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M5 DAVI DSON:  Good norning, Comm ssioners. |'mproposing to

first outline briefly which witnesses we are going to be
hearing fromtoday. Qur first witness will be M Steven
Aos fromthe Washington State Institute for Public Policy
inthe United States. He will be addressing the role that
that institute plays in the United States. That, strictly
speaki ng, doesn't fall within what we are going to be
covering for the rest of the day, which is devel opi ng
wor kf orce capacity, but M Aos was not avail abl e tonorrow.

We will then hear fromfour wtnesses: Tracy
Beaton, Dr Kim Robinson, Emly Maguire and Il ana Jaffe in
relation to devel oping the capacity of the famly violence
sector. W wll then have a panel of Professor Angel a
Taft, Professor Kelsey Hegarty and Ilana Jaffe in relation
to devel oping the capacity of the non-famly viol ence
wor kforce to identify and respond to famly viol ence.

After lunch we will hear fromfour w tnesses from
the North East Services Connect pilot, Jane WIllians, Ren
Grayson, Mary Mcallef and Cathy Prior. They will talk
about how that pilot works and the key worker nodel and
how t hat m ght have benefits for the devel opnment of the
wor kf or ce

Then we will hear from Leanne Beagley fromthe
Departnment of Health and Human Services, who will talk
about the dual diagnosis initiative that has been running
in Victoria for sone time with the al cohol and drug and
ment al heal th workforces and devel opi ng the capacity of
each of those workforces to understand and do the work of
the other workforce. Finally we will have a panel of
Belinda Clark and Kate Jenkins in relation to the issue of

devel opi ng a di verse wor kforce.

.DTI:MB/ TB 13/10/15 3375 M5 DAVI DSON

Royal

Conmi ssi on



© 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

The first witness, M Aos, is on videolink.
M Aos, it's Joanna Davidson fromthe Royal Conm ssion
here. How are you?
MR ACS: |'mjust fine, thanks.
M5 DAVIDSON: | wll first ask that you be sworn.
MR ACS: Ckay.
<STEVEN ACS, (via videolink) affirmed and exam ned:

M5 DAVI DSON:  Thank you, M Aos. Can | ask that you first
outline what your role is?

MR ACS: Sure. I'mthe Director of the Washington State
Institute for Public Policy. The institute that | direct
is alegislated (indistinct) of the State Governnent of
Washi ngton State's |legislature. W are out on the west
coast of the United States. It's not Washington DC. It's
Washi ngton State. We like to call it the real Wshington
not the other Washi ngton.

We are a state of about 7 mllion people; | think
alittle bit larger, but only alittle bit, than Victoria.
The |l egislative body that | work for as their director of
research is non-partisan research that's gui ded by an
equal nunber of the Republicans and Denocrats in our
| egislature. We work on projects as directed by the
| egislature. So the legislature will ask us for what
works in juvenile justice or child welfare or education.
That's what we then conme back with them on things that
wor k and things that don't.

M5 DAVIDSON: Can | just get you to clarify the governnent
structure in Washington State. You have an el ected
| egi sl at ure.

MR ACS: The way it is in the United States of course it's not

a parlianentary system as you all know probably. So we
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have separately el ected executive with constitutiona
separation of powers, just as we do at the national |evel,
and each state has a sinmlar systemwhere the |egislative
branch of governnment has certain constitutional powers to
pass a budget, to spend noney, and the governor is a
separately elected official whose job it is - who could
veto those bills comng out of the legislature, and the
governor runs the executive agencies that the |egislature
f unds.

Then there's of course the third branch of
government, a judicial branch of governnent, that oversees
the laws and carries out that. So it's a typical Anmerican
system of three party branch governnent. The institute
that | direct works in the |legislative branch of
governnment and was created by the legislature itself back
in 1983, so we are a little over 30 years old at this
stage, with a specific desire to have, as | nentioned,
non- parti san evi dence based research available to the

| egislature in its deliberations.

M5 DAVI DSON: Do you conduct that research yoursel ves at the

institute or do you collect the research from el sewhere

and analyse it? How does that work?

MR ACS: Qur legislature has asked us to do two kinds of

studies, | like to think of themas. 1In one kind of role
we are in the role we have been playing nore and nore for
our legislature. Again what happens during the

| egislative session is that the nmenbers of the | egislature
will pass a bill. It wll say, for exanple, "Institute
for Public Policy, study what works in child welfare.

Come up with a |ist about what works, what doesn't, where

are all the best returns on taxpayer investnent, and
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prepare a report for us for the next session of the
| egislature.”™ That's the first kind of study that we get.

We have done these reviews about what works in a
whol e bunch of different areas. Wen we get that
assi gnnment we | ook far and wi de, far outside the borders
of Washington State, we even | ook for research from
Australia if it speaks to us in Washi ngton, as many of
your studies do, but we |ook all around the United States
| ooking for the strongest evidence, the nost credible
research endeavours, whether it is to reduce juvenile
crime, we ook for prograns to reduce juvenile crine with
ri gorous eval uati on net hods.

We also like to find rigorous eval uati on net hods
that find that things don't work. If we find sonething
doesn't work outside of our borders and we are doing it
i nside our borders we then take that evidence and
sonmeti mes defund progranms that we are currently running
when we find out that things don't work.

So the first kind of study we do is | think of
our role as an investnent adviser. |[|'man econom st so
| use sonme of this kind of lingo. Wat we are trying to
do is ook far and w de where we can best invest
Washi ngton taxpayer dollars to get better outcones as
identified by our legislature: nore kids to graduate from
hi gh school, less crinme, | ess child abuse and negl ect,
what ever the outcome is, we |look for that. That's the
first investnent adviser role. W are |ooking all over
the world for what's been tried and tested.

The second kind of study that our |egislature
will ask us to undertake is where we actually go into a

programin Washi ngton State and eval uate whether it's
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wor king. Typically what we will do is especially within
the last 20 years is we will find out, for exanple, early
chi | dhood educati on prograns | ook very good based upon
studies fromaround the world, certainly around the rest
of the United States, and so that bubbles up near the top
of our buy list, if we want to call it that. Then what
the legislature directs us to do is to go and actually do
an outcone eval uation of our own early chil dhood education
program and see whether we are getting the sane kind of
results that have been found el sewhere.

So those are the two kinds of studies that we do:
out cone eval uations on the ground in Washi ngton and then
much nore frequently, and especially in the last 10 or
15 years, have been these reviews of evidence of what

wor ks and what doesn't fromall over the world, really.

M5 DAVI DSON:  You al so not only anal yse whether things work but

you anal yse what the cost benefit is to the state.

MR ACS: Yes. |It's a three-step research process that we

undertake here. The first is that review about what
works. So |long before we do anythi ng about econom cs and
cost benefits, it does what | was just nentioning. W
| ook for evidence. Are outconmes inproved or not with
rigorous nmethods in getting the outcone the |egislature
wants us to | ook at?

Then if we find evidence that sonething does work
we then do the second step, which is a cost benefit
anal ysis where we are really asking the basic question of,
"I'f our taxpayers in Washington State were to fund a
program” let's just say in child welfare, child
interaction therapy or sone program designed to inprove

the child welfare system "what would the benefits
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relative to dollars of cost be?" So we have to go through
and find out first of all what progranms cost to inplenent
and then an even trickier part is to figure out what is
t he net econom c val ue, the nonetary val ue of achieving
certain outcones. So again you do a consistent benefit
cost nodelling across all outcones.

What we give our |egislature com ng back is then
a list, much like if you went to your investnent adviser
and said, "Wiere can | get the best return on ny
i nvestnent," they probably would cone back with 20
di fferent kinds of stocks, bonds and other investnents you
could do. That's what we do in this case. W cone back
with 20 or as many topics as we can identify eval uated
Wi th a consistent basis so that our |egislature can then
pi ck and choose and put together a portfolio of those
i nvestnents, and those can then find their way into the

budget that gets adopted by our | egislature.

M5 DAVI DSON: How does it work once you provide a report? \Wat

are the consequences and what is the sort of feedback
mechani sm back t hrough governnent in terns of potentially

i npl enenting the advice that you have provi ded?

MR ACS: Very often during the course of a |legislative session

- | guess the grey hair that | have up here would indicate
| have been through quite a few | egislative sessions.
Thi s upcom ng session would be ny 39th annual |egislative
session. That's a long tine to be around this
| egi sl ature.

When we give a report to our |egislature
sonetines the evidence sits there and doesn't go any
farther. But increasingly our evidence is used by both

menbers of Republicans and Denocrats in our legislature to
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actually craft how we set up budgets, how we fund our
juvenile justice system just one cones to mnd. |If you
go to the Washington State budget, the budget docunent

t hat passes our legislature and is signed by the governor
usually, there will be explicit references to the |ist of
progranms and the legislature is going to fund the prograns
near the top of the institute's return on investnent |ist
in the area of child welfare and children's nental health;
in sone other areas, adult nental health and adult
corrections. The |legislature then passes other bills,
sonme of them are budget bills, sone of them are policy
bills, that direct the agency to fund the prograns that
are near the top of the institute's list.

In a variety of ways our |egislature has been
finding ways to take the work that we do - at |east sone
of the work we do, some of our |ists about what works and
what doesn't - and turn it into actual policy that
i nfluence really how taxpayers' nobney gets spent in our
state to try to achi eve those out cones.

M5 DAVI DSON: W obviously have a slightly different governnent
systemin Australia. Fromthe sounds of it you are saying
your reports go to the people who are determ ni ng which
progranms to fund; is that right?

MR ACS: Yes, within our systemthe legislature's main job is
to pass a budget every session.

M5 DAVIDSON: |If we were to replicate that kind of nodel in
Victoria, it may not be the legislature that we woul d
provi de advice to, but it would be the body that woul d be
charged with nmaki ng those deci sions about funding?

MR ACS: Yes. The governnent that would be in power woul d be

the one - | don't really know nuch about your process
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there politically, let alone the work of the Comm ssion,
but I would i magine there could be sone policy directives
comi ng fromthe Conm ssion to the governnent that would
say you could set up sonething - if you were to base it
even in part on what we have been able to do in
Washi ngt on, you m ght draw the conclusion that sonewhere
in the world there's a public entity that has found that
there are sone pretty good news out there, that there's
evi dence about things that work, there's evidence about
things that don't and they are putting it into place in
their public policy systens, and the Conm ssion mght tell

t he government, "This is how you could go about doing it."

COWM SSI ONER NEAVE: Let us suppose you have a governnent

mandat ed program whi ch is being adm ni stered by an agency
and in the course of doing that there will be nmany issues
of detail which presumably are not covered in the budget
specifications or in |egislation because you can have
sonet hi ng described by a | abel which will vary according
to howit's applied or adm nistered. Do you ever give
advi ce to agenci es about those issues? |If they are

t hi nking, "This doesn't seemto be working. W can't work
out why it's not working. W mght want to tweak it or do

sonet hing,"™ do you provide advice in those circunstances?

MR ACS: W sure do. O course it's within our system of

checks and bal ances. So within our constitutional system
wor ki ng through the |egislature, once the |egislature has
funded sonething that's why we get those assignnments to go
out and evaluate how well in our case the branch is doing
it. Wat we have | earned, as people are learning this
around the world, it's not enough just to find an evidence

based program and say, "Go forth and do it." You actually
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have to do it well. You have to inplenent it with quality
assurance, quality control

This is not a surprise, by the way, to
busi nesses. This is not a surprise to Starbucks, for
exanpl e. Starbucks know that if they want their stores to
go through all the world, as they have, they have to
i npl enent their stores with quality control. They have to
be able to replicate that business nodel around the world
and into different settings.

That's what we have | earned, painfully I m ght
add, in our state. | think when we first started doing
this back in the 1990s in the area of juvenile justice we
t hought, "This evidence based thing works. W w Il just
be able to see it happen.” What we learned is exactly
what you said, Conm ssioner; that is, our first go-around
we funded those evidence based prograns and then we
eval uated them and we found out that they weren't working
nearly as well as we thought they shoul d.

VWhat we did find out is that when the prograns
were i nplenented with quality therapists, for exanple, the
juvenil e of fender program they were getting the results.
When they were inplenmented by run of the mll bad
therapists they weren't getting the results. On net there
was no difference.

So what the |legislature |earned, this was about
the 2002 | egislative session, it went back and said to the
executive, "If you don't put in place a quality assurance
programw th the help of the institute by next session al
of the funding for those prograns will be renoved."

So we did do that. W now vi deot ape al

therapists that are hired, that interact with famlies in
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the juvenile justice system and el sewhere. This |esson
has been learned and it is been put in a variety of
systems in our state, not just juvenile justice.

W have subsequently done eval uations of the
prograns and found out that it is that Starbucks kind of a
thing that actually nmakes sure that the programs work over
and over again. Conmm ssioner, you are exactly right. It
is not enough just to say, "Here is the thing to do. Go
forth and do it." You actually have to follow up and do
it well. This should not have becone a surprise, but we

sort of learned the | esson the hard way.

COWM SSI ONER NEAVE: Thank you.
M5 DAVI DSON:  Just following on fromthat, have you had

exanpl es where the evidence has said that this particul ar
program shoul d work, you inplenent that programincluding
with the quality assurance but for sone reason it's not
working in your |ocal conmunity or with the comunity?

Has that occurred and is there room for adaptation?

MR ACS: On the first point, yes. The classic one was that

programthat | just nentioned to the Conm ssioner; that is
that we inplenented those juvenile justice prograns, for
exanpl e, and found out that they were not working but we
at |l east had the foresight to have an i ndependent review
of which therapists were actually doing the program
according to the book and which ones were doi ng sonethi ng
el se. That evidence allowed us to then adjust the program
and get rid of what wasn't working in the program
basically putting a systemin place so that those

t herapi sts that were incapable of doing the program were
either fired or noved into sone other line of work within

our social service agency. That's again an operation
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thing that you can only get by doing an outcone eval uation

| ater on of that kind of program

M5 DAVI DSON: One of the things that's often said about

prevention prograns is that it's hard to get them funded
by governnments because they are long term they don't have
t he same i mmedi ate outcones, it doesn't necessarily match
with the political cycle. Do you see that the nodel that
you have adopted in the Washington State inproves the
ability to get those sorts of |onger term prevention

prograns funded?

MR ACS: | think so. You never now for sure because you don't

know what the world would be like if the institute hadn't
been around wor ki ng here because that world doesn't exist;
the institute is here.

But we have designed our cost benefit nodels to
be long term If taxpayers spend noney today on a
program they spend noney on - let's take another topic -
our K12 education system they spend | ots of noney on that
system W want to know what's going to happen to those
students not just in the next year on their test scores,
or whether they graduate or nove on, but what's their
l'ifetime consequences of doing well in the education
system how nuch nore noney are they going to make in the
| abour market; how much less crine are they going to do in
the future because they got higher degrees of education;
how are their health care costs going to change.

In all cases we build the nodel to anal yse
everything we study, child welfare prograns, juvenile
justice prograns, nmental health progranms, substance abuse
progranms, all the things we look at are built with an idea

of a consistent nodel that |ooks long terminto the
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future. Qur legislature has really come to view those
nunbers as inportant, that we don't just focus on the next
two years and what the benefits will be in the next two
years, but that we actually take a |l ong-termview of the
out cones and the inprovenents.

Part of the nodel here is that because of how we
get studies directed to us the legislature itself wll
identify the outcones that it wants to see inproved. It
w Il cone back and say, "W want to reduce our crine rate
in Washington State. How can we do that, Institute?" W
wi |l study ways to reduce the crinme rate with adult
of fenders, rate with juvenile offenders and prevention
programs. W will put themall on a commobn econonic
footing so that the |legislature can select a portfolio of
i nvest nent s.

| f prevention was 100 per cent successful then
you woul d just buy all prevention and in one generation
you woul d have no nore crinme. But no program has ever
come close to being 100 per cent successful. Al the
evi dence woul d indicate that you can reduce crine rates,
for exanple, by a few percentage points, naybe 10
percentage points with a good program But that neans you
are going to have adult offenders, you are going to have
juvenil e of fenders.

The trick is to put together a portfolio of
investnents. Again |'msounding like a Wall Street
st ockbroker here. But you want to put together a
portfolio of investnments and then you want to tie your
portfolio of investnments to those big picture outcones.

That's what we do in Washington, by the way. All

t hose prograns, including sone child welfare prograns and
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education and crimnal justice programnms, juvenile justice
programs, they go directly into the forecast of our need
for prison beds way down the line so that this way we can
antici pate how well those prograns are going to work and
that we don't overbuild our prison system |If we invest
in the prograns with the taxpayers' noney expecting they
are going to reduce crine, including child welfare
progranms that we have, are they going to save prison beds
in the future. W want to have that explicitly nodel ed
and do our state prison forecasts so that we don't
overbuild the system Part of the analytical challenge
here in your country and your state and ny state is how
you do the nunbers, how you get the nunbers, and then how
you get the political consensus within our two systenms to

nmove the policy ball forward.

COMM SSI ONER NEAVE: | have anot her question. Have you done

any | ook-backs to see whether the effects of your
nodel | ing are accurate? Prison beds is an interesting
exanpl e which is relevant everywhere. You have been
operating now for | ong enough perhaps to be able to say,
"We got the prediction of prison beds right or wong."

Have you done that sort of thing?

MR ACS: W do that regularly. Once a year as part of an

of ficial process within Washington all the forecasters get
together from various agencies and they agree on the
assunptions that go into a nodel; in this case the need
for prison beds, what's going to go into our capital
budget for prison beds. Many things in the world change.
You never know for sure if all those investnents are

predi cting that because all kinds of other policy and

non-policy (indistinct) happen.
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We don't know for sure, but it |looks to us |ike
at this stage - Anmerica, as you know, incarcerates a |ot
of people. OQur state, by the way, incarcerates only about
hal f as nmuch. W are only about 50 per cent as punitive
as a typical state in the US. Nonetheless, we have about
18, 000 people in prison today as | talk. W estimte that
wi t hout those programs that have been funded over the |ast
20 years fromearly chil dhood education and on up through
the adult systemthat we would have the need for about
2,000 nore people in prison today than we currently have.
That is holding pretty true to our forecast, it |ooks
like.

We are very cautious in our nunbers. Wen we do
t hese revi ews of evidence, going back to the first step in
our analysis, we really want to know what would work in
Washi ngton on the ground, not what would work in
Washi ngton in sonme university setting done with graduate
students. W will typically throw those kinds of studies
out because they are not what happens in the real world.
| f a devel oper does a program and eval uates the programit
m ght |like great. But when it's actually done in the real
wor |l d, not by the devel oper but by bureaucrats, the
evi dence would be that it doesn't work as well. So we
take a pretty cautious approach to the effect of these
prograns. It's an inportant thing to do because the rea
world is the real world that we all know about and
sonetines things don't work out as well as a textbook or a
journal article would indicate.

