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COWM SSI ONER NEAVE: As | have said on a nunber of previous

occasi ons, the functions of the Conm ssion can be
performed by one or nore Conm ssioners separately. Today
|"msitting with Deputy Conm ssioner Faul kner. Deputy
Comm ssi oner Nicholson will not be here today. | think
Deputy Comm ssi oner Faul kner has a statenent she wi shes to

make.

DEPUTY COWMM SSI ONER FAULKNER: | want to state that |'mthe

Deputy Chairman of St Vincent Health Care Australi a.
There is a witness today appearing to give evidence about
progranms of St Vincent Health Care Australia, and

| believe that that causes ne no conflict of interest.

M5 DAVI DSON: Thank you, Conmi ssioners. The theme for today is

the role of the health care system \What we know is that
famly violence services are able to provide a speciali st
response to famly violence but they are not usually
sought out or contacted by wonen until they are in crisis.
Wonen, children and other victins are nore likely to

di sclose and to disclose earlier to a person or a

prof essi onal with whom they al ready have a rel ati onshi p.

Medi cal professionals such as general
practitioners, antenatal services, and maternal and child
heal th care workers have been identified by many wonen and
victinmse with whomthe Conm ssion has consulted as having
had the opportunity to identify famly viol ence and
associ ated risk factors and to intervene early.

Hospital staff and other health professionals
have al so been identified as having opportunities to
identify and address fam |y violence. However, many of
t he subm ssions have identified a nunber of inpedinents to

heal th professionals taking a nore active role in
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addressing famly violence, including | ack of know edge
and training about famly violence, including howto ask
and what to do if famly violence is disclosed; challenges
interns of time and resources to be able to ask about
famly violence and | ack of capacity to address the

i ssues; adequacy of referral pathways and know edge of
appropriate services. Oher subm ssions have identified

i ssues about gaps in patient health informati on and record
keeping; and a | ack of recognition of famly viol ence as
the public health issue that it is.

We are going to hear froma nunber of w tnesses
today. Firstly we will be hearing from Professor Frank
oberklaid fromthe Royal Children's Hospital. W wll
t hen have a panel of a nunmber of experts from New Zeal and,
California and Victoria in relation to the way in which
heal th professionals are able to be resourced, trained and
assisted in addressing fam |y viol ence issues.

W will then hear from a panel of w tnesses who
can tal k about the role of health workers at the Royal
Wnen's Hospital and the sort of work that is being done
at the Royal Wonen's in order to address fam |y viol ence.

After lunch we will hear froma maternal and
child health nurse professional who can tal k about the
role that maternal and child health nurses play in this
area and opportunities for inprovenent in that area. W
will hear from Meghan OBrien fromthe St Vincent's
Hospi tal about sone of the work that is being done in
St Vincent's Hospital in relation to el der abuse.

We then have a witness from New South WAl es,

Lorna McNamara fromthe Education Centre Agai nst Viol ence,

who will be able to talk about the role of a governnent
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agency in providing training to health professionals and
to departnental staff, and the benefits of having a
governnent agency with a famly violence focus and
i nvol venent in policy devel opnent.
Then finally we will hear froma witness fromthe

Departnent of Health and Human Services, Frances Diver.
| should also note that the Conm ssion will have a w tness
statenment by Sue West fromthe Mirdoch Children's Research
Institute, but we will not be calling evidence fromthem
t oday.

COWM SSI ONER NEAVE: Thank you, Ms Davi dson.

MR MOSHI NSKY:  Conmi ssioners, the first witness is Professor
oberklaid. |If he could please cone forward.

<FRANK OBERKLAI D, affirmed and exam ned:

MR MOSHI NSKY:  Professor Oberklaid, could you please tell the
Commi ssi on what your current position is and give an
overvi ew of your professional background?

PROFESSOR OBERKLAID: |I'ma paediatrician. [I'mtrained in
what's cal |l ed devel opnental and behavi oural paediatrics,
child devel opnent and behaviour. | amthe Director of an
academ c centre at the Children's Hospital, the Mirdoch
Children's Research Institute, called the Centre for
Community Child Health. W have about 130 full-tine
equi val ent professionals, and our formal m ssion statenent
IS supporting communities to inprove children's health.

So we have mmjor research streans, we see
patients with probl ens of devel opnent and behavi our, and
we have a large role in what we call research translation
that is, we have a nmgjor interest in translating the
research that we do and our coll eagues around the world do

so that it inforns public policy, service delivery,
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clinical practice and parenting.

MR MOSHI NSKY: In ternms of your main areas of acadenic research
and expertise, could you just outline briefly what those
areas are?

PROFESSOR OBERKLAID: W are particularly interested in the
pat hways to children's problenms. The sort of clinical
i ssues we see affect nost famlies in Australia. So we
are particularly interested in the pathways, why do
children have these problens in the first place, and
especially interested in what we do about them

We are cognisant of the fact that there's a limt
to resources, and so we are very interested in doing
research using the present service system- how can we
work with our current service systemto prevent these
problens in the first place or, when they occur, to nmanage
themin a way that's appropriate to the evidence.

MR MOSHI NSKY: Have you prepared a witness statement for the
Royal Comm ssion?

PROFESSOR OBERKLAID: | have.

MR MOSHI NSKY: Are the contents of your statenent true and
correct?

PROFESSOR OBERKLAI D:  They are.

MR MOSHI NSKY: Can | first take up an issue that we heard
evi dence about on Days 2 and 3 of this public hearing
relating to the inpact of famly violence on children.
| was just wondering whether you m ght be able to comment
on that topic. Wat do we know about the inpact,
particularly of stress |levels on the devel opnent of
chil dren?

PROFESSOR OBERKLAID: Sure. | think the last 20 years we have

a much nore detailed and finely tuned appreciation of the
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way that the brain develops in those early years. So this
starts at conception and continues right through life, of
course, but we know that the brain in those early years of
life is exquisitely sensitive to environnmental effects.

So the way we devel op, the way children devel op
is the result of a transaction between the genes that we
are born with and our life experiences and |life events.

So the genes provide the nmanual, but the way devel opnent
unfolds is alnost entirely dependent on the environnent.
So that's why we i nmuni se children, to nmake sure they
don't get acute infections that can conprom se their

devel opnent. W nmake sure we pay a lot of attention to
nutrition. But the nost inportant thing is the quality of
the relationship that a baby, then a young child has with
care givers, with parents, with extended famly, wth

pr of essi onal s and out-of -honme care.

So where that relationship is positive - that is,
it's consistent, it's warm it's predictable, there are
routines - then devel opnment unfolds as it should and the
child has every chance of fulfilling his or her potential.
When that is conpromised in sonme way - poor nutrition
infection, trauma and stress, and I'll come back and talk
about that in a nonent - then that significantly
interferes with brain devel opnent.

So what is happening in the early years is the
brain is busy developing circuits, connections between
different parts of the brain. The way those circuits
develop is alnpbst entirely dependent on getting necessary
inputs fromthe environnent at particular tinmes - for
exanpl e, vision, hearing, et cetera, et cetera. That

depends on a relatively stress-free environnent. So, when
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stress is experienced by the child, stress hornones go up
in that child s body, cortisol, and persistently high
| evel s of stress interfere with brain devel opnent.

You can't get rid of stress conpletely. So young
children feel stress all of the tinme - when they fall over
and hurt thensel ves, when they feel the pain of
i mmuni sation - but it's transient and it is short |ived
and, very inportantly, it's nediated by an adult who makes
it okay. So when a child falls over and starts to cry an
adult picks themup and cuddles them et cetera. So there
is no evidence that causes any |long-term del eterious
ef f ects.

But we have this notion of toxic stress, where
there is persistently high levels of stress in a child's
famly. W see that in child abuse, sexual abuse, extrene
poverty, where there is substance abuse, where parenting
is interfered with, where there is dysfunctional
parenting, and particularly there is no parent who nekes
it okay. Sonetinmes the parent is the cause of that stress
inthe first place.

So where that happens there is abundant evi dence
now that that interferes with optimal brain devel opnent
and has | ong-term consequences. So what's energed in the
last 10 years is what we call the life course literature.
So if we project for a nonent issues and problens we see
inadult life - nental health problens, crimnality,
illiteracy, welfare dependency, famly viol ence, cardiac
di sease, diabetes - there's increasingly robust evidence
that they begin in pathways in those very early years, and
that is nmediated by this stress response.

Where there is persistent stress, it affects the
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body' s physiol ogical systens and resets them at a higher

| evel, at a different level. So that child, who becones a
young person, becomes an adult, then becones nore

vul nerable to getting all those illnesses and probl ens
that we saw.

MR MOSHI NSKY: I n your statenent at paragraph 11 you refer to
an elephant in the room What's the el ephant in the room
from your perspective?

PROFESSOR OBERKLAID: | think there is still a failure to
appreciate just how inportant the research evidence is
about these three years.

MR MOSHI NSKY:  Sorry, these three years?

PROFESSOR OBERKLAID: Sorry, in the first three years.

MR MOSHI NSKY: The first three years of a child s devel opnment.

PROFESSOR OBERKLAID: Correct, just what | nentioned. So we
are still having debates, for exanple, about can we afford
quality child care, we are still ordering nore anbul ances
to try and treat problens that we know we can prevent
early on. | think froma public policy view we really
haven't enbraced the fact that if we fix up those first
three years, if we can provide the sort of support that
famlies need, parents need, if we can have high-quality
early learning environnments, that's the best econom c
i nvest ment that any country can nake. There are |ong-term
gains in productivity. So the real productivity issue is
in building social infrastructure. It's not only on
getting wonmen back into the workforce, for exanple.

So that's the elephant in the room The
academi cs appreciate that, the nedia are starting to
understand that. W haven't seen a consistent, sustained

public policy response to that research evidence yet.
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MR MOSHI NSKY: Can | take you to sone slides which relate to

the thenmes you have been tal king about. The first one is
a bell curve. Could you use this slide to explain what is
our traditional approach in ternms of public health and

what you think should happen?

PROFESSOR OBERKLAID: Sure. Traditionally not only in this

country but in every other country we are focused on the
hard end where those arrows are. The netaphor for that is
we keep on ordering nore and nore anbul ances. People get
into trouble, children get into trouble, whether it's
famly violence, whether it's nental health, whether it's
child abuse, whether it's a whole range of problenms. W
wait until problens becone entrenched and then we focus on
that hard end, relatively small nunbers of people, when
many of these conditions, many of these problens exist on
a continuum- whether it is stress, whether it is nental
heal th, whether it's wellness, whether it is obesity,
whether it is hypertension.

The research suggests and we think very strongly
that there will never be enough resources to pay for
enough anbul ances at the bottomof the cliff. The rea
question to ask is: what went wong in our service system
that these children, famlies, young people got to that
tertiary end? It really is a failure of the service
system It's not as if we don't have services out there.
Sonet hi ng goes wong if that child or that parent or that
person gets to that hard end where they need an anbul ance.
That's the first thing.

The second thing is that the evidence at a
popul ati on |level that you can fix entrenched problens is

very slim That's not to say we shouldn't try to help
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peopl e and treat people et cetera. But at a popul ation
| evel there's not nmuch evidence. They tend to be
political solutions, not scientific solutions.

So all the research is telling us very, very
strongly we need to start nuch earlier in the life course,
much earlier in the cycle. W need to understand that al
t hese conditions exist on a continuum and we need to nake
sure that all famlies and all children have the support
that they need. |[|f they do and if the service systemis
responsive so they do get the support they need at
critical junctures that whole distribution curve will nove
over to the left and therefore reduce the nunber of
chil dren who need ambul ances.

MR MOSHI NSKY: |s what you are saying if we apply nmeasures on a
uni versal basis to the whole of the popul ation the aim
woul d be to nove that bell curve to the left?

PROFESSOR OBERKLAI D:  Correct.

MR MOSHI NSKY: Can | then show the next slide. It is headed
"Rates of return to human devel opnent investnent across
all ages". Picking up sone of the points you were nmaking
before, can you explain what this slide denonstrates?

PROFESSOR OBERKLAID: This is a slide that all of us use all of
the time from Janmes Heckman. Janes Hecknman is an
econom st. \Wien we tal k about Janes Heckman we al ways
preface it by "that Nobel Prize-w nning economst". He
won a Nobel Prize many, many years ago for sonething that
| can't recall, very obscure. But he has | ooked at the
data about children and problens and early intervention,
et cetera. Sinply on the basis of |ooking at data he now
goes around the world - and he has a web site, and he's

publ i shed books and articles - arguing that the best
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econom ¢ investnment that any country can nmake is in early
chil d devel opnent.

So you woul dn't expect himnecessarily to take a
position on that, whereas | have a conflict of interest
because | | ook after kids, you would expect ne to. So
this is sinply on the basis of economc data. W have to
be alittle cautious interpreting Anerican data to an
Australian context, but |I think it's a theme in every
country in the world now that, even if you don't want to
invest in children, the future prosperity of a country
depends on increased investnent in children, not just to
prevent those problens that | nentioned earlier on but in
terms of nmaking sure that children grow up and becone
productive citizens and contribute taxes. It really
speaks to the future prosperity and denocratic

institutions of any country.

MR MOSHI NSKY: [|If we go to the next slide, then, could you

explain what this slide depicts?

PROFESSOR OBERKLAID: This is a slide using English figures.

Agai n, we have to be very careful transposing those to an
Australian context. But if you |ook at the right-hand
si de of that graph, and you can do one bar even further,
to keep one person in prisonis - | don't know what it is
in Australian ternms, quarter of a mllion dollars a year;
to keep a young person in trouble in secure acconmodati on;
and as we go back in time the cost of intervention becones
so nuch | ess.

So providing intensive - we call it intensive
care support to a famly in crisis mght be $10, 000 or

$20, 000 or $30, 000 or $50, 000, and we have these

argunents, "Well, we can't afford that. W don't have
.DTI: MB/ TB 12/08/ 15 2697 F. OBERKLAI D XN
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enough services,” and we wll talk about services in a
few mnutes, but it is still infinitely cheaper than not
doi ng anything and then trying to pay for the
consequences.

The consequences for many of these children for
many of these famlies are unenploynent, welfare
dependency, and many unfortunately do end up in prison.
This starts early on. So we have Australian data. Across
Australia, one in four children arrives at school
vul nerable in one or nore areas of developnent. |[In sone
communities it is every second child arrives at schoo
devel opnental |y del ayed or vul nerable in one aspect of
devel opnent. So these are children who are at significant
risk of not fulfilling their potential.

What we are expecting schools to do is to
conpensate for what's happened in those first five years,
and it is an extrenely challenging task to do that, no
matt er how good the school systemis. So when we talk
about education and trying to inprove educati onal
outcones, we are pretty silent about those first five
years. W are still having debates about can we afford
accessi bl e high-quality child care, and that's what
| neant by the elephant in the room It really starts in

those first five years of life.

MR MOSHI NSKY: W can take down that slide, and can | now ask

you about a topic of the role of universal services.
Coul d you just give us an overvi ew of what do we nean when

we refer to universal platfornms?

PROFESSOR OBERKLAI D: Universal platforns are the sort of

services that every child and every fam |y has access to.

Australia and Victoria are lucky that we have an
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accessi ble high-quality system So we are tal ki ng about
mat ernal and child health nurses, child care, preschools,
schools, GPs. These are non-stignmatising universal

pl atfornms that everybody has access to. Nobody,
theoretically, is barred fromaccess to any of these
services by virtue of noney or any other reason. That's

what | nean by universal services.

MR MOSHI NSKY: In ternms of what the challenges are in ternms of

big public health issues, and | include here the issue of
famly violence, what observations do you have about how
those types of issues ought to be approached given that we

have a universal system but al so sone particul ar issues?

PROFESSOR OBERKLAID: | think it's the question that | posed

before that by the tinme sonebody ends up in needing famly
vi ol ence counselling, and | should declare I'mnot a
famly violence expert, we could ask the question, "Wat
happened?” |It's not as if these children and famlies
don't nake contact with the service system So young
children, particularly in Victoria, where we have nmaternal
and child health nurses, they nake contact on nunerous
occasions with sonme of those universal services. Sonebody
sees these kids and famlies, and children don't go by

t hensel ves. A parent goes with them usually.

So | think we are missing opportunities early on
in that sequence to notice that things aren't going right
and to intervene then, and instead we are waiting until
probl enms becone so acute that they need these speciali st
services. The point that | nade before is there wll
never be enough resources for anbul ances at the bottom of
the cliff. W could double or treble or quadruple the

nunmber of specialists, whether it's child protection,
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whether it is nmental health, whether it is famly
vi ol ence, and there still probably won't be enough.

So we really have to nove that whole curve. W
call it population - shifting the curve. At a population
| evel we need to find out what happened to these kids and
these famlies early on when probl ens perhaps weren't so
intractable, weren't so entrenched, where intervention
woul d have been sinpler - not in all cases - and cheaper

and nore effective.

MR MOSHI NSKY: I n paragraphs 17 and 18 you indicate that the

big challenge then is how to reconfigure the universa
platfornms to be able to identify risk factors and energing
probl ems and intervene early. You refer to extensive
retraining and professional devel opnent so that every
nurse and doctor is sensitive to signs, and you refer to
servi ce mappi ng. Could you indicate how do you think one
shoul d approach solutions to this problen? Wat do

solutions | ook |ike?

PROFESSOR OBERKLAID: It's challenging. | guess we have cone

to the conclusion we have been working on these sorts of
things for about 15 years in the centre, trying to | ook at
ways of preventing and early intervention. Prevention is
a very hard sell because it is invisible. You are really
trying to glue up existing services.

But let ne try to summarise that. Yes, there is
a training and retraining agenda. | think that al
uni versal providers - nurses, GPs, child-care workers,
teachers - need to have sone training in recognising
famly stress and the signs of stress and viol ence as
well. But we can't expect everybody to becone an expert.

What we can expect, what we shoul d expect, is each of
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t hese providers to recognise that things aren't going
particularly well and to refer early and know who to refer
to.

So in every community there are |ots of services.
Victoria is really bl essed conpared to sone of the other
jurisdictions both in Australia and overseas. W have an
existing service system |It's not as if we need nore
services. There's lots and |lots of services. The problem
is that support tends to be delivered in small silos.
These services have grown up over a |long period of tine
with very good intentions to address issues of the day,
whether it is famly violence, whether it is child
protection, whether it is alcohol, whether it is drug
dependence, nental health, et cetera, et cetera. That's
good, and these are good people working in usually good
prograns.

The issue is that risk factors cluster together.
| f you have al cohol problens you nmay well have child abuse
probl ems, you may wel | have other issues. So for many of
the issues that famlies present to these professionals
for they are outside the expertise of any one single
prof essional. But, secondly, they are - we call them
wi cked probl ens because they are very, very conplex. |If a
service has been devel oped to deal only with al cohol abuse
or only with substance abuse or only with famly viol ence,
there's I ots of anecdotal evidence of famlies being
turned away because they have these additional problens.
So that's the first thing.

The second thing is that we know t hat nany
prof essionals in the community aren't aware of the range

of services that exist around them and that's why mapping
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is so inmportant. Schools tend to still operate generally
in isolation, and nost services do. So the work we have
done with comunities is around hel ping them nap the
services around so that every professional knows where
they can refer to.

The exanple | used in ny subm ssion, and | told
you that ny staff get sick of ne giving this exanple, is
you woul dn't expect a child-care worker or a preschool
teacher to know what to do about persistent toddler sleep
probl ems. But we know from our clinical experience that a
child who keeps on waking up night after night, week after
week, nonth after nonth causes a lot of stress in a famly
and can really tip a vulnerable famly over the top

So you woul dn't expect a preschool teacher to
know what to do. They are not trained clinically. But
you m ght expect himor her to notice that this nother or
father, but particularly nother, is |ooking very tired
t hese days and to raise the question, "Are you okay,

Ms Smth? You are looking really tired and stressed.”
"Oh, no. M toddler is up all night, and ny husband is
really angry and he's frustrated and he m ght | ose his
job," et cetera, et cetera. "Do you know that there is a
psychol ogi st™ - or paediatrician or maternal - "just up
the road. They can help you with your sleep problens.
Wul d you like nme to nake an appoi ntnent for you? Wat
about Thursday at 10 o' clock, does that suit you? Here is
how you get there. The person is expecting you."

When the parent conmes to pick up their child at

the end of the day, "Did you keep that appointnment? Oh,

you couldn't keep it. No problem W wll make anot her

one." So that's nme as a universal provider. |'mnot
.DTI: MB/ TB 12/08/ 15 2702 F. OBERKLAI D XN
Royal Comm ssion 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

trained to know what to do but there is an expectation
that | identify that things aren't quite right and I know
where to refer to because the community is nmapped and
| take responsibility for nmaking sure that referral is
kept. That's an organi sed conmmunity, and that's what we
shoul d be noving to.

We sonetines say advocacy with governnent. The
challenge isn't nore; the challenge is about different.
We don't need a new service, or a yellow one instead of a
green one. W need the glue to glue together the existing
service systens so there are no wong doors. So
everywhere a child and fam |y nake contact anywhere with a
service system whether it is MCH nurses or child care or
school or a paediatrician, "You have conme to the right
place. | can't help you, but | recognise you have an
issue and I will take responsibility for referring you to

sonebody who can help you.”" That's an organi sed system

MR MOSHI NSKY: Can | perhaps then, just picking up that thene,

show you sone slides that you have provided and ask you to
speak to these slides to draw out sone of the points that

you have nmade.

PROFESSOR OBERKLAID: This is a fragnented service system

nmet aphorically or synbolically. W say it's different
colours, different shapes, different sizes. Navigating
your way around that systemis a challenge. A colleague
of m ne says you need a university degree to find your way
around. We are dealing with vulnerable famlies here. So

there are wong doors everywhere there.

MR MOSHI NSKY: So then if we go to the next slide.
PROFESSOR OBERKLAID: This is the nmapping we did in Doveton.

The background is just a graph or just a diagram of al
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the services there. This is a close-up, the one that
cones out at you. The crosses are where one service |inks
to another service. So it's a very good exanpl e of
services delivered in isolation with very little

col | aborati on, and our experience is that many of these
services aren't even aware of the existence of other

services, let alone use themin a collaborative way.

MR MOSHI NSKY: Then if we go to the next slide, it is headed

"Blue Sky Project". What was this project about?

PROFESSOR OBERKLAID: This is a project we did in Melton in

conjunction wth the governnment, with the departnent,
where we actually mapped existing services. This is a
conplex slide. W actually mapped a child's journey
negoti ati ng between health, education and welfare. You
can't see the detail there, but there's barriers all over
the place. There is duplication, you need new referrals,
there's waiting lists, on the other side of town, parents
don't keep appoi ntnents.

So it's not as if we need new services. The
services are there. In all but the nost isolated towns
there are lots of services. W need to reconfigure them

in a different way so there is no wong doors.

MR MOSHI NSKY: [|If we go then to the last slide, what does it

depict?

PROFESSOR OBERKLAID: Again, this is a diagranmatic

representation. So we have tried to group the services
with one entry point, and this is a no wong door.
Everywhere you nake contact with the service system

"I don't know what's going on with you, but I will help
sort things out. Then | will know where to refer to."

It's very easy to put in a diagramlike that, but
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it is very, very challenging work because these are
services that are funded by Federal Governnment, State
Governnent, |ocal government, philanthropic, for profit,
not-for-profit, and each of these providers individually
does a very good job but they are not part of a system and
t hey have different awards and different training and
different | anguage, et cetera. So pulling those together
is a very challenging task. | don't for one nonent want

to think it's sinple.

MR MOSHI NSKY:  Anot her point you nmake in your statenent is that

part of the solution, | think as you see it, is the notion
of tight |loose controls. Wuld you be able to speak to

t hat concept ?

PROFESSOR OBERKLAID: Traditionally policy and prograns, not

only in this jurisdiction but everywhere in the world,
it's usually top down, that the governnent deci des we need
to address famly violence or child abuse or |anguage

di sorders or nental health; they nake an announcenent,

which is usually noney terns, $10 million, $20 mllion,
$50 million; we will have this programthat everybody wl|
use or we'll enploy sone nore social workers, et cetera,;

and that doesn't work or it rarely works because every
community is different in ternms of its denographics, its
service mx, its aspirations, its resources.

So the cutting edge of service reformis very
much having communities partici pate and co-design the
services they need. So tight |oose controls neans that
t he governnent negotiates with a community to inprove that
and reduce that and change that, are very tight on the

expectations they have to the community but are | oose on

inputs. In other words, they allow the community to
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deci de how best to spend that noney to achi eve the
out conmes they want.

So even in a disadvantaged community - quote,
unguote - there are nei ghbourhoods where kids are doing
better than expected and there are ot her areas where kids
are doi ng worse than expected. So what is it about the
characteristics of that particular community where
children are better or worse than you woul d ot herw se
expect? The community probably knows why, and if you give
themthe resources to fix up or reduce the chances are
they will deliver a nuch better product than centra
governnent. In other words, the closer you get to where
the problens are, the nore likely it is that you will know

exactly how to fix them

MR MOSHI NSKY: There is just one other point | was going to ask

you about, a particular matter, which is the nmaternal and
child health program We will be hearing nore about it
later in the day, but could you just give us an overvi ew

of how that program works?

PROFESSOR OBERKLAID: | think in nmy subm ssion | said that was

the jewel in the crowm of Victoria's system and it is.
When | go overseas and tal k about our service system here
and say we have a statew de system of maternal and child
heal th nurses, located in the conmunity, co-funded by
central governnent and |ocal governnent, free, highly
trai ned nurses, they don't believe that |I'm saying that.
So it's a fabulous system |It's evolving with
the tinmes, perhaps not as fast as many of us would liKke,
but they make contact with about 98, 99 per cent of al
famlies, all children after birth. There's a |egal

requi renent that the maternal and child health nurse gets
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notified after the birth of a child. They do a hone visit
within two or three weeks. Then the parents can take that
child on a regular basis to the nurse to wei gh, neasure,
get advi ce about various health issues.

There's al so what's called an enhanced visiting
programin Victoria. So famlies deened at risk have nore
t han one hone visit. | can't renenber the exact nunber,
but they can be visited by that nurse on numerous
occasions. That's really in order to build a
relationship, and that's again a very strong part of the
uni versal system So the nurses are well trained in child
devel opnent. They devel op good rel ationships nostly with
the parents. They are in an ideal position then to refer
early once the risk factors becone apparent or once signs
that things aren't going really well becone evident to

her .

MR MOSHI NSKY: Thank you. Conm ssioners, those are ny

guestions. Do the Conm ssioners have any questions?

DEPUTY COMM SSI ONER FAULKNER:  Prof essor oerklaid, | will go

back to the graph with the bars that show the cost of
early intervention versus tertiary interventions. As

| understand the objection to that thinking, is that with
a universal intervention you are spending that on many,
many famlies and with the late intervention you are
spending it on fewer famlies and hence the overall cost
is less. Is that still an argunent that's nmade and do you
have a response to that? So that if the cost is 1/20th at
the early stage but you have to spend it on 200 famli es,
then the | oad on the budget is nuch higher; is that stil

the argunent that's made, and what is your response?

PROFESSOR OBERKLAID: Waiting until problens becone established
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and then trying to treat themisn't effective. W have
done that for the |ast 100 years. W have targeted
di sadvant aged communities, we have targeted famlies with
probl ems. There is no evidence to suggest that a new
program or doubling the anbunt of noney is going to work,
when all the research evidence is suggesting that
many - probably nost of these problens are anenable to
early intervention

We have pretty good research evidence now of how
to be building that fence, and stress exists on a
continuum So the famlies on the |eft-hand side
there - the majority of families do fine, they will use
the existing service system They just need reassurance.
They can find their own information. There's no
particular famly stresses. That's the cheap end of the
spectrum We call this universal plus or proportionate
uni versal i sm

Then you keep on adding to famlies all that they
need to support their children and create a nurturing
environnment. There are those famlies at the right-hand
side of that graph that we call the intensive care of
support. They cost a |l ot of noney, but it is stil
cheaper than waiting until sonebody is in prison or the
young people turn to drugs, et cetera, et cetera.

The evidence is so abundant now about these
pat hways to later problens it's not contestable. There's
not nuch evidence that at a population level trying to fix
up problens once they are entrenched is all that
effective. So if we follow the research evidence and try
to ignore ideology, try to ignore what we have done

previously, the research would suggest we have to start
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early in the pathway, because our intervention is cheaper,
the problens aren't entrenched so intervention is often
nore straightforward, and certainly nore straightforward

than waiting later in the |ife course.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

COWM SSI ONER NEAVE: | have a question. There has been

experimentation with a nunber of nethods for dealing with
the issue of the wong door in the area of famly
viol ence. There are a nunber of multi-disciplinary
centres, so a person can go to a centre and at that centre
there will be people wwth a range of expertise who could
hel p - drug and al cohol issues, specific famly viol ence
i ssues, |egal issues and so on.

The ot her nethod has been outplacing. The
Wnen's Hospital, for instance, they have a | awer who
goes in to help people with | egal problens a couple of
days a week; sonme of the police stations now have a soci al
wor ker there. Do you have any views about these two
approaches, which of the two m ght be better, or do you
need a mx of both if you are trying to address the wong
door issue? That's not quite what you are tal king about,
because you are tal ki ng about universal service providers
sending you off to the right person being able to
recogni se the problem But | wondered if you have any

t hought s about these particular strategies?

PROFESSOR OBERKLAID: | think they are both innovative. It is

not ny area of expertise, so | can't give you an inforned
answer. The problemis we call this - just because

services are there doesn't nmean that people use them and
we call this the inverse care |aw acadenmically. There is

lots and |l ots of evidence that those who would benefit the
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nost are the least likely to use those services. So just
because you have a multi-disciplinary centre there doesn't
nmean you capture 100 per cent of people who are there.

Anot her term we sonetines use is these are
children and famlies that live in double jeopardy. They
are at risk because of various biological, environnental
factors, but these are children that woul d benefit the
nmost from high-quality child care, are the least likely to
go. These are famlies that would benefit the nost from
support, the least likely to get them Just because you
have those sort of prograns doesn't nmean that people use
t hem

Having nul ti-disciplinary, nulti-professional
centres like that is certainly better than our traditional
approach of having silos. But the question is: how do
peopl e get there? That's what | was sayi ng about
uni versal services, that everybody in a conmunity at sone
stage will nake contact with sonebody - GP, nurse, child
care, preschool. Al kids go to school, and |I haven't
spoken nmuch about school .

School is the ultimte universal hub. The schoo
as a core community centre, it has just huge, huge
potential. |Imagine if there was a person in every single
school whose sole responsibility it was to be a support or
identify kids and famlies that were vul nerable or not
quite making it and whose job also it was to have mapped
and know all the existing resources in that child's
comunity, and whose job it was to be linking up children
and famlies not just with education departnent services
but also with services in the conmunity. | think you

woul d see vastly inproved educational outcones in that
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context for these kids rather than focusing only on
teacher quality or only on the curricul um

COWM SSI ONER NEAVE: It has been said on numerous occasions
t hat even when you have referrals there is often nowhere
to send a person because sone services, particularly
services in the area of famly violence, are very heavily
overl oaded. | wondered if you wanted to comment on - - -

PROFESSOR OBERKLAID: |I'msure that's right. Mental health
services are simlar. Many of these tertiary services
have long waiting |lists and unarguably need nore resources
there. But just nore tertiary services alone isn't going
to solve problens Iong term because there will never be
enough resources.

