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COWM SSI ONER NEAVE: Good norni ng, everybody. M Mshinsky.

MR MOSHI NSKY:  Conmi ssioners, the topics for both today and

tonorrow relate to children. The topic for today is
famly violence and children, intervention and response.
The topic for tonorrowis children, intervention and
response. There is sone overlap between the two topics.
As they both relate to children, we will open those topics
this norning for both days.

Starting with children has sone inportance
because children suffer famly violence both directly
t hensel ves, but also indirectly when there is famly
vi ol ence between one parent and the other. Children see
or hear such violence and, as we will hear today, it can
have very damagi ng i npacts upon them

We went through the statistics of the inpact of
famly violence on children yesterday and we won't be
repeating them now.

In recent years there has been an increase in the
under st andi ng of the damage caused to children by famly
vi ol ence. \Whether the famly violence is directed agai nst
the child or by one parent to the other, both can be
damagi ng.

There's al so an increased understandi ng of the
| ong-terminpacts of experiencing famly violence as a
child which can lead to intergenerational famly viol ence.
These facts denonstrate that stopping famly violence is
crucial, not only for the intimate partner thenselves, but
al so for the children who may be affected. Further,
intervening early to stop famly violence affecting
children holds the prom se of stopping the cycle of famly

vi ol ence which may ot herwi se continue into the next
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generati on.

During the community consultations there were a
nunber of thenmes that came through which relate to the
i mpact of family violence on children, and | want to take
a mnute to outline sone of the thenmes that cane through
on that topic. Sone of the thenes were that the inpacts
of famly violence were rai sed by parents and workers.
They rai sed concerns about the psychol ogi cal inpact,
trauma and associ ated nental health issues such as
post-traumatic stress disorder, depression and anxiety
that children and young peopl e exposed to famly viol ence
can experi ence.

Ref erences to intergenerational violence were
made at nmany sessions. For exanple, "M kids have grown
up thinking it's normal for their parents to hit each
other." The Comm ssion heard consi stent nessages that
there aren't enough services for these children and young
peopl e and that the very limted services that are
avail abl e have long waiting lists of three to six nonths
or longer and don't offer different pathways for those who
wi t ness viol ence and those who use it.

Speci fic nmention was made of the |ack of child
psychol ogi sts, |imted access to therapeutic services for
children and young people, the lack of al cohol and drug
services and the |lack of detox prograns for children aged
under 14. One quote was, "Specialist famly violence
services target wonen; child victins get lost in the
noi se. "

Many of the sessions attended by wonen who had
experienced violence referenced Child Protection and

Departnment of Health and Human Services interventions,
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both positively and negatively. Sone wonen felt that they
had been well supported by DHHS, while others had a
different view. Some wonen, particularly those from
Aboriginal and m grant communities, were fearful of
reporting or disclosing famly violence in case their
children were taken fromthem

Wor kers made reference to DHHS bei ng overl oaded
as a result of mandated reporting. Concerns were raised
about children being left in or returned to violent or
unsafe honmes if DHHS had deened one of the parents to be

protective despite exposure to violence fromthe other

parent .

Agai nst the backdrop of those consultations, what
| will now do is outline rather briefly the different
W t nesses and the evidence that we wll hear for the

bal ance of today and tonorrow and explain how we will dea
with the various issues that have been raised.

Firstly this morning we will hear concurrent
evi dence from Professor Loui se Newran and Dr Robyn M| er
They will give evidence about the inpact of famly
violence in all its fornms on children. They will explain
how vi ol ence, whet her physical or psychol ogi cal by one
parent against the other, affects children's devel opnent.
They will explain how critical both pregnancy and the
early years are for devel opnent and how fam |y viol ence
can affect this.

They will also identify in broad terns sone of
the opportunities for prevention or early intervention.
In particular, pregnancy and early chil dhood provides a
wi ndow of opportunity to intervene with famlies. These

are ti nes when, as we have heard, there is an increased
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risk of famly violence. They are also tines when the
not her is already engaging with the health system

After that session there will be a break, and
then we will call Andrew Jackonpbs to give evidence. He is
t he Conm ssioner for Aboriginal Children and Young Peopl e.
He will speak of the particular situation of Aboriginal
children where there is, as his evidence indicates, a very
high rate of out-of-honme care. M Jackonps co-chairs the
Taskforce 1000 Steering Committee, which has been set up
in response to the nunber of Aboriginal children in
out-of-home care. He wll also speak nore generally about
the inpact of famly violence on Aboriginal children and
sonme specific prograns.

Then this afternoon we | ook nore specifically at
sone of the opportunities there are for prevention and
early intervention in the early years. W wll call back
Prof essor Newman to gi ve evidence concurrently with
Prof essor Stephanie Brown. They will address sone
specific initiatives for prevention and early
intervention. Professor Brown will speak of sone key
findings of a research study on wonen and chil dren exposed
to famly violence and wll set out proposals for
re-desi gni ng pregnancy care to conbine high quality
clinical care with a nmuch stronger focus on addressing
famly violence and other social health issues. Professor
Newman w || speak about a nodel of pregnancy care being
expl ored by Royal Wnen's Hospital

Then we call Ailsa Carr. She is the Executive
Director of G ppsland Lakes Community Health. She wll
briefly outline their integrated nodel for provision of

health services and then will speak specifically about the
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0-2 Program which fornms part of the maternal and child
heal th enhanced hone visiting service. This is based

Wi thin the universal maternal and child health program

It is an early intervention programthat supports famlies
with children between zero and 2.

Then we wll call Anita Mirris as the |ast
W tness for today. She is a social worker at Western
Heal th and the theme of her evidence is that the views of
children are rarely taken into account in the current
system and we should give children nore of a voice. W
shoul d be tal king nore to children about what is going on
and potentially involving themin matters such as safety
pl anni ng.

| will now outline the evidence for tonorrow
Many of the subm ssions have identified a perceived need
to also work with men as fathers in the interests of their
children. Despite this, there are currently relatively
few prograns specifically ained at nmen as fathers. 1In the
norning tonorrow we will | ook at a nunber of programs
whi ch involve working with the whole famly and sone
prograns about working with dads and sonme progranms worKking
wi th children and nothers.

First we call Mark Feinberg. He is a research
prof essor at Pennsylvania State University who will give
evi dence by Skype. He advocates nuch w der prevention
efforts, not just for so-called high risk famlies. He
has set up a programcalled Fam |y Foundations, which is a
uni versal application programworking with expecting and
new parents. The key focus of this programis on
co-parenting, howto create a positive teamin the role as

parents.
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Now, this programwas set up w thout having
famly violence in mnd and wi thout an objective directed
at famly violence. But an unintended side benefit of the
program has been to materially reduce the incidence of
famly violence. Conparing those who had participated in
the programwi th a control group, there were half as nmany
incidents of famly violence in those who had partici pated
in the program conpared with the control group.

We will then have concurrent evidence fromthree
W tnesses: Wendy Bunston, who is a senior social worker
and famly therapist; Dr Richard Fletcher, a senior
| ecturer fromthe University of Newcastle; and Julianne
Brennan who is Director, Community Crime Prevention in the
Departnment of Justice and Regul ation. Each of themwl|
speak about specific prograns, sone of which involve
wor king with nothers and children, others involve working
wi th dads and others with the whole famly.

One of the thenmes that conmes through is that
there is little continuity. WMany prograns have been
funded to be run for a period of tinme and then the funding
stops. We will exam ne a nunber of these programs to see,
to the extent one can say, what has worked and what hasn't
wor ked.

Foll owi ng that session we will then have a
session of concurrent evidence involving Professor Cathy
Hunphreys, Professor of Social Wrk at the University of
Mel bourne; Dr Robyn MIler, who is giving evidence this
norning and will return tonorrow for this session; and
Beth Allen, Assistant Director, Child Protection Unit at
DHHS.

In that joint session we will delve into a nunber
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of difficult questions relating to how we currently
protect children who are at risk, with a focus on the
child protection system but also other rel ated systens.
Anmong ot her issues we will exam ne the concept of a
differential pathway so that not all cases go to Child
Pr ot ecti on.

Pr of essor Hunphreys advocates a differenti al
pat hway whi ch routes many children or nost children and
their nothers to community based services. Another issue
we Wil explore is howto address the risk of
post - separation violence. Professor Hunphreys will say
that the child protection systemis not designed to
intervene effectively where there is a protective nother
or father, but the child and often the nother are
continuing to be subjected to post-separation violence and
st al ki ng.

Then finally tomorrow we will | ook at the
treatnment of children who have experienced famly
violence. W wll have two w tnesses: Emma Toone, a child
psychot herapi st, and Wendy Bunston who will return for
this session, and we will address the question how do we
best treat children who are exposed to famly viol ence.
How do we mi nim se the negative inpacts on the child,
particularly where parenting may be conproni sed because of
fam ly viol ence.

So, that is an outline of the evidence to be
called and the issues to be explored today and tonorrow.
Could we now turn to the evidence of Professor Louise
Newman and Dr Robyn MIller, and | ask for themto be sworn

in, please.

<ROBYN MAREE M LLER, sworn and exam ned:
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<LOU SE CATHERI NE NEWMAN, affirnmed and exam ned:

MR MOSHI NSKY: Thank you, Professor Newman and Dr Mller, for
your time this nmorning. | will be asking questions to
each of you, a sequence of questions in turn, but please
feel free, if you wish to coment on an answer of the
other witness, to do so. | wll first be speaking with
each of you about your background and experience briefly
and then we have a two-hour slot for this session, so
there is sone tine to develop the issues. There will be
three sections to the material that | wsh to cover with
you during that two hours.

The first section will deal with the inpact of
famly violence on children. The second section will deal
with the long-terminpacts of famly violence on children.
The third section will deal with the response of the
heal th system including opportunities for different
responses to those we have currently.

Could I start with you, Professor Newran.
Firstly, you have prepared and signed today a w tness
st at ement ?

PROFESSOR NEWVAN:  Yes, | have.

MR MOSHI NSKY: And are the contents of that statenent true and
correct?

PROFESSOR NEWVAN:  Yes, they are.

MR MOSHI NSKY:  Your speciality is in infant psychiatry?

PROFESSOR NEWVAN:  That's right.

MR MOSHI NSKY: And you are the director of the Centre For
Wnen's Health at Royal Wnen's Hospital, a position you
have held since 20147

PROFESSOR NEWWVAN:  Yes.

COW SSI ONER NEAVE: Could you very briefly outline what the
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centre does?

PROFESSOR NEWWVAN:  Yes. The Centre for Wnen's Mental Health

is both a clinical centre and a research and teaching
unit, so we provide nental health services to the range of
wonen and famlies who attend at the Royal Wnen's
Hospital and sone services in the local comunity. W

al so undertake research in a wide area of different topics
related to women's nental health. W are a research unit
of the Mel bourne University where | have a chair of

psychiatry.

COWM SSI ONER NEAVE: \What does your role as director involve?
PROFESSOR NEWVAN: | do sonme direct clinical work. | work both

wi th wonen during pregnancy and also with parents and
infants. M/ work is mainly with so-called high risk
situations where wonen m ght be experiencing stress,
trauma, particularly with donestic violence and drug and
al cohol issues. | also have a |large research conponent to
my position and | do research in infant-parent

interventions and the prevention of child abuse.

MR MOSHI NSKY:  Thank you. Tal king nore generally over your

career, what are the main areas of your clinica

expertise?

PROFESSOR NEWWVAN: |'m a psychol ogist as well as a

psychiatrist. | qualified in adult psychiatry and then
undertook training in child and adol escent psychiatry.
Subsequent to that | have done work mainly on infancy and
early childhood and devel opnental disability,

devel opnental disorders. M nmain focus over the years has
been in the area of child abuse, prevention of child abuse

and mal treatment and parenting difficulties.

MR MOSHI NSKY: Thank you. | note that your CV and your
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publication record are attached to your w tness statenent.

PROFESSOR NEWVAN:  Yes.

VR
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MOSHI NSKY: Could | turn to you, Dr MIler. You have
prepared a witness statenment which you have signed today?

M LLER  Yes, | have.

MOSHI NSKY: Are the contents of that true and correct?

M LLER  Yes.

MOSHI NSKY: Dr MIller, you are a social worker and a famly
t her api st ?

M LLER: That's correct.

MOSHI NSKY: And you have 30 years experience in the
governnent and community sectors?

M LLER: Over 30 years.

MOSHI NSKY: Can you briefly outline your roles with
gover nnent between 2006 and 2012?

MLLER: Yes. 1In 2006 | began as the inaugural Principal
Practitioner within the Children, Youth and Famlies
Division of, as it was known then, the Departnent of Human
Services. That role was primarily around practice
| eadershi p and pronoting the training and al so supporting
the work with the nost conplex famlies, and al so
inputting the know edge frompractice directly into policy
and service developnment. So it was a senior |evel but it
retained a practice focus. That role also involved ne
then contributing and witing practice resources and a
practice nodel that we used across famly services and
out - of - home care as well.

Then in 2011, | think it was, the role broadened
to be Chief Practitioner across youth justice as well and
then at the end of 2012 Chief Practitioner for the whole

of the departnent, which was the departnment then of hunman
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servi ces.

MR MOSHI NSKY: Thank you. Were you in your roles in that
period involved with reviews of deaths of children?

DR MLLER Yes, | was. | began as a nenber of the Victorian
Child Death Review Commttee in 2002 or 3, | believe, and
so |l was in that role being part of - it was a mnisteri al
appointnment and it was a role that was part of a conmmttee
that advised the - it was a report that was given to
Parlianment and to review the circunstances of children's
deaths that were known to Child Protection. So
| continued that role once | began in the Principal
Practitioner role and so | was in that role for 10 years.

MR MOSHI NSKY: Did you through your role - I think you have
touched on this - but have a direct practice role with
sone children and famlies in the period 2005 to 2012?

DR MLLER Yes, with many, many famlies.

MR MOSHI NSKY: And prior to 2004, in the period 1992 to 2004,
what was your role as a senior clinician? You worked as a
senior clinician in that period?

DR MLLER Yes. From 1992, so for approximtely 12 years,
| was enpl oyed at the Bouverie Fam |y Therapy Centre as a
famly therapist and | had a teaching role there, but
primarily a practice role and providing therapy to
famlies who had endured trauma and | was part of a
speci alist teamthat becanme well known from Bouverie
around sexual abuse work. So, we were dealing with cases
where there was intrafamlial abuse, but also a strong
t heme was the presence of famly violence, and in that
role, as in nmy earlier work from 1980 onwards, | was al so
involved in working with perpetrators of violence and

sexual abuse, as well as the victins, the children and
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al so the non-offending fam |y nmenbers. So ny experience
has been across those different parts and working with the
famly as a whole, if you |like, the relationshi ps between

children and their parents.

MR MOSHI NSKY: Thank you. | note that your curriculumvitae is

al so attached to your witness statenent. Can | now then
turn to the first major thenme of the inpact of famly

vi ol ence on children, and can | start with you, Professor
Newman. \What is our state of know edge on the inpact of

famly violence on children?

PROFESSOR NEWWVAN: We actual ly have quite an extensive body of

both research and clinical experience about the inpact of
these sorts of very traumati c experiences on children.
What we are now really | think understanding a |ot better
is the inpact even on the very young, which maybe is an
area that's nore recent and maybe hasn't been focused on
as clearly as we are now understanding it. So this is
both research that | ooks at how traumati c exposure affects
chil d devel opnent as well as research | ooking at how
children respond to trauma, both in the i medi ate sense
but also the potential long-termeffects. So we are in a
much better position nowto help, | think, take that body
of work and really |l ook at the inplications of that for
how we better respond to children who have had that sort
of experience.

What it essentially, | think, highlights for us
is that children, even the very young, are directly
affected by things that they m ght witness as well as
things that they mght directly experience and that they
can be both short-termand i nmedi ate i npacts on children,

but al so both biol ogical and psychol ogical effects in the
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| onger term

MR MOSHI NSKY: Ckay. So just taking the stages of devel opnent

bit by bit, if we start prior to birth, is it possible
that famly viol ence against the nother can have inpacts

even at that stage?

PROFESSOR NEWWAN: Yes, it is. The work that I'mreferring to

has | ooked at the inpact of highly stressful situations on
pregnant wonen, on the wonen thensel ves, but also on the
devel opi ng foetus and the outcone for the baby when the
baby is born. This is very inportant work that finds that
when wonen, particularly in situations, as has been

studi ed, of violence and severe trauma, are inpacted in
that way, they have a very strong stress response to that
with the release of a ot of hornones that we understand
are related to stress. Those hornones then can cross the
pl acenta and i npact on the baby's devel opnent in-utero.

There are possible very severe consequences of
that sort of trauma on the pregnancy itself. Those wonen
are nore likely to have pre-termdeliveries, so the baby
is born early. They are also nore likely to have probl ens
in their physical health, obviously, as a result of stress
and of violence itself.

The babi es have been foll owed and those babies
can have grow h problens, both in their nervous system and
brain, but also be small, small babies and so potentially
very vulnerable in terns of their ongoi ng devel opnent.

That neans it's very inportant that we actually | ook at
better identification of wonen who m ght be in those high

ri sk situations during pregnancy.

MR MOSHI NSKY: If | then ask you about the first few years of

life, zero to three or four, before getting to the inpact
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of famly violence, can you just explain for the |ay
person what is happening to the child' s devel opnent,
particularly the brain devel opnent, during that stage of

their life?

PROFESSOR NEWMAN: Yes. Well, the nought to three or four year

period is essentially the nost significant period of
devel opnent across our whole |ifespan. That's when the
brain and its functionings are literally being set up.
Qur brain grows at the nost rapid rate in the first three
years of life and then slows down. So, very inportant
things are being laid down in the devel oping brain during
that period, things such as our ability to |earn, our
menory systens, attention, so a whol e range of
psychol ogi cal things that we need for healthy devel opnent
and al so, very inportantly, our understandi ng of
rel ationshi ps and human interaction. So children during
these critical early years are essentially |earning about
how to be with other people and how rel ati onshi ps and
attachnent operat es.

Their brains are essentially very rapidly
devel oping, so it's quite a vulnerable period of tine and
t he evidence that we have suggests that traumati sing
children during these periods of rapid growh can inpact
and have an effect on the way that developing brain is put
together. Those are the consequences that we are very
concerned about if children are highly traumati sed during

t hat peri od.

MR MOSHI NSKY: You referred to attachnent. Can you just

explain again for the lay person when you refer to

attachnent, what you are referring to?

PROFESSOR NEWMAN: Yes. Attachnent essentially refers to our
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human capacity to formrel ati onships with others, and
attachnent rel ationshi ps are those rel ationshi ps that
children need, all children, for feelings of safety and
security. If children have what are called secure
attachnent rel ationshi ps, which neans havi ng soneone who
is consistently avail able, at |east one person, they can
have several, but having that security of attachnment is
very inmportant. It pronotes better devel opnent overall
so those children are nore likely to devel op well
enotionally, psychologically and in terns of their
intell ectual devel opnent or cognitive devel opnent.
Attachment relationships can al so be what are
descri bed as insecure relationships where children m ght
have sonme anxi ety about who's available for them But
attachnent theory is one of those very inportant theories
in psychol ogy that points out that all children need
consi stent and enotionally appropriate care to pronote

heal t hy devel opnent.

MR MOSHI NSKY: Having outlined that stage of devel opment and

sone of the issues, what is the potential inpact on a
child of witnessing physical attacks or threats to one of
their parents, in particular the parent who is their

primary caregiver?

PROFESSOR NEWVMAN:  Yes, the inpacts of witnessing those sorts

of threats or attacks on the person who m ght be the
primary attachnment figure or primary carer of that child
are very significant, particularly for very young
children. Young children are essentially dependent
literally for survival and their feelings of security on
the availability of their attachment figure or attachnent

figures. So, for the child to actually w tness attacks or
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potential |loss of the attachment figure is a very
terrifying experience. Those children, as we know from
our clinical experience, are very nuch terrorised by that.
It's a threat to the child s own existence as nmuch as it
is to the parent because of that dependency.

Young children, of course, are not in a position
to enotionally be able to deal with that degree of anxiety
and traunma. They are also not in a position to be able to
understand in many ways what's actual |y happeni ng and they
are very likely to feel absolutely overwhel ned by the
situation. Children will try in those circunstances to
deal with that in any way that they can. So, sone
children m ght becone very w thdrawn and seem ngly cut off
fromwhat's happening. That's a very normal, protective
response in a situation of fear like that. OQher children
m ght even try and intervene in a situation |ike that.
They might see their responsibility as being to try and
protect the parent or carer who's directly under threat.

So we do see a variety of responses, but
underlying the differences we see, we have a child who's
literally terrified, worried about their own survival and
fearing that they will literally be abandoned and w ||

have no one left to care for them

MR MOSHI NSKY: Just goi ng back to the devel opnment of the brain

inthis zero to three to four age bracket, if children
w t ness physical attacks or threats, what inpact can that
have on the brain devel opnent and how woul d t hat i npact

occur ?

PROFESSOR NEWWAN: Yes, | think the easiest way to explain that

is to think about the inpact of trauma and fear on brain

devel opnent and essentially that's what's happening. W
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do know that for children being in situations,
particularly if they' re prolonged and ongoi ng states of
fear and terror, is associated with a very big physical
stress response with a rel ease of stress rel ated hornones.
So, hornones such as cortisol, adrenaline and

nor adrenal i ne, which are the main chem cal responses, if
you like, to fearful events. Those hornones can have a

di rect inpact on the devel opi ng brain.

The brain, when it's devel oping so quickly during
the early years, is very sensitive to the effects of those
sorts of hornones and what we do know as a result of
studies | ooking directly at brain devel opnment in these
types of situations is that the brain can literally be
changed by the inpact of those stress rel ated hornones.

So sonme brains of children in these situations will show,
if we look at them problens in devel opment of certain
areas. They al so show changes in their capacity to dea
wWith stress in an ongoing way, so that children who have
experi enced these degrees of trauma can have a brain that
remai ns very sensitive to the effects of any later trauma
and less efficient at dealing with stress and trauma. So,
it really sets up a vulnerable brain. So children who are
i npacted by severe trauma in these early years are likely
to have ongoing vulnerability to the inpacts of stress as
t hey devel op.

This is a very significant finding that we have
known about in its broad sense since around the | ate 80s,
1990s, but | think the inplications of these findings are
very, very inportant and suggest clearly the need to
protect children's devel opnment fromthis sort of trauma.

What | shoul d say, though, is that we don't know
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the threshold, if you |like. The studies have | ooked at
gquite severe cases of trauma, so children who have either
been indirectly exposed to high | evels of ongoing threat
or directly exposed to high |evels of threat and viol ence.
We don't know whether the brain effects are going to be
seen in, let's say, |ess severe situations, but it is very
significant that the changes in brain devel opnent have now
been tracked fromearly childhood right through to young
adul thood and are still able to be denonstrated in
adul t hood when we | ook at children who had early exposure
to trauma. So, to all intents and purposes this is a very

| ong-1asting inpact that we see.

MR MOSHI NSKY: So is a way of encapsul ating sone of the points

you have nade then by asking the question: is there a safe

| evel of violence?

PROFESSOR NEWVMAN: There is no known safe | evel of violence or

traumatic exposure in children. Wat we should I think
carry with us is that there are clear inpacts of severe

vi ol ence and trauma. There are likely to be maybe nore
subtle but certainly potentially very inportant inpacts of
| oner |evel trauma exposure to children. We | think maybe
have ignored and not studi ed enough sone of the inpacts of
other fornms of trauma on children, but particularly any
child who's in a situation of ongoing traumati c exposure
or exposure to famlial violence is likely to show sone
physi cal and stress related effects which can potentially

i npact psychol ogi cal and brain functioning.

MR MOSHI NSKY:  Thank you. If I could turn to you, Dr Mller.

Do children have to see or hear violence to be harmed by

it?

DR MLLER. No. One of the really inportant things to
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understand is that children and very young babi es can
sense the fear in their parent and that has a profound
i mpact. As Professor Newnman just spoke about, the
rel ati onship between the baby and the primary carer,
usually the nother, is critical to that child's
devel opnent. So, if the nother is being hurt, the baby,
even though may have been in a different room or not
present in that direct sense, will be inpacted by the
experience of the nother, who is likely to be in shock,
experiencing fear. If it is an ongoing state where the
violence is enbedded in the relationship in an ongoing
way, that cannot but inpact on the baby.

So children, they can snell fear. They sense it
literally through the skin contact. As children grow
ol der, toddlers, preschoolers, primry school age and
adol escents are particularly wired to read the non-verba
cues of their parents and they will sense it. As children
grow ol der, of course, they see the danage done wi t hout
having to be told, even if they were at school when the
vi ol ence occurred. They will notice things. They notice
strai ght away the inpact of the food that m ght be on the
fl oor or the broken crockery. | have worked with many
cases where the children straight away notice the bruise
that mght be trying to be hidden by the nother. Children
are exquisitely sensitive to their parents. | think
that's sonething that we need to put aside, that children
are sonehow passive witnesses or that they are not

inpacted if they are not directly exposed. They are.

MR MOSHI NSKY: \What inpact does a child's environnent have on

them on their devel opnent, both positively and

negativel y?
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DR MLLER It has a huge inpact. Gone are the days where we

t hought it was all tenperanent or the genes we are given
it's that nature and nurture. Nurture has a profound
impact to do harmand to do good and to heal and repair.
So, the inportance of actually addressing at the earliest
poi nt when there are indicators of violence, the inpact of
that on the children, |I can't stress enough how i nportant
that is.

So our ability as a society, as services to
engage with famlies who are vul nerable, where we suspect
that there is violence, is very, very inportant and the
earlier we can nip it in the bud, the nore we can engage
the of fending parent to face up and take responsibility,
the better. W need to get themout of the war zone, if
you like. For children, that inpact cascades on to their
| earning as well because they are often less able to
concentrate at school. So that brain devel opnent, the
i npact on that child's brain, neans that they are highly
sensitised to stress and their energy, if you like, goes
into surviving. So they are often acutely aware of
rel ational issues and they struggle, if you like, with
audi tory processing sonetines at school. They will be
nore likely to be acting out.