So we nake adjustnments to our nunbers. The main
point is we do it on a consistent basis. The |legislature

hires ne as the director to provide that consistent view
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about how we view the world. Al of our nodelling is done
on a consistent basis in terns of what research we accept.
Any adjustnments we nake to them we make to them across al
areas. That's the general nodel that we have done

analytically for our |egislature.

M5 DAVI DSON:  You nentioned that the institute is bipartisan.

What do you nmean by it being a bipartisan institute?

MR ACS: The governance of the institute is bipartisan. O

course we have Republicans and Denocrats currently. The
party control switches. As in your country of course, the
party control switches fromelection to el ection
sonetines. Currently our state Senate, one of our two

| egi sl ati ve branches, is controlled by the Republicans.

Qur state House of Representatives, the other branch of
our legislature, is controlled by the Denocrats.

Wi chever party is in control in that chanber,
let's say the state Senate, that party will control the
committee hearing process and set the agenda for that
body, have npbst of the votes to pass bills. But the
governance of the institute, whatever party is in charge
of the legislature's two houses, in our systemthere are
al ways an equal nunber of Republicans and an equal nunber
of Denocrats and the co-chairs of the institute are always
a Republican and a Denocrat. So the whole idea of the
institute was set up so that the current majority party
woul d not be the party that would run the institute, for
exanple. It would be truly bipartisan governance. Staff
is selected to be non-partisan. There are not partisan

political types on the staff.

M5 DAVI DSON: How i nportant do you see that as part of the

Washi ngton State Institute's nodel and in terns of its
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1 continui ng success, because it's been around for 30-odd
2 years?

3 MRACS: Yes. | say it's absolutely critical that it is

4 bi partisan because if it is seen as partisan, if it is

5 seen as being a Republican institute or a Denocrat

6 institute or it's an institute that huns to the tune of

7 what ever party is in power at that tinme, people will think
8 we are cooking the books perhaps or we are letting bias
9 i nfl uence how we read the science about what works or what
10 doesn't.
11 So | think that the bipartisan governance of the
12 institute has allowed it to do the kinds of studies that
13 | nmentioned earlier, especially about when we are trying
14 to gather a study and read it we don't read it through
15 Republ i can eyes or Denocratic eyes, we just read it for
16 was there an outcome achieved as a result of this
17 particular policy, and that's really what we focus on.
18 Ms DAVIDSON: Finally, you have done a reviewin relation to
19 famly violence and what works to reduce recidivism by
20 donestic violence offenders. That raised some issues
21 about the Dul uth nodel that you operate in Washi ngton
22 State. How nmuch has that been adopted by the Washi ngton
23 State | egislature?

24 MR ACS: It has not been adopted by the Washi ngton State

25 | egislature. We publish many findings. Mny of them get

26 adopted and sone of themdon't. Sone of themtake severa

27 sessions before things begin to happen or the evidence

28 gets used. The Duluth nodel was put into the statutes of

29 Washi ngton a nunber of years ago and it continues to be in

30 the statutes. So that will be the nodel that will be

31 preferred. | don't know the | egislative history of how it
.DTI: B/ TB 13/10/ 15 3390 S. ACS 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

got into the statutes, but it is the one that's sel ected.
So it would take a bill of the legislature to overturn
(indistinct) of Washington now there is a requirenent for
that program So that would actually take an affirmative
action by the legislature to overdo it, and that has not
happened yet in a session of a Washington | egislature.

In America we have baseball. | |ove baseball
You have sone players that are playing in the major
Leagues here in the United States from Australia. You can
go to the Hall of Fanme in baseball if you are maybe 30 or
40 or 50 per cent successful. That neans you need only
succeed over half the tinme, but as a hitter you can be in
the Hall of Fane in baseball at 30 per cent.

So | played a | ot of baseball in ny youth, |ong
before the grey hair thing. | knowthat | try to have
t hat expectati on about not everything we do is going to go
into legislation. There's lots of things that enter into
a political body's decision about what to do. Qur
evidence is increasingly used, but it's never going to
have a 100 per cent batting average. | hope to go to the

Hal | of Fane, though, with what we have done.

M5 DAVI DSON: Thank you, M Aos. Unless the Conmm ssioners have

any additional questions, perhaps this w tness could be

excused.

DEPUTY COWM SSI ONER FAULKNER: | have one very small one. Just

to get an idea of the proportion and the size of your
organi sati on and whether you are constantly needing nore
noney to do the work or does sonehow you get guaranteed
t he fundi ng when the | egislature decides to comm ssion
you? How big is this organisation? How many studies do

you do, that sort of thing?
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MR ACS: That's a great question. W are set up in a way that

kind of makes it hard to nanage, frankly, as the nanager
of this group. But there are only two positions if you
think of it as permanent positions: the director's
position and the assistant director. Al of the other
positions are hired on a project by project basis.

So if the legislature passes one of those bills,
when a bill cones to us we say how much it would cost to
do a study, to do a study of what works in education, for
exanple. It might cost $US200, 000 or sonmething |ike that.

Then if the |legislature passes the bill we wll
get the $200,000 but it will just last through the
duration of the study. So we are currently an institute
of about 16 analysts here at the institute, but only two
of themare permanent. Al of the other 14 is because the
| egi sl ature has been finding our information useful and
ordering projects in the formof |egislation along with

the noney to fund those projects.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

M5 DAVI DSON: Thank you, M Aos, and thank you for attending

fromthe United States. Perhaps this witness could be

excused.

COWM SSI ONER NEAVE: Yes, thank you very nmuch, M Aos. You are

excused.

<(THE W TNESS W THDREW

M5 ELLYARD: Conm ssioners, the next panel of evidence wll

focus on devel oping the specialist famly viol ence
wor kforce. It's a panel of four. | wll ask themto cone

into the witness box and be sworn.

<TRACY DAVWN MARI E BEATON, sworn and examn ned:

<| LANA CLARE JAFFE, affirmed and exam ned:
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<EM LY KATE MAGUI RE, affirmed and exam ned:

<KI M GRACE ROBI NSON, affirmed and exam ned:

M5 ELLYARD: My | ask each of the panel, conmencing with you,

pl ease, Dr Robi nson, to summari se your present role and

your professional background.

DR ROBINSON: My present role is a lecturer in social work at

Deaki n University. M professional background is | now
have been a social worker for over 25 years. | have
worked in a range of health settings, in wonen's health
and in community health, hospitals, and in nore recent
years | have focused on working with asylum seekers and

r ef ugees.

M5 MMGURE: M nane is Emly Maguire. |1'mthe CEO of the

Donestic Viol ence Resource Centre Victoria. M

pr of essi onal background has primarily been in preventing
vi ol ence agai nst wonen but worked in the response end as
wel |, through statew de public policy and working within
bureaucracy as well as working within statutory bodi es and

comruni ty agenci es.

M5 JAFFE: | currently work for Inner North West Primary Care

Partnership on the Identifying and Responding to Fam |y
Vi ol ence Project. M background is also in social work,
and ny thesis was in the nultiple and conpl ex needs
initiative, and | have worked as a social worker in

hospi tal and honel essness as well as in primary health.

M5 BEATON: My nane is Tracy Beaton. |'ma registered nurse.

|"mcurrently the Chief Practitioner working at the
Departnment of Health and Human Services. | have an
extensive clinical background in nental health, including

child and adol escent and energency nental health services.

M5 ELLYARD: You have made a statenent dated 12 October 2015.
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Are the contents of that statement true and correct?

M5 BEATON: Yes.
MS ELLYARD: As | indicated to the Conmm ssion, the focus of

this panel is the specialist fanmly viol ence workforce.
Can | start perhaps with you, please, Dr Robinson. Were
did the workforce cone fromin terns of its history, and
how i n your assessnment does that history continue to

i nfluence or not influence how the workforce thinks and

oper at es?

DR ROBI NSON: I think a workforce has its roots in a wonen's

novenent and fem ni st novenent which was really shaping
its very early response to famly violence. It
predom nantly set up voluntary prograns. Oten those
progranms were not funded, and they were really about
assi sting and supporting wonen to | eave situations of
famly violence and to provide themw th advice and
support and appropriate networks, perhaps through | egal or
heal th channels, in order to support those wonen and their
chil dren.

| think as tinme progressed ny experience in the
sort of '80s and '90s was the establishnent of smal
grants, perhaps through community health centres, working
wi th wonen's health organisations to | ook at setting up
donestic violence outreach prograns and to | ook at
liaising with governnent in establishing wonen's refuges,
and al so doi ng sonme prevention work in schools and in
| ocal communities.

So | think that history has a very inportant role
to play in the establishment of famly viol ence services

and informs very much where we are today.

M5 ELLYARD: In 1999 you did a study, and | accept that's a
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little while ago now, in which you | ooked at the

experi ences of wonmen who had encountered and used the
famly violence system \Wat were sonme of the | earnings
at that tinme of how the wonen at that time were

experienci ng the systenf

DR ROBI NSON: The study was a relatively small study, but one

of the key elenments | think fromthat study was to try and
ascertain wonmen fromwhat was then called non-English
speaki ng background, now called CALD, those wonen's

experi ences of services across the board. That could have
been fromearly intervention, prevention, refuge services,
and to try and gauge fromthem what their experiences
were. | think that has been a very inportant positioning
that we keep wonen at the centre of that experience of
what the services provide to them and how they can gain
the insight and support fromthe provision of care rather
t han the other way around.

There were a nunber of recommendations that cane
out of that paper, and | worked with at the tinme the
donestic violence outreach program and their board of
managenent in the west, Wnen's Health West, and that was
to | ook at key recomendations. Wuld you |ike ne to

state what they are?

M5 ELLYARD: Yes. Wre there sone things that were positive

and sone things that were negative, | guess, arising out

of those wonen's experiences?

DR ROBINSON:  Yes, | think there were sone very positive

experiences that women had of the sector - the diversity
of the sector, the range of different nodels, the fact
that they were enbedded in the communities, that they

coul d seek out the support of supportive GPs, for exanple,
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in conmunity health settings, that they could get access
to child-care services who were synpathetic and

under standi ng of their needs, and that there were systens
that did provide sone degree of information sharing and
case nmanagenent support to enable themto nove on with
their lives.

There were sonme concerns that were raised by the
wonen, and in particular the wonen from CALD backgrounds
around the appropriateness of refuge settings and the high
security demands of wonen being in refuge. | think we
continue to have that discussion and debate at the nonent
about whet her wonen can stay in their hones or whether it
is they who have to | eave their homes and conmunities with

their children and nove to an unknown ar ea.

M5 ELLYARD: WAs there anything that arose out of your

research, again accepting that it was a while ago, about
the skill level of those working in the system and whet her
there was any uniformty or disparity about the |evel of

training or qualifications?

DR ROBINSON: | think there was an acknow edgnent that there

was a disparity and that there was different |evels of
expertise in different settings. So there was possibly a
| ack of uniformty of training or understanding of the
conplexity of the systens required when dealing with

fam ly viol ence.

M5 ELLYARD: Ms Maguire, may | turn to you, and thinking nore

in the present day, firstly, would you agree with the
anal ysis that what we presently have as the speciali st
famly violence systemtraces its roots very nmuch to the
wonen' s nmovenent of perhaps the '70s and a very

consciously fem nist response to famly viol ence?
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M5 MAGUIRE: Yes, primarily | think that's very nmuch where the

roots are. The increasing professionalisation of the

sector has neant that there will be new workers comng in
who will not necessarily have strong roots, but the kind
of structures of organisations who are working with wonen
and children who are victins/survivors of violence, very

much | woul d agree with that

M5 ELLYARD: |If we were to try to describe what the speciali st

famly violence systemis at present in terns of who works
within it, how would you descri be the present structure

and who is inside it?

M5 MAGUI RE: Possibly the best way to describe it is to

articulate it in tiers. So there are four tiers, | think,
to the fam |y violence specialist service. Firstly, there
is the kind of specialist services who directly support
wonen and children. So those are services we nmght be
able to think of them as services who spend 90

plus per cent of their time working directly to mtigate
the i npacts of violence, to support wonen to | eave or to
stay, but to support wonen's safety, effectively.

The tier down fromthat are agencies who spend a
significant anount of their tinme in supporting wonen and
children as well as holding perpetrators to account. So
that will be - they are agencies |ike police, courts and
speci alist court services, |egal agencies, child
protection, corrections - agencies |like that where they
spend a significant proportion of their time but it's not
the main focus of their work.

The third tier are the nore mainstream services

and | guess the non-famly violence specific support

services who still do a significant anobunt of work with
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wonren and some with children who do experience famly
vi ol ence as well as working with perpetrators sinply by
virtue of the kind of inpacts of famly viol ence and
wor ki ng to support those inpacts. So those are things
i ke health care, drug and al cohol, housing, nental

heal th, but as well as agencies like Centrelink, for
exanpl e, who are seeking to support wonen's econom ¢
security.

Then the fourth tier are general organi sations
across the state, so effectively anyone who cones into
regular daily contact with people who just by virtue of
bei ng people will have either experienced or perpetrated
famly viol ence.

So if you are thinking about a workforce that's
ki nd of a useful way to think about how you woul d chunk
up, | guess, the specialist and the non-specialist but the
necessary skill sets and kind of critical conponents of
what peopl e need to understand and | earn.

M5 ELLYARD: So the tier one, then, would be what you would
descri be as the specialist response in the sense of the
peopl e whose really entire function is to provide a very
i mredi ate response to those experiencing violence?

M5 MAGUI RE: Yes .

M5 ELLYARD: |s it possible to say how | arge that workforce is?

M5 MAGUIRE: |'msure we can get that information, but, no,
| probably can't, no.

M5 ELLYARD: |s there any central body that holds, for exanple,
i nformati on about how many people are enpl oyed in the
speci al i st response end, what qualifications and
experi ence they have?

M5 MAGUI RE: | assune the Departnent of Health and Human
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Services would hold nost of that information. There wll
be community based services who nmay not have funding

t hrough Health and Conmunity Services. There may al so be
i ndi vi dual workers, social workers and psychol ogi sts, who
do work somewhat within the specialist famly viol ence
sector but as individual practitioners.

But, to the best of ny know edge, there's a | ack
of consistency and clarity around the core conpetencies
that are required to work in the famly viol ence sector.
Primarily what you will find in the specialist sector is
that you need a certificate in conmunity devel opnent or
community services, sonme will be social work trained, but
there are al so agencies who are willing to accept, given
the history of this work and given there used to be in the
'70s a significant focus on ensuring that the wonen who
were working in this space were victinms/survivors
t hensel ves, which is not so nuch the case now, but that
was very nmuch where it canme from G ven that previous
hi story, there are also services who are willing to accept
hi story of work in the sector as the qualification for
wor king. But there is no kind of consistent standard or

framework, which is a significant gap

M5 ELLYARD: M Jaffe, can | ask you from your observation,

pi cking up that |ast point about the perhaps disparity
between the qualifications or experience that different
wor kers in the specialist services mght have, do you have

any conments on that?

M5 JAFFE: Yes. | would echo that there's a really core

grassroots culture and trenendous anount of practice
wi sdomin the sector, but | guess there's no

st andar di sed professional standards for the sector so that
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they can also then - they could potentially use as clout
for - at better salaries, for exanple.

| think also part of this is also around fundi ng,
t hat nopst agencies are not given a |lot of funding for
training and not funding for backfill. So it's really
difficult to send a staff nenber off for training. If you
have a huge demand on your services and a client in
crisis, what are you going to choose? Oten that's a
dil emma that nost services, in ny understandi ng, have to

negoti at e.

M5 ELLYARD: Dr Robinson, is it useful to conceive of famly

vi ol ence specialist response as social work, as part of

t he social work spectrunf

DR ROBI NSON: Definitely, yes. | think social work is well

pl aced because of the way in which training occurs, and
our education program specifically gives students
background in legal, social justice principles. It also
gi ves them a good understandi ng of policy and practice,

research and of course direct service work skills.

M5 ELLYARD: Can | turn to you, please, Ms Beaton. |In the

context of DHHS and in particular child protection a nodel
has been devel oped to resource its social workers to
ensure appropriate standards of professional practice.
Coul d you speak a little, please, about what that nodel is

and how it devel oped?

M5 BEATON: Sure. | think I would just like to start off by

saying that social work is one of the desired
gualifications that we have for child protection workers,
but we al so have anot her couple of categories and it's
really around the skill set and the education that neans

peopl e obviously are able to do things in a
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| egal - thinking about the | egal consequences, devel oping
evi dence, working alongside famlies, understanding child
devel opnment and so on.

M5 ELLYARD: So all child protection workers have to have a
degree of sone kind; is that correct?

M5 BEATON: They have to have a qualification. Not all are
degree prepared. W do have sone that have diploma in
community studies, but the majority are social work
trained and there are a nunber of psychol ogi sts, and then
there's sone other disciplines such as nursing and so on
that are able to obviously be part of the workforce in
child protection.

M5 ELLYARD: | think I interrupted you, but what's the benefit
of requiring that degree of higher learning as a
precondition to enbarking on child protection practice?

M5 BEATON: We believe that it's really inportant that we have
a very skilled workforce, |largely because of the statutory
function associated with child protection and the gravity
of the decisions that child protection workers are
actually making. So they need to have very clear critical
and anal ytical skills, and an ability to work al ongsi de
people, to pull fromtheoretical constructs and actually
work with those actually with famlies in everyday rea
situations, they have to be thinking very carefully about
what the issues are for those famlies, what neets a
statutory threshold, what doesn't. So it's really
inportant to have a very skilled workforce.

M5 ELLYARD: Once they are part of your workforce, how does the
O fice of Professional Practice work to resource them and
keep them appropriately practising?

M5 BEATON. There's a nunber of things that happen in the
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departnment. So there is an introduction to practice, if
you like. So beginning practice there is a series

of - where new enpl oyees are brought into the departnent,
they do some particular work around a case, which includes
fromthe beginning to the end, if you like, so fromhow it
is that you first start to conduct yourself, self-care,

t hi nki ng about how it is that you work with famlies right
through to a particular application and how you m ght case
manage and work with a famly.

We are heavily involved in that in beginning
practice, and that's what it's called, beginning practice.
That happens over about a five-nonth period. So people
cone in, then they will go back out to the divisions and
actually work al ongsi de people. There are a nunber of
things that they can't do until they have done specific
training. So sone of that is around the sexual abuse
training, and the Ofice of Professional Practice are
heavily involved in teaching and training that.

We do a nunber of things which is about
supporting front-line practitioners. So we mght do
conpl ex case reviews. W mght be called in to have a
| ook at sonething. There m ght be sone thenmes happening
in a division and they m ght want the office to devel op
sonme resource and work al ongsi de people to | ook at that.
We do a lot of reflective practice, so where it is that we
are trying to critically analyse what it is that's
happened. For exanple, we m ght put a genogram up, have a
| ook back through the fam |y, how peopl e understand that,
is there anything m ssing, what else could we have | ooked
at, where else mght we consider we need to go with this

famly, what are the options for this famly and so on, to
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| arge-scal e trainings where we work across the sector.

