, far-
reaching social issues such as CSA.

Somewhat surprisingly, no previous SROI studies of 
CSA treatment were located in our search of the litera-
ture nor were any identified in a 2020 systemic scoping 
review [19]. Overall, we found very few programs aimed 
at examining child or adolescent mental health more 
generally. One study looked at the potential benefits 
of involvement in a circus-arts training program [20], 
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and identified improvement in four key areas of mental 
health: self-esteem, confidence, socialisation and stress-
relief; this study estimated approximately $7 of social 
return on every dollar invested in the program. Finding 
benefits in a similar range, another study looked at the 
addition of a schoolwide music program meant to build 
social cohesion found a return of approximately £6.7:1 
[21]. Another study examined the merits of a “cancer 
camp” for children and adolescents living with cancer 
(including survivors and siblings) [22]; this study found 
only a $4 social value return for every dollar invested - 
although it should be noted that their program did not 
appear to offer any type of therapy or focus on any spe-
cific social change. Conversely, in their SROI of Chil-
dren’s Aid community schools in New York [23], in which 
two different sites were examined, the SROIs were quite 
a bit higher – between 10.3–14.8:1. More in line with 
what is provided at the BBR, those schools offered ser-
vices in four key areas: onsite or school-linked health/
mental health services; expanded learning opportunities 
(e.g. after-school and summer programs); parent educa-
tion and engagement; family support services. However, 
none of these programs focused specifically on children 
with a history of sexual trauma. Accordingly, the goal of 
this study was to use a societal perspective to calculate 
potential cost savings realized by helping children and 
adolescents who have been the survivors of sexual abuse 
using an SROI methodology.

Methods
At BBR, data is collected routinely as part of intake and 
ongoing monitoring of clinical programming. Data 
analysis for this study was approved by the University 
of Alberta Human Research Ethics Committee (Ethics 
review number: Pro00089614).

To evaluate a potential cost savings, one must deter-
mine the current budget. Exact annual costs per patient 
are difficult to calculate for a number of reasons. First, 
the BBR uses a staggered intake, meaning individuals 
enter treatment at different points in the year (cohorts); 
thus, in any given fiscal year there are some individuals 
who are just beginning treatment while others are in the 
midst of completing it. Moreover, the first round of treat-
ment is the longest and most involved, thus it is also the 
most resource-intensive. Additionally, not all individuals 
who start treatment ultimately complete the program, 
again complicating the calculation. Finally, costs for some 
individuals can vary substantially, due to factors such as 
distance (the BBR accepts patients from across Canada 
and covers all associated travel costs), and these may 
likewise change over time. That said, on average BBR’s 
costs for year-long treatment range from $15,000 CDN 
for adolescents, to $20,000 CDN for children (variance 

reflecting program differences), with all proceeds raised 
via donation. Thus, the average cost per client was esti-
mated at approximately $18,000. This amount covers 
salaries for therapists and support staff, therapy supplies, 
onsite security, meals, accommodations, and adminis-
trative costs. A breakdown of these costs (per person) 
is presented in Table 1. While over 50% of the budget is 
dedicated directly to therapy, the total program costs are 
used for this SROI calculation.

The BBR treats approximately 100 individuals annually 
(~ 60% under age 12). Thus, there is on average a 60:40 
split of children to adolescents, which reflects both ser-
vice demands and staffing; this ratio is used throughout 
the paper when discussing the proportion of individuals 
for whom any specific effect might apply.

Theory of change
Our ultimate goal is to provide a treatment program that 
will improve the mental health and well-being of pro-
gram participants and their families. This goal, however, 
rests on a few key assumptions: that participants will find 
value and meaning in the skills they learn; that provid-
ing a holistic, multimodal approach will provide the best 
chance for recovery; that parents and caregivers will 
accept the effects of treatment (which may be complex, 
and include some challenges); that participants will ulti-
mately benefit from their involvement in the program 
(compared with other possible activities).