So again there's this question we keep on asking
oursel ves as paedi atricians: what went wong in the
community that this child needed tertiary care? Wat went
wong with this famly that they needed to end up with
mental health or drug and al cohol services or famly
vi ol ence services? What points of intervention did we
m ss sonewhere along the |ine where we could have
intervened at an earlier stage? There's no sinple
solutions to that. They are very chall engi ng questi ons.

COWM SSI ONER NEAVE: Thank you very nuch.

MR MOSHI NSKY: |If there are no further questions, | ask that
Prof essor Oberkl ai d be excused.

COWMM SSI ONER NEAVE: Thank you, Professor Oberkl aid.

<(THE W TNESS W THDREW

MR MOSHI NSKY: | appreciate it is early in the norning, but
because the next witness has to be |lined up by
vi deoconference we m ght take the adjournnent now, if

that's okay, for 15 m nutes.
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(Short adjournnent.)

M5 DAVI DSON: Commi ssi oners, we have a panel of four experts
next. We have Professor Kelsey Hegarty from Victori a,
Dr Brigid McCaw, who is joining us fromCalifornia via
videolink - can you hear us, Dr MCaw?

DR McCAW  Yes, | can.

M5 DAVI DSON: W al so have two experts from New Zeal and, Hel en
Fraser and Mranda Ritchie. | wll ask that each of the
W t nesses be sworn, perhaps commencing with Dr McCaw.

<BRI G D REA NA McCAW affirnmed and exam ned:

<M RANDA SALLY RI TCH E, sworn and exam ned:

<HELEN JANE FRASER, sworn and exam ned:

<KELSEY HEGARTY, recall ed:

M5 DAVI DSON: Thank you. Perhaps if | start with you,

Prof essor Hegarty. You are a Professor of General
Practice at the University of Mel bourne and a practi sing
general practitioner in Cifton HII?

PROFESSOR HEGARTY:  Yes.

M5 DAVI DSON:  You are also director of the postgraduate primary
care nursing course at the University of Ml bourne. You
| ead an abuse and violence and primary care research
program and your current research focus includes the
evi dence base for interventions to prevent and respond to
vi ol ence agai nst wonen, educational and conpl ex
interventions around identification of famly viol ence,

i ncl uding perpetrators and primary care settings, and
respondi ng to wonen and chil dren exposed to abuse through
primary care and the use of new technol ogies; is that
correct?

PROFESSOR HEGARTY:  Yes.

V5 DAVI DSON: You have made a w tness statenent for the
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Conmi ssi on?

PROFESSOR HEGARTY:  Yes.

M5 DAVI DSON:  You have previously had a wi tness statenent that
we have tendered, but you have nade a further wtness
statenment for the Comm ssion in relation to these areas;
is that correct?

PROFESSOR HEGARTY:  Yes.

M5 DAVI DSON: Are you able to confirmthat that w tness
statement is true and correct?

PROFESSOR HEGARTY: | am

M5 DAVIDSON: Can | turn then to you, Dr McCaw. Perhaps can
| ask that you just outline your role and where Kai ser
Permanente fits within the sort of nedical system or
health service systemin the United States?

DR McCAW Sure. |It's not entirely sinple. As you know, our
health care systemis quite conplicated. | ama
practising internal nedicine physician, and |I |ead our
famly violence prevention work for the northern
California region for Kaiser Permanente. Kaiser
Permanente is a not-for-profit health care organisation
that we' ve described as being fully integrated, neaning
that it includes inpatient/outpatient care, nental health
services, |aboratory, radiology, pharmacy and so forth.
We have about 18, 000 physicians who work for Kaiser
Permanente in total. [|'mone of those doctors in northern
California, where we have about 8,000 physicians. In
northern California we have about 46 clinics and a nunber
of hospitals. Kaiser Permanente is one of the health
i nsurance choices in the states in which we are | ocated.

M5 DAVI DSON:  You have made a witness statenment for the Roya
Conmmi ssi on?
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DR McCAW Yes, that's right.

M5 DAVIDSON: Are you able to confirmthat that's true and
correct?

DR McCAW  Yes.

M5 DAVI DSON:  Just in relation to the work that you have done
inrelation to the area of famly violence, can | just ask
you to briefly outline the programthat you are involved
ininrelation to addressing famly violence within the
Kai ser Permanente systenf

DR MCAW | would be happy to. The programthat we devel oped
is called the famly violence prevention program and it
started in the late 1990s, and initially the focus was on
intimate partner violence. W learned, as | nentioned in
my statenent, early on that just sinply training
clinicians boosted awareness but didn't necessarily |ead
to any | ong-term behavi our change on their part.

So using the research that's been done in the
public health arena about systens nodel we decided to
adopt that for the issue of famly violence. Wat | nean
about the systens nodel that we use is that there are four
key conponents that has to do with the physicians, the
training, the enquiry and referral. Another el ement has
to do with creating an environnment called the supportive
environment so that patients who cone into the health care
setting will feel confortable disclosing. Another elenent
is having on-site response, and then the fourth is
comuni ty partnerships.

So what we set about doi ng was nmaki ng use of the
entire health care environnment and inpl enenting that
approach in all of our facilities. So what | do is |ead

t he physician chanpion and nulti-disciplinary team at
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every facility, whose job is to put that systens nodel in
place in their particular clinic.

Then we have netrics that help us track how we
are doing inplenmenting that and then al so how we are doi ng
at increasing the identification of our patients - we cal
t hem "nmenbers" - who are experiencing intimate partner
vi ol ence. The systens nodel turns out to be a pretty
robust way of engaging the health care environnment. So we
have seen marked i nprovenent in identification and

fol | ow up.

M5 DAVI DSON: Thank you, Dr McCaw. Perhaps if | can now nove

to Ms Fraser and Ms Ritchie from New Zeal and. Perhaps if
| start with you, Ms Ritchie. Can you outline what your

role is and who you are enpl oyed by?

M5 RRTCHIE: | amthe National Violence Intervention Program

Manager For District Health Boards contracted by the
Mnistry of Health to support the inplenentation of child
and partner abuse intervention, and our district health
boards. Previously to that role | worked as a senior

energency nurse in both New Zeal and and in the UK

M5 DAVI DSON:  Perhaps, Ms Fraser, can | ask you to outline what

your role is?

M5 FRASER: |'mthe Portfolio Manager for the Mnistry of

Health in New Zealand. | |ook after the Viol ence

I ntervention Program- that is a national program- and
all of our DHBs. It concerns identification of famly

vi ol ence and child abuse and neglect. |[|'malso the issues
| ead for the Mnistry of Health on pretty nuch all the

famly violence natters across the mnistry.

M5 DAVIDSON: Ms Fraser and Ms Ritchie, you have nade a joint

W tness statenent for the Royal Conm ssion; is that
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correct?

FRASER: Correct.

DAVIDSON: | will ask you first, Ms Ritchie, can you confirm
that the witness statenent is true and correct?
RITCH E: Yes, it is true and accurate.

DAVI DSON: Ms Fraser, can you confirmthat it is true and
correct?

FRASER Yes, it is true and correct.

DAVI DSON:  That w tness statenent was al so made toget her
with Dr Toohey. |Is one of you able to outline what
Dr Toohey's role is?

FRASER: Dr Toohey is the Chief Adviser, Child, Youth Health
for the Mnistry of Health.

DAVI DSON:  Per haps before we go on to the sort of prograns
that you have all inplenented, there was an issue that
Prof essor Qoerklaid identified about using schools as hubs
and having a potential specialist in a school in order to
identify vulnerable famlies and to work with them
Ms Fraser, | understand that there may be a program
simlar to that operating in New Zeal and?

FRASER: This is not due to nmy current role. This is froma
previous life that | had when I was working at Child,
Youth and Fam |y, which is the statutory agency or
gover nnent agency that | ooks after children that need to
be taken into care. In nmy role when | was working with
them we had a program call ed Social Wrkers in School s,
and all low decile schools - I think it's fromone to four
decil e schools - and hi gh-deprivation areas had a soci al
wor ker in their school.

The role of the social worker was - they were

enpl oyed by an NGO, a non-governnent organi sation, but
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funded by the governnent. They were situated at the
schools. They had their own office at the school. Their
role was to engage with famlies or children that were
struggling at the school or they were having difficulties
at hone.

So there could be a referral froma teacher to
t he social worker in the school. |[If they had concerns
about a child maybe comng to school with no |unch or
brui sing, no shoes, never comng to school, falling asleep
at school, bad behaviour within the school, they could
make a referral to the social worker. The principal could
make a referral to the social worker or the social worker
m ght actually notice behaviour either fromthe parents or
fromthe children thensel ves.

They woul d then engage with the famly and work
with them They would be a key point for that famly. So
they would design - if the famly were willing to engage,
they would do a plan with them sit down and see what
their needs were, assess their needs. Fromthere they
woul d act - they would wal k al ongside of that famly to
access those needs. So they would advocate for themif
t hey needed health services. |[|f they needed extra
supports for their children in school, they woul d advocate
for themon that. They would get theminto other
supports - budgeting advice if they needed it, alcohol and
drug prograns - and the whole tine they woul d keep the
headmast er i nfornmed of what was happeni ng.

They al so worked very closely with Child, Youth
and Famly, so if they had concerns about a famly or a
child that needed to be elevated to Child, Youth and

Fam |y, have state intervention, there was a protocol that
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they could refer irrespective of whether the principal or
the teacher felt that it needed to be el evated. They
could actually refer straight through to Child, Youth and
Fam |y because the paramountcy of the child principle gave
themthat right to do that. But generally it was al ways
in conjunction with the principal of the school because at
the end of the day the teacher and the principal are the
ones still left facing that famly each day.

So they worked very closely with Child, Youth and
Fam |y and other agencies within the comunity and with
the school. It was having sone really great success and
fixed some very hard-to-reach areas. Sonme of the famlies
were finding thema central point, | guess, when they felt
t hey had sort of been pushed around frompillar to post,
where there was no one central place where they could get
t he supports that they needed.

So, rather than having to go to different NGOs
t he whol e way around to get the different supports, they
could go with the social worker and the social worker
woul d hel p them nmake their appointnents, try to see if
they could get all the support fromone place or mnimse
the amount of tinme they were going fromone place to
another to another to another to another. So it has been

real ly successful

When | |left there quite a few years ago they were
t hi nki ng about rolling it out to - | know they had sone
pilot in high schools - | think they were called "MASSI S".

But | think they were |ooking at rolling it out to al
hi gh schools. | don't know if that's actually happened.

| haven't kept up with that, sorry.

COW SSI ONER NEAVE: Can | just clarify one piece of
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term nol ogy you used. You referred to certain kinds of
schools, and | wasn't quite sure. You were talking about
primary schools, as | understand it.

M5 FRASER: Primary schools. Low decile, which neans that
they're - - -

COWM SSI ONER NEAVE: Low decile, I'"msorry.

M5 FRASER: It's the accent.

COW SSI ONER NEAVE: So | ow soci oeconom ¢ status decile.

M5 FRASER: Correct.

M5 DAVI DSON: Just to clarify, the New Zeal and education system
runs on a systemof a 1 to 10, is it?

M5 FRASER:  Yes.

M5 DAVI DSON: Decil e system

M5 FRASER. O rating for the school.

M5 DAVIDSON: That's a rating depending on the soci oeconom c
makeup of the school.

DEPUTY COWM SSI ONER FAULKNER:  You said the bottom four
deciles, didn't you?

M5 FRASER: Yes, one to four

M5 DAVIDSON: Now if we turn to the issue of the health system
Perhaps if | could start with you, Professor Hegarty. Wy
should we respond to famly violence in health care
settings?

PROFESSOR HEGARTY: We absolutely know that famly violence is
a common hi dden problem across a | ot of health settings.
We know there are barriers for doctors, nurses and other
heal t h professionals to be asking, and for wonmen and
children in the main to be disclosing. W also know that
it danages the health of the community as a whole. So
peopl e who are using violence, often in the nmain nen, are

al so having health issues that present to a variety of
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heal th settings.

But we know it has a broader inpact econom cally,
socially, across the whole comunity. VicHealth did a
| ovely study quite a while ago that said it was the
| eading contributor to death, disability and illness for
wonen of child-bearing age. | remenber being a
touchy-feely nmental health GP in Brisbane and heard the
figure was around one in four, and even when | cane here
and heard about the |eading contributor by then | had been
doi ng sone research, but it's still hard to confront as a
general practitioner or as a health practitioner that you
are mssing this whole area underlying many of the health
i ssues that present both enotionally in ternms of
depression or anxiety or not sleeping or suicide, or
physi cal issues such as chronic pain, chronic diarrhoea,
chroni ¢ headaches, all a spectrum of physical things that
are a consequence of famly violence in both children,
young peopl e, wonen and nen.

| think that it nmeans that we think of the black
eye or the injury, and that's probably presentation that
occurs in energency departnents. But in a |ot of other
areas it's nmuch nore hidden. So | think it's been
20 years of ny research and practitioner life to conme to

this year where we have got such a focus on it.

M5 DAVIDSON: Dr McCaw, what |led you to be involved with

the - why did Kaiser Permanente inplenent a progranf?
Particularly when you are in a private hospital or a
private health system what |led you to consider that it
was inportant to tackle famly violence in health care

settings?

DR McCAW One of the things that is unique about Kai ser
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Permanente is that there is a very strong conmtnment to
prevention. W have been able to achieve quite a bit in
certain areas - for instance, obesity, hypertension,
cardi ac di sease. But the research, and Professor Hegarty
has contributed a lot to this research base, becane
cl earer about the preval ence of donestic violence and the
associ ated health and psychol ogical issues. | think also
Prof essor Cberkl aid nmentioned that health care is one of
the key places that everyone intersects in their life, and
for wonen it occurs nmultiple tines, and for children al so.

So the commitnent was to a condition that was
becom ng clearer and clearer both preval ent, associ ated
with a lot of health care problens and also with health
care costs, both short termand long term | think those
are the primary reasons that as a health care plan there
was a commtment to it.

But | have to say that there was a | ong period of
ti me when many of the professional health care
organi sations - the Anerican association of obstetrics and
gynaecol ogy, of paediatrics, of energency nedicine - had
been calling for routine screening and enquiry and
intervention. So it went along with what was al so being
called out as an inportant area for professional health

care workers, nurses and physicians to pay attention to.

M5 DAVI DSON: Perhaps | can turn to Ms Fraser and Ms Ritchie,

and | will refer to both of you. You choose who answers

t he question, perhaps. New Zeal and began work on this and
ended up rolling out a program nati onw de, started working
in the early 2000s. But you identify in your w tness
statenment that there was a catal yst of a very tragic

event. Can you outline what the sort of catalyst was in
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New Zeal and that resulted in the work that has been done?

M5 FRASER: | will start and | mght let Mranda fill in the

bl anks. M randa actually worked down there in the
hospital where this significant event happened. It was
the death of a little boy who was four years of age, and a
review of the - a review was requested. Wat was found
was he had gone through a | ot of health and soci al
services. He had had contact with a | ot of agencies
during his tinme and nobody had picked up that this child
and famly were in trouble, basically. But I wll let

Mranda talk to that. She knows nore about it.

M5 RITCH E: The review identified that he had been through 40

heal th services. He had had 40 contacts with health
practitioners and four presentations to hospitals.

| started working in the hospital concerned after the
review had been released. The Children's Conm ssi oner
conducted | think it was - ny understanding is it was one
of the first independent investigations which identified
systens issues across a range of services, including

heal th and the social services, and basically fromthat
there was a multi-mnisterial inquiry and recomendati ons
for all services, and one of those was for health.

It was identified within the investigation that
clearly there had been extensive physical abuse of this
little boy, but also the nother had experienced
partner - extensive partner abuse as well. So fromthe
health service it was - guidelines were devel oped around
how t he health service response woul d be. Based on what
we know about the co-occurrence of child and partner
abuse, it was identified that our intervention wthin

heal th woul d have both an intimte partner violence or
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partner abuse response linked and integrated with a child
abuse and negl ect response. So that's where the famly
vi ol ence intervention project within the Mnistry of

Heal th was initiated in 2002.

It is recognised that both forns of abuse are
really common, have |ong-term negative health effects, as
al ready has been identified, but also that, as has al so
been identified, we have unique access to provi de support

to famlies that conme through our services.

M5 DAVIDSON: If | perhaps read from paragraph 12 of your

statenment, which has an extract of the recomendations.
It tal ks about Janes having been seen 40 tines by health
practitioners; four presentations at hospital energency
departnent; two adni ssions and one outpatient clinic;
three face-to-face Plunket, which is a child infant
support service, contacts; and 30 visits to general
practitioners at four practices. Collectively the health
sector had available a telling picture of James's
ci rcunstances. This picture was never put together
because of poor communi cation between practitioners,
i nformati on was not passed on or was inconplete, previous
records within the sanme hospital or practice were not
vi ewed and where Janes was not known, and records suggest
that social and nedical histories were not sought or
provided. Sone individual practitioners appeared to be
unawar e of signs of possible risk.

| understand that the health side of this was
part of a broader response by the New Zeal and gover nnent

to famly violence. Can | ask you to just speak to that?

M5 FRASER: The governnent at the nonment has recogni sed not

just the health inpacts but the social inpacts of famly
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vi ol ence upon society and the individuals within that.
They al so have a very targeted response to child abuse and
negl ect, and ensuring that children have the best start
possible to life.

So currently at the nmonent we have what we have
call ed better public services targets, where the
gover nnent has nmade every governnment depart nment
responsible for I think it's 10 targets, and one of those
is around vul nerable children and preventing or halting
the rise in child abuse. The other targets are reducing
crinme, reducing - what are the other ones? Sorry, |I'm
just trying to think off the top of ny head. But they are
all reducing the top factors, |ike getting back into
enpl oynent agai n, keepi ng peopl e enpl oyed.

So they have a real program of work happening,
and everybody has to buy into this. 1It's not acceptable,
for exanple, for Health to say, "Actually, that belongs to

Child, Youth and Famly,"™ or Justice to say, "Actually,

t hat shoul d belong to Education.” 1It's everybody has a
part to play in this. So it's very wide reaching. 1It's
still ongoi ng.

We are | ooking at what is famly
violence - actually defining famly viol ence, |ooking at
its reach, |ooking at how do we all work together and
prevent the siloing that goes on. Ensuring that
information is shared is a big one for us. W are still
finding that there are silos, that people are nervous
about sharing information in case they breach the privacy
| aws or think that sonebody else is doing the work and
don't bother - it's not that they don't bother; they don't

think to follow up with that other person to ensure that
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wor k' s being done and then that person is not aware that
they are supposed to be doi ng sonet hing.

Chil dren, we have a big focus on certainly under
twos and then up to school age. So we have prograns in
pl ace where children - all children should be attending
preschool, early education where possible. W have a raft
of initiatives such as - | have a big list of them here.
We have social sector trials that are happeni ng where NGOs
and governnent departnents are all |inked up and worKki ng
together out in the comunity. W have services nmapping
happeni ng, or has happened, actually, by the Mnistry of
Soci al Devel opnment. So you can | ook up who all the
agencies are in your area and you are able to see what
services that they provide for you.

We have Gateway at the hospital, which is a
multi-disciplinary team or is it purely a - no, Gateway
mul ti-disciplinary - we have education, health and
children in care are able to be referred into it where
t hey have a thorough health needs assessnment. W have
Whanau Ora prograns, which are run by NGOs, that are
supposed to be a one door in, and then that agency again
will work wwth that famly to get themthe services and
supports that they need.

So there is a huge range. There is a big
program a very big program | think we are still sort of
inits infancy in terns of outcones, but it's noving ahead
at full steam Everyone is involved init. So it's

great.

M5 DAVI DSON: Perhaps | could turn to you, Professor Hegarty.

You have done quite a bit of work in relation to working

with health professionals in Victoria and the health
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profession in terns of famly violence. Can | get you to
outline what sort of work you have done and where you see

Victoriais at in terns of that work?

PROFESSOR HEGARTY: Ckay. | wll start with the general

practice practitioner work, and obviously there's a |l arge
nunber of general practitioners who work in this state,
but obvi ously because it's Medicare funded it's got a
Commonweal th part to it as well. But we did a |arge
random sed controlled trial of trying to do an
intervention in general practice where we screened 20, 000
wonen across 55 general practices, and we found
12 per cent of wonen were afraid of their partner in the
[ ast 12 nont hs.

We then invited some of those wonen - and
obvi ously sone people didn't answer the screening
questionnaire and sone people didn't conme into the trial,
so we ended up with nuch smaller nunbers. But essentially
that training was to get general practitioners to deliver
a first-line and an ongoi ng response. As part of this
| want to make clear, because | think maternal and child
heal th nurses and general practitioners are in different
categories to teachers and Centrelink. They have sone
skills, and so, as Professor Oberklaid laid out this
norni ng, getting people who are not sleeping by a teacher
to a school. But, really, I think when we are dealing
with health practitioners they have to give a first-1line
response.

So what we taught the GPs to do was essentially
the Worl d Health Organi zati on recomrendati ons of a
first-line response, which is, once soneone is identified,

to listen, inquire about their needs, validate their
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experience, enhance their safety and ensure ongoing
support. It's got a mmenonic of "LIVES', and | think that
that's easy to renmenber because we are trying to save
lives. | have also done that work with maternal and child
heal th nurses and al so antenatal m dw ves.

| think the idea that a health practitioner could
just identify and refer - if you role play it, it | ooks
ridiculous, "Thanks for telling ne. W would like you to

go over here," because there has to be obviously nore than
that and there has to be a basic safety assessnent.

So when we taught GPs that as well as to - under
the nental health care plans that exist to see themin an
ongoi ng way we found that wonen were | ess depressed. So
we certainly know that we can - and when wonen are | ess
depressed they take further actions often to keep
t hensel ves and their children safe. So that was quite a
| arge piece of work that we did about that.

We have al so done sonme work that's probably a

decade old with the Mercy Hospital for Wwnen. Do you want
me to tal k about that now?

MS DAVI DSON: Yes, that woul d be usef ul

PROFESSOR HEGARTY: This was in conjunction with La Trobe

Uni versity and the Mother and Child Health Research Centre
and the Departnment of General Practice at the University
of Mel bourne. We were funded through the Departnent of
Health to have a | ook at particularly what the antenatal
clinic at the Mercy Hospital for Whnen could do. At the
time we didn't elect to go with screening for psychosoci al
issues. We didn't feel there was enough evidence. So
what we wanted to do was actually change the culture and

the systemof the antenatal clinic at the tine.
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| think we have heard throughout the Royal
Commi ssi on that people have nentioned that often there's a
bi onedi cal focus in sone naternity hospitals, and there
was probably to some extent - it was a decade ago - a bit
of a focus on that. So we were trying to shift themto a
psychosoci al focus.

What we did is we actually invited all the
m dw ves at the tinme, which was around 25, 27 | think
practitioners who were working consistently in the
antenatal clinic, and we did a very intensive training
program basically to shift how they saw - at the tine they
di d have sone risk screening so, "Do you snoke? What's
your famly history? Are you a donestic violence victinf
Al nost. Right, okay, next." A bit of a checkli st
approach, and none of us would be suggesting anything |ike
that. Many practitioners at the tinme weren't using it
that way. But sone people saw - they hadn't had any
training;, they were trying to use a checklist approach.

So we did an intensive conmunications skills. W
had strong nmanagenent support, which is sonething we w |
all tal k about as a system to the extent that nurses were
rel eased in overlap of shifts to go to the training. It
was over a six-nonth period. It ended up being about an
hour in a week. So it was very intensive. There were
four two-hour prograns. Then they had peer support in
smal | groups where they could get together and tal k about
cases in an ongoi ng way.

Real |y we know that training always changes self
report. So everybody is nore confident. Everybody |ikes
it. Everybody thinks they would reconmend it to others.

Everybody's confidence tends to go up. Everybody's
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awar eness goes up. | think Brigid was saying before that,
really, that's not sufficient; we know that's not
sufficient.

So in this case we were also trying to change the
system where people would be aware that sone practitioners
m ght need to take a bit nore tinme; so tinme is an issue.
So what we heard was that people would say - the project
was called A New Way to Support Wonen in Pregnancy, and
for short A New. People would say, "She is taking a bit
| onger because she is doing A New work," the sane as if
there was an energency with a postpartum haenorrhage or
bl eeding after birth. So in fact we did succeed in
changing certainly the culture in the antenatal clinic at
the tinme, but with very strong nanagement support.

Then we | ooked at wonen's outcones. This wasn't
a random sed control outcone. It was a before and after
We surveyed around 600, 700 wonen before and 600 or 700
wonen afterwards. Essentially they weren't the sane
wonen, but we were within a year of each other and we were
| ooki ng at outcones for wonen around feeling confortable
to di scuss psychosoci al type issues.

Certainly what we found - and I wll just |ook at
ny report - was that wonen were significantly nore likely
to report if mdw ves asked questions that hel ped themto
tal k about the problens and nore confortable to discuss a
whol e range of issues, and they were al so nore confortable
to discuss with doctors concerns relating to sex or their
relationships. So we saw this as a very positive thing.

We did do some Train the Trainer. | trained sone
m dwi ves to roll that out across Sunshine and the Barwon

area in around 2004, and it was also transferred to sone
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postnatal m dw ves by the La Trobe University mdw fe
group who was working with us. Again for that they only
| ooked at the health professional self-reported changes
which, as | said, are usually always positive for any
decent training program But they didn't | ook at wonen's
out cones.

Then | didn't hear anynore about this program
The Mercy Hospital for Wnen was noving. Just soon after
that | think the governnent changed. The personnel
changed at the Mercy. | don't currently know what's
happening there. | think they have got quite a strong
ment al heal th program

| could also tal k about the MOVE program on
behal f of Angela Taft which is with maternal and child

health nurses, or | could do that |ater.

M5 DAVIDSON: No, it would be useful if you talk about that

Nnow.

PROFESSOR HEGARTY: The MOVE program was | ed by Professor

Angel a Taft from La Trobe University nother and child
health research. | was on it, and Cathy Hunphreys and
others as well. They were very interested in |ooking at
whet her maternal and child health nurses could be enhanced
in this area. This was probably about six or seven years
ago. Just as they were about to start quite a large trial
to maybe even introduce screening, screening was mandat ed
in Victoria for all maternal and child health nurses to
screen for partner violence at four weeks as part of the
key stages and ages program

So that neant that we couldn't have a control arm
that weren't screening. So then we changed what we were

doing and in particular we were | ooking at could we see
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whet her screeni ng was sustai nabl e over tine and what was
different if you inplenmented a systens type nodel .

So essentially with MOVE the focus was on whet her
a theory informed - and there are sone conpl ex theories,
because these settings are really conplex; hospitals are
really conplex settings, and maternal and child health
nurse clinics are simlar. So we used a normalisation
process theory which has been used in cardi ac di sease and
ot her di seases to change prograns in hospitals. W also
know that interventions that are informed by theory are
nore likely to be enacted.

So we were | ooking at whether also involving the
mat ernal and child health nurses thensel ves in designing
what went on. So | think Frank Cberklaid was talking
about working with communities, but this was working with
the maternal and child health nurses to say, "Wat would
you |ike? What would you |ike?"

What they wanted was sone clinical practice
gui delines. They wanted flowcharts. They wanted the
protocols, which you will talk about a | ot and so wll
Brigid. They wanted things that would give them sone nore
structure. Sonme of them had had the Common Ri sk
Assessnment Franmework training and had benefited fromthat.
But they wanted additional training as well. They wanted
to have sone nurse nentors and support.

So really they came up with the things that are
often in a systemnodel. |It's hard to do this work.

Qobvi ously sonme of them may have actually experienced
vi ol ence thensel ves; so this idea that you need nentorship
and support for the health professionals.

There was also a self-conpletion. So the
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patients self-conpleted a maternal health screening
checklist. The nurses wanted that at three or four nonths
consultations in the intervention arm At four weeks they
t hought it was too early to try to screen. The nother is
worryi ng about the baby and the breastfeeding and she's
just coping after birth, and it was very hard to pack the
screening into that time. So they really got the wonen to
fill out sone questions prior toit. So that's quite a
nunber of interventions that the nurses canme up with

t hensel ves.

Unfortunately, the intervention didn't find any
significant difference in screening rates between the
intervention armand the conparison armusing the routine
data that is collected. That's simlar to systematic
reviews. The level was around 20 to 30 per cent.
Systenmatic reviews, if you say to a whole set of health
practitioners, "You screen," about 20 to 30 per cent of
themwi |l do it, and that's been found in quite a nunber
of studies and when you pool it together. So you need
nmore than that. Even though we had nore than that in
that, we didn't nake a difference to the screening rates.

The referrals remained ow in both groups. But
safety planning rates were nmuch higher. So what they were
doing with the wonmen that they were screening and
identifying, they were doing sone safety plans wth.

So | suppose the nessage fromthis and from A New
and fromeven WEAVE is that it's actually very difficult
to make changes in health practitioner behaviours that
result in wonen's outcones. The point | was going to nake
before is that we need to be very careful because if we

just follow a group of wonen - and we know this from

.DTI: MB/ TB 12/08/15 2732 BY Ms DAVI DSON

Royal

Conmi ssi on Mc CAW Rl TCHI E/ FRASER/ HEGARTY XN



© 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

trials. Say we are doing an intervention in this arm and
we are doing a conparison usual care, and we follow the
wonen over time, say, with violence. Both groups the

vi ol ence goes down. So if we were just doing a before and
after we would say that we had i nproved because the

vi ol ence went down. But in fact in alnost every usual
care armthe violence goes down. So | think we need to be
very careful even if we are using before and after.

' m not speaki ng about the Whnen's, because they
are comng after us, but of course there's an enornous
amount of work that has been | ed by the Wonmen's. They' ve
had a vi ol ence agai nst wonen strategy for over a decade.
They have had various projects and I'mreally not going to
speak about those in any depth because | know they are
speaking after this. They have had the Acting on the
War ni ng Signs, which was very successful training. Again
the health practitioners showed a difference. The
co-location of the lawer really helped referrals from
social work to there. Again it was hard to increase
referrals fromhealth practitioners. They have recently
had the Strengthening Hospital Responses, which soneone is
goi ng to speak about.

But again it's the same nessage. They have had
strong managenent support. They have had in sone ways
short-term- 12 nonth or two year are short-termto make
changes, external noney or Departnent of Heal th noney.
| feel like all these projects, if we just sustained them
in a longer termproject and evaluated it well we could
really - we are on the brink of having a really good
system nodel, and certainly the Wnen's would be a very

good place to trial that.
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M5 DAVI DSON: Thank you. Perhaps can | turn then to the two

jurisdictions that have inplenented a nore detail ed
systens base nodel. Dr McCaw, can | just ask you to first
identify what type of family violence your nodel at Kaiser
Permanente is targeting and in which health care settings
are we tal king about; just hospitals or what sort of
settings are you tal king about w thin Kaiser Permanente

that these systens have been inplenented in?

DR McCAW The initial focus and the main focus that we have

data for in Kaiser Pernmanente has been intinmate partner
violence. The last four years we have expanded to begin
i ncluding child abuse prevention and we are on the brink
of noving into el der abuse.