We, for exanple, in 2014 started doing a | ot of
training around famly violence but with police and with
ot her experts in the sector, because in fact you are
needing to actually work in partnership in order to be
able to provide the right type of training and education
because it's not - the child protection is one arm if you
i ke, of the service systemthat sees people who

experience famly violence. There are nmany others.

M5 ELLYARD: If best practice in any area of child protection

is identified, is it the role of the office to dissem nate
i nformati on about that best practice and resource all of

t he nenbers of the workforce to adopt those practices?

M5 BEATON. Yes, yes, absolutely. The nethod of that is done

in many different ways, whether that's informng policy,
whether it's doing individual work, whether it's training,
whet her it's devel oping sonething specific for a
particular area. It mght be actually building up the
capacity. So, really, a large function is building
capacity, so working wth the other principal
practitioners in the divisions and practice | eaders about

the type of work that they are doing.

M5 ELLYARD: Ms Maguire, can | turn to you. You nentioned the

i ncreased professionalisation of the workforce. Al child
protection workers work for one enpl oyer, whereas famly
vi ol ence specialists are enployed by a variety of

di fferent enployers around the state. From your point of
view, is there presently, and if there isn't could there
be sone role for, sone uniformty of the way in which
specialist fam |y violence services are resourced in terms

of best practice and training and devel opnent ?
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M5 MAGUIRE: In terns of supporting best practice service

provision, in terns of funding streanms, in terns of kind
of articulating a workforce devel opnent strategy | think
that there is absolutely benefit to sone centralisation
That doesn't necessarily need to be governnent. It could
be a statutory body or simlar, or it could be led by a
community agency. There is a need for a |level of
standardisation. But | think it's also inportant to
recogni se that the ways in which we are tal ki ng about
wor kf orce devel opnent at the nonment we are tal king about
t he existing workforce, and we al so need to be tal king
about the pre-service workforce. So we have these two
separ ate wor kf orces, both of whomneed to be working to a
particular level that is nutually and sharedly agreed, so
it doesn't matter where a woman accesses services she is
getting the same consistent support and service.

But | think it's inportant to recognise, and this
probably goes to your point a bit, Ilana, that if we are
tal ki ng about putting standards onto an existing system
what that will do is place an additional undue burden on
the services who are already trying to neet and struggling
and not actually able to neet demand. So if we say that
everyone from now on needs to be social worked trained or
qualified, whatever that is, | think it is inportant to
consider the realities of that and have a kind of
extensive and a longer termstrategy for supporting that.

But | think in principle it is absolutely necessary.

M5 ELLYARD: What about that aspect of the role that exists

wWithin child protection of an office that identifies best
practice and m ght have some role in ensuring that people

are trained and resourced to understand that best practice
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so that there is sonme uniformty? |Is that sonething you

woul d see benefit in?

M5 MAGUI RE: Yes, very much so. Yes, | think supporting

practice is the particular key. | think delivering
training i s one useful function, and I think it is a
function - that is sonething that DVRC has been playing a
role in for a nunber of years now. But training is not
the only conponent of workforce devel opnment, and | think
ongoi ng practice support and having a wel |l -resourced
systemthat allows professionals to have that tinme away
from case nmanagenent and to do that |evel of support is

very usef ul

M5 ELLYARD: So that then | eads to the question of when we

t hi nk about specialist services what's the particul ar set
of conpetencies that we are going to be resourcing and how
do we set aside the work of a specialist fromthe work of,
for the want of a better word, a generalist? From your
perspective, Ms Maguire, what do you identify as the core
conpetencies or things that a specialist responder in that

first tier does or needs to have?

M5 MAGUIRE: | think there are two things. One, and probably

t he nost obvious, is risk. Specialist famly violence
services are never going to be able to support every
single woman and child who is experiencing violence and
nor support every man to change his behavi our who is
perpetrating violence. That is just not a realistic
expectation of the service, and nor do wonen al ways want
to go to specialist services. But the focus on managi ng
medi um to high-level risk is the particular and uni que
role that the specialist service can play.

What we hear and what regional integration
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coordi nators and services around the state hear is that
whi | st mai nstream or universal, or however we articulate
that, whilst those other services do want to be able to
identify and respond to that worman who is sitting in front
of them they don't want to be in control of managi ng that
risk. 1It's too nuch for themto do, it's not their

pr of essi onal expertise and they have no desire to nmanage
those high-risk cases where wonen are at risk of being
murdered, and there are particular tinmes and contexts
Within which it is really inportant to have a speciali st
famly violence response. So the risk conponent is one,
and that is doing very in-depth ongoing risk assessnent
and safety planning, effectively. That is a very brief
way of stating it.

But | think it's also inportant to recognise that
the justification | think for the specialist service is
because famly violence is an issue that is particular
not only to - it is not really an individual issue. Sure,
there are sone individual conponents to the justifications
for perpetrating violence. But, actually, what specialist
famly violence services can do is recogni se what those
i ndi vidual elenments are but they also have an ability to
be able to see the broader social context w thin which
that violence is condoned and supported. So they have
that kind of dual |ens which often other social justice,
for want of a better term issues don't necessarily
mandat e.

So that's sonething that specialist famly
vi ol ence services do have and that inforns their practice.
That's not to say that other services can't build that

| ens, but actually what's needed is not only for those
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i ndividuals to have that |ens but for the organi sations
they are working with, the institutional cultures, to
support what is effectively a femnist trauma informed

response.

M5 ELLYARD: Can | ask you then to what extent do people

operating with that specialist famly violence

level of - with that focus on risk, to what extent in your
view do they need to be inforned or aware of other aspects
of the health or wellbeing of the woman that they m ght be
dealing with who mght, in addition to being a victim of

famly violence, have other co-norbidities, if | can use

that ternf
M5 MAGUIRE: That's inperative. | suppose it's the level to
which they need that. | think there are three things that

would - there is a need for an understandi ng of the kind
of theoretical frameworks used within - child protection
is a particular one, drug and al cohol, and nental health
are the three key. So there is a need for an
under st andi ng of those issues and how you m ght be able to
respond in an in-the-nonment way, not necessarily to
provi de ongoi ng therapeutic response.

But it is inportant for specialist famly
vi ol ence workers to al so understand those different
systens and the ways that they work and the referral
pat hways in so that they can work in partnership, in the
same way that it is necessary for nental health services
to know the referral pathways and sone basic information
about fam |y viol ence.

So there is a kind of generalist |evel of
knowl edge that fam |y viol ence organi sations and

practitioners need around those other issues, but they
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don't need the depth of know edge and under st andi ng t hat
prof essi onal s and experts in that field have.

M5 ELLYARD: The Conmi ssion has received sonme evi dence about
t he experiences of sone victins that they dealt with
famly violence specialists who didn't have that |evel of
knowl edge or understandi ng of other aspects of the service
system M Jaffe, can | ask you from your experience,
dealing as you have with wonmen presenting with someti nes
conpl ex needs, what your experience of the specialist
system has been in that context?

M5 JAFFE: | think it's partly also around it's an
infrastructure issue. For exanple, the refuges,
predom nantly, there are sone that aren't but a | ot have
shared living facilities, and often wonen and children are
in that space, so then when you have a woman with nultiple
and conpl ex needs, for exanple with drug and al cohol
issues, it can be very difficult to manage her in a shared
environnment particularly if there is children around.
However, echoing what you were saying, these wonen are
still suffering fromhorrific violence and that we as a
system need to be working with themto prioritise their
safety. M experience is that often they are landing in
honel ess servi ces because specialist services do not have
the capacity to work with these wonen, even though they
have huge anount of ri sk.

M5 ELLYARD: That's because of the presence of other issues
i ke mental health or drug and al cohol that nakes them
unsuitable for the present structure?

M5 JAFFE: There are sone facilities that have independent
living units, but | guess it is also about the workforce

and the workforce being able to have the skills and
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abilities to have that specialist skill level as well as
bei ng able to have the generalist know edge, because
particularly when you are managing a residential facility
you need to have at the tine responsibilities. You can't
just be able to refer to a drug and al cohol worker the
next day. So they need to have all of those skills. You
are working with a person, so obviously really high

engagenent skills as well.

M5 ELLYARD: Dr Robi nson, we have been tal king about speciali st

and generalist. |Is that binary approach a useful or an

unuseful one?

DR ROBINSON: | tend to think it's not terribly useful.

| think we need both, so | would agree with what's been
said. Just to draw on sone UK experience that | have had
nmore recently, you may be aware of the MARACs there, which
is the multi-agency risk assessnent conferences - bit of a
mout hful - with I DVAs, which are independent domestic

vi ol ence advisers. That's been a very effective systemin
the UK whereby - it's picked up on sonme of what you have
just identified - it was set up to deal wth hom ci de and
very high-end risk situations. [It's been extended nore
broadly with Wobnen's Aid being one of the key bodies to
oversee funding for that nodel. | perhaps would urge the
Conmmi ssioners to have a | ook at the nodel and consi der

sone of the learning fromthe UK for this Comm ssion

M5 ELLYARD: Ms Beaton, can | turn to you. Fromthe child

protection context your staff will often encounter
situations of famly violence arising in the course of
their work. Wat are your reflections on the extent to
whi ch people need to upskill in nultiple areas or the

extent to which there is a need for a specialist as
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opposed to a nore universal response?

M5 BEATON:. | tend to agree that | think that we need to think

about it as not one or the other. So certainly - and that
depends, | think. So certainly in child protection we
have certainly considered how it is that we build the

wor kf orce's know edge and capability around particul ar
areas. So again famly violence, we have done a | ot of
work in the workforce and thinking about things, for
exanpl e, like cunulative harm so understandi ng the inpact
of repeated instances of violence on children within the
context of their famly, and thinking al so because we
don't neet a famly that's conpartnentalised, so it is not
just famly violence. There are often nultiple factors
bef ore people actually neet the threshold for statutory

i nvol venent. So we have to be very, very aware of nenta
health issues, alcohol and drug issues, famly viol ence,
sexual exploitation, sexual abuse. So there's a nunber of
areas that we have to continually work with our staff to
build their know edge and experti se.

The thi nki ng has changed over tinme too. So it's
how you keep your workforce contenporary that's al so
really inportant - so how you start to think about
perpetrator accountability and not just whether nmumis a
protective parent, but howit is that you actually think
about this as a famly - if you like, this is a famly
parenting choice and how you work with perpetrators of

vi ol ence at the sanme tinme as working with the nother

M5 ELLYARD: My | ask each of the panel to coment on whet her

they think this is a useful or a not useful anal ogy when

we start to think about, again to use the term nol ogy that

you are all disavowi ng, specialist and generalist. If we
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take issues of broad public health Iike, for exanple,

di abetes, the situation is that many, many people with

di abetes are namnaged by their general practitioner, nmany
of themfind it then not very often, if at all, necessary
to go to see a specialist because there is a higher degree
of knowl edge within the general GP community about how to
manage and treat people with diabetes and only a
relatively small percentage mght require a speciali st
response. |Is that a useful way for us to think about the
ki nds of way in which people experiencing famly viol ence
m ght have their needs net by the systenf? If it is not,

pl ease tell ne.

M5 MAGUIRE: | think broadly speaking it can be. The only

| evel of conplexity that is added when you are talking
about famly violence is that it's not a - | mght be
showi ng ny poor understandi ng of diabetes here, but it is
not a kind of consistent trajectory that you follow

There are certain things that you can and can't do to keep
yourself healthy and safe with diabetes. That's not
really the case in the context of famly viol ence.

The | evel and degree of risk goes like this.

It's sonetinmes based on the particular context. It's
soneti nes based on what day of the week it is or what tine
of the year it is, or it is based on whether or not
soneone has decided to | eave or they are pregnant or -
there are all those sorts of things.

So what's necessary | think is generally speaking
across the board to have those services skilled up to
provi de that sort of response that you are tal king about,
but to be able to understand where the peak tines of risk

are and to be able to recognise and identify that, even if
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t he woman doesn't | ook |ike she is showing up in a nonent
of crisis, to be able to recogni se and understand her
| anguage and then refer to a specialist service.

M5 ELLYARD: So, to continue the diabetes anal ogy, that m ght
be about the way in which the GPs are resourced to know
when it is time to acknow edge the limt of their
expertise and they have to refer to a specialist?

M5 MAGU RE: Yes, | think so.

M5 ELLYARD: Can | ask any ot her nenbers of the panel to
reflect on whether it is a useful anal ogy?

M5 JAFFE: | think that it's not really acknow edgi ng that
there is often nultiple services involved and the service
coordination required, and that situation is really
difficult and conplex and there is not good standards at

t he nonent around service coordination. There are good

exanples of it, but it's not consistent and not consi stent

enough for that sort of nodel, because there's not only

the GP and the specialist service often involved. There

m ght be five other services but no-one is really clear of

who is taking charge and who is then necessarily defining
when the risk is escal ated and needs to refer to a
specialist service. So | think that's probably another
| ayer of conplexity that needs to be added to the anal ogy.
DR ROBI NSON: Yes, | would agree with that. But | also think
we could fairly effectively provide training and
addi tional resources. For exanple, in social work
prograns we could have a mandatory unit on famly
violence. W could wite that tomorrow and have it in

pl ace. That is not rocket science. W can do that. W

can do things across allied health, across teachers, early

chi | dhood providers. W could introduce that very
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qui ckly.

The research evidence is show ng us that
survivors of famly violence want to be asked about it.
They want people to know. They may not feel able to
volunteer that information at a particular point, but they
want their health providers and others to ask themif they
are experiencing violence. | think we can be nmuch nore
robust in how we can prepare a generalist workforce for
that type of role.

DEPUTY COWM SSI ONER FAULKNER: On that issue you said "we could
do it right now'. Wy don't you? What is the process
t hat stops social work courses fromhaving a unit on
famly violence, given the extrenme evidence of the
pervasi veness of it? Wuo is not noving? Wat's happening
that is causing it not to be part of generic training?

DR ROBI NSON: That's a good question. | think that sone
courses do have units on it. For exanple, we do. But
it's not seen to be a nandatory elenent. Maybe that's
sonmet hing we need to take up with professional bodies,
with others who do the accreditation - for exanple, the
Australian Association of Social Wrkers. They accredit
the social work program - other allied health bodies.
Perhaps that's a role that we need to be nore active and
prom nent about demanding that that's what we require.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

COWMM SSI ONER NEAVE: Can | just ask about that. I'mfamliar
with | egal education, where there are mandatory conponents
and options. So there are mandatory conponents in the
soci al work course, presunably; is that right?

DR ROBI NSON:  Yes, that's right.

COW SSI ONER NEAVE: So it would not be difficult to go to the
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uni versities and say, "Any conpetent social worker has to
have a know edge of fam |y violence, and that nust be part
of the course"?

DR ROBI NSON: That's correct.

COW SSI ONER NEAVE: So presunmably you persuade the
prof essi onal body and the universities; that's how you go
about doing it?

DR ROBI NSON:  Yes.

M5 JAFFE: But | think sonething to add to that is that it's
not a professional body in the same way that the | egal
profession is, and | think that's an issue, and that there
is not a requirenent, for exanple, for ongoing CPD points
to mai ntain your professional accreditation. | think if
we are tal king about benchnmarki ng and havi ng a good code
of practice for the sector and a recogni sed body, then
that's sonething to discuss as well.

DR ROBI NSON: Yes. Good point.

M5 BEATON: | was just wanting to add to the diabetes anal ogy
because | think one of the things that's very different
about diabetes is that it is a socially acceptabl e thing
to tal k about and that over time - so the variables are
really well understood, and so you do have conpl ex systens
actually designed to work around that, and there's a rea
prevention armto that because of some of the economc
factors and the health outcone factors. So |I'mthinking
about podiatry, dieticians, schools know when kids have
got di abetes, how to recogni se the signs and synptons of
hypo- and hyperglycaemia. There's a whole nunber of
t hi ngs that have happened around di abetes that have been
very consi dered and very deli berate.

| think that it is that sort of process that
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could actually build awareness in a nmuch different way so
that there is the opportunity for responsiveness in al
different sorts of areas. | think it's very inportant to
devel op the specialist workforce around the speciali st
skills that they have and need in order to support wonen,
but there are a whol e nunber of areas that need to be
devel oped so that they can actually support wonen through
early identification, through - in all different sorts of
ways. | think that that's actually hel pful to think of it
in that way because by doing that - you know, we have
gui del i nes about how it is that you work with children
with diabetes, with adult type 2 diabetes, all sorts of
t hi ngs around prevention, all sorts of investnent around
t hat .

So |l think it is a hel pful anal ogy because
| think there is a systembuilt around that that is about
i ntegration and how you share information. | appreciate
t he dynam ¢ nature and how things change so quickly in
famly violence, and just a slight change, one vari abl e,
can nmake significant difference. But | think that we need

to explore that

M5 ELLYARD: Ms Maguire, did you want to add to that or to nake

anot her comment on - - -

M5 MMGUIRE: It was adding to both of those, really. | think

what we often do is in these conversations - and | think
you are right that we could devel op a core conpetency to
sit within a social work degree, but what we could only do
is say, "This is what famly violence |looks |ike. This is
how to recognise it." Wat we can't do is say, "This is
how you assess risk. This is how you do a safety plan,"”

because what we haven't done as a sector, and this is
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where the | eadership is required, is to articul ate what
t he standardi sed practices, processes, systemis so we
can - | nean, that's been one of the biggest barriers,
because there are a range of different departnents,
community agencies - you know, there are a whole | ot of
different people giving different nmessages, and risk
assessnent is a really good articulation of that.

You have a five-mnute risk assessnent bei ng done
by sone agencies within the famly viol ence system you
have a really conplex, long, common risk - in alignnment
with DHHS s Common Ri sk Assessnent Franmework. But at the
nmonment we haven't had anyone say, "This is in Victoria how
we, across those four tiers of the system assess risk.
This is your role.™

That's the thing that is mssing. So, even if we
did a whole | ot of advocacy around getting sonething into
a social work degree, it would only be sonething for
i ndi vidual practitioners. W are very limted in what we
are able to do because those statew de system deci sions
haven't been made.

M5 ELLYARD: 1Is that even true for what you have described as
the first tier? |Is there that |ack of consistency or
comon under standi ng even at the | evel of the specialist
responders about how you go about the task of risk
assessnent ?

M5 MMGUIRE: | think it is nuch better at the speciali st
response because of the Common Ri sk Assessnent Franmewor k
and because the governnment has been pushing that so
significantly. But | still think absolutely there are
gaps there.