Our analysis of how well we are able to fulfill this goal 
is based on its impacts on key stakeholders in the sys-
tem. Thus, for the purpose of this SROI, we identified the 
main stakeholders as:

• Children and adolescents – the direct recipients of 
the program, who need immediate assistance and 
may require help transitioning to adult responsibili-
ties

Table 1 Estimated average program costs (per person)

Child Program Adolescent Program

Staff salaries $15,414.69 $12,686.82

Contract therapists $958.80 $601.67

Therapy supplies $167.37 $203.07

Insurance $804.44 $487.15

Travel costs $78.43 $18.13

Meals/snacks $360.07 $221.52

Utilities and telephone $654.93 $396.61

Repairs and maintenance $256.59 $155.39

Onsite security $1598.24 $967.87

Total $20,213.56 $15,738.23
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• Family members – changes in the children receiv-
ing therapy will impact the home environment, while 
a requirement of participating in the program is 
broader family support

• School system – changes in the behaviour of the 
children ultimately affect the school community and 
their ability to function within this social network

• Criminal justice system – may need to become 
involved if problem behaviours escalate to the level of 
criminality

• Health and crisis prevention systems – may need to 
deal with both acute (critical incident follow up) and 
chronic health conditions associated with poor men-
tal health

A societal perspective was taken in performing the 
analysis, inclusive of the stakeholders described above. 
To better understand the overall distribution of where 
the cost savings might be found and to capture which 
specific systems housed our stakeholder groups, an 
impact inventory was constructed to help evaluate the 
findings. Development of an impact inventory was one 
of the recommendations put forth for the reporting of 

cost-effectiveness analysis by the White Rose university 
consortium, to ensure that all potential consequences of 
an intervention are considered “regularly and compre-
hensively” [24]. This information is presented in Fig. 1.

Monetizing outcomes
The SROI process first requires finding a proxy value for 
each presumed outcome under investigation. For exam-
ple, one might assign a dollar value to “mental health” by 
calculating savings of fewer therapy visits per year. Out-
comes were initially identified via a review of the litera-
ture and decided via team consensus. They were further 
confirmed via stakeholder discussions (described else-
where) in which parents and caregivers communicated 
their experiences with the program. Approximately half 
our proxy values were obtained from the SROI Can-
ada Proxy List, as assembled by the SiMPACT Strategy 
Group [25]; another quarter were obtained from the 
online Edmonton Financial Proxies list [26], and the rest 
in published research. Where necessary, present-day val-
ues were obtained using the Bank of Canada inflation 
calculator [27]. A complete list of indicators and their 
associated financial proxies is presented in Table 1.

Fig. 1 Impact inventory displaying areas of potential cost savings broken down by social domain. 1Health System impacts are limited to chronic 
conditions, as acute costs are presumed to be covered under Crisis Prevention Services, which may not be limited to health (e.g., emergency 
response by police services)
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These values were then multiplied by a weighting repre-
senting the proportion of individuals potentially affected. 
In our case, calculations applied either to children (60% 
of our population), adolescents (40%), or families as a 
whole (100%); see Table  2. For example, improvements 
in the ability to find a job post-graduation were limited 
to adolescents. Thus, proportion values specifically refer 
to the percentage of individuals within the program to 
whom the effect would apply.

Next, probability values were applied, to reflect the 
relative risk of an individual experiencing said event. 
To consider a concrete example of this, while it would 
be predicted that some of the adolescents getting a job 
might need to receive short term disability benefits, this 
would only be a limited number of individuals – not the 
entire group. Clinical insight from a core team (includ-
ing the Clinical Director of the BBR and the Director 
of the Scientific Advisory Committee) regarding previ-
ous rates were used to estimate probability values for 
commonplace events (e.g., the proportion of individu-
als attending therapy sessions). These were ultimately 
decided via team consensus, and informed by the battery 
of mental health questionnaires completed by applicants 
their parents upon entry to the program (described in 
Reeson et  al., 2019 [15]). The general approach to this 
process was to generate a range of probabilities for any 
given event, debating the merits of the argument for or 
against a given estimate, and decreasing the value until all 
the group members agreed the new value was defensible. 
In this way, we tried to ensure that our estimates were 
inherently conservative (i.e., not guided by any extreme 
opinion). However, some events could be classed as rare-
but-costly, but also highly noteworthy – making them 
prey to the availability heuristic (e.g., teen prostitution; 
teen pregnancy; completed suicide). To ensure we did 
not overestimate their occurrence, these were calculated 
using a combination of overall prevalence data, taking 
into account predicted rate elevations due to the chil-
dren’s trauma histories (assessed via clinician interviews 
during intake), to determine the approximate probability 
of yearly incidence, as per the following equation [28].