Chil dren we know t hrough research, and | have
seen this again and again and anybody working in wonen's
refuges will see this again and again, day in and day out,
that children are particularly vul nerable to having
i ntrusive thoughts and nenories of the violence at quiet
times and at bedtinmes. Adults can have fl ashbacks at any
time of the day, but those tines for children are

particularly rel evant.
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So, for parents who are trying to parent children
during those tinmes, it's often when there's flash points
because the children will want to avoid going to bed
because that's often when they get these, what we call
i ntrusive thoughts, or they get nenories, they get
feelings of not being safe. Sonetinmes they are direct
menori es and sonetines children just describe feeling yuk
or scared or upset or they don't know what they feel
They just feel nunb. So, quiet tines.

Oten at school these children are sonehow
m sdi agnosed as having ADHD or frequently described as
being feral or hyperactive and often teachers are
despai ri ng because children really struggle to settle down
to their work and to concentrate. So they m ght well be
able to concentrate when there is a direct one-to-one
interaction or where there is a group process where the
children are able to nove around, but where they are told
to put their heads down and work quietly at their naths,
then they will becone the class clown and act out. That's
a pattern that we see. So, this inpact from viol ence and
the trauma that children experience can play out at

different ages and stages in different ways.

MR MOSHI NSKY: Can | ask you some questions about situations

where children are affected by the aftermath of an
incident of famly violence. Wat are sone exanpl es where

that may occur and what are the potential inpacts?

DR M LLER: Children respond in different ways, and again

| can't stress enough that it's variable and it really
depends often on their relationship with both the
of fendi ng parent and the non-offending parent. The victim

of violence, usually the nother, is generally very
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protective of the children and will go to enornous | engths
to canmoufl age the violence, to conpensate often. So

| want to make that very clear, that the normis that
wonen act very protectively.

Soneti nmes, though, they are so overwhel med and if
it's a situation of sadistic and sonetines it's absol ute
torture that people are put through, that wonen are put
t hrough, they are victins of their own response in terns
of a post-trauma response which neans they are often shut
down enotionally and hostage, if you like, to this tornent
fromtheir partner. Therefore they are less able to
respond to what the children need.

So we have a situation frequently that
practitioners encounter where children who have been
i npacted by the violence are very needy for a | oving,
calm nurturing, creative, spontaneous parent who can be
the heroic parent, if you |like, who can put up with the
child' s m sbehaviour in avoiding bedtinme and pulling
cl ot hes out of wardrobes or tantrums and all the stuff
t hat happens when children are behavioural ly disturbed,
who can actually also attend to the quiet child who | ooks
i ke they are daydreaming. Some children will act out,
sone will actually shut down, and sonme will do either of
those at different tines. |It's variable.

But the children who are quieter and w t hdrawn,
they often mss out. That's what the literature tal ks
about, being a dissociative response. They are shut down.
They are nunb. So parents are often, at the very tinme the
children need what we call heroic parenting, are often
| east able to provide it because the nother herself is

just struggling to hang on and trying to read the
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behavi ours of the violent partner, trying to anticipate
what will cal m hi mdown, what will prevent, trying to have
that dinner on the table at 6 o' clock, trying to bite her
t ongue when he cones in drunk or trying to hide the noney
but then he demands it and working out nuch to give and
how much you will need to pay the rent. This incredibly
stressful situation that nothers are in cannot hel p but
then i npact on how the whole fam |y dynam c plays out and
how chil dren are responded to.

So sonetinmes we see situations, and these are the
nore extrene cases. As | stressed before, nost nothers
will act very protectively, but sonetinmes their own
depression, their own post-traumatic stress disorder,
their own response then can nean they will seek out drugs
or al cohol in order to nunb or calmtheir own internal
turnmoil. Sonetines their own nental health issues get in
the way then of them being the sort of parent they want to
be.

Al of this, of course, needs to be seen through
the lens of the perpetrator's violence, who's organised
this dynamc, if you like, in the famly. Too often
not hers have been blaned for not protecting the children,
when in fact what we need to understand is that the
violence is the dynamic that's driving all these other
responses and you see it cascadi ng.

Sonmetimes children will turn around and bl ane the
not her for the violence because they becone coached by the
perpetrator. | have seen again and again fathers very
skilfully, it's alnpost |ike a process of brai nwashi ng
where children will start to nouth the sort of |anguage,

the sort of disrespectful attitudes, the put downs, the
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sarcastic comments about the nother, because if you are
growing up in a famly |ike that, you have to survive, and
joining with the powerful one, the perpetrator, is often
the best way to survive. So children will often becone
conscripted, if you like, into that dynamc that is very,
very disrespectful and di senmpowering of wonen.

That can be played out and grow into - if you ask
me about the |ater inpacts, we see children who then
becone adol escents who are acting out and there's a strong
correlation then with adol escents who use vi ol ence agai nst
parents and a history of earlier violence. 1 have

seen adol escents - - -

MR MOSHI NSKY: Perhaps we will conme back to adol escents, if we

may, a bit later.

DEPUTY COW SSI ONER FAULKNER: Can | just ask a clarifying

guestion. Dr MIller, when you are describing the inpact
of violence, does it nmake any difference as to the nature
of violence? So if it is enotional abuse or controlling
behavi our, are you tal king about those forns of violence
or are you mainly tal king about physical violence at this

point in tinme?

DR MLLER I'mtal king about both, but where there's physica

vi ol ence, the terror and the inpact of seeing and feeling

i ke sonmebody's life is at stake is nore pronounced.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

DR MLLER One thing I haven't explained, sorry, just to add,

is the experience for the children is nediated by their
attachnent to their primary carer. So if the parent is
sonmehow able to survive this and support and really

nurture those children, sonetines we see that the chil dren

are doing well at school. So, whilst there's - and | have
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listed this in ny statenent - the research that tal ks
about the very harnful inpact, and it's always harnful,

but the |l evel of that harmand the way that's played out

t hen behaviourally for children is variable. A key
ingredient in what creates that difference is how they are

parented by the non-offending parent.

PROFESSOR NEWWAN: Could | just add a comment there?

MR MOSHI NSKY: Yes, certainly.

PROFESSOR NEWMAN:  Thank you. | think, just followi ng on from

t hose comments, one of the issues of course is the inpact
of the violence or the abuse on the woman, usually her
mental health, and then the subsequent inpact of those
ment al heal th problens on parenting and, as was pointed
out, often that very negative inpact on the nother's
capacity to be protective in a way that she nornmally would
want to, and sonetines it will inpact her capacity to be
aware of the inpact on the children in the famly. So she
mght literally find that a very painful thing to even
consi der and can be what superficially we night say is a
bit neglecting or insensitive in terns of how she m ght be
with the children in a variable way. So, sonetines being
very protective, other tinmes being overwhel nmed.

In those situations we usually see wonmen who are
significantly depressed, who m ght al so have traumatic
features thensel ves, so what we think of as post-traumatic
or ongoing stress related synptons, but depression, drug
and al cohol issues. So | think it's very inportant that
we actually have that capacity to do proper nental health
eval uations and assessnents of wonen in those situations

to be able to offer help for those problens if they have

t hem
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The children then will have a variety of
responses. |If children are w tnessing physical violence,
if that's one of the major things that they are exposed
to, then if we follow those children they are nore |ikely
to have taken that on board as the nodel they have been
exposed to as to how rel ati onships work. So rel ationships
for those children operate around power, and violence is
al nost acceptable within these disturbed settings. Those
children are nore likely to show difficulties with their
own behavi our, to have behavi oural problens and sonetines
to be violent and aggressive towards peers.

The enotional and psychol ogi cal abuse that often
goes on concurrently in those famlies affects al so that
child's understanding of relationships. So, if there's
denigrating treatnent, enotionally abusive treatnent of
one of the parents, the child is often a victim of that
directly thenselves and that will have the | onger term

i mpact on their psychol ogi cal devel opnent.

MR MOSHI NSKY: So just taking up that issue, if | may,

Prof essor Newran, is it your opinion that both physical
attacks by one parent on the other, as well as
psychol ogi cal abuse by one parent on the other, can be

very damagi ng for children?

PROFESSOR NEWWAN: Yes, | think both can be extrenely danmagi ng

.DTI: MB/ SK 14/07/ 15 127 M LLER/ NEWVAN XN
Conmi ssi on BY MR MOSHI NSKY

Royal

and they are often happening sinultaneously. But the
psychol ogi cal abuse, enotional abuse, is sonething that's
real ly been probably sonewhat ignored in terns of its

i mpacts. But we do know that the inpact of w tnessing and
experiencing things |ike seeing people belittl ed,

deni grated, ridiculed, a whole range of behavi ours and

statenents that are designed really to psychologically
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i nval i date soneone or hurt them often quite cruel and

al nost sadistic statements, that children find that
extremely distressing and bew | dering. They can't

possi bly understand that. As we heard, they will at tines
have to al nost choose a side in these sort of very

di sturbed rel ationships. They might identify with the
nore powerful person if that's the situation, copy or take
on board that that's again a nodel of relationships, that
it's okay to be like that in relationships and to treat
people in that way.

O her children are very overwhelmed with the fear
and pain of that, mght try and protect the parent who's
the victimof those sorts of attacks. So we see different
ways that a child mght try and cope and adapt to a
situation like that. The child has to survive. They are
in a situation where they have no choice but to try and
use what ever nechani snms they have to live in this quite
distorted reality. For the child, that is their reality.
They don't often have other - if they are fortunate they
do - but it's not always the case that they have ot her
nodel s agai nst which they can judge what their main
experience is.

So, children are in this terrible psychol ogi cal
dilemma in these situations of being dependent and
desperately wanting their carers or parents, no matter how
damagi ng they are, to be there for themand to care and
protect for them But at the same tine they are often
very confused, distressed and terrified about what they
are exposed to.

In terms of the damage that's done to children

that's really quite profound and that can have the very
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| ong-term consequences on their actual understandi ng of

rel ati onshi ps and how t hey worKk.

MR MOSHI NSKY:  Turning back to you, Dr MIler, we have touched

on this in part already, but | just wanted to focus on the
i npact that famly violence can have on the parent/child
rel ati onshi p between the non-violent parent and their
child. You have touched on this already, but could you
just encapsul ate your views on how that can play out and

how t he parent/child relationship can be inpacted?

DR M LLER: The relationship can be inpacted in many ways.

Children will feel responsible for their parent often.
They will assune a sense of responsibility for the safety,
usually of their nother, in many ways. They can then be
conpronmised in terns of their ability to be a child and
just have a chil dhood where they are free and able to go
to school and learn like any other kid. They often feel
ashamed. They will often feel enbarrassed. They won't
invite their friends hone to play. They will have a sense
t hat sonehow they are different.

Children often internalise that as sonehow
meani ng that they are not as good as other kids. They are
often conscripted into the secrecy. W know that nost
situations where there's violence in famlies, there's not
a report to police at the first occasion. It is usually
way down the track, and this is in famlies where there's
pr of essi onal parents who don't have noney problens, as
wel | as parents who are struggling and unenpl oyed and do
have noney problens. So | have seen this across the
boar d.

The stigma attached to the famly situation is

sonething the child very quickly picks up. W know that
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there's also a greater correlation between and |i kel i hood
of there being other forms of abuse, such as sexual abuse
of children, in famlies where there's violence, and
negl ect, as we have stated earlier, is sonmething that you
see nore often.

But that relationship with their parent is, as
| said, critical and they are often part of the safety
pl anning. So the fam |y can often organi se around the
ol der siblings, you know, if dad conmes in with that | ook
on his face or snelling of alcohol, that they' Il know to
grab mum s phone so he can't get it or to go next door
with the baby. Children are frequently very active agents
in protecting their siblings and ringing the police for
t heir nother, knowi ng where the docunents are hidden
| have seen perpetrators who seemto delight in taking the
mat ernal and child health books of the children. They
will often smash things, destroy photos. | have seen
children who very quickly know where those things are
hi dden and will take themin the heat of the nonent.

So the inpact of that, you can inmagine then a
child trying to go to school the next day and pretend
not hing's happened. And this is what children adapt to.
They frequently keep the secret. W expect children to be
able to disclose about sexual assault and watching or
being part of famly situations. W forget too that
children are often harnmed directly. They wll try
to - | have worked with kids who have junped on the back
of their father as he has been stabbing their nother.
| have seen children harned. | have seen babi es headi ng
to lifelong consequences. W count child deaths, but

what's often not recogni sed enough is the way that
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children are harned physically and often brain injured.
That's a |ifelong inpairnment.

| have seen children who have endured a range of
different injuries and children have often said to ne,
"That was the easy bit, Robyn. That's the easy bit to get
over. | just can't get it out of ny head. That's the
hard bit." Feeling that shanme, feeling that they can't
control, because we know part of the explosion in
know edge that Professor Newran has described in
neur osci ence, one of the ways we understand now i s that
the nenories are laid down. The traumatic nenories for
children are stored differently, and for adults this is
true as well, that they are stored differently. So they
are not a nice sort of narrative | anguage based nmenory
i ke our normal nenories, |ess stressful nenories.

Traumatic nenories are unprocessed. | often say
in training they are like a dog's breakfast. They are not
processed, they are not neat and they are not based in
| anguage. They are based in vivid i mages and sensati ons.
So they can be triggered. A child can be triggered and
rem nded of things when they snell sonething, where they
hear their dad's voice raised, where they see that | ook on
their mum s face, when they suspect it's Thursday night
and that's usually when the violence is going to happen.
When sonebody grabs them from behind at school in a gane
their body responds. W talk about body nenory, and they
turn around and king-hit the kid because that's what
happened to them at hone the night before.

So children will be triggered in various ways.
It can nean they get into real trouble at school. They

can often be seen to be bullies. They are nore likely to
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be bullied and to becone bullies thenselves. They are
less likely to be able to reach their potential at school,
and that's sonething that's often overl ooked. There is
some research that tal ks about readi ng scores being | ower
in children who have experienced viol ence.

So it's not |ike sonmebody hurts the hand and you
can take themto the doctor and get the plaster on and
it's fixed. The inpact of violence and the way it inpacts
on famly relationships, it's the whole of the child's
experience. |It's not just one bit of them

Children develop their potential through healthy
rel ati onships. The research is in. The evidence is inin
terms of what kids need in ternms of healthy parenting. It
is pretty sinple. They need high warnth, |low hostility
and consi stent boundari es.

Vi ol ence, where it is present, is the absolute
opposite of that. So if you want to do harmto children
you ignore the circunmstances of their parents who are
being violated. It is harnful. | have worked with nmany
people later in |life who have been parents, and at the
point their child is born their own trauma from when they
were little, where they have experienced violence, wll
come back. It can inpact on their parenting, even though
it's 20 years later. Men | have worked with too, "WII
| be the sort of dad that ny dad was?" They can becone
depressed. They can becone highly anxious. So it can

cascade in many ways across the |ifespan.

MR MOSHI NSKY: Professor Newran, can | turn to you and ask the

guestion that there still seens to be in the w der
community based on surveys a |l ack of understandi ng of why

wonen i n abusive relationships just don't |eave.
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| appreciate it's a very conplex issue, but are you able
to offer sone conments to help to explain the conplexity
around that issue and the factors that may influence that

sort of decision?

PROFESSOR NEWMAN: Yes, sadly it is still a statenent that's
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soneti nes made and people in the general comrunity m ght
puzzle about, literally asking, "Wy don't people just

| eave these destructive, harnful relationships? Surely
they recognise the inpact it's having on thenselves and
their children,” as if it's a fairly sinple response that
shoul d be made.

| think what that fails to understand is a
process sonetinmes we mght think about as a form of
entrapnent, when people in these very harnfu
rel ationships can feel very disenpowered in that context,
be very unclear on a practical |evel about what they can
actually do and limted options for actually getting
meani ngful support in a tinely fashion. So there are sone
real practical inpedinents.

But what | would see, and in practice we see a
ot of the tinme, usually wonen sadly for whomthat it has
beconme an acceptable reality. | have seen that even in
adol escent young wonen, very young wonmen who are in
dangerous and exploitive and abusive rel ationships who
feel they have little option but to stay there.

They are psychol ogically and enotionally
dependent on that sort of treatnent and have cone, because
of no other experience, to see that al nost as what they
deserve; so a terrible process of having very | ow
sel f-esteem sonetinmes feeling quite worthless, and of

course that's often exacerbated and played upon in the
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relationship that they are actually in.

When we talk to those wonen they often have their
own histories of growing up thenselves in famlies
characterised by violence and psychol ogi cal abuse. They
m ght have directly experienced abuse and exploitation
thenselves. It is very nuch a pattern again of grow ng up
with that sort of very deeply held |lack of capacity to be
sel f protective.

It is very inportant that we can actually - if we
are going to help and support wonen in that situation -
wor k psychologically with themto help them change, if you
like, that way that they think about thenselves and their
situation to re-enpower them to allow themif at all
possi bl e to make choi ces which are choices for thenselves
but al so choices for children, if they have children,
because in those situations we frequently see the
breakdown of parenting. So these wonen who feel very
stuck and entrapped m ght also feel powerless in terns of
child rearing, and children are exposed even nore to a

range of very difficult experiences.

MR MOSHI NSKY: Dr MIler, would you like to comment on that

guesti on because it does seemto be a popul ar
m sconception? What observations woul d you nake about

t hat question, "Wiy doesn't she just |eave?"

DR MLLER It's so interesting because that's often the first

guestion people ask when we really should be asking, "Wy
does he think he's got the right to treat people like
that?" So again that societal, cultural sort of
expectation of nothers and wonen is sonething we hear

pl ayed out again and agai n.

One reason wonen frequently stay is because it is
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too unsafe to leave, and that's sonething that's really
inmportant to recognise. A lot of violence actually
happens post-separation. Hom cides are actually nore
frequent post-separation. So we need to really understand
that exiting a violent relationship has to be planned down
to the nth degree. And it is a process of |eaving.

We know that npst wonen in fact do | eave viol ent
relationships. That's really inportant to put out there.
We have research that tal ks about that. Mst wonen do
| eave violent relationships. They |leave in tw sort of
general pathways, and again this is - I'mspeaking in
general terns. So each person's experience is different.

But two general things we see in practice, and
again the research has borne this out, one pathway is that
"this time" - we call it the defining nonent - "he's gone
too far. This tinme he's hurt the baby. This tinme he rang

my nother and threatened her. This tinme he's hidden the

car keys." It's sonmething. "This tinme Child Protection
got involved. This time ny neighbour was involved." The
shame of it. "This tinme actually other people know. "
That defining nonent can be very inportant. "This tine

| had a lovely police officer who cared for nme, who cane
back, who really listened.” So you hear different
pat hways that people will |eave.

Again, we forget that these relationshi ps begin
as loving relationships. Mst people don't intend to set
out and hurt one another. There is actually a beginning
point. W forget that this love for the partner is often
a reason wonen stay. They want the violence to stop
They want to heal the relationship. So the other pathway

to healing is often where they have exhausted all the
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possibilities to have nade it work.

Frequently where you have different cultural and
religi ous expectations around, "You made your bed; you lie
init," the loyalty to, "Death do us part,"” a |ot of that
stuff that we all carry about wanting the happy ending and
wanting the relationship to work, wonen who experience
violence are no different to the rest of us. They held
t hose sanme hopes and dreanms we all have for the happy ever
after. So they will try very, very hard to nake the
relationship work.

So one of the nyths is that wonen don't | eave.
Yes, they do |l eave. W can intervene creatively at these
different points in order to free up, if you |like, or help
wonen have the capacity to | eave, psychol ogically but also
practically. 1 have worked with many wonen who go back to
t he perpetrator because they just didn't have housi ng.
They couldn't bear the children suffering because they
didn't have the noney anynore for the tennis | essons or
the private school or they didn't have noney for food, as
basic as that. They are sleeping in their cars. The
children get a flu. It's cold. It's winter. Sonetines
it's absolute poverty of options that makes them go back

Frequently the perpetrator will say, "I've
changed. | want to change."” Sonetinmes you see this - and
it's not always a cynical, manipul ative strategy. Sone
men who use violence will be genuinely renorseful.

There's no one typical offender. W see a whole range of
different patterns of violence. Sone nen can be engaged
i n behavi our change.

So in ny statement | have tal ked about the

different ways of - and we need to be very cauti ous about
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t hat because coupl e counselling can actually do harm
famly work at that point. So we need very careful
assessnents. But the reason wonen don't |eave, we need to
remai n very curious about and not make sinplistic
judgnents. Moire would I eave if there was nore support;

| don't doubt that.

Frequently they have tried to | eave and have been
overwhel ned by the conplexity of their experience with the
different court processes. They sonetines think, "He's
never going to |leave ne alone. | wll never be free.
| may as well nmanage it by staying.” Some have tried and
t hen becone caught up in a whole - they have been shunned
by extended famly, by conmunity. They have been bl aned.
They fear they will lose their kids. There have been
threats to go to the Famly Court. |If she is anxious, if
there has been sone sort of problemin terns of nenta
health, that is often used against the nother by the
partner, who can be incredibly manipulative. So I have

seen a whol e range of reasons that wonen stay.

MR MOSHI NSKY: You referred in your answer to couple

counsel ling. Are there observations you woul d make about

sone risks of couple counselling that should be borne in

m nd?
DR MLLER Yes. | ama trained couple counsellor and famly
therapist. | have worked very successfully and seen many

t herapi sts work very, very well with situations where
there's been violence. But we need to be very cautious
that it's safe to do that. So it needs very careful
assessnent individually of the pattern of violence, and
al so a very careful assessnent that the wonman actually

feels safe and that the violence has stopped.
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It is contraindicated if there is an ongoi ng
pattern of violence. You just shouldn't do it as a
t her api st because you may be unwittingly exposing the
wonan to further risk and harm because she nay say
sonething in a counselling session and then cop it at
hone.

Sonetines as a therapist you can't help that.
| have worked in situations where the famly conme al ong
for therapy because the child's refusing to go to school,
and this is one of the inpacts we see on children who
experience violence. They often have a sense of wanting
to stay at home because they can't trust things wll be
safe for their mum As | said before, often this is
secret.

So sonetines the famly will take the child for
t herapy and as you start engaging with the child and
getting themdrawi ng and tal king and hel ping themto feel
safe out cones their worries, and their worry is about,
mumy and nummy being hurt and not liking it when daddy
hits mummy or daddy screans; "but | can't say anything
because | will get into trouble.”

That's a very tricky situation because sonetines
the perpetrator is in the room sonetines the nother is in
the room | ooking at the child; sonetinmes you can feel this
incredible terror. Anyone who has worked with famlies
like this will know what |I'mtal king about. You actually
sense it in your own gut. It requires very carefu
manoeuvring to make sure that this child and this nother -
and, nunber one, you have to engage the father and you
have to ensure safety inmediately.

So sonetines it can't be helped. Sonetines the
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violence will come out because of the famly presenting
because of other problens, if that nakes sense.

Soneti mes, though, it can be helped and there is a

knowl edge of violence, but it hasn't been well understood.
Sonme counsellors aren't trained to understand that this
isn't a couple problem The violence is the violence is
the violence is the problem Yes, there's a pattern
around it, but at the end of the day the violence is the
problem "W has thrown that punch?" The perpetrator of
t he viol ence needs to be held accountabl e.

So that | often tal k about being the el ephant in
the room Sonetinmes you will see couple counselling or
famly work that talks a | ot about the chil dhood or the
depression or this or that, but actually the risk that
sonet hi ng that happened a nonth ago or even a year ago or
even two years ago is not factored into the way the
probl enms are understood here and now

The m stake can be nade, "He only hit her once.”
Actually it only needs to be once, because then the famly
organi ses around stopping that happening again. So the
various ways that famlies organi se around the violence is
generally to pull in, totry to remain |loyal and to stop
the violence. That will be played out in many ways. So
it is absolutely critical that couple and fam |y
t herapi sts and individual therapists, | mght add, are
trained to understand the inpact and the harm and what
they can do to actually address the issue directly rather

than skirt around it.

MR MOSHI NSKY:  Conmi ssioners, | was going to nove to the second

topic, which will be briefer, about |ong-terminpacts.

Before | do are there questions about the inpacts on
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children that you wanted to raise?

DEPUTY COWM SSI ONER NI CHOLSON:  Yes. Dr MIler, I was
interested in your statement. You tal k about or you refer
to research that a significant proportion of children are
actually quite resilient. | think you refer to research
t hat indicates up to about half seemto adapt and recover
|"minterested what this neans for practice and what does

it mean for the type of interventions and the intensity of

© 00 N oo 0o b~ w NP

i nterventions for whom

10 DR MLLER The distance between the violence occurring and the

11 quality of the safety and the relationships the child is

12 exposed to once the violence ceases actually determ nes

13 the resilience of the child. W know children have

14 different tenperanments, have different other protective

15 factors such as extended famly. So the quality of these

16 ot her protective factors, if you |like, or the strengths in

17 the famly dynamics in the extended famly or they may be

18 very bright kids and do well at school and the nusic

19 teacher takes a particular interest in them a child has

20 just got that sort of happy tenperanent, they are kids who

21 are naturally likeable so they will be invited nore often

22 to be friends with other famlies, so they will have nore

23 experiences of other famlies, they will have nore

24 positive social experiences.

25 Sonmetimes | have worked with sone famlies and

26 | remenber saying to one young man, "What you have

27 endured” - it was a particularly sadistic experience in

28 his famly that was ongoi ng of violence and sexual abuse.

29 He was the nost delightful young man. | said, "How have

30 you survived this?" He told ne about the bus driver. It

31 was a country kid and this bus driver every day woul d have
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this conversation and tell himwat a good kid he was.
So sonetines it's the relationships with other
peopl e, and teachers are really inportant here. The
experiences that children have can contribute to their
resilience. But what we know fromthe resilience
literature is it is the quality of the connection, and

that's connection to the primary carer. That's the key.

DEPUTY COWMM SSI ONER NI CHOLSON: | guess the question that 1'm

asking is are we at a stage where we can identify the
characteristics of the children or their circunstances
that woul d enable us to predict that this child is going
to be resilient or a child is going to need sone

significant intervention?