M5 ELLYARD: Can | ask about a different issue. Sonething that
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hasn't been identified by anyone yet in ternms of whose
responsibility it mght be to do this is whose
responsibility it is to assist the wonan in recovery. W
have tal ked about early intervention and we have tal ked
about risk assessnment. But is it part of the specialist
response to try and help the woman graduate out of the
system or does that responsibility lie el sewhere within
tiers 2, 3 and 4 of the response? Perhaps Ms Maguire

first and then others.

M5 MMGUIRE: | think it's a bit of both. Wen you are talking

about the nbst commopbnsense way of understandi ng where that
lies, is with those kind of therapeutic practitioners who
have a two- or a five- or a 20-year relationship with a
wonan and support her, can support those conpl ex needs but
can al so just support a response around famly violence if
that's what she wants. For ne, those practitioners sit
wWithin that third tier of nmainstream agencies who do a
range of various sorts of intervention.

But | think as it currently stands the speciali st
famly violence service do play a role in that. | don't
think that that's necessarily a requirenment because of the
resource requirenents of that, | guess. | think keeping
the focus of those specialist services on risk and on a
fem nist trauma i nfornmed approach is probably the best way
to understand that. There are other professionals who
have the time capacity and their core role is around that

| ong-termt herapeutic response.

M5 ELLYARD: Do ot her nenbers of the panel wish to comment on

t hat ?

M5 JAFFE: Yes. Ongoing mainstream services definitely have a

role for ongoing nonitoring and support because we know
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of ten when services drop off that that's often when wonen
may return to the relationship. So places like GPs,
community health, all the staff there need to be able to
be receptive and open for when a woman re-discl oses
potentially returning to the relationship so they can
re-access services. That sort of connection is not there

at the nmonent, and that would be really useful

M5 BEATON: | would certainly like to exanmne the possibility

of what it is that people who experience famly viol ence
actually think that they need long term So | think there
is a place for us thinking about what sort of counselling
and opportunities there are for wonen to explore and

exani ne their experience and howit is that they think
about how they | ook after thenselves into the future and
how t hey have their famlies and their relationships and
their recovery. |If our specialist workforce is about that
high risk end al one, then we have to think about the
opportunity for the stuff you are tal king about which is
the prevention. So what happens to a |arge proportion of
peopl e who experience famly violence is that a nunber of
t hem end up devel opi ng problens with their nental
wel | being. So there are a nunber of services that | think
are broader that are opportunities for wonen to feel

better and to be able to be much nore enpowered in | ooking

after thensel ves and their well bei ng.

M5 JAFFE: | might also just nmention there's a lack of focus on

the children who are experiencing the violence. Even when
t hey cone into ny understanding of fam |y viol ence
services, if there is a woman with five children they

m ght not each get a worker, for exanple. There m ght be

one children's worker for the whole famly. | think that
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that's a massive gap.

Also if we are |ooking at preventing viol ence
often those children may then thensel ves perpetrate or
enter into relationships that are violent if they haven't
had t hat ongoi ng support and counselling particularly
around the trauma that they have experienced. | think

that's definitely a big gap

M5 ELLYARD: |'mgoing to come back to the question of gaps in

response, but can | invite you, Dr Robinson, first to

comment on the issue that the others have conmment ed on.

DR ROBI NSON: Sure. | would support what's been said and | do

t hink that remains an enornous gap, actually, that ongoing
support and al so the bigger question about how we neasure
outconmes for survivors of abuse. There's been again
recently in the UK a study done whi ch has been | ooking at
devel oping a tool for neasuring outcones for survivors of
domestic violence and abuse. It's called the Supporting
Survivor Qutcomes Tool, and that was devel oped in
consultation with wonmen who had been accessi ng services
and support.

So we do need to think about what nodels we have
in place, how do we nmandate that ongoi ng support for
famlies so that they are not finding thenselves on a
wheel of exiting services and then com ng back in at

crisis point again.

M5 ELLYARD: Can | turn then to the question that Ms Jaffe has

rai sed and ask you, Ms Maguire, first when we think about
what you have identified as that top tier of people within
agenci es whose prinmary function is to respond to famly
viol ence we are nminly tal king about wonen services

responding to female victins of violence; is that correct?
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M5 MAGUI RE: That's right, yes.

M5 ELLYARD: To what extent, as far as you are aware, has there

been any focus within the sector on broadeni ng out the
response so that it responds not only to wormen but
responds directly to children in their own right rather

than as the children of a woman?

M5 MMAGUIRE: It is sonmething that services do to the best of

their ability. As you said, sone will have a dedicated
wor ker who has specialist expertise in supporting children
within the kind of approach that the agency that they are
working for works with in terns that it is femnist traum
informed. But the reality is that in safety planning and
in risk assessnent the needs of the children are taken
into account when we are focusing on the woman, but nore
| onger term support is not sonething that these agencies
have the capacity to provide is the reality. Wether you
are tal king about one child or five in a famly, they are
just not funded and resourced to do that.

It is a significant gap and it is very much
sonet hing that when we are tal king about that speciali st
ri sk assessnent - and we have seen this through the nurder
of Luke Batty and the coronial inquest that cane out - the
need for there to be a focus on assessing risk to children
and understanding the relationship between risks to

children and risks to nothers.

M5 ELLYARD: \What about specialist responses to other cohorts

of victinse? The definition of "famly violence" is very
broad. It enconpasses sibling violence, elder abuse.
There are other cohorts of victins that don't neet the
definition either of a woman or of the children of a

woman. To what extent is there presently a speciali st
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response to those different cohorts in Victoria?

M5 MAGUI RE: To be honest, ny background is in preventing
vi ol ence agai nst wonen and respondi ng to viol ence agai nst
wonen. You probably will have heard from nost of the
pr of essi onal s here who focus on that understandi ng and
that intimte partner violence conponent of famly
violence. So | can't really speak to that |evel of
experti se.

DVRCV does run training around el der abuse,
around supporting children who are perpetrating violence
agai nst their parents, and around responding to the needs
of children and babies. But, to the best of ny know edge,
it"'s agap in ternms of the workforce and it's a gap in
terms of the needs of the workforce, yes.

M5 ELLYARD: Does anyone el se on the panel have a conment on
the extent to which the workforce ought to, if it doesn't
al ready, respond to those different cohorts of victins and
any practical difficulties associated with that?

DR ROBINSON: Again | think it's critical that we do take a
sort of intersectional view of this and | ook at the needs
of wonmen with disabilities, for exanple, LGBTI; that we
real ly do broaden out our understanding of these issues
and provide workers, as nmentioned, with the skill set to
be able to work effectively with those nore marginalised
comunities - refugees, asylum seeki ng wonen, again a
quite vul nerable group with margi nal inmgration status.
There are a nunber of different groups that we need to be
focusing on nore specifically.

M5 BEATON: | would just like to make a comrent, and it's
really just to illustrate sone of the thinking that's

happened around the child protection operating nodel.
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There's been a real focus on three key areas which have
been about safety, stability and developnment. | think it
feeds a little bit into that discussion about do we have a
speci al i st workforce or do we have a generalist workforce.
There are many specialist clinicians and counsell ors and
providers that actually will help people through those
issues. So | think that there are workforces out there
actually working with children. They m ght cone for
different reasons. For exanple, CASA is a good exanple
where often they are not just working with the child or
the victimaround sexual abuse but it's around all of
t hose other things that happen as a result of those
experiences. So | think it is actually inportant to
understand how it is that we continue to support and build
the capacity of the different workforces that people cone
into contact wth.

| think we need both. But it is really inportant
to actually realise that actually often people will choose
who their therapist is or who it is that they see, and
it's that relationship where the healing and under st andi ng
can take place, but it is about how you have a shared

under st andi ng of what the issues m ght be.

M5 ELLYARD: Should there be a specialist response to other

cohorts of victinse? To take the exanple of risk
assessnent for wonmen who m ght be at high risk of being
killed by their partners, parents get killed by their
children, children get killed by their parents, siblings
get killed by their siblings, not very often thankfully
but it occurs in certain high risk cases. There presently
doesn't appear to be any high | evel specialist response to

anyt hi ng other than wonen.
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|"minterested in the comments of the panel on
why that m ght be and what m ght be the inplications of
trying to devel op that specialist response for other
cohorts at high risk to perhaps mrror the response that's
devel oped over a nunber of years to reflect the needs of

wonen.

M5 MMGUIRE: | think the reality of the service systemthat we

have now is as a result of demand, basically. Yes, elder
abuse does occur. Yes, violence by children towards
parents or grandparents or siblings does occur. Yes,
chil d abuse does occur, and that's a separate issue and we
have recognised that that's a significant issue and
recogni sed the connections between child abuse and famly
vi ol ence.

But the reality and the reason that the system
has grown up around intimate partner violence is because
it is just so common and there are so many women who
experience it and there are so many nmen who perpetrate it.
That's not to negate the need for a specialist response,
but it is also inportant to recogni se that when you are
tal ki ng about el der abuse and when you are tal king about
adol escent abuse it's often gendered as well. Adol escents
are often male perpetrators and the victimis often the
nother. 1t's not always in the context where there is
already famly violence, intinmate partner violence between
the parents in the hone, but that's a very regul ar
occurrence. Wen you are tal king about el der abuse, again
often the victimis the female. Gender doesn't explain
everything in those contexts by any stretch of the
i magi nati on, but an approach to a therapeutic or case

managenent way of working that is inforned by a gendered
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under standi ng, fem nist practice and trauma will enable
the skill set that will be able to deal with all of those

i nci dents as one.

M5 ELLYARD: Dr Robinson, do you have anything to add on this

topi c?
DR ROBI NSON: | think what you are saying about a trauma
informed practice is really critical. W can do better to

informand train and devel op the existing workforce. W
mentioned earlier that we are tal king about working with
t he exi sting workforce and providing themw th support and
assi stance to do their current jobs well.

| would al so argue that supervision and
debriefing to deal with vicarious trauma for that existing
wor kforce is very inportant. But we also need to be
t hi nki ng about how do we best prepare the new workforce,
the new tranche, the young people who are coni ng through
our universities and our systens to do that work better.
| think we need to keep that focus on intersectionality

and traunma.

M5 ELLYARD: May | turn then to the final topic. Later on

t oday the Comm ssioners are going to hear fromthe
Victorian Equal OQpportunity and Human Ri ghts Conm ssioner
and one of the things that she will say is that she is
awar e of conplaints or concerns raised with her office
about whether or not the existing specialist famly

vi ol ence wor kforce responds appropriately to the needs of
victinms of CALD backgrounds or victins with disabilities,
and a degree of concern expressed that the present
wor kf orce isn't equi pped appropriately to neet the needs
of the diverse society that Victoria is.

Ms Maguire, may | start with you and then invite
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others to comment. To what extent does the present
wor kf orce get resourced or actively trained to be able to
respond to people fromall cultural and |inguistic

backgr ounds.

M5 MAGUIRE: | think the degree to which the present workforce

gets resourced and trained to do any sort of ongoing
prof essi onal developnent is limted in reality. The point
you raised at the very start is you are faced with a
client in trauma who is at risk of being nurdered or you
are faced with going to a day of PD. Obviously this is
what you pick. This is what you are resourced to do.

"' m not speaking on individual cases here by any
stretch of the imagination, but | agree that there is a
need to better support and skill up workforces to take
that intersectional |lens, whether it is working with wonen
from I ndi genous backgrounds, whether it is working with
wonen froma Somali background or an Italian background or
Vi et nanese.

The concept of CALD is one that white people have
made up to articulate a whole range of diversities of

experiences, and picking those apart is necessary and

useful. But | think the reality is that there's a
justification for why that hasn't happened. It is not an
excuse. It needs to happen. But it's a stretched system

who haven't been provided with the resources and the
mat eri al s.

In addition, DVRCV is the only RTO who provides
training of this nature. W also provide limted training
in this space because there is limted training that's

been devel oped and the focus has been very rnmuch in the

| ast few years around skilling up a workforce around
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things like risk assessnment, that's been the primary push,
i nstead of skilling up a workforce around understandi ng
concepts of intersectionality and different experiences of
violence. That's integrated through our current training
and | understand it is integrated throughout social work
degrees, but | think there are nuch better ways we can do

t hat .

M5 ELLYARD: Wul d anyone el se wish to comment on that issue?

Perhaps fromthe child protection experience, to what
extent are there active attenpts nade, for exanple, to try
to make the child protection workforce reflective of the
diversity of the famlies with which that workforce

engages?

M5 BEATON: We woul d consider that as part of risk assessnent

because in fact famly dynam cs and understandi ng the
famly and context is an essential conponent of your
assessnent. So it is actually part of the work, and not
in an ordinary way because | don't think the work is
ordinary at all, but it should actually be part of the
work. So it is inportant that we continue to support
t hat .

We do that in a nunber of different ways. For
exanple, in the Ofice of Professional Practice we have a
cul tural adviser specifically around issues for Aboriginal
and Torres Strait Island people. Part of that of course
is to help us to understand diversity and consi der those
sorts of inplications at all different tines. So we
readily use interpreters and work across systens and with
different cultural groups around particular famlies. You

can't work with a fam |y w thout doing those things.

M5 JAFFE: | would just also add it also needs to be built into
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t he organi sational systens. The main thing | would talk
about woul d be supervision, because it's great just to
send a worker off to training, but if that's not then

i ncorporated into your day-to-day practice and nonitored
and critical feedback provided if it is not nmanaged wel |,
then there's no point in training, to be honest. The
policies and procedures of organisations and the
framewor ks of organi sations need to incorporate all of

t hose el enents.

M5 MAGUIRE: One of the things that is useful to focus on as
part of these conversations - and | know t he Conmm ssion
will be doing this later - is the diversity of the
wor kf orce. The reason that there are nostly wonmen wor ki ng
in this workforce is because wonmen who experience viol ence
are confortable talking to other wonen, not talking to
men. By the sane token, an Aboriginal wonmen would be nore
confortable in nost cases talking to an Aborigi nal woman.
The sane with a woman with a disability. You want to
speak to those workers. So, in terns of a future
wor kf or ce devel opnent strategy, making sure that our
wor kforce is representative of the wonen who are
experiencing violence is essential.

M5 ELLYARD: But doesn't one also need to take care to avoid
the idea that only a Somali worker could respond to a
Somal i woman?

M5 MAGUI RE: Yes, absolutely. It is again guided by the
wonen' s agency and choi ce and preference.

DR ROBINSON: | would echo that. The supervision is absolutely
critical for enbedding that change into the quality of the
work. We need to | ook at the issues of salaries as well

and i nproving sal aries for workers.

.DTI:MB/ TB 13/10/15 3427 BY M5 ELLYARD
Royal Conmi ssi on BEATON/ JAFFE/ MAGUI RE/ ROBI NSON



© 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

MS JAFFE. Yes, vyes.

DR ROBI NSON: W have very |low paid workers doing this critica

work. Why is that so marginalised? So, alongside
t hi nki ng about skilling up, we also need to raise the
status and sal aries of workers who are doing this really

critical work.

M5 ELLYARD: Do the Conm ssioners have any further questions

for the panel ?

DEPUTY COWM SSI ONER FAULKNER: | wanted to go back to your

evidence, Ms Maguire, in relation to the core conpetencies
of the specialist workforce. | believe I heard you to say
it was largely around risk nmanagenent, safety planning for
people at nediumto high |level of risk, and then you added
you al so do that in seeing the broader context in which
soci ety condones vi ol ence agai nst wonen, and they both

i nformyour practice. | don't want to leave it on the
tabl e not understandi ng precisely how is your practice

di fferent because you have that broader context that you
are considering. It cones up alot in another area |I'm
quite famliar with which is faith based organi sati ons who
claimthat their practice is informed by their faith
basis. Wat changes in doing a risk assessnment if you are

gender i nformed?

M5 MAGUI RE: The risk assessnment tools are there and having a

background and under st andi ng of gender and the dynam cs of
famly violence, that's the baseline for everyone.
Whet her you are tal king specialist or whether you are
tal king a HR manager in a workplace, that's the core
under st andi ng.

A useful analogy to draw for ne is in the nental

health field. W would never expect workers who are
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wor ki ng with peopl e who have nental illnesses to think

t hat depression and anxiety can be resolved by just

pul ling up your bootstraps and, "Just get out of bed and
stop being sad.” That's not the approach that's taken to
working in nental health.

By the same token if you are working in
specialist famly violence sectors having an understandi ng
that a wonman's gender is one of the things that increases
her risk of experiencing violence and being nurdered as a
human being in this country and this society, that is the
ki nd of theoretical frame that's needed to inform
practice. |If you don't have that, if there is a disbelief
or a distrust or if you are not 100 per cent onboard with
the analysis of famly violence as sonething that does
af fect everyone fromall walks of life but is gendered
and, yes, there are particul ar people who experience nore
severe or nore frequent forms of violence, then your
practice is not going to be as effective as it could be
because the risk assessnment tools that we currently have
now rely on the judgnent of professionals, as they should,
but if you don't have the right theoretical framng in
your head and an understandi ng that social norns and
attitudes and institutional structures have an inpact on
t he preval ence of violence in society, as all of the
research shows, if you don't have that then you are not
going to give that woman the agency and aut onomnmy and you
are not going to practice in the way that is going to be

nmost useful for her. Does that make sense?

DEPUTY COWM SSI ONER FAULKNER: | understand it. | don't know

that it is the provenance only of specialist famly

vi ol ence services therefore.
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M5 MAGUI RE: | would absolutely agree with you. It would be

ideal if everyone had that. The point I was trying to
make by suggesting that is at the noment that's where,
broadly speaking, the bul k of the expertise around that
ki nd of soci o-ecol ogi cal understandi ng of violence sits,
within the specialist fam |y viol ence services. That's
not to say that other agencies don't have it. There are
i ndi vi dual s.

But at the nonent it sits there now and so that's
why those services and that's the kind of one of the
justifications for a specialist system Over the |ong
terml think what we absolutely need to work towards is
changi ng those institutional structures and people's
i ndi vidual practices to make sure that everyone has that
I ens, and then the famly violence systemin 20 years
m ght look quite different to what we have now.

But the reality is that concepts around gender
are really deeply ingrained in who we are. They are part
of how we grow up and they are part of how we view
violence. So not only in an individual level but in a
cultural institutional level it wll take tinme to nove
towards that shift. But | would agree with you that we

shoul d have it across the board.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.

DEPUTY COVMM SSI ONER NI CHOLSON:  Just to follow up on that

guestion. Under this tiered approach, and to put it
perhaps in its nost sinple form the core conpetency of
t he specialist worker is managi ng high risk and pl anni ng
for that, and the core conpetency for the generalist is

assessnent of risk; is that a fair sumary?