Relationship between incidence and prevalence:

where P = affected proportion of the population and 
(1-P) is the proportion without it, IR = incidence rate, 
and Avg. Duration = average time that people have the 
condition (from diagnosis to cure/death).

These figures were then multiplied by the presumed 
duration (in years) during which the outcome in ques-
tion is in effect. In this study, we utilized a 5-year time 
window, for the following reasons. First, most SROIs 
use a 5-year period, enabling more direct comparisons 

(1)P/(1− P) = IR x Avg.Duration

between studies [29–31]. Second, this window allows us 
to average out effects which may be greater during the 
first year (e.g., direct effects of therapy on family disrup-
tion) but may dissipate towards year five, presenting a 
more realistic estimate for an annual cost savings. Finally, 
it represents a conservative estimate, as some therapeu-
tic effects potentially last decades (e.g., new skills that 
grow and reinforce themselves over time as one begins to 
adopt them as habits). Exceptions for the 5-year duration 
were made for effects that were specifically limited to the 
course of the treatment (which lasts one year), such as 
site visits, or those deemed unlikely to happen during the 
year the child was receiving therapy (e.g., incarceration); 
see Table 1.

Resultant values were then systematically reduced by 
several factors, which help account for potential devalu-
ation. For example, certain changes experienced by the 
stakeholders might have “happened anyway”, while others 
naturally decrease over time. These are detailed below.

Attribution effects (effects that might be otherwise 
addressed by other providers) were systematically 
applied, with specialized care assumed to have more 
weight than generalized services. We assumed these 
effects would be limited to 20% maximum, since even 
mental health may not routinely provide services spe-
cific to a history of CSA. For instance, intake procedures 
may not adequately screen for adverse childhood events 
(ACEs) like CSA, and so may inadvertently put the child 
in  situations which could be perceived as threatening 
given their history. They might ask the child to reveal 
information unknown to other family members that puts 
them at greater risk or ask sensitive questions in front of 
those involved in the abuse. Alternately, they may pro-
vide therapeutic modalities not adequately sensitive to 
the needs of a CSA victim. In all these cases, retrauma-
tization is possible. For providers less versed in mental 
health, these missteps would be expected to be more 
severe, and they would likely ask even less information 
regarding the individual’s ACE history. Hence, for the 
different groups of service providers, attribution effects 
were modeled as follows:

Family and social services 20%

Addictions and mental health 20%

Other health system providers 15%

Education 10%

Criminal justice 10%

Employment 10%

Housing 10%

A one-way sensitivity analysis was performed to test 
these assumptions. Specifically, projected figures for each 
category were both halved and doubled to examine the 
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effects if other providers were able to meet the needs of 
our population more or less effectively than predicted. 
The SROI ratio was recalculated with these changes to 
determine both a conservative and a comprehensive 
estimate.

Deadweight, the amount of change that we believe 
“would have occurred anyway” (in the absence of the 
program) as a result of larger societal trends, was calcu-
lated with rates between 5 and 20%. Policing and criminal 
justice were given higher valuations (20%) to reflect the 
current “tough on crime” zeitgeist, while educational and 
health interventions were given lower values (5%) due to 
current lower levels of political support. Sexual abuse, 
prostitution and unwanted pregnancy were also given 
this valuation, due to their societal stigma. Mental health 
and addictions were given slightly higher values (10%) 
reflecting increased media exposure in recent years. All 
others were given 8% as an intermediate value.