DR MLLER. Again you | ook at the quality of the connections

around the child. You also |look at the child' s behaviours
and how are they being played out. So if they are already
in trouble, if their |language is delayed, if their
behavi our has regressed, if they are socially ostracised
because they are being bullied or a bully at school, for
exanple, if they have speech problens, all of these things
t hat can happen, and we will be hearing | think in the
next few days about the inpact on infants, and what we can
call a disorgani sed attachnent when the child doesn't know
who to trust and sonetimes can be frightened by the
presence of the nother as well as the father because the
child associates the nother with the horror and the
terror.

So if there is a quality relationship with the
nother, if the father or the perpetrator of the violence
is distanced fromthe famly or has faced up and engaged

in change and things are calmand there's a whol e sense of
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reparation and healing that's happened for that famly,
all of these contribute to resilience for the child.

But the nost resilient child will be overwhel ned
if the violence and the other what we call cumnul ative harm
is overwhelmng for the child. So if you are talking
Child Protection and Fam|ly Services it is rare to see
famly violence as the single presenting issue. It is
generally a part of a conplex set of problens that
children are experiencing. That is exponential. That
i npacts on the child. [It's not just the famly viol ence.
It's actually all the other things.

We nentioned before the increased rate of sexual
abuse in famlies where there's violence. That matters
enornmously in ternms of the resilience. So the nost
isolated famlies, those who are transient, those children
are | believe nost at risk because they are not being
sighted by others, like maternal and child health nurses
or kinders; they are often not attending school in any
meani ngful way. So people don't notice the changes in the
child' s behaviour. So you |ose opportunities to pick up
on the harmthat the child is experiencing. So we know

social isolation is a huge risk factor.

DEPUTY COWM SSI ONER NI CHOLSON:  Thank you.

COWM SSI ONER NEAVE: Can | ask you both if we nmade

recommendations relating to the provision of therapeutic
support for children who have been affected by famly

vi ol ence woul d that be ongoing? Wuld it be sonething

t hat woul d be provided sort of imrediately after
separation if separation occurred or would it be sonething

t hat was needed | ater, say, in adolescence, or all of the

above?
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PROFESSOR NEWWAN: Potentially all of the above. | think the

i ssues are that we m ght want to have a general approach
if you like, that says that all children who have been
exposed to the range of these sorts of situations should
be assessed for the imediate inpact and a pl an

est abl i shed about what sort of support and care they m ght
need. Some of those children will already have
significant psychol ogi cal and enotional issues that need
ongoing treatnent. Ohers will not.

| think just as a comment on the resilience issue
it's a very inexact science. W know a |ot, as Robyn was
sayi ng, about the nultitude of factors that can contribute
to better or worse outcone. W are not very good at
predicting on the basis of that. The science isn't really
at that point, in nmy opinion. But we do know enough to
know t hat sone children will need ongoi ng services and
supports.

The question really is about the quality of those
services and supports, and can they be better based on the
understanding of trauma and its inpact. So in sone ways
it's probably not sufficient to say, "W wll just refer
t hese children who have had this traumati c exposure to a
generalist service," whether it's a nmental health service
or a related service, unless that service understands
about where that child is comng fromand what probl ens
they mght have. | think it's inportant that we avoid
m sdi agnosi ng or using other |abels for children who have
experienced trauma of this magnitude, and actually talk
about the trauma and its inpact rather than say, "The
child has a behavi our problem They have Attention

Deficient Hyperactivity Di sorder” or whatever diagnosis is
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popul ar at the tinme, because those things do change, and
we can actually focus on that child' s attachnment
rel ati onshi ps and the personal inpact that this exposure
has had on them

So for sone children the need for services m ght
be into adol escence. It mght be longer term W then
down the track m ght see peopl e seeking help and support
who have had these experiences early on in their |lives who
are young adults or thinking about becom ng parents, again
a crucial point that we mght want to hel p people who are
very clear that they don't want their children to
experi ence or be exposed to what they experienced. So we
need a systemthat's maybe nore flexible and nore
responsive so that we can offer trauma i nforned care at

various points when it's necessary.

DR MLLER If | could add to that just one point. The whole

notion of what we nmean by trauma informed practice | think
is probably worth reflecting on in ternms of what's needed
t hroughout the child's Iife. For sone children it will be
a very short burst. |In fact once you can stabilise and
support their nother and they are properly housed and
there's a sense that they are safe now, the healing wll
happen.

For others, as Louise has said, there are
prof ound di sturbances. These children are frequently
then, as | said, they are not doing well at school; they
m ght be expelled; they then are transient. So they have
this sort of cunulative inpact that goes on, this ripple
effect, and | ayer upon |ayer of trauma and | oss.

So for some in adol escence you see the need to

under stand, even though the parent nay have separated when

.DTI: MB/ SK 14/07/ 15 144 M LLER/ NEWVAN XN

Royal

Conmi ssi on BY MR MOSHI NSKY



© 00 N oo 0o b~ w NP

e N S e e R e e e
© 0 ~N o U1 ~A W N B O

20
21
22
23
24
25
26
27
28
29
30
31

the child was - 10 years earlier, sonetinmes you see that
trauma resurface in adol escence. W see this frequently
where there has been sexual abuse as well. At particul ar
devel opnmental points a child who may have been doi ng wel |
in primary school, for exanple, nmay start to act out, may
start to not understand why they are feeling so angry, why
they are not sleeping so well, why they want to take dope
and drink and party all night because they are avoi di ng
the nightmares of the night.

These children it's frequently not understood, as
Loui se said, they can get labelled with all sorts of
conduct disorder et cetera without people really
under st andi ng what's happened to this child. 1 have
wor ked with nmany, many adol escents and young adults who
have a variety of different synptons and behavi ours. One
young man, for exanple, had incredible depression, was
suicidal. He had not quite a stutter but it was like

that. He had social anxiety that was extrene. Gorgeous

mother. His father had died earlier. [R{=IBDJ\XOHN=D)
REDACTED H s father, who

was violent, an ex-war vet, had di ed when he was seven.
So the belief in the famly was that he had escaped the
worst of it.

It wasn't until we started unpacking what he felt
and how anxious he felt, and | started to ask what it was
i ke as he was growi ng up, not expecting that there would
be this presence of famly violence. But then what cane
out was this horrific story of his |ife as a child and the
sort of nenories. He had never spoken about that.

VWhat we were able to do was help himto connect

and to speak out |oud the unspeakable. In that famly
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those kids had all done very well as adults, but they had
never spoken out |oud about the violence. There was this
|l oyalty to the dad. Their nother Ioved him She was a
fantastic nother. None of them had spoken out |oud about
it. Wat hel ped that young man to in fact recover was
actually being able to support the famly to tal k about
the elephant in the room H's synptons subsided quite
qui ckly.

But had | not dealt with what was his

experience - so what we see with trauma, it can have a

del ayed inpact. It can surface later. Vietnam War
veterans tal k about this. |[It's not uncomon in the trauna
field. So your question about services, | would say all

mental health services need to be informed about, nunber
one, the preval ence and the inpact and trained to
understand that other presenting problens |ike depression,
i ke anxi ety can often have the underlying sort of issue

earlier trauma, and particularly famly violence trauma.

COWM SSI ONER NEAVE: Do sone of these issues arise when young

peopl e get into trouble because they have commtted
crimnal offences? Do you see young people in that

situation?

DR MLLER Yes, often if there is violence in hone, they are

frustrated, they are powerless, nmum hasn't been able to

| eave, they love their dad but they hate what he does,
they are confused, so they will often be nore likely to
seek the peer support and be out there, and nore likely to
not respect boundaries because, "Why should 1? | have had
to survive." So there's a greater likelihood they wll
end up in trouble with the police. W see increased rates

of children who have experienced famly violence in youth
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justice detention centres, for exanple.

DEPUTY COWM SSI ONER FAULKNER: Again, Dr MIler or Professor

Newman, either of you, what you are painting is a picture
of extraordinarily skilled assessnent, extraordinarily
skilled treatnent, a change in practice of psychiatry,
psychol ogy, child protection practice. [Is it happening
al ready? Are the bases there? 1Is it possible to build

the sort of systemthat you are tal king about?

DR MLLER Yes, | believe it is possible. |1'mvery hopeful

about that. | have seen enornous change in the Victorian

child and fam |y service systeminclusive of Child

Protection in the | ast decade, and the bridge building and

the rel ationship building between wonen's services and the

police refornms and nen's behavi our change services are

absolutely alive in Victoria. It needs nore work,

clearly. | think that in nental health some of our great

chanpi ons i n neurosci ence have been psychiatrists. But in

nmy view psychiatry generally at this point is not as

across the trauma research as we woul d hope. But our

| eaders and researchers certainly are within psychiatry.
So the nental health field is certainly aware,

and infant nental health particularly has been very well

i nformed and we have very good research that tal ks about

t he i nportance of psychot herapy between the non-of f endi ng

parent and the child. A lot of that research has cone

fromw thin psychiatry. So we see | think a m xed

pi cture.

DEPUTY COWM SSI ONER FAULKNER: Before you answer, |'m al so

tal ki ng about the scale. | can understand that there may
be pockets of good practice. | refer particularly,

Prof essor Newran, to the hope that you expressed in your
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W t ness statenent about the wonen's offering this sort of
service in antenatal services, and yet it's not there yet
as far as | read your evidence. So |I'minterested in the
barriers; not just whether it is possible, but what needs

to be overcone to get there.

PROFESSOR NEWVMAN:  Yes, | will comment on psychiatry, clinica

psychol ogy, sort of nental health disciplines. | think we
are at a very inportant point at the nonment where there is
obviously a | ot nore understandi ng about the phenonenon
and what we are dealing with. That is being put into
training, and this is at junior training level. | think
that's a very inportant step, that people training

prof essi onal s actually have specific training about these
i ssues and about trauma responses. That's certainly
happeni ng.

There's interest both obviously at a State | evel
but also fromthe Commonwealth in ternms of how better we
can respond to abuse and trauma. There's quite a |arge
group of psychiatrists and others involved in planning and
advi sing at both levels around trauma inforned services.
So we are really at the beginning. | think there's a | ot
nore work to be done in that area, but certainly we have a
much cl earer idea of what services could | ook |ike.

But it is a process of cultural change in nmany
ways. There's not an easy solution to that. That's going
to take sone tinme. There are patches, as you say, of good
nodel s. What we do need, though, is to evaluate those
properly, which is certainly what we are doing at the
Wnen's Hospital and others are doing that. W need
proper eval uation of the sorts of approaches we think

m ght be hel pful, and then we need to have that ongoing
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support in terms of rolling them out.

| think it is actually possible, I'"malso an
optim st, because | think there are enough chanpi ons
around the issues at the nonment to push it. But we are,
as we are all aware, in difficult tinmes in terns of
fundi ng of some of these sorts of progranms, particularly
around early intervention, the sorts of services we would
like. That's going to be an ongoing difficulty. GCetting
research dollars for these sorts of issues, and for
domestic viol ence and sexual abuse rel ated issues has
al ways been hard. So we do need, | think, and what's very
pl easing at the nonment is to see comunity based interest
in having the professions and the services actually
respond better, and that's certainly shaping. So we are
now in a nmuch better position than we have been for sone
years, in ny experience as an academc, to get sone actua

funding for these sorts of prograns that we need to

devel op.
It certainly takes concerted effort at different
| evels, but the will is there. W have sone prelimnary
i deas and which seemto work in practice. | think we need

to research them better and actually be able to then rol
that out in a nore coherent sort of response rather than

these little bits all over the system

DEPUTY COWM SSI ONER FAULKNER:  Thank you.
MR MOSHI NSKY: | m ght cone back to that topic in a few

nmonments, but just before I do can | just ask you both sone
guesti ons about the long-terminpacts on children of
havi ng experienced famly violence as a child. W have
touched on this in part. But, Professor Newran, could you

pl ease explain what are sone of the |longer term
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psychol ogi cal and al so nore general health issues that can

be caused by fam |y violence as a chil d?

PROFESSOR NEWWVAN: Yes, we have heard sone of the potentia

| ong-terminpacts on children's understandi ng of
relationships, their capacities to enter into healthy
relati onships. Children who have been exposed to donestic
vi ol ence and abuse are nore likely to have difficulties in
their own ideas about relationships. They are nore likely
to have problens wth self-esteem depression and a whole
range of nental health issues, on the whole are nore
preval ent in those sorts of children who have had those
experiences. Underlying that seens to be an effect on the
child s attachnment security. So these children are nore
likely to be puzzled and confused and anxi ous about

rel ationshi ps.

If we follow themlongitudinally not all of those
children by any neans are going to enter into a nental
health system but they m ght well be children who grow up
to be adults who are vul nerable. Sone people are
vul nerable in terns of entering into exploitive or
dangerous rel ationships; others are vulnerable in the
sense of being anxi ous about relationships and will it be
safe for them and naybe being a bit avoidant. So there
are different patterns there and the way it inpacts
rel ationshi ps.

| think one of the major issues that we face is
this notion of transgenerational effects of having grown
up in these sort of situations, and the inpact that that
can have on children when they grow up and attenpt to
parent thenselves. So it is quite clear that parents who

thensel ves are nore likely to have difficulties in either
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protecting children or in having direct parenting problens
are nore likely to have had early exposure to risk and
trauma thensel ves.

So what we see is the way in which that can
af fect the next generation. That's that vicious cycle of
trauma and maltreatnent. Particularly in child and
adol escent nental health services we are often working
directly with that next generation, so seeing that inpact,
al so working with parents who thensel ves are struggling to
make things better for their children who don't want their
children to be exposed to the sanme issues that they have
been exposed to but find that very hard in an enotional
sense and hard in practice.

So there are the long-terminpacts on nental
heal th as one aspect, but particularly on attachnment and
quality of relating and anxi ety about that. So we
certainly see people with histories of com ng fromviol ent
and abusi ve backgrounds who find it very hard, even though
they m ght consciously be very clear that they want to
have and enter into healthy relationships and not to
repeat things with their own children, but are actually
struggling wwth the reality of how hard it is to change
t hose patterns when they are so deeply engrained. Those
are the people who m ght sonetinmes need psychol ogi cal
t herapi es which sadly are of limted availability across
our system and they certainly need a psychol ogi cal
approach that understands the reality of trauma in their
lives and the way it's affected them and we don't have

many in the way of dedicated services for those sorts of

i ssues.
In the nental health systemand in hospital type
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settings we certainly see | guess - at one end of the
spectrum we probably see peopl e who have been very
traumati sed by chil dhood experience who can still be
struggling with that and m ght have nore conpl ex nental
health problenms. But in general if we |ook at the
popul ati on as a whole there are many people who don't cone
into contact with nental health services who m ght stil
benefit from counselling and ot her supports to help them
deal with the reality of trauma in their lives and help
them be, | guess, nore positive and better able to engage
in relationships of whatever sort.

At the severe end of the spectrumwe do have
evi dence that those are the people who have had sone of
the biological inpacts of trauma that | was descri bing
earlier. W do understand a |ot nore about that. That's
certainly not everyone. But that can be quite long-term
difficulties. So we do need within a coordi nated,
conpr ehensi ve system sone specific services for survivors
of these sorts of experiences who have ongoing trauma and
mental health problens, and that's sadly |acking wthin
the nmental health systemat the nmonent. So |I think what's
inmportant is that we have the spectrum of approaches that

wi Il be hel pful.

MR MOSHI NSKY: Dr MIler, I know you have touched on sone of

these matters already, but do you m nd comenting on the

| ong-terminpacts that can occur?

DR MLLER Yes. W see frequently, if | go back to

adol escence, an increase in risk-taking behaviour. There
is also the dynamic that | have seen quite a bit in
practice where the adol escent starts to push the linmts,

i ke a normal adol escent, |ike any adol escent does, to
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test where the boundaries are. \Were there has been then
a history of violence, particularly with boys who start to
| ook Iike the father who the nother may have separated
fromyears earlier because of the violence, he starts to
get the | ook, the tone of voice, there can be this
incredibly sort of triggering reaction where the nother
can sonetimes absolutely tense and there's a sense of this
reactivity, this argunentative and very painfully
conflicted relationship that energes.

It's not unconmon when you go to the youth
honel essness services to hear about this adol escent sort
of famly conflict that has precipitated the young person
needi ng yout h honel essness services. Wen you unpack t hat
it's not always that the violence is recent or current,
but sonetines it is and that's another cohort of young
people who are literally running away to escape viol ence;
but sonetines also there's this group of young peopl e
where it has been nmuch earlier in their devel opment but,
as | said, at that devel opnental point the inpact of it
rears its ugly head, if you like. Again this dynam c and
the way the parent reacts to the child and then the way
the child then reacts to the parent and you get this
escal ati on.

So that's sonmething that's really inportant for
any service that's offering help to adol escents to
understand and to actually understand the frustration of
t he not her who - sonetinmes | have seen services becone
critical of the parent, when in fact she needs deep
under st andi ng and conpassi on and enpat hy for why she's
reacting to that boy's behaviour or that girl's behaviour.

Sonetines the child i s denpni sed. Soneti nes the
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| ack of understanding neans that the child is actually
seen as the young crimnal, rather than understanding the
context and the background that that has contributed to
t hat pattern devel opi ng.

| mentioned running away, and that's sonething
that's really inportant. There is also a higher risk of
young people ending up in sexually exploitative
rel ati onships. W have research now that's conme in
around - it's sonething we have seen in practice, but the
evidence is starting to build around that. They are nore
vul nerabl e to being mani pul ated by of fenders who sexual ly
exploit kids. They will often be targeted and grooned
because they are I ooking for Iove. They are |ooking for
soneone to tell themthey are special. They are | ooking
for a safe nest, if you like. So they are nore vul nerable
to that sort of groom ng and mani pul ati on.

As Loui se has said, the behavioural disturbance
can be nore likely to be sort of triggered. They have a
hei ghtened startled reflex. They are also nore likely to
act out and find thenselves in trouble on a whol e range of
things. They are not bad kids. They have done sone bad
things, but they are kids who actually are very, very able
to be engaged and to work with themin a way that's
healing and will help to settle those behaviours and help
themto work through the trauma that's underneath it.

| have also seen, as | nentioned earlier, the
anxi ety at the point where they beconme parents thensel ves.
Judith Herman in 1992, she tal ked in her book "Trauma and
Recovery", she said victinms of trauma are particularly

vul nerable to harm harmat their own hands and at the

hands of others. | think that very neatly answers the
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guestion, really. They are nore likely to end up in

rel ati onshi ps thensel ves where there's violence. | have
wor ked with many practitioners who are perpl exed about
this. Sonetinmes the nost sort of streetw se young wonan
who has often been involved with the police but can
beconme, as Loui se nentioned earlier, quickly sort of

dom nated in this sort of powerful - it's alnost this
unconsci ous sort of seeking out and replicating the traum
dynam cs. Sone people talk about this as trauna

re- enact nent .

They are nore likely to be vulnerable then to
soothing the stuff they can't get out of their heads. So
often people will just say, "Put it behind you. That was
years ago." If it was that easy of course they woul d.
The difficulty with traumatic situations like this is, as
| said, the nenories are stored differently and it
bypasses the thinking brain. So when they are triggered
they are flooded. |It's a physical reaction. So 20 years
| ater you can be feeling sonething that you felt when you
were four, and you are powerless, you are speechl ess and
you are frightened and you don't know what to do. W cal
t hem fl ashbacks. W have all seen television shows that
sort of portray this. But it's real and it happens.

| have seen babies two weeks old with what we
call this frozen watchful ness, and they only have to hear
t he voice of the perpetrator and they are in this
di ssociative state. Then | have worked with their ol der
si blings who are denonstrating other sorts of synptons
that are, as | said, playing out at school or they are
nore likely actually to devel op probl em sexual behavi ours.

There's a link, a correlation, the single greatest
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correlate - I'"'mnot saying it is a causal factor, but it
is a correlate, part of the picture of children who
devel op probl em sexual behavi ours, and adol escents with
sexual | y abusi ve behavi ours, the presence of famly
violence is an issue. It is one of the strongest
correlates that cones out in the research. So that's not
wel | under st ood.

Therapy with these kids is very successful. They
are not mni paedophiles. You know, children wth these
behavi ours can be engaged and can very quickly settle if
they are given the right conditions. But those
t herapeutic services have to be mndful of the famly
dynam cs. |If you are not dealing with the history of the
war at hone or the ongoing war zone they are still living
in one hour a week therapy isn't going to do it. You have
to actually be sensible and | ook at the whole picture. So
we know children with these behaviours will require a
| onger service and probably one to two years therapeutic
i nvol venent; and not just with the child, with the whol e

famly.

COMM SSI ONER NEAVE: |s there any theory as to the |link between

probl emati c sexual behavi our anong chil dren and
adol escents and fam |y violence, why one may | ead to the

other? |Is there any theory about why - - -

DR MLLER W are gathering research as we go. But there are

frompractice, and | have worked in this area as a

t herapi st, they are often children who have al so been
negl ected. The rituals around the probl em sexual

behavi our are often part of them reducing anxi ety and
seeking out, if you like, sone sort of confort. That's

one expl anati on.
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The other is they have just been exposed to
aggression and violence is instrunental, "This is how
| get what | want." They hit a point where they are
curious about sex, "And so | find out what | want to find
out and | use sexual aggression.”™ So there are different
presentations that we see. Frequently these children have

been sexual |y abused t hensel ves.

DEPUTY COWMM SSI ONER NI CHOLSON: Can | just ask while we are on

| ong-terminpacts, can either of the wi tnesses point to
any evidence of the extent to which famly viol ence may be
causi ng young people to drop out of school, because we
know in Victoria we have 10,000 young people of conpul sory

school age that don't attend school.

DR MLLER | think it's a big issue.

PROFESSOR NEWMAN: Yes, | agree. As far as we know - we

haven't sort of studied the entire population to actually
guantify it exactly, but the links, the associations are
quite clear. W can see that starting very early in these
children in ternms of difficulties in school attendance
quite early, is often associated with famly viol ence and
trauma. There is the inpact of that exposure on
children's concentration, their ability to learn. They
can be unsettled in a classroom Sonetines they are just
not able to concentrate.

They m ght be m ssed because they can be qui et
children. They are not all overtly disturbed. But they
can go under the radar. So they are nore likely to fai
at school. School failure conpounds their feelings of
being different, having | ow self-esteem and so on. They
are nore likely to leave. Then there are those who

actual ly | eave school thenselves as part of |eaving hone
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and who m ght be that group who end up honel ess or on the
streets. But those pathways | think are quite clear. So
it is asignificant factor in school failure and school

dr opout .

DR M LLER: W can forget the experience of the child who is

enbarrassed, and | remenber one little boy very early in
nmy career who taught nme so nuch about his |life and the

i npact of violence on children; he wouldn't ever take off
on hot days his junper because of two reasons: one, he was
scared the bruises would be seen and he would get numinto
troubl e, because dad had done it, but nmum woul d be bl aned
if he spoke out; and, two, he said to ne, "I'Il be killed
if I lost ny junper.” And the terror in that kid, I wll
never forget it.

So the children's experience at school is one, as
| said earlier, of often not feeling as good as the other
kids. |If there are noney problens associated with
the violence and there's substance abuse and a whol e range
of other things and the noney is going to ganbling - as
| said it's rare to get just famly violence, you often
have this coal escence of a whole range of problens. The
child is often m ssing out on the excursions because there
is not the nmoney to send themon the school canp. They
are often the children who need it nost. So the education
systemis sensitive to this and there are wonderfu
princi pal s around who nmake sure children don't m ss out
even though they don't have the noney.

We know frequently that transition point from
grade 6 to year 7 is where a lot of kids will drop out and
they can be lost to the system As | said earlier, the

underlying issue of famly violence is frequently there.
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Where you get cases of so-called school refusal, it is
often there. 1It's not always, but often. So it can
mani fest in various ways.

| have worked with a nunmber of young people with
eating disorders who drop out of school and can't cope et
cetera, and sonetines what's underneath that is - there's
a strong correlation actually with experiences of sexual
abuse, famly violence. So it can manifest in a range of
ways. \Were Margaret Cutajar's research 2010 publi shed
tal ked about an increased |ikelihood of psychosis where
t here have been victins of sexual abuse and al so
experiencing famly violence, physical famly violence.

So the long-terminpacts are many and vari ed.

MR MOSHI NSKY: Can | turn now to the third heading, which is

the role of the health system and ask you each to comment
on what should we be doing differently in your opinion.

| perhaps ask you, Professor Newran, first.

PROFESSOR NEWWAN:  Well, | think there's a |l ot we could and

shoul d be doing, but essentially to summarise it | would
be very pleased if we could get better at early
identification, nmeaning how we are going to better
identify people who are in these situations, be it parents
or be it children, so tal king about both, and how we can
better use the understanding that we do have about trauma
to help us understand the way particularly in which
children present, which can be quite variable. So we need
to have a high index of suspicion.

This is a major public health problem and yet
it's one that we are not really focused on in a clear
enough way. We have heard a lot this norning already

about what we do under stand about the associ ati on bet ween

.DTI: MB/ SK 14/07/ 15 159 M LLER/ NEWVAN XN

Royal

Conmi ssi on BY MR MOSHI NSKY



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

famly violence, exposure to this sort of trauma and a
whol e range of different presentations with children both
in the immedi ate sense and in the long-term sense. Yet
our systemdoesn't really reflect that know edge. So

| think that's the challenge. How do we take this

knowl edge, translate it into approaches that can better
identify risk, better understand children's presentations
and provide early intervention?

A lot of the nore serious difficulties we are
seeing in adol escents, children and adol escents, where
vi ol ence and traumati c exposure hasn't even been
identified, yet they are presenting with a whol e range of
quite conplex issues, if we had a nore functional system
that could identify early we should be able to put in
pl ace better - | nean, the obvious issues which Robyn has
menti oned around protection and safety and re-establishing
security which can do a lot for children, but for those
who do need particularly in the nental health sense nore
mental health treatnent, we should be able to have trauna
infornmed treatnents done early rather than try and treat
peopl e where there are established difficulties.

The other area of prevention | think is very
inmportant is that we |look at the parenting issues where
peopl e may have risks of replicating or being uncertain or
confused about how to safely parent their own children,
and be able to have interventions that | ook at the needs
of the very young, so infants and young children. Again,
t hese are patchy across our systemof care at the nonent.
There are sone pockets in the State that are very good.
| nfant nental health prograns which will provide services

for high risk, sone of those services currently are at
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ri sk because of the wthdrawal of Comonweal th fundi ng
whi ch has been announced very recently, and we are
awai ti ng further news about any ongoing funding. That's
very concerning fromny perspective because that woul d be
a key area where we should be focusing nore rather than
facing, which we are at the nonent, a constriction and

wi t hdrawal of services from sone of our nost vul nerable
who are the very young.