M5 MAGUIRE: | think the assessnent of risk happens, an ongoing
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assessnent of risk. Yes, managenent, you are right, of
mediumto high risk, | would suggest; not only those high
risk cases, it is nmediumto high risk in that sector. At
a universal service level or at that kind of third tier
it's not really necessarily an assessnment of risk but a
recognition of risk factors. |[If you can recogni se what
those risk factors are then you have the ability to go on
and refer to sonmeone who can do a fornmalised risk
assessnent. What we do find | think is that people
innately do a risk assessnent about, "lIs it safe for you
to |l eave the office today," for exanple. "Wat support do
you need to get home? Can you take public transport?"
That is a part of safety planning and ri sk assessnent.
But it's not the formalised in-depth risk assessnent that
we would say would sit at that specialist response |evel.

M5 ELLYARD: |If there are no other questions | ask that the
panel be excused with our thanks and invite the Comr ssion
to take a break and come back at 11.25.

COW SSI ONER NEAVE: Thank you very rnuch i ndeed.

<(THE W TNESSES W THDREW

(Short adjournnent.)

M5 DAVI DSON: Thank you, Conmmissioners. | wll ask that

Prof essor Taft and Professor Hegarty be sworn.

<ANGELA JOY TAFT, affirmed and exam ned:

<| LANA CLARE JAFFE, recall ed:

<KELSEY LEE HEGARTY, affirmed and exam ned:

M5 DAVI DSON: Thank you. Firstly, I wll ask the whol e panel.
There was a question asked before about the analogy with
chronic disease and in terns of dealing with famly
viol ence. Do you have any comrents in relation to that

anal ogy?
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PROFESSOR HEGARTY: | might go first on that. [|I'mcurrently

writing sonmething where | think that the evidence that we
can draw fromthe chronic di sease work is very appropriate
to the nodels and al so the eval uations that have been
done. The chronic disease nodel is applied in diabetes,
cancer, nmental health, and | really think it could be
applied to this chronic social condition; the early
identification, the idea of assessing risk, the idea of
needing a teamto be able to solve this w cked problem

O course famly violence isn't a disease, it's a social
condi ti on.

Particularly |I have been advocating in general
practice that the chronic disease item nunbers of team
care arrangenments and GP nmanagenent plans currently don't
include famly viol ence workers and don't really include
t he idea of donmestic violence in that. But | think that
it's very clear that we could use those item nunbers in
the sane way that there's a diabetic item nunber, that we
could have a famly safety itemnunber. So | think it's

an anal ogy that practitioners will be able to understand.

PROFESSOR TAFT: | would just like to agree with Professor

Hegarty in the sense that you start with a universal
system and then you filter by triaging or, if you |like,
assessing severity and then pass on within a systemthat
is well coordinated to a next level of intensity in terns
of time and effort put in to supporting that person.

| also really support her idea of actually having
a Medicare item if it were possible. | knowthis is a
state based comm ssion, but |I think it would be good to
support the idea that in some way universal care services

and particularly general practice have tine to be able to
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1 devote to this problematic issue and actually do that

2 first level of assessnment.

3 MS DAVIDSON: The next question | would ask is what is the

4 capacity of, shall we call them non-famly violence

5 services. W have already dealt with the issue of famly

6 vi ol ence services. But what is the capacity of non-famly

7 vi ol ence services currently in terns of identifying and

8 responding to famly violence? | perhaps invite you,

9 Ms Jaffe, to talk first about your project in relation to
10 identifying and respondi ng and what you have di scovered in
11 t he scoping of that project.

12 MS JAFFE: The north-west region's PCPs undertook a needs

13 assessnent in 2014, and over 200 PCPs responded. Fromthe
14 needs assessnent it was very clear that there was not a

15 | ot of confidence or capacity in organisations to respond
16 or identify famly violence issues. They didn't have

17 policies or procedures in place and they weren't that sure
18 of howto refer even into fam |y viol ence services.

19 So when | commenced in ny role | met with PCP

20 menbers and they echoed those issues. | was al so speaki ng
21 to other PCP agencies in other regions. They have al so

22 said that these are issues within their regions as well.
23 The main issue is that the organi sations don't necessarily
24 see it as part of their scope of practice and that there's
25 not also the tine for practitioners to necessarily ask the
26 guestion and feel resourced to do that.

27 M5 DAVI DSON.  What about their knowl edge of family viol ence
28 services and what they do and the availability of those
29 services in their area?

30 Ms JAFFE: There was confusion. They weren't sure which

31 websites, for exanple, to | ook up; what phone nunber to
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call; which phone nunber to call to consult or which
nunber to call for refuge or for case managenent; and
there wasn't |ike a one-stop shop where they could really
understand the system it seenmed, and particularly because
services seened to be divided into regions, so then which
service within their region was nost appropriate. It
wasn't pronoted or marketed, | would say, enough to

mai nstream servi ces.

PROFESSOR TAFT: | will speak strictly to primary health care

services in this instance as that's ny area of expertise,
but I would like to draw on a Cochrane Review, which is a
review of trials in the area of primary care settings. W
| ooked to see what the response within the primary care
setting was to screening. So screening is asking
absolutely every patient that cones in the door whether or
not they have violence. At the current nonent to date the
evi dence suggests that in fact the asking within a health
care setting increases the anount of identification but in
fact there is very little referral. |1 would argue in the
20 years that | have spent |ooking at this problemthe
reason is absolutely at all levels of society. That's to
say we know from good evi dence that health care providers
have the sane attitudes and beliefs and understandi ngs as
people in the general community do. So if people in the
general comrunity don't understand why a wonman doesn't
just | eave as they woul d thensel ves, then that's what the
heal th care provider believes.

So if we want to change health care provider
practice in fact what | understand is that there has to be
sonmething at the larger systemthat tells themin fact

this is arole that they should be providing, that their
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own professional organisations then see this as a role
that they should be doing, that there is adequate ongoing
training, that there are resources and support such as

Ms Jaffe was describing. M Jaffe was describing the fact
that they don't know where to go and what to do. In fact

| have had practitioners say to nme, "l actually can't ask
t hat question because | actually don't know what to do and
it is unethical to do that therefore.”

There need to be trained resources supported and
linked in with that famly violence systemin a systenmatic
way where they are famliar. | had the astonishing
i ncident once working with a maternal and child health
nurse team and actually introducing themto the famly
vi ol ence support systemin the same community health
centre in which they were co-located. So that that is
possible is an indication of where the systemis currently

in terms of the |level of support provided.

PROFESSOR HEGARTY: | think there's a nmuch greater appetite for

this. O course we have tal ked about it before, but it's
probably the Rosie Batty factor as well as sone policies.
| think there's capacity, particularly for general
practice, to take up sone of this work.

The Worl d Health Organi zation recomrends
uni versal services just do a very sinple thing of listen
enqui re about needs, validate experience, enhance safety
and ensure support. Wen | train general practitioners,
and | have been doing it for 20 years, they actually get
that. They do understand they have other systens,
particularly around suicide, so they understand sone of
t he understanding ri sk and safety planning.

But if we draw on evidence fromthe work that we
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have done with WEAVE, with GPs, and Angela will talk nore
about MOVE, but essentially we know that practitioners can
have nore safety discussions fromrandom sed controll ed
trials if you train themproperly. So we do know we can
do it. They do need the systens around, and that includes
what | tal ked about the resourcing. It includes
understanding the referrals.
There is actually a system now which | haven't
tal ked about at this Royal Conmm ssion before called Health
Pat hways whi ch are devel oped by the Primary Heal th
Net wor ks, health care networks, and it's a systemand it
is made for diabetes and nental health and | ots of them
But currently the Mel bourne Primary Heal th

Network is actually doing one on donestic viol ence.
| just got asked |ast week to advise on it. This is
sinply where that sort of information is put on, but also
through to the local resources. | think that this is a
great advance, and that Health Pathways is actually
national. So once Ml bourne makes that then it will be
utilised and can be adapted to areas around the country.
Many general practitioners are starting to use that
system

COW SSI ONER NEAVE: So it is a computer - - -

PROFESSOR HEGARTY: Yes, it is an on-line - - -

COMM SSI ONER NEAVE: It is an on-line information - - - -

PROFESSOR HEGARTY: It is a health pathway for any condition.
Do you know it Il ana?

M5 JAFFE: Yes.

PROFESSOR HEGARTY: Sone of the conditions that are very
popul ar are di abetes and cancer. Advanced care pl anning

is one of the really inportant ones. They are just

.DTI: MB/ TB 13/10/ 15 3436 TAFT/ JAFFE/ HEGARTY 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

devel opi ng up a donestic violence one. | have had a | ook
at the prelimnary. It is actually very, very useful. It
has that basic elenent that the World Health Organization
- | was involved in devel oping up those guidelines, and it
really has those elenents in it, including devel oping the
| ocal resources. Because the Primary Heal th Networks are
the old Medicare Locals, they do know the | ocal areas,

they do know the resources and they can keep that updated.

M5 DAVI DSON: Do you have a view on who should be prioritised
for building that broader capacity within the systenf

PROFESSOR TAFT: Yes. | think if you are actually going to
take that chronic disease systemthat Kelsey nentioned
earlier, then |I think you would start definitely with the
uni versal primary care system

M5 DAVI DSON:  Who do you nean by the universal health care
syst enf?

PROFESSOR TAFT: Wen | use the term "a universal service" |'m
tal ki ng about GPs and maternal and child health care
nurses who see every woman in the community. | have
focused on both of these primary care practitioners.
| will talk about maternal and child health nurses because
they see actually now over 95 per cent of all wonen with a
new baby. |If we understand, as we do, that wonen who are
pregnant and have infants under five are at greater risk,
it's arisk time, then they have a fantastic capacity to
actually identify at an early stage.

CGeneral practitioners, which | also work wth,
see everybody. In a way they have a trenendous capacity.
When | did my PhD | |ooked at their role in ternms of
working with victins, perpetrators and children. So they

see the whole famly. There are inherent tensions in
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that. But it nmeans they have the capacity to identify
perpetrator as well and to actually - particularly

adol escents who are experiencing violence, but also to ask
guesti ons about the safety of children. So GPs have an
even greater role and responsibility, if you like. So

they are trenendously inportant.

M5 DAVI DSON:  Prof essor Hegarty, do you have a view about who

shoul d be prioritised for funding capacity?

PROFESSOR HEGARTY: | would |love to say GPs because | ama GP

and | train GPs and | think that they do have a great
capacity. But | think I'mgoing to think about children
and evidence. | think that we have clear systematic
revi ew evi dence that parenting interventions and al cohol
and drug prevent child abuse. W don't have the sane
| evel of evidence for children witnessing famly viol ence,
but we know there's a | ot of overlap.

| suspect that three areas that | would like to
see prioritised, and I will be interested to see what
|l ana has got to say, is the alcohol and drug sector, the
parenting general famly services sort of sector and the
mental health sector. They haven't had consi stent
training, is ny understanding, in famly violence. They
may have had sone training about trauma informed care or
even child sexual abuse, sone of them in the nental
health spectrum But | find adult donmestic violence they
have less training in.

So | really think that those three sectors
| would target first. They are certainly further down
fromprevention. They are further down towards higher
risk. But | think those sectors we should be really

i ntervening wth.

.DTI:MB/ TB 13/10/15 3438 TAFT/ JAFFE/ HEGARTY XN

Royal

Conmi ssi on BY Ms DAVI DSON



© 00 N oo 0o b~ w NP

e N S T i e e e
© 0 ~N o U1 A W N B O

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

The other thing is earlier you were tal ki ng about
heal i ng and recovery. W have good evi dence that nental
health interventions and systematic type reviews are
likely to work, traunma informed cognitive behavi our
therapy. | find it difficult to find nental health
practitioners who actually have an understandi ng of trauma
informed CBT as well as famly violence. That's in the
private sector that |I'm probably nostly operating. There
are certainly sone good exanples in Victoria of state
based who have good trauma i nforned policies and practices
i ke Northern Area Mental Health Service. You have heard
from Sabi n Fernbacher about that.

So I'msaying that if we are |ooking across the
spectrumif | was going to prioritise | would go for
mental health, alcohol and drug and particularly | ook at -
wonen' s needs are often that they say to us, and | know
Angela will agree with this, that they want parenting
hel p. They may be still being unsafe, but often they are

wanting to interact better with their children.

V5 DAVI DSON: Pr of essor Taft?

PROFESSOR TAFT: | didn't actually finish and |I shoul d have.

The reason | raised the anal ogy of the systemis that

| wasn't saying | would prioritise maternal and child
health and GPs over the next services that Kel sey has just
ment i oned, because that's where wonen who are al ready
abused, we know that they self nedicate and that they have
serious nental health issues. | would probably put the
abortion services in there because ny analysis of the

| ongi tudi nal wonen's health study is that wonen who are
abused are pregnant at a younger age, they are pregnant

nore often, they have nore adverse pregnancy outcones, al
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of the outcones, but particularly unwanted pregnanci es and
aborti ons.

So, therefore, you should prioritise not one
sector of the systembut both of those. | don't have the
fundi ng decisions that you nay well have to naeke, but
| think that if you start with that triaging, actually
shifting people out and then referring them upwards,
that's very inportant.

But |'magreeing with Kel sey. W are just
actually starting to do sone work. W have reviewed to
see whether there are any al cohol interventions where
there is evidence that domestic violence has reduced.
There is no such evidence currently. W are hoping and
peopl e in Europe are hoping to change that.

But certainly that's another opportunity
therefore not only to actually reach the victimbut also
to reach those who are perpetrating and see if they need
or woul d actually accept responsibility and sonme help. So
that's in nental health and al cohol and drugs. You are
going to get both perpetrators and victins
sel f-nedi cating, perpetrators using it as an excuse in a
way.

Those with nental health issues, we know that
there are a significant proportion of perpetrators who
have nental health problens. It would be really good to
actually get themat an earlier period and try and get
theminto dual services.

But the advantage of the universal systemis that
you can then | ook at the whol e population. You are
already filtering right down here those who actually get

to those services, and certainly in al cohol and drugs and
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mental health you are already filtering out quite a few
peopl e who probably could be hel ped at an earlier stage.
That's why I'msaying | don't know where | woul d
prioritise. Both of those parts of the systemare really

i nportant.

M5 DAVI DSON: Ms Jaffe, do you have a view?

M5 JAFFE: | conpletely support both of what you have said.

The only other additional conment woul d be around the
integration of all of that. There is an assunption that
then all those systens woul d work together and then sol ve
the issue, which is not happening. There's a |ot of

di scussi on around should we have hubs, should we have

co-l ocated services, where does specialist sit, where does
generalist sit. | think it really needs to | ook at

servi ce coordination, how we are going to be client
centred and respond and provide support to the client so
their needs are net. Oten the client is actually not
conplex. It's often the systemthat's conplex and how
they are trying to engage with the system The systemis
funded in all disparate ways and it is not funded in a way

that's cohesive to get their supports net.

COW SSI ONER NEAVE: Do you have any suggestions as to how you

m ght do that? Just for the nmonment let's just tal k about
within the health system because of course there are al

t he ot her add-ons. But what would be your nechani sm for
ensuring better coordination, particularly in |ight of
Prof essor Taft's comment before about the maternal and
child health nurse in the sane service not talking to the

people in the other area?

PROFESSOR TAFT: | can use actually the trial that we have just

fini shed and published called the MOVE trial, which was
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working wth eight maternal and child health nurse teans
whi ch we then had four intervention teans and four

conpari son teanms. The reason | raise that is that we drew
on a very successful nodel that Kelsey and ny col |l eague,
Gene Feder, who is Professor of General Practice Research
at Bristol University, conducted in the UK in general
practice. Basically what that did was to nake fornmal
links and MOUs between the prinmary care service and the
formal famly violence service.

VWhat we did again was to build on that nodel and
to bring famly violence services into maternal and child
heal th, introduce them so they got to know each other. It
allowed the famly viol ence service to say what they did,
what their processes were and if you referred what woul d
then happen. W are just about to start in general
practice tonight in fact wwth the Indian comunity with
bi | i ngual doctors.

The idea is that then the famly viol ence worker
is co-training, and the co-training, which is what
Prof essor Feder did in the UK and we are doing in
Mel bourne, is actually to say, "Ckay, go along to
training. You have GP training, clinical training and you
have the famly violence worker there to say, 'This is who
| am This is what ny service does.'" Then they have an
ongoing role in supporting a group of practices or teans
of maternal and child health nurses. |In fact when we did
that trial the random sation nmeant that three teans had
t he support of one worker and one team had the support of
one worker. The teamthat had the one-to-one support of
one worker was the best in that trial. They did the best;

that's to say they identified nore wonen, they referred
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nmore wonen, al though the referrals were still |ow

PROFESSOR HEGARTY: Can | add sonething here. The anal ogy

| again would say is alcohol and drug and nmental health
used to be very disparate. The dual diagnosis novenent,
of course there's parts of it that aren't successful.

| have been tal king about triple diagnosis. But again
it's not a diagnosis. But these are different
disciplines. W just heard about the sort of paradigns
that the famly violence sector has. | think there really
needs to be a putting themtogether in one room
Certainly many of the ANROWAS projects are about breaking
down those silos and so | think we will | ook to those
results. W are doing one on nental health and sexual
assault. | think that m ght help us.

If we | ook at evidence, though, we tried to as
part of the World Health Organi zation | ook at whether this
i dea in sexual assault of a one-stop shop versus a not -
we couldn't find enough evidence to be able to reconmend
whet her it was better or not. That doesn't nmean that it's
not better, but we really couldn't find where people are
conparing integrated nodels. W think co-location is an
inmportant thing, but that's a lot of infrastructure to try
and get that to happen. So |I think some of these
protocols, standard referrals, ways of working, getting
peopl e toget her, peer support, co-training, all those

sorts of things we know may hel p.

PROFESSOR TAFT: Can | add one nore thing, too. | know | spoke

about this to Counsel Assisting, and that is to say there
are 101 nodel s of the enhanced maternal and child health
nurse currently in Victoria and that needs reform and

| understand that the departnent is aware of that. But
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there could be potentially also secondary referral wthin
mat ernal and child health; that's to say the universa
nurses can do the initial assessnment and identification of
victims and their children, but pass themon to those who
have nore tine within the system that's the enhanced
nur se.

Then for further support | know there is a very
i nteresting experinment going on in the Eastern Donmestic
Vi ol ence systemwhere in fact they are inviting in the
Community Legal Centre. So there are nodels potentially.
But | believe that for a primary care practitioner to feel
t hat they have the confidence and are supported in asking
t hat question they need to know who the services are and
what backs them up. They nay have not either the tinme or
the interest and they certainly don't have the speciali st
know edge to support the victimin nore depth. But if
they feel that they have the back up and support, the
secondary consultation or for debriefing or for
preparation, if they know sonebody with a particul ar
problemis comng in because they have an ongoi ng
relationship, then | think they are going to be nore
willing to take this as part of their professiona
behavi ours and are nore likely, which is what we saw in
the trial, then to take on this task of actually asking

difficult questions and followng it up.