We assumed treatment would not create negative 
effects elsewhere; thus, displacement was set at 0%, with 
a few specific exceptions. In terms of family problems, 
displacement was set at 20%, as it was hypothesized that 
improved patient functioning could, theoretically, lead 
to higher rates of family dysfunction. In these cases, 
improvement in the family member receiving treatment 
affects family dynamics in destabilizing ways, due to the 
other member’s own unresolved conflicts. This can cause 
an individual making therapeutic progress to be sabo-
taged in an effort to maintain a maladaptive, but predict-
able, home life [32]. Our 20% estimate predicts this kind 
of effect might be seen in 1 out of every 5 families. Addi-
tionally, recognizing that BBR is at a remote site, which 
creates complexities both in terms of travel and potential 
time from work to attend meetings which would likely 
not be there for regular outpatient visits, a 10% displace-
ment cost was applied in these areas. Finally, we set dis-
placement to 50% for adolescents. While not reflecting 
displacement per se, we wanted to capture the possibil-
ity that effective treatment could lead to higher use of 
mental health services; we predict that 1 in every 2 of the 
individuals in our program would want to continue ther-
apy elsewhere, counterintuitively leading to increased 
costs to the healthcare system.

A 10% annual drop-off rate was assumed, to maintain 
consistency across measures. This figure was deemed 
reasonably conservative, as there may in fact be an 
increase in some therapeutic gains over time (e.g., with 
increased maturity, and a growing appreciation for new 
skills).

Finally, the value of change in future years was adjusted 
for estimated rates of future inflation (3% per annum), 
and a discount rate (5%) was applied to reflect future 
values in today’s terms. Finally, the total benefit over the 

five-year period was divided by the program cost to yield 
the SROI ratio.

Results
The results of the SROI analysis for suggests that each 
dollar spent in CSA treatment results in an average cost 
savings of $11.60, over 5 years. Subtracting BBR treat-
ment costs from total savings, the program produced a 
total average cost savings (net present value) per child of 
$192,197. The one-way sensitivity analysis, which exam-
ined plausible changes such as increasing (doubling) or 
decreasing (halving) each category of service provision 
replacing our services suggested that the SROI ratio 
would fall between 9.20–12.80.

We also wanted to better understand in which areas the 
majority of these savings were derived. In developing the 
impact inventory, we identified 6 key domains likely to 
experience cost savings via the program:

• Families: increased productivity and reduced time 
lost dealing with behavioural issues and treatment 
seeking; lower costs associated with discord in the 
household

• School system: reduced assessment and diagno-
sis costs, and associated behavioural management; 
improved academics as well as opportunity costs of 
not completing school

• Chronic health conditions: reduced risk of long-term 
health effects related to childhood trauma, including 
addictions and mental health; better life choices with 
long-term health implications (e.g., STDs associated 
with high-risk sexual behaviour)

• Crisis prevention: health savings from decreased risk 
of self-harm/suicide; lower associated social services 
costs and emergency services savings from police and 
ambulance

• Criminal justice system: decreased risk of deviant 
coping behaviours, such as drug use and prostitu-
tion, resulting in fewer cases before the courts; lower 
chances of incarceration

• Successful transition to adulthood: reduced costs 
associated with societal integration, such as finding 
and maintaining a stable home, family, and employ-
ment; decreased risk of another sexual assault/preg-
nancy, due to improved risk awareness, better coping 
skills, and self-care

An analysis of the overall SROI ratio related to these 
groupings suggested that the domain of crisis prevention, 
related to decreased risk of self-harm and suicide preven-
tion, produced the majority (53%) of the costs savings for 
this population. Costs for chronic health conditions and 
transitioning to adulthood each contributed roughly 15% 
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of the cost savings. Together, impacts on the family and 
school system accounted for another 15%, while criminal 
justice only contributed ~ 1.5%. The relative cost savings 
attributed to the 6 social domains are presented in Fig. 2.

Discussion
The BBR provides wraparound, therapeutic services to 
approximately 100 young survivors of CSA annually, 
housed onsite for 4 multi-week periods over the course of 
a year. Given the average cost for an individual receiving 
services at the BBR is estimated at $18,000, the average 
cost savings (total present value calculated) at the end of 
5 years is $210,197 per child. The management of trauma 
due to CSA affected a number of domains and produced 
an SROI ratio of approximately 11.6:1. However, savings 
varied greatly between these domains.