The idea was that we woul d make enquiry about
intimate partner violence part of everyday work in every
part of the health care setting. So that neans in
hospital, it neans in primary care, it means in the
energency departnent, in paediatrics. The idea was to
hel p clinicians feel nore confortable know ng how to ask
how t o respond and then how to nake appropriate referrals.

So our mantra has been to help the clinicians
know how to - making it easier for themto do the right
thing; and it isn't easy. But | think our work has been
totry to go for that goal

It's been hel pful to have quality netrics.
| think when Kel sey tal ked about havi ng nmanageri al support
t hat has been very inportant, but also having data that
al l ows you to feedback where there's been success and
progress has been one of the reasons that we have been
able to sustain our work over the past 15 years. So this

i dea of executive sponsorship, of managerial oversight, of
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making it part of the everyday workfl ow and then being
able to show where you are inproving and where you are not
so that you can focus your work has been an inportant
el ement .

I n Kai ser Permanente there's a |ot of focus, as
there is in nost health care systens, on quality
i nprovenment nmetrics and using the tools of quality
i mprovenent for other health care issues - diabetes,
depressi on, asthma, cancer et cetera - and we have applied
those tools to the issue of partner violence, and | think

that has served us well.

M5 DAVI DSON: Perhaps then | can turn to the New Zeal and

Wi t nesses.
COWM SSI ONER NEAVE: Counsel, just before you do that, | just
wanted to explore that issue of quality netrics. 1|s that

based on the report of the patient or is it based on the
report of the professional? How do you neasure quality in

this area?

DR McCAW It's not sinple. But what we do is hel p our

clinicians know how to ask questions in a way that fits
with their practice. Wen a patient discloses that they
are experiencing abuse by answering a question like, "Are
you being hit, hurt or threatened? Are you frightened of

your partner,"” then we ask the clinician to docunent that
as part of the progress note and in the nedical record.
So they are able to docunent that the patient is
experienci ng donmestic violence or partner violence, and
those are the data that we then collect and feedback to
our departments to show them whether they are doing a

better job in incorporating enquiry and identification.

Then we al so check to see what per cent of those nenbers
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who have had an identification docunented are getting

followup with nmental health.

COWM SSI ONER NEAVE: Thank you.

DR McCAW So it's those two netrics: has an identification

been made, and then is there followup in nental health?
That makes sense to clinicians. Those are clinically
rel evant nmetrics for them So people are confortable
havi ng those neasures reported back in terns of their own

clinical quality.

COW SSI ONER NEAVE: Thank you.

M5 DAVIDSON: If | just follow up fromthe question fromthe

Commi ssioner. In ternms of the patient record and Kai ser
Permanente, is that a paper based record or an electronic

record?

DR McCAW When we started our work it was paper based, but we

have now been on an electronic health record for nore than
10 years. So these are identification or diagnoses.
That's not really the right word for donestic violence,

but that's the word that a clinician m ght use. W have

had that available to us, really, for the |ast 15 years.

M5 DAVI DSON:  You were able to inplenent this, though, with a

paper record?

DR McCAW In the paper record?

M5 DAVI DSON:  Yes.

DR McCAW Yes, we did initially. But you |lose the benefit of

t he communi cation that happens when you have an el ectronic
health record. The child that we heard about where
clinicians couldn't recognise that that child had been
seen multiple tines, sone of the benefits of the

el ectronic health record is that that becones quite

Vi si bl e.
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M5 DAVI DSON: Thank you. Perhaps then turning to Ms Fraser and

Ms Ritchie. You have identified that in New Zeal and you
started with both child and partner abuse. | think you
talk in your witness statenent about the big report - the
famly violence prevention strategy is called Te Rito.
You have outlined in your statenent what Te Rito nmeans in
relation to children and famlies, and tal ked about what
it means in the Maori |anguage. |Is there a bit nore of a
child centred approach in New Zeal and? |Is that part of
why you have a child and intimte partner guideline as

opposed to just intimate partner?

M5 FRASER: | will et Mranda talk to that shortly, but

| think as Professor Oberklaid said a child doesn't
develop - its brain doesn't devel op properly in a hone
where there are stresses. W have found that there is a
hi gh inci dence or co-occurrence of famly abuse and child
abuse and/or neglect, but particularly child abuse, with
the child witnessing or hearing or actually suffering from
child abuse where there is famly violence going on in the
honme, and those tensions don't allow the child to

fl ourish.

If a child comes in for an injury, a broken arm
and it's a non-accidental injury nore often than not
there's famly viol ence happening at honme. The viol ence
is not just visited on the child. If mumcones in and she
screens positive for famly violence, nore often than not
t hose children have been affected in the hone. So it
didn't make sense to just deal with mum and ignore the
children or deal with the children who m ght be still
going hone with numto that hone. So we take a joint

approach to famly violence and child abuse.
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M5 DAVIDSON: In terns of the child and partner guidelines can

you expl ain what kind of routine screening there is for

bot h partner violence and child abuse?

MS RITCHHE: The Mnistry of Health fam |y viol ence

i ntervention guidelines child and partner abuse recommend
that we routinely screen all wonmen 16 years and over for
partner abuse, and part of that screening is asking about
physi cal abuse, enpotional abuse and sexual abuse. W
gquestion nen on signs and synptons or indicators of abuse.
In the absence of a validated screening tool for child
abuse and neglect, the identification of child protection
concerns is also on signs and synptons of concern.

When abuse is identified, simlar to the nodels
t hat have been identified previously, we acknow edge and
respond to that and then do a risk assessnent which again
i n our approach |ooks at both child and partner abuse. So
if you have identified child protection concerns, part of
that risk assessnent woul d be asking the fenal e caregiver
about intimate partner violence, so that screen, and then
obviously a safety plan, referral and docunentation. So

it's a very simlar nodel.

M5 DAVI DSON:  Which health settings are given priority?

M5 RRTCHHE: Wthin the Mnistry of Health contract with
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district health boards - there are 20 district health
boards t hroughout New Zeal and - the designated services
whi ch are the areas that we have prioritised first are the
energency departnent, child health, maternity, nental
heal t h, al cohol and drug and sexual health services. 1In
saying that, we have DHBs - or district health boards -
that are bigger and have a range in size. So once

services have rolled the programout into those areas then
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obviously they can expand it out. But the first priority
areas are those six designated services.

When we tal k about child health there is both
inpatient - so children's ward, special care baby units,
neonatal intensive care units as well as our community, so
public health nurses and the community providers for child
health as well. Maternity is antenatal through postnat al

peri od.

M5 FRASER:. On top of that we are very slowy and increnentally

of fering screening or services, a programfor GPs we
haven't rolled out yet to public health organi sations

whi ch are your GP practitioners, your psychiatrists, your
psychol ogi sts. They are able to enrol on a course if they
choose to. It is a one-day training. But it is not

mandatory for themto undergo the training.

M5 DAVI DSON:  When did you inplenent the guidelines for child

and partner abuse?

M5 RITCH E: The guidelines were released in 2002 and again, as

has been previously identified, this is a significant
attitude and behavi oural change. So we have nmade sone
really slow and steady progress, but it is a significant

i npl erentation. From 2002 to 2007 the mnistry contracted
four DHBs to be pilot sites to essentially try and work
out how to inplenent the guidelines. It was interesting
because the four pilot sites obviously were funded to be
able to make that establishnent, but alnost all of the
DHBs by 2007 had appoi nted sonebody to be inplenenting or
coordinating the inplenmentation of themwhich then lead to
the i nprovenent in systens which neant that the Mnistry
of Health then was able to get additional funding to be

able to fund all DHBs.
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So since 2007 all district health boards have
recei ved sone funding to support program coordination. So
that's appointing at |least a full-tine coordinator to be
able to support the inplenentation and the DHB to set up
the systens that we know that we need and then i npl enment
the programin a slow and increnental way.

As far as outcones at this stage, we have
evi dence that we have those systens. Now we are going to
nmove on to be able to do sone nore work around what
difference it's nade as far as outcones for patients. W
have some of that, but we want to formalise that in the

future

M5 DAVI DSON:  You talk in your wtness statenent about the

syst ens approach and you have a diagram | think at
paragraph 32. You tal k about a clockw se inplenentation
with the el enments being nutually reinforcing. Can you

expl ai n what you nean?

M5 FRASER: It's not actually a clockw se inplenentation. It

al nrost seens like it's a clockw se inplenentation. But
what that neans is you can't just pick one or two out of
this pie chart and use that and say that you have got a
good system \What we have found is that through the
gui del i nes and through the systemthat we have inpl enented
t hat each one of these sequence is inportant. You need it
as a whole to have a good foundation for a good system

So you need the managenent support. You need guidelines.
You need resources. Training is alnost last. It's al nost
like the last thing that you do. It's not a pick and m X.
These are the basics that we have found that work to nake

a good system work.

COW SSI ONER NEAVE: Can you just clarify for the Conmm ssion
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why training is alnost the |ast, because that's

counterintuitive?

M5 FRASER: It is. Training alone actually won't make a

di fference either

M5 RITCHIE: OQur experience is that the optimal tinme for - as

| identified before, this is a significant attitude and
behavi oural change as far as asking staff to ask about
intimate partner violence. |It's certainly our experience
in New Zeal and. People are quite apprehensive about
actually starting to do that. So we really need

conpr ehensi ve support.

The nost likely time that they are going to start
screening is the next day. So what we say is it's really
i nportant to have the managenent support. So managers are
actually giving a very clear nessage that, "This is
i nportant; that actually you need to go to training," and
that actually checking the next day if you are charge
nurse - so l"'mgoing to talk froma clinical point of view
- the charge nurse manager wal ks around the next day and
actual ly says, "You went to training yesterday. Have you
managed to ask the screening questions today," and
supporting themto do it actually provides a really clear
nmessage that, "This is inportant. This is really serious.
We are taking this seriously. W want you to do that."

We need the community agencies support. You need
to know who those are. Then your policies. The problem
is that you can have the training and you can start asking
t he questions, but you m ght have a challenge a bit |ater
on where you just want to check sonmething. So the policy
and the guidelines are the docunent that you can go back

to as far as reference.
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The resources. Having posters. Posters in every
clinical area, posters in the waiting roomset up an
enabling environnent. |If I"mgoing to ask the screening
guestion and the patient has already actually seen the
posters out in the waiting roomor there is a poster on
the wall, when | say, "W are really concerned,"” there is
a visual nessage that says that too. W have cue cards,
posters, panphlets, all those things.

So if you wal k back into your departnent the next
day and the screening question is on your docunentation,
there are posters on the wall, | have the cue cards on ny
| D badge, | have had the training, | feel equipped, |I'm
ready now to go and actually start asking those questi ons.
So you need that whol e thing.

Then picking up the point about the eval uation
and the audit you then do that afterwards and you get that
affirmation that, "Actually you have done this, and it's
really inportant, and actually here is the feedback." It
is slowto start with. But actually it's a bit like in
the other clinical practice change. The nore you do it
the easier it becomes, or that's certainly the general
experience. So it's about putting as many supports
avail able to that person so that they are actually going
to start doing this.

Qur experience is that if you do the training and
you conme back and you haven't got the policy, that people
can then turn around and say, "Were is the policy that
says | actually have to do this or where is the
docunentation to remind nme to do it?" |If you are going to
make that huge investnent in the train, which it is - we

have ei ght hours of training for every clinical staff
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menber for child and partner abuse; that's a big resource
i nvestnment, so we want to nmake sure that it's really
effective. That's the way of at |east optim sing that

change.

M5 FRASER: Managenent support is key. Particularly in DHBs,

they are often having a | ot of new policies or practices,
of newinitiatives being rolled out. Wthout the
managenent at a very, very senior |evel, support, it wll
actually - it will just drop off. It wll fall by the by.
"They have nore inportant things to do than to worry about
this." So that's kind of key as well. You have to start

fromthere.

PROFESSOR HEGARTY: It is managenent support. But w thout

dedi cated funding for that coordi nator such as Professor
McCaw - for the clinical lead in the hospital, for

the - ours are called regional or netropolitan public
health services - w thout people who are dedicated to

i mpl enenting that system So it is financing as well.

| think we have had a lot of goodwill. | have descri bed
the Wonen's. W have had enor nbus managenent support
there, we have had Mercy Hospital for Wnen energency
managenment support at one tinme, but not the correspondi ng
funding for a dedicated fanm |y violence person either at

the hospital |evel or the higher |evel of the region.

DEPUTY COWM SSI ONER FAULKNER: |'m m ssing the mddle bit,

| think. So you talk a |lot about training people to
screen and at the end point they nake appropriate
referrals. I'minterested in how nuch we now have fam |y
vi ol ence inforned practice within the hospital. Has it

affected things |ike discharge policies? Do you have now

new gui deli nes that recognise the existence? | think the
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nost obvi ous exanple is have peopl e changed their

antenatal processes. But also discharge is very
interesting. Do people still discharge wonen to

honel essness if they are experiencing famly viol ence? So
I"'minterested in the mddle bit. Can you talk just a
little bit nore? Any of the people are welcone to

contri bute.

M5 FRASER:. | think that we are getting there with that.
| think that it is recognised that there are still sone
gaps. It's not a perfect systemas yet. W have finished

our inplenentation phase of the VIP and the DHBs. W are
bui | di ng those rel ationshi ps or strengthening those

rel ati onships with the NGO which is going broader than
just the famly violence. So it will be |ooking at things
i ke, "Where are you going hone to tonight? 1Is it to a
refuge? Have you got sonmewhere to go?" That shoul d be
part of the discharge. That is part of the assessnent and

referral. That's standard practice.

DEPUTY COWMM SSI ONER FAULKNER: But woul d you keep a person in

hospital? I'mreally |ooking for has any practice

changed. | can understand you woul d be nore know edgeabl e
about referral, but would you keep people in or treat them
differently than you woul d have before you had this sort

of structure?

M5 RRTCHHE: Part of the infrastructure is also having a safe

di scharge policy and a safe energency as far as - so we
won't necessarily have, because it can be sonetines a
little bit tricky to have it actually witten down in
hospitals as far as you will do social adm ssions, but we

certainly do have a policy that says, "You need to make

sure you discharge safely.” So part of your safety
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planning is to make sure that they have got sonewhere safe
to go home to that night, or otherwi se we do keep them

So we will admit themto a short-stay ward for a socia

wor ker assessment potentially in the norning so that you
have tinme to actually - there are ways of ensuring that
you - or part of that systeminfrastructure should be to
ensure that they have a safe place to discharge to.

That's for children as well. So, for us, that's actually
about making sure that we ensure that you either admt

them or you have a safe discharge plan.

M5 FRASER: It's not perfect. |It's still evolving and it's

still being inplenmented across the designated services.
But you have seen a definite shift, and | think a |Iot of
that is actually led by the government as well who has put

such a huge focus on it that there is no nore sort of

saying, "I have better things to do" or "I'm busy doing

ot her things" or "I need to focus on that." The
governnent has said, "It's not an option. This is primary
work. You need to be focusing onit." So it has given us

the mandate to work al ongside DHBs and ensuring that this

is apriority.

DEPUTY COWMM SSI ONER FAULKNER: We have just heard a | ot of

evi dence that people get referred but there is nothing at

the other end to neet their need.

PROFESSOR HEGARTY: | was going to say that | was on the Wrld

Heal th Organi zati on gui delines group where we tried to

| ook for the evidence of what you are describing, what are
actually wonen's outconmes. O course these are difficult

things to inplenment, the system nodels, and then they are
difficult things to evaluate. Attached to ny submn ssion

was a Lancet article that has a nmuch nore conpl ex system
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i ntervention, because | think even the things we have
tal ked about, | think it's nore conplex than that to
actually make sure that wonen are not sent hone where they
have got nowhere to go.

We also, | don't think, have evaluated to that
| evel of wonen's outcones. | think we can say that we
t hi nk we have changed it in sone areas, and | would be
interested in Professor McCaw s t houghts about it. But
the infrastructure ranges from- and |I think traum
informed principles are another area that Australia has
done quite a | ot on where respect, privacy,
confidentiality and safety, if those principles are core
to the whole environnment, then you start to | ook at
infrastructure things such as, "How is the antenat al
connect designed? |Is it soundproof? Can wonen discl ose?
Are they seen alone? Are the discharge summaries audited
to see that people aren't going home?" It can be that
once you get those principles enbedded you can | ook at
that. W didn't see any evaluations that were | ooking at
that sort of |evel of wonen's outcones.

| think that wonen's needs are wi de and vari ed,
and one of the commonist ones that is not net is issues
around their children. So wonen's needs around parenting
are often a great concern for them and about their
children's safety and wel |l being. W have a distinct |ack
of child/ nother services and child services in Victoria

that | don't find people to refer to.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

M5 DAVI DSON: Does anyone want to contribute any further to

t hat ?
M5 RI TCHI E: I would make one nore conmrent which is about the
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communi ty agency feedback. Part of the programthat we
have is actually asking DHBs to seek that community agency
f eedback, so what's the quality and the quantity of the
referrals that the key agencies that we would be referring
to, which provides us feedback as far as how the
program has been - so particularly wonen's refuge m ght
gi ve us feedback about how the wonen were funded or how
they were referred.

But one of the critical things is again about
that capacity. So we have al ways been very consci ous of
the fact that it would be unethical to be asking the
screeni ng questions if there wasn't a referral pathway to
be able to refer the wonen and/or the children if they
need to to those services. So actually seeking that
f eedback around, "Are we nmaking the right referral; what's
the nunbers; howis that affecting your ability to be able
to provide care for the people that we are referring” is
really inportant. So it's the quality. Are we making the
right referrals and what are the nunbers?

Wthin health we don't have - it wouldn't be the
DHB t hat woul d potentially be providing funding for those
non- gover nment organi sations or agencies. But it would be
about the fact that if we could denonstrate that since we
had roll ed the program out there had been an increase in
referrals, certainly there's the capacity to be able to
wite a letter of support if they are applying for
additional funding. So it is about that really inportant
partnership with community agencies, they are part of our
governance group, they are part of the training, but also
there is that conmtnment to actually seek that feedback

and make sure that they have the capacity to respond.
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M5 DAVIDSON: Dr McCaw, can | just pick up an issue about the

supportive environnent that I think Ms Ritchie tal ked
about, the inportance of having posters to make the wonman
feel - already be aware that this mght be an issue that
she m ght be asked about. | think you have identified in
your statenment that it's not just a cue for the wonen but
t hat supportive environnment also reinforces the clinician
or the health practitioner's role. Can you explain what
sort of systens you have in place in terns of using the
material for both the benefit of the patient and al so for

t he heal th professional ?

DR McCAW Sure. | think the point that was nmade that you want

to wait on doing the training until you have a nunber of
the pieces in place is an inportant one because if you get
a group of clinicians very excited about screening but
then you don't have the response in place that's credible
and effective and efficient, then you get people who are
probably worse than those who weren't trained. They are
ones that are discouraged and feel |ike they were sort of
betrayed.

So everything that we can do that really does
| think inprove for clinicians the ideas that they are
bei ng supported - this is one of the posters. It is
exactly what we heard. This both reinforces for patients
that this is an issue that the clinician wants to hear
about, but it also rem nds the clinicians that they should
be asking and that it's part of everyday care, and having
the materials that they can hand to a patient when they
make an intervention that has the phone nunbers, those are
all things that really helps cenent a feeling that this is

part of what we do.
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One of the things that | nmention in nmy testinony
is the need to really nake sure that information is
avail abl e on-line, because so nmany patients nowadays go
on-line to try to understand what's going on in their
lives and what resources are there. So we have sort of
noved from health education 1.0 to what | think of as
heal th education 2.0 in trying to really create materials
that will neet people where they are. |[|s that what you

have in m nd?

M5 DAVI DSON:  Yes, thank you.

DR McCAW If you don't mnd, | have one other thing that

| wanted to say which is that one of the |earnings al ong
t he way has been how inportant it is to have the
opportunity for the clinician and patient to talk in
private. This canme up in a nunber of the testinonies that
were given.

| just wanted to say that one of the things that
we have done in the way of creating an environnent is to
have posters that |et everyone know that a patient will be
rooned for a period of tinme by thenselves so that that's
expected; that there is an opportunity to speak with their
provider with confidentiality and that the famly nenbers
can be brought in later on. But that nmakes a policy in
pl ace so that people don't feel |ike they have to make up
a reason to have the patient seen alone so that they can
ask about issues that are sensitive; and obviously not
just partner violence, there are other issues that are
sensitive that require the patient having privacy with

their clinician.

M5 DAVIDSON: In terns of the idea of providing a response or a

referral, perhaps, Dr McCaw, as part of your systens nodel
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you include as part of the response an in-house response,
is that right, that there needs to be a referral or sone
sort of response in-house, not just handing out a phone
nunber for a fam |y violence service and just letting the
pati ent phone. Can you explain what you expect in terns

of having an appropriate response for the woman?

DR McCAW Because Kai ser Per manente does include nental health

services we wanted to nmake sure that our coll eagues in
mental health knew what their role was so that when we
made the identification for a patient if she was
experienci ng abuse that we could both tal k about what was
available in the community but al so what could be
avail able to her if she wanted to speak with the nental
heal t h prof essional .

As many have said, there is so nuch overlap
bet ween conditions |ike depression, anxiety, insomia,
substance use, suicidality and donestic violence that we
t hought we needed to have sonething that the patient could
access right there in the health care setting that was
famliar to them That's why the on-site services which
refer to social services or nental health are inportant.

Sonetines a patient will be identified at a tine
of the day when there isn't an avail abl e social worker or
a nental health professional. |In those cases we really
encourage our clinicians to allow themto sit down in the
clinic or in their office and nmake a phone call to the
hotline - there's a national hotline - so that she can
begin right then starting to get sone connection to
services. So that on-site response generally refers to a
mental health or social service professional, but can also

mean providing a private and secure place for the patient
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to make a phone call.

M5 DAVIDSON: Ms Ritchie and Ms Fraser, can you identify what

sort of response your guidelines would require and how

that's facilitated?

M5 RI TCHI E: Based on the ri sk assessnent we would use the risk

assessnment to identify the safety plan and who the
referral partners would be. Cbviously if there's

i mredi ate safety concerns that would involve a statutory
response. But otherwise it's actually about know ng who
in the community are the right referral pathways that are
avai |l abl e.

So again within your 20 district health boards it
woul d be really critical to have - that the coordi nator of
t he program actually knows who are the referral agencies
that they would be using, who are the |ocal supports that
t hey have.

They are part of the whole infrastructure for the
program So we recognise that partnership. W are not
asking health professionals to becone the experts on
famly violence, but we are asking themto at |east be
able to do the six steps and nake the referrals.

Sonme of our hospitals - in fact one has a
domestic viol ence advocate on-site. Social workers are
obvi ously key as part of that referral pathway. But in
nmost of our hospitals we don't have 24 hour social work
cover. So it's really inportant that we know who those
referral agencies are.

When you are doing the training you tal k about
who your referral partners are and how do they operate so
that you know their hours of operation. Again that |inks

back to the response as far as do we need to consider
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whet her or not an adm ssion is required until we can
actually make the appropriate referrals and how we are
goi ng to manage that.

But it's a little bit individual, depending on
which DHB you are at as far as who the referrals are. The
statutory ones remain the sane. But it is critical that
each area knows their own referral pathways, have those
rel ati onshi ps and then nmake the referrals. W would
actually expect that it is a proactive process. So we are
teaching that the staff nmenber will contact - make that
private area available. W only screen them private or
with children under the age of two present. But you woul d
then try and facilitate as nmuch as possible that response.
Most DHBs have sone form of agreenent about whether the
agency will be able to conme up and provide on-site

servi ce.

M5 FRASER: Can | just add to that. Another key thing that we

are finding is working really well and is naking quite a
big difference is we have Child, Youth and Fam |y as part
of the program W have a nenorandum of under standi ng
with police and Child, Youth and Famly - well, the DHBs
do - to have a Child, Youth and Famly social worker
on-site. That mekes a big difference in terns of the
referrals or in terns of a doctor feeling confortable
making a referral to Child, Youth and Fam |y or having
even a discussion with Child, Youth and Fam |y about a
famly or a child with a possible non-accidental injury.
It also helps the relationship between the DHB
and Child, Youth and Fam |y because we often find
| anguage - the | anguage used, they m ss each other at

times. So social workers, because they are based in a
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hospital, are able to advocate on behalf of the doctor
that this needs an intervention by Child, Youth and Famly
and make those pathways a |ot nore seamless. That is a
really big relationship for the DHBs to have and it has

been working really, really well.

M5 DAVI DSON: Prof essor Hegarty, what is your view about an

appropriate response in a hospital setting?

PROFESSOR HEGARTY: | think that it is really inportant. W

have just heard from both sets around what we would call a
warmreferral; that in fact either you know what the
service is |like or what they are going to offer. You are
not sending themthere and then it's not neeting their
needs because they are not in the right area or they don't
neet the means test or whatever; but also the idea that
you have sonething to offer

We are certainly noving towards devel opi ng
i nternet based responses, technol ogical responses as well,
because we understand that if we actually sent one in
three or one in four wonen, whatever figure you wanted to
say, to specialised famly violence services in this
country we are never going to have enough services for
t hat many wonen.

Secondly, in ny work with universal services, so
wi th nurses, antenatal care or maternal and child health
nurse or with GPs, the wonen who attend there, they don't
particularly want to go to a donestic violence or a famly
violence service. It is in ny subm ssion and certainly in
the Lancet article attached as well. Many wonen are not
even recogni sing that what they are experiencing is
donmesti c viol ence.

So, as | said, if you role play soneone telling
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you and then you say, "Here is a donestic violence service
nunber or a card,” it just doesn't work. So you are
actual ly working where the woman is at. You are doing
wonan centred care. |If she needs help in nam ng what's
going on with her, that's what you do. |If you can't do
that, then you get her to a service that can.

As | said, if her needs are financial you are
trying to help her with that. Parenting. Sonme of them
obvi ously need donestic violence advocates. W do know
t hat co-location of donestic violence advocates w ||
actually help a health service do referrals. W know t hat
screening alone will not necessarily increase referrals.
It will increase identification. So what everybody said
is that we need nore than that. So the co-location is
very key, and who you co-locate. Really we would [ove to
have housing and finance and | egal and parenting and a
whol e set of things. So it's how you map out that
pat hway.

| think you need internal and external options,
because no one service is going to - a social work service
at a hospital is often not 24 hours. |In fact many wonen
are afraid of child protection issues when they go to see
a social worker. Really |I'm suggesting that people work
with the woman, as you would be as well, to find out what
are her needs and where does she want to go, and you have

an array of options that are clearly mapped.

M5 DAVI DSON: Dr MCaw, you have tal ked about in your statenent

the sort of journey that Kaiser Permanente has been on in
terms of health clinics devel oping referral relationships
and pathways. Can | just get you to outline what n ght

have initially been done for wonen in terns of external
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referrals and what sone clinics mght be doing now and

where you are noving to?

DR McCAW Yes, | can. | really reinforce what Kel sey has said

because it's quite clear that sinply handi ng soneone a
phone nunber does not necessarily neet where they are, and
t hat many wonmen prefer other interventions besides those
that can be offered through social services or even

t hrough an advocacy organi sation. They nay want parenting
or they may want financial help.

But one of the learnings | think that reinforces
what's been said is that co-location of services really
does inprove the likelihood that when a person is
identified as experiencing donmestic violence that they
will get that next step to a person who can then work with
themin nore detail to find out what they need. So we
have a couple of clinics where we have an on-site advocate
who is there and provides that warmreferral.

Al so having our staff work in partnership with
t he advocacy organi sations, whether it's on their board of
directors or by participating as volunteers thensel ves,
that also has hel ped really bring a better understanding
of what are the issues that they are dealing with, and our
i npl enentation teans frequently have soneone from | aw
enforcenent and the advocacy organi sations that are | oca
so that there can be that sort of relationship building
which is the glue that really hel ps peopl e know what
services are available and how to help their patients

avai |l of them when they are ready.

M5 DAVI DSON:  Thank you. Can | ask each of the panel nenbers

to address the issue of the inportance of evaluation. How

inportant is it? Wen does it need to be done? Wat
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shoul d be neasured? Wo should be doing it?

PROFESSOR HEGARTY: |'mgoing first as the pointy-headed

researcher. Evaluation is key. W have a plethora of
activities in Victoria. The people who are doing it want
it evaluated, but the evaluation noney is usually so tiny
that it's ridiculous, that no-one could possibly do an
efficient, effective eval uation.

| think the replication across the prograns and
the replication of howto devel op a survey to neasure
heal th practitioners, changes in attitudes, the
replication of wonen's outcome surveys is enornous. So,
as well as coordination of all these activities, there
needs to be coordination of what eval uation tools and
nmet hods we have.

| have probably spent too | ong on systematic
reviews and Cochran - the neta analyses. But | do think,
because of the reasons | said before, that where possible
we shoul d be having a conparison arm or a conparison
hospital or a conparison in sone way, or we are trying
different things in different areas and really getting
wonen and, if possible, children's voices to tell us what
that can be. That doesn't always have to be quantitative.
It can also be qualitative as |long as people are
carefully - it's carefully | ooked at, the people who
partici pate and the people who don't get asked, for
exanpl e, that everybody gets a voice in those sorts of
t hi ngs.

But, ultimately, | think if we are investing a
| ot of noney in a coordinated systematic response we need

to have patient outcones. Sonetines that has to be before

and after, like |I described before for the A New program
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and maybe that's what we need to | ook at. But we need
those figures. Obviously the nore routinely collected
data - so inproving our existing hospital data systens so
that we can map across regions or we are doing an
intervention in this area and not in that area, if it is
routinely collected |like, say, the maternal and child
heal th nurse data of routine screening, then that's

hel pful as well.

COW SSI ONER NEAVE: One nodel for ensuring that there's

ri gorous evaluation of various social policies is to set
up a body, state funded, which has responsibility for
doing that. So I think of, because of the background

| cone from for exanple, the Sentencing Advisory Council
whi ch has done a great deal of work | ooking at sentencing
i ssues and what works and what doesn't. |Is that a nodel

t hat shoul d be perhaps considered in this area? It could
be in conbination with a university, for exanple. But
it's recognised that it makes an inportant contribution to
t he devel opnent of social policy in a particular area. It

is reasonably cheap to do these things, but it's overall.

PROFESSOR HEGARTY: Yes, | feel if | get consulted one nore

time about how to do those surveys - |'mnot saying ne,
but, yes, a standard repository and a body that had good
eval uati on net hods, good advi ce about what to use, how to
use it would be amazing.

The other trick I think which we haven't done to
any great extent is do partnership grants with NHVRC. Qur
university is going for a centre of research excellence
this year. They are opportunities to really have a focus
with the Royal Conmmi ssion findings with getting eval uation

nmoney fromthe existing research. ANROAS obviously is
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anot her organi sation.

COW SSI ONER NEAVE: Sonme of the evidence that we have heard
suggests that there is an enornous anmount of noney being
spent on little pilots all over the place, not just in
this particular area, and sort of little evaluations done
for nothing, or very little.

PROFESSOR HEGARTY: They are not done for nothing. There are
| essons | earned fromthose.

COW SSI ONER NEAVE: | nean, sorry, done with very snal
resour ces.

PROFESSOR HEGARTY: Yes, very snmall amounts of noney; yes.

