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19 The role of the health system

Introduction

This chapter explores the role of the health system in identifying and responding to family violence.
Many people told the Commission that health professionals such as general practitioners; antenatal,
maternal and child health nurses; as well as specialist health services, such as mental health and drug
and alcohol services, are in a unique position to identify family violence and to intervene early.

Research suggests that women who experience family violence use health services more often than others,
and that family violence and intimate partner violence is linked to poor physical and mental health outcomes
for victims. Not all victims of family violence are able to, or choose to seek assistance from a specialist family
violence service. Many will disclose violence or sexual assault to a trusted health professional in the context
of seeking care for themselves or their children. Therefore, it is critical that health workers are able to
respond and help victims to obtain the services they need.

This chapter begins with a discussion about the capacity of the health system to undertake effective
identification and ‘screening’—the process that seeks to identify people who may be victims of violence or
abuse—and how this differs from risk assessment processes. It also describes some of the screening tools
used within the health sector.

The chapter then explores current health responses to family violence. The Commission heard particularly
about the work of hospitals, general practitioners, maternal and child health nurses, drug and alcohol
workers, mental health professionals, Aboriginal health services and community health centres. Women'’s
health services were acknowledged by many as having played a substantial role in family violence reform
in Victoria, both in relation to primary prevention and response. Opportunities for a range of health
professionals to strengthen and extend responses to family violence were identified; including dentists,
ambulance workers and pharmacists.

The Commission heard that while there are pockets of good practice and innovation in identifying and
responding to family violence within parts of the health service system; there is a lack of cohesion and
consistency as a whole. A common theme in evidence before the Commission was the need for health
services to be better coordinated in order to guarantee a standard of response to all victims of family
violence, wherever they access the health system.

This chapter describes some common impediments to health practitioners being proactive in addressing
family violence. These included a lack of time or resources to identify and respond to family violence and
inadequate referral options. The absence of a safe and private space for consultation can also impede
patients’ disclosures. At a system-level, the Commission heard of fragmentation between service providers,
which is compromising effective referral pathways and coordinated responses.

The Commission also heard of the importance of workforce training and development to assist health
workers to identify and respond to family violence with confidence. The Commission makes a range of
recommendations designed to strengthen the health system’s ability to detect and act on family violence
disclosures from patients. This includes increasing training and development of the workforce, improved
screening and risk assessment processes and developing initiatives to facilitate a more joined-up approach
to ensure victims of family violence are able to receive the help they need, regardless of where they enter
the health system. Leadership, at policy, government and clinical practice levels, is considered essential

to promote awareness and change.

The effects of family violence on the physical and mental health of women, children and other victims
are discussed in more detail in Chapters 2, 10 and 20.
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Note that the Commission uses the term ‘mental illness’ in this report because it is commonly used in the
community; it recognises that some people prefer the term ‘mental health disability’ or ‘mental ill-health’.
The Commission recognises, too, that other terms, such as ‘psychosocial disability’, might be preferred by
people with disabilities.

Context and current practice

Health professionals have a powerful role in responding to family violence.

An empathic response from a trusted doctor, nurse, midwife or other care provider that
emphasises the perpetrator’s responsibility, reinforces a woman'’s entitlement to a healthy
relationship, encourages her to believe that a better life is possible, offers a range of
options and respects her decisions is an important step in breaking down the sense of
isolation that leaves women and children vulnerable to serious harm. These interventions
have the potential to be empowering, may contribute to enhanced health outcomes and
are potentially lifesaving.!

The Commission heard the importance of health practitioners developing an understanding of the experience
of family violence victims. The quality of response a victim receives from a health service is likely to significantly
influence how she manages risk and her pathways out of violence. The Salvation Army stated in its submission:
‘It takes a lot of courage to disclose family violence and a poor response can reinforce the belief that no one
will believe her if she says anything or that there is no help available!? According to World Health Organization
guidelines, an effective response from health practitioners requires them to understand the dynamics of
family violence and how it affects victims.

The critical role that the health system and health care providers can play in terms of
identification, assessment, treatment, crisis intervention, documentation, referral and
follow up, is poorly understood or accepted within the national health programmes
and policies of various countries.®

In some cases, a woman'’s engagement with health services is not in direct response to the family violence
she is experiencing, but rather in relation to the effects of the violence: ‘[I] called Lifeline after feeling suicidal
after 13 years of abuse, | was taken to hospital and introduced to a social worker there’*

The Commission also heard that family violence has serious and detrimental effects on victims’ health and
wellbeing. Women experiencing family violence use health and medical services more frequently than
others because of increased rates of physical health issues that result from the violence.® A 2004 report
from VicHealth, the Victorian Health Promotion Foundation, found that women also present to health
practitioners with a range of other health problems, including stress, anxiety, depression, panic disorders,
suicidal behaviour, poor self-esteem, and post-traumatic stress disorders. Research shows that women
who have experienced intimate partner violence are almost twice as likely to experience depression and
to abuse alcohol.”

The evidence shows that barriers to victims of family violence who are seeking assistance and help are
substantial. Victims can become isolated from social supports, as a consequence of a perpetrator’s pattern
of controlling behaviour, and are often overwhelmed by the financial, housing, social and other ramifications
of having to separate from the perpetrator. Living in regional and rural environments can create additional
barriers, through increased isolation, and influences the pattern of how women seek help.®
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Impact of intimate partner violence on the burden of disease

A forthcoming State of Knowledge paper from ANROWS (Australia’s National Research Organisation
for Women's Safety), reviews the findings from literature that investigates the causal evidence
on the health outcomes for women who experience intimate partner violence. A second paper in
the same series, due later in 2016, will detail the estimated disease burden attributable to intimate
partner violence.’

Intimate partner violence has been included as a risk factor in previous global and Australian burden
of disease analysis, with the first estimate developed by VicHealth, in 2004.* This analysis found
that intimate partner violence was responsible for more preventable ill-health and premature death
in Victorian women under the age of 45 than any other of the well-known risk factors, including high
blood pressure, obesity and smoking.*

Findings from the forthcoming ANROWS 2016 review, consistent with those found in previous
Australian and international burden of disease studies, indicate that there is strong evidence of
increased risk due to exposure to intimate partner violence for depression, termination of pregnancy
(including miscarriage) and homicide. There is also evidence of possible increased risk for anxiety,
premature birth and low birthweight, cardiovascular conditions and self-harm.

The paper also comments on the limitations of current data about the prevalence of violence
experienced by Aboriginal and Torres Strait Islander women. It also highlights the need for further
research in the health outcomes from intimate partner violence for women with disabilities, as well
as refugee and migrant women."?

The paper confirms current knowledge about the serious and significant impacts of intimate partner
violence on women'’s (and children’s) health and wellbeing.” It reinforces the importance of primary
prevention efforts, and will provide a resource for policy and program development and service
planning. In addition, the 2004 VicHealth report highlighted that:

> intimate partner violence warrants attention alongside that of other well established diseases
and risk factors, such as high blood pressure, cholesterol and obesity

> given that intimate partner violence is implicated in the burden associated with other major public
health problems (such as mental health, alcohol and substance abuse), substantial health gains
could be made in these areas by attending to the incidence of violence.*

Identification and screening for family violence

Screening to identify whether a person may be a victim of family violence is the first step to triggering

a supportive response.” One process that aims to promote identification of family violence is screening.
The Australian Institute of Health and Welfare has defined screening as a process by which an organisation
or professional attempts to identify victims of violence or abuse in order to offer interventions that can lead
to beneficial outcomes.*

Generally, when screening for family violence, a patient is asked a series of questions that seek to determine
if they are experiencing, or are at risk of family violence."”

Screening can be:

> universal or routine—where all people attending a service are asked a standard set of questions,
regardless of whether there is a suspicion of violence.

> targeted—where people are asked questions to determine whether they have been exposed to violence,
or are at risk of it, based on a professional’s judgement that indicators of family violence are present.*®
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Screening is different from a ‘risk assessment’, which involves identifying the presence of risk factors
and determining the likelihood, consequence and timing of a violent event.” We discuss risk assessment
in Chapter 6.

Definition of terms

Universal services

Health services are universal, in the sense that they are available to all. These include the hospitals
and the broader health system, general practitioners, schools, and early years’ services.

Universal platforms are the sort of services that every child and every family
has access to. Australia and Victoria are lucky that we have an accessible high
quality system. So we are talking about maternal and child health nurses, child
care, preschools, schools, GPs. These are non-stigmatising universal platforms
that everybody has access to. Nobody, theoretically, is barred from access to
any of these services by virtue of money or any other reason. That’s what |
mean by universal services.”

Screening

Screening is the first point in the intake process where a history of family violence, or the risk of it,
may be detected.

Risk assessment

Risk assessment is the process of identifying the presence of a risk factor and determining the likelihood
of an adverse event, its consequence and its timing.?* In family violence, risk and safety for the victim
is determined by considering the range of factors that affect the likelihood and severity of future
violence. If a woman screens positively for family violence, the screening assessment is used to
identify resources and referrals most appropriate to her circumstances. It is an essential pre-requisite
to comprehensive risk assessment.

The Commission was told that the current practice for health services in Victoria is targeted screening
for family violence, except in antenatal care and child and family health services, where routine screening is
recommended.? The Department of Health and Human Services’ Postnatal Care Guidelines for Victorian Health
Services state that health services should undertake a comprehensive assessment of factors that may impact
on the health and wellbeing of women and their families, and that this assessment should be initiated during
the antenatal care period.” These guidelines also state that health services must establish and maintain
effective linkages with other services and must ensure Maternal and Child Health Services (MCH) are
appropriately notified of women who are vulnerable or disadvantaged or who have high needs.*

Communication between a woman and health and other professionals is supported by the Victorian
Maternity Record, which is designed to provide pregnant women with a uniform printed record of their
pregnancy care and progress.” Victorian policy states that it is aligned with the National Evidence-Based
Antenatal Care Guidelines developed by the Commonwealth Government.?

Victoria has had the Family Violence Risk Assessment and Risk Management Framework (also known as
the Common Risk Assessment Framework, or CRAF) in place since 2007.”” The CRAF provides guidance on
identifying family violence for both family violence and non-family violence practitioners (such as health
sector practitioners). The CRAF is discussed in detail in Chapter 6. The CRAF does not advocate universal
screening, and is instead focused on the provision of training, tools and organisational support to build
understanding of family violence and risk indicators.?®
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In addition, the protocol Continuity of Care: A communication protocol for Victorian public maternity services and
the Maternal and Child Health Service (2004) is currently being updated jointly by DHHS and the Department
of Education and Training. A draft was released for public consideration in June 2015 with

a view to finalising the protocol in 2015-16.%

Debate on the merits of universal screening

Research considered by the Commission shows that there has been significant debate about the value of
asking all women who are consulting health care providers about intimate partner violence. In general, studies
have shown that universal screening of all women regarding partner violence increases the identification

of family violence, but does not show a reduction in violence, nor any notable benefit to women'’s health.*
Based on these findings, the World Health Organization (WHO) Clinical Guidelines for responding to intimate
partner violence recommends that routine screening in health care encounters should not be implemented,*
although it may be appropriate in particular circumstances.

However, the WHO Guidelines also highlight that in particular health care settings (such as antenatal care,
HIV testing and mental health settings), routine enquiry could be considered given the established risk
factors relating to family violence, and the greater opportunities for follow-up.* The UK National Institute
for Health and Care Excellence also recommends routine screening of adults in postnatal and reproductive
health settings and in children’s services.*

New South Wales requires routine screening for family violence to be undertaken in the four target programs
of antenatal, early childhood health, mental health, and alcohol and other drugs services. The Policy and
Procedures for Identifying and Responding to Domestic Violence (NSW Health) has been in place since 2003.*
Of the 15,078 women screened across all programs between 1 and 30 November 2011, 6.1 per cent (n=924)
were identified as having experienced family violence in the previous 12 months.*

In its recent report on screening for family violence during pregnancy the Australian Institute of Health
and Welfare states that screening has minimal adverse effects on victims of family violence, and that:

Even if women choose not to accept help, the delivery of screening questions by trained
workers can break the silence, reduce isolation, increase the sense of support and send a
message that the abuse is wrong, that it can adversely affect a woman’s health and that
something can be done.*

The report notes that screening can also benefit workplace development by increasing awareness of
and responsiveness to family violence within the workforce conducting the screening.”

The New Zealand Ministry of Health’s Family Violence Intervention Guidelines on Child and Partner Abuse
recommend routine screening for all females aged 16 years and over.*® Where there are child protection
concerns identified, the female caregiver is also asked about intimate partner violence.* Most states in the
United States have routine screening in emergency departments.”® The US Department of Health and Human
Services and the American College of Obstetricians and Gynaecologists recommend routine screening for all
pregnant women at the first prenatal visit, at least once per trimester, and at the post-partum check-up.*

Screening tools and guidance

The Victorian Government currently has a screening tool within the primary health sector that includes family
violence questions. The Service Coordination Tool Templates (SCTT) 2012 include a single page screener

for health and social needs that asks ‘Have you felt afraid of someone who hurts you or controls you?'*

The service provider is then sent to a safety module that has further questions including about children
experiencing the parental abuse and whether the person has made a safety plan. The SCTT tool is discussed
further below.
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In 2009 the Commonwealth Government funded the development of the Common Approach to Assessment,
Referral and Support by the Australian Research Alliance for Children and Youth.** The CAARS approach, also
known as ‘The Common Approach’ was developed for use in multiple frontline settings, including health, to
identify the needs of vulnerable families. The resource kit includes questions about safety and abuse, and
professional guidance on conversation prompts for children, youth and parents. Professor Kelsey Hegarty, a
general practitioner and Professor of General Practice at the University of Melbourne who currently leads an
‘Abuse and violence in primary care’ research program, noted in her evidence to the Commission, that the kit
was evaluated positively across several health sites, which found that it can be used flexibly by practitioners.*
She noted, however, that further implementation requires practitioner coaching to use the tools.

Victorian health service responses to family violence

The following section discusses evidence, submissions and research the Commission considered about
responses to family violence across many services in the Victorian health sector, including responses by
general practitioners, hospitals, mental health and drug and alcohol services, ambulance services, women'’s
health services and Aboriginal community controlled health services. Other health services and sector
partnerships are discussed at the end of this section.

General practitioners

Research suggests that women experiencing family violence use health services more often because of the
emotional and physical health impacts of violence. A study undertaken in Queensland estimated that up to
five women per week experiencing family violence attend a general medical practice.” The Salvation Army
submitted that when women seeking its services were asked if they had ever spoken about family violence
with a mainstream service provider, their most common response was that they had approached their GP.*¢

... general practice is a setting where persons experiencing physical and mental health
treatment for injuries and illnesses resulting from family violence and where disclosures
about exposure to family violence are frequently made. These and other health services
serve as an important pathway for referral to specialist family violence support services.
It is vital that general practitioners are equipped to identify symptoms of family violence,
assess risk, and provide advice about referrals to specialist services and in what
circumstances legal intervention is required ...*”

As well as treating the physical and emotional injuries of family violence, GPs can support women to
understand and identify what they are experiencing as family violence. General practitioners can also
act as an important referral point into other support services.

Australian research shows that approximately one-third of abused women disclose abuse to their general
practitioner and at least 80 per cent of women experiencing abuse seek help at some point from health
services, usually general practice.”® However only one in 10 abused women is directly asked about family
violence by their GP.*

The Commission heard from a number of women about the significant role GPs can play in responding
to violence:

For the first time | told someone else - a wonderful female doctor. She used the right
words to snap me out of all those years of denial when she said about the compressed
fracture of my left cheekbone - this is criminal violence, if a stranger did this to you,
you would tell the police and have them charged.”
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The Commission also heard that women can receive a less than satisfactory response when they disclose
violence to their GP, including not being believed or having the violence minimised:

The first time | saw my doctor about the abuse | was concerned my skull had been
fractured after being repeatedly punched in the head, | told my doctor what had
happened, that my head felt flat in the area where | had been punched, and | experienced
headaches consistently for weeks afterwards. The doctor | saw dismissed my concerns,
told me skulls were hard to break, | could get an MRI if | really wanted to though.

| was not given any advice or support regarding the abuse, | felt belittled and dismissed.
This was approximately 3 months before my former husband attempted to stab me.*

Why don’t the doctors pick up the signs? They never have the guts to go above and beyond
and report. They have to, but they don’t. Dentists and doctors should be the first port of
call. People need to know how to respond. You need to prompt a woman - we need to
educate the GPs, the nurses, the dentists. Teachers would always report so what makes

it different.>

Organisational stakeholders also identified challenges in engaging with GPs around family violence.
One organisation informed the Commission that a client who disclosed family violence to their GP was
told to ‘go home, see what happens, and come back in a month if there is still a problem’.>® In its submission,
Victorian Primary Care Partnerships stated that ‘GPs are often unaware of the broader service system and
are ill equipped to assess family violence risks’>*

Programs and initiatives to assist GPs to recognise and respond to family violence

The role played by health care professionals (particularly GPs) in responding to family violence is a matter
that has arisen in investigations into numerous family violence homicides.>

The 2012 coronial inquest into the death of 27-year-old woman, Ms Lynette Phillips, considered the issues
that arise for a GP treating two patients who are in a relationship, once family violence has been disclosed.
In this case, a representative from the Royal Australian College of General Practitioners (RACGP) expressed
the view that it is possible for general practitioners to continue to treat patients in problematic relationships
noting that patient safety needed to be made a priority.* Former State Coroner, Judge Jennifer Coate, found
that practitioners require more than training and awareness-raising and recommended access to an on-call
service to provide information and advice to primary healthcare providers, including ‘guidance on risk and
vulnerability indicators, safety planning, and referral pathways to local services’”’

The then Secretary to the Department of Health responded to this recommendation by advising the Coroner
of the availability of the national ‘on-call’ service, 1800RESPECT.*®

The 2015 coronial inquest into the death of four-year-old girl, Darcey Iris Freeman, also examined circumstances
in which relevant information had been disclosed to at least two GPs. While this information did not disclose
family violence concerning the child specifically, it did identify her mother’s fear and concern for her children’s
welfare. Former State Coroner, Judge lan Gray, did not make any adverse findings against the treating GPs but
again recognised the opportunity for improvements in training and education of GPs. Judge Gray stated:

General Practitioners ... are at the front line and have a role in identification, responding
to and follow-up support of patients and their children experiencing family violence.
They can contribute to prevention.*

Judge Gray also noted resistance from the RACGP to mandating family violence training for GPs but
ultimately recommended that the RACGP consider the introduction of such compulsory training. In its
response to this recommendation in January 2016, the RACGP made reference to a Commonwealth
Government announcement in September 2015 that it had allocated funding for the development of
specialised training across Australia to be delivered by the RACGP. It also noted that it had advocated

for the introduction of Medicare patient rebates to support a national approach to healthcare delivery
for women and children experiencing family violence. It did not otherwise engage with the recommendation
to mandate family violence training for GPs.®
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A number of research projects have been conducted to support improved responses by GPs to family
violence, including the Weave Project and the Pearl Project, both led by the University of Melbourne. The
Weave Project has informed considerations about the nature of required training for GPs, and the critical
factors that impact on patients’ disclosure of family violence, for example, a woman'’s age, education, CALD
(culturally and linguistically diverse) status, level of fear of her partner, and the GP’s gender.®* The project’s
findings reflect other research that suggests that change in professional practice takes a significant period
of time, and that training for health practitioners on this issue should commence during undergraduate
education and continue throughout accreditation and continuing education.®

Health practitioner training and professional development is discussed further below. The Pearl Project
is also discussed later in the chapter.

The weave project

In 2008-09, Professor Hegarty and a team of researchers at the University of Melbourne initiated
a long-term project, aimed at determining if a multi-faceted intervention involving screening for
intimate partner abuse, training for GPs, and minimal practice change, resulted in increased safety,
quality of life and mental health for women who experienced family violence.®® The study involved
272 women attending 55 GPs. Half the GPs were trained to provide supportive counselling, and
the other half received a basic resource kit only.

The project showed that after training, the knowledge, skills and attitudes of GPs relevant to
family violence improved. Women at risk of or experiencing family violence reported that GPs
who had undertaken the training inquired more about their safety and the safety of their children.
These women also reported that their symptoms of depression had lessened as a consequence.

The project found that the most important aspects of a GP’s response to family violence are spending
time with patients so that trust can be built in the patient-doctor relationship, and involving women
in decisions about their care.

Following the Weave Project, the University of Melbourne is testing an interactive web-based
health relationship tool and safety decision aid called I-DECIDE.* The tool is for women who
are not able to seek help or disclose violence to their health practitioner. It will be tested through
a randomised controlled trial to determine if it is accessible and useful.®®

The Commission also heard about a number of other guidelines and toolkits that have been developed
specifically for GPs to assist them in identifying and responding to family violence. These tools reflect
recommendations from the Coroner to better resource GPs, and to consider the introduction of
compulsory training.*

The RACGP sets the curriculum for Australian General Practice. It has developed a six-hour online Active
Learning Module to assist GPs in engaging with patients about family violence,” last updated in 2014.

The RACGP publication Abuse and Violence: Working with our patients in general practice (the White Book)

is now in its fourth edition and is available online. The manual provides guidance on appropriate identification
and response in clinical practice to patients experiencing abuse and violence. It focuses on intimate partner
and sexual violence, and children experiencing abuse.®®

The Active Learning Module is not mandatory for general practitioners.® Professor Hegarty highlighted
the opportunity to link to the mandatory requirement for child safeguarding:

We need AHPRA [Australian Health Practitioner Regulation Agency] to step up and say
that we need child safeguarding. | just don’t see how we are going to get it otherwise.

It is in the curriculum for training of GPs. I'm less aware about the nurses. But until we
get it at a level that is as obvious as diabetes and mental health and asthma - and | think
the only way to do that is to try to get it as mandatory to safeguard our children.”

8 The role of the health system
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In May 2015, the Australian Medical Association (AMA) released a new resource—Supporting Patients
Experiencing Family Violence: A Resource for Medical Practitioners. Developed in conjunction with the Law
Council of Australia, the resource provides information about family violence and referral options.”

The Commission also heard that to actively promote the CRAF to general practitioners, DHHS had provided
funding to Networking Health Victoria” to amend their family violence training in line with the CRAF.”

The Commission also heard suggestions for increasing the capacity of GPs in providing access to women
experiencing family violence to counselling sessions available through Medicare (up to 10). Proposals
included the Commonwealth Government developing Medicare ‘special item numbers’ for women and
children experiencing family violence, with access to these numbers being available to GPs.”* Medicare
special item numbers are discussed further in Chapter 20.

Hospitals

Women access hospitals during stages of their lives that are high-risk periods for family violence. This includes
during pregnancy and birth or for treatment for injuries arising from family violence incidents and sexual
assaults. A strong theme in the evidence before the Commission was the important role that hospitals can
play in responding to victims of family violence:

She might not be ready that day, but she needs to know that the hospital is a safe place
to disclose family violence and that we are a 24-hour a day service and that she can come
back at any time.”

A number of submissions to the Commission highlighted the likely under-identification of family violence
in hospitals as an area of concern.” DHHS also gave evidence that there is likely to be significant
under-reporting,” which may arise due to a patient’s shame, or fear of repercussion from the perpetrator.”
The Royal Women's Hospital submitted that inpatient, outpatient and emergency data systems in Victorian
hospitals are not currently required to capture and report on family violence disclosures, nor to track
outcomes for victims of family violence.”

The Commission understands that when people are treated for injuries in Victorian hospitals, data about
those injuries is recorded in the Victorian Emergency Minimum Dataset (VEMD)® and the Victorian
Admitted Episodes Dataset (VAED).®* Those data sets are held by the Victorian Injury Surveillance Unit
(VISU).#2 Ms Frances Diver, Deputy Secretary, Health Service Performance and Programs Division, DHHS,
told the Commission that there is an opportunity to record disclosures of family violence by a patient to a
hospital in these data sets.®

Ms Diver explained that the VEMD has a field to be completed by emergency department clinicians (nurses
and doctors) in relation to the cause of a patient’s injury, which includes ‘human intent’?* She described that
there are ‘subsets within those fields that relate to family violence’® including, for example ‘sexual or other
forms of assault, and neglect or maltreatment of a child or adult’®

> Since July 2009, the number of patients presenting to emergency departments whose injuries were
recorded as either ‘Child neglect, maltreatment by parent, guardian’ or ‘Maltreatment, assault by domestic
partner’ fluctuated between 629 (in 2011-12) and 485 (in 2013-14).

> In 2013-14, two thirds (n=323) of these patients were female and one third (n=162) were male.

> About 50 per cent (h=82) of the male patients and 60 per cent (n=196) of the female patients
were aged 20 to 44.¥

As discussed, these figures are likely to be affected by under-reporting and under-recording.

In relation to admission to hospital (as compared with presentation to emergency departments), Ms Diver’s
evidence was that the VAED also has fields that cover external causes in which family violence can be recorded.®
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In 2015, the VISU undertook a study of data through the VEMD and VAED over a five year period
(2009 to 2014).% It found that:

> 3794 women aged 15 years and over attended Victorian hospitals with intimate partner violence-related
assault injuries, the most common to the head, face and neck.

> At least 13 per cent of women aged 15 to 44 years admitted to hospital for intimate partner violence-
related assault injury were pregnant at the time, with the pattern of injuries markedly different.

> For half of the women who were pregnant, the most common body region injured was the abdomen,
pelvis and lower back, compared to 15 per cent of those women not pregnant.”

The report emphasises that these figures are conservative due to the under-reporting of intimate partner
violence-related assault injury cases on hospital data sets, and discusses the current limitations on both
the recording of the detail of these injuries and the need for improved VEMD and VAED data quality.”

It recommended that:

The DHHS should set data quality and completeness benchmarks for the injury
surveillance items on the VEMD as over one-third of the 39 public hospitals contributing
data to the VEMD, including some of our major hospitals, are contributing low quality
injury surveillance data.”

It also recommended that hospital emergency department clinicians should be trained and supported to use

the relevant codes when they assess that partner violence is the most likely human intent in the occurrence

of the injury.” In addition, the report noted that ‘medical professionals utilise a great deal of caution when
allocating the reason for injury unless clearly stated or admitted by the patient’’ The attitudes of the emergency
department and hospital managers were noted by the report as key influences on the quality of the VEMD
injury surveillance data.”” DHHS also noted that the VEMD is not routinely analysed by the department.”