So if we take it seriously, all this
under st andi ng we have about brain devel opnent and the need
to protect young children fromtrauma, then it's an
absol ute travesty, in nmy opinion, that we are even in a
situation where funding is being withdrawn fromthose
services. That funding w thdrawal also applies to
training positions in this field and those positions, as
| mentioned before, it is absolutely essential that we
train professionals and clinicians of the future in how to
better identify children at risk or children who have been
i npacted by trauma and treat them

Ri sk identification is one issue, but we need to
be able to offer actual treatnent and intervention and
support services across the system So, we face sone
maj or chal l enges in doing that at the nmonent. It's a
rather frustrating situation, obviously, because | think
we have the building blocks. W have a |lot nore of the
know edge. We have a lot of interest in doing things
better. W have a community that's calling on us, quite
rightfully, to address this problem W have interest at
different | evels of governnent. Yet how do we actually
translate that into the services on the ground that we

need remains our problem But | think we have a vision of

.DTI: MB/ SK 14/07/ 15 161 M LLER/ NEWVAN XN

Royal

Conmi ssi on BY MR MOSHI NSKY



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

how we would like to do it, we just need to have the
actual support for that follow the rhetoric, in other

wor ds.

MR MOSHI NSKY: Dr MIler?

DR M LLER: Just building on those comments, which | agree

whol eheartedly with, the first respondents are often GPs.
The first disclosures about famly violence are often to
the G°. So, confining nmy conments to the health system
that's your question, because |I could go nuch broader, but
confining it to the health systemfor now, training and
equi pping GPs with nore resources is sonething that is
very imnportant.

The other key group in the health field, I think,
are maternal and child health nurses who play an
absolutely invaluable role in Victoria. They are key in
terms of building trusting relationships with new parents
and actually nonitoring the baby's devel opnent. That's
often where you will see the indicators of restlessness,
et cetera.

If we could be nore creative in the way we
resource maternal and child health nurses and their
speci al i st program which is called enhanced nmaternal and
child health nurses, because they are very skilled at
bei ng able to engage with very sort of conplex and
challenging famlies. Frequently at that point you have a
wi ndow of opportunity, and I would go right back to the
care during pregnancy, sonetines called antenatal care.

If we could engage fathers at that point, there is a
wi ndow of opportunity. Mst nen want to do the right
thing by their children, and | think we would be able to

i ntervene nmuch nore powerfully if we could train nedica
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practitioners to have the sort of conversations with wonen
when they're pregnant that don't shane them and don't
frighten them but that actually open up a space for them
to be able to talk about the difficulties in the
relationship, wthout necessarily denonising the partner
and expecting that they're going to separate, because
wonen usually don't want to at that point, that's ny
experi ence, although sone certainly need to and will want
to. So, again it's variable.

But training health carers, health practitioners
to be attuned to issues and indicators of violence and
nore than that, you know, you can have head know edge, but
how you speak about these things with famlies nakes al
the difference. So we need nuch nore trained support in
ternms of role playing. How we train our practitioners is
very inportant. They need experiential |earning, not just
being lectured at. They need to rehearse. Their tone of
voi ce, the way they | ook, the way they sound, the way they
treat the person will make all the difference as to
whet her the younger worman or the ol der wonman is going to
trust themto open up. Any woman goi ng through a viol ent
situation will be conscious of what the other person is
going to think of them They will be exquisitely tuned
into blane or people | ooking dowmmn on them So how we have
respectful, conpassionate, skilled professional engagenent
fromour health professionals is critical

Sonetines it's in the maternity ward that you get
t he i ndi cator about the violence. Sonetines it's in the
hospital. So again it's mdwifery staff need to al so be
trained in this area. Again | stress - there's a range of

i deas about how we could use the skilled way that naternal
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and child health nurses run first parents' groups and they
often run fathers' nights. If we had nore joining up with
men's services, with famly services and nore capacity,
because that's the thing. As a nurse you can't do it all,
you have to be able to refer, so we need nore capacity

wi thin couples and nen's behavi our change to actually
outreach. But there's a very good platform if you liKke,
that we could be nore thoughtful about reaching the nost
vul ner abl e.

My whole point here is the earlier the better.
Frequently when parents becone depressed after the birth,
as | nmentioned earlier, it's because it triggers their own
experience and fear that they will be the sort of parent
their own was, and they don't want to be. So having
opportunities for that sort of counselling to be avail able
is really inportant.

| don't want to m ss out on adol escent health
ei ther, because whilst the early years and the prevention
is where we need to really rejig the system |'mvery
cl ear about that, it 's never too late, but we too often
have the anbul ance at the bottomof the cliff, yet we
actually can generally know who are our nost vul nerable
famlies in the coomunity. There are prograns for
fam | y/ nurse partnerships that have actually had terrific
eval uation. They are evidence based, they are random
control trials. The partnership nodel, David O dsworth,
is very clearly show ng the reduction in violence and harm
and so if we funded and used our health services and they
target very high-risk young parents.

So there are ways to be nore intelligent about

where we place our resources and rather than getting into
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a bun fight and conpetition around scarce resources, to
intelligently | ook at where the funding dollar is going.

| sinply think we need nore funding.

MR MOSHI NSKY: Do the Conm ssioners have any questions?

DEPUTY COWMM SSI ONER NI CHOLSON:  Counsel | or, just thinking about

the lifetime inpact of famly violence on children, are
you aware of any actuarial type analysis that m ght have
been carried out to look at the lifetine cost to the
public purse and to the returns on investnent? Are you

aware of any work done |ike that?

PROFESSOR NEWVAN:  Yes, |'m sure we can both comrent on that.

There have been sone attenpts to do that, particularly
nodel s in Canada and the US, and they have taken the
approach of trying to look at, firstly, the costs in termns
of not doing anything, in terns of cost to the general
health and wel fare systemw th the range of negative
out conmes that we know about that we have reviewed. So you
can attenpt to nodel the cost to a nental health system
the cost to an educational system when traunati sed
children are within that system the costs in terns of
juvenile justice and crimnal offending, costs in terns of
out - of -honme care and so on. So there have been attenpts
to put that together. | can't quote the figures, Robyn
m ght have them

The ot her approach has been to | ook at the
savings, potentially, to a systemif we did early
intervention, meaning intervention during early chil dhood
with vul nerable famlies inpacted by these sorts of
i ssues. There have been a couple of very good studies
t hat have | ooked at the savings per dollar investnment in

terns of these |onger term outcones and have esti mated
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that we are roughly saving 20-fold in terns of investing
one dol lar for every particular focused early intervention
program for high-risk famlies.

In Australia we have sone data that has been
| ooked at in ternms of the cost of child maltreatnent
i ncl udi ng exposure as a gl obal phenonmenon, so not breaking
it down but |ooking overall at the cost to the systemin
terms of again respite care, out-of-hone care, child
protection, all of those sort of interrelated issues, and
t hese are hugely expensive systens to run and | think we
need to be always | ooking at that. But the nmessage seens
to be, fromny reading of it, that early intervention is
cheaper than caring and providing systens dealing with the
probl ems, significantly, and that we are spendi ng
billions, literally, on dealing with the afternmath of

child abuse. But Robyn m ght want to add.

DR MLLER | would agree. The studies |I'm aware of show the

savi ngs to be sonewhere between $17 for every one doll ar
you spend, $17 to $20 for every one dollar you spend in
early intervention. | think there is sone interesting
work that the Cumm ns Inquiry did | ooking at the cost and
t hey enpl oyed Deloitte, | think, to do sone actuari al
studies. | haven't got those figures in ny head right

now, but |'m happy to provide those figures.

DEPUTY COWMM SSI ONER NI CHOLSON: The studies you are referring

to, were they specifically dealing with the inpact of

famly violence or were they nore generally - - -

PROFESSOR NEWVAN: The ones I'mfamliar with are general.

| think that's probably nore realistic in that the sort of

vi ol ence we are tal king about is associated with a whole

range of other risk factors as well, so in terns of
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nodelling it probably is quite reasonable to do that. But
that's been the approach, as far as | know.

DR MLLER And that's ny experience as well. [It's generally
| ooking at child maltreatnent, broadly speaking. But, as
| have spoken about in my wtness statenent, the whole
notion of cumulative harmis the way this often presents
in practice.

MR MOSHI NSKY: Conmi ssioners, that's all the questions that we
have at this stage. | won't ask for the witnesses to be
excused because each has been good enough to agree to cone
back for other sessions. Wuld it be convenient to have a
15-m nute break now until 12 o'clock?

COW SSI ONER NEAVE: Thank you, M Mbshinsky. Yes, we wll
rise for quarter of an hour.

<(THE W TNESS W THDREW

(Short adjournnent.)

COW SSI ONER NEAVE: Yes, Ms Ellyard.

M5 ELLYARD: Thank you, nenbers of the Conm ssion. The next
witness is M Andrew Jackonps. He is in the w tness box.
| ask that he be sworn in.

<ANDREW MORGAN JACKOMCS, affirned and exam ned:

M5 ELLYARD: M Jackonobs, what's your present position?

MR JACKOMOS: |'mthe Comm ssioner for Aboriginal Children and
Young People in Victori a.

M5 ELLYARD: What does that position involve?

MR JACKOMOS: That position involves advocation for al
Aboriginal and Torres Strait |Islander children,
particul arly vul nerabl e Aboriginal and Islander children,
al so nmonitoring and eval uati on prograns, governnent
prograns that inpact on those children.

M5 ELLYARD: Is part of your work a focus on the invol venent of
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Aboriginal and Torres Strait Islander children in the
child protection systenf
JACKOMOS: That is primarily the centre of ny work.
ELLYARD: Have you nade a wi tness statenent that you have
signed dated 9 July setting out for the Conmm ssion sone
aspects of your know edge and opinions in this area?
JACKOMOS:  Yes, | have.
ELLYARD: Are the contents of that statenment true and
correct?

JACKOMOS: Yes, they are.

ELLYARD: | understand that in addition to that statenent
you have prepared sonme introductory remarks that you woul d
like to read as supplenentary to your statenment; is that
correct?

JACKOMOS:  Yes, | do.

ELLYARD: | will invite you to do that now.

JACKOMOS: Thank you very nmuch. | ama Yorta Yorta man of
the lands that lie either side of the great Dunghal a,
ot herwi se known as the Murray River. The totemon ny
people is the long-neck turtle and these connection are
t hrough my maternal grandfather. | also have direct bl ood
connections through nmy maternal grandnother to the
Gundi tjmara of south-west Victoria and to the Taunarung
peopl e of the |l ands over the Bl ack Spur.

As is the tradition of my people, | would like to
acknow edge the traditional owners of these |ands, the
Wir undj eri peopl e and their good nei ghbours, the
Boonarung. | acknow edge their el ders both past and
present and their continuing guardi anship of these | ands
since tinme inmenorial .

| al so acknowl edge that within close proximty to
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us is Parlianment Gardens in which stands the nenorial to
Pastor Sir Doug N cholls and Lady G adys N cholls, two
great Australians and two great ancestors of the Mirray
Ri ver people. Uncle Doug and Aunty d adys Nicholls gave
to our Koori community in Mel bourne a solid foundation to
build our community that conprised refugees escaping
governnment repressive policies on stations throughout
Victoria, policies that sought to break down our
traditional structures, famly networks and social nores
and val ues.

I n many, many cases the governnent was successfu
in achieving its goal and the dysfunction and
di sengagenent of my comunity is the direct result of past
governnent policies and practices that sadly continue
today through poor child protection practices. [|'m
tal ki ng based on facts that | have seen over ny life's
journey, but have conme together fromover the past two
years as the Comm ssioner.

Fam |y viol ence may not have been part of our
traditional culture, but it is certainly part of our
current culture. A very negative part, but still part.
| say this based on the currency, regularity and
comonal ity of practices across the state and across
communities. | know of a then government comunity where
there was a shed by the fence |ine and when there was
famly violence, the station manager, the governnent
station manager, would send off the couple to that shed
until they sorted out their differences.

In that same community only a couple of years ago
a governnent officer was reprinmanded by a | ocal el der

responsi ble for health services in the community for
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calling the police during a famly violence incident. The
el der conmented that in their community they don't cal
the police, but take care of such matters in their own
way.

Only recently I net with Koori wonen, both young
and old, in a rural community who told ne of the |evel of
famly violence and sexual abuse that was deeply
entrenched in their communities, cultures and practices.
In recent weeks | have had a first cousin's daughter tel
me that the hardest part in dealing with famly viol ence
was the expectation that she would stay and nake it work
and that it only brought shame to her partner's famly if
she was to | eave.

Were we have seen a 42 per cent increase in
Koori kids in out-of-honme care in 12 nonths in Victoria
and the level of over representation is 63 out of 1,000
for Koori children conpared to five out of 1,000 for al
Victorian children, and in a key rural conmunity hub we
have close to 120 out of 1,000 Koori children in
out - of - hone care.

Ni ne out of 10 of these children have been
renoved because of famly violence perpetrated agai nst
them and their nothers. The cause of famly violence
| believe is to do with the breakdown of our society's
val ues and norns, traditions and culture that has
i ncreased over the past 30 or 40 years and its cunul ative
harm and dysfunction is happening for many famlies in
generation to generation.

The i npact of past government policies and
progranms have had a devastating effect on ny conmunity

that continues to this day, but there is no, and wll
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never be, any justification for famly violence, famly
violence that is ripping apart famlies and ripping apart
children fromtheir culture and heritage. From ny
perspective I'mlooking at famly violence fromthe
perspective of Koori children in Victoria. In ny famlies
under threat fromfamly violence, the offender is not

al ways Koori and the victimis not always Koori, but the
constant is that our children, our Koori kids, are always
the victim

For ny work on Taskforce 1000 |I have now had the
opportunity to hear the stories over the past 12 nont hs of
over 550 Koori children in statutory out-of-home care in
the care of the State. These children have come from
dysfunctional famlies evenly spread across rural and
regional Victoria and for nine out of 10 tines the primry
cause is famly viol ence backed up by al cohol and drug and
subst ance abuse where predomi nantly the perpetrator is
mal e and nore |likely Koori nale, but not exclusively, and
where the mumis Koori, but not exclusively.

In our taskforce panel reviews we are presented
with the genogram for each child, a famly tree that for
many of our children can go back three to four generations
and nore and nore, and then for other children genograns
that only take us back one or two genograns at best.

What is common for many of our children we see is
the |l evel of intergenerational trauma, dysfunction and
di sengagenent from society that is associated with renova
and child protection. W are seeing generation upon
generation of contact with the crimnal justice system
after graduating fromthe youth justice systemand from

out - of - hone care.
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My real concerns are that the current group of
Koori children in the care of the State are potentially
our next cohort of famly offenders and victins, if we
don't provide tinely and appropriate counselling and
support, if we don't provide themwarm and | oving hones in
the interimwhilst we work with their famlies for early
reuni fication or, where that is not possible, to provide
themwith stability, preferably within the famly network.
We need to be working with our children so that they know
what is a healthy, responsible and respected relationship.
We need to be working with our young boys so that they are
respective of wonen, their nothers, their sisters and
t heir partners.

The greatest resilience we can provide our
children is the power and know edge of good culture, good
comunity standards, positive role nodels and strong
engagenent in education. There is a falsehood in our
culture that the black nman has fallen fromthe top of the
patriarchal tree and he needs to re-installed before we
can find balance in our community. 1'mnot in favour of
initiatives or prograns that pronote a renai ssance of
young warriors and nale alteregos. However, | amin
favour of growi ng young and respective nen who are good
boyfriends, good partners, good fathers and good
grandfathers. And we have good nen, a |l ot of good nen in
our society, and we desperately need nore.

Sadly, the majority of Koori children in
out - of - home care who have been victim sed and traumati sed
fromfamly violence are placed out of culture and out of
community. Sadly, these children do not have exposure to

positive Koori culture and positive role nodels for both
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boys and girls and sadly the majority of them do not have
the opportunity to devel op positive rel ationshi ps and
friendships with other Koori children. But | will tell
you that, without fail, the majority will cone searching
for their famlies and kin and bl ood once they are old
enough to make the journey.

We need governnent and community to work together
to ensure that today's young victinms of famly violence
who are in out-of-honme care have a real chance to devel op
their culture, know their heritage, grow their network of
Koori friends, have a whole collection of successful Koori
role nodels and gods and at this point in tinme | have not
seen this and it is not happening, but there are positive
signs that things can change.

The status quo can change. This Royal Conm ssion
can hel p provide direction to governnent, and gover nnent
needs to act, but the real change has to conme fromw thin

my conmunity. Thank you.

COWM SSI ONER NEAVE: Thank you, M Jackonos.
M5 ELLYARD: Thank you, M Jackonbs. M Jackonos, in your

statenment you make the point that within your community,
Aboriginal community, there is a perhaps broader

under standi ng of what famly violence is than m ght be the
understanding in the broader comunity. Can you explain a

little what you nean by that?

MR JACKOMOS: The Koori comrunity is like the broader

community, it is a broad church. | believe that famly
violence is very nmuch driven by mal e perpetrators. There
are others in our community, many others in the conmunity
and probably the nost influential in our community are

also of the viewthat it is not a gendered approach, you
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need to take a non-gendered approach to resolve famly
vi ol ence in our comunity.

M5 ELLYARD: So just to unpack that a little, | take it that
when you describe famly viol ence as gendered in your
view, you are tal king about the disproportionate effect on
one gender and the disproportionate percentage of
perpetrators who are of one gender and victins who are of
t he ot her gender?

MR JACKOMOS: Yes. | know fromthe work that we are doing
t hrough Taskforce 1000, that |I'mco-chair with the
Secretary from DHHS, that we are seeing that predom nantly
90 per cent of our children in out-of-hone care have cone
froma result of famly violence. 1In the great ngjority
of those cases it is male offenders that are driving that
fam ly viol ence.

M5 ELLYARD: One of the other points you nmake in your statenent
is that it is necessary for anyone seeking to work with
Aboriginal famlies and the Aboriginal conmunity on this
i ssue to have an understandi ng of Aboriginal famlial and
ki nship structures?

MR JACKOMOS:  Yes.

M5 ELLYARD: Can you explain to the Conmssion a little,
pl ease, what you nean by that fam |y and kinship
structure?

MR JACKOMOS: | nentioned in ny opening statenent about ny
first cousin's daughter who spoke to nme about how she
couldn't | eave because there was shame, she would bring
shame on her partner's famly. You need to understand,
you need to know networks, particularly in child
protection. W see through Taskforce 1000 where

Abori gi nal children have been renoved and not identified
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as Aboriginal for two, three, four, five years, seven
years after the renoval, which nisses the opportunities to
build the children's culture up, reconnections with
famly, reunification. |It's so inportant to understand
the famly and networKks.

ELLYARD: You nention the fact that it m ght be the case
that children who are Aboriginal children are not
identified as such by the system- - -

JACKOMOS:  Yes.

ELLYARD: For a long period of time. How does that cone to
be, that children who are renoved froma Koori famly are
not identified by the systemthen as being Abori gi nal
chil dren?

JACKOMOS: Either child protection workers may not ask the
questi on because the wonman doesn't | ook Aboriginal or the
child protection worker will ask the question, but the
manner in which the question is asked and w t hout
explanation as to why they are asking. Also, where we
have a parent who's got prior experience with child
protection, they mght be less likely to answer the
questi on.

ELLYARD: You said that one situation m ght be where people
are asked the question but the reason for the question
isn't explained?

JACKOMOS:  Yes.

ELLYARD: Do | understand you to nean by that that people
are asked the question in a way that makes themthink that
it's a negative thing if they answer "yes"?

JACKOVOS: Negative, but also people aren't sure why they
are asking. As a general rule, child protection do not

explain why they ask the question. In ny period of tine
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prior to here, I worked in justice and we had the sane

i ssue with police asking the question and the same issue
happened in hospitals when adm ssions are required to ask
t he question. People won't answer that they are
Aboriginal if they don't know why the question has been

asked.

M5 ELLYARD: So in the context of asking that question of a

not her or a parent of a child who is entering the child
protection system why is that question asked? Wy is it

an inportant question?

MR JACKOVOS: It's fundanental. Wthin the |egislation, the

Children's, Youth and Famlies Act, there is an Aboriginal
Child Placenent Principle in legislation. |f the question
is not asked, then straight away it underm nes the
application of the principle, the Aboriginal Child

Pl acenent Principle, of which it works through a tiered
approach to ensuring that our children stay connected to

community and famly.

MS ELLYARD: So in the case of soneone who is asked the

question but isn't given that explanation, they are not
told, "The reason |'masking is because if your child is
Aboriginal, then there's a structure that we are going to
try to follow." [If the question was explained in that
way, do you think that people would be nore likely to

identify their children as Aboriginal?

MR JACKOVOS: Yes, and already there are areas within child

protection that are devel oping brochures to hel p expl ain.
Also, it's not just brochures, we actually need culturally
friendly child protection workers to ask the questi on.

| would also like to see nore Koori workers. | would Iike

to see the Departnent of Health and Human Services have a
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Koori recruitnment and Koori career devel opnent strategy
where we don't just have Koori child protection workers,
we actually have people in policy, we have people in
central office as well as at the coalface.

M5 ELLYARD: In your previous places of work, has that been the
situation, that Aboriginal views and people are
represented at multiple hierarchies within a systenf

MR JACKOMOS: Prior to ny appointnment as Conmmi ssioner two years
ago, | worked in the Departnent of Justice and we had a
very effective Koori recruitnment and career devel opnent
strategy. | think we went up fromtwo up to 160, where we
have got now senior nanagers in the court system in
Corrections and throughout Justice involved in policy
devel opnent. But also there is a venue called the
Aboriginal Justice Forumin which we bring together
comunity and justice, judicial officers to jointly
devel op progranms and policies that are culturally attuned.
| "' m hopeful that that will cone out of sone work that's
currently being done with the Victorian Government now.

M5 ELLYARD: You have nentioned this need to understand culture
and be culturally attuned. In your statenent you go into
some detail about the over-representation of Aboriginal
children in out-of-home care and in child protection
generally. Is it your view that that over-representation
ari ses because those children are indeed at higher risk
t han non- Abori gi nal children?

MR JACKOMOS: They are at higher risk.

M5 ELLYARD: And why is that?

MR JACKOVOS: It's a whole - it goes back decades, it goes back
to colonisation, it goes back to dispossession. W know

that there are areas in Victoria where it is unsafer to be
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a Koori baby than other areas. | nentioned we have an
area in Victoria where roughly 120 out of 1,000 children
will be in out-of-home care. W know the State average
for Koori kids is 63, 63 out of 1,000, yet the average for
non- Koori kids is five out of 1,000. This is just

st aggeri ng.

M5 ELLYARD: So when we start to unpack why that m ght be so,

you have referred in your statenment to poor practices of

t he past, governnent practices.

MR JACKOMCS: Yes.

M5 ELLYARD: When we think about that vast over-representation

now, are we tal king about a situation where those children
are now genuinely at risk and are being appropriately
removed because of a whole [ ot of conplex underlying
factors, or is your concern that there is an inappropriate

| evel of renoval ?

MR JACKOMOS: | think the governnent can do a | ot nore.

Community can do a |l ot nore to prevent renovals. In ny
statement | spoke about an excellent programup at M| dura
run by Mallee District Aboriginal Services called Bunps to
Babes and Beyond which is in partnership with the Queen

El i zabeth Centre, where the community works with young
girls as soon as they are aware that they are pregnant.

It provides one door where they wal k in and where we
ensure that they have good accommodati on, they are safe
fromfamly violence, they have proper nutrition, dental
health, all these things to protect them | know in areas
where we don't have such services, our young children and

our young munms are nore at ri sk.

M5 ELLYARD: At paragraph 17 and onwards in your statenent you

speak a little about the particular history of Aborigina
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peopl e that has contributed to the current plight of
Aboriginal children. You talk, for exanple, about the
past experiences of previous generations who have

ef fectively been di senfranchi sed and unabl e to nake

deci sions for thenselves and in nmany cases cut off from

t he experience of their loving parents and a cul tural
environnment. How does that in your experience play out in
t he generation of Aboriginal people who are having
children now and their ability to offer their children the

kind of |oving support that children need?

MR JACKOVOS: If | can take you back to 1991 when the Roya

Conmi ssion into Aboriginal Deaths in Custody handed down
their report, they | ooked at 99 deaths of Abori ginal
people nationally, including in Victoria. Sixty-six of
those 99 were of Aboriginal children who had been renoved
fromtheir parents and community.

Child protection is the front door to the youth
justice systemand the adult crimnal system |If you go
out to Dame Phyllis Frost, many, many of the wonen there
have been t hrough out-of-honme care and through residenti al
care. At the nonent the Commi ssion is doing a review into
sexual exploitation of Aboriginal children in out-of-hone
care, which is still in draft. Ten of the 40 children
that we are |ooking at are Koori kids. It's just
over -representati on.

The problemis we are having children at a nuch
younger age, our young muns are having children at a nuch
younger age. They are not being prepared. They are not
bei ng prepared for notherhood. Qur young boys aren't
bei ng prepared. Things we have to be doing is working

with our young children in out-of-honme care now to prepare
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them for when they | eave care, and the majority of our
children in out-of-home care don't have access to positive
Koori role nodels, they don't have access to culture and
community. Those are things that governnent and comrunity
must put in place now, not just to have Abori gi nal

cultural care plans, but to actually provide our children

W th positive experiences and rel ationshi ps.

M5 ELLYARD: | don't want to oversinplify what is obviously a

very conplicated problem but if we were to try to state
in very bald ternms why there are 63 Aboriginal children
out of 1,000 who are unsafe to be at home conpared with
five in the nore general population, is that because those
children are nuch nore |likely to have parents whose
capacity to be good parents has been negatively affected

by their own chil dhood background?

MR JACKOMCS: Yes.

M5 ELLYARD: When we think about that own chil dhood background,

are we likely to be tal king about a history of involvenent

with child protection and perhaps renoval thensel ves?