COWM SSI ONER NEAVE: And then all of that information is not
real ly pooled together in any sort of systematic way.
Maybe the source shoul d be ANROAS, because that is after
all a federal body. So would there be a point in having a

state stand-al one body given the work that's being done by

ANROWS?
PROFESSOR HEGARTY: | think that ANROAS has a particul ar
function and | think that - | was actually talking to the

CEOQ, Heat her Nancarrow, about it because of sonme work we
are doi ng together, and she said that really they have got
a mandate to roll out the national plan and that has to be
cross state and has to be cross jurisdiction, all those
sorts of things.

In some ways | think Victoria has had a | ot nore
activity than many of the other states, not just in health
but in many areas, and has |led the way in innovation.
| think to actually have a state body woul d have a
different focus and you would clearly define the different
focus. But really ANROAS i s mandated to eval uate things

to do with the national plan. |[|f you |look at the national
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plan it doesn't have, for exanple, a lot of health related
things init. 1t's got particular focuses. So | think if
we were | ooking at a state based i nnovative new nodel in
heal th, for exanple, ANROAS couldn't do that in Victoria.

COW SSI ONER NEAVE: Thank you.

M5 DAVIDSON. If | can ask Ms Ritchie and Ms Fraser, the
Mnistry of Health partnered with Auckland University; is
that right?

M5 FRASER:  Yes.

M5 DAVI DSON: Can you identify why you did that and what that
particular university was able to offer?

M5 RITCH E: The partnership was with Auckland University of
Technology in 2003 - '2/3. Essentially that was a
national evaluation |ooking at the infrastructure. So
when we took up the systens nodel it was actually a Del phi
tool that's |ooking at whether or not district health
boards or hospitals have managenent support, child
protection policies, standardi sed docunentation, good
rel ati onshi ps and col | aboration with community agenci es,
training for staff, a standardised intervention or safety
checklist. Basically all the infrastructure that we are
tal ki ng about, it was |ooking at seeing whether or not
t hat was present for both child and partner abuse.

The results have denonstrated that we had | ow
scores initially in 2003/4 with the baseline results.
| can't renmenber the exact nunbers, but they were
approxi mately 20 for partner abuse and the m d-30s for
child abuse and neglect. Those scores have been over 92,
93 for the |l ast three consecutive years, which shows that
we have the infrastructure that's now required. So DHBs

do have the policies, the training and all the systens we
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are tal ki ng about.

One of the itenms that is assessed is actually the
evaluation; so are we doing clinical audits and | ooking at
our screening rates, our disclosure rates, our standard of
docunentation. That was quite a | owscoring area, which
pronpted us to then devel op sone standard audit tools to
provide to each of the DHBs so that they could actually do
clinical audits and | ook at the quality of docunentation.

So that audit was obviously external. It started
off wwth visits to each of the DHBs, progressed to a
self-audit once the systeminfrastructure was progressing
in the right direction and we were over scores of 70 in
each of the DHBs, that becane a self-assessnent process.

The clinical audits are really inportant, again
for that affirmation and the feedback for staff, but also
checking the quality. So we are particularly interested
in looking for partner abuse at our screening rates but
then our disclosure rates. |If you have a very high
screening rate but a | ow disclosure rate we need to be
aski ng how we are doing those screens and how is that
happeni ng.

But we al so have tools that enable us to | ook at
t he docunentation form and check that we have done
conprehensi ve risk assessnents, that we have docunented
the assessnent we have done, and also the quality of the
referrals we make to our child protection service. So we
have standard tenplates for making a referral to Child,
Youth and Fam |y and we can | ook at the information that's
recorded on those, which is all in that quality
i mprovenent process.

| know Auckl and University of Technol ogy
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1 undert ook one. W certainly did in a |local area in Hawkes
2 Bay when | was based there | ooking at the barriers and

3 enablers for clinical staff. Usually they are either

4 organi sational or personal, so actually asking the

5 screeni ng questions. Wen we ask them about that we ask
6 themto tell us what would help themask. So that's also
7 infornmed the inplenentation. So it's that ongoing cycle
8 of how are we doing, what can we do to inprove it,

9 t hi nki ng about what that neans and then shapi ng and
10 strengt hening the programfromthat.
11 MsS FRASER I nplenentation of VIP was our first phase, and we
12 now have got that enbedded into the DHBs and that wll

13 just continue to roll out. Qur next phase is actually on
14 nore data collection that you were tal ki ng about and

15 evaluating the quality of the data and | ooki ng at how

16 much, how often and is anybody better off for having been
17 screened and referred on. So it's quite a big project.
18 But | think actually defining is anybody better off is

19 gquite a big question just to begin with, otherw se the
20 data is only as good as the questions you are asking. So
21 that's our next phase.
22 NS DAVIDSON: Dr McCaw, did you want to contribute anything in
23 relation to the eval uation?

24 DR McCAW | think they have really hit on one of the critica

25 issues for all of us in the health care environment which

26 is are outcones better, and what do we nean by "better".

27 Are we tal king about reduction in violence? Are we

28 tal ki ng about reduction in synptonatol ogy? Are we talking

29 about inprovenent in quality of Iife? Wwo are we talking

30 about? Are the outcones better for the wonmen? For their

31 famly? |Is it inprovenent in the clinical experience for
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aclinician? Is it inprovenent in health care
utilisations, putting on the hat of a health care plan?
So this is a set of questions that we should all be
putting our mnd to.

We have been able to show in Kaiser Pernmanente
t hat we can increase disclosure. W have a 13-fold
increase in disclosure. W have nore than 60,000 nenbers
t hat have been identified as experiencing partner
violence. What | want to know is just exactly what the
ot her panel has said. Are they better as a result and, if
so, in what ways? So | think this is the cutting edge for

all of us.

M5 DAVIDSON: |'m conscious of the tinme. | had a couple nore

guestions that | did want to explore, particularly from

t he New Zeal and witnesses. You have a nodel of sort of
governance in relation to district health boards. 1Is ny
understandi ng correct that the district health boards are
otherwi se relatively self-governing? | think you have
tal ked in your statenment about sort of the government

| eadershi p side of things, but also providing a degree of
flexibility to deal wth the different environnents that
t he individual health boards m ght operate in. Wat do
you see as being inportant in terns of sone central

| eadership fromthe Mnistry of Health? How have you
managed to enforce effectively self-governing bodies |ike
district health boards to do this work and where does the
bal ance need to |lie between sort of governnent |eadership

and | ocal responses?

M5 FRASER: How the contract is currently structured - maybe

| should go back to the beginning. It started out with a

pil ot of about four DHBs after the review into the death
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of this little boy, and this all started very slowy and

built up. So four DHBs piloted VIP. VIP is based on our
gui delines. The guidelines provide the framework for the
Vi ol ence Intervention Program So that was back in 2000,

2002.

M5 RITCH E: 2002.

M5 FRASER: 2002 were the pilots. |In 2007 the governnent

committed to funding the other DHBs to start this program
start rolling it out in these six designated areas. So it
has grown very slowy. It is run on actually m ninal
funding, but it is done with a ot of goodw Il on behal f
of the DHBs recognising that health has a really inportant
part to play in famly violence and child abuse negl ect.
That in itself is alnost world leading in a way. It's
about practice change. |It's about doctors saying,
"Actually we are not just doctors. W can ask these
guestions. ™"

So we have a contract with the DHBs purely for a
vi ol ence intervention coordinator. So we enpl oy one
person to Train the Trainers, to train the rest of the
staff in that. The DHBs thensel ves have said, "W wll
enploy or we will pay for a child protection coordinator."
So the two of themwork really closely together and they
do the training together. They train the rest of the
staff together. So it's four hours of famly viol ence
training and four hours of child abuse and negl ect
t raini ng.

So we have this little contract, and it's only a
smal|l contract, but it has been quite hard to get it
noticed, | guess, throughout the DHBs because the

coordi nators are constantly having to talk to nmanagers and
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say, "W are trying to train your departnent. Your staff
need to attend.” So it requires buy-in fromthe CEO for a
start of the DHB, or the chief executive of the DHB.

If I were inplenmenting this programagain | would
make it a KPI, |like you do with snoking, so you can get
the rates. Then you have that teeth that people have to
report on it and it has to be inplenented. There's no,
"We don't want to do this because we have ot her things we
shoul d be focusing on or doing."

We don't have it as a KPI. Wat we do is we put
it in as part of the draft annual plans. W ask the DHBs,
"How are you going in terns of addressing famly viol ence
or child abuse and neglect?" W have had a whol e | ot of
new | egi sl ati on around vul nerable children. So we have
children section teans in New Zeal and that are rolling out
across the DHBs in New Zealand. So it also fits in
underneath that, as the DHBs have been able to show what
work they are doing to reduce assaults on children. That
is their way of indicating the work that they are
delivering towards that and part of the better public
services plan.

So we have other ways, but certainly if | was
doing it again | would make it a KPI, make it a key
performance indicator, in the DHBs that they have to
report to because then it neans nmanagenent is responsible
for ensuring their staff are trained, not one person
runni ng around the hospital trying to encourage the
departnents to get their staff trained. So that would be
the only difference. Have | answered all of your

guestions or did you have nore?

M5 DAVIDSON: Ms Ritchie, did you want to add to that at all?
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M5 RRTCHHE: | think one of the things with this is also the

fact that you have different sized DHBs. So we have 20
| oosely small, nediumand |arge sized DHBs. Sone of the
Auckl and ones are enpl oyi ng between sort of 8,000 and
10,000 staff, and then you have sonewhere |ike the west
coast where you have probably |ess than 1,000 staff.

So one of the other things is it needs to be able
to be nodified to recognise the fact that they are al
getting - it's about systens infrastructure, but then the
bi gger DHBs where you have a children's hospital rather
than a children's ward, you are going to have to actually
be able to acconmopdate how quickly they are going to be
able to get to that point and that we really want themto
go slow and steady and actually inplenent it really well.

So we want themto al so neet the requirenents.

As we said before, this should be standardi sed training.
Li ke any other clinical skill, you learn howto do it and
that's part of your practice, skill set. [If you then
transfer to another DHB you take that with you, which is
why it's really inportant that all the training is
consistent wth the | ocal resources.

But essentially we want this just to becone a
core practice skill, that it's business as usual and what
everybody knows and does. As a senior nurse when | nopved
between DHBs ny training was recogni sed when I went to the
next. | was obviously checked to make sure | was
conpetent. But, once | was, | could practice. That's

what we want VIP and child protection and partner abuse

intervention to becone as well, that this is just part of
our skill set. W wll get the |ocal know edge that we
need.
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That's where | think you do need that nationa
standard and that national consistency so that you can
actually get to that point, because it al so doesn't namke
sense froma sustainability point of viewthat if I go to
the next DHB | need to do that training again. Doctors
are rotating sort of three-nonth cycles through hospitals
as part of their undergraduate program So how do we
ensure that they get the training in one place and then

can becone conpetent and then transfer? So it's both.

M5 DAVI DSON:  Prof essor Hegarty, are you able to comment on

that and perhaps reflect on the question of howis
Victoria' s response at the nonent in relation to famly
vi ol ence relative to other sort of conplex health issues

i ke obesity or diabetes?

PROFESSOR HEGARTY: | was very pleased Brigid McCaw brought up

bef ore about how Kai ser Permanente are using the other
chroni c di sease nodels and conplex - we should |earn from
them In many ways this is a chronic social condition.
But an exanple is even if we just started at undergraduate
training level, | ask the nedical students, "How nuch
trai ning have you had on asthma or di abetes?" It's
enornous. W have just surveyed all the nedical schools
and sone of them have no training on partner violence.
They often have stuff on child abuse. So they are not
getting that base | evel at undergraduate |evel

| would like to pick up on this idea that this
skill set is relatively easy for doctors and nurses to
pi ck up. They just have never had any training sonetines
in their original undergraduate pre-services courses, and
then with the conpeting denands of a mllion other things

they don't prioritise it. So we need sone sort of
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di recti on.

" mgoing to use general practice as an exanpl e.
| know fromthe WEAVE project that we can not just nake a
difference to their self-report - as | said, wonmen were
| ess depressed, they had nore safety discussions, they
felt nore supported by the GP. So | can teach even GPs,
and nost people say GPs are the hardest group.

So | think with the supports of requiring people
to do this - and so we have heard how you are trying to
make it mandated and m ni nrum standards. So one way | have
t hought of to nake general practice mandatory is to
actually devel op item nunbers in Medicare that
would - simlar to asthma, chronic di sease, diabetes,
chroni c di sease, cycles of care, nental health where
depression and anxi ety care actually allowed people to
take an extra bit of time - and | think we could have
famly safety plans. That's not solving Victoria and
hospital, but there's a lot of GPs in this.

It's the sanme principles of a system approach
where you are mandating fromthe top, and that could be
the Australian Health Practitioner Regulation Authority,
now is national, for GPs. But for us it could be our
regional health services and our netropolitan health
services and hi gher, having coordinators making it
expected that this is what you do.

Qur nental health workforce needs training. Qur
al cohol and drug workforce needs training. The whole
system that we have been tal king about where you feed back
data but you al so check what's going on, all of it needs

t o happen but sonehow be coordi nated and overseen fromthe

top as well as responding to | ocal needs. | think we have
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got nodels, we have just heard them and | think that it
is possible to do if we get the right governance structure

in place.

DEPUTY COWMM SSI ONER FAULKNER: Can | just follow up on that

idea. D d the New Zeal and system through its funding
arrangenents incentivise disclosure in any way? In
Victoria for a long tine our case m x system paid an extra
anount for identification of a person as an Abori gi nal

per son.

M5 FRASER: No, we don't do anything like that. W are really

l ucky with the governnent having that focus and putting
t he nessage out there very clearly. W are focusing on
famly violence. | think also it's been quite tinely
because NGOs have been doi ng sonme phenonenal work on the
ground for many, many years and didn't feel |ike they were
kind of getting traction. So it is kind of |ike the two
wor |l ds are now neeting and dovetailing together. It's
like a big wave at the nonent throughout New Zeal and.
People are really happily getting on board with
it. The GPs are desperately - they are attending
training; they are desperate for training. Everybody has
recogni sed - yes, worlds are colliding. It is amazing.
It is really interesting to see. W don't need to

i ncentivise people or nake those - - -

DEPUTY COW SSI ONER FAULKNER: 1'mreally sort of thinking

about in the case m x systens as | understand them and
"' mnot sure what New Zeal and has, that in fact if you had
a person who was pregnant and had di abetes you may attract
a higher paynment. So I'msaying if there was a person who
was pregnant and was well known to have a donestic

vi ol ence problemwould there be a way, in the sane way
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that you have just described with paynents in the general
practice system but you don't do that, you wouldn't say
it is a co-norbidity of sonme sort - - -

M5 FRASER: No, we don't have it currently.

PROFESSOR HEGARTY: The only incentivisation | know of is that
general practices were given extra noney to ensure that
the primary care nurses working in their practices were
trained. There was a period of tinme where there was a
practice incentive paynent for the nurses to be trained.
But, again, that was just training with no other system
change, and |I'm not sure what effect it had.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

M5 DAVI DSON: Do the Commi ssioners have any further questions
for these wi tnesses?

COW SSI ONER NEAVE: No. Thank you. Thank you very nuch.

M5 DAVIDSON: | ask that all four of them be excused, and thank
you also to Dr McCaw from California.

COW SSI ONER NEAVE: Thank you. That was fascinating evidence.
Very interesting.

<(THE W TNESSES W THDREW

M5 DAVI DSON:  Coul d we have a two-m nute break?

COWM SSI ONER NEAVE: Two mi nutes.

(Short adjournnent.)

M5 DAVI DSON:  Thank you, Comm ssioners. The next panel are
three witnesses who will be tal ki ng about prograns that
are run and the experiences of the Royal Wnen's Hospital
They are Lisa Dunlop, Anmy Watson and Linda Gyorki. | ask
that they be sworn.

<LI NDA SOPHI E GYORKI, affirnmed and exani ned:

<AMY MORGAN WATSON, affirnmed and exam ned:

<Ll SA ANNE DUNLOP, sworn and exani ned:
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DAVIDSON: Can | start with you, Ms Dunlop. Have you made a
statenment for the Royal Comm ssion?

DUNLOP: Yes, that's correct.

DAVI DSON:  Are you able to confirmwhether it's true and
correct?

DUNLOP: Yes, it's correct.

DAVIDSON: Can | just get you to outline what your role is
with the Royal Wnen' s?

DUNLOP: I'mcurrently the Executive Director of dinical
Operations at the Wonen's. That has a managenent and
| eadership responsibility for the clinical services at the
hospital, they being maternity, gynaecol ogy care, wonen's
heal t h, wonen's cancers and newborn services as well as
the clinical support services that are the foundations of
those, such as theatre, energency departnent and the
allied health teans.

DAVI DSON:  Thank you. Can | turn to you, Ms Watson. You
have nade a statenment for the Royal Comm ssion.

WATSON:  Yes, | have.

DAVI DSON:  Are you able to confirmthat that statenment is
true and correct?

WATSON:  Yes, | can.

DAVI DSON:  Can you outline for the Comm ssioners what your
role is at the Royal Wnen's?

WATSON: I'mcurrently an Associate Nurse Unit Manager for
the Wonen's enmergency departnent and |'m al so a regi stered
nurse and regi stered m dw fe.

DAVI DSON: Can | perhaps turn to you now, Ms Gyorki. You
are not enployed by the Royal Whnen's; is that right?

GYORKI: That's right.

DAVI DSON: Can you outline for the Comm ssion what your role

[:MB/TB 12/08/15 2770 GYORKI / WATSON/ DUNLOP XN

Royal Comm ssion BY M5 DAVI DSON



© 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

i S?

M5 GYORKI: |'ma senior project manager and | awer at |nner
Mel bour ne Conmunity Legal, which is the Community Legal
Centre based in North Ml bourne that services the Gty of
Mel bourne area. But | manage health justice partnerships
on behal f of Inner Mel bourne Conmunity Legal with the
Royal Wonen's Hospital, the Royal Children's Hospital and
| nner West Area Mental Health Service.

M5 DAVI DSON:  Have you nade a statenent for the Roya
Conmmi ssi on?

M5 GYORKI: | have.

M5 DAVI DSON: Can you confirmthat that statement is true and
correct?

M5 GYORKI: | can.

M5 DAVIDSON:. Ms Gyorki, can | get you to outline the program
and the project that you have running at the Royal
Wnen' s?

M5 GYORKI: The project with the Royal Whnen's Hospital is a
health justice partnership and it is called the Acting on
the Warning Signs project. It builds on research in a
nunber of areas, a | ot of which has been touched on this
norning. So a lot of the work that we do at |nner
Mel bourne Community Legal, whilst we are a Community Legal
Centre, we recognise the findings of the |legal Australia
w de survey or the |l aw survey from 2012 whi ch shows t hat
it's only in about 16 per cent of cases that people turn
to lawers for legal advice, and it's in about 30 per cent
of cases that they turn to health and welfare
prof essi onals for |egal advice.

So a lot of our work is outreach and integrated

service deliveries with health care settings in hospitals.
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The Royal Wonen's Hospital is one such partnership, and
the focus of that partnership is on wonen who are
experiencing or at risk of famly violence.

W have been providing | egal services on-site at
the Wonen's for a nunber of years. It received funding
fromthe Legal Services Board major grants programin 2011
and has since been refunded for a further two years. That
funding is due to expire in the mddle of next year. |It's
got three main conponents: an on-site | egal service,
trai ning, and an eval uati on conponent as well.

So the way the | egal service currently |looks is
that we are on-site five tinmes a fortnight, every Tuesday
af ternoon, Thursday norning and once a fortnight in the
wonen' s al cohol and drug service clinic. On the other
occasions we are based in the social work departnent. W
provide free | egal advice and assistance to any inpatients
or outpatients of the Royal Wnen's Hospital.

It's a generalist legal clinic, but since 2009
about 62 per cent of the wonmen that we have seen at the
hospital have indicated that they are at risk of famly
violence. So a lot of the work that we do at the Wnen's
Hospital is famly law and fam |y violence work. But, as
| said, we see pregnancy discrimnation, tenancy debts
i nfringenments and the other range of |egal issues that
Community Legal Centres woul d otherw se see.

In terms of the training conponent of the project
we provide training to front-line health professionals.
Recogni sing what | was saying earlier about people often
turning to front-line health professionals and wel fare
wor kers for | egal assistance, we provide training. W

al so recognise that health professionals are the nmgjor
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prof essi onal group to whom wonen di scl ose vi ol ence.

So the training that we provide is to really
upskill clinicians at the Wwnen's to recogni se and respond
to the warning signs of fanmly violence and to refer
appropriately, and also to act as catalysts for the
referral to the legal service so that they are aware that
the |l egal service is there.

I"mfortunate to work with sone fantastic people
at the Winen's Hospital. So that training is a
mul ti-disciplinary training. The |egal conponent is one
part of it. W also have clinicians presenting about
the clinical warning signs of famly violence; corporate
counsel presenting about when nmandatory reporting is
requi red; social workers presenting about how to respond
to a disclosure of violence and what their role is in the
hospital; HR presenting about support for staff and
self-care; and the police, who are across the road from
the hospital, cone in as well and tal k about how the
police respond to fam |y viol ence.

Lisa, on the panel, has kindly given her tinme at
every study day to either formally open or close the study
day to show that there is that executive and manageri al
support for the training as well. So it's a full day
training. Then we also have a doctors' training which is
a separate nodel which is a 90-m nute training session
whi ch recei ves professional devel opnent points froma
nunber of different colleges. Again based on a
mul ti-di sciplinary nodel, social workers, corporate
counsel, a doctor and nyself present and then we have two
seni or nedical staff on a panel at the end for a question

and answer session.
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So we have trained over 200 staff at the hospita
t hrough that nodel. Under the first phase of the project
we trained over 10 per cent of clinical staff. Professor
Hegarty, who was on the panel just before, was part of
that eval uation and there were sone really positive
findings of that. W are also evaluating the project
again this tinme internally, rather than externally, as was

done under the first phase.

M5 DAVI DSON:  Perhaps can | turn to you, Ms WAtson. You have

undergone a fair bit of training in relation to famly
violence. Can you outline the different types of training

that you have received?

M5 WATSON:  Yes. As well as ny qualifications as a registered

nurse and registered mdw fe, | also undertook a D pl ona
in Nursing Science in child, famly and conmmunity which
means |'ma qualified maternal and child health nurse.
| graduated in 2013. Conpared to ny undergraduate and
postgraduate studies in nursing and mdw fery, it was only
when | went to do nmy maternal and child health nursing
that | received formal education or curriculuminto famly
violence. It was displayed within a subject. | had to do
a 2,500 word paper on famly violence and the health
inplications to famly violence and whether routine
screeni ng was an appropriate way of tackling famly
violence. It wasn't until then that that training was
sort of enbedded into the curricul um

| have al so undergone the eight-hour Acting on
the Warning Signs training at the Royal Wonen's. | did
this because in ny managerial role |I am supporting junior
staff, being graduate nurses and mdwives. So | wanted to

further train nyself in that. The Wnen's has al so
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undergone a pilot in our emergency department only which
is with Bendigo Health and al so Qur Watch, and that's
call ed Strengtheni ng Hospital Responses to Fam |y

Vi ol ence. W had a project nanager who was a soci al

wor ker conme down and in double staffing tine present two
sessions, one on identifying famly violence and how t hat
is incorporated within the energency departnment and the
presentations, the clinical health presentations that we
see, and also howto sensitively enquire and respond and

appropriately refer.

M5 DAVI DSON: We have heard a bit about training al one not

necessarily resulting in additional outconmes in terns of
screeni ng. From your perspective, having had the extent
of training that you have had, have you i npl enented

screening into your practice as a mdw fe?

M5 WATSON: Yes, | have. | started at the Wonen's in 2009 as a

graduate nurse and unfortunately | could only count on a
handful of tinmes that | have actually, | guess, had the
knowl edge and the confidence as a health care professional
to identify soneone, to sensitively enquire and al so
appropriately acknow edge or how to respond to famly

vi ol ence.

It wasn't until | attended training or went
through this training in nmy first initial maternal and
child health curriculumthat | understood as a health
prof essi onal that not only do we respond to, | guess, the
physi cal presentation on why a person is in hospital or
receiving health care but also the psychosocial aspects of

that woman's wel | bei ng and safety.

M5 DAVIDSON: Can | perhaps turn to you, Ms Dunlop. You have

tal ked in your wtness statenent about sone of the things
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that were learned in relation to the Strengthening
Hospital Responses to Fam |y Viol ence project and
particularly in relation to sort of data and docunentation
issues. Can | get you to first outline what kind of

medi cal records and systens you have in place at the Roya
Wnen's Hospital and how those sorts of systens m ght

operate in other hospital s?

M5 DUNLOP: There are three main data sets that hospitals use

and report from One is in relation to energency
presentations. So, every person that goes through an
energency departnent, that data is captured through that
system and that data is sent through and collated system
wi de.

Then there is a different system which captures
out patient occasions of service. It is not a clinical
systemin that really what it identifies is who has been
to a specific service on a particular day and what
services they used. It doesn't pertain any medical or
ot her sorts of informtion.

Then the third dataset is around the inpatient
epi sode of care. At the Wwinen's we are stil
predom nantly paper based for our nedical records. There
are obviously sone health services who are noving or have
noved to an el ectronic system But we are predom nantly

paper based at this point in tine.

M5 DAVIDSON: Is it the case that different hospitals will have

different systens?

M5 DUNLOP: Yes. Each particular health service could have

different software packages that they use. The central
reporting is the same regardl ess of what those particul ar

sof t ware packages are, but individual health services wll
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have different systens in place for potentially all three
of those areas.

M5 DAVI DSON:  You have identified in your witness statenent
that, although different hospitals will have different
systens, the data that is collected is relatively
consi stent across hospitals, or the notes that record that
information. You tal k about the reasons for collecting
that sort of information are consistent across health
services. Wat are the different types of data that have
to be collected and what are the drivers for them being
col | ect ed?

M5 DUNLOP: There are a couple of different drivers. Cbviously
the first one is about direct patient care so that the
clinician knows who has seen the patient previously, what
their nedical history is and what the specific treatnent
iS.

A second area of data collection is around
fundi ng and what is required for funding purposes.

There's also a third area of data collection
which is around sone of the nore popul ation wi de data
coll ection; so, for exanple, cancer registries, infectious
di sease notifications and those sorts of things which are
used for a nmuch broader use within the system

M5 DAVI DSON:  Who dictates those?

M5 DUNLOP: Predom nantly governnent. Mst it would be state,
but sone of it is Federal Governnment, for exanple, in
terns of sone of the registries.

M5 DAVI DSON: What are the requirenents from governnent in
terms of collecting information about famly viol ence?

M5 DUNLOP: There are opportunities for it to be recorded. For

exanpl e, in the energency departnent there are areas that
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it can be recorded. | think one of the problens is that
the systens don't necessarily gel at a patient level. So
we have data from energency presentations, we have data
about inpatient episodes, but it's not necessarily linked
to an individual patient.

The other thing that is mssing is sone
standardi sati on around definitions and then what act ual
data do we want to collect. | think we have heard
previously that it is one thing to identify how many
peopl e di sclose, but that in isolation is actually not
going to give you particularly neaningful information
What we want to know is who was asked, who wasn't asked,
if they have discl osed what was done about it, and then
nore inportantly longer termactually did it make a
difference to that individual's health care both in the
short and long-term particularly in a maternity setting

around the longer terminpacts on the infants.

M5 DAVIDSON: Can | turn to you, Ms Watson. As a mdw fe and

working with these information systens, what does that
mean for you in terns of your practice? Were do you
record that you have screened soneone? Were do you

record that they have disclosed? How do you know what

previ ous practitioners m ght have done, for exanple?

M5 WATSON: At a clinician level it's quite fragnented.
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Oherwise if it was 12 nonths ago and wasn't
somewhere that | could clearly see, we have an al ert page
on the very front of the history, so after the front page,
and usually that alerts things that are nedicalised. |If
you had an allergy it would be right there in front of
you. Famly violence isn't alerted in that way and you
woul d have to, | guess, flick through a history to see if
a woman has been involved in social work, legal or if
soneone's previously asked or if she has discl osed.

M5 DAVI DSON: If you have asked where would you record in the
notes? Is it in the paper record or would it - - -

M5 WATSON: It would be in the paper record. | would
personal | y docunent that | have asked about famly
vi ol ence, whether it was disclosed. | would enquire about
i medi ate safety for the woman, because nbst wonen who
attend our energency departnent are likely to be
di scharged hone. So | ask, "If you are going hone, are
you going to be safe?" | would also offer the services
that we have at the Whnen's, so the social work service
and al so | egal; whether she accepted or declined the
referral, again this is all through the paper base.

We al so have an el ectronic energency depart nent
i nformati on system For exanple, if someone presented
with pelvic pain there's tick boxes. So you could say
that the pelvic pain was a gynaecol ogi cal issue and you
could say, "Yes, this is a gynaecol ogical issue,” and that
woul d bring up another set of tick boxes and you could hit
"pelvic pain". Unfortunately, from my understanding,
there isn't a tick box to describe that famly violence is
a presentation. W do have psychol ogical distress or if a

woman presented with a psychosocial need, but no famly
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vi ol ence.

M5 DAVI DSON: As a practitioner how inportant do you think it

is to have that docunentation as part of - |I'mnot saying
it's the only part of - a systemthat prioritises famly

viol ence as a public health issue?

M5 WATSON: | guess at a patient level it would make it a nore

seanl ess approach and putting the woman at the centre of
the care. Because of the nature of an energency
departnent, a lot of the wonen that we see we nmay never
see again. So we want to know that if we have enquired
about famly violence, if famly viol ence has been

di scl osed, if she has declined referral on that day, if
she's pregnant and going to attend a pregnancy clinic, the
clinician may not find that | have previously asked. So

| think it's extrenely inportant that it is sonewhere to
be found in a history and easily accessible as a

clinician.

MS DAVI DSON: In terns of the informati on and the tick boxes

and the information that you are required to enter
potentially, how does famly violence conpare wth,

say - you would ordinarily be asking soneone if they
snoke, for exanple, or drink alcohol or use drugs, those
sorts of things. Howis famly violence treated relative

to those sorts of factors that m ght inpact upon health?

M5 WATSON: | think that question is best answered by a doctor

because it is actually the doctor's role to tick those
boxes. As a clinician in terns of having this famly
violence training it's helped with my overall approach in
asking and identifying wonen who are at risk of famly
violence. But | wouldn't be able to tell you conpared to,

say, snoking or asthma or pelvic pain whether famly
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violence is treated as a diagnosis the sane as a physica

heal th conpl ai nt.

M5 DAVI DSON:  Ms Dunl op, can | ask you that question in

relation to systens that you have in place for | think you
refer to themas co-norbidity issues. So what sort of
things are recorded as co-norbidities and is there a

requi rement to check for those?

M5 DUNLOP: Again, as part of a regular history taking

clinicians will ask patients a whole variety of things,
and things such as high bl ood pressure, diabetes, do you
snoke, how nmuch do you drink are routinely recorded. What
we would |ike to see is that famly viol ence be part of
that routine. | think we have already heard this norning
that a big step of that is to actually train the
clinicians to be confident to ask and, nore inportantly,
know what to do if it is disclosed. So the two go hand in
hand.

What we don't want is a tick box, and we have
heard this nmorning that that's not ideal. It is about
training the clinicians to ask that question the sane as
t hey woul d around snoking or high blood pressure and ot her

known factors, nental health issues.