Crisis prevention had the largest impact in terms of 
return on investment, with over 50% of the total value 
created. This mainly reflects the relatively disproportion-
ate cost savings associated with averting even one sui-
cide. Even in cases where suicide is not completed, higher 
costs associated with both mental health and addic-
tions would be anticipated in the absence of treatment. 

The BBR program has, as one major focus, dealing with 
emotional dysregulation, with clients showing significant 
decreases in symptomatology after even the first round of 
treatment [15].

Another disproportionate impact is potential savings 
from a healthier lifestyle and improved coping skills, less-
ening the odds of sexual revictimization. This is a cred-
ible risk, as the National Center for Injury Prevention and 
Control has estimated that over 1/3 of women (35.2%) 
raped as a child experienced another rape in adulthood, 
double that of women who had not been raped (14%) 
[33]. Costs associated with even one such event are sub-
stantial; jury awards for pain and suffering associated 
with sexual assault exceed $100,000 in today’s dollars 
[34]. That therapy is likely to reduce this probability is 
supported by research suggesting that PTSD symptom-
atology per se appears to increase one’s risk of a subse-
quent attack [35, 36].

Similarly, prostitution carries not only costs for the 
criminal justice system (e.g. court costs and money laun-
dering), but also health implications (increased risk of 
STDs, including HIV/AIDS), higher rates of unwanted 
pregnancy, and costs from increased risks of violence 

Fig. 2 Total cost savings attributed to the treatment of CSA, as broken down by social domain
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and/or addictions. Thus, while the odds of child from 
BBR entering prostitution are low (we estimated 0.65%), 
potential costs can be substantial.

However, these rare-but-costly events can and should 
not displace more routine costs associated with dealing 
with CSA on a daily basis, such as time spent by families 
in seeking out and consulting with specialists; struggles 
with educational/vocational achievement; and increased 
life stress. While the magnitude of these costs is much 
lower, they exact an ongoing toll on individuals and fami-
lies. They may also be longer lasting and harder to miti-
gate. The BBR program employs a dyadic/familial focus 
for these reasons.

The fact that two areas of cost savings – transition to 
adulthood and chronic health conditions – both reflect 
longer-term impacts of CSA supports the notion that 
early treatment carries wide-ranging benefits for health 
and functioning. Meanwhile, influences on family and 
school functioning “right now” show relatively fewer 
effects. As per our earlier discussion about family func-
tioning, this is not meant to imply that these areas are not 
of critical importance, simply that our means for measur-
ing their impact (i.e., via proxy measures) are limited.

More surprising was the fact that effects on the crimi-
nal justice system were so minimal compared to the other 
social domains. This likely reflects the fact that, while 
there are potential negative effects in the criminal justice 
system related to a history of sexual abuse [37], most CSA 
victims do not turn to illegal methods to cope, or receive 
help via other systems (social supports and healthcare) in 
lieu of criminal justice, moderating direct impacts in this 
area.

There is reason to believe that many of the costs 
determined in this analysis are actually underestimates. 
For example, it is not unreasonable to suggest that 
health effects related to the ongoing stress of having an 
untreated child could result in health consequences 
for the parent or caregiver (e.g. chronic inflammation, 
hypertension, or cardiovascular problems). As another 
example, costs presented for foster care are related only 
to the per diem granted to a family to cover basic costs 
for caring for a child, however other allowable expenses 
(e.g., transportation, recreation, and additional supports) 
are also covered as required. In both of these situations, 
costs were limited to those that seemed the most moder-
ate and defensible.

The SROI analysis provides a useful tool in exploring 
where social systems benefit from CSA treatment, how-
ever, it is difficult to link any specific therapeutic activity 
to a given effect. We attempted to calculate the over-
all effect of our services on both tangible measures and 
intangible social benefits. However, our recommendation 
would be not to focus on the final SROI ratio, but to use 

the information regarding domain allocations to inform 
both policy and practice.

Limitations
Limitations of this study primarily reflect assumptions 
associated with the SROI process, such as the probabil-
ity of an event occurring and hypothesized reactions to 
that event. As with most prevention studies, one of the 
main difficulties is the measurement of events that did 
not happen. Thus, for example, the evaluation of cost 
savings of a pregnancy that did not occur is predicated 
on everything from historical precedent, to local rates of 
teen pregnancy, to clinical observation, to the accuracy of 
expert opinions – in the end, the calculation of an exact 
figure relies upon the accuracy of these assumptions.