MR JACKOMOS: I n our working taskforce, for each child we see

the history, whether either parent has been in child
protection, either parent has been incarcerated, and for
virtually every child we see is one of the parents have
been in child protection or one of the parents or nore
have been incarcerated or are still incarcerated.

We see the children, significant behavi oural
i ssues that conme with that and then di sengagenent from
school. W are seeing in child protection high nunbers of
Koori children who have poorer educati on outcones and
whet her that's through suspension, whether it's through

expul sion or whether it's through di sengagenent where the
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child is pushed out rather than upsetting the nunbers,
these are all things that cone to play.

M5 ELLYARD: So were you present in the hearing roomthis
nor ni ng when Professor Newran and Dr MIler were giving
t heir evidence?

MR JACKOVOS: Sone of the tine, yes.

M5 ELLYARD: Sone of the evidence that they gave that the
Commi ssi on heard was about the long-terminpact on people,
including on their own capacity to be a parent if they'd
had a disruptive experience as a child and had been
per haps poorly parented or exposed to violence. Wre you
present when that evidence was being given?

MR JACKOMOS: Yes, | was.

M5 ELLYARD: Did that evidence resonate for you with the
observations you are nmaking through the Taskforce 1000
proj ect?

MR JACKOMOS: Yes, every day we are seeing kids who present
wi t h behavioural issues and you can see how it's inpacted
on health and education and | eaving care and rel ati onshi ps
w th ot her people.

M5 ELLYARD: You nentioned in the additional opening statenent
that you nade that famly violence, whilst definitely not
a part of traditional Aboriginal culture, is unfortunately
part of the present culture. Again, a very conplicated
question, but how has that cone to be the case that
there's been this toxic inport, as it were, into
Abori gi nal cul ture?

MR JACKOMOS: | think it's been a breakdown, a breakdown of
famly val ues, a breakdown of standards, and you can see
it in different places. W have taken the Taskforce

across all of the 17 departnents' areas and each area is
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different, and the makeup. You can see the |evels of
famly violence. You can see the |evels of al cohol and
subst ance abuse, different in each areas. You can see how
t hey have cone to play.

You can have a | ook at governnent policies. Sone
of our famlies and where we have got the highest |evels
of representation in out-of-home care are people from
comunities that only got out of government control in the
| ast 40 years. You can see communities where they had the
opportunity to get off the m ssion and access education
and enpl oynent have nuch | ower |evels than those
communities that were only able to rid thensel ves of

governnent control in the |ast 40 years.

M5 ELLYARD: So the extent to which there has been autonony and

capacity for self-independence in the community has a
direct bearing on the level of famly violence in that

conmmuni ty?

MR JACKOMVOS: Onh, absolutely. It's not famly, it's the whole

famly's engagenent. \When | spoke earlier in ny opening
statenent about | nmet with Koori wonen, both young and
old, in a certain comunity and they told nme about the

| evel of sexual abuse and famly violence in the area.
That was froman area that was still under governnent
control to 40 years ago. So there's a direct connection
bet ween past governnent policies and church policies and

where peopl e are today.

M5 ELLYARD: Thi nki ng about the past experiences of Aborigina

peopl e and the role played by government in controlling
their lives, how does that play out now in what it feels
like to be involved with child protection or the extent to

which famlies mght avoid seeki ng assi stance where they
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need it from governnment services?

MR JACKOMOS: | think governnment - we need to ensure that

governnent isn't intimdated by cormmunity influences, and
| spoke earlier about a gendered approach. There is an
organi sation called the Aboriginal Famly Viol ence
Prevention Legal Service. They were excluded froma
Police Commi ssioner's famly violence forumheld | ast year
because there are certain influences in governnent that
says that a gendered approach isn't the way to go, so the
Aboriginal Famly Violence Prevention Legal Service was
excluded fromsitting at the table. They eventually got
there, but it was only after representations.

Up until the last election there was what was
call ed the Aboriginal Services Round Tabl e where the
Aboriginal Fam ly Violence Prevention Legal Service, which
t akes the gendered approach, was excluded fromsitting at
the table. So there's a 10-year indigenous famly
vi ol ence strategy that's currently being revi ewed.
Abori gi nal wormren and children weren't nentioned until well
into the docunent as being primary victins. So there's an
attitude in governnent that needs to be nore reflective of
t he broad church of views in the Koori conmunity than

one- si ded.

M5 ELLYARD: \What about thinking down to the individual |evel

and the individual experiences of a woman experiencing
famly violence needing hel p? Does that background of the
way in which the governnment used to treat Aboriginal wonen
and men and children affect the way in which the
Aboriginal comunity views child protection and police and

services of that kind?

MR JACKOMOS: Yes. There are services out there. For exanple,
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t he Aboriginal Famly Violence Prevention Legal Service
are not funded to deliver services, culturally appropriate
services to Koori wonmen, to Koori victinms of famly
violence in netropolitan Mel bourne. They are excl uded.

We have an excellent service called Bubup Wlam which is
a children's and famly service, community run, which is
based in the northern suburbs of Mel bourne that works and
the majority of their children in their care are kids from
out - of -hone care, parents on orders. They are aren't
funded by governnent. They were funded by the
Conmmonweal th. The Conmmonweal th pulled the funding and

t hey are caught providing an excellent service but w thout
funds. There is a whole range of prograns that are

m ssing out on being support ed.

M5 ELLYARD: And is there a willingness in the conmunity to

take those services up or is there any degree of
rel uctance associated with getting help fromthe

gover nnment ?

MR JACKOMOS: No, comrunity organi sations are banging on the

door of governnment for support to run these excellent

prograns and what we need is governnent to respond.

M5 ELLYARD: Can | ask you now about Taskforce 1000 which you

tal k about in your statenent and which you have descri bed
as a project by which you are examining in detail the

files, as it were, of at least 1,000 indigenous children
who are presently in out-of-honme care. You have prepared
for the Comm ssion and | think | have circulated or | can
circulate now - in fact | mght take ny friend s one back

Do you have a copy in front of you?

w
=

MR JACKOMOS: No, | don't.

M5 ELLYARD: We will give it to you. You have prepared, as
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| understand it, sone statistics. | will just check that
there are enough copies for the nenbers of the Comm ssion
to each have one.

COWM SSI ONER NEAVE: Thank you.

M5 ELLYARD: These are prelimnary figures fromsone of the
wor k that you have been doing. But before | take you to
t hose statistics, can | ask you to sunmari se, please, in
general terns what are you finding as you progress through
these files about the comopn thenes or experiences that
have | ed Aboriginal children to be in out-of-hone care?

MR JACKOMOS: The common thenmes are that famly violence is the
nunber one factor for children across the State being in
out - of -home care. Very close to that is al cohol and
subst ance abuse, followed by neglect. There is a
sheet - - -

M5 ELLYARD: Yes, so if we then go through the various tables
t hat you have produced for us, and | understand that these
are work in progress docunents because you haven't
conpl eted the research yet, but on the first table which
is headed "Parent Aboriginal", as | understand it you have
identified by area the percentage of children identified
as Aboriginal who have either an Aboriginal nother or an
Aboriginal father or of course in many cases both.

MR JACKOMOS: Yes. So on the first sheet it notes under "nmunt
is whether the numis Aboriginal or not.

M5 ELLYARD: And these are in percentages?

MR JACKOMOS: Yes, in percentages, and for dad.

M5 ELLYARD: Then if we turn to the next page which is headed
"Parent Aboriginal", question 10, "Has the child
experi enced or had exposure to" a nunber of things, do we

see here a table and we identify along the top you' ve
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identified famly viol ence, alcohol and drug abuse, nental

i1l ness and negl ect?

3

JACKOMOS: Yes, correct.

&

ELLYARD: Being the factors you identified a nonent ago. As
| understand it, these are the percentage rates at which
children of Aboriginal parents in out-of-honme care have

experienced one or nore of these phenonena?

2

JACKOMOS: Children of one or nore Aboriginal parents.

ELLYARD: Okay. Turning to the third page, this is also a
case where one or other of the parents or perhaps both of
themis Aboriginal. This is, as | understand it, a
per centage tabl e about children who can't go hone because
there's continuing fam|ly viol ence?

JACKOMOS:  Correct.

ELLYARD: And identifying the nunber of cases where num or
dad is the offender

JACKOMOS:  Yes.

ELLYARD: Can you just explain in nore detail, so on that
first line, for exanple, we don't need to specify which
area it is, but we see 19 under "nmunt and 58 under "dad".
What does that tell you?

MR JACKOMOS: That is where in 58 per cent of the cases there's
still famly violence that's being perpetrated by the
father in that hone.

ELLYARD: And 19 per cent in the case of the nother.

JACKOMOS:  Yes.

>

ELLYARD: When we are tal king about famly viol ence, what
definition of famly violence are you using? Are you
referring to fam |y violence whether directed at the other
parent or at the children, or are you confining your terns

to famly violence occurring between the parents and
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experienced by the children?

JACKOMOS: These are in relation between parents.

ELLYARD: So it is in that sense a nore narrow definition of
famly violence relating only to the relationship between
the parents?

JACKOMOS:  Yes, and these definitions are fromthe
depart nent .

ELLYARD: Those cases where children thensel ves are being
directly inpacted, would they be reported under another
heading |ike "neglect"” or sonething |like that for the
pur poses of these figures?

JACKOMOS:  Under enotional harm

ELLYARD: |If we turn then to the next page, this is |ooking
at the other angle about the percentage of cases where
nmot her or father is the victimof continuing famly
violence; is that correct?

JACKOMOS:  Yes, correct.

ELLYARD: So again just to take the first line, in that
particul ar area where continuing famly violence is
preventing a child fromreturning hone, the nother is a
victim- in 55 per cent of cases there was a nother who
was still being victimsed?

JACKOMOS:  Yes.

ELLYARD: And in nine per cent of cases the father?

JACKOMOS: I n many of these cases | have, | believe the
figures are suspect.
ELLYARD: Wy is that?

JACKOMOS: It is howthe child protection workers decided to
categorise the renoval. W have gone through them and we
have seen areas where figures are very |ow, but we know in

reality it's nmuch higher, but as a trend across the State
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t hey give a good picture.

M5 ELLYARD: So then can we | ook at the last table that you
provi ded us which is headed "Parent Aboriginal famly
vi ol ence offender”. \What does this table show us?

MR JACKOMOS: This shows us that - and these figures are al
fromthe Child Protection files - for dad, where dad was
the of fender, and that was under question 45 of our
survey, or nmum was the offender, under question 38.

M5 ELLYARD: And so on a nunber of these tables that would
indicate - depending on the area - a relatively high
percent age of cases where both parents had been identified
in child protection records as being a perpetrator and a
victimeffectively?

MR JACKOMOS: | n sone cases, Yyes.

M5 ELLYARD: Leaving aside for the nonent the question of
Aboriginal children who are in out-of-honme care, what's
then the position of the next cohort down, if | can use
t hat expression, of children who haven't been renoved, but
for the reasons we have been tal ki ng about are exposed to
poor parenting because of their parents' past experiences?
What's avail abl e at the nonment to support children who
haven't been renoved, but who are at risk in their famly
of origin?

MR JACKOMVOS: There are community prograns, both Koori and
non-Koori, that work with famlies to keep them together
| think one excellent exanple is Child FIRST, but there is
a range of conmmunity and other prograns to keep them
together. M worry is for those children, vul nerable
children who are outside of the service system and
| would say there's far nore vul nerable kids that are

outsi de the service systemthan inside.

.DTI: MB/ SK 14/07/ 15 188 A. JACKOMOS XN
Royal Comm ssion BY M5 ELLYARD



M5 ELLYARD: Wy do you fear that and why would that be the
case?

MR JACKOVOS: We woul d have children who are honel ess,
Aboriginal children, where they feel it's not safe to go
home, who wander the streets at night because of the
famly violence at home. There's children outside the
service system because | think workl oads, pressures within
the departnent, is one area. | think conmmunity protection
where - | nentioned earlier about my cousin's daughter who
said that her greatest barrier to escaping famly viol ence
was being told that it would bring shanme on her famly, on
her partner's famly. So there's comunity pressures,
pressures fromthe systemto respond. Then there's Kkids
who have taken to the streets because of too dangerous
bei ng at hone.

M5 ELLYARD: Wien we tal k about children who are in out-of-hone
care, what forms of out-of-honme care does that include?
Does it include, for exanple, children who have been
pl aced in kinship care arrangenents with famly nmenbers?

MR JACKOMOS: It includes statutory care, so kids who have been
pl aced with kinship care, kids who have been placed in
foster care and kids who have been placed in residential
care.

M5 ELLYARD: And from your observation of the work you have
done on Taskforce 1000 thus far, what can you say about
the extent to which the particular policies that exist for
t he placenent of Aboriginal children have been foll owed?

MR JACKOMOS: It differs in different areas. So, | nentioned
earlier about the Aboriginal Child Placenent Principle.

M5 ELLYARD: Yes.

MR JACKOMOS: It's interesting. |In the taskforce for each
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child we see a genogram of the child and sonetinmes you
will see all these Aboriginal people in the genogram and
you mi ght see one non-Aboriginal famly nmenber and odds-on
you know where nore likely that child will be placed with
t he non- Aboriginal than the Aboriginal. | think we need
to do a |l ot nore work about devel oping the child
protection sector. | think there's an undervaluing - and
|"m being polite - there's an underval uing of potenti al
Abori gi nal carers.

M5 ELLYARD: You have nentioned in your statenent and you have
identified in some notes that you have provided to the
Conmi ssion that one of the solutions in your viewis young
peopl e who have experienced fam |y violence having a
positive experience of their culture.

MR JACKOMCS:  Yes.

M5 ELLYARD: And positive Aboriginal role nodels. | wonder if
you could expand a little on why you feel that's a
potential suitable response to children who have
experienced famly violence. Wiy is it inportant that
they have a strong experience of their Aboriginal culture?

MR JACKOVOS: | think it's one aspect of responding. W hear
stories of where children deny their Aboriginality. In
many cases our children are placed in kin outside of
community and outside the culture, so it mght be a
non- Abori gi nal kin placenent. Sonetinmes it's safer for
our children, culturally it's safer for our children to be
in a foster care placenent, sonetinmes, than in a non-Koor
ki n pl acenent.

M5 ELLYARD: When you say it would be safer for themto be in
foster care than with famly nmenbers who aren't Koori

what do you nean by that?
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MR JACKOMOS: Not in all cases, but many cases we hear of where
there's been acrinony between the parents, famly
vi ol ence, and the kids with the non-Koori grandnother who
deni es access to the Koori famly, who tells the child
that it's not a good side of their famly, their
Aboriginal side. These things we see every day.

M5 ELLYARD: \Where those views are taken, is it because of the
presence of famly violence or a perception that the
famly violence is the fault of one side of the famly or
t he ot her?

MR JACKOMOS: Many tines it's famly violence. There are
times ignorant people mght consider that Aboriginal
people aren't of the sane val ue as non- Abori gi nal peopl e.
But famly violence is a significant factor.

M5 ELLYARD: So then thinking - and |I'm consci ous that the
Comm ssion wll be hearing fromyou again next week or a
nunber of these issues will be unpacked in a |lot nore
detail, but | wonder whether you could summarise for the
Commi ssi on, other than that factor of strong cul tural
rel ationshi ps which you have nentioned, what are the other
potential solutions that you see to the probl em of
Aboriginal children being so nuch nore likely to need

statutory protection at present because of famly

vi ol ence?

MR JACKOMOS: | would love to see nore Bubup W1 ans across the
State in communities. | would |ove to see governnment
support for Bubup Wl ans across the State. | would | ove

to see support for progranms that pronote positive,
heal t hy, respective relations to our young children so
that they grow up and that they know that a rel ationship,

a good rel ationship, isn't where dad bashes num | would
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|l ove to see where the departnment plays a |l ot nore
proactive role in providing cultural experiences to our
children, and while there is work around ensuring that

ki ds have good cultural care plans, that's different from
actual ly having a cultural experience and devel opi ng

positive relationships and having positive rol e nodels.

M5 ELLYARD: Can | interrupt you there, M Jackonps. To be

clear | understand you, | think you are saying there that
if a child has had to be renoved because of famly
violence and it's necessary for their safety that they
need to be renoved, that shouldn't be at the price of

their connection with their Aboriginal culture.

MR JACKOMOS: That's right.

M5 ELLYARD: So that some appropriate bal ance needs to be

struck between protecting themfromfamly viol ence, but
keeping themin contact wwth the positive aspects of their

heri t age.

MR JACKOVOS: Yes, and to keep them out of statutory care we

need to invest in places |ike Bunps to Babes and Beyond in
our communities. W know where we have strong Abori gi na
comuni ty-control |l ed organi sations such as in Shepparton
Wi th Runbal ara or Gunditjmara down in Warrnanbool or
Mal l ee Districts up in Mldura, where there are one doors
where young wonen can go in there and they can be provided
famly violence counselling, support, accomodati on,
dental, prenatal, all of those services. Were we see
there's a | ack of one door, strong Abori ginal

communi ty-control |l ed organi sati ons such as in the Latrobe
Valley is where we see high nunbers of Aboriginal children

entering out-of-hone care and fam |y viol ence.

M5 ELLYARD: So what | think the Comm ssion has heard descri bed
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in other contexts as a nmulti-disciplinary approach where
you wal k t hrough one door and a range of services are nade
available for you in a culturally appropriate way, that's
associ ated in your experience with | ower |evels of
children entering statutory care?

MR JACKOVOS: Yes. \Were we have strong community
organi sations that have strong fam |y viol ence prograns
and housing is where we see | ower nunbers of famly
vi ol ence.

M5 ELLYARD: Thank you, M Jackonbs. As | said, nenbers of the
Comm ssion, M Jackonos is com ng back next week, but
| have concluded ny questioning. | wonder whether any of
t he Conm ssioners have questions for himat this stage.

DEPUTY COWM SSI ONER FAULKNER:  Commi ssi oner Jackonos, | wanted
to ask the question about the |ast point you have nade,
whi ch is about the inportance of Aboriginal
communi ty-control |l ed organi sations, and in your evidence
you said where they existed and were strong, that we saw
benefits throughout the comrunity.

MR JACKOMOS:  Yes.

DEPUTY COWMM SSI ONER FAULKNER: Can you tell ne what the
constraint is in  relation to nore of these? 1Is it
budgetary or is it conpetency?

MR JACKOMOS: | would say it is nore about comunity dynam cs
and conpetency. | wll use Latrobe Valley. W don't have
a one door strong advocacy in the Latrobe Valley. There's
a whol e range of different services, good services across
town, but people have to go across town to nake servi ces.
Were we have a one door, strong comunity organisations
that deliver a range of services, everywhere from

child-care to health to advocacy, is where we are seeing
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good responses. A lot of this is due to community

dynam cs, and | know in the Latrobe Valley there are sone
parts of the conmunity that want to have it, have a strong
comruni ty organi sation; other community nenbers say, "W
don't want to go back there because it only brings

di sharnmony in our community," and some people think is it

better to be serviced by non-Koori organisations.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

DEPUTY COVM SSI ONER NI CHOLSON: M Jackonpbs, | refer to

paragraph 12 of your statenent, where | think what you are
saying there is that many in the Aboriginal service
provi sion don't accept that famly violence is a gender

phenonenon.

MR JACKOMOS:  Yes.

DEPUTY COWMM SSI ONER NI CHOLSON: |' m wonderi ng what alternative

expl anation do they offer and, secondly, how does that
shape the design of the services offered and what in fact
does that mean for the effectiveness of the services they

offer?

MR JACKOMOS: | think a | ot of the approach about a

non- gendered approach is people's fear of increased
contact with the crimnal justice system. | think many
people will say that if you push the gendered approach, if
you pronote that nen are the primary offenders, then that
wll only increase the I evel of contact and then
overrepresentation of Koori nmen in prison. That is
probably the nbst conmon response.

How it's played out in governnment progranms, an
exanple is that the governnment has a community - | can't
think - there's a programthat provides comunity groups

wi th $600, 000 for community initiatives. Those funds are
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deci ded upon by, | think it's 11 | FVRAG G oups, | ndi genous
Fam |y Viol ence Reference Action G oups, and they decide
where those noneys go to. |If you take the gendered
approach, you are nore likely not to get funded, so these
groups, they recomrend to the Mnister and odds-on | would
say that in the past Mnisters have taken the
recommendati on of the community groups and unfortunately a
| ot of those conmunity groups take the non-gendered

appr oach.

DEPUTY COWM SSI ONER NI CHOLSON: So what sort of services get
funded under a non-gendered approach?

MR JACKOMOS: A lot of worthy services. There could be young
boys' progranms. There could be football clubs. There
coul d be other sporting activities. Wat we don't see is
a lot of prograns that support the rights of Koori wonen
as victins.

DEPUTY COWMM SSI ONER NI CHOLSON:  Thank you.

COW SSI ONER NEAVE: Could I just follow up on that. So the
decision as to how the noney is spent is determ ned by the
i ndi vidual | FVRAG Group. Have | understood you correctly?
It is nmade by the Mnister, but it is recomended by - -

MR JACKOMOS: It is recommended by the group of representatives
fromthe | FVRAGs.

COW SSI ONER NEAVE: From the particul ar area.

MR JACKOMOS:  Yes.

COWM SSI ONER NEAVE: | see. Thank you

M5 ELLYARD: M Jackonos is com ng back, so | won't ask that he
be excused, but that's the end of his evidence today.

COWM SSI ONER NEAVE: Thank you, Ms Ellyard.

M5 ELLYARD: I wonder if that is a convenient tine.
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COWM SSI ONER NEAVE:

Yes,

It

is a convenient tine. W wll

break for lunch now and cone back at 2 o'cl ock.

<(THE W TNESS W THDREW

LUNCHEON ADJQURNMENT
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UPON RESUM NG AT 2. 00 PM

COW SSI ONER NEAVE: Ms Davi dson

M5 DAVI DSON: Thank you. As foreshadowed by M Moshinsky this
norning, we are intending to have a nunber of w tnesses
this afternoon. The first w tnesses are Associ ate
Pr of essor Stephanie Brown and we have brought back
Prof essor Loui se Newran. They will be really focusing on
the issue of what might be able to be done in the area of
antenatal and pregnancy care. |t has already been
foreshadowed in the original opening that the tine of
pregnancy and a new birth is a tinme of increased risk for
fam |y viol ence.

| will first perhaps rem nd Prof essor Newman that

she's already been sworn and under oath, but I wll ask
t hat Associ ate Professor Stephanie Brown is sworn.

<STEPHANI E JANNE BROMWN, affirnmed and exam ned:

<LOUI SE CATHERI NE NEWVAN, recall ed:

M5 DAVI DSON: Associ ate Professor, you have previously nmade a
statenent in this matter?

ASSOCI ATE PROFESSOR BROWN:  Yes, that's correct.

M5 DAVI DSON: Are you able to confirmthat that statement is
true and correct to the best of your know edge and belief?

ASSCOCI ATE PROFESSOR BROAN:  Yes, | can.

M5 DAVI DSON:  Your current role is with the Murdoch Children's
Research Institute. Can you just outline what the Mirdoch
Children's Research Institute does and what your role is?

ASSCOCl ATE PROFESSOR BROAWN: W are a research institute, as the
nane suggests. | lead one of the research groups at the
institute. There are 20-odd staff in nmy research group.
W undertake a range of projects that are focusing broadly

on maternal health and the conti nuum of health between
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mat ernal health and child health, and within that frame we
are increasingly working with vul nerabl e popul ati ons and
al so taking an interest in how fathers' health intersects

with maternal and child health as well.

M5 DAVIDSON: If | can just take you through sone of the

matters that you have identified in your w tness statenent
as being sone of the principal areas of research that are
rel evant to the work of the Comm ssion. You have
undert aken sone research in relation to first tine
nmot hers. Perhaps if | take you in particular to paragraph
7 of your witness statenent, can you perhaps just outline

sone of the findings in relation to that research?

ASSCCI ATE PROFESSOR BROWN: | think the first thing to say is

that we used a very reliable validated nmeasure of famly
violence to investigate the preval ence, just how conmon
famly violence is in the first year after having a baby,
and based on using that nmeasure we could see that there
were about one in five of the famlies that were in the
cohort that were being affected by famly violence in the
first year after the child was born . That was a m xture
of a spectrum fromthe physical violence that we are
seeing a |lot about in the nedia, but also wonmen who were
experiencing a m xture of enotional and physical abuse,
and sone wonen who were experiencing enotional abuse
w t hout physical abuse.

What's striking fromthe findings is that the
i npact of being in a violent relationship is very simlar,
in terms of the inpact on wonen's nental and physi cal
health, if the abuse is enotional and enotional al one as
the inpact if there is enotional and physical violence.

Simlarly, when we | ooked at the outcone for children in
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t he cohort around the tine they entered primary school or
just before, the inpacts for children were very simlar,
whet her it was enotional or physical abuse that their

not her had been experi enci ng.

M5 DAVIDSON: In relation to those inpacts, if we say in

relation to wonen, what are the adverse inpacts that you

have been seeing through the study?

ASSCOCI ATE PROFESSOR BROWN:  You can see very clearly the

adverse inpact on wonen's nental health. So, wonen who

have been in an abusive relationship are four tinmes nore
likely to be experiencing depression and about ten tines

nore likely to be experiencing extreme anxiety. They are
al so nore likely to experience a range of physical health
probl ems such as incontinence, both urinary incontinence
and fecal incontinence after childbirth, and things |like

back pai n, headaches, a range of other physical synptons.

M5 DAVIDSON: In relation to children, what were your findings

inrelation to the ongoing inpacts for children?

ASSOC| ATE PROFESSCR BROWN: So far we have been able to | ook at

t he enotional and behavi oural inpacts, and chil dren whose
nmot hers are in abusive rel ationships are about tw ce as
likely to be experiencing enotional and behavi oural
difficulties just as they are entering primary school .

That said, | think it's inmportant also to note that sone
children are actually quite resilient, so not all children
that are in famlies where famly violence is present are
not doing well. Some children are doing quite well and
that's an inportant thing for us to look at in terns of

what actually enables those children to be resilient.

M5 DAVIDSON: And | think you have identified that that area is

one that needs sone additional research.