M5 DAVIDSON: In ternms of the Royal Wnen's you have sone

servi ces such as social work. So what sort of services
are available for wonen who have disclosed famly

vi ol ence?

M5 DUNLOP: W do have a social work department and we do have

t he assi stance of Inner Mel bourne Legal on-site several
days a week as well. But, again, the social work
departnent is predom nantly a Monday to Friday service.

We do have sone on-call social workers, but it's certainly
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1 not a 24/7 service.

2 M5 DAVI DSON: What about relationships with famly viol ence

3 service providers or other specialist service providers to
4 whom you nmay refer for wonmen who have disclosed famly

5 vi ol ence?

6 M5 DUNLOP: Particularly through the social work departnent

7 t hey have rel ati onships and contacts. Clearly wonen cone
8 fromdifferent geographical areas. So each of the

9 services are slightly different in each of those areas.
10 So it's the social work departnment that need to know if
11 |"mout in the west or if I"'mfroma rural region what
12 services are available to that particular woman in her
13 area. They are really the linchpin of hooking up wonen
14 into those sectors.
15 What we do know is that, although particularly
16 during antenatal care we have a fantastic opportunity to
17 work with wonen and famlies for their |onger term health,
18 but it still is afinite period of tine and that it's not
19 the hospital's role to continually case nanage a woman for
20 years and years, for exanple, in that we do need to work
21 with the coomunity agencies to provide that ongoing
22 support to wonen and famlies.
23 M5 DAVIDSON: Ms Watson, what about the situation where a wonan
24 di scl oses famly violence? Does it inpact on discharge
25 policies, for exanple, in the hospital? How do you deal
26 with that situation? | think Comm ssioner Faul kner asked
27 that question in relation to the other panel nenbers about
28 things |ike discharge policies and taking fam |y viol ence
29 into account.

30 MS WATSON: We have had wonen who have had soci al adm ssions

31 because of famly violence. Wth the nature of our
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energency departnent we do, |like |I said, have a | ot of
peopl e goi ng hone and bei ng di scharged. There's business
hours and after hours. W are a 24-hour a day service.
So we are the front door of the hospital. |If a woman was
to present with famly violence, yes, there are discharge
times and di scharge planning. | guess, in that concept
it's about immedi ate safety.

The wonman is central to all decision making.
| can offer services, discuss them tell her that it's a
| egitimte health concern or even acknow edge that what
she's actually going through is famly viol ence, because
it was said earlier today that some wonen don't even know
that the abuse that they are going through is considered
famly viol ence.

It's up to the wonan if she takes on that
referral, if she does want to go hone to the environnent.
So she is central to all of the decision making. | guess,
as a health care professional, the woman is the best
person to assess her level of risk. |It's not so nuch
about disclosures and referrals and collecting data on
whet her the referrals neet the disclosures; but the woman
knows that - we know that wonen attenpt to |l eave up to
eight tinmes froma violent partner before she actually
decides to leave. So if she was to see ne that day and
| was to di scuss what our services provide, that we do
have wonen's social support, that we do have | egal service
i nvol ved, that you can go five days a fortnight and
recei ve specialised care, because I'mnot a famly
vi ol ence expert but | do have a duty of care for her
safety, it would be up to her. She mght not be ready

t hat day, but she needs to know that the hospital is a
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safe place to disclose famly violence and that we are a
24- hour a day service and that she can cone back at any

time.

M5 DAVI DSON: Ms Gyorki, can | just get you to finally coment

on your experience of observing wonmen who have di scl osed
famly violence and the sort of services that are able to

be of f ered.

M5 GYORKI: It's critical to be able to provide that w aparound

care to these wonen. As both Any and Lisa have said,
there are a nunber of services on-site. From our
perspective, fromthe | egal perspective, we see a |ot of
wonen who are just coming with a nunber of questions, the
answers to which will hopefully informtheir decision as
to whether to | eave or not; so around child support,
around who's going to have tinme wwth the kids and what
that's going to | ook |ike, childbirth maintenance,
property, separation, divorce, intervention orders,
financial assistance for victinms of crine. It's often a
fairly formulaic response for a lot of the wonen that we
see and they are just trying to armthensel ves with that
information so that they can make an inforned decision as
to whether or not to | eave that relationship.

We try to provide that in a really holistic way.
W work closely with the social work departnent as nuch as
we can, and obviously with the clients' consent to do
that. But we know that wonen who are chronically abused
are going to have difficulty either Googling a |egal
service or going into a legal service; whereas going into
a hospital, a 24-hour environnment, where they know t hey
can receive support is a nmuch safer environnment for them

and it's not necessarily advertised on the outside of the
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hospital that there is a |legal service in there. So we
are providing themw th an opportunity to receive that
| egal intervention in a safer environnent than they would
ot herwi se be able to at a |l egal service that has a shop
front, for exanple.

M5 DAVI DSON: Do the Comm ssioners have any questions?

COWM SSI ONER NEAVE: No, we don't.

M5 DAVI DSON: Thank you. |If the wi tnesses could be excused and
we wll adjourn until 2 o'clock.

COWM SSI ONER NEAVE: Thank you very much i ndeed for your
evi dence.

<(THE W TNESSES W THDREW

LUNCHEON ADJ OURNMENT

.DTI: MB/ TB 12/08/ 15 2785 GYORKI / WATSON/ DUNLOP XN
Royal Comm ssion BY M5 DAVI DSON



© 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

UPON RESUM NG AT 2. 00 PM

M5 DAVI DSON:  Conmi ssioners, the next witness is Bernadette
Anne Harrison, who is the Maternal and Child Health
Coordinator fromthe City of G eater Dandenong.

<BERNADETTE ANNE HARRI SON, affirmed and exam ned:

M5 DAVI DSON: Ms Harrison, have you nmade a statenment for the
Royal Commi ssion in this matter?

M5 HARRI SON: | have.

M5 DAVIDSON: Are you able to confirmthat it is true and
correct?

M5 HARRI SON: | can

M5 DAVI DSON: You are a maternal and child health nurse,
trained as a nurse. You are currently in a role as a
coordinator. Can you explain what your role involves at
the Gty of Greater Dandenong?

M5 HARRI SON: |I'mthe Maternal and Child Health Coordi nator for
the City of G eater Dandenong, and that is managing the
service for maternal and child health, which has materna
and child health nurses, early parenting support officers,
busi ness support and al so research prograns, including the
ri ght @one, which has maternal and child health nurses and
a social worker, and Bridging the Gap, which is involving
mat ernal and child heal th nurses.

M5 DAVIDSON: In ternms of the maternal and child health
service, can you explain the difference between the
uni versal service and the enhanced service, and what each
of those involve?

M5 HARRI SON:  Yes. The maternal and child health universal
service is a service that pronotes child health and
devel opnment, and supports famlies with children from

nought to six years. W offer key ages and stages, from
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when the baby is born, with 10 key ages and st ages,
including a home visit within the first two weeks. Then
we have a key age and stage at two weeks, four weeks,

ei ght weeks, four nonths, eight nonths, 12 nonths, 18
mont hs, two years, and three and a hal f.

That goes through a nunber of heal th-pronotion
activities. It also |ooks at the child health and
devel opnent. It al so engages in a parent eval uation
devel opnent screen, which the parents are asked to
conpl ete 10 questions about the devel opnent of their
children, which is fromfine notor, gross notor and how
they see their child devel opi ng.

From the PEDS, which it's referred to, if there
are any significant issues, that's picked up through a
scoring of the PEDS. W then go on to a secondary
screening called the Brigance. Fromthe Brigance it
hi ghlights three areas of gross notor, |anguage - and from
there we refer on. It will be a referral on to
paedi atricians, GPs or any allied health services.

Thr oughout the universal programwe offer new
parent groups, and other sleep and settling services, and
dependi ng on the | ocal needs of that community, as within
the City of G eater Dandenong, we have peer educators that
actually take culturally diverse groups in those parenting
groups. Because of the cultural diversity we have a
"Cooki ng for your Baby" group, which extends in sharing
our ideas about the nutrition and food for children and
famlies, and we work with those different comunities.
That may be different in every council, but generally
every universal programw ||l have a new parent group.

Then for the enhanced program the enhanced sits
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al ongsi de the uni versal program where we offer an

addi tional 15 hours of service in home to the famlies, or
in rural comunities there's an additional 17 hours.
That's working with the nost vul nerable famlies that have
been referred fromthe universal. In the Cty of Geater
Dandenong we are a little bit different, and | think there
are another two councils that actually accept referrals
straight into the enhanced service fromhospitals, GPs or
ot her services because of the vulnerability and we want to
make sure that famlies don't fall through the gap.

That enhanced service is different in every
counci| because of the conmunity needs again. In the Cty
of Greater Dandenong we have maternal and child health
nurses, we al so have early parenting support officers, and
they work with the famlies intensively for the additiona
15 hours, where then they will refer back to the universal
to be linked into that for ongoing support. But, if any
crisis then reappears, they will then be referred back

into the enhanced servi ce.

M5 DAVI DSON:  You have identified that for the enhanced program

you are able to take direct referrals fromhospitals into

that program but does it still start at after birth?

M5 HARRI SON:  Yes. Both the universal and the enhanced program

starts after we receive the birth notification, and by the
birth act we are given the birth notification per counci
to actually follow up and offer the service. There is a
program cal l ed the right @one that starts in the
antenatal. That's a research project. But fromthe

uni versal and enhanced we start at the receipt of that

birth notification.

M5 DAVI DSON:  You tal ked about the ability in your area to
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refer straight fromhospital into the enhanced program but
that in other areas the wonan m ght go first to the

uni versal service and then get referred fromthere. What
do you see as being the difficulties for that referral

process?

M5 HARRI SON: I n regards to being in the universal program- so

if I take nyself back when I was a maternal and child
health nurse in the universal program- first you have to
do a hone visit, and the hone visit goes through picking
up all the famly details, personal details and just
ensuring that fromdelivery that the nother/child, feeding
rel ationship, that the fam |y have supports and who is
around to support that famly.

Then the two-week could be within the next two
weeks after the honme visit. However, sonetines because of
increased birth notifications or the ability of - whether
the famlies are avail able for the appointnent, that may
be alittle bit longer, but generally it's that tinefrane.
That it may take sone tine, it nay be the second or third
or fourth visit, that things are being disclosed or that
as a practitioner you are actually identifying sone
concerns you mght have in that relationship within the
famly.

So with a referral com ng straight from any
services, particularly the hospitals, you can have a
conversation not only in the maternity but quite often
social workers fromthe hospital will discuss the issues
wi th the enhanced team and by that we can link in a | ot
qgui cker into the enhanced rather than waiting for a

uni versal nurse to actually refer in, which nay be quite

del ayed.
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M5 DAVI DSON: From your perspective, what are the consequences
of potentially having one nurse have, say, three visits
and then a referral to a new nurse to do an enhanced
pr ogr anf

M5 HARRI SON: | think one of the nost inportant things in
mat ernal and child health is building a trusting
relati onship and building that rapport with the famli es.
In a lot of services you can go through a nunber of
practitioners. But in linking in as soon as we can, if
there are issues and we have built that trusting
rel ationship, then we can actually work nore closely with
the famlies.

M5 DAVI DSON:  You have tal ked about in your statenent the
ri ght @one program Does that enable an even earlier
i ntervention?

M5 HARRI SON:  Yes. The right@one programis a research
proj ect that has been delivered in the City of Geater
Dandenong by ARACY, and it's two maternal and child health
nurses and a social worker. That right @one program
starts around the 26/ 28 weeks gestation for that nother.
Then one to two and even on sone occasions if we can get
in at that time we can offer three honme visits to that
famly until the birth of their child. That's going
t hrough where the parent is at at that nonent and then the
parent's attunenent and responsivity to the inpending
birth. 1It's also about establishing that relationship and
just identifying sone of the famly issues that nmay be
obvious or that the famly would |ike to talk to prior to
the delivery of their child.

M5 DAVIDSON: In terns of the right@onme program what sorts of

benefits are you seeing fromthat progranf
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M5 HARRI SON:  Just | ast week we actually had the philanthropic

fund hol ders, ARACY, Sharon CGoldfield fromthe Centre for
Community Child Health cone out for a presentation with
the right @one. | think one of the nost powerful
denonstrations is that we had three famlies there and
what they raised was that, No. 1, the relationship of the
practitioner, and in a |ot of cases where nmaternal and
child health you may have a nunber of practitioners that
you are seeing over the course of the four, five, six
years in maternal and child health, in right@onme you have
the continuity of care wwth the sane practitioners.

It's building the parents' confidence. |It's
actual ly supporting the parents to denonstrate that the
children are great learners froma very early age and that
any significant stresses can be highlighted, can be
di scussed to actually then refer to other agencies if need

be.

M5 DAVI DSON: I n your experience, if it wasn't for that sort of

ri ght @one program what woul d that vul nerable famly 's
experience of the service potentially involve in terns of

t he nunber of people that they m ght have to see?

M5 HARRI SON: I n conparison to the universal service, the

ri ght @one offers 25 visits fromthe antenatal period of
26 to 28 to two years of age. The universal service
offers 10 key ages and stages froma hone visit to three
and half. So potentially we have a far higher

rel ati onship and far higher contact with famlies in the
ri ght @one, which is an in-hone service. The universa
service is - the first visit is offered in the hone and
subsequent visits the majority of tinme are actually

offered in the health centres. R ght@one is offered in
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the home. So it's the practitioners that are going into
the honme that are actually working with both the nother
and famly or other famly that may be living in that
resi dence and all being part of raising the children.

In the centres for maternal and child health,
particularly | guess in the Cty of G eater Dandenong we
have extended famlies that do cone in. So it may
general ly just be the nother encouraging for fathers to
participate, but a lot of the tine it's actually the
extended famlies. Because of our cultural diversity a
ot of the famlies are living with extended famlies.

So the differences between the universal and
right @one is, | guess, froma continuity of care that
very simlar practitioners - although |I nust say in the
City of Greater Dandenong we have a relatively stable
nurse relationship wwthin the different regions, but of
course there are tinmes that they do change. But
right @one, it's the sane practitioners that follow the

famlies right through till two years of age.

M5 DAVI DSON: What does that mean for the outcones for that

famly?

M5 HARRI SON: | guess | keep stating that the trusting
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rel ationships, that we build rapport, and fromthe
trusting relationships, if there are any issues - and

| think what was raised at the forumlast week was
famlies were saying with that trust wth the professional
then they are able to disclose all sorts of anxieties and
i ssues they may have with their child, with what was
happening with them on a psychosoci al basis and being abl e
to then work through with that fam|ly how to support them

and | ooking at a strengths based focus and approach. So
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what is it that the famlies can really bring to that
practice to actually really devel op and potentially for

the best outcome for their child or children.

M5 DAVIDSON: Can | just perhaps get you to address two aspects

of that program firstly the idea of starting in the
antenatal period. What is your view about whether or not
that's a useful thing for famlies to start earlier than

birth?

M5 HARRI SON:  The antenatal period is a really inportant tine

for maternal and child health to link in. | will go back
When | first started in maternal and child health 18 years
ago we actually used to visit the hospitals, and in
visiting the hospitals you would go in and you woul d neet
or you would introduce yourselves to the famlies in the
hospitals and explain the service.

Alot of famlies are not aware of maternal and
child health, particularly in our comunity. | guess in
t he broader sense a | ot people are aware of maternal and
child health. But it is actually explaining what maternal
and child health is about, making it appropriate for them
working with the famlies, because | think a | ot of our
work is done in post-delivery where famlies are not
awar e.

So in the Cty of Geater Dandenong we have a
very high culturally diverse conmmunity. They have never
known a preventative program such as maternal and child
health. So we are needing to actually have that
conversation with themto try to nake the service rel evant
for them In wrking with themin the antenatal program
we can actually work al ongsi de of them expl ai ni ng what

the service is and setting up supports if needed in that
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ant enat al peri od.

It also highlights the fact that in waiting until
the birth notification, if there are any major issues, the
uni versal service of maternal and child health, it's not
mandat ed that you attend. |It's a free universal service
t hat peopl e can choose. They can choose to decline it,
they can choose to attend. So if fam lies have
significant issues, if we link in earlier then we can
actually foll ow them through and support themprior to the
birth and then after the birth. So it's making sure that

famlies don't fall through the gaps.

M5 DAVI DSON: The second aspect that appears significant or

different fromthe other maternal and child health nurse
services fromthe right @onme programis the idea of
working with the broader famly. You have tal ked in your
statenment about working with fathers. Historically, have
mat ernal and child health - we know the nane says
"maternal and child health". Historically, have naterna
and child health nurses had a significant involvenment with

the fathers?

M5 HARRI SON:  No. | guess the nanme suggests nmaternal and child

health. The focus has been on that relationship because
several years ago the enphasis was put on the nother/child
rel ati onship because of the infantnmental health research
that was show ng that once the attachnent and bondi ng was
made that was a very strong bond, and also | think the
service itself indicates that it's a 9 to 5 service and
generally a lot of fathers work. So the involvenent in

t he past has not been focused at fathers.

However, | woul d suggest over the last five years

there has been a rethink about involving fathers. It's
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i nportant because children need to have that relationship
with their fathers, and I think in nmoving forward | think
we in maternal and child health need to actually start to
ret hi nk about what our service is and who our services are
actual ly supporting. Although we are supporting the
famly at large and, yes, the nother and the child are the
focus, the nother, father and child should be the focus in
mat ernal and child heal th.

It's also fromour training that the focus is
about the famly. However, it's nore on that nother/child
diad that we actually focus on. But | think as we nove
forward - and | think a lot of services, a |ot of people
have tal ked that we are noving slowy towards that, but it
is a slow evol verent of involving nore fathers.

There's a | ot of prograns now that we encourage
fathers to attend. CPR nights, we get a | ot of
i nvol venment of fathers. A lot of our other prograns,
particularly in the City of G eater Dandenong, for both
the fam |y and children services and youth services, a | ot

of prograns now are focusing at involvenent of fathers.

M5 DAVIDSON: Can | nove perhaps to the role that maternal and

child health nurses have been playing in relation to
identification of famly violence. Can | ask you perhaps
your experience as a maternal and child health nurse of

i ncorporating famly viol ence questions and enquiry as

part of your practice?

M5 HARRI SON: As a maternal and child health - | think

| cel ebrated when our framework actually changed severa
years ago and it was posed that as maternal and child
health nurses we actually ask four questions about famly

Vi ol ence. Prior to that there was no fornmali sed
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statenments and it was the professional's judgnent that you
woul d be picking up with nothers when you were talking
about the famly and hone what was actually going on with
rel ati onships. So when you would speak about - | will use
an exanple that | renmenber starting as a new graduate,

that you woul d be asking mum "What part does dad play?

He can help you at night too for feeding," that there
woul d be a shy away of sone nothers and you would start to
thi nk, "What's going on there?"

Then it was one visit after another that as,
again, you build trust and rapport that the nother woul d
then realise that the role of maternal and child health
about preventative health and about health pronotion, that
we were a resource that if anything was to be decl ared
that they could conme back.

On a nunber of times nothers would actually push
their prans with their babies, have been in very viol ent
rel ati onshi ps, and then of course the course of actions in
the practice would unfold. | think with the four
questions of maternal and child health today - would you

like me to state the four questions?

M5 DAVI DSON:  Yes.

M5 HARRI SON: | just want to nake it clear.

M5 DAVI DSON: At paragraph 48?

M5 HARRI SON:  Yes. So the four questions that we ask today -

and this is at the four-week key age and stage. However,

| think that at any stage of professional judgnent that we
can actually ask it when we know it is safe to ask. So
the four questions that we ask in a conversational style -
and as | was a lecturer for maternal and child health for

a couple of years | used to actually speak to the students
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and say, "If you do it as a conversational style, famlies
will get to know that this is part of our role and this
woul d actually encourage famlies to identify we nust know
somet hi ng about it and we could support.” That's been ny
case as a maternal and child heal th nurse.

But the four questions are: are you in any way
worried about the safety of yourself or your children; are
you afraid of someone in your famly; has anyone in your
househol d ever pushed, hit, kicked, punched or otherw se
hurt you; would you like help with this now?

We have had training in CRAF. CRAF is the Common
Ri sk Assessnent Franmework, and all maternal and child
heal th nurses have actually had training in that. There's
three parts of the framework in which there is an
identifying conponent, there is a prelimnary assessnent
and then there is a conprehensive assessnent. Maternal
and child health sits at that identifying assessnent, that
we identify and then we refer on.

However, in the case of having a nother
disclose - and nost tinmes it is a nother that
di scloses - the inpact | think people need a clearer
understanding is the inpact it has on the nurse and our
service. In maternal and child health our service
delivery of the key ages and stages for nost of the key
ages and stages are half an hour. W have a nunber of
criteria to actually work through with the famlies. For
a home visit and three and a half we have 45 mnutes to an
hour. So when we have back-to-back appointnments starting
at 9 o'clock in the norning going until 11.30,
adm ni stration, and then restarting again at 1 or 1.30 for

ongoi ng appoi ntnents, when soneone cones in and discl oses,
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the inpact or the ram fications on the ongoing
appointnents and the rest of the day is quite significant.
| will actually denonstrate with an exanpl e that
happened in Springvale | ess than two nonths ago. One of
the nurses had a nother that actually arrived for her
2 o' clock appointnment. This nother had waited two days
because she had a schedul ed appoi ntnent. The not her
wal ked in in a very distressed state. The nother had very
poor English and the nurse had to phone in for an
interpreter. The nother was explaining that she didn't
want to go hone and she was actually starting to pick up
objects to try and harm hersel f because she wanted to die.

When the interpreter arrived - at the same tine
the nurse was trying to contact services but at the sane
tinme sent an email to the | eadership team sayi ng she
needed assi stance - only because we had said that we were
out on nobile, so she sent an email. So our enhanced team
| eader took up that call and was there w thin about
10 m nut es.

This nmother had had significant issues in the
famly hone where the father was a ganbler and had
absconded. Strangers had cone into the house, had
ransacked and had taken - recovered the debts, and had
al so held a gun at the nother's head and the
three-year-old' s head, with an 18-nonth-old child.

From that scenario we called the Crisis
Assessnment Team and we called Child Protection. On both
occasions we were told to take the nother to the hospital.
We were told Child Protection was not avail able and that
we should get the famly to go to the hospital. At that

stage | becane involved and we called the police, and the
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police identified and inforned us that they weren't
avail able to take the children, because the anbul ance
could only take the nother

During this time - so we were from2 o' clock to
5 0 clock at this stage, and this is a centre which is a
famly centre, so there's child care, there's
ki ndergarten, there's a nunber of people, and we had a
nunber of issues we were trying to work through
| actually spoke to Child Protection. | actually spoke to
the CAT team all of which they said they are not
avail able. WMaternal and child health then - and this is a
common i nstance, that we becone a hol ding bay until
soneone can actually respond to our call.

In a nunber of cases and in my personal
experience, in that holding phase a ot of nothers wll
say, "I"'mout of here.”" They wll actually just surrender
and they will walk out with all encouraging themto say
until a service actually turns up. 1In the end we had an
anbul ance, we had four policenen, we had two team | eaders,
because it was getting significant. The children were so
di stressed. W had another team | eader that canme in and
we were entertaining the children because no-one could
hel p us. This nother was escalating to a point where she
was grabbing things. She wanted to die. She wanted to
hurt herself significantly.

Finally, when the anbul ance arrived we were able
to calmher down, and a police regional officer ended up
comng and we identified then - and this was about
6 o'clock - 6-6.30, | think it was - that there was a
fam |y nmenber that could come and pick up the children,

and then that nother could actually be taken to the | ocal
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hospital to be assessed.

The reason why | tell that story is the inpact on
mat ernal and child health universal service is from 2.30
t hrough until 4.30 we had hal f-hour appointnents. W had
another two roons in that facility where we had ongoi ng
appointnments. So we had up to three to four famlies
waiting to actually see other maternal and child health
nurses. W ended up rescheduling a nunber of appointnents
for the nurse involved with this case.

But what it denonstrates is tine. What it
denonstrates is we need nore flexibility. | think that
the inpact it has on famlies - the inpact it has on
professionals is quite significant when you get those

sorts of significant cases.

M5 DAVI DSON:  What would you like to see in ternms of the system

responding to those sorts of incidents?

M5 HARRI SON:  An integrated col |l aborative partnership for al

services. | know a nunber of us, and | think - and I'm
going to quote Frank Oberkl aid, because we tal k about silo
services and | think that we still work in silo services.

| think we are all very separate. When an issue |ike that
happens, it's maternal and child health. Soneone cones
in, you hand over, and then there's no partnership,
there's no coll aboration in which we can actually share -
with privacy as a real issue when we are trying to share

i nformati on.

Maternal and child health are mandated to
actually report any child protection issues. So on that
platformwe bring in Child Protection, but it's not always
the other way, that if we ring up to find out where the

progress of the famly, they don't actually share that
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i nformati on.

So | would like an integrated outreach nodel
where, if a situation |ike that happens, you can actually
call an imredi ate response team and that imedi ate
response teamwould be then released to cone and either
support the nurse or then have a di scussion and handover,
and then take the famly to a safe spot to actually work
t hrough as a col |l aborative team \Wien | tal k about that,
"' mtal king about maternal and child health, I'mtalKking
about famly violence workers, it m ght be housing
wor kers, early parenting support officers - anyone to

actually help that famly at that tinme in that crisis.

M5 DAVI DSON:  You tal ked about if you phone up you don't find

any informati on about that famly after that incident.
Wuld that famly normally conme back to you and conti nue

in the service?

M5 HARRI SON:  Yes, once the crisis has been worked through,

M5 DAVI DSON:  How i nmport ant

unless the famly or the nother and the children have
actually been sent to a famly refuge for a period of
tinme, but generally famlies do cone back and generally
famlies have that relationship that they will continue
wWith the nurse that actually supported them

As comrunities actually discuss things, that once
fam|lies have that understanding of what we do in naternal
and child health, | think they actually appreciate the
service and the support and gui dance we actually give them
when they do return.
is it for you as the service that's
continuing to provide a service to have infornmation

relating to what has happened to them foll ow ng that

i nci dent ?
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M5 HARRI SON: It's paramount. |It's paramount in the fact of

supporting that famly and also referring to the
appropriate services. W all have our roles and
responsibilities to follow through and to support
famlies. However, when it cones to having nore
information there's a ot of followup that we do for
mat ernal and child health to try and keep the famlies
engaged, because on a universal platformis the best
platformthat we can actually work with famlies, and it's
free, it's accessible. [If we can refer and link in
services and have the nost current information there to
work with, we then know that they are getting the best.

| think with a lot of services, particularly in
famly violence, when we are | ooking at the services out
in the communities we need to have, for want of a better
word, a mappi ng exercise to make sure all services are
kept current because they change so often. Maternal and
child health know the nost i medi ate ones, but there are
many ot her services in the community that sonetinmes you
only becone aware of by default or by referral from
another service. So | think it's really inportant that we
try and exercise a mapping responsive chart to nmake sure
that every comunity have their own |ocal services that

they can actually refer to as current.

M5 DAVI DSON: You have also tal ked in your w tness statenent

about your vision of a maternal and child health outreach

service. Can | get you to expand on that?

M5 HARRI SON:  Yes. | have had this idea for probably
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12 nonths, 18 nonths. 1In the Gty of G eater Dandenong we
are very lucky to be able to | ook at innovation and i deas

about how we actually best service our comunity for the
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potential outcones of our children and famlies. So the
vision | have is the enhanced service is - we have a
criteria we need to follow with enhanced of how t hey
actually are referred into the service, and | think we
have potential to actually diversify nore.

However, a lot of councils have nurses, parenting
of ficers, sonme have psychol ogists. M vision for a
community outreach to actually supersede enhanced is to
have a central - taking on a little bit of the inmmedi ate
response team | ooking at the community outreach where
it's a seaml ess platformfromuniversal to a comunity
outreach. You have a professional platformwhere you can
actually call on a nunber of professionals. You will have
mat ernal and child health nurses, early parenting support
of ficers, housing, |ndigenous workers, lactation
consul tants, youth workers, Child FIRST representatives,
that we could actually, once we get a referral into the
enhanced service, that whatever the needs of that famly
are we would then be able to pull on those resources
appropriately and then work with the famlies until they
are actually established and we have themreferring into
wherever they need to be.

Even bringing in kindergartens and child care,
havi ng representatives there - and playgroups. Pl aygroups
are a great forumwhere we can actually work with
famlies. So if we have a core group of people that we
can actually call on to actually work within the
community, work with the famlies in their honmes or in any
venue that is safe to do so, to actually work with them
and support themon that platform

Wth the enhanced service at the monent with
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15 hours it's quite contained. W have the flexibility,
but again it's that tinme constraint and fundi ng, because
funding is an issue within maternal and child health and
enhanced. So with that community really drawi ng on the
community professionals to work with those famlies.

| see it as being quite a seanm ess program that if you
get a referral fromany service, antenatally or even
post-delivery, that they go straight within the comunity
outreach, they are still linked within the universa

pl atform but you have a nultitude of other universal
and/ or secondary services working together appropriately
for that famly.

DAVI DSON:  Are you tal king about those services effectively
comng in to provide services to the famly rather than
the famly going to each of those services in different
pl aces, the services actually being the ones that woul d
conme in - - -

HARRI SON:  Correct.

DAVI DSON:  Just finally, in ternms of funding, you identified
an i ssue about funding for enhanced nmaternal and child
health - - -

HARRI SON:  Yes.

DAVI DSON: That doesn't necessarily take into account the
di fferent makeup of the communities. |Is that - - -

HARRI SON: No. 1In the Gty of Geater Dandenong we are a
very vul nerable community, where we have cultura
conplexities, we have a high level of famly viol ence,
drug and al cohol, nental health issues. |If we want to
gi ve the sane service as our neighbouring councils we need
to do a | ot nore groundwork and maki ng the service

relevant for these famlies that have, particularly from
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our cultural diverse famlies, not known about maternal
and child health. So we have to make it relevant for them
to then be able to work through.

W are working with interpreters every day. W
have group consultations with interpreters as in we have
an interpreter for a whole session and then we go through
i ndi vi dual appointnments. But to actually nmake that
service relevant and to actually support the famlies, the
timng - | would say double the tine we need to actually
support those famlies and give themthe quality that
ot her councils woul d give.

| think within the schools, and | think we've
said it in the statenent, the Gonski schene that actually
take into consideration the social issues in famlies and
the conplexities that's nore of a | evel funding neasure.

M5 DAVI DSON: | have no further questions for Ms Harrison. Any
guestions fromthe Comr ssion?

COW SSI ONER NEAVE: Yes, | have a question, and | was
reflecting on what you were saying there. | understand
that sone of the funding for maternal and child health
nurses conmes fromthe | ocal governnent body.

M5 HARRI SON:  Yes.

COWM SSI ONER NEAVE: But sone cones centrally fromthe state
gover nment .

M5 HARRI SON:  Yes, that's right.

COWM SSI ONER NEAVE: Do you know whet her the state governnent
fundi ng takes account of the areas of disadvantage so that
councils that have a higher proportion of people with
problems or that are nore ethnically m xed or whatever it
m ght be, does the funding reflect those differences in

| ocal governnent areas?
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M5 HARRISON: | think there is - | nust say | don't know the
details, but | think there is sonme reflection of sone
funding. But at the same tine with the | ocal governnent
to the state funding there's quite an inbalance. It's
supposed to be a 50:50 split, but I knowin the City of
G eater Dandenong it probably comes to nore of a 65, 70
split with |ocal governnent.