DEPUTY COWM SSI ONER FAULKNER: | think it was Professor Hegarty

or all of you have really agreed to say that bringing
peopl e together in sone face-to-face co-training,
coordi nated way seenms to work and that therefore we can

t hi nk about the glorious co-location thing, but you can do

it in other ways. | think that was the evidence of all of
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you.
| still think there is an el ement there that

needs defining which is what is the thing that drives that
coordination. | noticed you nmentioned pat hways and the
PHNs. We have soneone here fromthe PCPs. W have a
variety of organisations that aimto coordinate primary
health care with, in your case, comunity services in
particular. Wat's needed to facilitate that cooperation

if it is not a co-location?

PROFESSOR HEGARTY: | think there are nodels where the Primary

Care Partnershi ps have worked very well, particularly
sometimes around a particular condition or a particular
area. It would have to be that some GPs are not engaged
with Primary Care Partnerships, even though the Medicare
Local s, the previous primary care networks, used to be
i nvol ved in those.

The question that you had before to soneone was,
"Why can't we get social work training into undergraduate
social work?" W have been canpaigning for 25 years for
training, for co-training. Until it becones nmandatory in
sone way for these group of practitioners - and then the
vehicle mght be a Primary Health Network, it m ght be
Primary Care Partnership. There are exanples where you
need that regional coordination, nore than the regional
coordinators for famly violence at the nonment, in the
health system That could be at a regional hospital
level. It could be | think at a Primary Heal th Network.

There have been good exanpl es of imrunisation in
Abori gi nal, Indigenous, Torres Strait Islander, in those
Medi care Local s previously where that has had outcones.

You definitely need an infrastructure of an organi sation
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to be able to enact this. But for actually something Iike
training - and we have tal ked at | ength before I know at

t he Royal Commi ssion that training is not enough; that we
need t hese systens in place.

We need AHPRA to step up and say that we need

child safeguarding. | just don't see how we are going to
get it otherwise. It is in the curriculumfor training of
GPs. |I'mless aware about the nurses. But until we get

it at a level that is as obvious as di abetes and nent al
health and asthma - and | think the only way to do that is

totry to get it as mandatory to safeguard our children

COWM SSI ONER NEAVE: Just as a matter of interest are there any

nodel s in universities of training social workers and
doctors, nedical students together, for exanple? That
woul d be quite useful in terns of getting people
acclimatised to the thought that nedicine has soci al
aspects, | know that's in the nedical course now, and the

social workers to think of sone of the other issues.

PROFESSOR HEGARTY: Interprofessional training has certainly

been trialled and attenpted in various ways. Oten the
bureaucracy of the universities get in the way. But

| think there's certainly been a push. But | think every
i nquest | have ever seen has recomrended training in this
area in the last 10 years, or interprofessional training.
But that's never been enacted because there's no teeth to

it.

PROFESSOR TAFT: Can | just add that | don't think it's enough.

Screeni ng was made mandatory in this state by the
Vi ctorian governnment, that is to say screening within
mat ernal and child health nursing. Wen we | ooked at it

as it was before we comenced the MOVE trial it was around
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the sane percentage, that's to say it was screening about
25 per cent of wonmen, which is the sane as the systematic
revi ew worl dwi de | ooki ng at screening of one kind or
another. Mandatory is very inportant, but you actually
need to find a way of supporting and resourcing
professionals in an ongoi ng way.

| think it needs to cone at governnent |evel, at
prof essi onal |evel so that whether it's the AVA or the
nursing or the mdw fery council saying, "This is a core
part of your work, we think it's part of your professional
role and you should be doing it," and then the training is
ongoi ng, systematic and for very busy health professionals
on-line as well, it needs to be, and all the resources are
as well and they are nade aware of it.

Qur aimin the MOVE study was sustainability of
heal t h professional change. Wen we went back two years
| ater the professional change had gone up in both groups.
In the conparison intervention arns they were both
screening nore. So | would say there's a tinme el enent
here, but in fact in terns of doing the safety or
reporting that they were doing the safety planning in the
i ntervention where we provided nurses nore wth responses
to what they felt they would need in order to do this job
better, they were doing it better.

So I"msaying that it's not just mandatory. |It's
not just waiting over time, but that time helps. [|f you
do get that nessage, "This is your professional duty of
care to do this,” and then you provide those professionals
wi th what they need in an ongoi ng way, then you are nore
likely to get a sustained behavi our change, which is what

| think we should all be working towards.
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M5 DAVI DSON:  You have tal ked about having a systens approach.

| think in the MOVE project you actually devel oped a tool
that was used to assist in screening. Can | ask you to

tal k about that?

PROFESSOR TAFT: W had a process where we worked with nurses

about what their issues were and we had a theory around
sustainability. But when we were working together in the
devel opnental part of this project we brought evidence
that was growing out in the field that both professionals
and wonen, if it were possible, preferred a non-direct
met hod of being asked. That's to say that if you had a
tool that wonmen could fill out thenselves, so a
sel f-conpl etion tool where wonen could fill it out, the
nurses said, "That would be good for us because if we
weren't having to ask directly out of the blue |like that
and wonen weren't having to respond"” - wonen are used to
comng into our offices, sitting down and filling out
forms. So it's a context in which this kind of thing is
goi ng to work.

So they would invite wonen to sit down and fil
out a formwhere in fact nurses were telling us, "W want
to tal k about maternal health and not just about the baby.
We realise that nothers play an enornously inportant
role.” So we were asking about breast pain, back pain,
common indicators of maternal ill health after giving
birth. Then it asked exactly the sanme questions that were
asked in the CRAF training. But it was for a woman to
actual ly indicate whether or not she was being abused.

What that neant from our point of viewin our
eval uati on was that women coul d deci de whet her today was

the day that they were ready - because wonen are all on a
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journey and sone wonen aren't anywhere need under st andi ng
what's happening to them sonme of them are concerned about
it and don't know what to do, and sonme absol utely know
what's happening - but they could decide, "Today is the
day I'mgoing to disclose. | trust this nurse enough and
|"mgoing to tick."

Then what the nurses said to us the way that nade
them feel confortable, they didn't have to ask that
confronting question that nmany professionals feel
difficult with, they were given perm ssion by the client
and then they woul d take the conversation fromthere. So
what we found was that wonen and nurses preferred it. Two
years later 80 per cent of all nurses in our intervention
armwere still using the tool. W nade it available to
the intervention teans as well, and 40 per cent of them
were using it.

So in this context, in maternal and child health,
it worked. So in other contexts perhaps - and |I'm doing a
| ot of work with Marie Stopes nyself - | think in the
abortion services that would be a very good net hod of
doing it as well because wonen cone in, fill out a |ot of
forms and you could do a simlar nechanismif people in
those services felt that they had the informati on and

back-up as wel | .

M5 DAVI DSON: The Commi ssion has received quite a few

subm ssions that advocate for expandi ng the CRAF training.
What is your view about the CRAF training, and is that an

appropriate response and is it a sufficient response?

M5 JAFFE: | will talk about what we are tal king about, the

| evel 1 CRAF training, which is predoni nantly awareness

raising. | believe that it needs to incorporate sone
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basi ¢ safety planning, predom nantly because often a woman
will disclose or will unpack with whichever health
prof essi onal she | ands that she is experiencing famly
vi ol ence but may not be ready to uptake services. From
speaki ng to services, that can take anywhere from weeks to
nonths for her to potentially make that decision, to even
make that phone call. In that instance no-one is safety
pl anning with her. | think that because this professional
has the skills to engage and has obvi ously been able to
provide a safe space for her to disclose, by osnosis they
shoul d be able to safety plan with her in that instance.

| also think that there needs to be a degree of
ri sk assessnment as well because if it is high risk they
need to know to call police. They should have capacity to
do that. | guess part of this is also around tinme. M
understanding is a lot of health professionals don't want
to ask this because they don't feel they have perm ssion
to spend that amount of tinme. So |I think a |lot of that
conmes from organi sational systenms to support practitioners
to say, "lI'mgoing to push back all ny other patients and
this is sonmething that 1'mgoing to prioritise and that

| have the skills to do that."

PROFESSCR HEGARTY: But | think we can also teach themto

understand risk to sone |level, and they have to understand
ri sk because they have to work out who is higher risk and
who needs the specialist response. That doesn't nean they
will always get it right. | have taught it and | have

al so taught a very limted safety plan around, "Have you
ever thought about where you would go, how you woul d get
out of the house if things were escal ating? Things

sonetines do escalate. \What is your own opinion about
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your current safety?" There's a fairly standard way t hat
practitioners respond to.

It doesn't have to take a whole lot of tine
because the joy in general practice is often you can get
sonmeone back, and in maternal and child health nurses the
same. It's not a one-off. It's different obviously in
emer gency departnents.

The common risk assessnent, | don't even |ike the
term because "risk assessnent” doesn't say "nanagenent" as
well. | think that we get caught up with risk to the
exclusion of actually listening sonetines to what wonen
are saying is their greatest need. So that's why I |ike
t hi nki ng about understanding risk. | liked how Em |y
Magui re tal ked about it before where she was saying it's
about understanding risk and planning for safety and, if
it is conplex, getting themto soneone who is a speciali st
inthat. I'mnot treating heart attacks. | get themto
the cardiologist. But the current CRAF training has not
obvi ously been informed enough by universal services
because you cannot just identify and refer everybody,
which is sort of what the level 1 - the basic CRAF
t rai ni ng.

| think that the four tiers that Ms Maguire
articul ated before are very clear and they do need
different things. So that elenent of the CRAF training is
actually really good. | just think that they perhaps have

got parts of the universal service wong.

PROFESSOR TAFT: Can | just add to that, and | would agree with

both ny coll eagues here. One of the things that | have

al ways found probl emati c about CRAF training is that it is

one-off. | think I couldn't enphasise nore how the
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f eedback that | have had from nurses and doctors is that
the training has to be regular and ongoing. So there has
to be continuing professional devel opment and it does beg
t he question of where the training is started, and | won't
cover that.

But the other thing I want to say is that both
GPs and maternal and child health nurses and people in the
uni versal system they see wonen in really serious
situations. Because wonen are afraid, because they are on
a journey, and they could be anywhere on that journey,
anywhere at any stage of change, sonetinmes they don't -
and we know the evidence is they don't - want to be
referred. So in fact there is not a choice. | have
spoken to nurses with guys out the front with a rifle over
their knee in serious cases. They need to know how to
manage serious cases, and they need to know how to manage
when the woman doesn't want to | eave them because she
trusts that person. She knows that person. She has an
ongoing relationship. She is not yet ready to nove on.

So in fact sone great work that Kel sey has done
about sone sort of brief training about howto sit with
notivational interviewing in order to give a woman - to
bring a woman along to feel confident enough to take
anot her step and go off to specialists is also very
inportant. | think that CRAF training needs to be ongoing
and devel oped with the idea in mnd, and this is where
both of us found that in the current training there wasn't
a good under st andi ng about stages of change, about sitting
wi th where wonen are at. W had a lot of nurses in a
prior study that | undertook indeed with Kel sey called

Mosai ¢ where the biggest thing that the nurses cane back
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with was they weren't happy to sit with wonen who woul dn't
take their advice about |eaving. So they weren't
confortable with sitting with the problem That kind of
training and the need for that is abundantly clear in the
wor k that both GPs and maternal and child health nurses

do.

PROFESSOR HEGARTY: W are doing sonme work obviously with early

identification of perpetrators in general practice and the
| ack of evidence in that area. But | think this focus for
any risk assessnent and managenent or understanding a
first-line response and where you would go needs to be for
worren and nmen and children, and so devel opi ng up ways of
talking to children as well, and obviously the safety and
confidentiality and all those things. But we currently
don't have a statew de approach to early intervention with

men who use violence and children exposed.

COWM SSI ONER NEAVE: | was just wondering whether there is any

mechani sm for identifying a perpetrator. You mght do it
t hrough sonme of the things that the wonan says, but if you

only see the perpetrator - - -

PROFESSOR HEGARTY: The little anmount of infornmation that we do

know is that they often present very simlarly to the
wonen. So they present with nental health issues, alcohol
and drug issues, chronic pain. Sonetines their partner
has said, "You go along to the doctor or else I'm
| eaving." It's obviously not a high risk situation when
they do that. Sonetinmes they cone in saying they have
anger problens. W have only a small anmount of evidence
around that, but that's that.

In fact what you use is very simlar techniques

to what you would utilise with the wonen. Where is this
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man at wth where he is recognising that what he's doing
is damaging or not? |s he actually recognising that what
he is doing is abusive? Does he have any notivation to
change? [It's using sonme sinilar techniques.

None of that has been trialled in random sed
controlled trials. W are going to do that soon if we can
get the funding. But it's a response that people have
used with nen who drink too much or nen who do a whol e
range of other things. So | think the principles are
there. W just don't have any current random sed

controlled trials.

COWM SSI ONER NEAVE: Thank you.
M5 DAVI DSON: The other issue that's been raised is assisting

Wi th recovery, not just getting wonen and children safe
but assisting with recovery. What is your view about

i ncorporating sonme of that within what those universal and
specialist non-famly violence services nmght be able to

do?

PROFESSOR TAFT: | was going to say that really in terns of the

evidence that | have seen or we have both seen | think in
the United States around trauma inforned care that that's
certainly, as far as | can see at the nonment, the best

evi dence based approach to wonen and children. In terns
of what's going to help perpetrators, | don't think
there's good evidence yet. There was sone evidence in
America by a guy called Ed Gondol f when | | ooked at it
many years ago. O the people who stayed in the nmen's
behavi our change groups, and they were always | ooking to
find out frompartners as well whether wonen were feeling
nore safe or that their lives had inproved in any way, for

80 per cent of the wonen of the people who stayed in that

.DTI:MB/ TB 13/10/15 3454 TAFT/ JAFFE/ HEGARTY XN

Conmi ssi on BY Ms 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

training they did say that they felt better about it.

So there's limted evidence. | think it's very
i nportant, the enphasis that Kel sey has been giving on
children and on parenting. W both were recognising that
sone time ago, that wonen were asking for parenting
support because it really mattered to them

| think that of the little work that | have done
W th perpetrators many years ago and with No to Viol ence
what | understood fromthe nen who ran the behavi our
change groups was that when you said to the nmen, "Do you
want your sons and your daughters to have a simlar
experience to you," that was the point at which they were
noti vated to make change. So that kind of notivation can
often be for wonen when they decide to go and for
perpetrators when they decide to take sone action. So
there is sone limted evidence.

In terms of whether it is appropriate in the
uni versal service, certainly froma maternal and child
health service | don't think that's an appropriate role
for them However, the role of the enhanced nurse, which
has yet to be devel oped and made consistent in Victoria,
there may be sone role for that nurse to work with

t herapeuti c services.

PROFESSOR HEGARTY: | think there are two keys to it. One is
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do a lot of this work as well.

| draw on an intervention devel oped by the
Canadi ans. The Canadi ans and the New Zeal anders do cl ever
t hings, don't they. They have devel oped one thing called
"I heal". It's just a dinensional thing toit. So really
you are | ooking at physical and nental health. Safety is
one aspect, but also housing and finance. | find I can't
work with soneone if they haven't got stable housing.
| can't work with soneone if they have zilcho noney to be
able to afford shoes for the kids or whatever. | do work
with them but I find it hard to work on their healing and
their nmental health when their physical safety and
physi cal surroundi ngs are so bad.

So connecting to financial services, to parenting
services, all those things | think we need a very holistic
idea of integrated care. That's hard to do, | know, but
| think that we need to draw those in. So the healing
happens through, | think, trusting ongoing relationship
where you | ook clearly.

As | said before, we have evidence that cognitive
behavi our therapy trauma infornmed does actually work for
wonen who have |left the relationship and who have a
di agnosi s of post-traumatic stress disorder. But that
seens to be a no-brainer. |If you actually give people
treatnment for their condition, they inprove. It's finding

that sort of care that | struggle wth.

PROFESSOR TAFT: | was going to add we are just starting this

trial that we are starting tonight, it's only a pilot, but
the idea is that there is a partnership between bilingua
GPs and bilingual advocates, and the idea behind it is

that there is this ongoing relationship between the health
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care practitioner and the advocate and the case worker
advocate. Kel sey was descri bi ng about not being able to
provide care if that person is honeless. In this case we
will be particularly | ooking at imm gration status and
visas and things being very uncertain there. That's the
role of the case worker advocate, but there would be an
ongoi ng di scussi on and feeding back to the GP about where
it is at and supporting her or himand the work that they
are doing by providing those extra supports to the
patient. W don't know whether that's going to work, but
that's what we are going to try and see how it works. But

it's certainly worked in Gene's trial in England.

M5 DAVI DSON:  Prof essor Taft, you nentioned the possibility of

some on-line training. | think, Professor Hegarty, you

are working on a self-assessnent on-line tool. \Were do
you see this sort of technology as potentially assisting
and building the capacity of a broader workforce to

identify and respond to famly viol ence?

PROFESSOR HEGARTY: There's not a lot, but there is on-line

training in this area. The Commonweal th has funded DV
Alert and just enhanced that by 14 mllion going to be
given to expand DV Alert, which is a training program for
health practitioners that | don't think many health
practitioners know even exist. So | presune that part of
it is training, and that's supposed to be for police,
social work and energency departnent. | know they are
going to work with the College of GPs and the Comm ssion
has certainly heard ne tal k about the College of GP
program of education in this area.

So the training is there that people could

access. The problemis getting themto access it and
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getting themto do it. As | have said, unless we decided
sonmehow to enact | egislation that made - not | egislation,
but made it that it was mandatory training.

The tool is a different thing. So the tool is an
on-line healthy relationship tool and decision aid. It
does sone of the notivational interviewing | just tal ked
about on-line. So it's like e-nental health and it's the
begi nnings of us trying to develop up e-fanm |y viol ence.
It's currently being trialled with 400 wonen. W are at
the six-nonth outconmes. Essentially we advertise for
wonen who are afraid of their partner or who feel that
their relationship is unhealthy. They go on-line. They
self-reflect. They self-manage. It is simlar to other
on-line things for any other chronic diseases, actually.

So we are hoping that will particularly work
where a practitioner mghtn't really want to do sone nore
of that notivational interviewng or the work or they
don't feel capable. There's a |ot of younger
practitioners using apps and things to give to patients.
So that's one avenue for it. W also see it as being
i nvolved in the 1800 Respect perhaps or DVRCV's on-1line
materials for wonen. W are also wanting to devel op one
for men who use violence. So | think the on-line space
can either work with the practitioners or it can actually
work as an alternative in an on-line hub for a response.

But the evidence for this in e-nental health is
growing. So | see no reason why it couldn't work here.
We haven't got chat roomnms and therapeutic delivery by a
practitioner, but certainly for young people this is the

direction to go.