.DTI: MB/ SK 14/07/ 15 199 BROAN/ NEWVAN XN

Royal

Conmi ssi on BY Ms DAVI DSON



ASSCCI ATE PROFESSOR BROMWN:  Yes, | think that would be a very

fruitful line of enquiry.

M5 DAVIDSON: In terns of that general study, what do you see

as being the inplications, just generally, for antenatal

and pregnancy care?

ASSOCI ATE PROFESSOR BROWN: If we think about one in five

famlies being affected by famly violence in the first
year after having a child, there are 70,000 births a year
in Victoria, so that translates into 14,000 famlies
affected every year in Victoria. |If we take the picture
out to when those children are turning four or five, it's
actually nore like one in three or just under one in three
famlies that have been affected by famly violence, so we
are tal king about nmany, many nore famlies by that tine.
So this is a very significant, prevalent situation in our
community and we at the nonent really don't have the
synptons in place to address it in a systematic way.
Maternity services | think are struggling. Qur
public health maternity systemis focused very nuch on
providing high quality clinical care, principally focusing
on identifying what are generally fairly rare pregnancy
conplications and nedical conditions that have
inplications for maternal and child health. There's not
an equi val ent focus on social factors that influence
mat ernal and child health, of which famly violence is one
that can have very grave consequences. So, | would think
that we need to actually match the system of provision of
clinical care around nedical conditions and pregnancy
conplications with an equivalent effort to attend to
famly violence as one of the major social influences

that's having a very detrinental effect on wonen and
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1 particularly children as well.

2 M5 DAVIDSON: | will cone back to both yourself and Professor

3 Newman about expl oring those issues about what we can do
4 in those systens further. But | mght first take you to
5 sone of the other work that you have been doi ng and the

6 research that you have been doing in relation to, firstly,
7 Aboriginal famlies and then | wll also take you to the
8 work in relation to refugee famlies

9 In relation to Aboriginal famlies, a |lot of your
10 experience you have identified in your wtness statenent
11 i nvol ves experience in the Aboriginal health area in South
12 Australia. Can you tell the Conm ssion about the study
13 that you were involved in with respect to Aborigina
14 famlies in South Australia?
15 ASSCClI ATE PROFESSOR BROMWN:  Yes. | mght tell alittle bit of
16 background because | think it's very inportant. The work
17 we have been doing in South Australia has involved an
18 ei ght year partnership with the Aboriginal Health Counci
19 of South Australia, who are the peak body for Abori ginal
20 comunity controlled health organi sations in South
21 Australia. W went to the council sone eight years ago to
22 tal k about the sort of work that our research group does
23 inrelation to pregnancy care and the absence of work
24 really engagi ng with Aboriginal communities and famlies
25 about their experiences of pregnancy care and the sorts of
26 issues that famlies face.
27 The advice we got at that tinme was if we wanted
28 to actually do some work in that area we needed to
29 actually go and talk to comrunities about what they saw as
30 the i ssues and engage with communities in how we desi gned
31 our research. So, we have taken a very long tine, but
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it's been very inportant, | think, to engage in that kind
of way to develop this programof research and it's been

very nmuch devel oped in collaboration with both the

Abori ginal Health Council but also with a range of other

organi sations right across South Australi a.

We very deliberately decided that the work had to
be statewide in the urban, regional and renote conmunities
in South Australia, and the reason for that was that so
many prograns, good prograns, have been devel oped in | ocal
regions and | ocal evaluations have been done and | think
the sanme thing occurs here in Victoria and then, when the
fundi ng ceases, we don't have the evidence about the
i mpact of those prograns at a systens |evel.

So, in South Australia we have been really trying
to look at the way in which the health systemis actually
working to try and support Aboriginal famlies through
pregnancy and sone innovations that have been nmade by the
Sout h Australian governnent to expand the range of what
are called Aboriginal Family Birthing Program services in
South Australia, which involve a different kind of
mul ti-disciplinary team which includes an Aborigi na
mat ernal infant care worker who is in a |eadership role in
each of those services and working in partnership with
m dwi ves and doctors in |local regions to engage with
Aboriginal famlies and support themto access maternity
care, but also to address the range of social issues that
are inpacting on their health. 1In a way, going back to
the issue | was raising previously about needing to
actually bal ance the focus on clinical care with an
equi val ent focus on social health issues, the prograns

t hat have been devel oped in South Australia are an effort
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at trying to do that in a partnership nodel

So what we have done now, eight years down the
track, we have conpleted interviews with 344 Abori gi nal
wonen who |ive and gave birth in urban, regional and
renote areas of South Australia, and been able to conpare
t he experiences of wonmen who were able to access those
services through the Aboriginal Famly Birthing Programin
urban areas and regional areas with the experiences of
wonmen who were accessing care through the standard

uni versal systens.

M5 DAVIDSON: | think at paragraph 11 of your w tness statenent

you have got sonme particular figures in relation to
wonen's reporting of famly violence issues. Can you go

t hrough those figures with the Conm ssion?

ASSOCI ATE PROFESSOR BROWN:  Sure. Again | would just like to

give a little bit of background to the Comm ssion about
those figures. Wen we started this work, as | said, we
were encouraged to go out and talk to different
communities and to listen, and we engaged sonme Abori gi nal
researchers to help us do that. Wat we heard again and
again was that if we were interested in pregnancy care we
really needed to take an interest in what was happening in
the lives of wonen and fam lies during the period of
pregnancy and specifically encouraged to enquire about
famly violence, drug and al cohol problens, housing
probl enms, going to court. Famly nmenbers passing away was
anot her inportant issue we were encouraged to ask about.
So, having been given that advice, we were al so
gi ven the advice that the standardi sed neasures that
researchers often use to enquire about these sorts of

i ssues were not acceptable. So, we had to work with our
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Abori gi nal advisory group and pilot test sone nethods to
be able to enquire about these issues. So we very nuch
tried to word our enquiry in the ways that Aborigina
community wormren woul d tal k about these issues to each
other and we trained our research interviewers to adapt
the way they talked in community to the context they were
in.

So, what we have is sone evidence about the
extent of stressful events such as losing a famly nenber
whil e you are pregnant and what | would call social health
i ssues |ike housing problens, and various ways of talking
about famly violence such as being upset by famly
argunents, being scared by other people's behaviour,
| eavi ng hone because of a famly argunent were the ways we
were encouraged to ask about this issue.

| will just go through those if you want ne to.
So over half of the wonmen we tal ked to, 55 per cent, were
upset by famly argunents during the period of their
pregnancy. Forty-three per cent had housi ng probl ens and
they were quite significant housing problenms. Oten
people were in quite transient living circunstances while
pregnant and it's a nmajor barrier to accessing antenat al
care if you are noving around fromone famly nmenber's
house to anot her.

Forty-one per cent had a famly nenber or friend
pass away while they were pregnant. Thirty-one per cent
were pestered for noney, which is a common issue when
noney is scarce. Thirty-one per cent were scared by other
peopl e' s behavi our and 27 per cent |eft hone because of
famly argunents. There were also 22 per cent of wonen

whose partner had drug and al cohol problens. This is the
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wonen telling us about that. There were about

ni ne per cent of wonmen who di sclosed drug and al cohol
probl enms that they had thensel ves, thirteen per cent of
wonen with problens with police or going to court,

16 per cent of wonen who were shoved, pushed or assaulted
whil e they were pregnant.

The other thing I would say, and it is really
inmportant, is it's not just individual issues that
famlies are experiencing. W could actually |ook at how
conmmonly wonen were experiencing nore than one of these
probl ens, and over half were experiencing three or nore of
the issues | have just been tal king about, and one in five
wer e experiencing between five and 12 of those issues.

So, when you think about that, it really changes
what the nature of the work is for antenatal care
services, if that's the sort of picture that is the
context for wonmen when they cone into pregnancy care
services or early childhood services. W need a very
different systens response to be able to address those

ki nds of issues and support famlies in that context.

M5 DAVIDSON: Can | just perhaps turn to Professor Newman,

because we have heard fromyou this norning about the

i npact of trauma for a woman while she's pregnant. The
sort of figures that Associ ate Professor Brown has
identified, are you concerned about those sorts of

figures?

PROFESSOR NEWVAN:  Absolutely. | think it's very, very

inportant that we actually have a sense of just the
magni t ude of this problem and al so, as we have just heard,
it's the multiple risk factors that co-exist that's going

to presumably inpact on nultiple levels. So these are
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very concerning figures.

Putting that in the context of what we do know
about the inpact of stress on pregnancy in ternms of the
foetal devel opnent and the conplications that | nentioned
earlier, but particularly things |like pre-termdelivery,
babies with growth problens, smaller head circunference,
these are all indicators of a baby who's going to be
vul nerable. Then we have obviously, in sonme of our
comunities that we are discussing, ongoing vulnerability
and ongoi ng stress, adding to that stress burden for the
baby.

The other | think really significant figure there
is the extrenely high rates of assault occurring during
pregnancy, direct assaults on the pregnant woman occurring
during pregnancy. W do know that attacks on wonen
i ncrease during pregnancy. That's probably a result of
sone of the psychol ogical issues that go on for very
vul nerabl e partners who in sone ways find the woman's
preoccupation with pregnancy - which is a very appropriate
and normative response - difficult. They can feel
excluded by that. They also in sonme cases recognise
vul nerability in the pregnant woman. So, all those
factors can contribute to this spike that we see in terns
of rates of assaults on wonen.

So it's significant - hugely significant - in
ternms of both the short-term but also the |onger term

i npacts, particularly on the infant.

MS DAVI DSON: Associ ate Professor Brown, we have heard sone

mention this norning of a programin Mldura in the
Aboriginal comunity called Bunps to Babes and Beyond. It

was raised by Comm ssioner Jackonos in the context of
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identifying that as a prom sing and good program You
have had sonme experience in relation to that programin
its early days. Can you tell the Comm ssion your

experi ence and what your role was in relation to that

pr ogr anf
ASSOCI ATE PROFESSOR BROWN: | worked with an Aborigi na
researcher, Dr Sandy Canpbell. This was actually an

eval uation she did of the MIldura programas a part of her
masters degree. She was invited by the MIdura Aboriginal
Corporation to undertake an evaluation of the programin
the very early days after it was established as part of
the Koori Maternity Services Program So it's really the
precursor to the Bunps to Babes program

The focus of the programat that tinme was on the
partnership between a mdw fe and an Aboriginal health
wor ker providing continuity of care to Aboriginal wonen in
the MIdura comunity. They provided an outreach service,
so they went out to famlies' honmes to provide pregnancy
care and certainly | was conscious that famly viol ence
was very much a context in that community at the tinme that
t hose workers were needing to engage wth.

The nature of the evaluation that was undertaken
at that time was really to | ook at what wonen's
experiences of that programwere in conparison to the
experi ences of wonen, non-Aborigi nal wonmen and Abori gi ha
wonen, attending public hospitals in rural conmunities
within Victoria at that tinme. Wat that eval uation very
clearly showed was that Aboriginal wonen were nuch nore
positive about their care through the Koori Maternity
Service Programat the M| dura Aboriginal Health

Corporation, which was called the Wnen's Busi ness
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Service, than wonen in a statew de survey of Victorian
wonen where we just | ooked at the experiences of wonen in
regional and rural hospitals. So there was clear evidence
right fromthe beginning that this was very positive from

t he perspective of Aboriginal wonen.

M5 DAVI DSON: Can | perhaps nove now to refugee famlies and

the work that you have been doing in that area. You
identify at paragraph 20 of your statenent that a data gap
effectively was identified in relation to refugee wonen
and their experience of maternal health services. You
went on to develop a research programthat specifically

| ooked at one particular group, which is Afghan

communities. What did you learn fromthat progranf

ASSCCI ATE PROFESSOR BROWN:  Agai n we designed that programto

work in a very consultative way with the Afghan comunity
and we partnered wth an organisation called the Victorian
Foundation for Survivors of Torture to be able to do that
work. We saw that project really as a proof of concept
proj ect because we hadn't worked in this field before and
we |earnt a | ot of things.

In relation to this issue, it's very striking the
nunber of chall enges that refugee famlies are
experiencing in the Victorian comunity at the nonent and
the i npact of past and present trauma for famlies is
very, very apparent. Services that famlies were com ng
into contact with did not commonly enquire about the
stresses on famlies or |ook at ways that they could
facilitate supports for famlies, so the gaps in terns of
the service systemwere very apparent in that work.

W al so identified sone very significant issues,

bearing in mnd this was the Afghan community, and it's
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1 probably relevant in sone other communities as well, about
2 t he gender of care providers. This cane up in relation to
3 t he gender of nedical practitioners, but also the gender

4 of interpreters. So, for famlies with financial

5 pressures the priority is often given to | earning English
6 | anguage for the man in a couple and that then meant that
7 men were feeling under pressure to acconpany their w ves

8 to antenatal services because they felt the need to act as
9 interpreter for their wife, but also because of concern
10 that their wife nmay not be able to see a fenale
11 practitioner, there were also issues for the woman and the
12 man about the inportance of her partner being present

13 during antenatal care.

14 That of course nmeans that it's very chall enging
15 for services to be able to enquire about issues such as

16 famly violence if the husband is both present and acting
17 as an interpreter.

18 Ms DAVIDSON: You have identified, as a consequence of that

19 research and that experience, sone things that you
20 consi der would be particularly helpful if we were to
21 expect maternity services to also deal wth the social
22 issues of famly violence. Can you explain what you think
23 woul d be nost hel pful in that particular refugee context?

24  ASSCOCI ATE PROFESSOR BROWN: That's a very conpl ex question.

25 | think, just to talk to the issues about | anguage

26 services, it's clearly very inportant that we provide

27 prof essional interpreting support in antenatal services

28 and i ndeed when wonen cone into hospital in |abour as

29 wel |, and there are a range of ways that that can occur to

30 facilitate a female interpreter, including the use of

31 t el ephone interpreting services. | think there's a |ot
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nore that we could be doing to be doing that
systematically within maternity services.

Broader than that, | think this goes back to the
i ssue of how we see the focus of antenatal care and
needi ng to conbine the clinical care with an approach that
addresses the social context of wonmen's |ives and enabl es
services to have the systens in place and the sort of
i ntegrated service systens to support health professionals
to actually enquire about famly violence, and then know
what they are going to do if famly violence is uncovered

in the course of that consultation

M5 DAVI DSON:  You have identified in your witness statenent a

need to | ook at re-designing antenatal or nmaternity care.
Perhaps can | turn to Professor Newran. You are now
director of nental health services at the Royal Wnen's
Hospital. Can you perhaps tell the Conmm ssion what your
views are about this issue of the extent to which our
current antenatal nmaternity care services are neeting the

soci al issues for wonen?

PROFESSOR NEWMAN: The short answer is probably not well

enough. There's variation across the State in terns of
how nuch of that questioning is done and how it's done.
It's very inportant, if we are going to go down the
pat hway which | would actually support of better
identifying these sorts of issues in the antenatal
setting, that we know how to ask that appropriately and
t hat we know how better to respond.

But the current situation is that sone services
wi || have sone psychosoci al screening type of questions.
W have also tried in various ways to have better

screening across the system for things such as depression,
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which often begins in the antenatal period, and there are
some barriers to that in ternms of how services are
organised and | think it's reasonable to say a bit of
resistance to actually inproving that because of concerns
that we don't have the appropriate referral pathways and
responses mapped out.

So there are sonme conpl ex issues here, but
| certainly absolutely agree that orienting antenatal care
and early postnatal care, and | wouldn't see them as
separate in ternms of this discussion, but reorienting them
in ternms of addressing psychosocial issues as well as we
do general health care within our major hospitals is
absolutely essential if we are going to be able to do
proper early identification and, nore inportantly, that we
can actually do early intervention and try and reduce
risk.

We know, as we have heard, quite a | ot about the
pat hways to poor outcones for nothers, but also for
children. W need to have a nuch better response system
So, in a sinple way there's very little point in screening
and identifying risk unless we actually do sonethi ng about
it. In fact, that would be absolutely - probably an
unethical thing to do and there are lots of discussions
about this.

There are sone parts of the systemthat are
probably in a better position to respond than others, and
at one level the nmental health services and wonen's nent al
health services are not adequately resourced at the
current time really to respond to the nunbers of high risk

situations that we mght uncover. That really needs to be

dealt wth.
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But the other issue is about the quality of
response and what sorts of progranms should we have in
place if we are going to go down this pathway of
identification and screening. | would very clearly
support that we do go down that pathway, but at the sane
time as we | ook at screening and better ways to do that,
we need to | ook at response and what sorts of intervention
progranms we actually want.

In previous roles | have worked wi th New South
Wal es governnent in terns of attenpting to bring in very
broad psychosoci al screening across New South Wales. W
| think did sone very inportant work in terns of screening
whi ch did include sonme questioning about current
rel ati onshi ps and whether a wonman felt safe in
relationships. But the problens that we cane up agai nst
in that context, maybe very simlarly, were about |ack of
response capacity and I think if we are going to do that
we need to work on those two things simultaneously. But
| would be very supportive of that sort of approach.
| think that would give us a very clear foundation for

actual ly having an inpact on these sorts of difficulties.

M5 DAVIDSON: So you have identified that there needs to be

sone referral pathways, a response. 1Is it a matter of the
maternity services asking and then we build the famly
vi ol ence sector sone specialised response or is there also
arole, in your view, for the maternity services, the
health service as a whole, to be part of that response and

to provide part of that response?

PROFESSOR NEWWMAN: | feel very strongly that it is part of the

overall health systemresponsibility to deal with this

i ssue of response and these issues, as opposed to a
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reaction which would be to refer people el sewhere. There
are risks in doing that. One of the risks is of course
not all services are going to be oriented around the needs
of wonmen and fam |lies during pregnancy or around infants
and i nfant devel opnent and infant nental health. W can't
make t hose assunptions.

The other risk, of course, is that people fall
t hrough the cracks if we don't have an integrated service
response. So, if we tend to refer el sewhere, sone people
will not take up that offer or won't find thensel ves
feeling that that's a snooth pathway. It disrupts
continuity of care. W know that people, particularly
vul nerabl e peopl e, respond nmuch better if we allowthemto
formrel ationships with people who can look in a holistic
way at the sort of service response that they need.

So, ny clear preference would be that we actually
hel p our hospitals and clinics and comunity based
services for pregnancy care and the early perinatal period
or dealing with nothers and babies reorient around these
i ssues and actually provide, if we can, a nuch nore
conprehensi ve and al nost a seam ess approach, if we can do
it. That takes a certain anopunt again of cultural change,
if you like. W need to have, as we have heard, and
| absolutely support the point that the psychosocial care
and psychol ogi cal and enotional care of wonen needs to be
as inportant as the physical care that goes on during
pregnancy. W actually have an ideal tine for early
intervention and better engagenent with wonen. They w ||
obvi ously be comng into a systemof care in a way that
maybe they wouldn't do in other tinmes of their life, and

we know it's a high risk period.
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So, for those obvious reasons it is the tine,
| think, to actually nake sure that we can do that, but we
don't then send people away, we don't want to fragnent
systens of care. Exactly the opposite we should be trying
to do. That neans we have a coordi nated response, so it
is not just the nedical care or the nursing care, but that
we can |ink to those other services and supports as needed
in sonetinmes really conplex famly situations.

VWhat we do need to address in the systemis how
we are going to involve sone nore | think focus
particularly on partners, fathers in that situation and
how we deal with sonmetinmes quite high risk situations and
wor k out better ways of trying to do that engagenment and a
focus obviously on safety as a priority when we first

identify famlies where there really is quite high risk

M5 DAVI DSON:  Associ ate Professor Brown, is there anything you

would like to add to that, and actually particularly

Prof essor Newran has identified the issue of fathers and
this m ght be an opportune nonment to identify sone of the
wor k that your group has been doing in relation to the

mental health of fathers in the postnatal period.

ASSOCI ATE PROFESSOR BROWN: Again that's a conpl ex questi on,

but I think it's part of what we need to do in terns of

t hi nki ng about prevention of fam |y viol ence al ongsi de
reducing the inpact of famly violence when it occurs. So
| think the thing | would add really nost of all would be
to be thinking about the context for particularly
vul ner abl e popul ati ons within our community and the sorts
of different kinds of approaches we mght need to take in
that context, the need to think nore broadly about

wor kforce, multi-disciplinary teans and the invol venent of
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bi cul tural workers and Aboriginal health workers wthin
t eans.

| think to think about the way we support fathers
we have to think about the fact that our health workforce
in pregnancy care is predomnantly femal e and that may not
be the best way to engage fathers during pregnancy, and if
we want to - or if services - howcan | say this? It's
conplex to hold all of this, so I'mvery conscious this is
a very big ask of maternity services and early chil dhood
services. So, it is about systens change and it m ght be
about trying things out.

Part of that will be about workforce, and | was
just really going towards the issue of needing to involve
mal e health workers to be able to engage with fathers
during this period and that needs to be both about
supporting fathers under stress, and they are undoubtedly
under stress as wonen can be under stress in this period,
and ideally we would be taking the opportunity of the
eight to 10 contacts that famlies have with antenatal
care services and the many nore contacts that famlies
have with early chil dhood services as an opportunity to
t hi nk about how we support famlies before those stresses
actually escalate into famly violence, as well as
t hi nki ng about how we reduce the inpact of fam |y viol ence
if it is occurring.

Just sort of to add to what you were sayi ng,
| think we need to think about training in a very
t houghtful way so that it's training at all levels within
organi sations. Maternity service is very conpl ex.

Trai ning needs to occur at the front of house |evel as

well as with m dw ves and doctors and ot her professionals
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within maternity services, and we need to think about that
training in a way that engages with the pathway of wonen
and fam lies through services as well.

Often when we think about training, we drop
prograns in and at best it raises awareness. Actually, we
need to use training as an opportunity to work on systens
and engage with health professionals about how we can
actually enbed enquiry about famly violence into routine
practice and work on the systens that will need to be in
pl ace to support themto be able to be confident that,
when they do that, they know what they are going to do

next and the systemw || support them

M5 DAVIDSON: | think you have also identified in your

statenment the fact that maternity care doesn't just occur
in public hospitals. Can you expl ain perhaps what the
nodel of maternity care is and that additional |ayer of

conplexity that it adds?

ASSCOCI ATE PROFESSOR BROWN: Maternity care - there are nmany,

many di fferent nodels of naternity care in Victoria at the
monment. Twenty years ago the majority of wonen in the
public sector m ght have been receiving their care in a
public hospital. Now the majority of wonen in the public
sector are actually receiving a |large proportion of their
care fromgeneral practitioners and conmunity based
services, often working in conbination wth public
hospitals. So, part of those seamnl ess pat hways and
systens is actually to join up the dots between maternity
hospitals and community based practitioners, so that w ||
i ncl ude general practitioners and m dw ves working in
community based settings as well.

There are also nodels of maternity care now t hat
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are trying to provide greater continuity of care. So

Wi thin our public hospitals and sonetinmes outside of them
as well there are mdw fery group practice nodels of care
where wormen are seeing the sane mdwi fe or group of

m dw ves for care during pregnancy and al so during | abour
and that kind of approach obviously generates nore
opportunities for relationships to be built between wonen
and their caregivers which would |ikely be conducive to
famlies feeling confident enough to bring up the sorts of
stresses that they are under. [|'mthinking there both of

wonen and nen in that context.

M5 DAVIDSON: This is sounding like a very big task and |I'm

sure the Conm ssioners are wondering about the enormty of
that task. Do either of you see anywhere a natural

starting point for that task?

PROFESSOR NEWWAN: Sone of it is needing really to have, if we

are tal king about big system c reformand structural
reform is to actually have a planning process around
that, which we don't even have at the nmonent. So that in
a sinple way | think neans having at a Departnent of
Health | evel an actual process for calling experts
together to have a bit of a discussion around sone of

t hese i ssues and how we m ght actually devel op a strategy
to actually look at the reform process. That's been the
sort of processes | have been involved in in the past.

But | think the planning is essential. The thing
not to do, in ny view, would be to have a bit of an ad
hoc, "Well, let's do a bit of screening identification”
and not know what to do with that. W need an actual
process for thinking about what do we want to identify,

how do we want to do things better, who needs to be
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i nvol ved, and | ook very broadly at sone of the issues
around training, around how we actually engender that sort
of change within systenms which, as we all know, can
sonmetines get rather stuck in a traditional way of doing
t hi ngs.

The benefit at the nonent is that we do have
goodwi I I and | think raising awareness of these sorts of
i ssues has been very inportant, but we would like to take
it, I think, the next step forward. | think the key early
steps mght be to actually | ook at what sort of outcones
we want in the short-term how we are going to eval uate
those and | ooking at this issue of identification and
pl anni ng and mappi ng of referral pathways. That needs to
happen obviously at a senior level within the departnent,
but also within hospital structures. That | would see as
the first step

Concurrently with that, though, ny persona
feeling is that we need to | ook at supports and
i nterventions and what that actually neans in terns of
what sort of staff do we need, what skills do we need, but
al so what sorts of nodels of progranms do we want for sone
of these very vulnerable famlies that we identify. But
we shoul d be actually reviewing what is the best practice
and what's the evidence base around these sorts of
interventions. There certainly are sone of these
i nterventions going on at the nonent in ny setting and
al so others that 1'"'maware of. Really, the tinme has cone
to look very critically at what we do know about
interventions for vulnerable famlies and to ook in a

much cl earer way at what benefits we actually get.

M5 DAVIDSON: |Is there anything that you wish to add to that,
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Associ ate Professor Brown?

ASSCCI ATE PROFESSOR BROWN: | think | agree with all of those

coment s whol eheartedly. | would add to that that there
is wisdomin health services and our early chil dhood
services around this issue, and | think working to engage
the services in howto actually approach tackling this
i ssue froma systens perspective is very inportant, and
i nvol ving communities and diverse communities in Victoria
in that discussion and really pooling our wi sdom about how
we go forward is also inportant.

So, it will need to happen at a neta level, at a
heal th departnent, statew de kind of level, but it wll
al so need to happen at a regional and service level and in
the context of particular conmunities that are accessing

t hose servi ces.