DHHS told the Commission that hospital data collection was complicated by the fact that each hospital
has its own data-collection system, and determines the most relevant data that meets their determined
requirements. In addition, hospitals report through a minimum data-set that is determined by DHHS.?”

The Commission notes that under the Strengthening Hospital Responses to Family Violence initiative
(described below), DHHS has funded work to map current data-collection processes and to report on
options for developing a ‘consistent, efficient and reliable system and process for data capture, retrieval and
reporting’”® The Royal Women'’s Hospital, under an agreement with DHHS, will explore the transferability
of data-management systems, protocols, tools and resources developed as part of this initiative, with a view
to supporting its uptake across Victorian hospitals.”

Supporting hospital practitioners to better recognise and respond to family violence

The Commission heard that there are at least four conditions that support health professionals in hospital
settings to identify and respond to family violence (beyond treating injuries): institutional support, effective
screening protocols, initial and ongoing training, and immediate access to onsite and offsite support services.'®
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DHHS is responsible for setting priorities and informing protocols for Victorian hospitals, and is therefore

a key resource for facilitating these conditions.’®* DHHS policies in relation to responding to family violence
are considered below. Ms Diver told the Commission about some of the challenges in ensuring that DHHS
and hospitals work together to ensure that the conditions outlined above are met:

It's about what is the package [DHHS requirements], and to then make sure that hospitals
don't have to re-invent the wheel every time they go to do it but that there are resources
that are available to support them about this is what the protocol could look like, this

is what the screening tool could look like, this is what the medical records notes could
look like, this is how they organise their social work resources, this is how they do their
service mapping with their kind of specialist family violence services. Then services will
take that and adapt it slightly differently. So it is allowing services to adapt it to their local
environment. If you allow the flexibility of services to adapt it to their local environment,
they are more likely to take ownership of it, and actually embed it, own it, live it and
actually implement it, rather than it being a circular from the department.*®

The Commission understands that the Guidelines for the Victorian Emergency Department Care Coordination
Program (2009) require health services to use risk assessment and risk management frameworks developed or
endorsed by the DHHS for initial assessment/screening and comprehensive needs assessment of individuals
presenting to the emergency department.’® Guidance on the role of acute health services in working with
and referring to family violence and sexual assault services is included, and guidelines refer to the CRAF.**
They include an example of an interagency protocol on family violence, developed by the Werribee Mercy
Hospital with the local police family violence unit.*®

The Commission also heard about a number of projects currently under way to support responses to family
violence in hospital settings. These are described further below.

Strengthening Hospital Responses to Family Violence Project

The Royal Women'’s Hospital and Bendigo Health are currently part of a project to improve hospital responses
for women experiencing family violence. The project involves developing, implementing and evaluating training
programs, and response protocols and resources.'® By mid-2015, the project team had developed and trialled:

> policies, procedures and guidelines for clinical teams to identify and document experiences
of family violence and any referrals made

> two modules of clinical training aimed at improving the ability of staff to identify and respond
to family violence

> a systematic data capture strategy.'®’

The evaluation of the project found that the project team has also strengthened the relationships between
each hospital and key family violence services, and delivered clinical training to staff.’®® Feedback on the
training to date has been positive.'”
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The evaluation noted that ongoing support and resourcing is required to establish leading practice in
Victorian hospitals.**® Recommendations included:

> All hospital staff should have access to regular training that builds comfort and competency in the
identification and assessment of and response to violence against women and family violence.***

> Referral pathways should be strengthened to ensure that hospitals have adequate support services,
including internal and external referral pathways to social workers (including 24-hour options).**?

> Partnerships should be strengthened between the community and health sectors through information
sharing, co-location and an interdisciplinary approach.**?

> The Victorian Government should further investigate and resource the development of a minimum
reporting data set for hospitals targeted towards the identification and response to family violence.***

> Family violence training should be enhanced at undergraduate levels and through the Australian Health
Practitioner Regulation Agency’s accreditation of courses and curriculum.**

The project will culminate in a ‘how-to’ guide for hospitals that wish to strengthen their responses to
family violence—An Emerging Model to Strengthen Hospital Responses to Family Violence.'* It will contain
the key principles and elements of the project and include transferrable resources and templates.*”

The Victorian Government’s initial investment in the project was $550,000.'*® Ms Diver informed the
Commission that the government is now planning for the next phase, which is likely to include distribution
of the project kit to Victorian hospitals, as well as support mechanisms for local uptake and adaptation of
the project kit in other Victorian hospitals.'* The Commission heard that this will be supported through

a further $250,000 investment in 2015-16.1%°

St Vincent’s Hospital—Elder Abuse Prevention and Response Initiative

St Vincent’s Health Australia told the Commission about its new hospital-wide policy, model of care and
education framework to respond to elder abuse.” The model has the following key features:

> High-level governance arrangements—a senior Vulnerable Older People Coordination and Response
Group review all data relating to suspected cases, and also advise on policy and continuous improvement.

> A model of care which supports staff to identify pathways for intervention and escalation based on risk,
patient choice and safety planning.

> Data collection and notification—all cases of confirmed, witnessed or suspected elder abuse are notified
to the Coordination and Response Group. The data informs process improvement, workforce training,
performance measurement and service improvement.

> Tiered education—the framework is underpinned by three tiers of competency training to address
the different roles and responsibilities of hospital staff.'?

The Commission heard that this model has already delivered significant practice improvements and that
DHHS is in early negotiations with St Vincent’s Health to explore the potential transferability of its Elder
Abuse Prevention and Response Initiative.** We discuss this issue further in Chapter 27.

Other hospital initiatives

> The Mercy Hospital implemented an antenatal training initiative to support nurses to identify and respond
to family violence. This involved releasing nurses during overlaps of shifts to attend family violence
training.’* Training was complemented by peer support in small groups where nurses can meet and
discuss cases on an ongoing basis.'*

> Echuca Regional Health described the Enhanced Maternity Care Program established at Echuca Hospital
in September 2011. The project aims to identify socially and/or medically at-risk pregnancies with the
purpose of acting early to promote better outcomes for mothers, babies and families.’* The program
supports women in accessing internal and external services during the antenatal, intrapartum and
postnatal periods.”” The program is coordinated by an Integrated Family Services Worker and a midwife,
to optimise engagement opportunities with pregnant women.'*
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Coordinated responses to sexual assault in Victorian hospitals

Since the mid-1980s, Victorian hospitals have provided crisis care to victims of sexual assault through the
Centres Against Sexual Assault (CASAs). The ‘crisis care model’ involves emergency hospital staff, police,
forensic medical care, and sexual assault counsellors and advocates.

Many of the foundational principles of the ‘crisis care unit’ have been included in the design of the co-located
Sexual Assault Multi-disciplinary Centres (MDCs), which are multi-disciplinary teams that include police,
sexual assault counsellors, child protection workers and forensic doctors. These currently operate in Geelong,
Bendigo, Dandenong, Mildura, Morwell and Seaford and provide services to victims of sexual assault and
child abuse. MDCs were identified as an existing structure to which family violence services could be added
or as a hub model that could be replicated for family violence specifically.*”” More detail about MDCs is
provided in Chapters 12, 13 and 15.

Forensic medical examinations of family violence matters

One of the services available to assist sexual assault victims who access MDCs is the Victorian Institute of
Forensic Medicine, a statewide forensic medical service. VIFM is a statutory agency whose responsibilities
include the provision of expert forensic and medical services. In the context of the response to family
violence, VIFM's primary role is assisting police and supporting criminal prosecutions by documenting
injuries in a forensic report and presenting this to the court as expert evidence, for example in sexual
assault prosecutions.*®

In Victoria, only a very small number of family violence victims are examined by forensic medical practitioners
in the assessment and interpretation of injuries for court.” In VIFM’s view, this is inadequate and victims of
family violence ‘should have their injuries properly documented by a forensically trained medical officer, and
in the case of serious injuries there should be a medico-legal report written for the purpose of facilitating
justice outcomes in court’.**?

The submission acknowledged that given the prevalence of family violence, forensic medical examination
for all family violence-related injuries would be impractical but recommended that it should be considered
mandatory for injuries assessed as serious or as an indication of escalating violence.'*

Recommendations in VIFM’s submission included the need to:

> promote the examination of family violence victims in an integrated setting such as at existing MDCs,
where forensic medical services, Victoria Police and support agencies
are co-located

> include forensic medical elements in the training of health professionals using the CRAF

> establish forensic medical clinical practice guidelines for health practitioners whose patients
have been subject to family violence.**

A recent evaluation of the MDCs noted that there is currently a varied approach to the use of forensic suites
within the MDCs, and on the whole they are largely underutilised, or currently not in use.*® The report found
there were fundamental differences in views from the core agencies in the MDCs (police, sexual assault
services) and VIFM about the best way to provide forensic services:

> core agency members were committed to victims accessing forensic medical examinations at
appropriate facilities within the MDC building, and minimising the travel required for victims in
accessing such services

> VIFM expressed concern about the ability of the MDC forensic suite facilities to appropriately respond
to the safety, medical and health care needs of victims.**
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While noting that the delivery of forensic medical services was found to be an area of contention, the
evaluation found that provision of forensic medical examinations was an essential service that can be offered
to victims of sexual offences.’ Some MDCs are also exploring ways of expanding the range of services
offered to victims, such as having community health nurses located in the MDC.**® DHHS also raised the
importance of a community health nurse providing integrated health services to sexual assault victims and
noted that Monash Health has been funded by DHHS to employ a statewide nursing coordinator, who will
support community health services and provide leadership across MDCs.**

Maternal and Child Health Services

Maternal and Child Health services provide a universal primary health service to families with children
aged zero to six years, focusing on health promotion, early intervention and parenting support. MCH services
and nurses play an important role in supporting families, with MCH nurses often the one consistent source
of advice and support for new parents.’® MCH services are funded through the Victorian Department of
Education and Training, and are located within local government. Services are provided by registered nurses
who are qualified midwives with postgraduate qualifications in maternal and child health. Contact from a
MCH service is mandated by law following the receipt of a birth notification to the local council. Families

are also informed of the service through hospitals, midwives, clinics and refugee and asylum seeker clinics.**!
The Commission heard from DET that funding for the universal MCH service is made up of the following
components: 10 Key Ages and Stages (KAS) consultations, flexible service capacity (such as delivering to first-
time parent groups, or outreach to neighbourhood houses), with weightings for a rural location and socio-
economic status.™?

The Commission was advised that the Enhanced MCH service in Victoria provides an additional response
to families deemed at risk of experiencing poor outcomes. For example, if a woman is identified at being
at increased risk of family violence, she may be referred from the universal MCH service to the Enhanced
MCH service.**® The Enhanced MCH service is funded for an average of 15 hours of service per family in
metropolitan regions, and an average of 17 hours in rural regions. These hours are in addition to the hours
of service provided by the universal MCH service.**

Ms Gill Callister, Secretary, Department of Education and Training, told the Commission that the Victorian
Aboriginal Health Service also has ongoing funding to provide targeted MCH services for children (birth
to school age) and families from Aboriginal communities.**®

The Maternal and Child Health Line (MCH Line) is also part of the MCH service, and is a 24-hour advice
line which provides support, counselling and referrals to families with children from birth to school age.**

The Commission heard strong support for the role of the MCH service. Professor Frank Oberklaid, Foundation
Director, Centre for Community Child Health, Murdoch Children’s Research Institute at The Royal Children’s
Hospital, told the Commission that:

[Maternal and Child Health is] the jewel in the crown of Victoria's system ... When | go
overseas and talk about our service system here and say we have a state-wide system
of maternal and child health nurses, located in the community, co-funded by central
government and local government, free, highly trained nurses, they don’t believe that
I'm saying that ... So it's a fabulous system. It’s evolving with the times, perhaps not as
fast as many of us would like, but they make contact with about 98, 99 per cent of all
families, all children after birth. There's a legal requirement that the maternal and child
health nurse gets notified after the birth of a child. They do a home visit within two or
three weeks. Then the parents can take that child on a regular basis to the nurse to
weigh, measure, get advice about various health issues.*
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Role of MCH nurses in identifying and responding to family violence

The Commission was told of the valued role of MCH nurses in identifying and responding to family violence:

MCH nurses can play an important role in identifying family violence and provide
information and support to mothers and their children. Observations can be made

in regard to women, their children, their interaction and the physical environment for
signs of unsafe family life related to family violence. These signs include physical injury,
emotional state, body language and developmental stages in babies, the ability of the
mother to move freely around the home, to access all rooms and house content,
whether the mother is free to meet with nurses on their own.**#

The transition to parenthood is a time when women are particularly vulnerable to violence, with family
violence often starting or increasing at this time. As MCH services see nearly every Victorian family after the
birth of a child, they are a key setting for identifying and responding to family violence.* The Commission
heard that maternal and child health nurses often receive the first disclosure of family violence.**

My first approach to ask for help was when my baby was two days old and | asked
the maternal child health person and they referred me.***

In its submission, the Municipal Association of Victoria cited MCH services, alongside other services
delivered by local councils, as having a particularly important role in supporting communities that experience
barriers in engaging with other services.

MCH, HACC [Home and Community Care] and other services are key entry points for
identifying at risk women, service referral and creating a safe space. For example, due to
mistrust in government but simultaneous valuing of immunisation, many refugees and
asylum seekers only engage council at child immunisations.**

A recently developed MCH program with a specific family violence prevention focus, Baby Makes 3, was raised
in a number of submissions.*** Baby Makes 3 was first developed and tested as a prevention of violence against
women program by VicHealth in 2009, and has since been funded through the Department of Justice and
Regulation’s Reducing Violence Against Women and Children grants program. The Commission heard that

it has now been evaluated across a number of sites and has been demonstrating promising outcomes.***
More detail about this program can be found in Chapter 10.

Introduction of routine screening at the four-week MCH nurse visit

In 2009, the Victorian Government introduced a new MCH clinical framework that coincided with the
implementation of the CRAF. The Maternal and Child Health Service: Practice Guidelines 2009 require MCH
nurses to undertake an initial observation for signs of family violence at the first Key Ages and Stages (KAS)
home visit.*** The guidelines also require that MCH nurses ask specific family violence-related questions at
the four-week KAS home visit, if it is safe and appropriate to do so. In addition to the initial and four-week
home visits, MCH nurses can, and do, ask family violence specific questions and undertake observational
assessments at any of the 10 other KAS consultations. The department advised that a family violence
assessment is reported to be conducted at 18 per cent of home visits, at 21 per cent of four-month visits,
and at 20 per cent of two-year visits’**

The Commission was informed that in 2008-09,” and in 2012,%® all Victorian MCH nurses were provided
with access to CRAF training.

Data collection and MCH services

As is the case with other health services, there is limited data about family violence presentations to

MCH services. Local councils are responsible for service and client data, reporting through several information
data systems, which will shortly be consolidated into a single statewide data-collection system (called the
child development information system, or CDIS).** Currently the only data relevant to family violence relates
to the ‘reason for counselling’ (as provided by the MCH service), and the ‘reason for referral’, when a person is
referred from a MCH service to another service provider.*®
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In 2013-14, statewide data on MCH services indicated that ‘domestic violence’ was cited as the reason for
1660 instances of counselling and 486 instances of referral.’** This equates to approximately 3.9 per cent
of all referrals recorded being attributed to domestic violence (see Table 19.1).%

Table 19.1 Count of reasons for referral (mother or family) at four week visit, Department of Education
and Training statewide data, 2013-14

North-Eastern Victoria 95 (2.9%) 3184
North-Western Victoria 103 (3.2%) 3222
South-Eastern Victoria 188 (7.1%) 2660
South-Western Victoria 100 (3.0%) 3353
Total for Victoria 486 (3.9%) 12,419

Note: Other reasons for referral include emotional, physical, social interaction impaired, and family planning. DET receives this subset of data from
local councils through an annual report collection process. The data includes information about family violence and safety plans completed. A referral
implies that counselling has also occurred at the time of the referral consultation. A referral is where a written letter, phone call to the referring
agency is made.

Source: Statement of Callister, 4 August 2015, 14, Attachment 3.

The Commission heard that in 2013-14, family violence assessments were only completed in 57.9 per cent
of four week consultations.

Lessons from research and evaluation

At the same time that the new clinical framework and CRAF training were being rolled out, La Trobe University
undertook a trial with a group of 160 MCH nurses to test the implementation of a model to improve MCH
screening for family violence (the MOVE project).’*® This work built on a previous project (MOSAIC) that
showed that MCH nurses had difficulty identifying women experiencing family violence, despite having
undertaken family violence training.*** The MOVE model comprises workforce development, established
referral pathways with family violence services, a checklist tool and clinical guidance, and ongoing monitoring
(with support from a nurse mentor).

The trial found that improved practice is dependent on:

> Ongoing workforce development and practice support—the trial group reported greater understanding
of the dynamics of family violence, and of the specific issues facing women.

> Established referral pathways into family violence services—in both cohorts, fewer than 50 per cent of
nurses agreed that family violence services were responsive. However, where there were good links with
family violence services, the trial group nurses reported higher levels of screening and safety planning.

> Family violence screening at three to four months—there was almost universal feedback from the trial
group that screening for family violence at four weeks (as mandated by the Practice Guidelines) is ‘too
early as other family members continue to attend consultations with women in the early postnatal period’**®

The importance of the MOVE research was noted by Ms Callister, who indicated the department was
considering how to incorporate the key findings."*® Associate Professor Stephanie Brown, Head of Healthy
Mothers Healthy Families research group at the Murdoch Children’s Research Institute at The Royal
Children’s Hospital also reinforced the findings of this study in her evidence to the Commission:

Given that women are often reluctant to disclose family violence, | think it is important
that strategies to promote identification and support of women experiencing family
violence are better articulated in the program logic for the maternal and child health
service, and that specific protocols for maternal health surveillance (incorporating a
focus on family violence) are included in more than one ‘key ages and stages visit’, and
preferably on at least three occasions in the first 12 months postpartum, and other
contacts during the early years before children start school.**’
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Several submissions supported the need for ongoing training and support for MCH nurses about identifying
and responding to family violence. The Victorian Council of Social Service (VCOSS) stated that some
organisations report that responses in MCH settings remain inconsistent and that MCH nurses require
training to recognise at risk clients earlier.**® Dr Robyn Miller, social worker and family therapist, told the
Commission that MCH nurses also require ongoing professional support to manage the ‘emotional impact
and the vicarious trauma’ experienced as a consequence of their work with victims of family violence.*

It was submitted to the Commission that with additional resourcing, and adoption of learnings from evaluations,
the MCH service system is well-placed to have a stronger prevention and early intervention role in relation
to family violence:

... [maternal and child health nurses] often work in isolated clinics and with high
caseloads. They are often the frontline of key referrals to specialist services and are key
advocates for the impact of the violence on the parenting relationship and the child’s
development. The enhanced maternal and child health program which enables more
intensive home visiting support to the most vulnerable families, requires additional
resourcing and a more structured support mechanism and bridging to other key services.
This service system is well placed as a platform to further develop preventative and early
intervention responses more systemically in Victoria.*”®

Recent developments

The Commission heard that as part of the government’s current review into the Victorian education system,
there is a specific focus on the early childhood service system, including MCH services.”’* The government
indicated in its evidence that other new initiatives, such as a Principal MCH Nurse located in the Department
of Education and Training, will provide practice leadership and advise on program and policy development.*’

DET has also commissioned the Australian Children’s Foundation to adapt the Assessing children and young
people experiencing family violence: a practice guide for family violence practitioners for use in the MCH Service,
to better equip MCH Nurses with the skills to identify the signs of children affected by family violence.*”®
This work, expected to be completed in 2016, will include a workforce needs survey; alignment of the
Practice Guide to ensure it is fit for purpose within the current MCH practice framework, and piloting

the revised guide in selected MCH services."” The government advised that initial work by the Australian
Children’s Foundation has identified ‘that greater professional development and supports are needed to
assist MCH Nurses to identify and assess the risk of family violence for both adults and children’*”

The Commission also heard the Education State early childhood consultation process will provide an
opportunity to reform MCH service delivery.'® Two current research trials, while not including a specific
family violence focus, were highlighted as likely to provide valuable improvements to MCH practice:'””

> right@home: a randomised controlled trial designed to promote family wellbeing and child
development.'”® The trial is testing improved outcomes through a more sustained home visiting program
that includes at least 25 home visits offered to mothers from the antenatal period until children turn
two years old (the current Enhanced MCH program is 15 to 17 hours of additional service). Results are
expected in 2016-17,7 and

> Bridging the Gap: a four year research study bringing together health service clinicians and managers,
policy makers and researchers to achieve sustainable improvements in refugee child and family health.*®

An online training resource, currently being developed by DHHS as part of the CRAF, will also provide
another source of refresher training for MCH nurses.*®

In addition, the Healthy Mothers Healthy Babies program addresses maternal risk behaviours and provides
women with support during their pregnancy. It targets pregnant women who are unable access antenatal care
services or who need extra support because they are at risk of poorer health outcomes. It works with women
while they are pregnant until approximately four to six weeks after birth. It operates in nine local government
areas of Melbourne that have high numbers of births, higher rates of socio-economic disadvantage and lower
service accessibility.'®
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Mental health services

Most Victorians with mental health issues access mental health services through their general practitioner
or primary care provider, who can then refer them to a specialist mental health service system.**® Specialist
mental health services in Victoria are divided into two service delivery types: clinical and non-clinical.*®

There are a range of mental health interventions that people may access. For example, patients may receive:
> short-term care in hospital during an acute phase of mental iliness as part of an acute inpatient service

> transitional treatment and rehabilitation in a prevention and recovery care (PARC) service, community
care unit, or a secure extended care unit

> short-term care from the Acute Community Intervention Service (formerly known as a CAT team), where
there is, for example, rapid onset of illness or distress, or acute relapse of a pre-existing mental illness.*®

In some instances, people may be compelled to undertake compulsory treatment for their mental health
pursuant to the Mental Health Act 2014 (Vic).

Funding of mental health services

Both the State and Commonwealth governments have responsibility for the funding of mental

health services.’® The Commonwealth Government generally funds services delivered by primary
care providers and private psychiatry services for people with ‘high prevalence’ conditions such

as depression, anxiety and substance use disorders. The Victorian Government funds services

for people with low prevalence disorders such as schizophrenia, bipolar affective disorder, severe
depression and severe personality disorder.®” The threshold for entry into the state-funded system

is based on a clinical assessment of severity of illness, complexity and acuity of need, and level of risk
both to self and others.™®

The role of mental health services in identifying and responding to family violence

The Commission heard that a high percentage of people with mental illness accessing mental health
services have experienced family violence—approximately 40 per cent of men accessing these services have
experienced childhood sexual abuse; and between 50 and 90 per cent of women have experienced child
sexual abuse or another form of family violence.*®

In 2011, the Department of Health (as it was then known) issued the Service Guideline on gender sensitivity
and safety: promoting a holistic approach to wellbeing**® (Service Guideline) on gender sensitivity and safety

for mental health services, which addresses, among other things, gender sensitive and trauma-informed care,
and family violence and sexual assault. The Service Guideline provides guidance for practitioners about how
to implement best practice in these areas and how to work with people who have experienced trauma, family
violence and sexual assault."”*

Another way in which the mental health system intersects with family violence is through Risk Assessment
and Management Panels (RAMPs), which are currently being expanded from two pilot RAMPs to a series of
17 RAMPs across the state.'”” As discussed in Chapter 6, the aim of the RAMPs is to facilitate an integrated
family violence service response to the highest risk cases. It is intended that mental health practitioners will
be core members of the RAMPs alongside specialist family violence services and Victoria Police.
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Specialist mental health services targeted to perpetrators

There are some statewide and specialist mental health services targeted to perpetrators. Forensicare
provides inpatient and community services to people with serious mental illness who have offended or
are at a high risk of offending.’” Services are provided on the basis of a referral and subsequent assessment,
including from area mental health services, Corrections Victoria, courts, the Adult Parole Board and other
government agencies, and private practitioners. Services provided by Forensicare include primary and
secondary consultations, the Problem Behaviour Program, the Community Integration Program, and the
Non-custodial Supervision Order consultation and liaison program.*** Perpetrators and mental health are
discussed further in Chapter 18.

Demand

The Commission heard that there is a high level of demand for mental health services in Victoria. Dr Sabin
Fernbacher, Women’s Mental Health Consultant, Aboriginal Mental Health Project Manager and Families
where a Parent has a Mental lllness Coordinator, Northern Area Mental Health Service, told the Commission that:

...services in Victoria are under resourced and over stretched. Within an inpatient setting,
clinicians are often faced with making difficult decisions about discharging patients due
to demand - to make room for new admissions.*”

Alcohol and drug services

There are a range of public health services, non-government agencies and private organisations delivering
alcohol and drug services in Victoria, some of which are funded by the state and Commonwealth
governments.’”® Both levels of government also fund prevention, harm reduction and research activities.'?”

For many people, the entry point into Victoria’s drug and alcohol system is through DirectLine, the statewide
24-hour telephone and online service. DirectLine identifies whether a person is potentially dependent on
alcohol and/or other drugs and provides referral to a catchment-based intake and assessment service, where
comprehensive screening and assessment occurs.'?

There is a separate assessment process for people within the justice system (referred to as ‘forensic clients’).
Offenders gain access to services through the Australian Community Support Organisation, which provides
intake and assessment of forensic clients referred to it through the Community Offender Advice and
Treatment Services program.'”’

After the initial intake and assessment has occurred, clients may undertake one or a combination of treatment
options through state-funded treatment services including counselling, withdrawal services, residential
rehabilitation and pharmacotherapy.?®

The Severe Substance Dependence Treatment Act 2010 (Vic) provides for a brief period of detention and
compulsory treatment for people with severe substance dependence in a treatment centre.”®* The Drug
Court Division of the Magistrates’ Court can make a Drug Treatment Order, which combines a suspended
term of imprisonment with an order for drug treatment.*?
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Drug and alcohol services targeted to particular groups
Some examples of services targeted to particular groups include:

> The Royal Women’s Hospital Women'’s Alcohol and Drug Service provides medical care, counselling
and support to women with complex substance use and dependence, as well as assessment and care
of infants exposed to drugs and alcohol during pregnancy.?*®

> The Odyssey House Therapeutic Community is a residential rehabilitation service that can provide
services for pregnant women and women with children, and Western Health’'s Women'’s Rehabilitation
Program provides a therapeutic environment to assist women to address problematic or harmful
substance use.”