To this end, it must also be noted that this report was 
developed by members of the Research and Evaluation 
team at the BBR, which represent a potential conflict of 
interest and could call into question the objectivity of 
its conclusions. While every measure has been taken to 
ensure that our estimates were conservative and arrived 
at via consensus, it remains possible that our biases 
towards the inherent success of this program have col-
oured some of our predictions regarding probabilities 
of improvement related to program participation. This, 
in some sense, is a risk inherent to the SROI process, in 
which most often it is individuals conducting the SROI 
who are trying to catalogue potential value created by 
the program, and so have some measure of investment in 
the findings. Another issue is proxy attributions, which 
are inexact, may change over time, and are necessarily 
specific to the context in which the study is performed. 
There are numerous ways to measure cost savings, not 
all of which are available or obvious. As LeTourneau 
and colleagues observed [13], given such dissimilarities, 
including different methods in calculation, direct com-
parisons between SROI studies remain problematic. As 
such, our numbers may be generalizable only to Canada 
and similar environments.

It is also worth noting that some benefits and trade-offs 
likely interact with one another. For instance, one averted 
suicide attempt equals less time in hospital now and 
lower healthcare costs for psychological treatment later. 
But at the same time, other costs could shift upwards, 
because education and justice costs would actually 
decrease following a completed suicide. These so-called 
“knock-off effects” are nearly impossible to accurately 
predict, and so are effectively absent from our estimates, 
although the reader should be cognizant of them.

It should be kept in mind that the presumed impacts of 
this study were limited to a 5-year timeframe, presenting 
challenges in that it may both over- or under-represent 
some important effects. It is possible that most of the 
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therapeutic benefits occur in the first year following ther-
apy, and may be either forgotten or subsumed by other 
life habits after that. On the other hand, new coping and 
self-care skills may shift the lifetime trajectory with long-
term benefits. 5 years was deemed to represent a fair 
compromise. However, this assumption does carry con-
sequences for interpretation, since children in the lower 
age range would be just reaching adolescence by the end 
of that period, while the oldest would have reached early 
adulthood. The difference between the presumed life 
experiences of these groups is potentially vast. Moreover, 
it is also possible that medium- (3–5 year) and long-term 
(10–15 year) follow up could reveal a pattern of both 
improvements in some areas, but diminishing effects 
in others. Future research will attempt to explore this 
complex subject. Finally, it is difficult to compare differ-
ent CSA treatment programs and approaches. The BBR 
utilizes an integrated model incorporating a variety of 
evidence-based treatment philosophies and approaches, 
with repeated treatment episodes over the course of a 
year. By comparison, other facilities treating CSA may 
focus only on individual or group therapy, or therapy 
plus medication [38]. While it is difficult to pinpoint how 
any given therapy relates to a specific outcome, this also 
means that treatment at BBR, while more expensive, is 
potentially more cost effective than less holistic therapies.

Conclusion
In a healthcare space marked by competition for limited 
budgetary resources, it is crucial to determine the return 
on investment of services for CSA - a condition which 
is often hidden and neglected in terms of both funding 
and priority. It has been observed that “changing the con-
versation from cost to value (impact) will offer greater 
insight into the real value of healthcare programs and 
the differences they make” [22]. Accordingly, our results 
support the need for specialized, evidence-based ser-
vices for survivors of CSA, and highlight the cost effec-
tiveness of this approach. Our ability to intervene early 
in development, potentially alleviating the outcomes of 
severe, costly, negative events, provides a good prospect 
for savings in terms of both monetary cost and emotional 
toll. Given the relatively high SROI achieved (in excess of 
11:1), it seems clear that although these services appear 
“expensive” the cost savings more than offset the invest-
ment. Moreover, funding reallocations may assist with 
their implementation, representing a strong opportu-
nity for governments to achieve value-for-money. This is 
essential for problems as widespread and far-reaching as 
CSA. We submit finding an SROI ratio for the treatment 
of CSA represents an important step for advocacy efforts 
worldwide.
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