PROFESSOR NEWWVAN:  Could | just briefly add to that.

| absolutely agree, and I think at the hospital and health
service |l evel we need to have - and the Wnen's Hospital
has actually done this - a priority given to famly
vi ol ence and to prevention. So the Winen's Hospital as an
exanpl e has a strategic policy around identification and
prevention as a beginning, and we are obviously engagi ng
in those processes of better identification. W have been
runni ng out staff across the organisation, training,
awar eness raising type of training and about famly
violence and its inpacts, and for clinicians there's nore
focused training on actually recognising vul nerabl e wonen
in particular who may have been experiencing viol ence and
how to approach that.

For an organisational response, | think that's

sonet hing that could be a nodel that we could ook at in a
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broader sense across the system but it does need to
happen at both those levels, at a governnent |evel but

al so at an organi sational |evel.

M5 DAVIDSON: |'mjust going to touch on one nore topic and

that is the question of the handover and the rel ationship
between the maternity kind of care services and the

mat ernal and child health system Associ ate Professor
Brown, you had sone conments in your statenent about that
process and the way that things could potentially be

i nproved. Can you comment on that for the Comm ssion?

ASSCCI ATE PROFESSOR BROWN: This woul d be anecdotal and | woul d

be interested in your cormments on this too. W know from
our research that it is very challenging for maternity
services to know actually how to hand over information to
early chil dhood services because there really aren't the
systens in place to facilitate that kind of communication
So it's not the sort of issue that you can actually sinply
put on a discharge summary, which is actually how
information is transferred at the nonent.

So that's a very good exanpl e of sonething that
needs a systens approach that would facilitate transfer of
that information, probably by a phone conversation or
di rect handover involving the maternity service actually
having a neeting with the maternal and child health nurse

with the famly.

M5 DAVI DSON:  Prof essor Newman, do you have any coments in

relation to that issue?

PROFESSOR NEWWAN: Yes, | agree it's a broad systens problem

In my setting we have been trying as nmuch as possibl e,
where there are these sort of conplex issues, calling

peopl e toget her, having actual verbal discussions around
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care planning where there are these risk factors and that
m ght involve - social work departnent are often invol ved,
child protection, a general practitioner who we are
handi ng over information to, maternal child health nurse,
mental health service as, well as whoever el se has been
involved within the hospital. So it's quite a conpl ex
system

The risk is of course it gets very fragnented.
But | think that handover - and it is obviously sensitive
informati on and as nuch as possible we will obviously
involve famly nmenbers in those discussions as well.
There are other community based supports and services that
do need appropriate handover as well, such as famly

support services and so on. So, it is very, very conpl ex.

Ms DAVIDSON:. | will perhaps give the Comm ssioners an

opportunity to ask any questions that they have of you.

DEPUTY COWMM SSI ONER NI CHOLSON: Perhaps to both w tnesses. You

pointed to the inportance of trying to engage fathers
during the pregnancy. Can you point to any prograns that

are successfully doing this?

ASSCOCI ATE PROFESSOR BROMN: | can. They are not in Victoria.

So in Queensland there's a programrun by the Apunipim
Heal th Service for Aboriginal conmmunities where they have
been using a vehicle for engagi ng wonmen and nen in
pregnancy and the postnatal period, which is the giving of
a gift. So they give a nother and baby bundle to the
famly at eight different points, three in pregnancy and
five of themafter the baby is born. The giving of a gift
is culturally very appropriate in those conmunities and it
has been engagi ng the dads in conmng in during the

pregnancy visits and it has been being used as a vehicle
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for inproving health literacy and just engaging the
famlies in what is happening as they are travelling

t hrough pregnancy and the postnatal period. It has

i ncreased i mruni sation rates, for exanple, and definitely
i ncreased the awareness of the dads about what's going on
in the course of pregnancy. It hasn't yet tackled those
br oader issues about the sort of social circunstances of
famlies in a broader kind of way that m ght support nen's
heal th and wel | bei ng during pregnancy.

The only other prograns that |'m aware of are
prograns that have recently lost their funding fromthe
Federal Government which were the Strong Fathers
initiatives that were funded about three years ago. But
t hey predom nantly operated in the period after the child
was born and were very much targeting places where nen go
to do things together and taking a strengths based
approach to what it is to be a father and supporting nen
to share with each other what that experience is |like and
providing nen with strong male role nodels for being a

good f at her.

PROFESSOR NEWVAN: Just to add, at the Royal Wnen's Hospital

there are a couple of progranms running for fathers of new
babies in high stress situations where a baby m ght have a
heal th probl em or have been in the nursery or there are
ot her physical difficulties. That's been a group program
that's been running through the Centre for Wonen's Menta
Heal t h.

The other prograns that |I'm aware of are being

researched at the nonent. There's a project that |I'm

involved in that | believe Dr Richard Fletcher who will be
here tonorrow will be able to discuss that, but we are
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undert aki ng research | ooking at hel ping fathers access

i nformati on and support if they are feeling stressed or
are having nental health difficulties using a smart phone
app. The technology is beyond ne, but apparently it is
popul ar and accessi ble and we are devel oping that at the
monment. | think that potentially inproves access for sone
men in a way that m ght be nore acceptable and easier for

t hem

DEPUTY COWM SSI ONER FAULKNER: I would like to ask either

witness to comment on | think the suggestion that was nade
about needing a statew de service plan for maternity
services invol ving peopl e experiencing donestic or famly
violence. It seens |like an enornous thing to do, to do
that statew de plan, and | understand the reasons why you
have suggested it. Can | also understand the extent to
whi ch there may be smaller steps that can be taken.

For exanple, is there a standard at the nonent
about the maternity services that exist in hospitals about
a person who nay be honel ess experiencing famly viol ence
and whet her they may be discharged? | have heard of a
concept of keeping soneone in for a social admssion. Are
there policies that actually could be set in place by
hospitals thensel ves at the nonent to deal with this
Wi t hout statew de planning? Could it go to the | ocation
of antenatal services? Should they be in hospitals or
shoul d they be run by child and maternity health services?

| just wonder are there sone snaller steps.
| understand the need for the big step and I don't believe
that we can do just snmall steps, as you have suggest ed.

But is there sone practical short-termsort of things that

coul d be done i medi atel y?
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PROFESSOR NEWVAN: My response to that would be that it's

clearly such a conplex issue and probably both things need
to happen sinmultaneously. M viewis that there's clearly
a need for overall strategic planning if we are going to
have systemc reformin the way that we have been tal king
about .

However, | think it is very inportant that we
| ook at sone of the inmedi ate needs and what can be
brought in within the existing system such as they are.
Pregnancy care occurs in a variety of settings. There are
sonme things that obviously we can help with in terns of,
let's say, general practitioners and sone of the share
care arrangenents that go on between a hospital and a GP
in terms of hel ping them be better informed and respond to
sone of these risk factors. M unit does sone training
around those issues for general practitioners at the
monment. | think those sorts of things are very inportant.

The hospitals already have so-call ed extended
stay, so the vast npjority of wonen that | see and treat
are offered that extended stay for various risk factors or
mental health issues. That is a helpful thing to do.
| think at a hospital level it would be good to actually
better articulate the indications for that, and if we nade
it clearer to all staff at all levels that these sorts of
risk factors, particularly if we have concerns about the
safety of the environnment that a woman is goi ng back to,
are very clear indicators for offering other supports,
i ncl udi ng extended stay. So that's existing, but maybe
could be clearer.

The issue of whether, as you raise, antenatal

pregnancy care should be in hospitals or the comunity, it
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is fairly varied anyway, but a | ot of wonen, particularly

t hose who m ght have other health factors or risk factors,
will be referred into the major teaching hospitals, the

| arger hospitals by definition, because it's felt that the
range of services there mght be better for them

The point | would nmake is that we could actually
within that system do better in-service internal education
and awareness raising about the issues, so rolling out
sone of the training for staff and awareness raising for
staff m ght be very helpful. But as nuch as possible it
is about integration, | think, between the hospital system
wi th community services and all the other service
conponents and at that |evel that's where | think a
st at ewi de pl anni ng process comes in.

There have been sone very good initiatives that
have happened in Victoria around these sorts of issues
with sone of the funding that we've previously had from
t he Commonweal th around perinatal, pregnancy and infant
nmental health care. W have had regi onal workers in sone
of the rural and regional areas with training in these
sorts of issues. That was a system that was begi nning,
| believe, to have sone inpact and could potentially have
had a major role. That funding is no |onger avail able.

But there are sone issues that need to be tackl ed
| think at an overall State level. Wat we do need,

t hough, is also simultaneously a buy-in fromthe hospitals
and the services on the ground about how they will respond

to these issues. So there might be variation, it mght be

that different areas will have different approaches or

different capacities, but still inportant for them

internally, | think, to have a planning process around
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recogni sing the inportance of these issues and how does

their systemfeel that they can better respond to it.

DEPUTY COWMM SSI ONER FAULKNER: So the dom nant reason for

havi ng antenatal care in the health service itself, in the
hospital nore specifically, is really around bi onedi cal

care as opposed to psychosoci al care.

PROFESSOR NEWVAN: It shoul d be doing both. It should be doing

both. | think in the current health system as we have
organi sed at the nonent people do have sone flexibility.

| f they have a general practitioner who does work in
pregnancy care, then they are able to do that. But we
have, | guess, people wth nore conplex nedical needs or
other risk factors who woul d be advised to cone to sonme of
the nore specialist clinics in the hospital, but we al so
have, and we need, prograns and clinics which are for well
wonen whi ch should be - the issues are nore about making
sure we have continuity of care, mdw fe-led care systens,
so that people can actually cone to the clinic, be seen by
people who will follow themthrough their pregnancy, form
a better relationship with them so those sorts of prinmary
care mdw fery prograns which exist in sone hospitals, but
not all, I think would go a long way in better engagenent
with wonen and famlies and better identification of risk.

So that's about continuity of care.

DEPUTY COWM SSI ONER FAULKNER: | think what |I'm hearing, and

this is what | need clarification on, is that there are
very, very serious inplications for children's and

not hers' health by not getting correct psychosocial care,
yet the hospitals are not oriented to giving that sort of
care at the nonent and sort of the ethical dilemua of that

is quite conplex, | think. 1t could be that sone of those

.DTI: MB/ SK 14/07/ 15 226 BROAN/ NEWVAN XN

Conmi ssi on BY Ms DAVI DSON



© 00 N oo 0o b~ w NP

e N
w N B O

14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31

psychosoci al conditions are creating nore harmthan sone
of the biomedical ones are. Do you want to coment on

t hat ?

PROFESSOR NEWWVAN: Yes. | would essentially agree, but sone

hospitals are doing that nuch better than others. There
is variation across the systemwhich is a problem
Sonetines it's luck, geography as to which hospital or
health service you mght attend. Some hospitals are much
better oriented around the psychosocial issues than
others. | think what we need across the systemis a

consi stent nodel .

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

ASSCCI ATE PROFESSOR BROWN:  If | could just add to that.

| think there is variation across hospitals and different
nodel s of care, but our research - and sonme of this is a
little bit out of date. So a study we did in 2008 in
Victoria, which was a statew de popul ati on based sanpl e of
wonen that were sent a postal questionnaire when their
babi es were about five to six nmonths old and filled in
questions about their care, that did indicate to us that
at that tinme there was nore enquiry about famly viol ence
in sone nodels of care than in others. But the general
| evel of enquiry was very |l ow and the differences between
the different nodels of care were actually very small

| think it will be very apparent, | suspect, to
the Comm ssion that there is lots of effort going into
supporting famlies when problens are identified and sone
of those famlies mght be at the very extrene end. From
our research | suspect that there are many nore fanmlies
that are slipping through the gaps and there nmay be

different sorts of reasons for that. Sone wonen may be
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seeking not to disclose what's happening to themfor
different sorts of reasons.
If we are going to get better at this, then

| woul d whol eheartedly agree we need a nmuch stronger
systens approach. | think it is about recognising that
the risk to nothers and children is grave and it's at
| east as significant as the risk fromrare nedica
conplications in pregnancy that we are actually very good
at identifying and treating. Qur standards are excellent.
| think we need to get to the point where our standards
are excellent for the grave risk to nothers and children
posed by fam |y viol ence.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

M5 DAVI DSON: Thank you. That woul d conplete the evidence of
both Prof essor Newnan and Associ ate Professor Brown. My
t hey be excused?

COWM SSI ONER NEAVE: Thank you very nuch.

<(THE W TNESS W THDREW

M5 DAVI DSON: The next witness for the Commi ssion is Ailsa
Carr.

<VI CTORI A Al LSA CARR, affirmed and exam ned:

M5 DAVIDSON: Ms Carr, you have previously nmade a statenent in
t hi s Conm ssi on?

M5 CARR:  Yes.

M5 DAVI DSON:  Have you had an opportunity to read your
statenent recently?

M5 CARR: | have.

M5 DAVIDSON: Are you able to confirmthat it's true and
correct to the best of your know edge and belief?

M5 CARR It is.

M5 DAVI DSON:  You are going to be com ng back before the
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Commi ssi on on anot her day. Your w tness statenment broadly
covers two issues. One is the challenges that are faced
in rural and regional areas and how you have managed to
devel op an integrated services nodel in your area. The
second issue that your statenent deals with is a program
that you have devel oped called the 0-2 Program Can

| first get you to tell the Conm ssion what your position

is and a little bit about your organisation.

M5 CARR. |'m executive manager of Famly, Youth and Children's

Services unit at G ppsland Lakes Community Health.
G ppsl and Lakes Conmunity Health is a regional comunity
heal th service that covers a large area. W predom nantly
provi de our services to the East G ppsland comrunity,
which is 21,000 square kilonetres and has sone | arger
centres, but also a |large nunber of very small rural
i sol ated and renote comuniti es.

The unit | particularly manage i s one that
provi des a range of services for clients covering things
such as integrated famly services, Child FIRST, alcohol
and drug counselling, honel essness progranms, youth
prograns. W have the Maternal and Child Health Nursing
Programin that unit and also our famly viol ence
servi ces, including outreach counselling and our nen's
behavi our change program

| guess over a nunber of years we have worked to
create an integrated nodel across those services that
hel ps provide a better experience for the client with a
nore streanlined entry process, a conprehensive assessnent
and then a case nmanagenent approach, particularly for

those clients who are accessing nmultiple services.

M5 DAVI DSON:  When you are tal king about nultiple services, you
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are tal king about not just famly violence services but a

range of health services generally?

M5 CARR:  Yes. So, it could be famly violence. For a |large

nunber of the clients we would say it would be a

conbi nation of famly violence counselling, drug and

al cohol issues or involvenment with the child protection
systemand Child FIRST. W also try and utilise the sane
approach in working with external agencies and use a case
managenent type approach so that we can provide a

coordi nated nulti-disciplinary response. So that would be
wi th our partners such as our |ocal Aboriginal controlled
organi sation and with the hospital and other key services

in the area.

MS DAVI DSON: You have al so worked as a maternal and child

health nurse. How many years have you done that for?

M5 CARR. | originally trained as a maternal and child health

nurse in the md-80s, so | spent a nunber of years worKking
in Mel bourne and then | guess | have had a nunber of
positions that have been focused on working in the
comunity, and then | returned to maternal and child
health nursing in the late 90s and originally in our
current organi sation worked as a maternal and child health

nurse before |I noved up to the position I now have.

M5 DAVI DSON:  The Maternal and Child Health Nurse Program has

broadly speaking two aspects toit. One is the universa
program and the other is the Enhanced Hone Visiting
Program Can you perhaps just describe to the Conm ssion
t hat nodel and what each of those progranms actually

provi des or can provide?

M5 CARR: The universal programis as | guess it is defined; it

is a universal program It is offered to everybody, to
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nurses, solicitors, doctors. Anyone who has a birth in
Victoria, the universal maternal and child health nursing
service receives a birth notification and through that
programthere are 10 key ages and stage assessnents that
are conducted throughout the early years of that child's
life, fromwhen they are first returned hone through until
the child has its three and a half year old check in
preparation for kindergarten and then noving on to school.
The uni versal programusually operates through a clinic
based systemin that clients will predom nantly usually
come in to see the maternal and child health nurse,
particularly after the first home visit.

The Enhanced Hone Visiting Program was devel oped
| guess to provide an early intervention approach to those
famlies that were having nore difficulties and were
struggling with being new parents or second tinme parents
and requiring sone additional support, and the idea was to
provi de that support as an in-hone service. So the
Mat ernal and Child Health Nursing Programis provided with

funding to provide both of those prograns.

M5 DAVI DSON: Does the Enhanced Honme Visiting Program al so seek

to provide a service to famlies who mght find the
uni versal programa bit nore difficult to engage with or
have particular barriers in terns of accessing that
service or are particularly difficult to engage fromthe

service's perspective?

M5 CARR: For famlies where they m ght be struggling to cone

into aclinic or if there is a range of other issues, if
there are health problens for the mum vyes, the idea of
t he enhanced hone visiting service was to provide a nore

fl exi bl e response than the traditional standard universa
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service, but to be able to provide that in a way that
woul d better neet the famly's needs but also to be able
to conduct the key ages and stages that are traditionally
done in the universal service, but in a nore flexible

envi ronment. Sone enhanced hone visiting services, ours
included, will operate from kindergartens as well as doing
hone visits and we operate from our Aboriginal controlled
heal t h organi sati on and one of the Aboriginal controlled

chil d-care centres.

M5 DAVI DSON:  Your statenent deals with what you call the 0-2

Program that you have established in your area. Can you

identify why you established that progranf

M5 CARR: Back in the early 2000s, as a group of staff and as a

unit we were being exposed to a |ot of the evidence that's
been tal ked about here around the inpact of stressors on
the early years and the inpact of that and the | ong-term
consequences of that for both the nother and the child in
respects of their devel opnent. So we attended a numnber of
conferences and wor kshops, international speakers had been
brought out, and | guess there was a feeling that it was
an area that we really wanted to | ook at, could we do
something a little bit differently fromwhat we had
currently been offering, given what the evidence was

sayi ng.

On top of that, one of our prograns, our
integrated famly services program was indicating that in
the East G ppsland area we had significant nunbers of
children under the age of three who were being reported to
child protection and clearly reports to child protection
wer e suggesting that those famlies were not having the

types of experiences that the evidence was suggesting that
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the children should have to have a better trajectory.

So what we did was we pull ed together a group of
key stakehol ders, which included our |ocal GP who does
nost of our deliveries in the area. W had the hospital
represented. We had Child Protection, our |ocal
Aboriginal controlled organisation, ourselves, and we
spent six nmonths, | guess, researching the evidence around
the early years, around the inportance of the first three
years of life.

We had a | ook at a range of prograns and a range
of nodels and ways that are proposed as evi dence based
ways in working with clients who are experiencing
stressors such as those as the nurse partnership nodel in
America, but also Professor Hilton Davis's famly
partnership nodel. W |ooked at all of that evidence, but
nmost inportantly we actually | ooked at the context of
where we were in Bairnsdale and in East G ppsland and we
| ooked at the service systemthat we had there, because
| think what was very inportant for us was we didn't have
additional funding. So it wasn't that we'd suddenly
recei ved noney to do anything; it was just that we felt as
a service that this was an area we needed to | ook at.

So it was about whatever we devel oped needed to
be able to fit within the context of the area that we were
operating in. Qut of that, after six nonths of us working
t oget her as a working group, we canme up with what we have

called the 0-2 Program

M5 DAVI DSON:  Who does that programtarget or who are you

trying to aimthat program at?

M5 CARR: It is targeting an early intervention approach, so

it's really targeting those famlies, wonen in famlies
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antenatally during their pregnancy who are identified as
havi ng broad stressors that m ght potentially be inpacting
on thensel ves, their pregnancy or be suggesting that they
are at an increased risk of having Child Protection
i nvol venent post delivery.

The i dea about making - | suppose we
wanted - what am| trying to say? W wanted to nake it so
that it wasn't too specific in that we didn't want to be
screeni ng people out. W actually were suggesting that we
woul d rather screen people in initially, and then
undertake working with that famly to see what |evel of

support they actually needed.

MS DAVI DSON: Your statenent identifies that the first

conponent in the programis the use of a screening tool.
Before we get on to the screening tool that you have used
for the 0-2 Program can you perhaps explain generally the
approaches between the hospital or the antenatal service
provi der and maternal and child health and how ordinarily

woul d those two systens connect?

M5 CARR. Because we are in a rural area and we only have one

hospital, the Maternal and Child Health Nursing Program
woul d normal ly visit the hospital twce a week. They
woul d normal ly actually pick up the birth notifications
fromthe hospital rather than having themsent to them
They woul d have a handover fromthe m dw ves at the
hospital around any of the cases, particularly if there
were any they were particularly worried about, not even
necessarily about psychosocial issues, but if there had
been problenms with breastfeeding or any problens around
the health of the nother or during delivery. |If the

nmot her was still in the hospital, then the maternal and
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child health nurse would make first contact with
the nother while they were in hospital and book the first
hone visit.

M5 DAVI DSON: How does that conpare to what you woul d have done
when you practised in this area in Ml bourne?

M5 CARR:  Very differently. | guess in Ml bourne, when
| practised in Melbourne, | practised in outer-east.
| had a nunber of hospitals that I would have received
birth notifications from So really - and we are going
back to the 80s - | would have worked fairly nmuch in
isolation, and | know that's not always the practice now
in Mel bourne in maternal and child health nursing. But
| would have worked fairly much as a sole practitioner in
a building that wasn't necessarily attached to anyt hing
el se and | would have received birth notifications from
the hospital and ny first contact with the nother woul d be
to have given her a call and introduced nyself as her
mat ernal and child health nurse and asked if | could cone
and visit, with very little information.

| mean, back in the md-80s we didn't even get

much in the way of discharge summaries or there wasn't
even nmuch in respect of any information around the birth
or breastfeeding or any of those sorts of things. | would
have had no information about the nother's home situation
or anything like that.

M5 DAVIDSON: In relation to the 0-2 Program you have
devel oped a screening tool for the use by the antenatal
service provider. Can you describe how you devel oped t hat
screeni ng tool and how it works?

M5 CARR. So, as part of the initial six nonths we | ooked at

were there indicators antenatally that we could use to
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hel p us identify - to screen in, | guess as | said before,
and there are large nunbers of tools. | think the key
thing that came out of our work in the antenatal period
was we did want it to screen in. W wanted it to be
really sinple and easy to use, so it is a single page, it
has half a dozen elenents, and it needed to be done within
a couple of mnutes, because the idea was that that wasn't
the primary area where we were |ooking to identify the
needs of the client. It was really about purely | ooking
to screen in those clients that m ght need any sort of
addi tional support.

Because we were asking GPs to use it and we were
wanting the hospital to use it at their book-in visit,
preferably, as early as possible in the antenatal period
before they m ght have even devel oped or engaged any sort
of relationship with the nother, we needed to keep it
really sinple and straightforward.

W also wanted it to be sinple and
straightforward so that the nuns who were bei ng asked
t hese questions, it wasn't too onerous and that it was
relatively sinple for themto understand, and then
understand that they were actually being referred to a
uni versal programthat a | arge nunber of people receive
and that this was really just about giving them an
opportunity to explore any of the difficulties they had
and see if there were any additional supports they needed.

So the key was to keep it sinple and to nake
certain that we were clear about the referral process and
t hen what woul d happen once that referral canme through to

us.

M5 DAVI DSON:  So what does happen once that referral cones
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t hrough to you?

M5 CARR:. The 0-2 Program | guess | should state is |ocated

wi thin our Maternal and Child Health Nursing Program
Qobvi ously we have been tal king about that. It's
predom nantly, | guess, been a refocusing and redirecting
of what was our Enhanced Hone Visiting Programto work in
this particular way. So the referrals cone through to the
mat ernal and child health nurse. The maternal and child
health nurse will often nmake contact with the nurse who's
made the referral and have a conversation about what's
contained in the referral. They will then nake contact
with the famly and organise to do a hone visit.

| guess fromthere it's really about, as | said,
we work on a partnership nodel, so it's about devel oping a
relationship with that wonman and her partner. [|t's about
establishing a rapport with her, devel oping a trustful
rel ati onship and then through that process conducting a
nore conprehensi ve assessnent around what the client's
needs are, and then based on that assessnent either
l'inking theminto other prograns or, if it's things that
the maternal and child health nurse can address, then the
mat ernal and child health nurse would | ook at working with

t hat woman to address the issues that are being raised.

M5 DAVI DSON:  Your statenent identifies the second conmponent of

the program being a Young Pregnant and Parenting G oup.

Can you describe that part of the progranf

M5 CARR:. The Young Pregnant and Parenting G oup was devel oped

as an adjunct to the program because in our area we al so
identified that 10 per cent of our births were to nothers
under the age of 21 and that they have additional specific

needs around their support. So they receive the intensive
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1 home visiting, if they require that, but they are also

2 linked into I guess what is really a supported play group
3 type of approach that's facilitated by two facilitators

4 who, as well as supporting the devel opnent of that group
5 and the group rel ationships, also work with each of the

6 muns, particularly to | ook at what are their goals, where
7 they would like to see thenselves and it has been

8 particularly around devel oping plans to help them gain or
9 go back to education, training, |ook at how they m ght
10 want to nove on
11 We have had wonmen - well, very young wonen in
12 that group of 15 and 16 where their high school education
13 has been interrupted, so it was felt it was really
14 inmportant to try and support those young wormen to have
15 aspirations about where they m ght want to see thensel ves
16 and part of that group is around supporting themto do
17 t hat .
18 MsS DAVIDSON: So does that nmean linking theminto services
19 beyond those within your conmunity health centre?

20 M5 CARR:  Certainly. W have devel oped really strong

21 partnerships with our | ocal TAFE. W have devel oped

22 strong partnerships with the schools. W have supported
23 sonme young wonen to access child-care and go back and

24 conpl ete year 12. W have supported themto go and do
25 Certificates |1l and IV in TAFE. W have al so devel oped
26 strong rel ationships with other agencies that provide

27 support around entry into enploynent and those sorts of
28 t hi ngs.

29 Ms DAVIDSON:. The third conponent is the intensive hone
30 visiting. Can you describe that progranf
31 MS CARR That's conducted by maternal and child health nurses.
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They are a particular type of maternal and child health
nurse. | shouldn't say "a particular type". That's not
right. | guess what |I'msaying is it wouldn't be every
mat ernal and child health nurse's cup of tea, if | can put
it that way, to work in this sort of approach. So it does
require a certain set of - | would actually say qualities
and skills in the professionals that we have in this
program and they are particularly professionals that are
really interested in working fromtheir maternal and child
heal t h nursing franmework, but also adding to that a strong
interest in the psychosoci al conponents, the inpacts of
stressors on famlies.