> Youth-specific services are available to help vulnerable young people up to the age of 25 address their
alcohol and drug use issues.?”

> DHHS also funds Aboriginal workers based in some Aboriginal community controlled health
organisations, Aboriginal community controlled organisations and some mainstream alcohol and
drug services across Victoria.?®

The role of drug and alcohol services in identifying and responding to family violence

A number of submissions identified resources that provide useful practice guidance for the alcohol and drug
services sector. Can | ask ...? An alcohol and drug clinician’s guide to addressing family and domestic violence, was
developed by the National Centre for Education and Training on Addiction (NCETA) and Odyssey House in
Victoria.*” This guide:

proposes a hierarchy of practitioner responses to family violence, from basic level response
offered by all AOD workers; enhanced responses by frontline and counselling staff

and intensive responses able to be provided by specialist AOD/FDV staff ... It provides
guidelines for asking questions about family violence; ‘tips’ and ‘traps’ in working with
clients who have experienced family violence; advice for safety planning and guidance

for working with perpetrators (and importantly for avoiding inadvertent collusion).?®

The Victorian Government has indicated its intent to actively promote this guide.?”

Other materials, such as NCETA's Breaking the Silence: Addressing family and domestic violence problems in alcohol
and drug treatment practice in Australia, provide specific guidance for alcohol and drug services to improve their
responses to family violence at both a practitioner and organisational level.*° Turning Point Alcohol and Drug
Centre has also developed a suite of 15 clinical treatment guidelines to support alcohol and drug treatment
service providers in every day practice, including a specific guideline on working with families.?**

DHHS, as part of recent reforms to the alcohol and drug treatment sector, has implemented new screening
and assessment tools that take into account a range of factors identified as contributing to a person’s
personal circumstances, including mental health, housing and family violence issues.?* The 2014 DHHS
service specifications require that all adult non-residential services use these tools.?*®

In relation to family violence, the tools raise relevant questions at different stages of a person’s assessment,
including at the initial screen and during any comprehensive assessment. DHHS advised that the family
violence questions included in the screening and assessment tools have been adapted from the CRAF.**
The guidelines note that a comprehensive assessment should only be undertaken if the worker has
experience or expertise in family violence.
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Pharmacists

International research suggests that pharmacists could be well-positioned to participate in screening and
identifying people experiencing family violence.”** A US study into the potential for screening for intimate
partner violence in community pharmacies stated that ‘it is an unfortunate deficit’ that pharmacists have

not been considered as part of the effort to address violence to date, as they are:

trusted members of the health care team with whom individuals have the most accessible
and frequent contact. Pharmacists are one of the only health care providers available
without an appointment. Importantly, pharmacists can be accessed in community settings
(i.e., grocery and chain stores). Including community pharmacists in this public health
effort [to assist people experiencing intimate partner violence] could be one of the most
effective mechanisms to address this healthcare challenge.?¢

This study found that additional support and training would be necessary for pharmacists to undertake
effective screening for intimate partner violence. It also found that consumer education may be necessary as,
‘although participants indicated that they trust pharmacists, they lacked awareness of pharmacists’ training’.
The study found that some concerns existed around ‘lack of appropriate physical space in the pharmacy and
the time needed to conduct screenings’ and noted that ‘consumers are unaware that pharmacists are trained
in patient communication and counselling, suggesting a need for additional recognition of the skills and
capabilities of community pharmacists’?"”

Ambulance services

The Commission heard that the role of ambulance officers can make a difference at critical points of crisis,
and that there are opportunities to strengthen and enhance their role. A number of reflections through the
Commission’s consultations highlighted the role that they can play in providing immediate safety, through
being able to remove victims, as well as perpetrators, from the current crisis:

| never sought help, it was embarrassing, but when he started shooting at me, my son
who | was on the phone to at the time called the police. | was taken to hospital, and was
released at 3am. There was nobody at the hospital that provided support, though the
ambulance workers were fantastic.?'®

We were in a country town. | called the sheriff there. The sheriff took him and kept

him for the night. My daughter was five months old. Another time, when he had

been drinking, he grabbed my hair. He passed out. He had a panic attack. | called the
ambulance. He wasn't happy about it. When he saw the ambulance, he smashed me
against the door. The ambulance called the police. They took him away. He spent a night
with the police.??

Ambulance officers don’t have capacity to ask lots of questions while they're on a job -
but it would be great for ambulance to make referrals - but quickly - push of a button -
there is no time to do a triage service.”®

In relation to intimate partner violence, research and evidence support the unique role of paramedics.**
For example, the identification of intimate partner violence within the hospital and emergency setting

is low; paramedics can assess intimate partner violence situations within the home environment; they may
often be first on the scene, and they have an opportunity to provide referral information if the victim does
not attend hospital.???

In 2015 research was published about the role of ambulance services in relation to family violence: Preventing
and reducing the impacts of intimate partner violence: Opportunities for Australian ambulance services.**
Undertaken by Monash University and the Victorian Institute of Forensic Medicine, it found that no
comprehensive guidelines currently exist for ambulance services; there is no national registration process
or formal requirement for continuing education.?*
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The research recommended four areas of action:

> develop partnerships with external agencies—police, family violence services and emergency departments
> educate paramedics on intimate partner violence, and develop appropriate guidelines and procedures

> collect better data
>

champion values and demonstrate leadership promoting zero tolerance towards violence
against women.?*

A 2014 Australian study of 50 paramedics*® which assessed the understanding and preparedness of
paramedics to respond to family violence found that 90 per cent of the paramedics reported encountering
at least one case of suspected intimate partner violence in the previous year, with the average number of
cases being 3.66.?” Only 22 per cent reported that they felt confident in responding to situations of intimate
partner violence. The vast majority of participants stated that they felt additional education and training
would be most helpful for improving their ability to respond to family violence.??®

The Commission heard that Ambulance Victoria has commenced work to develop a clinical practice
guideline and policy framework to support the identification and management of patients who are either
experiencing or at risk of family violence.”” This commitment is also in the annual Statement of Priorities
agreement between the Minister for Ambulance Services and Ambulance Victoria.?*® The Commission heard
that this is expected to be completed in 2015-16 with workforce development to be provided prior to
implementation.”* Ambulance Victoria also has guidelines in place to direct their response to vulnerable
children who are at risk of violence and abuse.?

Ambulance Victoria does not currently have a mandatory family violence field or flag in either its call-taking
system or information recording system.?*

Women'’s health services

DHHS funds the Victorian Women'’s Health Program, which includes three statewide women'’s health
services, (Women's Health Victoria, the Multicultural Centre for Women's Health, and the Women'’s
Health Information Centre at the Royal Women's Hospital), and eight regional women'’s health services
(four metropolitan and four regional services).?*

Women'’s health services are funded to:

... address women'’s health through systems level work (provide leadership and
co-ordination, provide advice, identify gaps in data, support the trial of new interventions
and approaches and build the evidence base) and direct service (partner with other
organisations, identify priority health issues and interventions and deliver evidence
based interventions).?*

The Commission received submissions from all statewide and regional women'’s health services, and heard
that these services have played a significant role in policy and program development in relation to both
responding to family violence and in driving primary prevention strategies. The Commission understands

a number of women'’s health services provide family violence counselling and casework support, and others
provide the regional coordination role in the family violence system, including being the L17 (a family violence
risk assessment and management report) contact point for police (such as the women'’s health service in the
western region).
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As described to the Commission, the scope of the work of women'’s health services includes:
> expertise in health promotion and primary prevention approaches to family violence

> working in partnership with local governments, health and community agencies to promote gender-based
health promotion and service delivery, and to improve service system access and responsiveness for women

> delivering training and education programs for partner organisations on women’s health issues and gender
sensitivity in planning and service delivery

> expertise in the provision of workforce development in gender analysis and the social model of health
to mainstream health and community services

> understanding of the particular risks and issues for rural women and children

> expertise in driving localised ‘whole of community’ approaches to family violence.?

Women's Health West described how its role enables it to work in both response and prevention
of family violence:

This provides us with a unique perspective that clarifies that the primary prevention
system is interlinked with, yet different from, the response system. Primary prevention is
interlinked with the response system because it should only be attempted when there is a
well-functioning and integrated response system in place.?’

The Commission heard from women'’s health services about their commitment to a strengthened regional

role particularly in relation to primary prevention of family violence, and that they were well placed to support
the emerging primary prevention sector.”® This role was supported by other stakeholders, such as Our Watch
and the Municipal Association of Victoria.?’ Women'’s health services have been funded by the Victorian
Government to lead the development of regional violence against women and children prevention planning.
This is further described in Chapter 36.

Aboriginal and Torres Strait Islander programs

Aboriginal community controlled health organisations (ACCHOs) receive Commonwealth and State
Government funding, and provide services that include advocacy, education and training, advice to
government, and health and social support services.** The peak body for Aboriginal health in Victoria
is the Victorian Aboriginal Community Controlled Health Organisation, which has a membership base
of 24 organisations and three associate members.?*

The Commission heard that there a number of programs that are delivered by ACCHOs to Aboriginal and
Torres Strait Islander families, including: Bumps to Babes and Beyond, a whole-of-family model of care for
pregnant Aboriginal women aged 14 to 25 run by Mallee District Aboriginal Services; the Aboriginal Best
Start initiative, aiming to improve the health development and wellbeing of Aboriginal children, and the
Aboriginal in Home Support program, that aims to build on the Koori Maternity Services program.?*

The Koori Maternity Services program is delivered through ACCHOs, and some metropolitan hospitals,

and aims to improve access to culturally appropriate maternity care for women.? The Victorian Government
advised the Commission that draft guidelines are in development and provide that Koori Maternity Services
have a key role to play in the identification and care of children, and that ACCHOs should have systems in
place to support their staff to identify and support vulnerable children and where abuse is suspected.?**

Associate Professor Brown reported on her own and other research demonstrating the importance
of culturally appropriate care for Aboriginal women:

There is good evidence that without efforts to overcome barriers to access, such as

lack of transport, poor health literacy, and past experiences of racist attitudes in health
services, Aboriginal women are less likely to attend antenatal check-ups, and more likely
to have their first visit later in pregnancy.?*
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In her evidence to the Commission, the Chief Executive Officer of VACCHO, Ms Jill Gallagher AO, stated
that VACCHO was aware of eight ACCHO services with specific funding for family violence, but that funding
was required for services beyond a crisis response.?*

One area though, where our Aboriginal community does not have good access is to family
violence services. All of VACCHO’s member services that we interviewed talked about
lack of funding for family violence prevention or intervention.?*’

Ms Gallagher also described how mental health combined with drug and alcohol issues are closely related
to family violence in Aboriginal communities.?*®

Ms Gallagher reported that previous government decisions not to provide specific family violence
programs in Aboriginal health services had been a ‘missed opportunity’** She told the Commission
that ‘ACCHOs are the perfect places to put these preventative services in place’, and some were
demonstrating positive outcomes:

When actually funded to provide prevention programs of this type, ACCHOs do a

very good job. The initial evaluation report on projects funded by Koori Community
Safety Grants demonstrates this, with projects being successfully run by MDAS, VAHS
Rumbalara and LEAHA. It is because they already know and trust their local ACCHO that
they are more likely to feel comfortable to seek the help and assistance that they need.

In contrast, Aboriginal women tend not go to mainstream services because they are afraid
that they are linked to Child Protection Services; that they risk having their kids taken
away if they tell the truth about their family situation.?*®

Further discussion about specific programs for Aboriginal and Torres Strait Islander communities is in Chapter 26.

Other health services

The Commission also heard that other frontline health services, such as radiographers and dentists, were
well placed to identify family violence and link victims with support.** In its submission to the Commission,
the Royal Australian and New Zealand College of Psychiatrists cited research indicating that:

... 76 per cent of abused women who suffered head, neck and facial injuries
(Lowe 2001) and would cancel other medical appointments ... tend to keep their
dental appointments.??

The important role that dentists can play was raised in a number of submissions and consultations.

| was unaware of the physical toll the violence had had on me until a couple of years

ago after needing a panoramic x-ray of my face for some dental surgery. After | left the
dentist and was driving home the surgeon contacted me to ask if | had ever been in a
serious car accident. When | said no, she explained that | had numerous calcified and
misaligned healed fractures in my face. The effect of being told this was extraordinary for
me. | sat in my car on the side of the road and wept. It seems ludicrous now, in hindsight,
to have been so shocked and so deeply saddened by this information, and yet it was as
though someone had handed me a certificate that said ‘you really were horribly abused
and we can actually see that’ and for the first time no one was blaming me for it.>*

Latrobe Community Health Service described an example provided by one of its dentists, capturing the
consistent challenge the Commission heard from many health practitioners:

There was a stated willingness to identify and act however; staff across programs
indicated a feeling of helplessness at what to do or where to go.”*
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At the time of writing, the policies and guidelines available on the Australian Dental Association’s website
did not specifically refer to family violence. However at a Victorian conference on oral health in late 2015,
the Chief Executive Officer of the Australian Dental Association, Mr Robert Boyd-Boland, noted the vital
role played by dentists as first responders, indicating they would welcome ‘specialised training for dentist
students and support for dentists to recognise and assist patients who present with trauma that could be
related to domestic violence.?*

Health service partnerships

The Commission heard about a number of promising health service partnerships, integrated services models,
and collaborations between health and related service providers, that might be leveraged or built on to
improve the overall response to family violence.

The introduction of Primary Health Networks (PHNs) on 1 July 2015 was identified as an opportunity
to more effectively link GPs with other health and support services that respond to family violence.*
PHNs are discussed in more detail below.

Primary Care Partnerships

Primary Care Partnerships are established voluntary networks of local health and human service
organisations. PCPs have a focus on chronic disease prevention and aim to improve service coordination
and integrate health promotion to this end. There are 28 PCPs in Victoria.”»” The Commission received
evidence about the Identifying and Responding to Family Violence pilot project in the North West
metropolitan region, which aims to assist PCP member agencies to provide a more streamlined and
coordinated service system response to the diversity of women and children experiencing family violence.
This project involves supporting and training PCP agencies to improve their screening practice, response and
referral, and will be utilised to inform other PCP catchments. Ms llana Jaffe, Project Coordinator, Inner North
West Primary Care Partnership, gave evidence that in 2014, a needs assessment was undertaken to gauge
the level at which PCPs were identifying and responding to family violence. Responses were received from
over 200 PCP member agencies. These responses made it clear that:

... there was not a lot of confidence or capacity in organisations to respond or identify
family violence issues. They didn’t have policies or procedures in place and they weren't
that sure of how to refer even into family violence services.”®

The Commission heard of the strong commitment of some PCPs to build capacity in this area.”®” The Victorian
Primary Care Partnerships submission described the new Service Coordination Tool Templates (SCTT) that
PCPs have developed to identify family violence. In its submission, the Victorian Primary Care Partnerships
noted that the SCTT:

is still not consistently embedded across client management systems. This results in the
use of paper versions which can lead to subsequent difficulties in terms of timeliness of
processing, usability, lack of data collection and storage.*®

The Identifying and Responding to Family Violence pilot project will support the rollout of the SCTT, and
develop resources for PCP member agencies to assist staff at all levels to identify and respond to family
violence and make effective referrals.?** The Commission notes that more broadly there is no mention
of family violence in the PCP guidelines.

The Commission also heard about new networks being developed in the primary health sector.

The Commonwealth Government is currently establishing Primary Health Networks (PHNs), which have
replaced Medicare Locals. The government has advised that PHNs are expected to participate in PCPs.
In Victoria, six PHNs are currently operating—North Western Melbourne, Eastern Melbourne, South Eastern
Melbourne, Grampians and Barwon South West, Murray and Gippsland.

262

Professor Hegarty told the Commission that PCPs, PHNs and other alliances across the health services
sector, have a significant role to play in supporting practitioner training about family violence, which she
supported being made mandatory.?¢®
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Health-Justice Partnerships

Alliances between legal advocacy and health services are a response to evidence that people with legal
issues often seek advice from health services as their first point of contact.?* In 2014, the Legal Services
Board funded nine Legal and Health Partnerships.?*® The two Victorian partnerships outlined below received
funding from the Legal Services Board.

Acting on the Warning Signs is an alliance between Inner Melbourne Community Legal and the Royal
Women’s Hospital. The initiative involves training clinicians in family violence prevention and integrating legal
assistance into healthcare settings.”*® Training aims to assist health professionals to identify family violence
and provide basic family violence information to patients, and to understand their role in the broader system
of supports for people experiencing or at risk of family violence. Training is delivered by police, lawyers and
health professionals.?” The response from health practitioners is complemented by legal and social welfare
assistance available onsite at the hospital itself.>®

An evaluation of this initiative conducted by the University of Melbourne found:

> Health professionals self-reported that their general knowledge of family violence and the common
presenting symptoms of family violence was significantly improved by the training.*’

> Health professionals self-reported a significant improvement in confidence to respond to women
where family violence was disclosed and to provide appropriate referrals.?”°

> Health professionals’ self-reported referral rates in a three-month period were low compared
to other services.””*

> Referrals to social workers may be tending toward an increase over time.”?

The evaluation included a number of recommendations including:

> Family violence training should be mandatory, recurrent and ongoing for all staff at the Royal Women'’s
Hospital and other hospitals.

> Referrals need to be complemented by other resources to support women in accessing services,
such as posters and warm referrals.

> Effective databases are required to capture and track referrals.?

Acting on the Warning Signs is funded from philanthropic and pro bono sources.”* The Independent Hospital
Pricing Authority has announced new activity-based funding arrangements (for the 2015-16 financial year)
that will encourage similar multi-disciplinary initiatives in hospitals.?”

Another legal advocacy-health partnership is the Health-Justice Partnership launched in April 2015 in the
Dandenong Hospital in Victoria's southern region.?””¢ InTouch Multicultural Centre Against Family Violence
informed the Commission that it had partnered with legal, health and family violence services to ‘provide
integrated and culturally-appropriate health, social and legal services within a health setting’, reporting
that it is the only Victorian health-justice partnership with a primary focus on refugee and migrant women.
The partnership is a model based on the Medical-Legal Partnership model, which is widely established
across the US.

InTouch reported that the first phase of the project will involve establishing a system for the ‘delivery

of therapeutic, culturally sensitive social and legal services’ in the catchment area of the Dandenong
Magistrates’ Court, with the second phase establishing an outreach clinic in Dandenong Hospital. The third
phase will involve training health care professionals to identify and assist CALD victims of family violence.?””

In September 2015, the Commonwealth Government announced funding under the National Plan to Reduce
Violence Against Women and their Children 2010-2022, for four new health-justice partnerships. These
partnerships were described as involving legal professionals providing training to doctors and health
practitioners to better identify and respond to family violence, and providing ‘onsite legal assistance to patients,
helping women to access legal services in safe locations’?”® As part of this funding the Inner Melbourne
Community Legal Service was funded to expand the health-justice partnership Acting on the Warning Signs.?””
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Challenges and opportunities

The many challenges and opportunities that exist within the health system to identify and respond to family
violence are discussed in this section. The Commission heard about current barriers for health, mental health,
and drug and alcohol practitioners that limit the effectiveness of these services in supporting and providing
services and referrals for people experiencing family violence. The Commission also heard that opportunities
for better training on family violence exist throughout the health sector from the early stages of training for
practitioners, through to professional development opportunities, but that initiatives in this area need to be
system-wide, supported by professional bodies and associations, and led and resourced by government.

Identifying and responding to family violence

The Commission heard that despite pockets of good practice within the health system, there are significant
barriers and challenges for health practitioners in identifying family violence. Reasons for this can include a
lack of time or training and knowledge about how to respond if family violence is disclosed. This is discussed
further below.

Identifying family violence

Many health service providers are uncomfortable about discussing family violence, or are unprepared
for a victim’s disclosure and are therefore unable to provide a meaningful response.

Research shows women can go into an emergency department at hospital with bruises,
fractures etc. and no one asks if they have experienced family violence so they don't
say anything.®

At no time did anyone in any profession say ‘this is family violence’ and acted upon it,
but instead just completely ignored anything | described that would be considered family
violence as if anything | said never happened.?®!

Dr Kim Robinson, Lecturer at Deakin University, told the Commission that research shows that women want
their health practitioner to ask about family violence with active and direct questioning, even if they do not
disclose their experience the first time they are asked.

The research evidence is showing us that survivors of family violence want to be asked
about it. They want people to know. They may not feel able to volunteer that information
at a particular point, but they want their health providers and others to ask them if they
are experiencing violence. | think we can be much more robust in how we can prepare a
generalist workforce for that type of role.?®?

VCOSS stated in its submission that an impediment to someone disclosing family violence is lack of privacy,
particularly in the context of antenatal services where partners or family members are often present.??
The Commission heard from a victim of family violence that:

One of the reasons | never reported it to the police or anyone in the medical profession
is because | never had the opportunity to do so. In circumstances where | could have
(e.g. when he was arrested for attempting suicide or when he was in the hospital afterwards)
| was never alone with anyone where | could have spoken freely. | was never asked to
leave the room, or have a private chat.”®

The Commission was told that asking about family violence must happen:

[in an] environment where women can talk without their partner/the perpetrator present,
without this being presented in a way that causes suspicion and puts the woman at risk ...
[and where she] cannot be seen if she is distressed.?®®
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The importance of providing a safe space for people to disclose violence is reiterated in antenatal service
guidelines from the United Kingdom and in WHO Guidelines (see box later in this chapter for further
information).2%¢

The Commission heard that disclosing family violence is a significant step for many women and that they are
hesitant to disclose for a number of reasons, including ‘feelings of judgement and lack of trust in the system’:**

Even the most well-meaning people in the services | found, scared me. Most of us have
no self-esteem and are easily put off asking for help.?®®

Some women told the Commission that they feared the consequences for their children if they disclosed
the violence:

| didn’t want the maternal health nurse to know what was going on for fear that [removed]
would be taken into care, and so kept quiet, trying to protect her and love her as much
as | could, all the while being mindful that | had to pay my ex enough attention to avoid
him getting angry.?

The Commission heard that there is a particular gap in health services identifying and appropriately
responding to women and families with more complex social needs, such as younger mothers, families
of refugee background and Aboriginal and Torres Strait Islander families.?’® Foundation House provided
an example of this in relation to MCH services:

It is expected that maternity and early childhood services can provide a setting within
which women can disclose if they are subject to family violence which may adversely
affect their health and that of their babies. However a recent study of new Afghan mothers
and fathers undertaken by Murdoch Children’s Research Institute and Foundation House
found that there were a number of barriers to this occurring. For example, “(sjome providers
had limited awareness of the experiences that refugees may have had prior to and after
settling in Australia, and the impact of those experiences on their capacity to voice their
concerns, or ability to access services”; it was common for professional interpreters not
to be engaged in various settings, with the husband instead being used to interpret;
and both the women and their husbands strongly preferred the use of female health
professionals and interpreters. Each of these findings has strong implications regarding

a woman's willingness and ability to disclose family violence to a health care provider.?”

Barriers for health practitioners

The Commission heard that there a number of reasons, common to many health services, why health service
providers do not ask about family violence. These include:

> high workloads and lack of time*”?

not knowing what questions to ask

feeling ill equipped to assess risk*?

concern they might be placing the woman at heightened risk by asking her to expose the violence

a feeling of helplessness in not being able to provide a solution

not knowing how and where to refer someone

vV VvV vV V VvV V

feeling they are being pushed into another role, with a tendency to categorize issues as ‘medical’
(their domain) and ‘social’ (not their domain)®*

v

frustration at the perceived ‘passivity’ of victims*®

> lack of remuneration for their involvement in training activities relevant to identifying and responding
to family violence.?*

28 The role of the health system



Professor Angela Taft, Director of the Judith Lumley Centre at La Trobe University, told the Commission:

| have had practitioners say to me, ‘| actually can’t ask that question [about family violence]
because | actually don’t know what to do, and it is unethical to do that therefore.*”

Mr Drew Bishop, a senior social worker from North West Area Mental Health Service, reflected this same
point in relation to mental health practitioners.