PROFESSOR TAFT: Can | just add to that. One of the things
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that always occurs to ne, because |'mvery happy to be
part of this team is that wonmen are often isolated. Not
everybody goes to professional services, we know that.
Therefore to have sonmething for isolated rural wonen, in
particular | think wonen with disabilities, because we
know they are at greater risk, that having that potenti al
is very inportant.

| would just like to add in terns of training
that health care professionals are very busy and getting
themto nmake tine to go to training is difficult. Having
on-line resources and training available is a very
i nportant option because often they will do it in their
own tine, in the evening when they go hone or in their car
on the way hone. | can't say they are nore likely, but
there is the capacity to listen to it.

So |l think it's very, very inportant. But
| really, really echo Kelsey's point that, unless this
training is made mandatory and nade a part of professiona
training for any primary health care professional in
particular, but also in those other areas we tal ked about,
mental heal th, drug and al cohol and abortion services
points - it should be because there's going to be a
significant proportion of the people that they see whose
problems they are trying to fix whose underlying problem
they are not addressing. So ny view would be and ny
recommendation would be that training in famly viol ence
woul d be mandatory for those people and that there would
be ongoing on-line support for themto be able to access

it in an ongoi ng way, as many of them have asked for.

M5 DAVI DSON:  You have identified the need for the back-up

support, the famly violence services. M Jaffe, you
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identified in your scoping work practitioners may not even
have known who the famly viol ence services were or what
they did. Wat do you see as being i nprovenents in that
sort of service systemto hel p support the work of

uni versal and specialist non-famly viol ence services?

M5 JAFFE: My experience of managi ng co-locations is that you

have to have good standards of the worker. The worker
needs to be very senior and the systens need to be in
pl ace to support the integration of that worker into the
team and then the referral back into the specialist
service, as well as the coordination with other auxiliary
services. It also needs to be funded. It shouldn't be
com ng out of current EFT.

| do think there is a space for that, to have
speci alist services located in universal services to
support the universal services to do the work and to act
as a consult, and then to help them make assessnents if
they do need to be referred on to specialist services.

Then al so you get that integration of
cross-referring, so having wonen and specialist services
being able to have a better pathway into health services
because of that shared relationship. It's nultifaceted in
how you nmake sure that those systens and mechani sns wor K.
What we don't have at the nonment is good standards for how
to manage a co-location, because then you get an instance
i ke what you di scussed where they are not talking to each
other in the same building. So we need to also cone up
wi th standards around the | evel of seniority of the worker
and the years of experience, how the managenent team work
t oget her and work col | aboratively, and how the teans are

integrated within each other, and then al so what sort of
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ongoi ng professional devel opnent is delivered for both

teans so that they are able to cross-refer

M5 DAVI DSON: Prof essor Hegarty or Professor Taft, do you have

any views on what needs to happen with the famly viol ence

sector in order to support the work of those - - -

PROFESSOR HEGARTY: Yes, and I'mreally going to tal k about

general practice. You can't have co-location wth general
practice. There's too many of them But certainly the
i dea of an outreach worker that nanaged an area - not the
overwor ked outreach services that currently exist. |'m
clearly saying we need nore specialist famly violence
services that we can interact with. They need to be
funded better. They need to have standards and the
training as discussed earlier. | think that that woul d be
such a good thing to happen. The sane as there m ght be a
di abet es educator that services a whole set of general
practices, you could have a famly viol ence advocate, and
Angela will talk nore about that.

The second thing is you need these on-Iline
things. So | can search the Australian Psychol ogi cal
Association and | can find psychol ogists in the area and
what they are specialising in. |It's alnost inpenetrable,
sone of the famly violence services. Mental health
services are simlar sometines. So | think that we need a
clear on-line way that we can get to see who are the
services, where are they in our areas. Currently that's
not avail abl e.

| think the Health Pat hways nodel, because it is

a centralised nodel for all health pathways, | think could

be areally - | can send you nore links to that, yes.
PROFESSOR TAFT: | don't have a lot to add to that except that
.DTI: B/ TB 13/10/ 15 3461 TAFT/ JAFFE/ HEGARTY XN
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| would say that | would echo what Kelsey said. One of
the common things when | went to interview GPs was they
woul d say, "Yes, but it takes forever to get into a famly
vi ol ence service. It just takes too long. Therefore

| have to sit with the problem”™ | am echoing that I
actually think that it needs greatly increasing.

Because | have a particular interest in mgrant
and refugee communities, | think also that we need to nake
sure that we reflect the diversity of famlies that we
have here and nmake sure that we have nulticultural famly
vi ol ence services sufficiently able to respond to the
| evel of need that is increasingly becom ng apparent.

| would like to add one nore thing in terns of
the system One of the previous studies we did was around
peer support particularly for nothers experiencing
vi ol ence. The way that nodel worked - it was a nodel
called Mysaic - was community wonmen were recruited for
their particular qualities of non-judgnental, enpathetic
wonen, but they were given particular training and support
and coordi nation by a very experienced senior coordinator.

We had to test it in terns of the funding that we
had at a regional level. | think they could be in every
| ocal governnent. | say that because when | went to talk
to the maternal and child health nurse team even the
enhanced nurse, the way enhanced nurses were funded at the
tinme, said, "Ch ny God, I'"'monly funded to do six
additional visits with each famly and that's not enough.
How wonderful it would be to have a vol unteer who was
gi ven sone funding for her travel who could actually

foll ow up and we had that person available to support the

nmot her for a year." Anobngst the wonen that we supported
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there was at the end of the year |ess abuse and | ess
depr essi on.

So I'msaying that part of that system can be the
prof essi onal system but | recognise that we are probably
never going to be able to fund it to the level that we
need and we shoul d think about and consider whether a
vol unt eer system supported by sone limted funding plus a
prof essi onal coordinator mghtn't be an additional
resource. |It's been tried also by |I think the children.
Cat hy Hunphreys tried it with the child protection
Services. So it's a nodel worth thinking about as a

support to that system

M5 DAVI DSON: These are famly nmentoring kind of nodels, are

t hey?

PROFESSOR TAFT: Yes. It was not her to nother. It drew on an

Anmerican trial called the Madres Project where it was

not her to not her peer support. Those wonen needed to have
a whole | ot of safety mechanisns. W gave them nobile
phones so they didn't use their own. W gave them

pr of essi onal support. They had a regular six to eight
weeks - they all cane together and shared the strategies

t hey were using and responded to training, sSo some ongoi ng
training. But it was, | believe, a useful nodel to | ook

at .

M5 DAVIDSON: In ternms of inplenenting sone system how

inportant is it? W heard fromthe New Zeal anders in
relation to inplenenting the Violence Intervention Program
about evaluating as you go along. They had trialled it

for quite sone tine in a systemof sites before it was

roll ed out across New Zeal and. How inportant is it to

nmoni t or and eval uate what you are doi ng and assess what
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t he outcones are?

PROFESSOR TAFT: Absolutely critical. Screening, which is one

of the kind of reflex actions of governnment to say, "W
will put in screening," people think self-evidently it's
going to work. There is a great |evel of evidence that it
doesn't. The only way we are going to know whether we are
being effective or not is to actually put in good data
systens and make sure that they are consistent and
trained. | know that the governnent is | ooking at that
within maternal and child health. But we do need a way of
noni tori ng and eval uati ng.

The truth is with maternal and child health that
we also need - and there is a systemthat they use to
noni tor what the outcones are for wonen. W need to know
if they are safer. W need to knowif they are
confortable with it. W did an initial survey with 10, 000
wonen. Wth contenporary wonen you (indistinct) so we got
a 26 per cent response rate. But even then the |evel of
vi ol ence anobngst those wonmen was | think significantly
hi gh.

But | think that within the maternal and child
heal th nurse systemthey regularly send out surveys asking
their clients what they think. So I think we need to
nmoni tor and see whet her professionals are doing what we
have trained them for and what we have asked themto do,
and then we need to see whether it's making a difference
to the wonen. That's bottomline; that's what we are
trying to do within this system So good data and good
eval uation and nonitoring, and ongoing nonitoring is
essenti al .

| would like to say one thing about the way the
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1 New Sout h Wal es governnent are goi ng about because |I have
2 a problemwith that. New South Wales, in terns of their

3 health care system they have a nonth. So Novenber is

4 screening - is evaluation nonth. So everybody knows that
5 Novenber is evaluation nonth, and so they all do better

6 | believe. They have just rel eased sonething where they
7 have | ooked at it over a year and the screening rates are
8 35 per cent if you look at it over a year. So it has

9 actually got to be systematic, ongoing nonitoring, not a
10 one-off effort.
11 PROFESSOR HEGARTY: Can | add three quick points. It needs to
12 be at all levels. So it needs to be quality assurance, it
13 needs to be evaluation. W need proper research as well.
14 We are going to put a research excellence centre, the
15 NHVRC - you know, we need it at all |evels.
16 The second point is the New Zeal anders have a | ot
17 of online audit tools and a lot of nmaterial, and they have
18 been doing it for a long tine. You need all of those
19 easily avail able for people to be able to | ook at and use.
20 The third is the point that Dr Robi nson nade
21 earlier about how we need to talk to wonen about their
22 outconmes. There's also a UK group talking to children
23 about what outcones they want to see fromthings. | just
24 think we need to concentrate on that.

25 MS DAVIDSON. Finally, the Conm ssion heard about the Viol ence

26 I ntervention Programin hospitals in New Zeal and, which
27 conbi nes child abuse and intimate partner violence. 1In
28 their evidence they tal ked previously that the prograns
29 t hat have been rolled out for devel oping the capacity of
30 the health sector needed to be understood in the context
31 of the national "It's Not Ck" canpai gn.
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We heard quite a bit nore about that canpaign
yesterday, which included nessages that it's not okay to
use violence, it used a | ot of messages directed
particularly to nmen that it was okay to ask for help, but
also to wonen that it was okay to ask for help, and
finally the idea of building the sort of capacity of the
community to provide that help, including either to help
victins or to influence perpetrators. It was supported by
sone resources about how to provide help, including the
i dea of not sweeping it under the carpet and not swoopi ng
in and saving the day.

They identified in relation to their Violence
I ntervention Programthat that was a critical part to
supporting the role of the health sector. Wuld you agree
with that kind of approach, that the Comm ssion shoul dn't
be exam ning how you devel op the capacity of the workforce
in isolation fromother areas of perhaps reform and public

awar eness canpai gns?

PROFESSOR HEGARTY:  Yes.

PROFESSOR TAFT: Yes.

M5 JAFFE: Yes.

PROFESSOR HEGARTY: Because what we have seen this | ast year

where basically there's been an awareness canpai gn through
the death of Luke Batty, has had the nost inmense effect
on every practitioner | neet. As to validating why |I have
researched it for the last 20 - they sort of suddenly get
it. So of course it would be enornously helpful. MW

understanding is the Comonweal th governnment has put

30 mllion aside for sone sort of social canpaign,

| think.
PROFESSOR TAFT: Can | just add one of the things - | think
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1 | made the point when | first started, which is that

2 heal th care professionals have the sane beliefs that

3 community attitudes have. | know that there's been a

4 noni tori ng by our Federal governnent of conmunity

5 attitudes and by VicHealth, and you can see that people

6 now actual ly are understanding that violence is nore than

7 physical, et cetera, et cetera. So | think I'mjust

8 saying "yes", basically.

9 M5 DAVIDSON: So if | just summarise sonme of the nessages for
10 the Comm ssion that's cone out of your evidence, it's not
11 about one-off training; there's a need for a systens
12 approach; building capacity in those universal and
13 specialist services isn't a project that's done in
14 isolation fromthe other parts of the system and reform
15 that the Comm ssion is |ooking at; and the inportance of
16 data outcones, nonitoring and evaluation. |Is there
17 anyt hing el se that you woul d enphasi se to the Comr ssion?

18 PROFESSOR HEGARTY: Listening to children and responding to
19 chil dren.
20 PROFESSOR TAFT: Actually I would say the whole famly.

21 | would say victim perpetrator and children - | think to

22 have that approach. | think we are only just beginning to

23 under stand how we m ght intervene with nen, and, let's

24 face it, they are the issue for the |large part, not only.

25 So offering nen who abuse - for those that are willing to

26 accept it - sone hope and sone therapy, nmanagenent,

27 sonething, is an inportant part of it as well. So there's

28 the whole famly - a whole famly approach, a cultura

29 di versity approach, and the systemthat - that idea of the

30 system of being universal at base and then filtering up

31 and that there are specific services that those speciali st
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services that have a very inportant role to play and
recogni sing that and supporting it.

M5 JAFFE: | just support exactly what you both said.

M5 DAVI DSON: Do the Commi ssioners have any additional
questi ons?

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

M5 DAVIDSON: | would ask that the wi tnesses be excused and we
will resune at 1.30.

COW SSI ONER NEAVE: Thank you very nuch indeed for your
evi dence.

<(THE W TNESSES W THDREW

LUNCHEON ADJ OURNMENT
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UPON RESUM NG AT 1. 30 PM

M5 DAVI DSON: Commi ssioners, | would ask that the panel be
SWor n.

<KATHRYN PRI OR, affirnmed and exam ned:

<MARY- ANNE M CALLEF, affirnmed and examn ned:

<REN GRAYSON, affirnmed and exam ned:

<JANE W LLIAMS, affirnmed and exam ned:

M5 DAVI DSON: Perhaps | could get you to start, Jane, and tel
the Conm ssion just an overview of the Services Connect
nodel that is currently being piloted in the north-east
region and what your role is within that nodel.

M5 WLLIAMS: |'mthe Partnershi ps Manager for North East
Services Connect. Services Connect was initially
devel oped as an internal service or an internal program
within the Departnent of Health and Human Services. It
was designed internally to bring together child
protection, youth justice, disability services and housing
servi ces, and kind of bridged the gap between the internal
progranms and externally.

Now that it's in the community, North East
Servi ces Connect, there are eight partnerships. Services
Connect partnerships all across Victoria at the nonent.

It was a conpetitive process, and North East Services
Connect has 15 primary partners. Each Services Connect
partnership operates slightly differently, as per their
subm ssion that they put in.

Qur Services Connect nodel runs as a co-located
nodel . So we have 15, as | said, agencies that are
primary partners and external secondary partners as well
that refer into our program Qur 15 key workers have been

relocated fromall of their honme agencies. So that
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i ncl udes services such as - we have got disability
progranms, youth prograns, nental health, drug and al cohol,
famly violence, famly services across the board. W are
all located in one hub in Heidel berg, and we work across

the Services Connect platform

M5 DAVIDSON: Could | turn to you, Ren, and ask you to identify

what your role is within the Services Connect and what

your role is back in your home agency.

MX GRAYSON: Yes. |I'mfrom YSAS, which is the Youth Support

and Advocacy Service. So |I'ma qualified youth worker.
Al'l the workers fromdifferent partner agencies bring
their own specialty. So | specialise in working with
young people. So ny role is a key worker. So |I'ma key
wor ker for North East Services Connect. So | work with a
broad range of clients now, not just young people. M
role with YSAS is around early intervention and diversion
for crime. So I'mnot sort of doing that work for North
East Services Connect. 1'mdoing all client work, so
working with adults, working with famlies, sort of any

i ssues that conme up. |It's been a nice change and a

chall enge. That's ny role.

M5 DAVI DSON: How many days do you work at Services Connect and

how many back at YSAS?

MX GRAYSON: Good question. I'mdoing 0.5, so | split my tine

bet ween YSAS and North East Services Connect. | think
sonme workers are doing full time. That's is just sort of
what ny honme agency has done. It has been quite good,

t hough, working both the roles as well. | can still have
time with ny honme agency, and then build rapport and
things in North East Services Connect. So | feel quite

connected to both the prograns now, which is a really nice
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feeling.

M5 DAVIDSON: Can | nove to you, Mary. What's your role within

t he Servi ces Connect ?

M5 M CALLEF: 1'ma key worker with Services Connect. M/ hone

agency is northern famly violence at Berry Street.

M5 DAVIDSON: In terns of your background, what is your

backgr ound?

M5 M CALLEF; I'"'ma social worker, and | have worked in the

field of famly violence and sexual assault for nore than

20 years.

M5 DAVI DSON: How many days are you spending at Services

Connect and how many at Berry Street?

M5 M CALLEF: 1'm doing one day a fortnight back at the hone

agency.

M5 DAVIDSON: Can | turn to you, Kathy. Wat's your role with

Servi ces Connect ?

M5 PRROR |I'mthe Deputy Director for Berry Street in the

north, and we are the co-leads with CPS of the Services
Connect partnership in the north-east. So | have kind of
an executive function sitting within the partnership.

| al so happen to have an executive function over our

famly violence teamat Berry Street.

M5 DAVIDSON: Can | get one or nore of you to explain what the

key worker nodel neans in terns of how you deliver

services to clients?

MX GRAYSON: My understandi ng and how we are sort of using it

in North East Services Connect is the key worker is the
wor ker for - it could be a single client, it could be a
famly. You could be working with a famly but having

sort of different goals. So it's basically around what

the client works. So not telling them what you think;
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it's sort of about what they choose to work on. So it's a
very client-centred, client-driven service. So it's
around their presenting sort of needs and what they want
to actually work on.

So it's been really cool working in that nodel
around achi eving goals that clients want to do, not just
doi ng things that you have to do for assessnents and
things like that. | found it a really successful way and
a really enpowering way to work with clients. W are
seeing a lot of really good results, and we are getting a
| ot of positive feedback fromclients around feeling - a
ot of it is just giving thema really good service
provision as well, | think, like building that rapport.

Sonetimes we do a bit of the managi ng ot her
services as well, so it mght be around organi sing care
team neetings or just figuring out what's actually going
on for a client or - like linking themin wth other

services that mght be specialists in that area.

DEPUTY COWMM SSI ONER FAULKNER: Can | just clarify. How does a

client get to you? Are you just taking them as an intake

in random order, or is soneone matchi ng soneone to you or?

M5 WLLIAMS: Each different Services Connect partnership has a

different way of doing intake. The way that we do our
intake is we have our own intake function. So our key
workers are all on a duty system So soneone can refer
t hensel ves via our website or via calling our phone nunber
and make a referral for thenselves.

Qur primary partners, for the 15 agencies that
have re-aligned a key worker, can meke referrals to us as
wel | ; or external partnerships, so external partners or

external people, so GPs or schools or anybody, can refer
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into us as well.

DEPUTY COWM SSI ONER FAULKNER: How does Ren get the particul ar
person that they get?

MS WLLIAMS: It's random The idea is that, although Ren's
specialty m ght be young people, Ren m ght get a drug and
al cohol client, and then the onus would be on Ren to speak
to the specialist drug and al cohol worker in our
partnership and consult with them around what woul d be the
best nethod of working with that particular client.