COW SSI ONER NEAVE: Do you nean that |ocal governnent is
providing the 70 and the state governnent - - -

M5 HARRI SON:  Yes.

COW SSI ONER NEAVE: Yes, | see. Can | ask you about the
enhanced service. Do you get funded for a nunber of
pl aces for famlies that need the enhanced service; is
that how it works?

M5 HARRI SON:  Actually the funding cones fromthe nunber of
cases that are closed. But each year, depending on - the
state government will set criteria for each council, and
for each council we have a number of case closures that we
have to neet per year, which then reflects the amunt of
funding we receive. The funding is actually set on the
Fam |y Tax Benefit A .

COWM SSI ONER NEAVE: So it does reflect to some extent the
structure of the famlies in that area. |Is it enough for
you in your area? Do you get enough to cover the sorts of
famlies that neet those criteria?

M5 HARRI SON:  No.

COWM SSI ONER NEAVE: \What do you do then? You just take them
in and deal with then? We have heard quite a bit about
this fromother w tnesses.

M5 HARRI SON: | guess frommaternal and child health we do

everything possible to support the famly until we can
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actually link theminto other services. O course there's
not enough noney for anything. But | guess we try and run
enhanced so there is no cost to council because of the
cost we have to the universal program But |'m sure that
there are tinmes that we actually - the council does pay
because we are trying to support the famlies as nuch as
we can until we get the appropriate services in place.

COW SSI ONER NEAVE: So the council doesn't fund the enhanced,
this is a top-up or sonething of the universal service?

M5 HARRI SON:  Yes, and generally in the Gty of Geater
Dandenong we woul d probably use the universal platformto
actually support that famly and enhanced to try to
support the famly as much as we can

COW SSI ONER NEAVE: Good. Thank you.

M5 DAVIDSON: | would ask that Ms Harrison be excused.

COMM SSI ONER NEAVE: Thank you very nmuch, Ms Harrison

M5 HARRI SON:  Thank you.

<(THE W TNESS W THDREW

MR MOSHI NSKY:  Conmi ssioners, the next witness i s Meghan
OBrien. |f she could please cone forward.

<MEGHAN JANE O BRI EN, sworn and exam ned

MR MOSHI NSKY: ©Ms O Brien, could you please outline to the
Commi ssi on your current position and give a brief overview
of your professional background?

M5 O BRIEN. Yes. The current position |I'menployed at is a
team | eader in the Social Wrk Departnment at St Vincent's
Hospital, and I'malso a PhD candidate at the University
of Mel bour ne.

MR MOSHI NSKY: Have you prepared a witness statenment for the
Royal Comnmi ssion?

M5 O BRI EN: Yes, | have.
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MR MOSHI NSKY: Are the contents of your statenment true and
correct?

M5 O BRIEN: Yes.

MR MOSHI NSKY: You deal in your statenent with a particul ar
project at St Vincent's Hospital to do with el der abuse.

M5 O BRI EN:  Yes.

MR MOSHI NSKY: Before we get into that, we have had sone
evi dence about el der abuse already in the Commi ssion, but
could you just outline very briefly what do we nean when
we tal k about el der abuse?

M5 O BRIEN. El der abuse is obviously under the domain of
famly violence. The term"elder abuse" certainly here in
Victoria, there's five main types of el der abuse.
Qobviously the five main types are physical, psychol ogical,
sexual , neglect and financial. Wthin the definition of
"el der abuse" which is adopted here in Victoria and
certainly a nunber of states across Australia the notion
is very nmuch - it's around a person that has a known
relationship that is causing harmto an ol der person. So
there is a connection or a relationship between the ol der
person and the person or the perpetrator causing that
har m

MR MOSHI NSKY: The project at St Vincent's went through a
nunber of stages and it started with a pilot.

M5 O BRIEN: Yes.

MR MOSHI NSKY: \What led to the pil ot happening?

M5 O BRIEN. For those who don't know, St Vincent's Hospita
Mel bourne is a hospital that obviously has very nuch a
social commitnent to our vul nerabl e popul ation and those
who are socially disadvantaged. So back in 2005 we were

in a fortunate position at that tinme that we recogni sed
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t hat el der abuse was sonething that we were actually
seeing within our patient population, so we had an
academ c researcher that was actually based at

St Vincent's Hospital at the time, so the Social Wrk
Departnent and the University of Mel bourne worked together
on a pilot programor pilot project in 2005, and what that
i ncl uded was including 166 staff across the organisation
and actually getting themto talk about their experience
of el der abuse and to talk al so about their confidence in
terms of knowing - if they were confortable in know ng how
to act on elder abuse if they actually suspected it.

That pilot study occurred over about a 12-nonth
period. It was a very significant study in that just over
53 per cent of staff certainly identified that they
suspected el der abuse, but only seven per cent of staff
actually had the confidence or know edge in terns of
actually putting an inplenentation - inplenenting an
intervention plan. So that pilot study and the findings
fromthat pilot study led to an article that is part of ny
W tness statenent, and that very nuch tal ks around the
hospital being a w ndow of opportunity based on that pil ot
st udy.

The results of that pilot study then enabl ed
St Vincent's Social Work Departnent and the University of
Mel bourne to apply to the Australian Research Council to
get funding for soneone to take on a PhD obviously in the
area of elder abuse, within St Vincent's Hospital, and

t hat was nysel f.

MR MOSHI NSKY: So you then did sonme research on the issue; is

t hat what happened next after the pilot?

M5 O BRIEN: Yes, the scholarship or the ARC |inkage project
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started in 2009. That was obviously at the sanme tinme as
the Victorian publication with respect to age cane out.
So it was obviously very nmuch a hot topic by then in terns
of el der abuse having nore of a profile.

| was also very fortunate at the tine that | was
gi ven or successful in receiving a travelling scholarship
fromthe Victorian Departnment of Health, and that enabled
me to go to the United Kingdomfor three weeks and
actual ly observe and go to many of the hospitals, talk to
policy makers, go to conferences and things |ike that. So
| was very much able to | ook at the saf eguardi ng approach
that was actually occurring in the United Kingdom at the
time. That study tour very much happened early on when
| conmenced ny PhD studies. Do you want ne to tal k about

the different phases?

MR MOSHI NSKY: \What happened next in terns of the project,

because ultimately it gets rolled out?

M5 O BRIEN:  Yes.

MR MOSHI NSKY: |Is that the next thing that happens?

M5 O BRIEN. Yes. Cbviously the learnings that | brought back

fromthe UK very nmuch enabled us to commence ny PhD, and
ultimately my PhD focuses on supporting hospital
clinicians, nedical staff, nursing staff and allied health
staff, if they suspect el der abuse, having the conpetence,
confidence and know edge how to act on suspected el der
abuse.

So part of ny PhD and the ains and net hodol ogy
was very nmuch around identifying barriers for staff,
finding out what the issues were for staff in ternms of why
they weren't acting on elder abuse, establishing a pathway

and, inportantly, establishing a dedicated or unique
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hospital education package. So ny PhD included the
devel opnent of an education package for hospital staff and
al so the eval uation of that package.

One thing we certainly recognised early on with
my PhD studies was, for nyself to be able to educate
hospital staff, we needed a hospital policy. So al ongside
my PhD studies there was a high-level governance group
whi ch was actually set up within the organi sation, and
that was a steering group that worked on our hospital
policy. Qur hospital policy doesn't refer to el der abuse
inthe title. The title of it is "Vulnerable ol der
people”. So this was a steering group that worked on a
policy for over 18 nonths, and this coincided obviously

with ny PhD studies at the sane tine.

MR MOSHI NSKY: Can we turn then to the inplenentation phase.

Can you give us a bit of a picture of howit was rolled

out ?

M5 OBRIEN:. Yes. As | said, ny PhD studies was very much

wor ki ng al ongsi de what we were actually inplenmenting at

St Vincent's. So what we recognised was within a hospital
setting it was very inportant that we recogni se that al
staff shouldn't necessarily have the expectation that they
need to be able to act or respond to el der abuse. It was
very much recogni sed that there were core groups within
our organisation, particularly the social work staff and

t he key coordination staff in our energency departnent,

t hat needed the skills and know edge to actually act on

el der abuse. So ny education package was very nmuch geared
or steered towards those group of clinicians.

Part of what | needed to do al so was devel op a

conpetency framework, which | did. | devel oped a training
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DVD. So it's a training DVD that has five case scenarios
init. The methodology | actually used in relation to the
education was a pre- and post-test design. Also part of
nmy PhD studies included nmyself doing sone baseline data,
sone focus groups, interviews with staff. So all of that
i nformati on, also including obviously what was happeni ng
with the evidence and the literature that was happeni ng
both within Australia and internationally, and ny study
tour, very nuch then informed our inplenentation which was
occurring at St Vincent's, and we recognised that it was
i nportant to have a governance structure, and the
governance structure obviously has a nunmber of different
el enents, one being education and training, which was ny
PhD studies. It very nuch involved having executive
support. It very much involved having data coll ection,
havi ng a ri sk managenent franmework and policies and
processes.

So the policy we have within St Vincent's al so
has a nodel of care. So what that neans is that we are
able to give clinicians a step-by-step guide to - if they
suspect el der abuse for patients comng into our health

service, they know how to respond to that.

MR MOSHI NSKY: I's the broad nodel that across a w de nunber of

staff nenbers they need to be able to ask the question if
it's appropriate and know who to refer to, but there are
sone speci al i sed peopl e who know how to then deal with it

further?

M5 OBRIEN: Yes. Certainly at the nonent what we have

certainly found within our organisation, which is

consistent with the literature and evidence, is that el der

abuse particularly, like famly violence, can be very
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1 overwhel mng for health professionals. W know that it's
2 not necessarily sonething that staff witness within a

3 hospital setting. So these are patients that are com ng

4 into our health service - and we can tal k about the data,
5 but what we do know is that, once patients are comng into
6 our health service, the ability to actually act on el der

7 abuse and ask those patients those questions requires a

8 hi gh degree of clinical expertise and know edge in terns

9 of actually how to act on that.
10 So certainly at the nmonment wi thin our
11 organisation it's very nuch - it's a strong view that
12 social work certainly and the care coordination staff, as
13 | said, fromour enmergency departnment program certainly
14 are the key staff who are actually inplenenting or acting
15 on suspected el der abuse and famly violence within our
16 or gani sati on.
17 MR MOSHI NSKY: But other health professionals mght refer a
18 patient to then?
19 MS OBRIEN. Absolutely. The nodel of care clearly is that
20 if - what we are trying to do i s get awareness raising out
21 there, so all staff across the whol e organi sati on know
22 that there is a nodel of care, and certainly what we do is
23 actually encourage any staff to actually do what's call ed
24 vul nerabl e ol der persons notification. So if any staff
25 across the organi sation believe that an ol der person is at
26 risk, that they do a notification and then we manage t hat
27 wi thin our own organisation in terns of who are the best
28 staff, nost appropriate staff, to actually get involved in
29 ternms of doing an assessnent and care plan.

30 MR MOSHI NSKY: How | ong has the program been now i npl enment ed

31 for? Wen did its inplenentation happen?
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M5 O BRIEN:. Qur policy, our vul nerable ol der persons policy,

was actually endorsed in March 2013, but we have been
coll ecting data since Decenber 2012. So the education
that - part of what | do, the education itself has been
happeni ng for about the last three years. So that's - ny
PhD studies are sort of at the final stage, but very much
part of what | do in terns of my role within the Soci al
Wor k Departnment is ongoing education to staff within the

or gani sati on.

MR MOSHI NSKY: I n your statenent at paragraph 49 you set out

sone of the data that's been gained so far

M5 O BRIEN:  Yes.

MR MOSHI NSKY: Can you indicate to the Conm ssion what sonme of

the interesting and inportant findings have been fromthe

data so far?

M5 OBRIEN: Yes. Wat | mght just make reference to is, as

| said, what we have been asking staff to do is if they do
suspect el der abuse to do these notifications. Wat we
were able to do is get ethics approval wthin our
organi sation and we are able to do sone analysis of the
actual data or docunentation of patients' histories. So
what we have been able to find fromthe audit, and this is
for a period from Decenber 2012 to March 2014, that what
we know within our own organisation that our patients,
predom nantly 75 per cent of those are fermale; we know
that patients are generally between 76 to 84 years of age,
whi ch is consistent obviously with other data across
Victoria; 71 per cent of our patients were born in another
country; and 45 per cent of those required an interpreter.
What we have been able to do also within our data

for our notifications is actually |look at the different
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types of abuse that's been suspected. Cbviously of
interest is financial abuse was 54 per cent,
psychol ogi cal / enoti onal abuse was 44 per cent.

What we have al so found within our patient groups
and our notifications, which is obviously consistent with
the literature, in many of our patient situations, that
there is often nore than one abuse actually happening at
any one time. So we have been able to al so | ook at that
dat a.

VWhat we also were able to do is actually | ook at
t hi ngs such as who the person of concern or who the
perpetrator was, and certainly in our case, which again
consistent with the literature, in 47 per cent of our
cases was the son; and 22 per cent, the spouse or partner.

One thing that we also | ook very closely at is
the risk or the triggers associated with sone of the
situations that we deal with. So our nodel is very nuch
based on a prevention nodel. So it's about not causing
nore harmto the ol der person. So what we can actually do
or what we have done is actually |ook at the risk factors,
what is it that is actually happening in that situation.
So we are able to actually get a sense of these patients
in terms of nmental health issues, how many of these
situations there were issues around denentia or cognitive
i npai rnment, substance abuse issues, history of famly
vi ol ence.

What we al so know fromthe data is that
60 per cent of our notifications, it was the ol der person

t hensel ves that actually disclosed to the health

professional. So that's quite contrary to what the
evi dence actually says. | think that's - the catchphrase
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that you started with in terns of a "w ndow of
opportunity”, and that's what we believe, that while
patients, older patients, are in our health service, that
they are obviously feeling safe and they are disclosing

that information directly to health professionals.

COWM SSI ONER NEAVE: Could | just clarify one point. In

paragraph 50.8 you list risk factors, and it is not clear
whi ch ones of these apply to the victimand which ones of
themapply to the abuser. | presune the

denenti a/cognitive inpairnment is the victim but sonme of

the others mght apply to - or do you not differentiate?

M5 O BRIEN. We have. Yes, we've - there's actually just over

50 categories that we have actually | ooked at within our
data, but, yes, certainly the risk factors that you can
see in this situation do nostly apply to the person of
concern or the person causing harm But, yes, obviously
we al so know fromthe evidence and the literature that

ol der people are high users of hospitals and we know t hat
obviously the issue of denentia is increasing. So we felt
that was a significant risk factor in the scenario, and
that's why it's actually been included in the w tness

st at enent.

COW SSI ONER NEAVE: So the risk factor mght apply to

either - the other factors you nention? For instance,
history of famly violence mght well be a reference to
the all eged abuser, whereas the denentia and cognitive

inmpairnment relates to the alleged victinf

M5 O BRI EN: Possibly, yes.

COWM SSI ONER NEAVE: Thank you.

MR MOSHI NSKY: One point you nake in the statenent is that

| think your work has shown that the tinme close to
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di scharge is when a person is nost likely to disclose.

Coul d you just explain that?

M5 OBRIEN. Yes. Certainly what we found is that there's

certainly been - the evidence is telling us a story, and
what we know fromthese stories is that it's often at the
time of discharge, when patients are nore likely to fee
nore vul nerable or at risk, when often social workers are
talking to patients regarding their discharge, and it's
certainly overwhelmngly an issue usually at the tine of
di scharge where patients actually feel that they need to
disclose. So that's something that we are certainly

finding wth our patient cohort w thin our organisation.

MR MOSHI NSKY: There have been some questions you will have

heard today, or you nay not have heard, the questions
around whet her hospital practices may have changed around
di scharge if famly violence is apparent. In ternms of the
hospital you are working at, is there any change to

practice around discharge if elder abuse is disclosed?

M5 OBRIEN. Yes, there is. Wat we have certainly done is,

depending on, within a hospital setting, if they are in an
acute hospital bed and if that neans that the patient no
| onger has acute nedical issues, for exanple, and we need
to have sone ongoi ng assessnent, that mght include, for
exanpl e, that they m ght need a cognitive assessnment, so
access to a neuro psyche or geriatrician, what we are able
to do and certainly got support w thin our organisation,
that many of these people or patients we are able to nove
to our subacute environment.

Absolutely the data is telling us in terns of
what the practice inplications are. So, yes, | would say

absol utely our practice and our hospital does reflect, and
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part of what we do is also risk assessnent. So part of
that is also determning the risk to the patient if they
woul d return honme. But saying that al so we obviously have
situations where we have got patients over 65 who are
conpetent and very nuch their choice, their wish is to
return to a situation.

So in sone situations discharge may not stop, but
what we may do is actually just inplenment a revised care
pl an based on the risk or what that ol der person actually
wants and what the risk factors are. Qobviously you have
to take into consideration whether an ol der person is
actually returning to an environnment where that person of
concern or the perpetrator is actually living. So all of
that cones into consideration at the tinme of discharge.

MR MOSHI NSKY: At the end of your statenent you give us a case
st udy.

M5 O BRI EN:  Yes.

MR MOSHI NSKY: Could you just talk us through that case study
just so we can see an exanple of how this works in
practice?

M5 O BRIEN: Yes. The case study that | have utilised wthin
my Wi tness statenent just describes the situation. So
Ms Bis an 83-year-old female froma CALD background.

She is widowed, lives in her own hone with her 52-year-old
son, who is in receipt of a disability pension due to
mental health issues, and Ms B has a nedical history that
i ncl udes heart disease and di abetes. She presents to the
ener gency departnent due to severe pain followng a fal

at home. She is diagnosed with a fractured hip. Her son
presents in the energency departnent as stressed and said

in passing to staff that he'd left his nother alone for
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nost of the day. Ms B had limted contact with her |oca
doct or.

Foll owi ng her surgery Ms B was transferred to
the rehabilitation unit for ongoing assessment and
therapy. The treating team were concerned about her
reluctance to participate in therapy. At that tinme the
unit social worker nmet with Ms B at the tinme of her
adm ssion and she identified no issues relating to her
hospi tal adm ssion or ongoing care. Two days before her
expect ed di scharge she disclosed to the unit social worker
t hat she was worried about her son's ability to care for
her at home, and she raised issues relating to her son's
enotional demands for noney and his violent outbursts at
hone.

So this is a scenario where quite typically in
this case the unit social worker would be expected to do a
notification within our organi sation because the ol der
person had actually disclosed. So this is not confirnmed
abuse. (obviously this is suspected abuse.

At the time of discharge fromthe rehab unit
Ms B required supervision and support with tasks such as
showering and dressing, and she was very nuch insistent on
returning home. So in this particular situation obviously
what we woul d be doi ng and obvi ously sonet hing we woul d
consider is very nmuch around that patient's capacity to
make deci sions for herself, was she making infornmed
deci sions, and part of what we did in this situation was
actually do a cognitive assessnent during her adm ssion
and we certainly recognised there were no issues in
relation to her nmenory or ability to nake decisions. So

very nmuch in line with our organisation's policy of
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enpower nent and sel f-determ nation, the team supported
Ms B's right to return home and comrunity services were
or gani sed.

Certainly her son was very upset about this on
the grounds that he felt that he was having issues in
relation to accessing her finances. Certainly what we
did - and this is the benefit of what a hospital can
offer. W have staff on site, so certainly in this
situation and in many of our cases we are able to have
case conferences, famly neetings, actually having
treating teans involved. W are able to | ook at a
conprehensive care plan at discharge, given the patient's
care needs.

Fol |l owi ng consent from Ms B, referral was made
to our aged care assessnent team and she was di scharged
home on one of our transition care packages. Certainly
what this neant was that Ms B was able to be safely
di scharged hone with ongoi ng support and case managenent
to assist her.

So that's a scenario of how we m ght consider a

patient's situation within our organisation.

MR MOSHI NSKY: Can | ask you just one |last question. This

programis focused on el der abuse. Based on your academc
wor k and your experience of this program do you think it
has potential applicability to famly viol ence nore

general | y?

M5 O BRIEN: Absolutely, and that's certainly sonmething we are

| ooking at within our own organisation. So St Vincent's
Hospital Mel bourne is part of a national organisation,
St Vincent's Health Australia. So very nmuch our

phi | osophy, our ethos, our values w thin our organisation
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is absolutely a social conmnmtnent to vul nerabl e people,
soci al l y di sadvantaged, justice. So famly violence is
absol utely sonething that's on our agenda w thin our
national organisation, and it's certainly sonmething we are
| ooki ng at.

Fam |y violence is absolutely sonething we do
see, particularly in our energency departnent. So we know
t hat our governance nodel in relation to el der abuse has
given us, | suppose, the tools to develop a nodel of care,
| ook at data, do all of that, and, inportantly, it
actually gives a framework for staff to actually act on
it. So we absolutely believe that what we are doing at
St Vincent's in relation to el der abuse can be replicated
inrelation to famly violence in terns of the sane nodels

and | ear ni ngs.

MR MOSHI NSKY: Thank you. Do the Comm ssioners - - -

DEPUTY COWM SSI ONER FAULKNER: | just wouldn't mnd follow ng

up just to ask, if you were to conceptualise the system
applying to a different formof famly violence, is there
a gap in that transition care package? Were would you
find that for intimate partner violence, for exanple?

That's clearly an aged care arrangenent.

M5 O BRIEN: Absolutely. The benefit of hospitals, what we do

have particularly for our older patients, because that's
predom nantly who our hospital users are, we do have a

nunber of anbul atory and conmunity services, transition

care being one of them which is a national program But
certainly within our own organi sati on we do have a nunber
of HARP progranms, so depending on the risk and dependi ng
on the particular situation, hospitals do have access to

time-limted case managenent, brokerage funds.
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But, yes, certainly in situations of famly
vi ol ence we are also reliant on the service system the
community services out there, for other patients who

present to our hospital.

COW SSI ONER NEAVE: | have a question. W have heard a little

bit before about the issue of recording of information
about famly violence. | wonder how that's handl ed at

St Vincent's?

M5 OBRIEN. Yes. | was very fortunate, part of ny study tour

that's sonething that they are very advanced with in
relation to the UKin terns of their docunentation and
even their conputerised notifications. So part of what we
have been | ooking at is certainly - and it's been

sonet hing that health professionals do struggle with
ethically in terns of how they do docunent, and that's
sonething in terns of the data audit, sonething we have
been |l ooking at in ternms of even the |anguage that staff
shoul d actual |y use.

So all of those things we have been | ooking at,
and we do have guidelines for staff around all of that.
Part of that is also very consistent with the legislation
t hat governs hospitals in relation to confidentiality,
duty of care, privacy, all those types of things.

But what we are able to do, very fortunately, is,
as | said, docunentation, we have a shared hospital
system which is alittle bit different to al so what
happens in the conmunity. So what that neans is all staff
in all our progranms, whether that's inpatients, community,
all have access to the sane information. So that's of
great benefit because what we are finding is many of these

patients are comng in and goi ng across units, wards,
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progranms. But, yes, we were very fortunate that we were
able to take sonme learnings fromthe UKin relation to our

docunent ati on.

COWM SSI ONER NEAVE: Have you experienced any difficulties in

relation to the communication of that information
external ly? Suppose, for exanple, you were wanting to
ensure that Ms B's bank nmanager didn't |let the son draw
out all of her noney, for exanple. There's sone

difficulties there, aren't there?

M5 OBRIEN:. There is. Again, | suppose what we very nuch have

to do at the tinme, and | think the difference - one of the
main differences with el der abuse, which is different to
famly violence when you are dealing with adults, is very
much around what is the cognition of that ol der person.

So, with the greatest of respect and listening to their

w shes and what they are wanting, part of that does cone
intoit. So certainly there are situations where we have
ol der people who are at risk and they, because of their
cognition or denmentia, can't make their decisions for
thenselves. So in sone situations we do have to go down

| egal pathways if there are scenarios, and obviously, yes,
we can't contact banks necessarily because of privacy,

but, yes, certainly there are situations where if the harm
or the abuse to that person is so significant that we have
got the options of going to VCAT for adm nistration and
things like that if needed. But it's absolutely about

what that ol der person wants or what their w shes are.

COWM SSI ONER NEAVE: Thank you.
MR MOSHI NSKY: |If the witness could pl ease be excused, and if

we coul d perhaps now have a very short adjournnent of,

say, five m nutes.
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COWM SSI ONER NEAVE: Thank you very nuch, Ms O Brien
<(THE W TNESS W THDREW
(Short adjournnent.)
MR MOSHI NSKY:  Conmi ssioners, the next witness is Lorna
McNamara. |f she could please be sworn in

<LORNA DOROTHY McNAMARA, affirned and examn ned:

MR MOSHI NSKY: ©Ms McNamara, could you please tell the
Commi ssi on what your current position is and give al so
just a brief overview of your professional background?
M5 McNAMARA: |I'mthe Acting Director of the Child Protection
Vel | bei ng and Vi ol ence Prevention and Response Teamw th
New South Wales Kids and Families, which is part of New
South Wales Health. M background is in disability,
nmental health, and drug and al cohol nursing, and |I'm an
honorary associate with Sydney University.
MOSHI NSKY: Apart fromthe acting role, you are also the
Director of the Education Centre Against Viol ence?
McNAMARA:  Yes, | am
MOSHI NSKY:  That's known as ECAV?
McNAMARA:  Yes.
MOSHI NSKY: Have you prepared a statenent for the Roya

Conmm ssi on?

M5 McNAMARA: | have.

MR MOSHI NSKY: Are the contents true and correct?

M5 McNAMARA: They are.

MR MOSHI NSKY: | was wondering whether you could outline for
t he Comm ssion a bit about ECAV, when was it established,
what does it do?

M5 McNAMARA: ECAV was established in around 1985. It

comenced at the time that New South Wil es began to

respond to child sexual assault and adult sexual assault
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as a health system and with the opening of the first
sexual assault service at Westnead. It commenced with two
trainers and since that tine has gone on to take on
donmestic and fam |y violence, child abuse and negl ect and
al so Aboriginal famly health.

MR MOSHI NSKY:  Approxi mately how many staff does ECAV have?

M5 McNAMARA: At the nonent ECAV woul d have around 24 full-tine
staff, that includes sonme adm nistration, and around 50
contractors.

MR MOSHI NSKY: ECAV is part of the Departnment of Health?

M5 McNAMARA: It is, and it's a statewm de service. So it
operates across the service. It goes across the state
trai ning and providi ng supervision and support and
resources.

MR MOSHI NSKY: What sort of training does ECAV provide?

M5 McNAMARA:  So we offer training fromcommunity devel opnent,
particularly in Aboriginal communities and in culturally
and linguistically diverse communities, through to one-,
two-, three-, four- and five-day professional devel opnent
for health workers, for NGOs and for other workers, for
exanpl e, other governnment agencies often attend that
training, through to qualifications through the VET
sector, Certificate IV - Advanced Di pl oma
Graduate Certificate in the Medical and Forensic
Exam nation of Adult Sexual Assault, through to
post graduate qualifications at the Sydney University and
t he New South Wales Institute of Psychiatry.

MR MOSHI NSKY: So ECAV provides training both for government
wor kers as wel |l as non-governnent organi sati on workers?

M5 McNAMARA:  Yes. | think we are quite unusual in that

regard. Mbst governnent agencies that have | earning and
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devel opnent target their workforce alone. W have al ways
had the brief to train health workers, other governnent

departnents and the NGO sector as well.

MR MOSHI NSKY: In the fam |y violence space who are the people

that you train, you as in ECAV?

M5 McNAMARA: Real ly just about everyone who is interested in

attending the training. So we would train nurses, soci al
wor kers, psychol ogi sts. W would have doctors attending -
that includes nedical doctors, GPs, psychiatrists,
forensic specialists - for sone of that training. W have
al so provided training to Victins Services, which is part
of the justice departnent, the Departnment of Public
Prosecutions. W have shared training with Fam |y and
Community Services, so delivered with them and then
broadly the NGO sector. There's quite a nunber of those
services that provide famly and donestic viol ence
support, support to children as well and around sexual

assault as well.

MR MOSHI NSKY: In your statement at paragraph 30 there's a

section dealing with ECAV' s training phil osophy and
general approach. Could you speak briefly to that issue?

What's the general approach to training that ECAV takes?

M5 McNAMARA: W really are ained at trying to focus on

prevention, early intervention or high-quality responses
to anyone that's been affected by physical or sexual

vi ol ence or enotional abuse and negl ect; anywhere that

t hey cone through the health services or our interagency
partners. So we're really focused on a traunma-inforned
response, but that also includes current safety assessnent

and cultural safety.

MR MOSHI NSKY: Over the next pages of your statenment you refer
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to different types of training, for exanple, for
front-line workers, managenent training and al so
specialist training for chanpions. Can you briefly
outline what the differences are and how you approach

t hat ?

M5 McNAMARA:  Firstly, we train specialist workforces. So we

are the - we train the mandated training for sexua
assault counsellors in sexual assault services and the
mandated training for child protection counsellors; also
for Aboriginal famly health workers that work with
Aboriginal communities around famly viol ence, sexual
assault and child abuse; and we are also involved in the
trai ning of nedical and forensic specialists or doctors
and sexual assault nurse exam ners around responding in a
medi cal and forensic way to sexual assault.

We also train front-line staff and we train
across the health system So anyone who has been invol ved
in this sector would know that financing this is always
difficult and we tend to offer nodels that target specific
wor kf orces, so front-line workers and what they m ght need
to know conpared to soneone who would be giving a nore
t herapeuti c response and needing to know nore about
t herapeuti c nodel s and conpl ex trauma synpt omat ol ogy,

t hrough to nanagenent that may need to understand
i nvestigative processes and/ or governance structures or
application of policy and audit or evaluation. So we have

different | evels of training.

MR MOSHI NSKY: I n paragraph 43 of your statenent you identify

what you describe as two common failures. One is one-off

training;, another is Train the Trainer, sonmething that's

been referred to in evidence today, which you wll have
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heard. Could you speak to those two issues?

M5 McNAMARA: | should clarify one-off training is fine if you

are getting training in an area of expertise that you know
and it's actually providing additional information. That
can be quite useful. But, if you are training a workforce
in an area that they are conpletely unfamliar with
one-of f training tends not to be held over tinme because
the dynamics within their own workplaces will take
precedence and it wll lose its influence over tine.

Coul d you just ask that question again, please?

MR MOSHI NSKY: The Train the Trainer.
M5 McNAMARA: The Train the Trai ner nodel has the sane

application. |If a mdwife is going to teach other

m dwi ves about a new strategy or a new application within
mdw fery, that's great. But, again, if you are training,
for exanple, nmental health workers on how to understand
donestic and famly violence, which is outside of their

paradi gm then that's not hel pful.

So what | have seen historically is you will have
a nental health worker - |I'mjust choosing nental health
but it could be drug and al cohol - you m ght give thema

t hree-day training on understandi ng donestic famly

vi ol ence and then they are neant to go out and train other
mental health workers. You cannot give a worker 10 or 20
years of experience in a three-day program and what
happens over tinme is the common ideas and beliefs that are
already circulating in the workplace end up being
reinforced. So we are not actually changi ng behavi our.