Often, especially in an inpatient setting, workers or the nurses that work in the inpatient
setting will feel uneasy about talking to people about trauma because they are either not
trained in it, unsure how to deal with it or they don’t have the time to deal with it. They
might feel uneasy or anxious about the content and worry about, colloquially we say,
opening a Pandora’s box. “What do we then do with the impact?” Some of the concerns
include re-traumatising the person or then not being able to contain the situation
afterwards with the family or whatever.?®

The private attitudes of health professionals also have a bearing on their willingness and ability to respond
appropriately to family violence—with evidence to suggest that these are generally the same attitudes and
beliefs as those held by the broader community.?”” These beliefs may include:

> family violence is a result of some men not being able to control their anger
family violence happens equally to men and women
believing that ‘women can leave a violent relationship if they really wanted to’

supporting male dominance in decision-making in relationships

vV VvV VvV V

not believing that women with disabilities are at greater risk of family violence than women
without disabilities.*®

Ms Diver also highlighted this point in her evidence to the Commission:

| think what we have then identified is that in fact, without adequate training and without
an adequate understanding of the role of family violence on affecting health outcomes
and broadly social attitudes and community culture around family violence, perhaps

that hasn’t been done in such a fulsome way. | think that | see an opportunity now for
improving the way health professionals are equipped to facilitate conversations and
assessment around the impact of family violence on health outcomes.**

The RACGP recognises the need for practitioners to reflect and challenge their own attitudes:

Domestic and family violence can test a GP’s professional skills to the limit, as there

are often life threatening, physical, emotional and complex family and legal issues that
require a high level of professionalism in order to successfully assist patients. GPs are
expected to reflect on their own attitudes towards family and domestic violence in their
training, and how these might impact and influence their management strategies.’®

Barriers for mental health and drug and alcohol services

Dr John Read, Professor of Clinical Psychology, Swinburne University of Technology, emphasised to the
Commission that key opportunities for intervention are lost when mental health services do not identify
and respond to family violence:

People who are subjected to violence and who also have mental health problems
(sometimes as a direct result of the violence) are often particularly marginalised and
vulnerable. The violence toward them will be unlikely to be heard through the criminal
justice system, but could and should, be identified by mental health services, leading to
timely intervention and support ...*%
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The Commission was told that women and children experiencing family violence may be refused help at some
mental health and drug and alcohol services because they are considered transient, or may be ‘out of area’
due to relocating to escape violence.®%*

The Commission heard evidence that the mental health sector is currently ill-equipped to identify and
address family violence. In its submission, Cobaw Community Health stated that mental health workers have
a tendency to focus on the presenting symptoms and do not always apply a systemic, family violence lens.>*
The Centre Against Violence submitted that:

85% of women affected by family violence will develop a post-traumatic stress disorder
and often receive care from the mental health sector. However, the appreciation the
mental health sector has of the impact of family violence is minimal. Their response

to safety and risk is also through a mental health lens only.>*

Professor Patrick McGorry AO, Executive Director of the Orygen National Centre of Excellence in Youth
Mental Health, similarly told the Commission:

In the general mental health system, in terms of a therapeutic response, the focus is
typically a narrow one on the individual person presenting in front of a health practitioner
... | do not believe that most practitioners would be family focused or routinely assessing
for family violence, or necessarily giving it much attention.*”’

Professor Jayashri Kulkarni, consultant psychiatrist and Professor of Psychiatry at the Monash Alfred
Psychiatry Research Centre, referred in her evidence to the way in which psychiatric services tend to
separate individual and structural causative factors when treating mental illness:

... one of the things that is missing in this discussion is it is as if there’s been a horrible
splitting of the violence and the mental health consequences and psychiatric illnesses
and diagnoses. What we are seeing in the field, in my view, is that we have a group, usually
psychiatrists and psychologists, who are focused on making a diagnosis of personality
disorder, conduct disorder and other disorders and often the actual antecedent family
violence is kind of consigned to some other person’s purview to take that history and
somehow magically deal with it. This is why | think we have an issue in the mental health
ripples, which are very, very large and continue lifelong, of family violence. It is as if the
mental health professions haven’t caught up with taking very good histories and clear
stories of the trauma and the violence and then putting that together with the consequent
diagnosis and then coming up with holistic treatment and management plans.®*®

Dr Read similarly submitted that most mental health services tend to operate predominantly from a ‘medical
model’ which prioritises the assessment of symptoms of an individual so as to apply a diagnostic label and
prescribe a medication. This means that very often patients are not asked what has happened in their lives,
or is happening now, that might have contributed to their mental iliness.**

Dr Fernbacher told the Commission that there is a lack of clarity about the role of the mental health
system in responding to family violence. She noted that while guidelines about family violence exist to
assist mental health service providers, they are not binding, and do not include key performance criteria
or formal feedback mechanisms.?*°

The Commission also heard that it is not mandatory to assess family violence issues in the drug treatment
sector. While there are now standardised assessment tools as a consequence of recent reforms, the
Commission was told that practice resources remain under-developed and have not progressed beyond
pilot programs:**

While [alcohol and drug treatment workers] may be well aware of the high
prevalence of family violence among their clients, and deal with it every day, there
has been limited specific information to guide this work and to develop system-
wide responses to the issue.®*?
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Responding to family violence

The Commission heard different views about the nature of the response that is required from health
practitioners when family violence is disclosed.

Professor Oberklaid told the Commission:

| think that all universal providers—nurses, GPs, child care workers, teachers—need to
have some training in recognising family stress and the signs of stress and violence as
well. But we can’t expect everybody to become an expert. What we can expect, what we
should expect, is each of these providers to recognise that things aren’t going particularly
well and to refer early and know who to refer to.**

However, Professor Hegarty told the Commission that ‘referral to formal domestic violence services at
the point of identification as the only response may be problematic’ as women may not identify what they
are experiencing as family violence and therefore may not wish to access specialist support services.”*
Professor Hegarty spoke about the focus of her work supporting GPs to take a ‘first-line’ response,

not just refer patients:

So what we taught the GPs to do was essentially the World Health Organization
recommendations of a firstline response, which is, once someone is identified, to listen,
inquire about their needs, validate their experience, enhance their safety and ensure
ongoing support. It's got a mnemonic of “LIVES”, and | think that that’s easy to remember
because we are trying to save lives.’"

Current World Health Organization guidelines

The World Health Organization recommends that women and their children need a safe ‘first line
response’ when they disclose family violence to a health practitioner. This involves:

> First response: patients need to be responded to at any initial disclosure with active listening and
non-judgemental support. These first line skills are taught at undergraduate and postgraduate
level in most health courses.

> Safety assessment response: families need to have their safety assessed at the time of disclosure.
They can then be guided to appropriate ongoing care, which might include the health practitioner
seeing the patient for ongoing support, referral to advocacy services, or crisis support.

> Pathway to safety: health practitioners need an understanding of family violence services and
access to resources and referrals in local areas to assist them in keeping women and children safe.

The WHO has also developed a clinical handbook, which is currently being trialled. A simple
mnemonic reminds practitioners what an evidence based, woman-centred first-line response should
incorporate: LIVES—Listen, Inquire about needs, Validate experiences, Enhance Safety, Support.®*

Professor Hegarty told the Commission that ongoing support from a GP, such as under a mental health care

plan, can improve the mental health of women ‘and when women are less depressed they take further actions

often to keep themselves and their children safe’®’

In relation to creating a supportive environment for disclosure, Dr Brigid McCaw, Medical Director of the

Family Violence Prevention Program, Kaiser Permanente, Northern California Region, noted the usefulness of

posters that tell people that a patient will be seen on their own for a period of time before family members
are brought in to the consultation. A standard, promoted policy makes it easier for healthcare professionals
to ensure privacy as they do not have to make up a reason for seeing the patient alone in situations where a
family member may resist this practice.®®
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Staff at the Royal Women’s Hospital wear badges on their lanyards that read ‘safe at home talk to me’

or ‘the Women'’s says no to violence against women’®” In addition, there are posters in waiting areas, palm
cards in consulting rooms and factsheets on its website designed to educate the community about the health
impacts of family violence and to encourage women to talk to their health professional.**® The Commission
heard that this supports staffs, as well as patients:

So if you walk back into your department ... and the screening question is on your
documentation, there are posters on the wall, | have the cue cards on my ID badge,

| have had the training, | feel equipped, I'm ready now to go and actually start asking
those questions.®*

Safety issues for vulnerable women and children

A common concern raised with the Commission was the failure of the mental health system to deal
adequately with the trauma experienced by victims of family violence. An example of this is when women
treated in inpatient psychiatric facilities are expected to share a ward with men:

In a mixed inpatient ward there are many situations or behaviours that can trigger
memories of fear and abuse for others (shouting, banging of a door or aggressive or
indeed abusive behaviour). Frequently the reaction of the person experiencing such
triggering ... goes unnoticed and the person is left feeling unsafe.®*

Another issue brought to the attention of the Commission is the conflict between some practices under the
Mental Health Act and the safety of family violence victims. The Commission heard that the Mental Health
Act places both individuals and carers at the centre of mental health treatment, recognising the latter’s

role in supporting their family member’s recovery.*” The Act states that a carer’s views will be considered
when either the authorised psychiatrist or the Mental Health Tribunal is determining whether to make a
Treatment Order, including the duration and setting of the Order, as well as consent to treatment, including
electroconvulsive treatment.*** Carers are also notified about key events, which means that information about
a patient’s treatment will necessarily be given to the carer so they can effectively participate in a consultation
or take any necessary action. Carers are also be given copies of any orders made.

The Commission received a submission from a woman who had experienced protracted family violence,
and was then coerced into a mental health facility by her abusive husband. She was then discharged home
to the perpetrator. Based on these experiences, she made several suggestions, including the following:

Secondly, train Mental Health specialists to investigate further into family violence, and
not just note on a report that a relationship was “volatile”; also take necessary steps

to make sure any mention of abuse is reported to local authorities. Also, when | was
admitted into the psychiatric unit, there was no further investigation as to why a husband
would be willing to admit his own wife only because she was angry, even after admitting
that he was cheating on his wife. The hospital must interview the husband and wife
together, make the husband accountable for admitting his wife, and not just treat the
wife. When | was discharged, my husband made no changes and continued to cheat,
control me and beat me.**

When the carer uses violence against the patient and seeks control over their life, this compromises the
patient’s safety and recovery and may exacerbate risk. While the Mental Health Handbook advises that
clinicians should always seek a person’s consent to sharing information with their carer or family member,
when the patient cannot or refuses to consent, carers can still be given information to provide care to a
patient and prepare for their caring role.*® It is not clear to the Commission the extent to which mental health
practitioners are aware of the incidence of family violence perpetrated by carers, nor what practices are
followed when this is known or suspected.
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In evidence, Chief Psychiatrist, Dr Mark Oakley Browne, provided the Commission with a list of designated
mental health services which have developed policies, protocols and assessment tools that relate to family
violence. All of the 16 listed designated mental health services had established policies pertaining to family
violence; seven of these services had specific family violence-related policies.*”’

In evidence, Dr Oakley Browne made similar submissions regarding discharge practices:

There is also an opportunity for mental health services to improve their intake and
assessment processes to inform better treatment and also improve their discharge
planning to ensure those leaving ‘in-patient care’ settings have a safe home to go to,
and an integrated and supported recovery plan in place.®?®

Stakeholders also raised the need to develop the capacity of drug and alcohol services to address the specific
needs of children who may be exposed to family violence. Workers may also refrain from asking clients about
children in order to avoid any potential need to make child protection notifications, which could in turn
jeopardise their working relationship with clients.*”

Working with perpetrators

The Commission heard that perpetrators often present to health services with mental health issues or
alcohol and drug issues, particularly during a time of crisis. Sometimes they attend health services for ‘anger
problems’ with the encouragement of their partners.** The need for the health system to have a more
informed response to perpetrators has been referred to as part of family violence death reviews by the
Victorian State Coroner, given the potential for perpetrators to have contact with health care professionals
across various settings.**

Knowing how to engage with men using violence, ensuring the safety of their partners and children,
and avoiding collusion with the violent man, are complex issues and require health practitioners to have
particular competencies.**

The time of new parenthood is also a stage when men are in regular contact with health services. This is a time
when men may be more open to receiving information and developing skills, as well as considering alternative
models of masculinity as they move into a new parental role. Dr Robyn Miller told the Commission:

The ante-natal period is ... a very good time to engage the perpetrators as men may be
more open to getting help and changing their behaviour because they want to be a good
dad. I have worked with many men in this situation who find the motivation to change
because they do not want to be like their own father and do not want their children to
have the kind of childhood which they had. | am not suggesting that a criminal justice
response is not part of this process, nor that all men can be engaged. However, many
men, if they were engaged skilfully and we and more options to connect them with
services during this window of opportunity, would take it up.®*

The Commission heard that the area of fathering is a current focus of research being led by the University
of Melbourne and Professor Cathy Humphreys, Professor of Social Work.** The aim of the research is to
improve the parenting experience of children whose fathers have used family violence, and outcomes from
this research may provide practice guidance in working with men who use family violence.
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PEARL project: Responding to Perpetrators in Health Settings.

The PEARL project: Responding to Perpetrators in Health Settings is a project led by the University
of Melbourne, focused specifically on general practitioners and their role in responding to men

who use violence. The project found that whether men seek help for their behaviours is very much
dependent upon the ‘right person asking the right questions’, highlighting the importance of training
and education for health professionals.®**

The PEARL project will run until early 2016, and will determine:
> the most effective ways for GPs to identify men who are using violence

> the most effective ways for GPs to respond when violence is identified or disclosed by male
patients (including referral pathways)

> what types of interventions might improve the identification and response, within health settings
to men who use violence.**

Perpetrator programs (including programs for perpetrators who are fathers) are discussed in more detail
in Chapter 18.

Health sector coordination

A common theme in evidence before the Commission was the need for health services to be better
coordinated and integrated so that people at risk of or experiencing family violence are guaranteed
a standard of response wherever they access the health system.

We don't need a new service, or a yellow one instead of a green one. We need the glue to
glue together the existing service systems so there are no wrong doors. So everywhere a
child and family make contact anywhere with a service system, whether it is MCH nurses
or child care or school or a paediatrician, “You have come to the right place. | can’t help
you, but | recognise you have an issue and | will take responsibility for referring you to
somebody who can help you.” That’s an organised system.**

Pathways to support

The Commission heard that multiple and complex referral pathways mean that victims do not know where
to go for help. In addition, family violence services are often not visible to health practitioners, and there is
confusion and poor understanding of what specialist services offer.**® The need for a ‘one-stop shop, and greater
promotion to mainstream services was a common theme.** The Commission heard a key barrier for effective
responses for women and children was the lack of knowledge by first contact points about where to refer:

... (General Practitioners) require more information regarding family violence support
services in their local area. A more integrated response between GPs and family Violence
Programs would enable for a more fluid referral process for GPs. This would ensure that
women and children are responded to in a timely and collaborative manner.?*
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It was also put to the Commission that a lack of knowledge or confidence about where to refer patients can
lead to a decision not to ask particular questions that might lead to a patient disclosing family violence.®*"*
Professor Louise Newman AM, Director, Centre for Women'’s Mental Health at the Royal Women'’s Hospital
also told the Commission that until better, less fragmented responses are available, better identification of
family violence will not lead to better support:

In my view, before we implement mandatory training for health professionals on family
violence and introduce better screening tools, we need to have clearer systems of response
... If we did have proper identification and safe disclosure of violence by women to health
professionals, there would be increased demand which we would struggle to meet in the
current service environment.**?

The need for more streamlined referrals to other specialist services to meet the range of people’s needs
was also raised with the Commission. Improved access to mental health counselling and support, given
the high correlation between family violence and depression was also raised:

Although the WHO recommends referrals to trauma informed mental health counselling
and mother child counselling there is a distinct lack of availability and accessibility
in Australia.®®

The need for a more collaborative response from mental health and drug and alcohol services
is described below.

Lack of collaboration between specialist services

The Commission heard evidence about the need for a more collaborative approach to providing mental health,
drug and alcohol, and family violence services. Professor Hegarty told the Commission that siloed service
delivery represents the status quo across the family violence, mental health and alcohol and drug systems:

... family violence and alcohol and other drug specific services ultimately end up providing
care for the same women. While simultaneously targeting substance misuse and family
violence is more effective than addressing either as a single issue, it is surprising that
joined-up service provision and responsive care remains elusive ... siloed approaches

are more common than not. Partnerships that coordinate interventions would improve
outcomes for women and children yet these remain underdeveloped.®*

Professor Humphreys expressed similar views:

| continue to be concerned about the profound division between the two sectors, a
chasm which belies the evidence base and where there is strong potential to make
greater inroads into the reduction of harm from family violence.®*

The Women’s Mental Health Network Victoria also told the Commission that consumers have raised
concerns about the lack of coordination between the family violence and mental health systems.**

A common reason for failure to collaborate is that there are ‘philosophical tensions’ between the sectors.®’

In its submission, the Melbourne Research Alliance to end violence against women and their children
stated that the issue of causality is a barrier to the sectors working better together;**® for example, the
conceptualisation of domestic and sexual violence as behaviour caused by psychological dysfunction or
other individual or socio-demographic characteristics risks removing the responsibility of violence from
the perpetrator.®* This is discussed in more detail in Chapter 18.

The Commission also heard that a lack of communication between the sectors has resulted in each feeling
uninformed about the capacity of the other. Mr Bishop told the Commission that family violence workers
have said that they are often unsure whether a client is high-risk enough to engage mental health services,
or they are unable to get an immediate assessment, and do not feel confident to continue engaging the client
without this support. Clients can therefore fall through the gaps.**°
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Tensions can also arise due to the difference in timeframes across the different sectors. For example,
perpetrators and victims of family violence are likely to require support services over a longer timeframe
than is provided by mental health services, particularly acute mental health service responses, which are
crisis-oriented. It may be difficult for family violence services to engage specialist mental health input once
the crisis period has passed. Family violence workers also told the Commission that accessing the limited
mental health support that is available requires a diagnosis of a ‘disorder’ by a general practitioner, which

can be stigmatising for survivors of family violence.®>' This is discussed further in Chapter 20.

The Commission heard about the benefits and potential gains that may be realised through closer
coordination between service systems. NorthWestern Mental Health told the Commission that increasing
the focus on family violence within mental health services is a practical and effective means to reduce the
occurrence of family violence.*?

There was a level of consensus across the evidence before the Commission about how services for people
presenting with mental health, drug or alcohol issues and family violence could be better delivered. Mr Bishop
stated that first, addressing family violence needs to be recognised as important and resourced. This includes
allocating sufficient time to mental health workers to build and maintain relationships with their clients and
with other family violence support services. Second, both sectors need to have a shared goal and a reciprocal
relationship. This includes family violence services having the benefit of education and support from mental
health services in relation to responding to people with mental health issues.**

The Women's Mental Health Network emphasised that a ‘gendered mental health and wellbeing plan’ and
‘active mental health’ promotion is a priority for addressing health and wellbeing of women experiencing
family violence.** NorthWestern Mental Health told the Commission that the three main avenues to better
integration of services are:

> Improved channels of communication and information sharing.
> Increased specialist clinical expertise in the area of family violence.

> Improved access to outreach treatment services.**

In its submission, the Melbourne Research Alliance to end violence against women and their children
identified a number of ways that a greater level of integration could be achieved across the sectors, including:

> Reviewing the evidence and funding for programs which effectively address the dual issues.
> Resourcing projects and collaborative efforts which address dual or complex needs.

> Increasing training across sectors.**

The Commission heard of areas of promising practice, such as the initiative at LinkHeatlh (previously
Monashlink), where a dedicated alcohol and other drug practitioner worked specifically with victims and
perpetrators of family violence.*” The government also highlighted this as an example of local arrangements
to support better integration between the sectors.*® The Stella Project in London was also cited, which
developed targeted resources and education for both sectors to support a more integrated approach.®’

A number of other experts who gave evidence to the Commission advocated co-locating mental health,
drug and alcohol and family violence services:

... connections are usually easier made when people are within a same building and over
the years in Victoria we have had many examples - | remember | think in the 80s there
was something called the NOW Centre on Sydney Road. Some of us may remember that.
There was Child Protection. | think there was a homeless service. There was a women'’s
service and other services and people would literally walk from one part of the building
to the other one to talk to people in the other organisation. Whilst that might seem so
simplistic, it is actually sometimes as simple as that, as co-location does make a change.*®

If you work alongside people and you get to know them in another way other than their
professional role, | think you get a better understanding of their roles and tasks and they
of you. So | do think it can lead to an improvement in relationships and understanding.®*

36 The role of the health system



The RACGP highlighted the need for better systems to enable GPs to identify and make referrals to
psychiatrists and psychologists with expertise in family violence, along with more inclusive Medicare rebates
to enable greater access to mental health care.®¢2

System-wide models

The Commission heard evidence about the move to ‘whole-of-system’ approaches, and the development
of more comprehensive responses to family violence within the healthcare system.

Kaiser Permanente is a not-for-profit, integrated health care delivery system in the United States which
includes 39 hospitals and 619 medical centres, with a workforce of over 18,000 physicians.** Clinics
using the model provide outpatient, inpatient, emergency and behavioural health services, including mental
health services.**

The Commission was told about Kaiser Permanente’s ‘systems-model’ approach to family violence, adopted
across northern California.** The systems-model approach aims to support family violence responses across
the whole healthcare system.** Five principles underpin this approach:

> A supportive environment—health services provide a supportive and comfortable environment for
victims to disclose family violence. This includes having posters on the walls of examination rooms
and information sheets on the back of toilet doors, as well as take-away pamphlets or ‘tear off’ sheets.

> Clinical inquiry and referral—clinicians receive training and support on asking questions and responding
to a disclosure of family violence, including how to use tools in the electronic health record (which provide
reminders and questions that can be used for screening).

> Onsite family violence services—onsite support services are available to assist victims in accessing
social and mental health supports.

> Links to community resources—community service providers are part of multi-disciplinary teams
in centres.

> Leadership and oversight—the model includes strong local and regional health centre leadership
structures to ensure that new research is circulated and practices are updated to reflect new approaches
in best practice. Physician ‘champions’ and team leaders meet on a regular basis to improve practice.*”’

In 10 years, there has been a sixfold increase in the number of patients identified as being victims of family
violence in clinics that have adopted this approach; and a 50 per cent uptake of referrals to mental health
services following a disclosure.*® In her evidence to the Commission, Dr McCaw noted the importance of
having quality data to support the model, and the benefits of co-locating services.**

In its submission to the Commission, the Royal Women'’s Hospital noted that the Kaiser Permanente model
could serve as a useful precedent for service design in Victorian hospitals.””® Professor Hegarty, while noting
that the US medical system is very different to that of Australia’s, agreed that lessons learnt would be helpful
in designing system responses here.*”*

The Commission heard that in New Zealand, the Family Violence Intervention Programme introduced in
2002 supports health sector responses by funding coordinator positions in all district health boards (DHBs),
auditing DHB performance, supporting research and evaluation and offering technical advice and training
to health services committed to the program.*”

The Commission also heard that one of the ANROWS research projects includes funding for the Department
for General Practice at the University of Melbourne to build, implement and evaluate a trauma-informed
‘systems model of care’ that is responsive to women'’s needs.*”

The model will take a whole of organization approach for services, including:
environment, management, direct contact, practitioner support, referral pathways,
information sharing, protocols and policies, and community linkages.**
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The Commission understands that there are developments in Victoria moving towards implementation of this
comprehensive approach. These include the work that has been led by the Royal Women'’s Hospital and the
MOVE program (with maternal and child health nurses).””> According to Professor Hegarty:

| feel like all these projects, if we just sustained them in a longer term project and
evaluated it well we could really - we are on the brink of having a really good system
model, and certainly the Women'’s [Hospital] would be a very good place to trial that.*”

Training and workforce development

The Commission heard that services across the health system need to be better resourced and skilled to
pick up ‘distress signals’ in their patients at the earliest possible opportunity, to know how to have sensitive
conversations with women, adolescents and children, and to assist them to access other supports.®””

Opportunities for training and professional development

Currently, the availability, breadth and depth of professional development and training opportunities for
health practitioners relevant to family violence, varies widely. The Commission was told of the importance

of ensuring that all staff who interact with patients in healthcare settings are appropriately trained to identify
and respond to family violence. This allows a continuity of service, especially where there is a high turnover
of staff.””® The Commission heard that the Royal Women'’s Hospital takes this approach and in so doing has
also identified the need to provide support to staff experiencing family violence.*”

Health practitioner regulation and accreditation

A National Registration and Accreditation Scheme (NRAS) for health practitioners commenced in
2010, with professions covered within its remit including medical and dental practitioners, nurses
and midwives, optometrists, chiropractors, pharmacists, physiotherapists and psychologists.**°
Each profession has a National Board which regulates the profession and whose role includes
approval of accredited programs of study to provide qualifications for registration in the relevant
health profession.®® The Australian Health Practitioners Regulation Agency administers NRAS
and provides administrative support to the National Boards. A specified amount of Continuing
Professional Development is required each year to maintain registration.*?

All National Boards have issued codes of conduct for health practitioners, with most adopting a
common code of conduct.’® The common code reinforces the mandatory obligations of practitioners
to report child abuse and neglect, and sets out components of good practice.

Pre-service and undergraduate training

The need for competencies relevant to identifying and responding to family violence to be in both pre-service
and in organisational settings, was a common theme before the Commission.*®* The Royal Women'’s Hospital
highlighted that the current ‘invisibility’ of family violence in the hospital system begins in the undergraduate
education of health professionals.?®® The Commission heard that there is very limited content dedicated

to family violence in many relevant degrees for health practitioners, and that undergraduate and graduate
training of the medical and nursing professions lacks any mandatory content on intimate partner violence.*®

Compared to my undergraduate and postgraduate studies in nursing and midwifery,
it was only when | went to do my maternal and child health nursing that | received
formal education or curriculum into family violence.®
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The role of professional bodies and associations and was also emphasised in providing essential leadership
in this area. This is further discussed below.

Training for mental health and drug and alcohol practitioners

The Commission heard strong endorsement for formal training to build the capacity of alcohol and drug
services, mental health services, family violence services and men’s behaviour change programs to respond
to clients with complex needs.*®®

Professor Hegarty told the Commission that there is a need for a more consistent and comprehensive
approach to intimate partner violence education in medical and other health practitioner degrees, so that
identifying and responding to family violence in health settings becomes the norm.*® The Victorian Alcohol
and Drug Association emphasised that building confidence and skill among the alcohol and drug workforce
to identify family violence, and to know where to refer for specialist assistance, is paramount.*°

The RANZCP’s Victorian Branch told the Commission that there is a lack of family violence education at all
levels of medical and psychiatry training that is hindering optimal engagement with the complex issue of
family violence.** The Researching Abuse and Violence Team at the University of Melbourne also called for
training of public and private mental health professionals in family violence, noting the lack of training as
part of undergraduate/graduate programs for psychologists, social workers and psychiatrists.*> The RANZCP
submitted that it should be mandatory for all mental health professionals to be trained in identifying and
responding to family violence, recognising that complex cases involving family violence are likely to present
in the mental health system.*”*

The National Alliance for Action on Alcohol advocated strengthening the workforce through training and the
use of common assessment tools, and noted that ‘the CRAF and the Family Violence Referral Protocol do not
consistently or sufficiently address the role of alcohol’ in family violence:

Neither mechanism adequately addresses how service providers should assess the
contribution of alcohol misuse to family violence, nor is there sufficient training or

support to facilitate family and other services in engaging AOD treatment services.**

DHHS advised the Commission that while the department does not specifically fund family violence education
or training activities, funding is provided for training priorities determined by local workforce training needs
analysis and delivered through department funded mental health and alcohol and drug training providers.
Examples included a number of courses delivered by the Bouverie Centre on topics such as trauma informed
sensitive family practice; gender sensitivity in Victoria's mental health services and working systematically
with sexual abuse. Other courses included addressing male perpetrated domestic violence (delivered by

No To Violence) and domestic violence and childhood trauma.*’

Training provision and delivery

The Commission heard that, while significant amount of family violence assessment training has been
available to the broader social services sector, it has been insufficient to ensure staff from health and
community agencies are appropriately skilled in this area.*”® There was recognition that CRAF workforce
training targeted to whole sectors, such as that provided to all maternal and child health nurses, had been
useful.*” The ‘one-off’ nature of this training however, is problematic:*®

The content of the CRAF training, and whether it was sufficient for the role of health practitioners was
also raised. Ms Jaffe outlined that the level 1 CRAF training was ‘predominately awareness raising’, and
that in her view:

| believe that it needs to incorporate some basic safety planning, predominantly because
often a woman will disclose or will unpack with whichever health professional she lands
that she is experiencing family violence but may not be ready to uptake services.