So, the nurses | have working in that program
have done | arge anounts of professional devel opnent and
further education, not just around things |ike Professor
Hilton Davis's fam |y partnership nodel around how we work
wi th people, but also around understanding famly
vi ol ence, the gendered nature of famly viol ence, about
under st andi ng drug and al cohol, the frameworks used in
drug and al cohol. So they have al so spent a consi derable
anount of tinme developing their skills, particularly in
the area of perinatal nental health and the inpact of that
on the newborn

So they are a highly skilled group of staff that
use a framework that is about understandi ng not hers and
babi es, but that has had a range of skills added to that
that then allows themto go in and devel op strong
relationships and trusting relationships with the clients
that they are working with. That assists themto be able
to support those famlies to access the supports that they

need. Sonetinmes the famlies that we get referred m ght
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only need a short anmount of support; sone families have

needed quite extensive support.

M5 DAVI DSON: Has there been any ability to conduct a fornmal

eval uati on of the progranf

M5 CARR: We did conduct our own evaluation - | wouldn't cal

it - I'"'mreluctant to say "formal", because ny view of a
formal eval uati on woul d have been to have had an

i ndependent body do that. Because we basically devel oped
this program out of what was already on the ground and
because we have limted resources, it's really difficult
to actually formally, how | would define formally,

eval uate sonmething like this.

We did conduct an evaluation after the program
had been running for 18 nonths and we felt that there were
sone really strong indicators of the program achieving
sonme significant outcomes. But | have to say since the
program was established in 2004 we have al so seen the
program grow and develop in a range of ways, particularly
around the | evel of conplexity that we are seeing being
referred to it and attenpts at early intervention and
that, but also around the inpact on nothers in the early
stages around depression and anxi ety and the incidence we

are seeing of that.

M5 DAVIDSON: So in ternms of your nore informal eval uation, how

do you see the programworking in terns of its outcones?

M5 CARR: W' ve had positive client feedback in respect of the

approach taken. The feedback fromclients has been that
they have felt that it being |ocated within a universal

service has neant there was no stigna attached to being
actually referred to that program W have al so had

exanpl es where cases have initially been referred with not
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appearing to have very conpl ex issues occurring, but once
t he nurse has devel oped that trust and that rel ationship
ot her things have cone to light that have then been able
to be supported.

| don't know whether it would be useful, but
| have a recent exanple that m ght be an exanpl e of
| guess how | have seen this programwork for a range of
clients. W had a young professional wonan who was
referred to the programantenatally. It was her first

pregnancy. She was in a de facto rel ationship.

M5 DAVIDSON: | will just stop you there, just to nmake sure

that you are not giving away any sort of identifying

details.

M5 CARR:. No, | certainly will make every effort. She was
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referred because basically what she had identified on the
screening tool was that she felt socially isolated. Over
the period of the first few nonths that the nurse was
engaged, she was able to develop a really strong
relationship with that young woman and what canme out of
that was that she was living in an abusive rel ati onship.
She was utilising ice and marijuana on a quite regul ar
basis. She had great aspirations for wanting to be a
really good nother to her child. She wanted to
breastfeed. She didn't want to be using substances and
she didn't want to be in the relationship that she was in.
The nurse was able to work with that numto
develop further trust and as part of that we were able to
get her to accept a referral to drug and al cohol
counselling. She initially didn't want to do that because
t hat was provided through our agency and she was known to

our agency in her professional capacity. So through the
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Mat ernal and Child Health Nursing Programwe were able to
have her seen at a separate site where she was | ess known.
We had the drug and al cohol appointnments not nmade as drug
and al cohol appointnments, they were made as maternal and
child health nursing appointnents, and so she canme in in
effect to see the maternal and child health nurse, but
whil e she was in, the drug and al cohol counsellor also
wor ked with her.

We are sone 12, 18 nonths down the track now.
That nother was able to breastfeed. She was able to, with
t he support of the drug and al cohol program stop using
her ice. She has continued to use sone cannabis, but
that's reduced and as part of working with the drug and
al cohol teamand with the maternal and child health nurse
that's being done in a way to mnimse as nuch as possible
t he i npact on her young child. She was able to be |inked
into our famly viol ence outreach program and receive
support when she felt ready to nove out of her
relationship and into a new hone. | guess that epitomn ses
what | would say is an exanple of sone of the work that

the 0-2 Program has done.

M5 DAVIDSON: It stops at two. \Wat happens beyond two?

M5 CARR: Because we are using it within current resources and

because we screen in, as | keep saying, we have seen the
demand for the programincrease. Wen we first started we
had re-aligned 0.6 of an EFT of our Enhanced Honme Visiting
Program We now have about two full-time EFT staff
wor ki ng on this program because of the nunber of referrals
that we receive. It's just not within our capacity to be
able to continue the program | onger than two.

We also work froma strength based approach, so
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it's about for those famlies, wherever possible, what we
are wanting to do is get themto a place where they don't
need the program obviously. So for significant nunbers
of the famlies this works, but obviously there are sone

famlies that would benefit froma nore extended support.

M5 DAVI DSON: Is that support avail abl e el sewhere?

M5 CARR:. W have our Integrated Fam |y Services Program but

| guess that programis really, because of the nature of
the demand on that programtoo, is really very much
targeted to high-risk famlies where we have predom nantly
significant risk of Child Protection or Child Protection

i nvolvenment. So | guess there really isn't scope,
certainly where we are, for |longer term support for those

famlies that don't reach that | evel of threshold of risk

M5 DAVIDSON:  Just finally, inrelation to the program to what

extent does it involve fathers?

M5 CARR: M xed. Where the fathers are at hone, and a

reasonabl e nunber of the famlies that we see the fathers
aren't working, they will be at home, the nurse will work
to engage with the fathers and to have them as part of the
assessnent and the planning and working around their
issues. Certainly we will work with the nother
i ndependently, the father independently, themtogether
where we need to to support themto address what's
happening for them keeping in mnd a nunber of the things
t hat have been raised particularly around famly viol ence
and ri sk.

But obviously for a proportion of the famlies we
have limted contact with the fathers, and all of our
nurses are female. So there are chall enges around

engagi ng fathers in the program W are currently | ooking
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at how we might do that differently, and we are | ooking
this year to trial a programthat will be run after hours
and it will be run and facilitated by sone of our nale
workers in the organisation. So we have nale workers in
our Integrated Famly Services Programand in our drug and
al cohol program and our famly violence program W have
a really highly experienced and soneone who's very
supportive of our program a male child psychol ogist, in
the town. We are very fortunate in that regard. They
have agreed to be part of trying to bring together nen in
a group forumto have discussions around what m ght be

i ssues for nmen as being new parents in this. W are going
to trial that over the next 12 nonths and see whether that
hel ps us engage the fathers in our work better.

M5 DAVI DSON:  That conpl etes ny questioning. Conm ssioners,
have you got any questions for Ms Carr?

DEPUTY COWM SSI ONER NI CHOLSON:  Yes, Ms Carr. These
initiatives undertaken w thout additional funding, did you
have to stop doing sonething to undertake these?

M5 CARR. No, | just worked | onger hours.

DEPUTY COWM SSI ONER NI CHOLSON:  Limted funds are - - -

M5 CARR: There are. No, we have basically conpletely
redi rected our Enhanced Honme Visiting Programto operate
predom nantly under the 0-2 Program | guess - |I'mtrying
to think.

DEPUTY COMM SSI ONER NI CHOLSON:  And there is nothing within the
fundi ng gui delines from governnment to prevent you doing
t hat ?

M5 CARR: No. M sense would be - ny experience of previously
havi ng worked in maternal and child health nursing woul d

have been that the Enhanced Hone Visiting Prograns
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probably woul dn't have been working with the | evel of
conplexity and risk that we are currently working with in
the 0-2 Program It would have been nore around
supporting wonen with breastfeeding i ssues. But
| wouldn't like to think that those wonen are now m ssi ng
out because | would still see us as supporting that.

So we have really, | guess, tried to be creative
in |ooking at what were the ains of the program and how
could we better respond to what the needs were in our area

usi ng those prograns, would be what | woul d say.

COW SSI ONER NEAVE: | would like to probe that a little nore.

It's sonetinmes said that the program specifications
prevent that because the prograns require - and |I'm not
going to get the term nology right - very specific inputs
or outputs. You haven't found that in the case of the

Enhanced Hone Visiting Progranf

M5 CARR: No, not in the case of that program | would totally

agree with you. 1In a nunber of the other things that we
have done in respect of integration it is actually very
conpli cated because you have buckets of noney that you
have very defined reporting guidelines around. | guess,
the Maternal and Child Heal th Nursing Enhanced Hone
Visiting Programis about early intervention and a hone
visiting programfor famlies that are struggling.
| suppose what we have done is we have added the antenat al
conponent which is allowed in that program but | would
suggest probably isn't used very often. That would be ny
experience certainly.

| guess because of the nature of the screening
and because of the skill level that we have devel oped in

the nurses and I would al so say their exposure to a range
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of other progranms what we are finding is they are working
with larger nunbers of probably nore conplex famlies than
what would nornmally be seen in that program So they do
see significant levels of famlies where there are famly
vi ol ence and where there is drug and al cohol issues,
mental health issues and | think that's because of the
range of prograns that we have.

But because it's a fairly broad programit's
allowed us to do that. W report everything we do in the
0-2 Program up through our current reporting for enhanced

hone visiting. So that's been fortunate in that way.

DEPUTY COWM SSI ONER NI CHOLSON:  Just one other thing. | took

particul ar note of what you said about your Young Pregnant
and Parenting G oup, and the enphasis on engagi ng these
young muns in education and training. That doesn't always
happen and often it's hard to get practitioners to think
nore broadly about the well being and prospects of their
clients. D d you encounter any particular challenges in
getting that particular orientation to your young

parenting group?

M5 CARR: | think because across both the Enhanced Hone

Visiting and the Young Pregnant we have worked from a
prem se of really trying to work in partnership with the
clients. Really it's been about where is the client at,
what is the client seeing as their issues. So the nove to
a stronger focus on education and workforce participation
actually cane fromthe participants thenselves. It cane
fromour evaluations that we did that the young wonen were
saying that they had aspirations. Wen we talked to them
about where they saw thenselves in five years tinmes they

had aspirations of where they wanted to be that was, yes,
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being a really good parent but al so having other things in
their life,.

So because the focus has been very nuch client
centred it was therefore quite easy to get the
facilitators to then see that as a really inportant focus
for the program Because the facilitators aren't maternal
and child health nurses, so they don't do the maternal and
child health nursing, the maternal and child health
nursing, the ages and stages, that support is stil
provi ded through the Maternal and Child Health Nursing
Program that's allowed themto be nore flexible in what
t hey can support the young nmunms to do.

| have to say that program continues to be a
chall enge to keep running, mainly because we don't have
funding for it. It is a programthat we established with
a bit of pilot funding to begin with, and for the | ast
12 years we have cobbl ed noney together every year to keep
it going because we have seen it as really valuable. So
we have had subm ssions that have gone into the
Communities for Children. W have had funding from
Heal t hy Mot hers, Healthy Babes. So every year we go
t hrough this process or every couple of years of trying to
identify noney to keep that program goi ng because the
feedback fromthe participants and al so the outcones we
have seen for sone of the young wonen in achieving their
year 12 and in getting part-tinme work and in achieving

t heir goals has been so significant.

DEPUTY COWMM SSI ONER NI CHOLSON:  Thank you.
COW SSI ONER NEAVE: No further questions.

M5 DAVI DSON:  Thank you. May Ms Carr be excused?
COW SSI ONER NEAVE: Yes, thank you very nuch, Ms Carr.
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<(THE W TNESS W THDREW

MS DAVI DSON: The final witness this afternoon is Anita Mrris.

<ANI TA MORRI S, affirned and exam ned:

M5 DAVIDSON: Ms Morris, you have nade a statenent for the

Comm ssion. Have you had an opportunity to read that

again recently?

M5 MORRI S: Yes.

M5 DAVIDSON: Are you able to confirmthat that's true and

correct to the best of your know edge and belief?

M5 MORRI S: Yes, it is.

M5 DAVI DSON: | understand you have been able to be here for

nost of the day, and you have heard the evi dence of Robyn
M Il er and Professor Newran. | understand that you would
like to add sonmething to the issue of the inpact of famly

vi ol ence on children's devel opnent.

M5 MORRIS: | was interested, and thank you for the opportunity

to do that, in | suppose expandi ng the understandi ng of
long-termeffects on health outconmes, and that relates to
my work in health settings where there's been back in the
m d-90s a |l arge Anerican study that | ooked at adverse
chi | dhood experiences, sanpled over 17,000 adults and

| ooked at their long-termhealth outcones in relation to
t he nunber of adverse chil dhood experiences they had had.
So in fact they were able to look at if you had, for
exanpl e, four adverse chil dhood experiences that was

i ncreasing your risk of |onger term health outcones and
decreased nortality as a result of these experiences. So,
for exanple, a person with four adverse chil dhood

experi ences versus one would have 12 tinmes greater

i kelihood of suicide in their lifetinme. They would have

much nore risk of things |ike lung cancer and autoi mrune
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di seases, and chronic pul nonary airways di sease and a
range of health issues that | suppose previously we hadn't
been able to nake those links. So I guess | just wanted

to contribute to that health conversati on

M5 DAVI DSON: Thank you. Your statenment in particular deals

with a study that you have undertaken where you have
actually spoken with children to understand what their
experiences are. You have described that in your wtness
statenent. Can you perhaps just identify what you
consider to be the key finding or the general sort of key

finding fromthat study that you have undertaken?

M5 MORRIS: Just a little bit of background. | was | ooking at

children's safety and resilience in the context of famly
vi ol ence. The findings were that children end up having
to negotiate their safety in these relationships both in
the relationships with the violent parent but also in

ot her relationships that they have as children and as
young adults. To do that they actually require a voice
and they require that their needs be heard. So as adults
we need to give them opportunities to do that and to help
t hem negotiate their safety when they are not able to for

t hensel ves.

M5 DAVIDSON: In relation to the children that you spoke with

had they been given that voice?

M5 MORRI'S: Not necessarily. | interviewed their nothers as

wel |, and over half the nothers reported that there had
been sone invol venment with police along the way in
relation to violent incidents. So, as a result of that,
chil dren perhaps had invol venent with emergency services,
with the Fam |y Court processes, with Child Protection

services. But in those settings | would have to say that
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it wasn't necessarily the case that children's needs had
been understood and that their voices had been heard, even
t hough they may - they may not have had any invol venment in
t hose processes, but they nay have had sone. But | don't
believe at the tinme that they were given opportunities to

really have a say.

MS DAVI DSON: Your witness statenent deals with the

inmplications for practice that need to ensure that
children have a voice. Can | take you first to the
question of early identification and intervention. In
your research to what extent did children reveal their

know edge of what was happening in the relationship?

M5 MORRIS: O 23 children, nine spoke quite openly about the

famly violence. | have to say that | wasn't asking them
directly about famly violence; | was asking them about
safety in terns of interpersonal safety in both their
famly and other social circunstances. Sonme children
spoke of sonething being just not quite right within the
home, within the parental relationship. Some children
didn't talk about the violence at all, however their ol der
siblings did when they spoke with ne.

| also have to point out that nothers spoke of
very young children's awareness of the violence just in
relation to sonme of the things that nothers noticed in the
way their children were behaving; so either in regression
after violent incidents, so that m ght be bedwetting or
stuttering, or often needing to co-sleep with the nothers
for a period of tinme, and it may be just that they were
particularly unsettl ed babies or one nother described her
child, a very, very young child, under one year of age,

cowering in relation to the violent father.
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1 M5 DAVIDSON. You have identified in your w tness statenent

2 that the systemrelies primarily on disclosure of famly

3 vi ol ence by the nother. To what extent do you think there
4 are opportunities to listen nore to children and to

5 provi de opportunities for children to disclose that

6 vi ol ence rather than just relying upon the nother?

7 M5 MORRIS: | think it's about thinking where children are, and
8 children are found in many universal services. |[If | think
9 about health care, children and their nothers when they
10 are experiences famly violence have a nuch hi gher uptake
11 of health services. So we are seeing those children, say,
12 for exanple, in primary health care settings. W are
13 seeing themin schools. W are seeing themin child-care
14 centres. There's |lots of opportunity to be able to ask
15 children about their safety and to nonitor children as
16 well, just in terns of how they are doing in the world.
17 It may not be just famly violence. It mght be other
18 vul nerabilities that we becone aware of because we are
19 famliar with these children and seeing themon a regular
20 basi s.

21 MS DAVIDSON: You have al so tal ked about safety planning and

22 the opportunities to engage children in safety planning.

23 How young is too young to engage children in that process?

24 M5 MORRIS: | think it conmes back to understandi ng that

25 children are aware of danger and that they are reacting to

26 it in sonme way. So | think there is certainly an ability,

27 per haps, to use a phone. But if you think about how

28 little they are these days and being able to use a nobile

29 phone that their parent hands themto keep them

30 entertained, ook, it may be just children from say, as

31 young as four and five understanding that if they don't
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feel safe they can dial 000.

For ol der children, that devel opi ng awar eness not
just of their own safety but of siblings and of their
not her, then they can be engaged in a broader form of
safety planning. It was spoken about earlier just ol der
children, often the eldest child often having sone insight
into what to do when they are feeling unsafe or mum s
letting them know that things aren't safe. So then it can
broaden out to discussions within the famly, but | guess
the reality is that can be very difficult. So famlies do
need support to have those conversations. But certainly
children under the age of 10 can be engaged in safety
pl anni ng, rather than it just being reliant on the nother

to do all of the safety planning for her and the children.

M5 DAVI DSON:  You describe in your statenent the use of

therapeutic tools such as a safety hand or a safety
flower. Can you perhaps expand on that and describe that

in abit nore detail ?

M5 MORRIS: Sure. 1It's a very sinple system |magining, for

exanpl e, that each of your fingers give you an opportunity
to think about who the child - for the child to think
about who they trust, who they mght turnto if they are
feeling unsafe or unconfortable. Sonetinmes we m ght have
000 in the palm and then com ng out of that we m ght have
sone ot her energency or formal services that children may
be able to contact. But it's inportant to recognise the
informal supports as well. So it m ght be a grandparent,
a nei ghbour, a famly friend, sonmeone that that child
knows that they can go to. The hand and the flower are
exactly the same concept. So you have the m ddl e of the

flower and then you will have sone petals around the edge,
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and children can pick which one they feel nost confortable
to conpl ete.

| should add it can actually be unsafe to even
have a physical safety plan; so even just hel ping children
wor k through on their fingers and being able to bear that
in mnd without actually having to record it sonewhere.

DAVI DSON: So they can |l ook at their hand and it becones a
rem nder; is that how it works?

MORRI S Yes.

DAVI DSON:  And they woul d think about who was on that little
finger?

MORRIS: It's just another way of doing safety planning that
can make it safe for children to have an idea of what to
do in the monment if they are feeling unsafe.

DAVI DSON:  What are the inplications for the crisis
response?

MORRIS: | think the crisis responses have often been
centred around the nother and planning for her needs in a
crisis. It's not to say that children aren't considered,
but they are not considered as victins in their own right;
nor are they necessarily considered individually. So
children are often seen as this honogenous group, and it's
real ly about getting them | ooked after or distracted or
attended to whil st emergency services interact with the
not her.

But | think we have to bear in mnd that each of
those children is having their own trauma reaction at the
time. They may not actually even be present. So in terns
of thinking about a crisis response it's inportant to
t hi nk about how we m ght follow up those children who

weren't even there at the tinme of the violence, but they
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are aware that it's occurring. And they are living with
it daily. So children in ny study tal ked about bei ng away
at a friend' s house for the night. Part of that was

possi bly a safety plan that num had enacted by know ng
things were going to fire up and sending the children
away. Sonetines the children went away because they
didn't want to be around the violence. But they would be
returning home. |If they returned home, for exanple, on a
Sunday afternoon they nmay not actually want to go to
school on a Monday know ng that nmum had been injured or

that there had been a violent incident.

M5 DAVI DSON: So how do you see services as inproving in that

context in terms of the crisis response?

M5 MORRIS: Certainly a need to consider children as a victim

in the nonment and ensuring that there's sone continuity of
care for those children. So at the nmonent if | think
about the system where police go out to a violent episode
they make a referral through to the local famly violence
service and the wonan receives foll owup and an offer of
support.

The children are certainly asked about and the
wonen are able to give sone indication of how the children
are coping in that environment. But the service system
that sits behind it perhaps will then - if the child is
likely to be referred on for sonme support or sone
counsel ling, going to nean that the child will have to be
on a waiting list to access those services. So there's
not an i nmedi ate response to the child in the same way

that there is for wonen

M5 DAVI DSON:  You have al so tal ked in your statenent about

engagi ng children nore and hearing their voice in the
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post-separation period. Can you expand on that for the

Conmmi ssi on?

M5 MORRI'S: Just bearing in mnd that it was a primary care

sanpl e, thinking about the fact that the famlies were al
post - separation and yet the violence continued or its
effects continued post-separation. So responses need to
consider what life's like for children particularly where
there m ght be ongoi ng perpetrator intrusion into
children's lives. Can you just, sorry, repeat the

questi on?

M5 DAVIDSON: | just wanted you to tal k about the inplications

of this idea of listening to the children's voice nore in

t hat post-separation context.

MS MORRIS: So | think when we understand npore about the

long-termeffects of living in a violent hone - children
can't actually leave the violent relationship. So we
tal ked earlier about the conundrum of wonen | eaving or not
| eaving and whether they are safe to do so. A child is
likely, at least until they are into adol escence and start
to have nore i ndependence, they are probably going to
continue to have an ongoing relationship with the
perpetrator in sonme form which neans we have that
responsibility to think about whether it's safe for them
to do so and, if it is not safe, to put some things in
pl ace to ensure that the child isn't continually being
exposed to the violence.

So the inplications really are that if we have
systens that don't understand the conplexities of famly
vi ol ence and the conplexities of post-separation dangers,

then we may continue to put children at risk.

M5 DAVI DSON: Do the Comm ssioners have any questions for
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Ms Morris?

COWM SSI ONER NEAVE: | had one question. | don't know whet her

any of the children in your study had been involved in
Fam |y Court proceedings. |If they had, | wondered whet her
they had any comments to nmake about how they felt about

t he process.

M5 MORRIS: | didn't specifically ask them about the process.

| certainly was aware of the way they spoke about
parenting arrangenents that were in place post-separation.
For young people it was interesting that often in their
younger years they had quite regular court ordered
contact. Now those court orders were still in place as
the children got older. But, interestingly, the contact
seened to wane, and it seened to be fairly nutual or even
in that fathers would begin to have | ess contact. So even
t hough they wanted very regular contact initially they
woul d start to not nmke regul ar phone contact, start to
not be as available to have the children.

Children | suppose started to appraise the
relationship that they had with their father or how they
understood that person in their lives and started to
perhaps visit less often; so limting it to school
hol i days and then perhaps dropping off to only every
second school holi days.

For the children who were having regul ar contact,
sonme of themwere struggling with it and their nothers
were reporting sone of those synptonms, | suppose, that
| tal ked about earlier in terns of when they would return

home that they would be quite clingy or co-sleep or

regress in sone way. It was interesting the types of

danger, | suppose, that children reported in the
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post - separation context where it wasn't even necessarily a
sense that their father was unsafe but perhaps the
environnment that he was living in felt unsafe. That may
have been that they were fearful of their father's
partner. They may have even been fearful of other
children living in the house with their father.

One exanple which | spoke about in ny statenent
was children going to a honme where the father's partner's
children woul d enact violence towards the children, and it
had parallels wth what the nother had told ne had
happened to her. So | certainly got the inpression that
t hese young children were nodelling violent behaviour that

t hey had seen perpetrated by the father.

COWM SSI ONER NEAVE: Thank you.

M5 DAVIDSON: | just wanted to pick up on that. You talk about

i n paragraph 29 of your statement the idea of the quality
of the child' s relationship potentially being nore
important than the tinme spent. Can you expand on that

poi nt ?

M5 MORRIS: It's about soneone who perpetrates viol ence being

able to understand the inpact of feeling unsafe and
feeling Ilike you don't have an easy relationship with that
person, you can't necessarily trust that person, or you

| ove them but you don't necessarily want to be around
them or other adults being aware that at this point in
time it's not a safe situation to have that contact.

If we think about inpacts of violence on very
young children and sone of the research evidence around
where the young children have overnight contact with
parents after separation and divorce and just thinking

about that primary attachnment relationship that children
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need, so | guess it's about a parent being able to
understand that the timng nmay not be right to have that
regul ar contact with their child and understandi ng that
there are other ways of having a relationship with a child
that don't necessarily nake the child feel unconfortable
or unsafe.

So | guess thinking about soneone who keeps that
child in mnd on a daily basis, perhaps thinks that
witing a letter to that child just explaining every day
or once a week the type of person that they have hopes for
their child, what they would |like themto be and do, what
sort of father they want to be to that child if they could
be, and you can do all of those things and express your
| ove and express your desire to be a part of that child's
life without necessarily needing to take themto
McDonal d' s every second weekend. | think that we put a
| ot of enphasis on this face-to-face contact but for sone
children we are actually putting themin the face of
danger and not appreciating that - we can have di stant
relatives that we | ove dearly, but it doesn't nean that we
actually see themregularly.

M5 DAVI DSON: Any nore questions fromthe Comm ssioners?

COW SSI ONER NEAVE:  No.

M5 DAVI DSON: That conpl etes the evidence for today, including
that of Ms Morris. Can | just ask that Ms Morris be
excused.

COWM SSI ONER NEAVE: Thank you very much, Ms Morris.

<(THE W TNESS W THDREW

M5 DAVI DSON: | suggest that we adjourn until tonorrow norning.

COWMM SSI ONER NEAVE: 9. 30 tonorrow norning. Thank you.

ADJOURNED UNTI L WEDNESDAY, 15 JULY 2015 AT 9. 30 AM
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