But it is a very cheap option often and an option that

organi sations tend to opt for.

MR MOSHI NSKY:  Speaki ng about financial matters, do peopl e who
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1 attend training have to pay or is it provided for free?
2 M5 McNAMARA: |If we are funded, and we are funded for certain
3 target groups, that training is free, and that includes
4 training delivered in Sydney or training that we deliver
5 across the state. W run around 200 wor kshops a year.

6 For health workers the average cost is $80 no matter how
7 long the programis. So a one- to a five-day program

8 For ot her professionals who are in governnent that's

9 around $120, and for private practitioners it's $100 a
10 day. So still a very subsidised training rate.

11 MR MOSHI NSKY: I n your statenent at paragraph 52 you have

12 listed a nunber of different courses that relate to

13 donestic violence. Just a couple of specific questions.
14 For exanple, in 51.2 you refer to donestic violence

15 routine screening facilitators training. Wo would do
16 that type of training course?

17 M5 McNAMARA:  New South Wal es i nplenmented a donestic viol ence
18 routine screening programin 2001 following quite a | ot of
19 research and eval uation, and the - - -

20 MR MOSHI NSKY: Can | just interrupt you at that point. Could

21 you just explain to the Comm ssion what the routine
22 screening for donestic violence covers, |ike who has to be
23 screened?

24 M5 McNAMARA:  Okay. Donmestic violence routine screening

25 covers - it's for wonen, and it's for young wonen from 16

26 up through to md-70s. Anyone com ng through - there's

27 four major streans, so it was nental health, drug and

28 al cohol, antenatal and early chil dhood.

29 So the screening - there's quite a process with

30 this. So there's a nunber of tools. There's a protocol,

31 there are forns and then there what's called a Z-card,
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whi ch | have here, that any woman that's screened receives
as they leave. |It's kept discrete, so it looks alittle
bit like a tanpon box so that it won't interest a partner,
and it has low literacy, easy-to-understand information.
That cones in 12 | anguages as wel | .

MR MOSHI NSKY: Thank you. [I'msorry, | interrupted you. So
t he question was donestic viol ence routine screening
facilitators training, who would attend that course?

M5 McNAMARA: We deliver this program and we couldn't possibly
deliver that to everyone across the state in those four
streanms. So every local health district has a domestic
vi ol ence coordi nator or coordinator and training position
that are involved in nanagi ng or supporting donestic
vi ol ence responses within their LHD.

They woul d attend and nom nate people within
those four streans that they see as chanpions to al so
attend this training, some of which we deliver in Sydney
and others that we deliver across the state. That's a
one-day training. Wth that they receive a training
package and they are taken through how to respond and
support workers delivering the routine screening program

Along with that we have a DVD resource, which
| have submitted, called "Safer Lives, Better health", and
that has a DV routine screening scenario in that so
wor kers can see how that is undertaken

MR MOSHI NSKY: LHD - is that |local health district?

M5 McNAMARA: It is.

MR MOSHI NSKY: Did you say that each local health district has
a donmestic viol ence coordinator?

M5 McNAMARA: Either a coordinator or a trainer, yes.

MR MOSHI NSKY: Could I then take up the point that you nake
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starting at paragraph 60, which is different paradigns in
different sectors. Wuld you be able to speak to that

i ssue?

M5 McNAMARA: Yes. When there's a critical incident often

training is pulled out as the first response to addressing
the critical incident and resolving problenms within the
sector. There's a lot of rhetoric about collaborative
practice and integrated practice, all of it really
inportant. But the realities are it's very difficult to
train sonmeone in the context that they understand.

So, for exanple, donestic violence workers are
trai ned, as we have heard earlier today, to listen to
their clients, to believe what their clients are saying,
to validate what they say and then to support themin
their response. Mental health workers are trained to
assess the form of thought, the content of the thought and
per haps not al ways believe what that client is saying.
Drug and al cohol workers are often trained also to be
cautious whether a client is manipulating or |ying around
securi ng substances, including al cohol or drugs.

So assisting workers to cone out of one paradi gm
into another is quite conplex and difficult, and we are
asking themto hold nmultiple paradi gns when we are asking
wor kers to address both donestic violence, nental health
and drug and al cohol issues. To do that successfully we
really need to be facilitating that training with people
who understand those areas incredibly well and can answer
i ssues for those workers and unpack comon ideas and
beliefs that exist within those workplaces. Then that
becomes a very useful and very effective training process

for them
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MR MOSHI NSKY: At paragraph 77 you say that, "In New South
Wales we really have two systens that operate: the child
protection systemthat's child focused; the donmestic
viol ence network that's adult focused. There needs to be
a greater interrelationship between the two." Then you go
on to say in paragraph 78, "From ny perspective, donestic
violence is a central structure within which other forns
of abuse will be found.” Could you speak to that concept,
pl ease?

M5 McNAMARA:  Yes. There's a lot of - where you find donestic
famly violence generally you will also find quite high
rates of adult sexual assaults. So | think statistically
we are around about 25 per cent. | would suggest that if
you are working with clients and there's trust built you
w Il get higher levels of disclosure around that. Al so
child sexual assault - - -

COW SSI ONER NEAVE: Sorry, do you nean by that that
25 per cent of people who have suffered fromfamly
viol ence - - -

M5 McNAMARA: Wonen, vyes.

COWMM SSI ONER NEAVE: Wonen who have suffered fromfamly
vi ol ence have al so experienced sexual assault, that's
really a higher figure?

M5 McNAMARA:  Yes.

MR MOSHI NSKY: Wthin the context of the famly violence, do
you nean?

M5 McNAMARA: I n the context of the famly violence. Again, if
| go back to that resource "Safer Lives, Better Health",
we had six adult survivors of donestic violence talk and
five of those six all tal ked about sexual violence. But

that will not be spoken about unless actually asked for.
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That's sonething that even when soneone di scl oses donestic
vi ol ence they often will not disclose sexual violence,
unl ess specifically enquired.

Al so child abuse, so physical abuse, neglect.
Sonetinmes that neglect is associated with the fact that
there may be nental health and drug and al cohol issues,
and nental health and drug and al cohol issues are often an
outcome or an inpact of being victimsed by abuse. So if
a wonman is very depressed it is also very hard for her
sonmetinmes to care for her children. But we al so have
hi gher rates of sexualised and sexually harnful behaviours
for children and young people com ng out of donestic
violence. So that's another area that really does need a
response.

MR MOSHI NSKY: I n paragraph 80 you refer to the "It Stops Here"
donestic violence response system and you have attached
as LM3 a copy of that program |Is that New South Wales's
recent multi-disciplinary approach to high-risk cases?

M5 McNAMARA: It is, and very simlar | think to your RAMPS
process in Victoria.

MR MOSHI NSKY: Then in the last section of your statenent at
paragraph 86 and follow ng you outline sonme of the
benefits of ECAV being |ocated within governnent. | was
wondering if you could speak to that, please?

M5 McNAMARA: ECAV has the benefit, in being in governnent, in
being in health, of participating in policy devel opnent
both within health and across the health sector, but also
wWith interagencies. | believe that because we are in
governnent we are able to have conversations about
limtations and problens that may be occurring within

servi ce and across other agencies that if we were an
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external provider | don't think we would be privy to.

So it enables us, one, to identify where gaps are
in service provision both within health, as | expl ai ned
bet ween, say, nmental health provision and sexual assault
provi sion, as well as working across agencies such as
police, Famly and Conmunity Services, which is a
statutory child protection system Victins Services,
et cetera.

ECAV is involved as a partner with the joint
i nvestigative response teans for child abuse, so with
FaCS, police and with Health. ECAV partners with those
other two agencies to deliver the training to that
front-line workforce. So we are working constantly on
i mprovi ng and addressing and identifying gaps within that
system

But it al so enables us, because we are invol ved
in child protection, to understand where the gaps are in
i ssues around donestic fam |y violence and sexual assault
provi sions. So we have a chance to | ook across that. O
course we do a lot of work in the Aboriginal sector and we

are able to identify those issues as well.

MR MOSHI NSKY:  Thank you.

M5 McNAMARA: So it's nore about influence, | would say, rather

t han anyt hing el se.

MR MOSHI NSKY:  Thank you. Do the Comm ssioners have any

guestions?

DEPUTY COWMM SSI ONER FAULKNER: | just want to check sone

history. D d ECAV develop fromthe health systemor from

the child protection systen? Were did it conme fronf

M5 McNAMARA: It canme fromthe health system So Heal th began

to deliver sexual assault services. W have around 55
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sexual assault services in New South Wales. They are al
Heal t h- f unded and conme out of mainly hospitals, and they
provide - not all 55; about 30 provide - medical and
forensic services as well to adult and child victins of
sexual assault.

DEPUTY COWMM SSI ONER FAULKNER: W th that genesis then, when you
nove into famly violence, is there a very different focus

in terns of the use of forensic and nore clinical

© 00 N oo 0o b~ w NP

i nterventi ons?

10 M5 McNAMARA: At this stage we are not really doing forensics

11 wi th donestic famly violence. Police are still very

12 involved with that. W do the forensics for sexua

13 assault for victinms, and sone areas, sone services do it
14 for donestic violence, but generally that is a police

15 responsibility at this stage in New South Wl es.

16 The dynam cs are simlar, power and control, and
17 soin that way it links very well. But service provision
18 from New South Wales Health is nmuch nore |imted around
19 donmestic fam |y violence. Though we do routine screening
20 and we have social work in sone areas, we don't have,

21 ot her than one or two, specific donmestic violence

22 services. That's nore the NGO sector and Housi ng.

23 DEPUTY COWM SSI ONER FAULKNER:  Thank you.
24 COW SSI ONER NEAVE: Can | just pick up on the routine

25 screening. So this is sonmething which is required when a
26 person presents thenselves to one of those services; have
27 | understood that correctly?

28 M5 McNAMVARA:  That's right.
29 COWM SSI ONER NEAVE: And that's done by sonme sort of health
30 departnent directive, or is that - - -

31 MS McNAMARA: That's right, it's part of the policy and
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procedures. So donestic violence routine screening is
part of that. |It's taken quite a while to build up
engagenent around this. But we have ongoing training. So
it is not just a one-off training. There is ongoing
training, a yearly forumthat people attend, so they are
able to keep developing their skills. W have | think
over 80 per cent conpliance with antenatal services that
have really found this very effective and useful, and over
70 per cent with drug and al cohol.

Qur screening rates in nental health have
dropped, and they have dropped because we have had a
change in the tool. It was separated fromtheir main
assessnent tool, and | really need to stress the tools
that are used and how they are enbedded within systens
really have an influence on how effective sone of these
processes are. So we will need to conme back and do sone
wor k on that.

But we also audit this with a snapshot every
year. That's really inportant. There is feedback into

the sector and we can nonitor how it is going.

MR MOSHI NSKY: | think you gave the percentages for antenatal.

Do you know t he percentage for early chil dhood?

M5 McNAMARA: Early childhood is just under 50 per cent, and

one of the critical issues there is hone visiting. So we
have a student doing a PhD now on hone visiting. So for
sonme of those nurses they are concerned if they are going
into the honme and screening where there's donmestic

vi ol ence. So we have found those rates have dropped. So

we are working on that now as wel |

DEPUTY COWMM SSI ONER FAULKNER: Sorry, can | just confirmdo you

know t he di scl osure rate, then?
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M5 McNAMARA: The disclosure rate across the whole systemis
about 5.5 per cent. This is in the 2013 snapshot. W

haven't coll ated the 2014. For nental health it's around

18 per cent. For drug and al cohol it's around

23 per cent, which we would anticipate in those two areas.

We are |ooking at indicators in both nental health and
drug and al cohol .

Antenatal is |ower but because we know domestic
violence often starts at the antenatal period they are
seen as a critical group to screen so that we can have
that early intervention

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

MR MOSHI NSKY: |f there are no further questions, could the
Wi t ness pl ease be excused.

COW SSI ONER NEAVE: Thank you very nuch

<(THE W TNESS W THDREW

MR MOSHI NSKY:  Conmi ssi oners, the next witness is Frances
Diver. |If she could please cone forward.

<FRANCES MARI E DI VER, affirnmed and exani ned:

MR MOSHI NSKY: Ms Diver, could you please indicate to the
Comm ssi on your current position and outline your
pr of essi onal background?

M5 DIVER  Sure. |I'mcurrently the Deputy Secretary in the
Departnment of Health and Human Services, one of several
deputy secretaries, with responsibility for a division
that's called Health Service Performance and Prograns.
role is essentially the interface between the departnent
and the public health services in terns of their
performance, their funding, planning. 1 also have
responsibility for regulation of private hospitals,

responsibility for anbul ance services and a range of

.DTI: MB/ TB 12/08/ 15 2837 F. DI VER XN
Royal Comm ssion 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

2

0 30 3B

\%SS

. DT

policy and program areas as wel |.

MOSHI NSKY:  You have prepared a statenent for the
Commi ssi on?

DIVER | have.

MOSHI NSKY: Are the contents true and correct?

DIVER  That's correct.

MOSHI NSKY: | think you have been in the hearing all day?

DIVER | have.

MOSHI NSKY: As you will have seen, one of the overarching
t hemes of the evidence today is the potential role of the
heal th systemin addressing famly violence. | think you
take up that issue in various places in your statenent,
but including at paragraph 82 you refer to health
prof essi onal s being uniquely placed. Could you just speak
to that issue? First of all, what role do you see the
health system potentially playing in relation to famly
vi ol ence?

DI VER. The health systemis an incredibly broad systemthat
has a range of services, and perhaps it's worth just
describing that at the start. So when we tal k about the
health system we are tal ki ng about hospitals, and then
there's public hospitals, and in Victoria public hospitals
pretty much nostly owned and governed and managed by the
governnent. W have a private hospital system which is
obviously run privately but in which the state governnent
has a role in regulating. Then there's a very |arge
community and primary care sector, which is primarily
general practice but also a nunber of other conmunity and
primary care practitioners, which is nostly funded by the
Commonweal t h Governnment through MBS. So it's a very large

sector. So the public health sector, for exanple, is
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80, 000 workers, just to give you a sense of the size of
t he sector.

So individuals in the community obviously have a
ot of contact with the health sector, and in fact nost of
the contact that consuners have woul d be with general
practitioners rather than with hospitals. So genera
practitioners have a very inportant role to play in
wor ki ng with consunmers on their health issues and
particularly in a continuity of care sense because general
practitioners wll be working with individual consuners
over a long period of tine.

Hospital s al so have a unique place in the system
and obviously a critical place in the systemin tines of
crisis or intimes of illness, but hospitals nostly have a
kind of brief intervention with an individual in a tinme of
crisis. But there are sone services in hospitals or
heal th services nore broadly that have an ongoi ng
relationship or a longer termrelationship, so, for
exanpl e, nmental health services where, at the npst serious
end of the scale, those with enduring nmental illness wll
have a long-termrelationship with a nental health
servi ce.

Anot her area that has a particular role to play,
and people have referred to it today, is in maternity
services and antenatal services. So there's sort of touch
poi nts for consuners and the health system and there is
kind of a continuity of care relationship through genera
practice, and then there's points of intersection between
hospital s and i ndivi dual consuners.

The other point to nmake is that of course

clinicians have a particular relationship with individua
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consuners. It's a high-trust relationship where consuners
have a lot of faith in their individual health
practitioners and there is often a kind of close and
trusting relationship. |It's in that context that the

heal th professionals or the health providers have an
opportunity to play a role in working with people who are
affected by fam |y violence because it's in that context
that consuners may in fact reveal or disclose that they

are at risk or affected by famly viol ence.

MR MOSHI NSKY: Thank you. That's very hel pful, that overview.

So given that overview, and acknow edging the conplexity
in the very many different parts of the system at a
conceptual |evel what are the ways that you see the health
system potentially assisting to either identify or respond

to famly viol ence?

M5 DIVER | think in the context of identification of famly

vi ol ence and providing opportunities for individuals to
di scl ose that they have been affected by famly viol ence,
traditionally in the past what we have seen is that an
i ndividual clinician will assess an individual for
what ever the presenting issue is in a general practice, in
an energency departnment, in an antenatal clinic, in a
mental health clinic. The clinician is then assessing
that patient in the fullness of the circunstances of that
patient. So it's the clinical presentation, what's the
issue - is it a broken arm is it a nental health issue,
is it aroutine antenatal visit - but also what are the
soci al circunstances that that patient is operating
within. So we would call that the psychosocial factors.
It is fair to say that the hospital systemor the

health system has had a traditionally kind of nedica
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orientation, a nmedical nodel. Over the last 10 to
20 years that's broadened to be a much broader soci al
nodel .

So kind of at first take what you would say is
that an individual clinician is required to assess a
patient in front of themin their full context. | think
what we have then identified is that in fact, w thout
adequate training and wi thout an adequate understandi ng of
the role of famly violence on affecting health outcones
and broadly social attitudes and conmunity cul ture around
famly viol ence, perhaps that hasn't been done in such a
fulsome way. | think that | see an opportunity now for
i mproving the way health professionals are equi pped to
facilitate conversati ons and assessnment around the inpact

of famly violence on health outcones.

MR MOSHI NSKY: If | could focus for the nonent on hospitals,

and | will cone back to GPs |ater, you have given sone of
an outline of the structure in Victoria between the
private and public hospitals. Could you expand a bit on
the division of responsibility between the Departnent of
Heal th and Human Services on the one hand and i ndi vi dual
public hospitals? So to what extent does the departnent
have a role in working out what is actually done in
hospitals, what are the respective areas of

responsibility?

M5 DIVER  Sure. In Victoria perhaps particularly, a

particul arly devel oped nodel that's been rolled out across
Australia, but a real separation between what's the kind

of departnment or the mnistry function and what's the role
of an individual health service. So the departnent has a

particular role in policy devel opnent, planning, funding,
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accountability, sonetimes referred to as a system nanager
role or system | eadership role. So that's the role of the
health departnent. So how do we do that? So we nay cone
up with statewi de plans for particular service streans or
overall a framework for priorities for service delivery.
W may conme up with policies, so el der abuse policies or
vul nerabl e children policies or maternity policies.

We do funding, so funding of services, as well as
responsibility for the performance and the fornal
accountability arrangenents for health services, which is
really where the departnent has a very formal but
col  aborative and close relationship with health services
in terms of holding themto account for the services that
t hey have been funded for and ensuring that they are
delivered according to the standards set by governnent.

There are nunber of ways in which the standards
are set, and there's probably two things that are worth
mentioning. So one is at a quality and safety |evel,
there are national standards for hospitals and health
services. Those national standards - all health services
are required to be accredited agai nst the national
standards, and there are 10 national standards, including
partnering with performance, governance, clinical
deterioration, just by way of exanple. So that's a kind
of a standard setting body that assures ne, assures us,
that hospitals are neeting the quality and safety
standards set by the national comm ssion for quality and
safety in health care.

Then fromthe state governnent, the state
governnent priorities and policies, but in particular the

state governnent priorities, are reflected in a docunent
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that's agreed annually between a board of a health service
and the mnister, the Mnister for Health, and that
docunent essentially |ays out what the governnent's
priorities are, what the health services' priorities are,
what funding is going to be provided and what sone of the
key performance indicators are, and that's an agreenent
that's negotiated annually and signed by the mnister and
t he board chair.

That's the docunent that we really use as the
basis for our formal accountability arrangenents wth
health services, and we have a formal perfornmance
nonitoring framework that involves a range of assessnents
agai nst the actions that have been identified in the
statenment of priorities, that agreenent, as well as the

KPI's and their financial perfornance.

MR MOSHI NSKY: Does that nodel, which I think mght be referred

to as a system | eadership nodel - | think you referred to
that phrase - where the departnment is, | take it from your
answer, nmainly | ooking at policies and funding and
outcones in terns of services provided, does that nean
that the departnment has only limted capacity to effect
change, for exanple, initiatives relating to famly

vi ol ence of the type that we have been di scussing today?
Does the departnent have nmuch scope to actually effect

change under that nodel ?

M5 DIVER | would say it has significant opportunity to

i nfl uence and effect change so that the sector is able to
deliver on what it is that the governnent's priority is.
When |'mtal ki ng about those annual agreenents |'mtal king
about the public health services. So it's slightly

different for the private hospitals, and very different
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for general practitioners; so if we stick back with the
hospitals, or the health services. So, yes, the
governnent, the mnister, working through the departnent,
has significant opportunity to influence what health
services - what they consider to be a priority. So we
wi Il convey to services what the priorities are for them
and provide them w th perhaps policy, perhaps funding and
formally nonitor what it is that those health services
shoul d be doi ng.

The divide is also - | have probably talked a | ot
about what the role of the departnent is. Then there is
the role of the health services. So health services are
governed by boards. Boards in the nain are appointed by
the mnister and by the government. Those boards are
really reflecting - they are there to inplenent the
governnent's priorities, but really as a reflection of the
community as well and representing the community's
interests. Those boards are then held accountable by the
mnister for what's going on in the service. So the
service responsibility is actually about service delivery,

and - - -

MR MOSHI NSKY: Can | just interrupt you. Could you just

expl ai n what you nmean when you are referring to health

services? Are you tal king about regional?

M5 DIVER So a health service is an entity. So, for exanple,

The Alfred, Alfred Health is an entity, or Mel bourne
Health is an entity, and within those entities they run
hospitals, but they also mght run a nunber of other
services as well - community health, centres against
sexual assault, aged care services. So the health

services is a broad termfor the entity, and part of the
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possi bl e under this process for the departnent to set,

| will use the word, objective - that may not be the
correct term nology - of reducing childhood obesity or
reducing famly violence, and then saying to the service
providers, "This is one of the governnent's priorities,
and we want you to do this, and your KPIs will include

some KPI to do with that particul ar objective"?

M5 DIVER  Yes, that's correct. |In fact that's happened. In

"14/15, in the statenent of priorities there was an item -
it was a non-mandatory, but there was an itemthat said
heal th services should take sone actions addressing
vul nerabl e communities, for exanple, elder abuse, and that
was nom nated in the statenent of priorities as an area of
action that a health service m ght undertake sone action.
So we can see St Vincent's will have a very good response,
because you can see that St Vincent's has done quite a | ot
of work in elder abuse.

In '15/16 statenent of priorities we have
i ncl uded as a nmandatory itemthat health services need to
take action to inplenment prograns to address and respond
to famly violence. So that's an action area. It's
mandatory. So we have said health services nust do
sonet hing about it. They wll put in their - so we have
said that's one of the areas. Health services will then
list their actions, and then we will nonitor their actions
during the year, halfway through the year, | think it's in
our quarter 3 performance sort of round of neetings

health services will bring to those neetings what they
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have done or report by exception if they haven't been
achi eving those - what the actions that they said they
were going to do, and then at the end of the year health
services are required to report agai nst those actions in
their annual report.

So they are actions and they are priorities.
They are not necessarily in relation to famly viol ence at
this stage hard KPIs.

COW SSI ONER NEAVE:  You coul d, however, could you not,

i ntroduce routine screening for famly violence or ask the
service providers to do that?

M5 DIVER |If that was what we determ ned to be the nost
appropriate response and we all agreed that mandatory
screening using a particular tool was best practice, then
we could include that in the statenent of priorities and
require health services to do that. | think there's
probably a couple of things to say around that. One is
t hat of course we would want to have heal th services
respond to famly violence in a nore conprehensive way
than just do nmandatory screening.

COWMM SSI ONER NEAVE: O course. That was just an exanple.

M5 DIVER As an exanple, by way of exanple. So a |a Kaiser
Permanente that says there is actually a package that
needs to be inplenented, then that's what we woul d be
interested in doing.

DEPUTY COWM SSI ONER FAULKNER: Can | just clarify, Ms Diver.

But that means that you don't prescribe that; you ask them
to take action about famly violence w thout prescribing
it and then they come up with the ideas?

M5 DIVER Correct. Wat's inportant to understand is that

there's already a whole | ot of action happening out in
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health services. Health services are, and | think | have
submtted that as part of ny wi tness statenent, a
collection of activities. So not all health services are
at the sanme place. Sonme of them are nenbers of integrated
famly violence networks; sonme aren't. Sonme are nenbers

t hrough primary care partnerships. So there is a whole
kind of range of activities that are occurring in health
servi ces.

But the piece of work that the departnent has
funded at the Royal Wonen's Hospital - at the Wnen's
Hospital, which is about strengthening hospitals' response
to famly violence, is really about having a | ead agency
take a |l ead role, develop - so they undertook a pilot, did
sonme training. There was an evaluation of that training.
The evaluation is not quite finalised yet. Qut of the
evaluation the Wonen's learnt quite a | ot about what is
effective in terns of inplenenting responses to famly
vi ol ence, particularly in the screening process.

The Wonen's Hospital is now devel oping a tool kit
that is about to be - they are about to undertake
consultation with other health services to say, "Hey, does
this work for you? |Is this an appropriate kind of
toolkit?" Then we would produce the toolkit, and we
anticipate that's a tool kit that we would use to spread
best practice across the system and enabl e health services
to then adapt their own |ocal circunstances using the

information in the tool kit.

COWM SSI ONER NEAVE: Just a follow up question. Wo is

responsi bl e for generating the ideas? For exanple, you
m ght go away and | ook at world practices, as we had

evi dence this norning, and decide that this should include
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a series of elements. Does the departnent take
responsibility for the generation of ideas - | understand
that it doesn't inpose themon the |ocal areas - or does
it adopt a sort of "let many flowers bloom' policy, |eave
it to the service providers to cone up with sone ideas as

to how to go about achieving an outcone?

M5 DI VER  You probably won't be surprised to hear ne say it is

both. So there is both generation of ideas from
governnent, and governnent policy priorities. There is
generation of ideas in the departnent. | should say that
t he department works not just with the bureaucrats | ocked
up on their own but of course the departnent is working
with the sector. So nmuch of the work of the departnent is
informed by ministerial advisory conmttees or sector
reference groups. Then of course there's clinical

| eadership at the health service |evel

It's probably worth saying that one of the - so
t he departnment would say and | would say that one of the
strengths of our systemis the nature of our devol ved
governance that allows |ocal autonony and all ows
i nnovation to occur out in the sector. The nore you
mandate fromthe centre and i npose on services, the |ess
i nnovation you get. So it's a balance, obviously, but we
think an inportant part of our systemis allow ng that
kind of flexibility and i nnovati on.

So famly violence has obviously becone a
priority of government, so el der abuse, we put guidelines
out a few years ago, fam |y violence has obviously becone
a particular policy priority of governnent. The Wnen's

is taking a | eadership role, and we encourage and support

that. Then we will facilitate the rollout of that across
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the sector, and we would facilitate that in a nunber of
ways. So we nmake it a priority. |It's in the statenent of
priorities. W talk about it in our policy and funding
guidelines. W follow up the actions to see if services
are actually doing what they said they were going to do,
and we may al so fund particular initiatives. So dedicated

fundi ng obviously has significant influence as well.

DEPUTY COWM SSI ONER FAULKNER: Can | just say when peopl e put

forward their ideas about what they m ght do, does the
departnent critique that in any way, because it's quite
possi bl e that sone initiatives that are put forward are

wi ndow dressing? Do you critique that and ask for nore?

M5 DIVER | think what we try and do is link services

together. So where we have a service that's got very good
practice, then we wll link that with a service that's
perhaps struggling in the area. Another area where there
is an opportunity for sort of auditing or checking what
services are doing is the national accreditation

st andar ds.

So the national accreditation standards that
| referred to earlier fromthe National Conmm ssion on
Safety and Quality in Health Care, just call it the
nati onal comm ssion for now, those 10 standards are now up
for review, and one of the standards relates to partnering
W th consuners and consuner-centred care.

I ncluded in the review of those standards is a
new standard related to ensuring that there is appropriate
screeni ng for vulnerable groups. That's one sentence in a
nati onal standard, but those standards are about to be
rel eased for consultation and there is an expectation that

that will allow - if that goes through the process and is
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endorsed, then that allows - nmakes sure that services who
are required to neet that standard can denonstrate that

t hey have got appropriate screening, appropriate services
that are kind of responding to consuners' needs, and then
in the accreditation process, which is essentially site
visits by accreditors, wll be able to assess health
services performance in that area; so that what may | ook
i ke wi ndow dressing then through an accreditation visit
actually gets revealed as - it is either reveal ed as

w ndowdressing or not. So that's kind of one audit

pr ocess.

But, really, it's the connection of services to
partnering with other agencies, both peer agencies, so a
good perfornmer with a less well-informed perfornmer, but
al so the requirenent for health services to be partnering
with community based and - with specialist famly viol ence
services. So there is a holding to each other account in
terms of what the actual processes are.

So it's not that hospitals do this in isolation.
Hospitals aren't necessarily famly violence experts, but
t hey obviously need to be expert at enquiring and
responding to famly violence, and |inking people with
famly violence services. So outside the individual kind
of patient care there's a need for partnering, and so we
would - | would expect the head of the Royal Wnen's
Social Work Departnent to be part of an integrated famly
vi ol ence network, and the famly viol ence services and
police and community services and the hospital are al
neeting separately and there's a feedback |oop in ternms of

what their practice is.

MR MOSHI NSKY: Can | take up sone of the points that were nade
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by the first panel this norning, the panel of four. You
will recall that one of the strong thenmes froma nunber of
t he nenbers of the panel was that when inplenmenting new
progranms the training should al nost be last, that it was
very inportant, they indicated, to have the systens, the
policies and the infrastructure in place and then do the
training. Can | invite you to conment on that as a

general approach?

M5 DIVER  Sure. That's really about change nmanagenent in

relation to any change in an organisation and a change in
clinical practice. So there is a bunch of elenments that
you need. In particular you need to have that a priority,
so it is a priority by sonebody, whether it's governnent
or the board. You need to have executive sponsorship, so
there needs to be very clear senior executive sponsorship.

In a hospital setting you need clinical
| eadership. Mstly clinicians aren't going to get on
board unl ess there is a kind of clinical chanpion. You
need appropriate protocols and procedures for managi ng the
pati ent pathways or the referral networks both within the
hospital and externally to the external partners.

Then you need to equip clinicians to be able to
actually do the enquiry and have an agreenent anongst
clinicians about, "So who are we targeting?" It's not
just one individual clinician that has decided that this
is their life work and they are going to do it and the
other clinicians aren't, but actually agreenent on howis
that being rolled out across the hospital, who are the
patients that are being targeted for screening and what is
t he appropriate response when that occurs.

So you need to have all of those things in place
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before you start the training. So a good exanple - when
peopl e have referred to social work being a five-day
service, a good exanple is there are social workers on
call after hours. |If there is an enquiry in an emnergency
departnment and there is an issue that needs to be
resolved, then social work is on call and that's part of
the role of social work to be on call and respond to that
after hours. So it is nmaking sure the systens and
processes are in place. That's not an unusual change
managenent process in hospitals.

| think the work that the Wonen's is doing in
devel oping the tool kit to help hospitals strengthen their
response to famly violence is really all about that.
It's about what is the package, and to then nake sure that
hospitals don't have to re-invent the wheel every tine
they go to do it but that there are resources that are
avai l able to support them about this is what the protocol
could look like, this is what the screening tool could
| ook like, this is what the medical records notes could
| ook like, this is how they organise their social work
resources, this is how they do their service mapping with
their kind of specialist famly violence services. Then
services will take that and adapt it slightly differently.