From speaking to services, that can take anywhere from weeks to months for her to
potentially make that decision, to even make that phone call. In that instance no-one
is safety planning with her.*”
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The delivery mode of training was also raised as an important issue. The Commission heard that ‘train the
trainer’ models, while cheaper, have limited usefulness when the trainer does not have expertise in the
relevant field:

So what | have seen historically is you will have a mental health worker—I'm just choosing
mental health but it could be drug and alcohol—you might give them a three day training
on understanding family violence and then they are meant to go out and train other
mental health workers. You cannot give a worker 10 or 20 years of experience in a

three day program, and what happens over time is the common ideas and beliefs that

are already circulating in the workplace end up being reinforced. So we are not actually
changing behaviour. But it is a very cheap option often and an option that organisations
tend to opt for.*°

The importance of the availability of quality online training was also raised. The Commission heard that DHHS
is developing a CRAF online training resource, to provide another source of training for professionals and
service providers.** Ms Callister told the Commission that DET was currently facilitating refresher CRAF
training for all MCH nurses through this online module.”* This is further discussed in Chapter 6.

Gender-sensitive training

Building ‘gender-sensitive’ practice was raised in a number of submissions as related to improving health
system responses to family violence. The Women’s Mental Health Network Victoria has developed a training
program, called the Building Gender-Sensitive and Safe Practice Training Program, that aims to support services
and practitioners to consider the needs, wishes and experiences of people in relation to their gender and
sexual identity, and to ensure access to high-quality care based on dignity and respect.*® The Commission
notes that the former Department of Health developed a training program for the health workforce in 2011
under its Service guideline on gender sensitivity and safety: promoting a holistic approach to wellbeing. This
guideline included best practice responses to family violence.**

In its submission, the Gippsland Integrated Family Violence Committee highlighted the need for health
practitioners to understand the particular dynamics of family violence and its gendered impacts:

If women or children are referred through their General Practitioner on a mental health
plan, it has been found that a large number of psychologists in Gippsland don’t have any
training about family violence therefore don’t understand the issues and recommend
couples attend therapy and family mediation together, which could place the woman and
her children at greater risk. The majority haven't been trained in the Family Violence Risk
Assessment and Risk Management Framework (CRAF).*%

It was however continuously emphasised to the Commission that training and professional development
is only one element of the overall support required by healthcare practitioners to usefully contribute to
a family violence response.

You need it as a whole to have a good foundation for a good system. So you need the
management support. You need guidelines. You need resources. Training is almost last.
It's almost like the last thing that you do. It's not a pick and mix. These are the basics
that we have found that work to make a good system work.**
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Evidence about the workforce development and learning unit in NSW Health, the Education Centre Against
Violence (ECAV), was provided by Ms Lorna McNamara, the Director of ECAV. Ms McNamara noted that one
of the benefits of this unit was its location in government.

The brief from NSW Health has been for ECAV to provide training both to government
agencies and to NGOs. This has placed us in a unique position, where we work across
government departments and agencies as well as with NGOs, giving us a broad
perspective across these different organisations.*”

Ms McNamara noted that on a practical level, ECAV ‘has been able to participate in high level meetings,
and be involved in policy development including inter-agency policy development’ which she suggests
would be less likely to occur with external training provider.*® This area is further discussed in Chapter 40.

Trauma-informed care
Workforce development in delivering ‘trauma-informed care’ was an area commonly identified as necessary
in the evidence before the Commission:

There is increasing recognition in mental health services that clinical practice and

patient treatment and care should be informed by trauma-informed care and have a focus
on recovery ... trauma-informed care recognises the high prevalence of experiences of
assault and abuse among people accessing mental health services and acknowledges the
ongoing impact of trauma on people’s health, wellbeing and behaviour. Trauma-informed
services take care to avoid practices that may exacerbate or retrigger previous experiences
of trauma and undertake routine enquiry about people’s experiences of abuse.*”

Professor Kulkarni told the Commission that practitioners are not being taught at medical school how
to appropriately ask about a patient’s history with trauma, including family violence.**°

Dr Fernbacher told the Commission that the Department of Health's 2011 Service Guideline on Gender Sensitivity
and Safety, a trauma-informed training tool, provides guidance to the mental health sector on family violence
and sexual assault.** She identified some challenges with the guideline, including that it is not binding and
there is no monitoring structure for services to report back on implementation.*? The Women's Mental
Health Network told the Commission that it has developed a training program for staff working in mental
health, and drug and alcohol services, based around that guideline.**®

Dr Fernbacher told the Commission that in addition to training, other mechanisms are required to embed
trauma-informed care:

| think there needs to be a number of layers, for example, a strategy, guidelines, but
also some binding feedback mechanisms where mental health services would need

to demonstrate how they have integrated those sentiments or the guidelines or

the strategies into their service delivery. So training is one aspect, but how can you
demonstrate that you have actually now either reorientated your service or that people
are really practising in a different way. So, if that is through KPIs or other mechanisms,

| think it would be important that that is part of any implementation.**

The Chief Psychiatrist cautioned that trauma-informed care constitutes a major shift in current practice,
that will take time and resources, and that mental health services will require assistance in the form of a
Statewide Trauma-Informed Care Strategy, a Trauma-Informed Care Guideline and a Trauma-Informed Care
Implementation Plan.***
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Commonwealth developments in training

At a national level, the Commonwealth has funded DV-Alert training through Lifeline, which provides
training to ‘frontline workers' to respond to and refer people in situations of family violence. The
training program was funded under the National Plan to Reduce Violence Against Women and their
Children 2010-2022. The National Plan includes a focus on strengthening the role of health services
in identifying and responding to family violence, including a common risk assessment framework and
training for the health sector that aligns with specialist family violence services.**

As part of a 2015 Commonwealth funding announcement for initiatives under the National Plan,
$14 million was provided to expand the DV-alert training program to ‘police, social workers,
emergency department staff and community workers’.*” This funding also included work with the
Royal Australian College of General Practitioners to develop and deliver specialised training to
general practitioners nationally.

The National Sexual Assault, Domestic and Family Violence Counselling Service (1800 RESPECT) has
been funded to develop an online toolkit for frontline workers to help them better recognise and
respond to sexual assault and family violence. The online toolkit includes resources such as information
about recognising the signs, supporting disclosure, assessing risk, safety planning, cultural competence
and trauma. It also includes resources for managers and organisations and information on family
violence policies. Professor Hegarty highlighted these resources but also commented that she thought
it unlikely many health practitioners would be aware they were available.*'®

Leadership from government and professional bodies

The Chief Psychiatrist noted the importance of champions to effect practice changes in the
mental health sector:

You need to identify local champions. Health care services, health care providers were
very tribal in a way and our practice is very much influenced by what respected other
practitioners do. So social influence is very important in shaping practice. So having
people who are regarded as good practitioners by people in the front line endorsing

a particular practice is very powerful in bringing about change.**?

Championing workforce change

Dr Fernbacher told the Commission that improving the way the mental health workforce responds to family
violence victims requires clear direction and allocation of responsibilities by DHHS, supported by:

> A departmental strategy on trauma-informed care.

> A DHHS guideline outlining in greater detail the roles and responsibilities of clinical and mental health
community support services.

> An implementation strategy with statewide and regional resourcing.

> A governance structure with key performance indicators and mechanisms to monitor, report on and
refine implementation.

> Training for mental health staff in the CRAF and trauma-informed care.**

The RANZCP suggested that the Chief Psychiatrist should have responsibility for formulating training for
psychiatrists. It also recommended that there be ‘one main respected champion of the cause at each institution’.#2
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An evaluation of the MOVE study (discussed above) also emphasised the importance of leadership in
facilitating appropriate practices to identify and respond to family violence including the need to build a
sense of ‘professional duty’ in workplace culture to assist patients at risk of or experiencing family violence:

If you do that message, ‘This is your professional duty of care to do this’, and then
you provide those professionals with what they need in an ongoing way, then you
are more likely to get a sustained behaviour change, which is what | think we should
all be working towards.**

Professor Hegarty also highlighted the need for changes in workplace culture to support the use of tools and
guidelines. She noted that while some general practitioners follow the guidelines Abuse and Violence: Working
with our patients in general practice:

... others don't. This isn’t enough. Health professionals need compulsory training to
ensure better health and safety outcomes for women and children experiencing domestic
violence. Only an organisational shift can make this happen. Practitioners need a
supportive environment and changes in health system protocols and [policies].**

Leadership within organisations to effectively implement policy and practice change is also required.
The Commission heard about the importance of leaders within health sector sponsoring and championing
family violence policy and initiatives, such as the chief executive officers of public health entities responsible
for making operational decisions.*?*

Leadership from government and professional bodies

The Commission was told of the need for clear directions from government departments and key
organisations to support consistent responses to family violence being adopted and implemented by
health service providers.

The Commission notes that there is limited reference to alcohol and substance use in the National Plan to
Reduce Violence Against Women and their Children 2010-2022, and limited reference to family violence within
the National Drug Strategy 2010-2015. The National Alcohol and other Drug Workforce Development Strategy
2015-2018, part of the National Drug Strategy, does reflect the need for strategies to support greater
integration with the family violence sector Ms Ingrid Wilson, PhD candidate at the Judith Lumley Centre,

La Trobe University told the Commission:

We need a better focus on alcohol-related domestic violence in our policy frameworks.
Historically, alcohol has been given little attention in national and state domestic
violence frameworks, although much focus has been on strategies to reduce alcohol-
related violence affecting Indigenous communities. Yet the data show that alcohol-
related domestic violence is not confined to Indigenous Australians. Hence, policy and
intervention frameworks should look to reduce alcohol-related violence across the whole
Australian community.**

DHHS has significant power to effect change in the practices of hospitals and the health sector more broadly, as
it is responsible for developing policy, setting priorities, funding, and formally monitoring public health services.**
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The role of the Department of Health and Human Services

> Sets strategic priorities. DHHS sets strategic priorities, with public health service entities such as
hospitals then making decisions within the parameters set by these strategic priorities. The board
of each public health service is required to have a strategic plan that is consistent with DHHS
strategic priorities. This plan is approved by DHHS.**

> Develops statements of priorities and annual funding guidelines. A Statement of Priorities is an
agreement between a health service entity and the Victorian Government about the services
to be provided by that entity and the way in which those services are to be provided.*® Each
statement sets out a number of ‘strategic priorities’, the ‘action’ to be taken in relation to those
priorities and the ‘deliverable’ to be achieved from that action.*” It also sets out key performance

indicators for a number of ‘performance priorities’*®®

> Sets policies and guidelines. In entering into a Statement of Priorities, a public health service entity
agrees to comply with all applicable policies and guidelines issued by DHHS, for example, elder
abuse policies or maternity policies.**

> Monitors performance. DHHS monitors, analyses and evaluates a health service’s performance
against the requirements in its Statement of Priorities.**

DHHS also determines the level of funding for services.

DHHS’s Statement of Priorities for public health services in 2015-16 included a mandatory requirement

for services to develop deliverables relevant to improving responses to family violence.*** Health services

are required to demonstrate how they are working to prevent, identify and better respond to family violence,
particularly in vulnerable or high-risk groups to list the actions they intend to take and to monitor these
actions during the year.***

A review by the Commission of DHHS's policies and funding guidelines indicated that family violence is
not universally described or captured in data sources. Within the area of public health, policies that did not
mention family violence include: the Victorian Health Priorities Framework 2012-2022 (Metro and Rural);
the Victorian Health Service Performance monitoring framework; the Capability Framework for Victorian
Maternity and Newborn Services 2010, and the Koori Maternity Services Minimum Data Set (which collects
data for age, referrals for alcohol/drug abuse and smoking, but not family violence).

Role of the Chief Psychiatrist

Under the Mental Health Act, the role of the Chief Psychiatrist is to provide clinical leadership and
promote continuous improvement in the quality and safety of mental health services.”® The Chief
Psychiatrist holds an executive role in DHHS, and leads a team consisting of the Office of the Chief
Psychiatrist and the Office of the Chief Mental Health Nurse. The Chief Psychiatrist also provides
advice to the Minister for Mental Health, and Secretary of DHHS about the provision of mental
health services.

The Chief Psychiatrist performs a range of functions including developing and assisting mental health
service providers to comply with standards, guidelines and practice directions, conducting clinical
practice audits and reviews, and developing and delivering information and training to promote
quality and safety.**
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Dr Oakley Browne, the Chief Psychiatrist, explained in evidence that one of the functions of the Office of
the Chief Psychiatrist is issuing standards, guidelines and practice directions.*” These guidelines inform the
development of the local policies and protocols of mental health services and are used by other government
agencies such as the Mental Health Complaints Commissioner, the Mental Health Tribunal and the Health
Services Commissioner.**®

The Office of the Chief Psychiatrist has not produced a specific family violence guideline, however, Dr Oakley
Browne stated that several other guidelines relate to family violence including Working together with families
and carers (2005), Promoting sexual safety, responding to sexual activity, and managing allegations of sexual
assault in adult acute inpatient units (updated 2012), Discharge planning for Adult Community Mental Health
Services (2002) and Treatment plans under the Mental Health Act (updated 2009).*** While they are not strictly
enforceable, the Commission was told that mental health services undergo a regular cycle of accreditation,
and part of this process reviews their assessment tools.*°

Dr Oakley Browne also informed the Commission of a guide developed by the Victorian Community Council
Against Violence with support from the former Department of Health, Identifying and Responding to Family
Violence: A Guide for Mental Health Clinicians in Victoria (2005) which was distributed to mental health services
and is used at the discretion of the clinician or service.*" As discussed above the Service Guideline on gender
sensitivity and safety: promoting a holistic approach to wellbeing (2011) provides guidance to practitioners,
including those in the mental health system, on best practice when working with people who have
experienced trauma, family violence and sexual assault.*?

Role of professional bodies and associations

Professor Taft told the Commission that professional bodies, such as the Australian Medical Association
(AMA) and the Nursing and Midwifery Council have an essential role in developing and driving the
implementation of family violence response standards for their members.**

As discussed earlier, the AMA and the RACGP have developed resources and curriculum to support their
members in responding to family violence.

The Commission understands that, at the time of writing, apart from the AMA and the RACGP, only a limited
number of professional associations make reference to family violence in their professional guidelines.
A review of websites for the Australian Health Practitioner Regulation Agency (AHPRA), the Medical Board
of Australia, Dental Board of Australia and Nursing and Midwifery Board of Australia, revealed that only the
Midwifery Board specifically included family violence in its national competency standards.

Other medical colleges and peak health bodies to address family violence include the Australian Psychological
Society, which publishes a range of material that provides guidance on assessing clients for family violence.
The Royal Australasian College of Surgeons (RACS) published a Position Paper on Domestic Violence in late
2015.** In its submission to the Commission, the RACS emphasised its support for data-collection system
improvement, particularly in relation to hospital presentations.**®* The Royal Australian and New Zealand College
of Obstetricians and Gynaecologists (RANZOG) Standards of Maternity Care (2014) indicate that obstetricians
(GP and specialist) and midwives ‘should have a working knowledge of the impact of domestic abuse.
Staff should be competent in recognising the symptoms and presentations of such abuse and be able to

make appropriate referrals’**

In its submission to the Commission, the Victorian Branch of the Royal Australian and New Zealand College

of Psychiatrists, noted the lack of family violence education at all levels of medical and psychiatry training. It
hosted a multi-disciplinary roundtable in early 2015 to address the lack of emphasis on mental health in family
violence service delivery. The roundtable identified the need for better training and development of practice
guidelines, however, the Commission is not aware whether these have been progressed.*”’
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The RACGP suggested that relevant professional associations play a role in improving access to psychologists,
psychiatrists and other practitioners trained in family violence, particularly intimate partner violence:*?

We suggest easier access could be achieved if health professional search databases, such
as those provided by Australian Psychological Society (APS) and the Royal Australian and
New Zealand College of Psychiatrists (RANZCP) were expanded to include a specialist
search on psychologists and psychiatrists specially trained in areas of abuse and violence.
This could also include practitioners who are prepared to do court reports at reasonable
rates for women and children in the court system. More efficient access would enable
GPs and their teams to more successfully coordinate the medical care of women.**

The way forward

The Commission believes that health professionals can play a vital role in identifying and responding to family
violence. We heard that some victims of family violence will never present at a specialist family violence
service or contact the police; however, many will seek medical assistance at various points in their lives,
such as during times of pregnancy or childbirth, or to seek treatment for injuries or medical conditions as a
result of violence.

Health professionals have a unique opportunity to identify family violence through contact with both victims
and perpetrators, by detecting common warning signs or through sensitively asking questions that can

help to uncover it. Once identified (either through detection or disclosure) it is critical that the violence is
acknowledged and that effective steps are taken to minimise risks to the victim and any children by providing
support and assisting with appropriate referrals.

Ensuring that health professionals are able to detect the signs of family violence and offer meaningful support
is essential for avoiding missed opportunities to intervene and offer assistance. The Commission recommends
system-wide reform to ensure greater coordination and preparedness within the broader health sector to
support patients. These are described below.

In Chapter 20, the Commission also recommends that the Victorian Government, through the Council of
Australian Governments, encourage the Commonwealth to consider a Medicare item number for family
violence counselling and therapeutic services distinct from a General Practitioner Mental Health Treatment
Plan. The Commission further recommends that in the longer term, consideration be given to establishing a
Medicare item number or a similar tool that will allow medical practitioners to record a family violence-related
consultation or procedure. This will also help to more accurately capture the health burden of family violence.

Coordinated health system responses to family violence

Whole-of-system, integrated approaches are essential if health services are to respond effectively to family
violence. The evidence shows that embedding family violence awareness across entire health systems is the
most successful way of building confidence in practitioners to recognise and respond effectively to family
violence, and increasing the numbers of victims who are able to disclose family violence.
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Reflecting family violence in health and wellbeing plans

The Victorian public health and wellbeing plan 2015-19 was released in September 2015 and identifies the
government’s health and wellbeing priorities for the four-year period.

The plan recognises that gender roles, norms and expectations, gender-based violence and sexism can have
significant impacts on an individual’s health and wellbeing. This edition of the plan identifies prevention

of violence and injury as a priority, noting that family violence is the second-largest cause of ill-health and
early death for women aged 20 to 34.*°

Local government is recognised as a major partner in the implementation of this plan, and there is a legislative
requirement for each local government to create a municipal public health and wellbeing plan that considers
the directions and priorities of the Victorian plan.

These plans include examination of data about health status and determinants in the municipal district, goals
and strategies for helping to achieve maximum health and wellbeing and details of how the community will
be involved and how the plan will be executed in partnership with relevant agencies. Councils are well placed
to do this work in their role as employers, as well as their service and program delivery roles in areas such as
early childhood, engagement with youth and older people.

The Commission recommends that the existing legislative requirements be amended to expressly require
councils, in collaboration with regional family violence governance committees, to develop measures to
prevent and respond to family violence as part of this planning process. Many councils are already proactively
addressing family violence in their municipalities. Other local councils may require some more support from
their regional committee to undertake this work.

The Commission sees merit in the Victorian Government considering other amendments to the Public Health
and Wellbeing Act 2008 (Vic), for example to require a statewide public health and wellbeing plan to include
reference to the health impact of family violence and the development of proposals to prevent it. Any such
plan should also be consistent with the recommended Statewide Family Violence Action Plan discussed in
Chapter 38.

Recommendation 94

The Victorian Government amend section 26 of the Public Health and Wellbeing Act 2008 (Vic)—
which requires that councils prepare a municipal public health and wellbeing plan—to require councils
to report on the measures the council proposes to take to reduce family violence and respond

to the needs of victims. Alternatively, the Victorian Government could amend section 125 of the
Local Government Act 1989 (Vic)—which requires each council to prepare a council plan—to require
councils to include these measures in their council plan (rather than their health and wellbeing plans)
[within 12 months].
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Whole-of-organisation approaches

There are a number of positive approaches to identifying and responding to family violence within parts

of the health service system that have been evaluated and are working effectively. These include programs
within hospitals, work with general practitioners and with maternal and child health nurses, clinical guidance,
targeted professional development, and partnerships between different health service providers and specialist
family violence services. These need to be built on to form part of a system-wide approach, rather than remain
discrete pockets of innovation.

Key elements of a whole-of-organisation approach to addressing family violence are:

> policies, procedures and guidelines

protocols for internal and external referral pathways

partnerships between health services and specialist family violence services

a workforce that is equipped and supported to identify and respond to family violence
executive leadership and governance

appropriate funding

the appointment of clinical champions

supportive environment for disclosure, including appropriate design of spaces where patients are seen

vV VvV VvV VvV VvV VvV V V

accurate and consistent data collection

> systems for evaluation and monitoring of progress.

Funding and support should be provided at the requisite level and for as long as it is necessary to ensure
a whole-of-organisation model is adopted across all Victorian hospitals. Models that Victoria could draw
on in developing more comprehensive whole-of-system approaches include the Kaiser Permanente model
in the US and relevant work in New Zealand.

DHHS has pursued a number of initiatives in public hospitals to strengthen responses to family violence.
Some hospitals have, through their own initiative, developed risk assessment and management guidelines,
protocols and ways to strengthen their relationships with the family violence system. This work should be
commended, and models such as that being developed at the Royal Women's Hospital are moving towards
a comprehensive best practice approach. This approach needs to be expanded statewide to ensure that all
public hospitals have an effective response to family violence.

In addition, in the short-term, the Victorian Government should continue to support and resource
improvements to the outcomes and transferability of the Strengthening Hospital Responses to Family
Violence project and St Vincent’s Health Elder Abuse Prevention and Response Initiative.

Recommendation 95

The Victorian Government resource public hospitals to implement a whole-of-hospital model for
responding to family violence, drawing on evaluated approaches in Victoria and elsewhere [within
three to five years].
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Data collection and management systems

The Victorian Government should continue to develop and trial data management systems and processes
that enable consistent, efficient data capture, retrieval and reporting on family violence disclosures and
responses within the health system. Developing a shared framework of data definitions and performance
indicators, and developing shared standards and procedures to foster consistency and quality among
Victorian data sets are central to these recommendations.

In relation to hospitals, the Commission heard that core inpatient, outpatient and emergency data systems
in Victoria’s hospitals are not effectively capturing and reporting the rate of disclosures of family violence,
or tracking outcomes. The Commission acknowledges that there are fields within the Victorian Emergency
Minimum Dataset in which injuries that were most likely caused by a family member may be recorded

but recognises that there are opportunities to improve the recording and quality of that data, for the
following reasons:

> such fields do not appear to be designed to capture all forms of family violence; and

> this data set is confined to presentations to the emergency departments of the 39 Victorian public
hospitals that provide 24-hour emergency department services.

Similarly, there are opportunities to improve the recording and quality of data recorded on the Victorian
Admitted Episodes Dataset.

In addition, many hospitals still maintain paper medical files, supplemented by some limited computer-based
information. The Commission recommends that DHHS build on the current work underway at the Royal
Women'’s Hospital to investigate transferability of improved data collection. Guidance and training to improve
practitioner confidence in systematic data entry will be an essential part of this strategy. The Commission
recognises that this will require some lead time so that required systems can be reviewed and updated.

Broader recommendations about family violence data collection and its governance are discussed in Chapter 39.

Improving family violence identification

Antenatal screening

We know that pregnancy represents a time of heightened risk for family violence. It is important that the health
system recognises this and takes advantage of the fact that women will generally have regular engagement
with health professionals during this time—representing an opportunity to build trust and offer help.

The World Health Organization recommends family violence screening occur in antenatal settings,
because of the increased risks of intimate partner violence during pregnancy. In Victoria, routine screening
is recommended during the antenatal period, but is not mandated. There is also a lack of practice guidance
to support health professionals to conduct such screenings.

The Commission therefore recommends that routine screening be required in all public antenatal settings,
to improve the safety and health outcomes of women and children. While screening is a process that is distinct
from a formal risk assessment, it does serve as a mechanism to identify women who are at risk. Therefore,

any screening process should align with best practice knowledge about family violence risk factors.

In Chapter 6, we recommend the review of the CRAF. The CRAF provides guidance for a range of
practitioners on risk factors for family violence. Any routine screening tool must be aligned to risks
identified in the revised CRAF to ensure best practice and consistency across the broader health and
social services sectors.
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For screening to be effective, health professionals will require guidance and training about the nature and
dynamics of family violence. Health professionals will also require training about how best to ask questions
about family violence so that women feel comfortable, and that their privacy and confidentiality are assured.
Supervision and clinical guidance, appropriate referral pathways and secondary consultation will need to be
in place so that disclosures can be acted on promptly and appropriately. Evaluation and monitoring of this
new approach will be essential.

This will build on the government’s commitment to review and strengthen the training and mandatory risk
assessment undertaken by maternal and child health nurses in the post-natal period.

Recommendation 96

The Department of Health and Human Services require routine screening for family violence

in all public antenatal settings. The screening guidance should be aligned with the revised

Family Violence Risk Assessment and Risk Management Framework. Implementation will require
targeted and continued training, the development of specific guidelines, and clinical support

[by 31 December 2017].

Recognising family violence risks in the mental health setting

The importance of effective integration between, or collaboration of, the family violence and mental
health sectors is a common theme throughout this report. We know that people with mental iliness can be
particularly vulnerable and are at greater risk of family violence victimisation. In addition, mental illness can
be an individual risk factor for the use of violence (this is discussed in greater detail in Chapter 18).

The recommended review of the CRAF should include a health sector-wide assessment of policies, protocols
and practices that have implications for family violence, including: privacy and confidentiality within clinical
settings; human resources; training provided and gaps identified in training; and physical resources.

In Chapter 7, the Commission recommends that current legislative impediments be removed to allow for
simpler and more efficient information sharing relating to the assessment and management of family violence
risk. Specifically, we recommend the Family Violence Protection Act 2008 (Vic) be amended to allow the
sharing of information between prescribed organisations under the Act. Health services will be prescribed
organisations and will be able to share information with specialist family violence services and others where
it is necessary to do so to assess or manage risk. In order to facilitate information sharing we have also
recommended the establishment of a Central Information Point (CIP) of which DHHS would form part.
Further details of these proposals are set out in Chapter 7. As prescribed organisations, health services

will also be required to use CRAF-aligned tools when assessing risk.

The Commission considers it appropriate that the CRAF be used by members of the Mental Health Tribunal
making decisions about compulsory treatment pursuant to the Mental Health Act. Applying the CRAF would
both ensure that family violence is systematically considered in relation to people with a mental illness,
whether they are a perpetrator or victim, and that consideration of risk associated with family violence
(either as a victim or perpetrator) informs the development of appropriate treatment plans.
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Chief Psychiatrist guidelines

The Commission heard about a range of safety issues faced by some family violence victims receiving mental
health services, including the role of a carer (who may be the perpetrator of family violence), inappropriate
discharge arrangements and mental health practitioners responding inadequately to trauma. We also note
the evidence of the Chief Psychiatrist who suggested there is an opportunity to improve discharge planning
to ensure the safety of family violence victims when they leave ‘in-patient care’ services.

Although there is a guideline for mental health services specific to sexual assault, there is no equivalent
family violence guideline. Based on the evidence we received, the Commission is of the view that mental
health service providers would benefit from additional consolidated guidance from the Chief Psychiatrist
on the dynamics of family violence, the gendered impacts of violence and how to best deliver services
to victims of family violence in mental health settings. A specific guideline on family violence would have
a broad coverage across mental health service providers, and importantly, it would establish minimum
standards for providers when identifying and responding to family violence.

Therefore, the Commission recommends that the Chief Psychiatrist issue a guideline specifically relating
to family violence, to provide that family violence risk should be assessed when considering discharging

or transferring care of a person receiving mental health services and when consulting with families or carers
on treatment planning. These guidelines should be formulated in consultation with the DHHS principal
family violence practitioner discussed at the end of this chapter and recommended in Chapter 40.

Recommendation 97

The Chief Psychiatrist issue a guideline relating to family violence—including that family violence risk
should be assessed when considering discharging or transferring care of a person receiving mental
health services and when consulting with families or carers in relation to treatment planning [within
two years].
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Cross-sector collaboration

Embedding family violence specialist advisors within drug and alcohol and mental health services

The Commission considers that the following preconditions for success need to be in place to improve
collaboration between the family violence, mental health and drug and alcohol sectors:

> clear expectations set by government about the need for collaboration and to ensure that sectors
are tasked and resourced to work collaboratively

> articulation of the mental health and alcohol and drug sectors’ roles and responsibilities in relation
to family violence

> articulation of the roles and responsibilities of family violence services (victim and perpetrator) in relation
to identification and response to alcohol, drug and mental health issues

> in-service and pre-service training for the family violence, drug and alcohol and mental health sectors,
with an emphasis upon cross-sector learning

referral and secondary consultation pathways between services
removal of barriers to information sharing

resources for collaborative models, such as co-location or reciprocal work placements

vV VvV VvV V

the inclusion of representatives from drug and alcohol and mental health services in Risk Assessment
and Management Panels and other local-level risk management forums

> collaborative service planning to identify, resolve or provide clear practice guidance in relation to any
interdisciplinary tensions or conflicts.

A clear message in evidence before the Commission was that workers in the mental health and drug and
alcohol sectors wish to increase their knowledge and capability in family violence, and that family violence
practitioners need to do the same in relation to mental health, drug and alcohol and other individual risk
factors for family violence. The Commission strongly believes that this needs to go beyond understanding
each other’s referral pathways and one-off short training courses or ad hoc partnerships, to a more
sustainable model of interagency and inter-sectoral collaboration and learning described in Chapter 40.

The Commission believes there is an appetite for embedding specialist family violence practitioners in mental
health and drug and alcohol services. Their role would be to provide advice to clinicians on family violence
matters as part of a multi-disciplinary practice. The benefits of this approach would be:

> it is truly collaborative; staff have to have an appreciation of multi-disciplinary practice and resolve
traditional differences in practice philosophies

> the embedded worker is fully part of the team; decisions and actions are taken jointly, client management
systems are accessible, and information can be shared. This assists with risk management for the victim
and potentially improves clinical outcomes by better supporting her safety

> two approaches and service ethos are combined in practice, increasing opportunities for intersectoral
practice and learning.

It is not realistic, however, to embed a family violence adviser in every drug and alcohol or mental health
service in the state. A more prudent option would be to resource family violence positions in key services,
with a reasonable mix of metropolitan and rural locations across clinical and community settings, to test and
evaluate the model and inform future investment decisions. The key condition is that drug and alcohol and
mental health workers can access this expertise in each region of Victoria.
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Recommendation 98

The Victorian Government fund the establishment of specialist family violence advisor positions to
be located in major mental health and drug and alcohol services. The advisors’ expertise should be
available to practitioners in these sectors across Victoria [within 12 months].

Support and Safety Hubs

In Chapter 13 the Commission recommends the establishment of Support and Safety Hubs. These will
represent a new, area based, single entry point into family violence services and Integrated Family Services—
consolidating the current L17 police referral points for victims, perpetrators and Child FIRST intake.

Within the hubs, there will be some specific roles to assist health practitioners to better meet the needs of
people experiencing family violence. Advanced family violence practitioner positions will be established and
these practitioners can be requested to provide a secondary consultation by health professionals when they
have clients who are experiencing or are at risk of family violence. These positions, and the Support and Safety
Hubs more generally, will be a clear and identifiable referral point for health professionals for their patients.

In addition, to further strengthen the links between the various sectors, the Commission recommends
changes to promote shared casework models (facilitating greater harmonisation across sectors) and ensure
that mental health and drug and alcohol services are appropriately represented on multi-agency risk
responses, such as the RAMPs, which are responsible for identifying and responding to families considered
to be at high risk. We also recommend these sectors be represented within other governance arrangements
supporting the implementation of the recommended Statewide Family Violence Action Plan. For further
information on this, see Chapter 38.

Recommendation 99

The Victorian Government encourage and facilitate mental health, drug and alcohol and family
violence services to collaborate [within 12 months] by:

> resourcing and promoting shared casework models

> ensuring that mental health and drug and alcohol services are represented on Risk Assessment
and Management Panels and other multi-agency risk management models at the local level.

Referrals to other medical professionals

It is essential, that as front-line staff, all health professionals have an understanding of family violence, to
help them identify warning signs and to support people when disclosures are made. Encouraging disclosure
without the ability to effectively respond to that disclosure is potentially harmful and may deter future
disclosures, putting victims at greater risk.

Of all the health professionals, people are most likely to interact with a general practitioner. Therefore,
it is critical that general practitioners have access to appropriate referrals to medical practitioners to
ensure families at risk obtain the help they need.
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For this reason, we recommend that peak health bodies work together to establish a cross-disciplinary
database of professionals with expertise in family violence. This will provide some assurance that when
a person is referred to further health interventions, their experience of family violence will be recognised
and form part of the response to their health concerns.

Recommendation 100

The Royal Australian College of General Practitioners, the Royal Australian and New Zealand
College of Psychiatrists and psychologist and drug and alcohol service peak bodies collaborate

to develop a database of psychiatrists, psychologists, drug and alcohol practitioners and any other
professionals with expertise in family violence to help general practitioners when making referrals
[within 12 months].

Greater access to family violence forensic examinations

The Commission agrees with the Victorian Institute of Forensic Medicine that access to forensic medical
examinations for family violence matters should be expanded as a matter of priority. The Commission
also agrees that these examinations could be undertaken at sexual assault MDCs where forensic
suites have been purpose built. The timely access to health and medical services following experiences

of violence within settings that recognise the importance of safety and the impact of trauma is essential.
In the Commission’s view forensic examination should be seen as an essential service that needs

to be offered where appropriate to family violence victims.

The Commission agrees with VIFM that forensic medical components should be included in the training of
health professionals, and that forensic medical clinical practice guidelines should be developed for health
practitioners whose patients have been subject to family violence.

Recommendation 101

Victoria Police actively seek access to forensic medical examinations in family violence matters
from the Victorian Institute of Forensic Medicine [within two years].

Training and workforce development

As health professionals play such an important role in the identification and response to family violence,
the Commission considers that family violence should form part of the critical working knowledge of health
professionals, rather than being an optional add on to their studies and ongoing professional development.

For this reason, we recommend that a family violence learning agenda form part of undergraduate and
graduate training for general practitioners and mental health professionals (psychologists and psychiatrists).
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Recommendation 102

The Chief Psychiatrist—in consultation with the Royal Australian College of General Practitioners,
the Royal Australian and New Zealand College of Psychiatrists and psychologists’ peak bodies—
coordinate the development of a family violence learning agenda [within two years] that includes:

> undergraduate and graduate training in relation to family violence
> continuing professional development in relation to family violence

> guidance on appropriate responses to people with mental iliness who have also suffered
family violence.

Internationally, the Commission understands that a new Cochrane review undertaken by the World Health
Organization is currently evaluating educational interventions for intimate partner violence, and that a new
curriculum is being developed for partner violence at pre-service and in-service levels for global health
practitioners. This will provide useful guidance for required work in Australia to ensure that family violence
is included in undergraduate and postgraduate training.

Professional development for general practitioners

The Royal Australian College of General Practitioners has played a leadership role in driving the development
of curriculum guidance, training and information to assist their members. Mandating family violence training
as a required part of continuing professional development (CPD) for registration is the next logical step.

CPD registration standards for medical practitioners are developed by the Medical Board of Australia and
subject to approval by the Australian Health Workforce Ministerial Council (Ministerial Council) pursuant
to the Health Practitioner Regulation National Law (2009). The Commission encourages both the RACGP
and the Australian College of Rural and Remote Medicine to consider mandating family violence training
within the CPD standards that they are authorised by the Australian Medical Council to set.

The Commission agrees with the RACGP that child safeguarding training should be provided, and supports
the option proposed by the University of Melbourne that mandatory family violence training should be
provided through a ‘child safeguarding’ framework that includes family violence. We understand that this
model is working successfully in the United Kingdom where mandatory Child and Adult Safeguarding training
is required of all health practitioners.

Recommendation 103

The Victorian Government, through its membership of the Australian Health Workforce Ministerial
Council, encourage the Ministerial Council to approve standards that facilitate a mandatory
requirement that general practitioners complete family violence training as part of their continuing
professional development [within 12 months].
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Role of professional associations and individual health sector workforce development

Professional associations have an important leadership role in supporting their members to undertake
training. Despite the number of quality training packages and resources that are available for health
practitioners, the majority do not undertake this training. While several professional associations have taken
steps to improve understanding of family violence and its effects, there is significant room for improvement.
The Commission supports including workforce development in family violence as a mandatory component
of registration.

At individual sector levels, workforce training packages need to be developed that are targeted to the needs,
and specific roles and responsibilities of the health practitioners.

DET’s commissioning of the Australian Children’s Foundation to adapt the Assessing children and young people
experiencing family violence: a practice guide for family violence practitioners for use by maternal and child health
nurses is a positive step. Maternal and child health nurses need to confidently identify and assess women

for risk of family violence, at any stage, and not just at the four-week visit. This review must also address the
recommendations of the MOVE study.

In the same vein, the Commission supports recent moves by Ambulance Victoria to develop a clinical practice
guideline and policy framework to support the identification and management of patients who are either
experiencing or at risk of family violence. This is a long overdue step. This new guidance, as with all sector-
specific family violence risk assessment guidance, must align with and be informed by the revised CRAF.

Health service providers need to better understand the gendered impacts of violence, and how these
intersect with other factors in individuals’ lives. Guidelines such as the Service guideline on gender sensitivity
and safety: promoting a holistic approach to wellbeing currently used by drug and alcohol and mental health
sectors, should be more widely utilised and promoted.

As outlined elsewhere in this report, it is critical that all parts of the system adopt a consistent approach
to working with perpetrators. A focus on perpetrators better ensures the safety of victims, increasing
opportunities for accountability and behaviour change. Strengthened practice in working with perpetrators
is required across the health sector. The work that the University of Melbourne is progressing with general
practitioners, the PEARL project: Responding to Perpetrators in Health Settings, will provide important lessons
for other parts of the health sector.

It should be noted that pregnancy and early fatherhood also represent a unique opportunity to motivate
perpetrators to change their behaviour. Therefore, health professionals in these settings should also ensure
referral pathways are in place for men at risk of using violence who may be willing to change their behaviour
or seek help. Perpetrator interventions, including programs for perpetrators who are fathers, are discussed
in more detail in Chapter 18.

A family violence industry plan

The Commission recommends in Chapter 40 that a comprehensive industry plan for family violence needs to
be developed. The industry plan needs to take account of the challenges for the health and universal sectors,
as outlined in this chapter, and of their need to gain confidence and literacy in family violence. One of the
objectives of the plan will be to develop clear competencies, supported by a workforce strategy, to support
non-family violence services in their role in meeting this challenge.
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In addition, the Commission is recommending targeted actions that will support strengthening the professional
responses to family violence within the health sector. These recommendations are also outlined in Chapter 40.

Two key actions are:

> Establishing a Family Violence Principal Practitioner in DHHS. Following the success of the Senior Practitioner
role in Child Protection and the inclusion of the Senior Practitioner—Disability in the Office of Professional
Practice, the Commission recommends that a position of family violence principal practitioner should
be established in DHHS. Their role would be to advise on family violence practice issues across the
department, including in health services and in consultation with other principal practitioners.

> Establishing a delivery mechanism for comprehensive workforce development and industry planning.
Victoria’s universal and specialist service systems could be enhanced by greater collaboration and
co-learning. The Commission recommends that the Victorian Government establish a delivery mechanism
for comprehensive inter-disciplinary learning on family violence across the health, human services and
justice systems. As there are numerous ways that this could be achieved, the Commission recommends
that in determining a model, the NSW Education Centre Against Violence, which is located in that
jurisdiction’s Department of Health should be considered.
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20 Recovery: health and wellbeing

Introduction

The trauma of family violence has a profound impact on health and wellbeing. Through submissions,
consultations and hearings, victims recounted their experience of the effects of family violence.

The Commission heard these effects are severe—reducing victims’ physical and mental health, social
and economic participation, and ability to live free from fear. Whether they first occur during a violent
relationship, post-separation or after the relationship has ended, the effects of family violence can last
for long periods and damage victims’ lives in many ways.

In Chapter 2, we described some of the health and wellbeing effects of family violence in the words of the
women who described their experiences to us. In the first section of this chapter, we briefly review some
specific issues, namely mental health and the often neglected area of links between family violence and
acquired brain injury.

The trauma of family violence can lead to poor mental and physical health outcomes, an increased risk of clinically
significant depression, anxiety disorders, and post-traumatic stress disorders, loss of self-confidence, isolation,
and for some, the misuse of alcohol and drugs. Despite this, the Commission has learned of the enormous
resilience and strength of victims of family violence. The Commission also heard that there is a complex cycle
for some victims of family violence. Violence in childhood or youth can contribute to mental illness,* which

in turn makes victims more vulnerable to experiencing family violence in intimate partner relationships as
adults. Drug and alcohol misuse is an individual risk factor for family violence victims as well as a way of
managing trauma.

We heard about the cumulative effects of these various experiences, which are often compounded by
difficulty in navigating the justice and service systems, and in attempting to regain financial and social
independence. The Commission heard that the challenge of navigating these difficulties can be exhausting
and distressing, and can impact significantly on a victim’s health and wellbeing.

The second part of this chapter focuses on the existing challenges and opportunities in the area of health
and wellbeing support for victims of family violence. Recovery requires a broad range of mutually reinforcing
interventions and strategies, including secure housing, economic security, social supports, skills development
and employment. This section focuses on one important type of intervention to improve the health and
wellbeing of victims of family violence—therapeutic interventions. The Commission also recognises that
victims have diverse health and wellbeing support needs—some people will prefer support through their
personal, spiritual, religious or community networks, others may require counselling services, while some
may need intensive, therapeutic support.

The range and availability in Victoria of counselling and psychological services, which are the primary form
of therapeutic intervention in family violence, is discussed. The Commission heard that, despite available
evidence demonstrating the importance of this type of support, there are a limited number of therapeutic
interventions available to victims and these are difficult to access.

Limitations to family violence victims’ eligibility for relief through the Victims of Crime Assistance Tribunal
(VOCAT) and the difficulties some victims experience when attempting to navigate VOCAT and the Victims
Support Agency’s Victims Assistance Program (VAP) are also discussed.
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In the final section of this chapter, the Commission assesses the current interventions available to improve
health and wellbeing during and after the immediate experience of family violence, and identifies the
need to urgently expand the number and range of counselling services available to victims in Victoria.
The Commission also considers the way forward in providing victims with ongoing and flexible
therapeutic interventions.

The Commission recommends extending the number of Family Violence Flexible Support Packages to ensure
greater access to counselling, psychological services and opportunities to strengthen social connections

as well as other appropriate health and wellbeing supports. The Commission also recommends that the
Victorian Government advocate at Commonwealth level for a Medicare item number for family violence

to be established, distinct from a GP Mental Health Treatment Plan.

The Commission further recommends that the issues raised in respect of VOCAT and VAP be considered as
part of the Victorian Law Reform Commission’s current review, Victims of Crime in the Criminal Justice Process.

Our aim in making these recommendations is to strengthen therapeutic interventions in the hope of
improving the health and wellbeing of victims of family violence and providing victims with the recovery
services and support they urgently need. In doing so we recognise that not every victim will need or wish
to have these services; however, the practice must be that those who do need such support can access
this without delay and from a professional who understands family violence, its nature and dynamics.

Context and current practice

This section discusses current evidence about the relationship between family violence, poor physical health
outcomes, mental health, and family violence and drug and alcohol misuse, for victims. It also looks at the
cumulative effects of family violence on victims’ health.

Effects of family violence on victims’ physical health and wellbeing

As discussed in Chapter 2, the repeated and horrific physical and sexual violence experienced by many victims
have significant health consequences including disability, chronic pain and reproductive health issues.
Women who are victims of family violence are more likely to experience a range of poorer physical health
outcomes including asthma, heart disease, obesity, stroke, blood pressure irregularities, cancer, reproductive
issues, sexually transmitted infections including HIV, eating disorders, self-harm and suicide.?

The Australian Longitudinal Study on Women'’s Health found that women who have been in violent
relationships use health services more often than other women and are more likely than others to visit
general practitioners.® The World Health Organization observed that the health consequences of violence
against women can be ‘long-lasting and chronic and/or fatal’, highlighting findings that the more severe
the violence, the greater its effects on the physical and mental health of women.*

Acquired brain injuries resulting from family violence

The Commission heard that while there is limited evidence in Australia to date on the relationship between
family violence and Acquired Brain Injuries,’ international research confirms that ABIs can be a consequence
of family violence and can be a risk factor for being a victim of family violence.®

The Commission heard that female victims of family violence often suffer repeated injuries to their head, face
and neck.” While not all injuries to the head will result in a brain injury, some may. Repeated blows to the
head may lead to cumulative brain injuries, and the risk of negative consequences from ABI increases significantly
with multiple injuries.® Although many people with mild brain injuries recover within days or weeks, some may not
recover and there may be long-term cognitive, physical, behavioural and emotional symptoms.’
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There is emerging recognition that victims of family violence can suffer brain injuries in such attacks and
that these are often not diagnosed.*® ABls are also common in abused children, and may particularly affect
children under three years of age."

One United States study reported that, of 99 women referred to as ‘battered’, 74 per cent suffered at least
one type of brain injury from their partner, while 27 per cent sustained accident-related brain injuries.*?
Only 25 per cent of these women had attended hospital to have their head injuries evaluated.*®

For victims of family violence, an ABI can have a number of consequences. First, it may not be diagnosed

or treated, as symptoms of traumatic brain injury are not always immediately apparent or may be similar to
symptoms of various mental health disabilities.* Research suggests that screening for ABls by family violence
services, crisis accommodation services and mainstream health services is unlikely to be occurring, given the
lack of awareness of ABIs in the context of family violence.*

Secondly, research suggests that it can expose victims to the risk of further harm:

Existing in a violent partnership exacerbates the risk of cumulative and progressively serious
consequences of repeated hits to the head. In addition to the potential for [traumatic brain
injury] to be a consequence of [intimate partner violence], the presence of [traumatic brain
injury] symptoms may increase a [victim’s] risk for further violence, particularly because their
symptoms may increase their vulnerability to their abusive partners ...*

Thirdly, as for other women with disabilities, the presence of an ABI may make it difficult for some women
to articulate or define abusive behaviour." It can also limit a victim’s ability to leave the relationship, and
some victims may have fewer options for reaching safety.*®

Chapter 31 highlights the limited Australian research on ABIs both in terms of victimisation and perpetration.
The Commission recommends that the Victorian Government fund research into the prevalence of ABls
among both victims and perpetrators of family violence.

Women'’s experience of family violence and mental health

Many victims described to the Commission the experience of psychological harm during and following
family violence. These included emotional and psychological breakdowns, post-traumatic stress symptoms,
self-harming behaviours, changes in eating and sleeping patterns, anxiety and depression.”

Research shows that exposure to family violence contributes to the development of mental health problems,
and that the more severe the abuse, the greater the impact on a woman’s mental health.®

The World Health Organization has identified mental disorder, and depression in particular, as an individual
risk factor that makes women vulnerable to experiencing intimate partner violence.?* A recent United Kingdom
study found that family violence was reported by 27 per cent (n=36) of women with severe mental illness in
the preceding 12 months, compared to nine per cent (1=1085) of the control population.? Victoria’s Family
Violence Risk Assessment and Risk Management Framework (also known as the Common Risk Assessment
Framework or CRAF) also identifies depression/a mental health issue as a factor that can increase a person’s
vulnerability to family violence.

Victoria Police L17 data provides further insight into the prevalence of mental health issues among victims

of family violence.? Table 20.1 below illustrates that victim mental health issues have been identified as a factor
in an increasing proportion of family violence incidents over the past five years. The Commission notes that

a limitation on this data is the capacity of police members to identify mental health issues without specialist
training and in challenging operational circumstances.
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Table 20.1 Affected Family Members (victims) where mental health issue recorded by Victoria Police
at the time of the family violence incident, from July 2009 to June 2014

_ 2009-10 2010-11 2011-12 2012-13 2013-14

Mental health issue not recorded 91% 90% 90% 89% 85%
Mental health issue recorded 9% 10% 10% 11% 15%
Total family incidents (n) 35,666 40,733 49,927 60,408 65,154

Source: Crime Statistics Agency, An Overview of Family Violence in Victoria: Findings from the Victorian Family Violence Database 2009-10 to 2013-14
(January 2016), Table 1: Family incidents recorded and family incident rate per 100,000 population, July 2009 to June 2014 and Table 23: Proportion
of hazards recorded on L17 Risk Assessment and Risk Management Report, July 2009 to June 2014, provided to the Commission by the Crime
Statistics Agency, 8 January 2016.

The Commission heard that mental illness can be linked to earlier experiences of violence, with the mental
illness caused by the earlier violence then contributing to women'’s vulnerability to further violence. Professor
Jayashri Kulkarni, consultant psychiatrist and Professor of Psychiatry at Monash Alfred Psychiatry Research
Centre, told the Commission that a common condition that presents for women who have experienced violence
is Complex Trauma Disorder:*

Essentially what we see in this Condition is that there is a trauma or violence against
the woman (and often we see this with family violence), over an extended period of time
when the girl is growing up, particularly in the childhood years and early puberty years.
This could involve the woman growing up in a household where she was subjected

to violence either of a sexual or a physical nature, or emotional deprivation or other
emotional abuse.?

[An] issue for women who did not receive early intervention (either professional or by
some other family member or mentor) is that the relationships they form later in life

are often very poor. The fundamental issue in this regard is that they learn from an early
age, not to trust others. Along with the experience of violence is a fear of abandonment,
which means that even if a relationship is violent, the woman will not want to leave or
upset the balance in any way, because there is this major fear that she will be left to
fend for herself and she feels as if she cannot.?”

The Commission heard considerable evidence about the many effects that family violence can have on the
mental health of victims. The Royal Australian and New Zealand College of Psychiatrists told the Commission
that ‘chronic stress such as that seen in [family violence] leads to neuro-biological impacts which in turn
produces mental illness and physical illness’? In its submission to the Commission, the Women’s Mental
Health Network Victoria stated:

Violence against women has wide-ranging and persistent effects on women’s mental
health. Women are at risk of impacts including stress, anxiety, depression, phobias, eating
disorders, sleep disorders, panic disorders, suicidal behaviour, poor self-esteem, traumatic
and post-traumatic stress disorders, and self-harming behaviours (VicHealth 2004, Braaf
and Meyering 2013).