So | imagine St Vincent's would, if they were to
deal nore broadly with famly viol ence than el der abuse,
use sone of the processes that have been successful for
themin el der abuse, and that will work for St Vincent's.
So it is allowng services to adapt it to their |oca
environnment. |If you allow the flexibility of services to
adapt it to their local environnment, they are nore likely

to take ownership of it, and actually enbed it, own it,
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live it and actually inplenent it, rather than it being a
circular fromthe departnent.

MR MOSHI NSKY: Anot her point that was made by a nunber of the
nmenbers of that panel was that where progranms have been
run we haven't evaluated for wonen's outcones. You wll
recall the nunmber of tines that was nentioned.

M5 DI VER  Yes.

MR MOSHI NSKY: Can you comrent on that in terns of prograns and
eval uati ons that have happened?

M5 DIVER Yes. So the search for health outconmes is a great
art, and we are not there yet. So neasuring health
outconmes is a very conplex area. W are quite good at
measuring activity and outputs, and we are not bad at
measuring - sort of having surrogate neasures of quality.
But, really, patient reported outcones is a relatively new
area of practice, and there's a ot of interest in
actual ly devel opi ng patient reported outcones.

| think it's fair to say that at this stage what
we have got is snall-scal e eval uation prograns of
individual pilots within a health care setting that tel
us that there's nore work to be done. But | think so far
fromthe evidence that | can see we haven't actually got a
consi stent - we haven't got consensus on what's the nost
appropriate practice.

For exanple, the Wrld Health Organi zation is
still saying - their advice is still that universal
screening is not appropriate in a health care setting and
t hat there has been no evidence shown - none of the
evi dence shows that there is an overall benefit in terns
of reducing the burden of fam |y violence and inpacting on

heal th outcones. That doesn't nean to say that we don't
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do screening. It's just that universal screening is not
appropri ate.

So then the next question is: what are the areas
that we should be targeting screening to? For exanpl e,
antenatal clinics have been identified as a possible area
because it's known that that's when famly viol ence
often - that's an area in which famly violence can start.

So - | think I have lost track of your first question now.

MR MOSHI NSKY: The point was that, in terns of prograns that

have been run and evaluated, so far there don't seemto be

actual wonen's outconmes com ng out of those eval uations?

M5 DI VER: Correct.

MR MOSHI NSKY: Anot her topic that was di scussed in the panel

this nmorning was around data, and we have touched on it in
your evidence already. Can | go back to that topic of
data and data systens. Just in terns of the structure in
Victoria, who decides what data is kept? Is that a
departnent decision or a health service decision or a

hospital deci sion?

M5 DIVER |If we are going to talk about data, | mght just go

back to in Victoria, because our services are individual
entities and have a history of an individual entity, they
have not been kind of a single system So New South Wl es
used to be a single system So single - so they would
have a single ICT system single data system In Victoria
what we have got is lots of different entities who have
different systenms. So their ICT infrastructure is
different in each entity.

However - and individual services will collect
their own data in ways that they see as appropriate for

them So they may collect nore data. But a subset of
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that data, mninum datasets are required to be submtted
to the departnment. Those nmininmum datasets are according
to both national and state guidelines. So the big
dataset, which is the Victorian Admtted Epi sodes Dat aset,
which is really about inpatient care, there are nationa
classification and codi ng standards and in fact
international standards that guide that data collection

MR MOSHI NSKY: So | take it fromwhat you are saying there are
m ni nrum dat asets both at the state |evel and at the
Conmonweal th | evel ?

M5 DI VER  Correct.

MR MOSHI NSKY: So the departnment can require certain mninmm
data to be kept by hospital s?

M5 DI VER  Correct.

MR MOSHI NSKY: To take a particul ar exanple of rel evance here,
as | understand it currently there's no requirenment to
record if soneone discloses a history of famly viol ence
or present famly violence as a patient in a hospital. 1Is
that right?

M5 DIVER  So the m ni num datasets that cone into the
departnent, there is in fact opportunity to record famly
vi ol ence. So the energency departnent dataset is a
dataset that is filled in by clinicians and energency
departnents. It has a nunber of fields for diagnosis, for
exanple, and in the fields that are related to injury, so
there's been an injury, then there's subsequent fields in
t hat dataset that would relate to what's the cause of the
injury. So what's the |ocation, what was the activity,
for exanple, so was it a football field or was it a car
accident or was there human intent, so there are human

intent fields and subsets within those fields that rel ate
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to famly viol ence.

So the purpose of those fields is about injury
surveillance. 1It's not - the purpose of those fields is
not about individual patient care. The purpose of those
is about the m ni num dataset that conmes into the
departnent and for injury surveillance. So that's in the
ener gency departnent dataset.

It's probably fair to say that there's - so
there's an opportunity to record it; that doesn't nean
it's always recorded. So, first up, we already know that
there is an underreporting - so people are not necessarily
disclosing to health care professionals. Then there's are
health care professionals actually recording it. Then is
it being recorded in the dataset. So there is kind of a
nunber of areas. So we know the data. So the data says
about a thousand cases a year in Victorian public hospital
energency departnents are related to famly violence. W
think that's significant underreporting. But that's the
data we have.

There's also the admtted dataset. The admtted
dat aset operates according to international and nati onal
codi ng standards, and it's a very conpl ex dataset. Each
patient record has up to 40 diagnostic - kind of capacity
for 40 diagnoses. So there's prinmary diagnosis and
secondary diagnosis and contributing factors. In that
dat aset there are fields that cover external causes, and
that's where famly violence can be recorded.

So we do have information in the admtted dataset
that tells us about famly violence. But, again, we think
it is underrecorded. That's a dataset that is probably

nore devel oped because that dataset in fact drives funding
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for hospitals. But the external causes are not an el enent
that drives funding for individual diagnostic related

groups or individual categories of patients.

MR MOSHI NSKY: Can | just interrupt, for that group, the

patients who are admtted to hospital, does that dataset
just capture the principal reason that they have been

adm tted or does it also capture conorbidities?

M5 DIVER It captures conorbidities, so that's the 40 fields

essentially, and famly violence is considered an external
cause. So it's in there, but it doesn't contribute to the
hospital funding, | suppose, if that's where we are going.

One of the things that we have |l ooked at is is
there a difference in cost. So, without getting too
conplicated, the diagnostic groups or the casem x funding
for individual patients is really a reflection - the
paynents that are nade to hospital are based on the cost
in the hospital, and we have | ooked at epi sodes where
famly violence has been identified with simlar cases
where famly violence hasn't been identified and we
haven't identified any difference in cost.

| have to say it's significantly underreported.
But, intuitively, that's not surprising because in fact
the costs related to famly violence are not borne by
hospitals. They are nostly borne by specialist famly
vi ol ence services. So there's a small additional cost,
there woul d be sone social work input, and occasionally
there woul d be an extended |l ength of stay. But nostly the
costs for the systemfor famly violence are in fact for
specialist fam |y viol ence services.

That's where there is a direct inpact fromfamly

viol ence, so an injury, for exanple. But of course
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there's many indirect health costs associated with famly
vi ol ence - exacerbation of chronic illnesses or where
there is undisclosed fam |y violence and there is an
exacerbation of a nental health issue or a drug and

al cohol i ssue.

MR MOSHI NSKY: Wbuld you see utility in capturing that data

even though it may not be |linked to cost or funding?

M5 DIVER Data and health care is a very conplex area, and to

i npl enment new data systens we really need to be very
careful about what's the intention of collecting the data,
and there's a nunber of levels at which we want to coll ect
data. So we need data for the clinicians, who are dealing
with patients - have the referrals been nmade, what's been
docunented in the nedical record - and, really, for the
pur poses of coordinating the care for the individual
patient. So that's kind of one area of data. That's
nostly - really, responsibility for that sits at a health
service level within their own data systens.

Then there's the issue of data collection for
monitoring trends, costs, evaluation purposes, what's the
preval ence. So there's a couple of options of how you
m ght collect that data. So you m ght inpose nore data
collection on health services to report into these m ni mum
datasets and then have to audit and do foll owup and
change I CT systens and do a whole lot of things. That's
one way of doing it, and the cost benefit would need to be
assessed.

But there's also opportunities for data |inkage
as a mechanismto get that information as well. So that
is de-identified hospital data being |inked with

de-identified famly services, specialist famly violence
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service data. So kind of data |inkage is another
opportunity where you mght actually get that data in a
nore cost-effective way.

Then the | ast issue of course is using snapshots
or surveys or registries or individual data collection,
sort of deep dives into a particular area, and that m ght
provide nore rich data in fact that you can use to kind of

apply the I essons out of that data nore broadly.

MR MOSHI NSKY: One of the aspects that you referred to was

notes kept by the doctor, for exanple, to informfurther
care of the patient. M Watson, fromthe Royal Wnen's,
who gave evidence later in the norning, talked about the
benefits of having know edge that perhaps a patient has
previously disclosed famly viol ence on an earlier
occasion. |Is whether that sort of recording should occur
sonething that's for the health service to decide rather

t han the departnent?

M5 DOVER | think my reference to that is sonething that

occurs at a health service level, and obviously - it's

cl ear that having nedical records that are consistent and
provide history and continuity to support continuity of
care are very inmportant, and in particular not only within
t he hospital, because that's a fairly limted, short

epi sode in soneone's |life, but in fact the connection back
to general practice, because general practice is in fact
where nost of health care occurs.

So what we are all interested inis electronic
nmedi cal records in sone form \Whilst we are progressively
rolling out electronic nedical records and hospitals are
gradual Iy i nplenmenting electronic medical records,

probably the nost interesting part perhaps fromthe Royal
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Conmi ssion's point of vieww /||l be the personally
controlled electronic health record, which is really being
driven by the Comonweal th and is much nore about genera
practice but also with connections into hospitals.

So at the nmonment the - that's called the
Personally Controlled Electronic Health Record, or PCEHR
About 10 per cent of Victorians have opted into that
system and that's really a repository for health
providers to put information into a central repository
that different providers can access informtion.

In the nediumto long term that is probably what
we are all looking for in ternms of having information
that's accessible by a nunber of health providers to

ensure continuity of care.

MR MOSHI NSKY: Can | nobve to another topic - - -

DEPUTY COWMM SSI ONER FAULKNER: Can | just ask a foll ow up,

pl ease. M Diver, one of the things that you could need
data collection for is to assess whether or not you are
treating the condition that's presenting or the context
that's presenting in the right setting. |In the past there
have been identifiers for Indigeneity to coll ect

i nformati on so that you understand better how that

popul ation is being served. |'mjust wondering what your
response mght be to sonething like that that says that
probably famly violence technically is an anbul atory
condition, it should be treated outside the hospital, and
havi ng an idea of how nmuch of what's comng to you is in
fact in that bucket would al so be useful, | think, but

| would like your comment on that.

Ms DIVER  First of all what | would say about the

identification of Aboriginal and Torres Strait |slander
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people in hospitals, there's an insensitive paynent
essentially, there's a |loading on the - a 30 per cent

| oading on the inpatient paynent, basically. That's there
for two reasons. |It's there because we know that the cost
of caring for Aboriginal and Torres Strait Islanders is

hi gher than the cost of non-Aboriginal and Torres Strait

| sl anders, and that's because that popul ati on has poorer
health and they tend to have | onger |ength of stay, nore

i nvestigations and require nore support.

But it's also there to ensure there is an
absolute incentive to get the identification of Aboriginal
and Torres Strait |slander people because of the
significant gap in health outcones for Aboriginal and
Torres Strait |Islander people. So there is a kind of
clear policy intent and definitely a cost to services that
we need to ensure that we pay services so that they can
cover the cost of services.

When you nove to famly violence, so | guess
should we put a loading onto the - if we are thinking
about using that system so what if we put a |oading onto
the casem x paynent for famly violence. It's an
interesting idea. But one of the issues that we have got
is that we haven't got any evidence that the cost of
delivering an epi sode of care to sonebody who has been
affected by famly violence is nore than sonebody who
hasn't been affected by famly violence. So the actual
cost - so broken armor an injury for sonebody related to
falling off a horse, whatever it is, or an accident, an
accidental injury versus famly violence, there doesn't
appear to be fromthe data that we have so far any

evidence that there is a greater cost for famly
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violence - for people affected by famly violence. That's
because nost of the cost is actually borne by speciali st
famly violence services. Small cost on hospitals, but
very snmall conpared to the cost that's borne by the
speci al i st services.

So in ternms of paynents for hospital's care, not
sure that quite works. But in ternms of understandi ng what
the preval ence is and what the overall inpact, so what's
the burden on hospitals in terns of the nunber of people
that are affected by famly violence, that's a different
issue. So there's kind of payment for the individual
epi sode, probably doesn't work. But in terns of
understanding is it a thousand presentations a year to
energency departnents or is it 10,000 or 50,000 and what
are the trends, they are much nore - that is really
inportant information to have, and I think there's a
coupl e of ways of getting at it. One is the data |inkage
work with famly violence services, and another is kind of
new data collections in health services, and the cost

benefit of each would need to be assessed.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

COWM SSI ONER NEAVE: Could | just explore that a little

further. 1s not the reason that the cost of care m ght be
the sane that people who conme in with a broken armand a
history of famly violence are treated for their broken
armand not for the additional matters, the additional
conplications that mght arise? | understand that you

m ght then refer them el sewhere, but if we were to engage
clinicians in identifying, providing support and all of

t hose sorts of things, then the difference m ght becone

nore apparent? It's a bit circular, isn't it?
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M5 DI VER: Sort of. But in the context of the cost of an

epi sode of care in a hospital, the cost of a social worker
assessnent and referral is likely to be relatively snall
in the context of the overall cost of their care. So a
$10, 000 epi sode of care for one episode in hospital, and
to put social work resources into that, yes, there's sone
cost but it's not particularly significant cost. But
there is significant cost for the services that that
service is going to refer to.

| think there are costs in hospitals in relation
to establishing systens for identifying and responding to
famly violence. So that's kind of a sort of a slightly
different issue, and we mght pay hospitals in a different
way for that. So not all funding for hospitals occurs
t hrough casem x, and particularly a change nmanagenent
process, for exanple, or enbedding, for exanple, the
Wnen's tool kit into hospitals, there's significant work
that's required for change managenent, enbedding it in
clinical practice, feedback |oops, |ocal data collection,
training. So if that was sonmething that we were going to
roll out across hospitals, then we would fund t hem perhaps
in a dedicated fashion for that for a period of tine to

allow that to be enbedded into clinical practice.

DEPUTY COWM SSI ONER FAULKNER: One of the things that | m ght

posit is to say that, for exanple, it only costs the sane
because that's all you give people with fam |y viol ence
problens. So if you |ook at the evidence that's been |ed
about the need for enhanced antenatal care, enhanced
maternity care, at the nonent what happens is people don't
get anything enhanced and so therefore it costs the sane.

So that's the other argunent that | would |ike considered
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as wel | .

M5 DIVER  Sure. Antenatal care is an anbulatory setting. It

isalittle bit different fromthe case m x system for
inpatient care. Antenatal care | think is a really
interesting environnment in which we can really probably
push the systemto do things quite differently. W have
heard evi dence today from other w tnesses about bringing
the |l egal service in and bringing other services into the
hospital setting, which for sone people that will be
really inportant and hel pful, and there are obviously
costs associated with that that need to be reflected in
t he cost of antenatal care.

But there's also an argunent that says actually
antenatal care should be occurring in a community based
setting where in fact you have all those services

surrounding - - -

DEPUTY COWM SSI ONER FAULKNER: |'m happy to concede the point.

So let's go to maternity and say a | ot of evidence has
been | ed about premature babies, for exanple. | just
wonder if people are recognising the connection between
prematurity and then things |ike conplications - if you
took all that into account, whether it would in fact

di splay sonething else. | didn't mean to stop you, but
" mjust |ooking for a cormment on the hypothesis that
perhaps we are m ssing sone of the costs of care because
we are not identifying that the source of sone of the

conplications is in fact violence.

M5 DIVER  Yes, | agree that's possible, particularly because
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fact there mght be famly viol ence occurring at hone; or
there m ght be an infection or there m ght be sonething

el se, but there mght be famly violence and an infection.
There is causation and correlation. Yes, there is
certainly the possibility and definitely the possibility
that that is affecting pregnancy care or the cost of
neonat al care.

| guess what I'mtrying to also say is that the
cost of antenatal care - so if we have nore soci al
wor kers, nore drug and al cohol workers, nore nental health
wor kers involved in antenatal care, that's a good thing
for those that need it and we should do that, and in sone
pl aces that needs to be in a tertiary setting like a
hospital and there is cost involved in that, and the costs
of that are reflected in the cost weights, and so
hospitals are paid for that in an antenatal setting.

But there is also an opportunity to have the
clinical antenatal care occur in a community based
setting. A good exanple of that would be the Koori
maternity services. So the departnent has funded Koori
maternity services so that the clinical care occurs in an
Aboriginal controlled organisation nostly or in at |east a
Koori health care setting so that you are putting the
clinical care surrounding the social care as well. So
there's just two ways of |looking at it, and we need both

woul d be the answer.

MR MOSHI NSKY: One of the points that's been made in evidence

t oday about other systens is that there seens to be a
coordinator role in different regions. | think the
evidence fromthis norning was that each district health

board in New Zealand had I think a famly viol ence
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coordinator. W have just heard that each |local health
board in New South Wal es has either a coordinator or a
specialised trainer. Do we have any equivalent in

Victoria?

M5 DIVER W don't have naned coordinators in the same way.

But, fromwhere | sit, the head of social work would be
that role. Do we need a dedicated role? Particularly in
the roll-out of a new approach in hospitals, the

St rengt heni ng Hospital Responses, then that would be a
possibility.

The other point to make with the district health
boards in New Zeal and of course is that's a single |evel
of governnment. That incorporates primary care and
hospital care. One of the things that | haven't talked
about is primary health networks. So general practice,
nmore than 5,000 GPs, nore than 30 mllion episodes of care
in general practice every year in Victoria, and there's a
need to kind of coordinate that and provide nore than just
nmedi cal care in a primary care setting.

The Commonwealth is newy establishing primry
heal th networks across Australia. There wll be six
primary health networks in Victoria. There is probably an
opportunity for primary health networks to al so have a
role in making sure that primary care is able to assess,
respond and connect to the specialist service systemfor
famly viol ence.

So | think that health services, there needs to
be a role or sonebody in the health service needs to be
account abl e for what the health service systemis for that
i ndi vi dual hospital systemto respond to fam |y viol ence.

So ny first take woul d be that woul d be social work, but
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in sone services that m ght be the emergency departnent
care coordinator or it mght be a mdw fery position in
the antenatal clinic. So we need to have that identified
if we are to roll out the Strengtheni ng Hospital Responses
to Fam |y Viol ence.
| would al so say that there's probably a

significant opportunity for primary health networks to
consi der that kind of approach to ensure that the very

di sparate service delivery that occurs in primary care has

sonme way of coordinating and enhancing their response.

MR MOSHI NSKY: In terns of the health services, whether it was

a good idea to have a famly violence coordinator, would
that be sonething that the departnment woul d sort of buy
into or would that be just a matter for the health

service, in your view?

M5 DIVER How it mght happen in the next little while is we

will ook at the work of the Wonen's in the tool kit that
supports the roll-out of an approach to identifying and
responding to famly violence. Sone services wll say,
"Yes, we already have a social worker who is already
nom nated to be the kind of person that responds to and
coordinates famly violence," and that's what they wl|
do. So there is a kind of nom nation process and then
there is a funding process.

Mostly we would say this is for health services
to organise who is the best person in their organisation
to be the person to coordinate the response to famly
violence in their service. That's kind of responding at
an organi sational |evel as opposed to responding on a

clinical level to individual referral cases.

MR MOSHI NSKY: We had evidence this afternoon about the New
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Sout h Wal es ECAV nodel where training is to a considerable
extent done by governnent. |Is there any equivalent in
Victoria and what observati ons would you make about the

benefits of that systenf

M5 DIVER So there is sone training that's funded and

sponsored by the departnent, and there would be sone
undertaken by the departnment as well. But it is probably
fair to say that the departnent has a nuch nore
distributed nodel for training. W nmay fund a | ead agency
to undertake training or health services would organise
their own training. | think the elder abuse training was
run by Victoria University. So the departnent funds
Victoria University, who then trains 7,000 people across
t he state.

So we don't have a centralised nodel in the way
New South Wal es has a centralised nodel. | noted that
t hat nodel applies across both public and private or
publ i ¢ and non-governnent organi sations. Probably
Victoria would say that doesn't necessarily have to be
fromthe centre, but | do note that New South Wl es
W tness al so comented on the capacity to influence policy
because they are located within the health departnent.

That's interesting, and | guess that's al so about
how t he departnment interacts with the sector in terns of
where they get their policy advice fromto inform what
policies would occur. So there's a little bit about
working wth the sector to nmake sure that the policies
t hat governnent are going to put together are infornmed by
best practice. Does that nean that we have to have
training units sitting in the Departnent of Health and

Human Services? |'mnot sure that's the only way. It's
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one way. It's working for New South Wales. Could it work
for us? Possibly. But there are other ways of doing it
as well. Probably a distributed nodel fits nore with the
nodel of service delivery in Victoria where the departnent
hol ds a kind of planning, policy, funding role and the

sector holds nmuch nore of a delivery role.

MR MOSHI NSKY: | just want to ask you a couple of questions

about the Strengthening Hospital Responses to Famly

Vi ol ence project that you have referred to, and | think
you have a copy available to you of the draft eval uation
report, otherwi se we can pass one forward. Can you just
explain what stage the evaluation is up to? Is this a

draft report or is it a final report?

M5 DIVER This is a draft report from Qur Watch, which was the

organi sation that was undertaking the evaluation. Qur
Watch is planning to - | think their plan they have told
us is the tineline is Septenber this year, plans to
finalise the evaluation report. This is really Qur
Watch's draft final that's cone into the department for
comentary. So, fromour point of view, we have only
recently seen it. It's draft and there are a nunber of
issues with it, and | expect there to be changes to the

docunent before it's finalised.

MR MOSHI NSKY: Did you have any personal involvenent in the

actual conduct of this project?

M5 DI VER: No, not personally.

MR MOSHI NSKY: ' mconscious of the tine. There's alimt to

how nuch I will go into at the nonent. You are famliar
wi th the docunment, though. One of the points that m ght
be nmade is that it doesn't appear that all the systens and

policies were actually in place at the beginning of the
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proj ect .

M5 DI VER  Absol utely.
MR MOSHI NSKY: Wi ch doesn't seemto fit with perhaps the nodel

that you indicated earlier was best practice.

M5 DIVER  Correct. WMaybe let ne explain. There was sone

fundi ng made avail abl e through the Ofice for Whnen which
was part of a national partnership on famly viol ence.
That noney was nmade avail able to the Winen's and Bendi go
to do sone training. It was initially framed around
prevention but then shifted to be around identification
and response.

So the two services |ooked at the literature and
undert ook some training, and this evaluation has really
evaluated that training. The |essons |earned out of that
| think now feed into - not that | think - the |essons
| earned are now shaping the way the Wonen's will put
together a kit that would be rolled out across the system
So that was one piece of work.

Subsequently earlier this year or late |ast year
the then Departnent of Health funded the Royal Wnen's to
take a |l eadership role in taking | essons | earned fromthat
small pilot to devel op sonething that could be rolled out
across the state, and that's where a nuch nore
conpr ehensi ve approach is being taken. |It's about,
"What's the protocol? Wat is the screening tool? Who
are we targeting? How do we do the training? Wat's the
systen? What's the service mappi ng?"

So | would describe this as a first draft of an
evaluation of a small pilot that was really just the
begi nnings of a piece of work around training, and out of

that process identified a whole range of issues that need
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to be addressed if we are going to put together a response
that is truly strengthening the hospital response to

famly viol ence.

MR MOSHI NSKY: Can | raise the nore general point with you that

was raised. It's conme up quite a lot during the public
hearings, the nunber of pilots there seemto be, and al so
the point that Kelsey Hegarty made this norning that there
seens to be a lot of duplication with projects. Can you

speak to that general issue?

M5 DOVER | think that's a fair criticismof quite a |ot of

work in the sector, that at tinmes what appears to be
duplication and lots of pilots, that is partly a feature
of this devolved system where people do their own thing.
That sonetines feels |ike duplication and waste, and
sonetines it is. But sonetines that's actually about

i nnovati on and peopl e adapting systens for their own
context, | guess. So that's a general coment about
duplication and small pilots.

Probably what | would say is this was a snal |
pilot. There are sone |essons |learned. |'m not
interested in now just telling health services to go and
re-invent this. Wat we do is we pick a |ead agency, |ike
the Wonen's, and they devel op sonething that's consi stent,
a toolkit that can then be rolled out across the system
That's not a pilot. That's what we are going to do.

The | anguage of "pilot" - so, yes, | agree there
are pilots, and this was a pilot and there's sone
findings. But one of the benefits of the health systemis
that it is large and when we decide to do sonething we
really decide to do it and we have capacity to roll that

out. That's what we anticipate to happen with the
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devel opnent of the new kit by the Wnen's.

MR MOSHI NSKY: The last topic | wanted to raise with you is the

general issue across the health system of the departnent's
role in assessing what the demand is for different types
of services and planning to ensure there are adequate
heal th services available. | understand that sort of
planning is part of the departnment’'s role.

A nunber of the issues that have come up through
t he evidence and the public hearings concern, for exanple,
CAT teans and whether there is sufficient availability.
There's been a | ot of evidence that there isn't. Mental
health services, there's been quite a deal of evidence
that's insufficient. Can you coment on what planning
there is particularly around those issues to see that

there are sufficient services avail able to neet demand?

M5 DIVER Certainly the departnment has a strong role in

planning at a statewide |level and at a clinical stream
| evel, so across the whole of the public sector and
public/private, and then there m ght be a nental health
plan or a maternity plan. Those plans often set out
future directions, both in a policy sense and in kind of
service volunme or service capacity sense. Sonetines those
service plans lead to a shifting of resources across the
system and sonetines those plans lead to capita
devel opnent .

So a growth corridor is a really good exanple.
| f you pick Werribee as a big growth corridor, the
departnent would work with Mercy Hospital Werribee to | ook
at what their capacity is, what the denmands are, what the
future popul ation projections are, and out of that process

would ultinmately conme sone capital plans, because that is
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what has occurred, and that m ght say, "W need sone nore
maternity capacity. W need sone nore nmental health
capacity." Then those capital devel opnents woul d be
funded by governnent and then, over tine, that would be
opened as new capacity. So there's a process in place for
dealing with that. That's kind of very big planning, big
capital devel opnents.

In terms of year on year planning, so there's
certainly bids to governnment for growth funding. Every
year in Victoria for at least the |last 10 years the health
budget has increased every year, and that's been based on
bot h popul ati on grow h, age and conplexity costs and
initiatives that allow the systemto grow to better neet
consurmer dermand. So that ensures that the health
departnent has funds to distribute to services to neet
growt h according to the budget paranmeters and the kind of
policy outconmes that the governnent is seeking.

One of the issues is then how does the health
departnent allocate that funding to services. 1Is it
Werribee or is it Dandenong? W use both popul ation
projections, service capacity and service performance to
determ ne the allocation of resources to the different
entities, to the different health services, so that they
can neet their objectives.

Then the way we fund services is we also try to
give services maximum flexibility so that they can
reconfigure services to best neet their needs. Mental
health is a really good exanple of where there m ght be
i npatient capacity, conmunity teamnms, energency departnent
t eans and non-government organisations. So there's growth

in the whole of the nental health budget, but there m ght
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be reconfiguration across different streans within the
mental health service system So if you are working in
one part of the systemyou mght see that there is a
change in service, but you are not necessarily seeing that
there is a growh in another part of the service.

So that's how it works, recognising - having said
all of that - that obviously health services are working
within a capped budget. [It's not uncapped. So the budget
is capped by the governnment's capacity to fund. Wil st
| have said that funding has increased every year, demand
has al so increased every year. |Is it exactly matched?

No. Are there areas that are in greater need? Yes. How
do services respond to that? Through a process of
prioritisation, of ensuring that they can provide services
for those nost in need and inprove outcones and try and

i nprove outcones for the forenost patients.

MR MOSHI NSKY: In those areas that | nention, nental health and
the CAT teans in particular, is there really a shortfall
of service to neet demand?

M5 DI VER  Many people would say that, yes.

MR MOSHI NSKY: Conm ssioners, those are ny questions.

DEPUTY COWMM SSI ONER FAULKNER: |Is there easy evidence to get of
that shortfall in terns of CAT call-outs that are not
responded to or nental health service waiting lists? |Is
there sone di nensioning of that that would hel p us know
whet her that's grow ng or whether it's been relatively
st agnant ?

M5 DIVER | might have to take that on notice and go back to
my nental health coll eagues to see if we can di nension
t hat .

DEPUTY COWM SSI ONER FAULKNER: W are interested in drug and
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al cohol as wel | .

M5 Dl VER:  Yes. It's nost evident in mental health, but it

applies across the whole system where the kind of state
funded nental health systemthat | ooks after the nost
serious psychiatric illnesses, so the 60,000 or the couple
of per cent of the population - so there's a range of
services for those people. There's quite a |lot of work
that's been going on to reconfigure CAT teans into genera
teans, and how nental health interfaces with energency
departnments, and how nental health services work with
police and ot her services.

Sol think it's fair to say there's a | ot of
expectation around that end of the service. But that end
of the service is kind of the pointy end of the triangle.
There's a lot of nental health service that's in fact
nmostly funded by the Comonweal th through general practice
and other community based agencies. So, whilst the nental
heal th state budget m ght be growi ng each year - and it
has - what we can't see is what's the |evel of service
provision sort of further down the triangle and is that
pl aci ng additional pressure on the sort of state funded
system

| do think there has been sort of changes in the
way services are configuring their CAT teans, was the
traditional one, crisis assessnent teans and their
continuing care teanms, and the way they interface with
t he non-governnment sector. So there has been quite a | ot
of reformin that area which nmakes the position quite
murky to actually understand have we got a shrinking of
services or have we got an increase in demand, and is that

increase in demand related to the broader service system
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not kind of picking up their share of the work and not
adequately responding or not being in a position to
respond to that care.
CGeneral practice is a good exanple where rnuch

mental health care would occur in general practice and
t hrough general counselling services, but are GPs in a
position to deal with that. Wilst they may not be in a
position to deal with that for whatever reason - funding
nodel s, expertise, training, access to services - do we
really want to push people into the sort of nental health
system specialist system is that in fact the nost
appropri ate response, because you want to keep people in
the right level of care to neet their needs. But, in
terms of being able to dinmension the kind of potentially
increased - or the service gap for nental health, | would
have to get back to you on that.

DEPUTY COWM SSI ONER FAULKNER: So nental health and drug and
al cohol are the two that people have asserted constantly
that at the point where an intervention is appropriate,
maybe at a court day, the magistrates wll say, "W want
to order sone nental health services or drug and al cohol,”
and people are told they will wait 10 nmonths. So that's
what we are | ooking for

M5 DIVER | understand what you are | ooking for.

MR MOSHI NSKY: |If there are no further questions, may the
W t ness be excused?

COW SSI ONER NEAVE: Thank you. Thank you very nuch, Ms Diver.

<(THE W TNESS W THDREW

MR MOSHI NSKY: That concl udes the evidence for today.

ADJOURNED UNTI L THURSDAY, 13 AUGUST 2015 AT 9. 30 AM
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