Anglicare Victoria provided an overview of recent research in relation to family violence and mental health,
which establishes that women who are the victims of family violence:

> are much more likely to develop depression and to become suicidal

> are more likely to develop clinically significant anxiety disorders, including post-traumatic stress
disorder, which can impact their ability to be emotionally present for their children and to care
for and nurture them

> may use alcohol and other drugs to cope with the psychological turmoil that violence has inflicted
upon them.*
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A forthcoming paper by ANROWS (Australia’s National Research Organisation for Women'’s Safety) describes
the evidence on the health outcomes for women who experience intimate partner violence).** The ANROWS
paper reviews available literature on causal pathways between intimate partner violence and health
outcomes.®> ANROWS found that the evidence that intimate partner violence may result in a particular
health outcome among Australian women is:

> convincing in relation to depression, termination of pregnancy and spontaneous abortion and homicide
> probable in relation to anxiety, self-harm and attempted suicide

> possible in relation to a range of outcomes including alcohol use disorder and drug use disorder
(may be bi-directional).*®

Research undertaken in 2004 by the Victorian Health Promotion Foundation (VicHealth) into the disease
burden created by intimate partner violence, found that intimate partner violence was responsible for more
preventable illness and premature death in Victorian women under the age of 45 than any other well-known
risk factor, including high blood pressure, obesity and smoking.* VicHealth also estimated that anxiety and
depression represented the greatest proportion of the disease burden associated with family violence

(27 and 35 per cent respectively).®

The link between intimate partner violence and depression also emerged in the academic literature reviewed
by the Commission. For example, recent meta-analysis of 16 studies (including two Australian studies) found
that experience of intimate partner violence increases the odds of depressive symptoms and suicide attempts
among women, and conversely, depressive symptoms can increase the odds of intimate partner violence.*

Other Australian research suggests that the mental health of approximately 18 per cent (n=11,050)
of women with depression and 17 per cent (n=8475) of women with anxiety disorders is attributable
to domestic violence.*” One United Kingdom study found that women who experienced depression
were significantly more likely to have experienced severe combined abuse than women who were
not depressed even after other contributing factors, such as low income, were considered.*

Family violence survivors and support services provided insights into the experience of mental illness
in the context of family violence. One survivor told the Commission:

Even though | was consistently seeing a psychologist and | tried to stay strong, in the end
| broke down. | was diagnosed with Post Traumatic Stress Disorder because of the abuse
and placed on anti-depressants by my doctor who nearly sent me to hospital because

my weight had plummeted so dramatically, caused by the stress of constant court dates,

contacts and continued abuse. Unable to eat, not sleeping and yet still raising a child.*

Hanover Welfare Services and HomeGround Housing Services described the situation of some of their
clients to the Commission as follows:

As well as physical injuries (there were examples of broken jaws and slash wounds), the
damage to mental health was perhaps most profound because of the constant threat in
their lives. There was unceasing worry for their own and their children’s safety (death
threats, hiding, false identities) as well as feelings of guilt and disgust about themselves
for exposing their children to the [family violence]. Some psychological damage was
inevitable and they all spoke of the need for counselling for both themselves and their
children. The mothers commonly needed a Doctor’s medicare rebated Mental Health
Plan and medication for anxiety and depression.*
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Tactics of abuse used against women with mental illness

The Commission heard that some perpetrators use mental illness experienced by their victim as part of the
abuse. Dr Sabin Fernbacher, Women’s Mental Health Consultant, Aboriginal Mental Health Project Manager
and Families where a Parent has a Mental Health Coordinator, Northern Area Mental Health Service,
informed the Commission that there are a ‘myriad of techniques’ that family violence perpetrators use
against women with mental illness:

Some examples of violence using mental iliness are: telling her that nobody will believe
her (because she has a mental illness); telling other people that she is ‘crazy’ and she
makes things up; threatening to tell others (family, employer etc) of her behaviour when
unwell (e.g. self-harm); colluding with delusions (e.g. moving furniture around and then
denying it); withholding medication or determining when medication has to be taken

(to her detriment); and showing concern for her mental health towards professionals
while actively undermining her mental health. Further, when children are involved, men
may threaten to have the children ‘taken away’, because she is ‘unfit’ (this is a real threat
for many women with mental illness who may be forced to ‘prove’ that they are able to
care for their children due to mental illness).*

People who have experienced family violence told the Commission about ‘gaslighting’'—an emotional tactic
used by perpetrators to obtain or maintain control over a person by manipulating them into believing

that they are mentally or emotionally unwell.** For example, one participant in a community consultation
described her situation:

... once he tried to give me anti-depressants. | refused. And then | hear that he tells the
kids that ‘your mother is mad and she’s refusing medication’. When | had the accident, the
doctor asked me if there was any reason to harm myself ... my husband had got in first
and told the doctor that | was suicidal.*®

The Commission also heard that perpetrators may also use the victim’s mental health problems to trivialise
the violence, use it as an excuse for violence or claim the victim is hysterical—to avoid detection or deflect
the focus away from their violence and onto the victim’s mental health. One lay witness spoke of experiences
that were typical of those of women with mental health disabilities who came before the Commission.

She described the first time she called the police and her husband’s reaction:

After they left, he still kind of happy and laughing, like he thought ‘That was going to
stop me?’ ‘All | have to do’'—this is what he told me afterwards—All | have to do is tell
them “You understand women, they're irrational, they over-exaggerate, they overreact
sometimes” and he made me feel like they [the police] had a laugh about me ... All he had
to tell them was ‘Oh, she’s on anti-depressants and she’s not taking her medication’. And
it just made me feel so much more isolated, so small in my own home. | only ever called
the police one time after that.*

Women'’s experience of family violence and drug and alcohol misuse

The Commission heard evidence that the higher risk of alcohol and drug problems for women living with
family violence has been noted across all areas of the service system including drug and alcohol services,
midwifery, primary care, police family violence teams, and child protection services.*

A 2014 World Health Organization report indicates that women exposed to intimate partner violence are almost
twice as likely to have an alcohol use disorder, and women who have experienced non-partner sexual violence are
also 2.3 times more likely to have alcohol use disorders than women who have not had these experiences.*
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Ms Ingrid Wilson, PhD candidate, Judith Lumley Centre, La Trobe University, told the Commission that
women who are victims of family violence are more likely to ‘self-medicate’ using alcohol, which can lead to
problematic drinking levels.”” Professor Cathy Humphreys, Professor of Social Work, University of Melbourne,
told the Commission that women living with family violence and who have problematic substance use are
also more likely to suffer injuries, less likely to be believed and supported, and more likely to use violence
against their partner, even if it is in self-defence.*®

Women told the Commission of turning to alcohol or drugs as a consequence of the violence. As noted
above, research suggests that such self-medication may be a way of coping with traumatic experiences,
including post-traumatic stress disorder.*

The Commission also heard that for different communities of women, substance abuse has additional
impacts. For example, Caraniche reported that approximately 70 per cent of women participating in prison
alcohol and drug treatment programs report being the victim of family violence in their adult relationships:

Exposure to trauma and violence and the related psychological distress [are] an important
causal factor in substance abuse and drug and alcohol-related offending. Addressing the
longstanding impact of violent relationships and the related trauma is a fundamental
component in substance abuse treatment programs for women.*

The Commission considered evidence from the United Kingdom, which shows that male partners often
introduce women to drug use.” Through our community consultations, women in prison confirmed this
experience—some added that they were often forced to take part in illegal drug consumption and
dealing drugs.>

The Youth Substance Abuse Service gave evidence to the Commission that some young women experience
violence from their male drug dealers:

These girls are obtaining their drugs from a man who they think loves and cares for them
when, in fact, the man is effectively their dealer and is extremely controlling, violent and
abusive and is sexually exploiting them.*

Chapter 19 examines the role of mental health and drug and alcohol services.

The cumulative effects of family violence on victims’ health

Submissions and research considered by the Commission highlighted the fact that the effects of family
violence on the health and wellbeing of victims are complex and interrelated. The cumulative effects of family
violence can be experienced by victims throughout their lives. In a submission received by the Commission,
the cyclical nature of harm through childhood and into adult life is described:

The extent this abuse has had on me in every possible facet of my being is so extensive
| couldn’t possibly begin to describe it. My health has suffered and now continues to
suffer, | have never been able to hold a job for long enough to make money because

of the mental health problems | have to deal with because of the recurring PTSD
problems, so | am in chronic poverty, which means | can’t break the cycle | grew up in,
and exacerbates so many of my depression and anxiety problems. | have never, ever
had a chance in my entire life to feel like | have security, or a safe place to go home to.

| struggle with personal relationships, particularly sexual relationships, and this causes
a huge burden on my life generally, but also a massive amount of anxiety around thinking
about my future. | will never have children because | don’t think | could cope with the
stress it would cause me, and | am too terrified that | would pass it negative mental
health problems, either through genetic predisposition [or] how I raise it.>*
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Research also illustrates the cumulative effect that family violence has on the mental health of victims.
An Australian study of 1218 women who had experienced gender-based violence concluded that women
who report such violence are more likely to experience mental illness over the course of their lifetime.>
The study found that approximately 77 per cent of women who have experienced three or four types

of gender-based violence had anxiety disorders, 56 per cent had post-traumatic stress disorder and

35 per cent had made suicide attempts.* Victoria’s Chief Psychiatrist, Dr Mark Oakley Browne, told the
Commission that prolonged or severe exposure to violence produces longer-term effects on the person.”’

Dr Fernbacher, from the Northern Area Mental Health Service, submitted that:

... whilst there is some debate about how much is causal and how much is contributing
factor, when we look at the population of people who receive mental health care in
clinic and mental health services or receive a mental health diagnosis the overwhelming
number of women have experienced some form of interpersonal violence; most of the
time more than once; often prolonged; often multiple times over their lifetime ... If we
look at the more acute end of mental health, women or people who go to emergency
departments or are seen by an emergency mental health team or end up in acute
inpatient units, anything between 50 and up to 90 per cent of women have experienced
some form of interpersonal violence that mostly happens within family violence.®®

Research and submissions from victims emphasised to the Commission that the cumulative and often
long-term effects of family violence on the health and wellbeing of victims are devastating and can
prevent or delay restoration and recovery.

Current responses and challenges

In this section, the Commission examines the current response and service systems available to support the
health and wellbeing of family violence victims, and discusses evidence received about the availability and
range of therapeutic interventions and the challenges associated with accessing these services. As Domestic
Violence Victoria highlighted in their submission:

... there is strong evidence that, for many women, effective support in the post-crisis
and recovery stage after the major crisis period has passed, is equally important to their
longer-term stability [as the crisis phase when they leave a relationship].*

This section considers two important interventions to improve the health and wellbeing of victims

of family violence-therapeutic interventions and restorative justice initiatives. The role of the Victims
of Crime Assistance Tribunal (VOCAT) and Victims Assistance Program (VAP) in helping women to
rebuild and recover is also discussed.

Initiatives to assist victims within the broader health system are discussed in Chapter 19.

Availability and range of counselling and therapeutic interventions

The Commission was informed that international and domestic research has consistently demonstrated
the value of therapeutic support to assist victims of family violence. A study by the Australian Domestic
and Family Violence Clearinghouse and the University of New South Wales found that continuing
emotional support following family violence was important for recovery.®

Other Australian studies have also shown the need for various avenues for support in recovering from the
effects of family violence.®* A United States study based on surveys and interviews with 37 women who
were in violent intimate partner relationships found that support systems were crucial to recovery from
family violence, particularly in the form of spiritual and informal support.®? Further, a Monash University
study found that participants would benefit from being in the company of other survivors and hearing
about their experiences and the progress that can be achieved over a period.®®
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In addition, the Australian Longitudinal Study on Women'’s Health, which began in 1996 with a representative
sample of 40,000 Australian women in three age groups, found that female victims of intimate partner
violence were healthier if they had more social support, such as having someone to confide in, or practical
support, such as financial aid.** The study concluded that the development and implementation of social
support interventions would be of great benefit for women who have experienced intimate partner violence.®®

The primary form of therapeutic intervention in family violence is counselling and psychological services.
There are a range of ways for victims of family violence to access counselling in Victoria including through
family violence specialist services or community organisations, through Medicare or by using personal funds.
VOCAT and VAP also provide counselling through compensation awards.*

The Commission heard a range of views about counselling and therapeutic services—many victims described
supportive and beneficial experiences.’” One woman told the Commission that she ‘wouldn’t be alive today
without counselling’.®® For others, the process was not therapeutic and did not aid in their recovery.®” Some
victims of family violence prefer and gain more benefit from support through their personal, spiritual, religious
or community networks.”

Despite the evidence demonstrating the importance of support, the Commission heard that victims of family
violence currently have a limited range of therapeutic interventions available to them. The Commission was
also told that where these interventions do exist, they are difficult to access.

Counselling through specialist family violence services or community organisations

The Victorian Government funds family violence counselling, called family violence support services, to
support women and children experiencing or recovering from family violence.” This includes both individual
and group counselling. This is provided by community service organisations, some but not all of which

may also be providers of specialist family violence services. The Victorian Government currently funds

35 organisations to provide counselling through family violence support services.”

The Commission was told that this program aims to enhance the safety, confidence, life skills and
independence of women, and improve their emotional health and wellbeing and sense of empowerment.”
For children and young people, the program aims to break the cycle of violence by enhancing their coping
skills and self-esteem and helping them develop non-violent life strategies.” At a statewide level the
Department of Health and Human Services requires that a minimum of 30 per cent of family violence
counselling services provides services to children and young people affected by family violence.””

Organisations providing counselling services are required to comply with the Practice Guideline: Women and
children’s family violence counselling and support programs (2008).” In addition, Domestic Violence Victoria has
developed the Code of Practice for Specialist Family Violence Services for Women and Children (2006) which is aimed
at enhancing the service system’s transparency, consistency and accountability, including counselling services.”

Data provided to the Commission shows that between 2009 and 2014, the number of clients assisted
through these services significantly exceeded the number of clients the services were funded to assist.”
For example, in 2010-11 funding was provided for 2340 clients but 10,697 were assisted.”
Relationships Australia Victoria suggested that:

... further resources need to be allocated at service delivery points that assist families’
ongoing safety and wellbeing. There are no quick fixes to the complexity of family
violence for many of our clients, and bolstering services to ensure that they remain
innovative and reflective of multifaceted need ‘on the ground’ is vital. This sentiment
is also echoed by the need for different service models for CALD, Indigenous and
newly arrived families affected by family violence.®
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The Commission heard that while many victims want counselling, most do not receive it at the frequency
or for the duration it is needed. One individual who asked to remain confidential, suggested that in cases
where the perpetrator is convicted, there is a lack of continuing emotional support after the conviction.®
In addition, a person told the Commission:

... | plead for governments state and federal to fund professional counselling services for the
adult survivors of DFV who suffer with complex trauma. The resistance by the State to fund
such services makes no sense in economic or social terms, as left without the opportunity to
recover, these damaged individuals rarely come close to realising their full potential.®?

Through submissions, consultations and hearings, the Commission heard there is overwhelming support
for increasing the availability of timely, culturally appropriate, long-term, individual and group counselling
services that use counsellors who are trained in family violence.®® Relationships Australia Victoria noted the
benefits of support and recovery groups, including the opportunity for victims to establish a support system
by developing positive relationships with other women and group facilitators.®

In addition, the Commission was told that there is a shortage of counsellors who can deliver specialist counselling
for victims of family violence, especially in regional areas.* The Commission heard that there are long waiting lists
for counselling services that are publicly funded, including specialist family violence services.®

The Commission was informed of the importance of counsellors, psychologists, psychiatrists and social
workers who provide services to family violence victims having appropriate training.*’ In particular, it was
important for them to be sensitive to the trauma experienced by clients who have experienced family
violence and sexual assault.®®

Support must also be long term, with the focus on repairing the victim’s sense of self
worth. Community programs may assist, but | noticed Mum never truly recovered from
her situation because that support was not there, apart from [removed].?’

The importance of systems that are sensitive to the trauma victims had experienced in aiding recovery,
was emphasised in submissions, consultations and hearings.”® A number of organisations, and individuals’
submissions emphasised the need for a cultural shift to achieve an approach that is more sensitive to
trauma.” This includes the need for organisational cultures that are ‘personal, holistic, creative, open

and therapeutic’’ For example:

I would like to see my sister heal and for my mum to feel supported, for this to happen
they need people in their lives to understand the long lasting impacts of men'’s violence
against women.”®

Medicare-funded counselling

Individual and group-based counselling may be provided by a psychologist or counsellor as part of a

GP Mental Health Treatment Plan, developed in consultation with a general practitioner. Under this plan,
Medicare rebates are available for up to 10 individual and 10 group sessions with allied mental health
services per year.”

The Commission was told by a number of victims of family violence and others that 10 sessions is insufficient.”
Further, the Commission heard that psychologists and counsellors accessed through a referral from a general
practitioner will not necessarily be trained or have experience in family violence counselling.” In submissions
and community consultations, it was noted that there are also long waiting lists for counselling services

that are publicly funded, including by Medicare.”” People living in regional, rural or remote areas also face
challenges in accessing Medicare-funded counselling, particularly through specialist family violence services.”

The Commission heard about the requirement for victims of family violence to apply for counselling sessions
through a GP Mental Health Treatment Plan.”” To access this service, the person must be assessed as having a
mental disorder.*® Some victims will require mental health assistance, others will not. We heard that this can
be a setback in their recovery because of the social and emotional effect and/or fear of being pathologised,
or labelled as mentally ill.***
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In recognition that only some victims of family violence will meet the criteria for a GP Mental Health
Treatment Plan, the Researching Abuse and Violence Team at University of Melbourne recommended
that the Commonwealth Government develop special item numbers, similar to the Mental Health
Assessment or Diabetes or Asthma item numbers, to develop family plans and follow-up for women
and children experiencing family violence.®* The Researching Abuse and Violence Team at University
of Melbourne submitted:

A family based plan would allow mother child work and group work which have both
been found to be the most effective when women and their children are affected by
family violence.*®

The Researching Abuse and Violence Team at University of Melbourne submit that these plans would involve
accredited specialist services who could access these special item numbers and provide counselling for up

to 10 sessions per year.' Another person suggested expanding the currently available range of counselling
services to other areas of supportive medicine and therapeutic interventions.’®

The Commission notes that in response to the recent National Mental Health Commission’s Contributing
Lives, Thriving Communities—Review of Mental Health Programmes and Services, the Commonwealth
Government has stated that it intends to expand Medicare benefits to mental health nursing, drug and
alcohol services, vocational assistance, peer support and care coordination support, recognising the
importance of complex care services.'®

Private providers

Private counselling is available to victims of family violence who can afford such a service. Counselling

is available in generalist organisations, through faith-based organisations, or from private providers. Like
Medicare-funded counselling, this expands the pool of psychologists and counsellors available beyond
specialist family violence services and community service organisations. However, it was noted that the cost
of private counselling excludes many victims of family violence.” Further, the Commission was told that
psychologists and counsellors accessed independently are not required to be trained or to have experience in
family violence. Some people described experiences of receiving services from untrained counsellors, which
can compromise the quality and effectiveness of the counselling provided.'*

Other therapeutic interventions

Aside from counselling and psychological services, there are a range of other therapeutic interventions that
the Commission heard can assist victims to recover, build confidence and support re-engagement in the
community. As this chapter has discussed, recovery requires a holistic approach that incorporates financial,
mental and physical health recovery and support in order to access appropriate accommodation, employment
opportunities and social networks. This section identifies several therapeutic interventions noted in
submissions and by witnesses that can assist victims of family violence in their recovery.

The Judith Lumley Centre at La Trobe University informed the Commission there is a growing evidence base
for the effectiveness of support provided by peer or mentor mothers to improve the health and wellbeing of
women living or who had lived in violence.'” They drew the Commission’s attention to two evaluations of
peer or mentor mother programs in Victoria. The first program and the evaluation results are described below:

MOSAIC was a study undertaken in north west Melbourne that aimed to reduce partner
abuse and depression among women who were pregnant or had infants under 5 years.
MOSAIC provided 12 months of weekly home visiting from trained and supervised

local mentor mothers (English and Vietnamese speaking), offering non-professional
befriending, advocacy, parenting support and referrals.'*
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Mothers supported by MOSAIC mentors showed a significant reduction in mean abuse
scores at follow-up compared with un-mentored mothers (15.9 vs 21.8). There was weak
evidence for other outcomes, but a trend was evident favouring MOSAIC-mentored
women: lower levels of depression (22%) in the MOSAIC group compared with 33%

in the un-mentored group, and better levels of physical health; 82 per cent of women
mentored said they would recommend mentors to friends in similar situations.***

Non-professional mentor mother support can improve the safety and enhance the
physical and mental wellbeing of mothers and children experiencing partner violence.!*?

The Commission was also made aware of the SISTER2sister mentoring program, partnering mentors
with teenage girls with a history of abuse, family violence and poverty.**®

Women'’s and children’s support groups were raised as another form of therapeutic intervention aiding
women and their children in recovery, but a shortage of these groups was noted in some submissions.**
Consultation participants told the Commission:

Women'’s groups - for all the years it took me to go through this process, it was the
women's groups that empowered me to understand my situation.!*®

The best thing is for women to actually get into groups and actually be empowered
to talk about their experiences.**

One survivor of family violence described her and her children’s experiences after living in violence
for many years—both as a participant and later as a facilitator of women'’s groups:

Women'’s groups are an inexpensive and powerful healing tool for women ... Sharing your
journey with other women who understand and have experienced the same trauma is
probably the most empowering debriefing tool available. Information and strategies are
vital in helping to undo the brainwashing that is so common with men who use power
and control. So, | wish to highlight the necessity of making money available to community
centres to offer women'’s groups so they can be offered free of charge to women healing
from family violence.*”

The Commission also heard about a range of therapeutic programs. In her evidence to the Commission,

Ms Jocelyn Bignold, Chief Executive Officer, McAuley Community Services for Women, described the ‘About
Me' program which engages women who have experienced family violence and builds the skills required for
them to participate in and be included in the community. Ms Bignold described the experience

of one participant in the program:

One woman that comes to mind—her goal was to finish the tattoo on her arm.
That means she was motivated to save money for the tattoo. In the process she
was also sponsoring endangered tigers in another country. Then of course that
means we get to see where their strengths are and what their dreams are and
work on those.!*®

There are also a range of therapeutic programs for children and young people. These include Melbourne
City Mission’s ‘coaching’ for youth as part of its Enhanced Youth Refuge Model, the Play Connect ‘arts therapy’
program for children and Berry Street’s TURTLE program that focuses on restoring the mother-child
relationship.'”” Therapeutic programs for children and young people are discussed in detail in Chapter 10.
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The Commission also heard about the history and strength of media advocacy work in Victoria such
as the Eastern Media Advocacy Program which has been evaluated as having positive impacts both
for victims and on the media:

Whilst some advocates reported individual challenges and moments of feeling
uncomfortable when talking with the media or speaking in public, overall they reported
increased self-confidence, enhanced knowledge and skills and a sense of empowerment
that has “assisted all advocates to move forward in one way or another on their personal
journey”. Other positive impacts included increased sense of health and wellbeing—
particularly in regard to social support, a reduced sense of isolation and an increased
feeling of social connectedness.'®

The Commission notes the Victorian Government’s recent announcement of a new memorial to honour
the lives of victims of family violence, recognising the importance of providing a place for healing and
reflection.”* A study by the Loddon Campaspe Community Legal Centre found that, among other elements,
validation—to be heard and to be believed and not judged—is important to women'’s sense of justice.'?

Chapter 38 examines the significance of victim’s voices in the design and review of the family violence
service system.

Victims of Crime Assistance Tribunal and Victims Assistance Program

Assistance to victims of crime in Victoria is guided by the Victims’ Charter Act 2006 (Vic) which sets out
principles that govern the response to persons adversely affected by crime, and establishes requirements
for the monitoring and review of these principles.””® The two forms of assistance available to victims of
crime are the Victims of Crime Assistance Tribunal and the Victims Assistance Program.

Victims of Crime Assistance Tribunal

The Victims of Crime Assistance Act 1996 (Vic) establishes a state-funded scheme for victims of crime to assist
recovery. VOCAT administers the scheme and has the power to award financial assistance to victims of crime.***

To be eligible for VOCAT relief, a person must be a primary victim, secondary victim or related victim.'*

As a primary victim, the person must have experienced an act of violence which resulted in death or injury.
An act of violence is defined in the Act to mean a criminal act or series of criminal acts which result in injury
or death.'® There are specific criminal offences which fall within the meaning of ‘criminal act, including a
criminal offence punishable on conviction by imprisonment which involves assault, injury or the threat of
injury; certain sexual offences; stalking; child stealing and kidnapping.'®” An injury for the purposes of the
Act includes both physical and psychological injury.*?

Financial assistance provided by VOCAT can be awarded for reasonable expenses incurred by the victim
for counselling, medical expenses, loss of earnings, damage to clothing worn at the time of the incident
and safety-related expenses, up to a maximum of $60,000 for primary victims.*? Primary victims may
also be awarded a lump sum of up to $10,000 in the form of special financial assistance, where they have
suffered any significant adverse effect as a result of an act of violence being committed against them.™*

The Commission heard about the important role that schemes such as VOCAT can play in recovery. Women's
Legal Service Victoria noted that seeking assistance through VOCAT ‘can assist financially, but also act as a
validation and recognition of the victim’s experiences’,**' and that compensation payments ‘may have a role

in preventing entrenched poverty’'*

In 2014-15, 24 per cent of all VOCAT applications were identified as being family violence-related matters.**®
This had increased from 14 per cent in 2005-06."** Despite the relatively high percentage of family violence-
related VOCAT applications, submissions raised concerns about how victims of family violence access and
engage with the scheme. The Commission heard from several sources that reform of the scheme, and
consideration of the barriers that victims of family violence may face in accessing it, is necessary.**
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Barriers to accessing the scheme
Eligibility
One key issue is the difficulty victims of family violence face in accessing VOCAT if they are not deemed

a victim of a ‘criminal act’ as defined under the Victims of Crime Assistance Act. As the Commission was
told by the Magistrates’ Court of Victoria and Children’s Court of Victoria:

... the definition of family violence under the FVPA, giving rise to the ability to make an
intervention order, encompasses a broad range of behaviours, not all of which constitute
criminal offences.*

Women'’s Legal Service Victoria pointed out that due to this eligibility definition, victims of what are generally
non-criminal forms of family violence such as economic abuse are not recognised and are unable to access
the scheme.™

The Commission heard from a victim of family violence that:

This is not a gap; this is a Canyon of deficiency in legal protection and justice for my
children and myself ... We applied for victims of crime compensation in order to replace
some belongings as we arrived in Victoria with nothing but our dogs and cats and the
clothes on our backs. We did not qualify. We were told Domestic Violence was not an
actual crime.*®

In considering whether to expand the eligibility criteria to allow victims of non-criminal acts of family violence to
access the scheme, the Magistrates’ Court of Victoria and Children’s Court of Victoria suggested that an expanded
definition of ‘act of violence’ may mean more applications would be made to VOCAT, and ‘applications falling
under the expanded category may be more complex to determine, and result in unintended consequences’.**
The Commission also notes that the Australian Law Reform Commission and New South Wales Law Reform
Commission in their joint report Family Violence—A National Legal Response, were of the view that it would be

... inappropriate for legislation establishing victims’ compensation schemes to adopt
definitions of family violence used in family violence legislation to the extent that those
definitions include conduct that does not constitute a criminal offence-such as emotional
abuse or economic abuse.'*

Further, the Australian Law Reform Commission and New South Wales Law Reform Commission noted that
‘the adoption of a definition that captures non-criminal conduct would clearly be in direct conflict with the
purposes of such schemes, as they are presently framed’***

The Commission notes, however, that the scheme as it is currently drafted can produce anomalous results in
terms of eligibility; two victims of family violence who experience much the same conduct may have differing
abilities to access the scheme.*?

Currently, victims of breaches of family violence intervention orders (conviction for which is punishable by
imprisonment) which involve assault, injury or the threat of injury, would be eligible under the test outlined
above (provided the incident resulted in injury, either physical or psychological, to the victim). Victims of
breaches of intervention orders which do not involve assault, injury or the threat of injury, would not be
eligible. For example, if a perpetrator of family violence breached an intervention order by sending a text
message containing a threat to harm the victim (which resulted in injury to the victim), this victim would

be eligible to access the scheme. If the perpetrator sent a text message which breached the intervention
order but which did not contain a threat, the victim would not be eligible to access the scheme.

Patterns of behaviour

Another key issue raised in submissions was that even if the victim of family violence is eligible under the
scheme, the law does not sufficiently take into account the cumulative harm of individual acts of violence
as a result of experiencing persistent and protracted violence.'®
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Under the legislation, criminal acts can be considered ‘related criminal acts’ if they occurred over a period of
time and were committed by the same person or group of persons (unless the tribunal considers that they
ought not to be treated as related criminal acts)."** A series of related criminal acts is then said to constitute
a single act of violence."* While this means that victims do not have to make separate applications for

each incident of violence, it may also have implications for the amount of special financial assistance that

is awarded. The Magistrates’ Court and Children’s Court of Victoria noted:

It ... means that a victim of long-term, chronic family violence (a series of related acts) is
placed on an equivalent footing to someone who has been injured in a one-off assault, for
example in a brawl between strangers, when it comes to the amount of available [special
financial assistance].**¢

As discussed above, in addition to costs covered for specific expenses incurred, victims can be awarded

a lump sum as ‘a symbolic expression by the State of the community’s sympathy and condolence for, and
recognition of, significant adverse effects experienced or suffered by them as victims of crime’.**” Special
financial assistance is classified into categories A, B, C or D.*® Section 8A prescribes the maximum amounts
that can be awarded to an eligible victim, tied to the seriousness of the offending involved, with category A
being the most serious offences and category D the least serious.**’

For those victims of family violence who were not the victims of crimes that fall into the higher categories
of offences (category A includes, for example, any offence that involves the sexual penetration of a person
or attempted murder), they may only be eligible for the amount tied to the ‘less serious’ offences in perhaps
category D or C—despite potentially having endured these ‘less serious’ offences over a long period of time.

Related acts of violence are taken into account in some circumstances to increase the amount of special
financial assistance available. However, this is only available for related criminal acts that fall within
category D, and only increases the maximum award from a category D amount to a category C amount
($650 to $1300).*° In contrast, a person who has been a victim of a category A offence could be awarded
up to $10,000.%** The Victims of Crime Assistance Act does not appear to adequately recognise the
cumulative harm of a series of acts of violence over time.***

One of the witnesses who gave evidence before the Commission, who had been the victim of a stranger
rape as well as protracted family violence from an intimate partner, described her experience of obtaining
compensation for the family violence:

... | submitted a claim through VOCAT for the rape | experienced in 2005. | received
$10,000 compensation. | later also submitted a claim for the family violence and received
$1,000 compensation. | found that interesting. The rape was horrible, it had really
affected my life—but it was one night of my life. The family violence affected my life for
years and was damaging on so many levels. | couldn’t work out how they came to those
figures. Given the extent to which you are emotionally and psychologically damaged by
the family violence conduct, it is odd that it weighed less on the scale.’®

The Magistrates’ Court and Children’s Court recommended that consideration be given to amending the

regulations to include related acts in the context of family violence as a circumstance in which the category
A maximum amount is available for related acts of violence in category B, C or D—this would allow VOCAT
to award up to $10,000 in the form of special financial assistance to recognise the impact of family violence.**

Notifying perpetrators

Under the Victims of Crime Assistance Act, VOCAT may give notice of the time and place for a hearing

to any other person whom the tribunal considers to have a legitimate interest in the matter,*> which may
include the alleged offender.” The Act also provides that the tribunal must not, however, notify the person
who is alleged to have committed the act of violence without first giving the applicant an opportunity to
be heard on the issue of whether or not that notice should be given.*”’
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VOCAT has issued a practice direction which sets out a process which must be complied with if the tribunal
member decides to notify the alleged perpetrator. This entails advising the applicant in writing that notification
of the alleged offender is being considered, with 21 days allowed for a response. After considering the response,
the member will make a decision. If the member determines that the alleged offender is still to be notified, the
applicant will be advised of the decision in writing. The applicant will then have a further 21 days in which to
advise the tribunal as to whether they still wish to pursue their application.**®

VOCAT states on its website that notifying perpetrators ‘rarely occurs’ and that it is ‘always mindful of
the potential discomfort and additional distress caused to applicants in the relatively few matters where
an alleged offender is notified of an application’* The Commission heard, however, of situations where
the tribunal intended to contact the perpetrator and/or invited them to participate in the proceedings.*
This can re-traumatise victims.*¢!

Other barriers

Time limit on applications

VOCAT must strike out an application made more than two years from when the relevant act of violence
occurred unless it considers that, in the particular circumstances, the application ought not to be struck
out.*> The Commission was told that the legislated time limit of two years on making an application can
be a barrier for victims of family violence.**® One woman told the Commission this time period is:

... no time at all to go through the emotional trauma of appealing to the Tribunal for
compensation. It takes a lot of time and effort for a mother to gain a normality and
routine in her life for herself and for her children.**

Conduct of the applicant
Sections 52, 53 and 54 of the Victims of Crime Assistance Act require VOCAT to consider:**®

> whether the applicant reported the act of violence to police within a reasonable time*
> whether the applicant provided reasonable assistance to investigating authorities'®’
> the character, behaviour or attitude of the applicant at any time*¢®

> whether the perpetrator of the alleged act of violence will benefit directly or indirectly
from an award of assistance.*®’

As stated in the Magistrates’ Court and Children’s Court submission, depending on how the tribunal member
weighs up these considerations, an application may be refused outright, or an award of assistance reduced.'”®
It was also stated that:

The requirements of these three sections are often relevant in applications arising out of
abusive relationships. This is because of the power dynamics at play in family violence,
and the fact that there may be numerous reconciliations before the victim terminates

the relationship ... A victim may call 000 for police to attend at the time of an incident,
but then be unwilling or unable to go on to make a formal police statement about the
crime. She may make a formal statement, but later withdraw it. She may not support the
police in their application for a full intervention order, with the result that only a ‘basic’
order can be made to promote her safety. In cases where she has cooperated fully with
investigating authorities and the perpetrator has been found guilty, she may nevertheless
have reconciled with the offender; will he now benefit from an award?*”*

The Magistrates’ Court and Children’s Court recommended that consideration be given to including family
violence as a factor to be considered in applications where sections 52, 53 and 54 are relevant.*”? This would
help to ensure members are aware of the importance of considering any relevant family violence matters in
the exercise of their discretion.*”
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VOCAT process as a therapeutic process

The Commission spoke to victims who had therapeutic experiences through the VOCAT process—
one witness who appeared before the Commission told the Commission that:

... | had gone through the VOCAT processes and received an outcome. As part of this
process | had participated in a closed VOCAT hearing. | had the experience of speaking to
a Magistrate, who believed what | had to say, and | felt validated. Even though the person
who raped me had left the country and was not prosecuted, | felt satisfied with having
spoken about my experience and having been believed."*

However, the Commission also heard from women who felt this process had not greatly assisted them.*”
Women'’s Legal Service Victoria noted that there is a level of inconsistency in decision making by magistrates
sitting in VOCAT, which can leave victims confused and further traumatised."”*

Lack of awareness of the scheme

The Commission heard that some victims did not know or had not been told they could apply to VOCAT
and were not given assistance in preparing the application.””” One woman explained that she only discovered
her eligibility as a victim of family violence after making an application as a victim of a sexual assault.'”
Gay and Lesbian Health Victoria noted the lack of support for gay, bisexual and trans* men:

There are few if any options available to this group under the current referral and support
service system. We understand that currently, the only option for these male victims of
family violence is referral to the Victims of Crime organisation by police. However, we
believe it unlikely that many GBT men would access this option.*”*

Some service providers suggested that VOCAT is underused by family violence victims and called for better
promotion of this service.*®

Ability to make immediate compensation awards

VOCAT is able to make interim awards for payment of expenses prior to the final determination of an
application (including for urgent safety-related items).*®' Specialist family violence service venues, operating
in a number of magistrates’ courts, have ‘adopted procedures to enable interim orders to be made by VOCAT
for expenses such as urgent security measures, relocation expenses and medical bills’*® However, the
administrative processes that must be followed in order to process such payments can take several weeks.
The Commission heard that in some cases the financial assistance is not received quickly enough to be useful.*®

Delays

Others described the application processing time as too lengthy.’®* In 2014-15, of 6053 applications
lodged, approximately 54.7 per cent were finalised within nine months of submission, and approximately
69.4 per cent within 12 months.*®* Recent research by Women's Legal Service Victoria found that women
involved in the research waited long periods of time, and that this was particularly distressing for women
living in financial insecurity.'®

Victims Assistance Program

Another avenue of support available to victims of crime is the Victims Assistance Program, run by

the Victims Support Agency. Eligibility for assistance from VAP depends on a person being a primary,
secondary and/or related victim of crime as defined in the Victims of Crime Assistance Act.” In exceptional
circumstances these criteria may be waived to enable victims outside the target group to access

VAP services.'®®

The VAP provides information and advocacy, referrals, practical support such as security, accommodation,
medical and transport needs, and access to counselling and other therapeutic interventions.'® In addition,
VAP facilitates community connections through avenues such as community and sporting groups, schools
and churches, and assists victims to complete applications to VOCAT.*

Royal Commission into Family Violence: Report and recommendations 81



VAP uses a case-management model with a comprehensive assessment process in which a victim is
assessed for the type and extent of intervention required. The assessment informs the development of an
individualised care plan which may include therapeutic interventions such as counselling and group work.*”
The VAP Practice Manual emphasises that responses must be adaptive and acknowledge the long-term
needs of victims.*? For example, VAP may seek information from other service providers, such as counselling
progress reports, and review case goals in light of this information.”® Where victims are waiting for specific
interventions, VAP conducts ‘active holding strategies’ such as weekly phone calls to the victim.**

The Department of Justice and Regulation submitted that the total cost of the VAP in 2014-15 was
approximately $9.378 million.”* The Department estimates that services provided to family violence victims
accounted for 41 per cent of the total services in 2014-15 (or approximately $3.845 million).*

Importantly, victims of family violence must seek support through VAP and VOCAT separately. Victims
have to navigate two separate schemes through two different doors. This may result in support being
inefficiently provided (for example, through duplication). There is also concern that victims have to
re-tell their experiences of violence through both processes, which could be re-traumatising.

The Commission was told about the New South Wales model, which, in contrast, enables victims to access
compensation through a single victims’ support scheme. In 2013, New South Wales replaced its Victims'’
Compensation Tribunal with the more holistic Victims’ Support Scheme, in which crisis support is provided,
if required, followed by a needs assessment and the development of a care package.”” A care package might
include information, support and referrals; counselling; financial assistance for immediate needs (to address
any urgent needs as a result of the incident); financial assistance for economic loss (to aid rehabilitation and
recovery); and a recognition payment (to acknowledge the trauma suffered).”®

The way forward

Family violence can have long-term effects on a victim’s health and wellbeing. In addition to obtaining
housing, financial security, education and employment, the ability of victims to regain their health and
sense of wellbeing after family violence is an essential part of the recovery process.

The Commission has considered the current response. In the light of substantial evidence from victims,
their supporters and service providers, we have formed the view that the current response system does
not emphasise recovery to the extent needed to adequately improve the health and wellbeing of victims.
This is in large part due to the historical focus on ensuring the immediate safety and security of victims of
family violence and the demand pressures that services currently experience. However, safety is only the
start—the ultimate objective of the family violence system must be that victims, including children, can
live safely, recover and thrive.

The Commission considered a range of supports, from counselling to more intensive therapeutic services.
In evidence before the Commission, several opportunities were identified to enhance both the range of
options available to victims and their quantum.

In relation to such supports, our vision is a system that responds flexibly to victims’ changing needs

and ensures that family violence does not define them or their futures. We heard a consistent message

that specialist family violence services should not be confined to dealing with the crisis only, but should
support victims to recover from the effects of past violence so that they can move forward. Addressing the
availability and range of therapeutic interventions, particularly counselling services, is vital to this endeavour.
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Promoting ‘recovery’ through therapeutic interventions

Individualised packages

Pathways to recovery are diverse—as the Living Well Group noted in its submission, depending on the victim,
support can take the form of financial aid, good friends and support groups.*” Some victims may require a range
of therapeutic interventions for a longer period, while others will need fewer and briefer interventions.

The Commission envisages a path where victims have a choice about what interventions they wish to access.
Importantly, this path should not be linear; it must reflect the diverse experiences of victims of family violence.

We note that the Royal Commission into Institutional Responses to Child Sexual Abuse has recommended
the establishment of a redress scheme that funds counselling for survivors of such abuse throughout their
lives. It has also recommended that counselling and support be available on a flexible and episodic basis.*®
In view of the complexities associated with responding to trauma, their report notes that there should be
no limits placed on counselling and psychological care provided to survivors.?*

As noted elsewhere in this report, in September 2015, the Victorian Government announced Family Violence
Flexible Support Packages which provide individualised support of up to $7000 to women and their children
experiencing family violence. The package can be used to purchase a number of goods and services including
‘medical or pharmaceutical costs not covered by Medicare or Pharmaceutical Benefits Scheme, counselling
or specialist services’?®? At this stage, it is unclear to the Commission what types of therapeutic interventions
and services can be purchased, and from which providers. In addition, it is not clear whether there are any
time limits on purchasing services once the victim moves into recovery.

In Chapter 9, the Commission made a recommendation to expand the current Family Violence Flexible
Support Packages for victims of family violence. These packages are critical to promoting recovery. They are
also individualised, so the type and level of assistance to individual victims are tailored to their circumstances
and phase of recovery. The Commission heard that each person’s experience of family violence is different,
and so are the services and supports they require to recover from the impact of violence.

We recommend that further provision for health and wellbeing recovery, including for children, be part

of the Family Violence Flexible Support Packages. In practical terms, this means access to a broad range

of therapeutic interventions including counselling, psychological services and opportunities to strengthen
social connections. It may also mean access to other appropriate health and wellbeing supports. For example,
this could include the range of alternative therapeutic interventions such as the peer/mother mentoring,
women'’s and children’s groups and empowerment programs discussed previously. For many women, these
initiatives helped in their recovery from violence. Such assistance should be available immediately, deployed
flexibly and be long-term if necessary.

Children’s recovery should focus on their counselling needs, health, early years learning, education and
strengthening social connections. Supports for children and young people are discussed in more detail
in Chapter 10.

The Commission acknowledges that some victims of family violence will have access to counselling through
Family Violence Flexible Support Packages; however, others will not. Therefore, the need to develop and
increase the capacity of family violence counselling services is essential.

Increase quantum and range of counselling services to meet demand

The Commission heard about the importance of long-term support for victims of violence to assist them

to recover physically, psychologically and emotionally. Many victims of family violence benefit from support
through their family, friends, personal, spiritual, religious or community networks, while others are assisted
by professional counselling services.*®

Evidence provided to the Commission highlighted the importance of therapeutic interventions in victims’
recovery. Therapeutic interventions that are sensitive to the trauma victims had experienced were highlighted
in submissions, consultations and hearings.?* Services that provide trauma-informed support, and which are
informed by the victim’s experience are essential to responding effectively to family violence.
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Women told the Commission that the availability and range of counselling and psychological services

is limited, which adds to the already stressful experience of rebuilding a life away from violence. There
are a range of barriers to accessing counselling services, including the cost of private providers, meeting
the criteria for Medicare-funded counselling and the waiting times of family violence support services
(counselling). For many women, counselling is not available for the frequency or the duration it is needed
to assist in recovery.

As previously discussed, the number of clients assisted through the Victorian Government's family violence
support services program significantly exceeded the number of clients funded to be assisted.”® However, the
Commission notes that from 2010-11 to 2013-14, the number of clients assisted decreased from 10,697 to
5356, despite funding increasing during this period.?® Service delivery continued to exceed the funded level
but by a smaller margin. It is unclear what the reasons for this are, but possibilities include:

> the data is affected by methodological issues such as changes to data definition, recording and reporting

> a recognition by providers that the level of ‘over performing’ could not be sustained because insufficient
effort was being provided to each client, and as such, the level of service delivery was recalibrated

> DHHS changed the services it was purchasing by changing, for example, the clients it was targeting
or the duration or intensity of the service to be provided

> duration of assistance to clients was extended due to the lack of ‘exit’ options to transition to, which
reduced the number of other clients who could be assisted in a year.

In any case, the evidence shows that the level of funding does not match the demand.

Increasing the capacity of specialist family violence services

The Commission acknowledges that specialist family violence services are under-resourced and due to
volume pressures and funding, have a greater focus on responding to crisis situations and ensuring victims’
immediate safety. However, the Commission sees great value in these services providing specialist post-crisis
and recovery counselling.

As discussed in Chapter 8, specialist family violence services currently have skilled staff and counsellors
with an intimate understanding of family violence. They are also in a position to support victims in accessing
a broader range of recovery assistance, including therapeutic initiatives such as mentoring and women'’s
support groups.

In Chapter 41, we recommend that the Victorian Government provide immediate funding to increase the
capacity of specialist family violence services to address existing demand. This funding should be ongoing,
in recognition that it is for direct service delivery which is unlikely to reduce in the medium term. As part
of the increase in investment recommended, the Victorian Government should increase resources for
family violence counselling services to meet the needs of victims in the recovery phase.

Recommendation 104

The Victorian Government increase investment in programs to ensure that people who have been
affected by family violence have timely access to group-based or individual counselling for as long
as they need. The counselling should be delivered by practitioners with appropriate training
[within 12 months].
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Introducing a family violence Medicare item number

The Commission has considered the role of Medicare-funded counselling for victims of family violence.
While there are certainly benefits in accessing this service, the Commission heard that the current

allocation of 10 counselling sessions through Medicare is too limited in terms of the number of sessions
available. The Commission understands this is an issue that also affects other people in the community.®’

In response to the recent review undertaken by the National Mental Health Commission, the Commonwealth
Government recognised that the current approach is ‘one size fits all’, which may not be the most efficient
pathway for a community with a variety of mental health needs.?®® They have committed to refining the model
of stepped primary mental health care and modifying options for the GP Mental Health Treatment Plan.?*’

In addition, the Commission is concerned that victims of family violence who present at a general practitioner
without meeting certain criteria related to their mental health (that is—being assessed as having a mental
health disorder) are ineligible to access Medicare-funded counselling. In this sense, the Medicare-funded
service is being underused, but in another sense, it is being overused by victims of family violence who do
not have mental health needs but whose general practitioner has put them on a GP Mental Health Treatment
Plan so that they can access some counselling. This may be because the general practitioner has identified
family violence and is aware of its effect on health and wellbeing and used the GP Mental Health Treatment
Plan to provide the victim with counselling services she needs.

The Commission’s view is that victims of family violence should be able to access counselling services without
a GP Mental Health Treatment Plan. The Commission supports the Researching Abuse and Violence Team

at the University of Melbourne’s recommendation that the Commonwealth Government should consider
developing Medicare special item numbers for victims of family violence and give access to special item
numbers to identified services.*® These special item numbers should be available for counselling services

and related therapeutic services.

The Commission understands that providing counselling and other therapeutic services to a particular group
in the community through a Medicare special item number is not necessarily an easy fit within the current
pattern of servicing. There is an opportunity for the Commonwealth Government to think creatively about
how such a reform would work in practice.

Introducing a Medicare special item number for family violence will have a number of benefits including
that it recognises that counselling is being provided due to the effects of family violence on a victim’s health
and wellbeing. Further, establishing a link between family violence and a Medicare item will provide better
information and data on the prevalence of family violence and its impacts on health and wellbeing.***

It will also provide a more realistic estimate of the cost of family violence.

In the longer term, consideration should be given to establishing an item number or similar mechanism
that will allow medical practitioners to record other family violence-related consultations or procedures
so that the disease burden of family violence can be captured more accurately. Such information and
data would facilitate improvements to future policy and practice responses to family violence.

The Commission recognises the Commonwealth Government’s intention to extend Medicare benefits to
mental health nursing, drug and alcohol services, vocational assistance, peer support and care coordination
support, as well as refine the current model of stepped primary mental health care.?? We welcome these
announcements and await the Commonwealth Government'’s implementation of these reforms. We note
that some of these services can be beneficial for victims of family violence in their recovery from family
violence. It is our view that any Medicare special item number for victims of family violence should not

be limited to counselling.

A related issue arises concerning the skills of general practitioners to understand, identify and provide
appropriate specialist support referrals to victims of family violence. As discussed in Chapter 19, general
practitioners are frequently accessed by victims of family violence, although the Commission heard that
women can receive a less than satisfactory response after disclosing family violence to their general
practitioner. Workforce development is also needed to assist general practitioners to recognise family
violence beyond intimate partner violence, such as elder abuse. Chapter 40 examines what is required
to build a more responsive universal health system workforce.
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Recommendation 105

The Victorian Government, through the Council of Australian Governments, encourage the
Commonwealth Government to consider a Medicare item number for family violence counselling
and therapeutic services distinct from a general practitioner mental health treatment plan. In the
longer term consideration should be given to establishing a Medicare item number or a similar
mechanism that will allow medical practitioners to record a family violence-related consultation

or procedure and so more accurately ascertain the public cost of family violence [within 12 months].

Amend the Victims of Crime Assistance Act

The Commission has considered the functions of VOCAT and VAP in relation to victims of family violence,
and presents its conclusions in this section.

The Commission was told that eligibility requirements for VOCAT and VAP should ensure that victims of
family violence do not face additional barriers to accessing assistance. In regard to VOCAT, submissions
raised the issue of the criminal threshold in accessing the scheme, which in many cases excludes victims
of family violence when the conduct which has caused injury is not criminal in nature (such as emotional
or economic abuse). The Commission agrees with the Magistrates’ Court of Victoria and Children’s Court
of Victoria that expanding the definition of ‘act of violence’ to include potentially non-criminal conduct
may result in unintended and complex consequences and does not fall within the current purposes of
the scheme. However, consideration should be given to whether a victim of a breach of a family violence
intervention order, without the requirement for the breach to involve assault, injury or threat of injury,
should be eligible to access the scheme.

The Commission is concerned that VOCAT, in determining whether or not to make an award of assistance
or the amount of assistance to award, does not adequately take into account the pattern of violence that
is commonly experienced by family violence victims. The Commission supports a legislative approach that
ensures the cumulative harm and long-term effects of family violence are taken into account, including
potentially increasing the maximum amount of special financial assistance that can be awarded to victims
of family violence to the category A maximum amount where there are related criminal acts.

The Commission has also considered a range of other issues raised in submissions and in evidence, including
whether perpetrators are notified of VOCAT proceedings, the two-year time limit for making an application
and the conduct of victims being taken into account (for example, victims having to report to police within

a reasonable time). The Commission supports appropriate reform to ensure that the nature and dynamics of
family violence are appropriately taken into account by the tribunal. This could include legislative amendment
(for example, including family violence as a specific criterion to which tribunal members must have regard

in considering whether or not victims reported an offence to police in a reasonable time). We would also
strongly support education and training for all magistrates specifically in relation to those family violence
issues that can arise in VOCAT proceedings.

As with other victims of crime, victims of family violence currently seek support through VAP and VOCAT
separately. In contrast, New South Wales provides a single victims’ support scheme. The Commission supports
further enquiries as to whether this approach could be adopted in Victoria. If a more streamlined approach
were to be pursued, any changes in level of assistance or limitation periods should not disadvantage victims
of family violence.
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The Commission acknowledges that the Victorian Law Reform Commission is currently undertaking a review
into the role of victims of crime before, during and after a criminal trial, the Victims of Crime in the Criminal
Justice Process. The VLRC's terms of reference include considering the making of compensation, restitution
or other orders for the benefit of victims against offenders as part of, or in conjunction with, the criminal trial
process. In its consultation paper, the VLRC specifically raises the question, ‘Are there offences not covered
by the Victims of Crime Assistance Act 1996 (Vic) that should be?’

The VLRC is due to report its findings in September 2016.%°

Recommendation 106

The Victorian Law Reform Commission consider the matters the Commission raised in this report
in relation to the Victims of Crime Assistance Tribunal and the Victim Assistance Program in its
Victims of Crime in the Criminal Trial Process review. To the extent that these matters do not fall
within the terms of reference for that review, the Attorney-General should amend the terms

of reference or ensure that a separate review of these matters is carried out.
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21 Financial security

Introduction

Family violence has significant implications for a victim’s economic security and independence. The abuse
may be financial in nature, defined by law as economic abuse, or may be characterised by other forms of
family violence that affect a victim’s financial wellbeing and put them at financial risk.

Economic abuse is a form of family violence that is not well recognised by the community, service providers
or the police. The widespread lack of awareness and understanding of the types of economic abuse women
experience means that efforts to prevent and respond to economic abuse are limited. The Commission heard
evidence that financial security is a significant protective factor in victims gaining freedom from abusive partners.

Victims of family violence are more likely than other women to experience financial difficulty and many women
experience poverty as a result of family violence, regardless of their prior economic circumstances.* Research
also tells us that women from culturally and linguistically diverse backgrounds and older women are at greater
risk of financial insecurity following family violence and face additional barriers to accessing support. The
financial consequences of family violence can be acutely damaging and they are often long-term.?

Victims' financial security is affected by partners who perpetrate economic abuse by controlling household
finances, financial and utility accounts and incurring debt in the victim’s name through coercion or deception—
this can take many forms. What is central to these behaviours is that they ‘control a woman'’s ability to
acquire, use, and maintain economic resources, thus threatenin