DEPUTY COWMM SSI ONER FAULKNER:  Thank you.

M5 DAVIDSON: W previously heard froma couple of other
Servi ces Connect pilots that the key worker nodel
effectively nmeans that as a key worker you no |onger work
solely within your specialty; you effectively |ose that
specialty and you are expected to develop the ability to
wor k across all of those areas and specialties that your
Servi ces Connect enconpasses. |Is that a fair reflection,
do you think, of the nodel?

M5 WLLIAMS: | don't think you | ose your specialty. | think
you keep your specialty and you use that specialty to
upskill the other key workers w thin our partnership.
That's definitely the way that we would view it in North
East Services Connect. So it wouldn't be that - if Ren's
specialty is young people, then people would call on them
to use their know edge and then it would in turn increase
the capacity for themto work wth young people in the
future if they were to get that kind of a client next tine
in the random al l ocation process. So | don't think they
necessarily lose it. | think that they gain additional
skills on top of that.

M5 DAVI DSON: But there is not the expectation that Ren w |l
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just deal with young people or that Mary will just deal
with famly violence clients?

M5 WLLIAMS: No, that's not the way that we do it.

MX GRAYSON: | think the point is to get different clients with
different issues, which as a worker can be a little bit
scary. You mght get a client with lots of different
i ssues that you m ght not have heaps of know edge in. But
we all have a base skill set, like I"ma trained youth
worker, Mary is a trained social worker, we have very
simlar skills but it's just sort of where your know edge
sits. So it's about having access to other workers that
m ght have a wealth of know edge in that area and getting
sonme support.

We do joint first visits, so being able to go out
wth - if your client, say, has a disability, being able
to go out and get support froma worker froma disability
background so you can best support that client. W are
not saying we specialise in everything. W are saying
that we are going to do the best that we can with all the

know edge we have to get the best service for that client

or that famly. | just think the wealth of know edge that
we have fromall the 15 different services, like, if you
can't find it there, |like, you know, sonebody always knows

the answer, which is really cool.

M5 M CALLEF: It is an amazing way to enhance your skills.

M5 DAVIDSON: In terns of your own experience, Mary, how do you
see that working in the Services Connect nodel has
enhanced your skills?

M5 M CALLEF: For nme, it's - the way | describe it is that I'm
getting on the inside of the other services, so that you

are not knocking on the door all the time. You are
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getting inside and learning a | ot nore about how t he
particul ar service systens work and how you can i npact and
create networks and nove things along. It's just an
amazi ng opportunity in that sense. So, if it's an anmazing
opportunity for ne, that relates to the people |I work
wi t h.

M5 DAVI DSON:  What then does it nean for your home agency and
your work and your hone agency?

M5 M CALLEF: | take that know edge to ny hone agency and
enhance - it's sort of creating a new partnership in a way
of , you know, when these things are happening we can
transfer, and it's a two-way process.

M5 DAVI DSON: Does that inprove your ability to refer to other
servi ces when you need to refer, do you think?

M5 M CALLEF: Yes, | do, yes, because there are points when
we - if it is high-end crisis work, that's not what we are
going to do. So when we have the connections we nake
those referral paths easier

MX GRAYSON: | think it's just about know ng some of the other
options that are out there. 1In the sector it's sort of
all about who you know and even know ng about a program or
a service. You can't know everything. So it's been
really good to just have those connections about a cool
program | find nyself at ny hone agency now bei ng able
to offer nore information or a referral for - because we
only work with young people, so being able to offer
referrals for parents so that they get adequate service as
well, and it's things Iike that, just sort of | think
giving our teama bit nore capacity as well to do what we
can with the people in the cormmunity that we are working
with.

.DTI:MB/ TB 13/10/15 3475 BY Ms DAVI DSON
Royal Conmi ssi on PRI OR/ M CALLEF/ GRAYSON/ PRI OR



M5 PRIOR One of the other things, and the north-east
partnership in particular in the early stages and to this
day accepted referrals without any kind of eligibility,
and Services Connect, that is the nodel. It shouldn't be
about neeting eligibility and threshold criteria. But in
the early days in particular it was just, "Flick the
referral in. W wll have a look at it and see what we
can do." | think that's the beauty of - wanting to get
service or a service type in a different nodel has
actually created greater throughput in sone respects
because they don't have the eligibility criteria
necessarily in place.

M5 DAVI DSON: Can you tell us about the eligibility criteria
that apply within the various services and how t hat
i npacts upon clients and their ability to obtain a
service?

M5 WLLIAVS: Do you nean eligibility criteria for - - -

M5 DAVI DSON:  Not for Services Connect but the way that it
works in other areas - - -

M5 WLLIAMS: | think the difference would be that we don't
screen people out. W screen people in. | think some of
the barriers to accessing services is the way that other
services are funded is it's a particular type of client
that they need to see. So they need to see wonen or they
need to see famlies or they need to see nen, or they see
all of the above or none of the above, whereas we don't
have those criteria.

| think that sonetines people will - referrers
will maybe add things to referrals to get people into a

service type, so maybe nmke things bigger than they are

because that's what the specific referral criteria may be,
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that they have to be in crisis or that they have to be
over 18 but under 21. There's all those kinds of
paranmeters that make it really difficult; whereas we have
tried to break that down and have none of them where
possible. | think our only criteriais the clients can't
be at immediate risk of crisis, because there's obviously
speci al i st services to nanage that and we are not it, or
if housing is their primary and only issue, which is
hardly ever the case, then we don't have access to
housing. But we could definitely support people while

t heir housing application is in progress, and that's when
we tend to find that there is a nultitude of other issues

surroundi ng the housing as wel|.

COWMM SSI ONER NEAVE: Can | just sort of tease that out a bit.

So | present. |I'ma 17-year-old drug-using, pregnant
young woman who has a problemw th famly viol ence, but
it's not sort of an immediate crisis - perhaps it should
be in those circunstances. So | present. |'mrandomy
assigned to a Services Connect - one of your key workers,
who will then help find the services that | need or

provi de them t hensel ves?

M5 WLLIAMS: They woul d provide as much support as they could

within the context of what we are able to do. So the idea
woul d be that we would provide - being able to consult
with the other - with the drug and al cohol specialists,
with the famly services because of the pregnancy - you
know, with the relevant other key workers. The idea would
be that we woul d provide as much support to that person so
that they would only have that one point of contact so
that there wouldn't need to be a drug and al cohol worker

and sonebody for the famly services, sonebody for the
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famly violence, that there could be one person that could
be that provider for that young person.

M5 PRIOR  And hel p navigate the system | think, as well.

M5 WLLIAMS: That's right, and nake referrals where
appropriate if they are not getting proper antenatal care
or postnatal care hasn't been set up for after the baby -
all of those kinds of things would be explored, and we
woul d use the tools that we use, the key workers use. So
the initial needs identification would go through and work
out exactly what it is that this young person wants to
deal with, because that's the other thing, that you may
present - | may see all of those issues as issues for you
but you may only want to work on the fact that you have
drug and al cohol issues. You mght not want to | ook at
any of those other factors. W would work on the issues
that you wanted to work on, not the issues that we may
identify. We mght have sone discrete conversations
around the other things that m ght be going on for you,
but we woul dn't necessarily push that if that wasn't what
you wanted to work on at that particular point in tine.

COW SSI ONER NEAVE: Thank you.

M5 DAVI DSON: Can | ask you, perhaps, Ren, as a person froma
service systemor a specialist famly violence service,
how has working in the Services Connect nodel that
includes a famly violence specialist helped you deal with
famly violence cases, and have you yourself had to dea
wi th cases involving famly viol ence?

MX GRAYSON: Yes. Like |I was saying before, | conme froma
yout h background and from one of those services that we
have a very strict eligibility, like 10 to 17 have to get

a referral fromthe police, that sort of work, and they
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are our only client. Like | said before, it's been a
challenge but it's been really interesting working in this
nodel and having different clients, fromadults to
famlies, and where | would previously have said that

| probably wouldn't have felt that confident around
working wth famly violence because | didn't have the
speci alised kind of skills and things |ike that that

| would have felt adequate to be able to give themthe
best service | coul d.

But | think working in Services Connect we have
done the CRAF training, | have the ability to talk to
speci alised famly violence workers, | have done hone
visits with Mary and things like that to get advice on how
to do 1'VOs and things like that for clients. So now
| don't see it froma worker's perspective as being really
scary and being that I can't work with that.

On ny case |load now | have quite a few famlies
that have a fam |y violence history or presently, and
| feel quite conpetent to be able to at | east access good
referrals, have know edge around |VGs, safety risk sort of
stuff. So I'mnot saying |I'm a specialist worker by any
means, but | feel conpetent and confident to be able to
work in this area, whereas previously I wouldn't have said

that. That's been ny experience.

M5 DAVI DSON:  You, Mary, as a specialist famly viol ence

wor ker, how has it enhanced your skills to work in other
areas |i ke al cohol and drugs, and nental health? W have
heard that fam |y violence and those three often co-occur.
How has this nodel hel ped you work with those sorts of

probl ens?

M5 M CALLEF: That's exactly spot on, that when there's famly
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vi ol ence there's often many ot her conplex issues, and
havi ng those workers right there to work with and consult
and support you has been an amazi ng experience. As | said
before, it nmeans that ny practice skills are higher
because |I'm nore confident and | have that support. So

| bring that to the people that I'"mworking with. | just

feel like it just really works, absolutely.

M5 DAVI DSON: The Qutcones Star - you tal k about a

client-focused or client-driven nodel. Wat do you nean
by being client driven, and how does this differ from

per haps the work that you woul d have done previously?

MX GRAYSON: | think it's been really interesting, this nodel

because I think a | ot of workers would have previously
said, "W are very client driven, very client focused,"
but then in this nodel you are like, "Actually, | wasn't
as best as | could be." So | think the Qutcones Star has
been a really cool tool to use. So it sort of goes
through different parts of a person's |life with them and
you get to rate sort of how things are going, |ike whether
it's around noney nmanagenent or whether it's around drug
and al cohol, or things like that. So it's sort of |ike
that holistic nodel, and - yes, like getting the client to

score what they think of their life, and then a lot of the

time | use that as a bit of a plan afterwards. It's not
i ke one of those scales where it all |ooks really
negative. It actually is quite a nice experience to do
the Star, | found, with clients.

Li ke Jane was saying, it is just about the goals
that they are presenting with. W are not conming in

saying, "You need to do a drug and al cohol stay and this

and that." It's sort of |like, "Okay, you want help with
.DTI: B/ TB 13/10/ 15 3480 BY MS DAVI DSON
Royal Commi ssion PRI OR/ M CALLEF/ GRAYSOV PRI OR



© 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

enpl oynent. That's what we are going to do." But | think
it's that rich sort of stuff around building rapport with
clients that opens up the door for other things. Like,
some of the clients that | have worked with m ght have
only said, "I want to get ny child into child care,” but
then all these other sort of things have cone up as well
because we are not that scary and we just want to hel p and
it's about them not about us. So | think that nodel has

been really positive.

M5 DAVI DSON: Are you saying that the client-driven node

assists in building a trusting relationship or they get a

good experience?

MX GRAYSON: Yes, | think so. W have a different way of

| ooking at re-referrals as well, which I think is quite
different in the service sector. Like, say, at ny other
position, if we got a re-referral it's kind of |ike, oh,
no, you didn't do your job that well. Here, it's kind of
like you did your job really well and they want to work
with you again on new goals. So it is sort of like a
positive thing. So they can re-refer into service.

It is about capacity buil ding and enpowernent for
them so that they can achieve their goals. But we are not
just sort of working with them and then sayi ng goodbye and
that's it. The option is still there to cone back if
things change in their life or if they cone up with new
goals. | think that's been a really positive inpact as
well. But, yes, | think it is about building that

trusting relationship and things, yes.

M5 MCALLEF: In terns of famly violence, wonren will often

present with other issues, and because of that space to

build that trust and work just where they are it opens up
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the space to explore further. So sonetinmes workers wl|
cone to ne and - "I have a feeling sonmething else is going
on here", so we can unpack and work with what it is they
are thinking about and ways to introduce that that aren't

threatening to the woman and then can start that work.

M5 DAVI DSON: Does that nean then - | suppose this question is

to you, Mary - that wonen might be nore willing to

di sclose famly violence in a way that they - possibly
before they m ght have then decided to access a
specialist - go directly to a specialist famly viol ence

servi ce?

M5 M CALLEF: It can be a nmuch safer place to be in and to talk

about, because we are working fromwhere they are, and
that is part of the work in - when I'mtalking with the
ot her key workers around intervention orders, it's about
how t hat would work to enhance their safety, will it be
safe, what are their options, which ways do orders work
and how can they use that or not use that, what woul d be
another way. So it's bringing in their options rather
than often what happens is at the crisis end of things
when the police come in and then things happen and it
skews fromthere

And the safety of it not being called a famly
vi ol ence service. So if they are starting to explore,
they are doing this work about sonething else, and that's
a safer option for themthan if they tried to present at a
famly viol ence service because of what their partner

m ght make of that.

MS WLLIAMS: Yes, | think sone of the feedback is that not

having the stigna attached to a specific type of service,

so not showi ng up where people know you are at the drug
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and al cohol service, or they know you are seeking famly
vi ol ence. You could be there for any number of issues,
and | think that's one of the benefits of having everybody
under the one roof. You could be there for any nunber of
reasons and no-one has to be any the wiser as to what it

is that you are particularly seeking through us.

M5 PRROR It also neans that you don't necessarily need a

crisis to have occurred in order to access the service.

DEPUTY COWMM SSI ONER FAULKNER: It seens to ne this is a very

brave new world where there is no admission criteria, and
| suppose |I"minterested in the other end, which is the
di scharge or the finishing-up work. How do you actually
get a flowthrough of people? Do people say, "I have

achi eved ny goal and |I'm going now'? What happens?

MS WLLIAMS: That's our aim Qur aimis to have smart goals -

so really short, easily identifiable, easily achievable
goals - with each client, and, as Ren was sayi ng, about
capacity building themto go forward and support themto
achi eve those goals and maybe to go away and practi se sone
of those skills; then if they have nore needs in the
future, then to refer thenselves back in again. So like
Ren was saying, we think that a re-referral is actually a
good thing because it nmeans they have gone away, they have
tried something, and the idea would be that even if they
received a slightly longer period of involvenent in the
first instance, that each tinme that they cane back it
woul d be - there would be | ess and | ess need for a
duration of time. So the duration of tinme should |essen

each tinme that they conme in contact with our service.

DEPUTY COWM SSI ONER FAULKNER: Just while | have the floor, is

there anything that you have been very surprised by in
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ternms of what clients want conpared with what you m ght

have expected?

M5 WLLIAMS: | think the biggest thing for us that we have

noticed is that the referred i ssues, so the issues that
the referrer may put on the form are very rarely the

i ssues that the client will identify when we go out and
nmeet with them So I think the nature of how people do
referrals is to put as nmuch information as possible and
make things seem as severe or extrene as they can to get
it across the line, and then we m ght go out to the
client - we mght think that there's this really great big
i ssue based on the referral, and we go out and speak wth
the client and it is actually really easily resolved. So
their referred i ssues are not necessarily the sane as the

actual issues, is what we've found.

MX GRAYSON: | think going on fromthat, it cuts down that

having to tell your story so many tines. W are not
aski ng soneone that they have to give us their whol e

hi story. They sort of can present with how they want to

present, like, for exanple, the 17-year-old that's
pregnant and usi ng drugs, as you nentioned, like, they
m ght be around "I want help with enploynent”™ or things

like that. So it mght be a bit of a surprise what they
actually want to work on, and the client mght be a bit
surprised that you are not saying, "You need to do this,
this and this as well." So | think it just opens up a bit

of a different working style, which has been really cool.

DEPUTY COWM SSI ONER FAULKNER:  Thank you.
M5 M CALLEF: It opens up the work with the nen. M first

client was a perpetrator who had just separated, had the

intervention order against him and a ot of my work with
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hi m was about - and he had al ready done behavi our change
wor k but about tapping into what triggers you and
controlling that and understanding the intervention order,
and one of ny last sessions with him his mumwas there,
and he said to her, "But it doesn't matter if she contacts
me. |I'mthe one that has to not contact her or answer the
phone because |'mthe one with the order.” Having him
understand that was a huge shift. So it expands what we
can do in the things we were listening to before around

the work with nmen and what can be possi bl e.

M5 DAVI DSON:  Just picking up on that point, in terns of how

t he Services Connect nodel mght contribute or fill gaps,
service gaps, in relation to famly violence, can | first
get you to address, perhaps Kathy and Mary, how you m ght
see the Services Connect nodel provides an opportunity to

provide a service to nmen that m ght not currently exist?

M5 PRIOR  Building on the conversation just now, when the

departnent were putting out the Services Connect nodel and
tal ki ng about the tender they used the |anguage of
famlies quite a lot, and different Services Connect
pilots have different clients com ng through based on
either the partnership or the denographics of the area
they are working in. | think a surprise for our
partnership was the nunber of single nen actually being
referred, which is an opportunity to actually think then
about through a famly violence | ens what work coul d
actually be done in that space in working with nen.

| don't think the Services Connect nodel has
really explored that in a huge way. There's been |ots of
conversations around how can Services Connect nodel s work

with wonen and children, again probably because that's in
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some respects an easier client to tap into, a client
cohort, because they are the ones that the service system
are predom nantly working with specifically in that famly
vi ol ence space.

But there's definitely opportunity. Because of
the referrals comng in, it's a catch-all in a |ot of
ways. So you have clients that are comng in who may have
had experiences of famly violence throughout their |ife,
who m ght be perpetrators of famly violence, who m ght be
in famly cohorts, who m ght not be, who mght be in
crisis, who mght not be; so that continuum of care around

when fam |y violence m ght be happeni ng and what the peaks

and troughs are. It may happen while Services Connect are
working with themor it mght not. It just kind of
depends.

| think working fromthe sane risk assessnents,

t hrough using the CRAF, there will be the assessments that
wi || be happening, and having Mary in the space as well as
a specialist conversations can happen within the teamif
they have niggles or are a bit worried and want to naybe
start exploring whether safety planning is required for a
wonman and her children. So | think there is opportunity
to do sonme of that work with men and creating greater

safety.

M5 DAVI DSON:  Turning to wonen and children who m ght be

experiencing famly viol ence, how do you see particularly
the Services Connect nodel fitting with the services that
are provided by specialist famly violence services? 1Is

one taking over the other? Are they working in a

conpl enentary way or?

M5 PRIOR They can't take over. There is too nmuch work, for a
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start. The demand is ridiculous, really. | think the
ot her aspect to it is the continuum of the experience of
famly violence. So, whilst we have the pointy end
occurring and the specialist famly viol ence services
m ght be working that pointy end, they are al so working
wi th wonen and children throughout the continuum of their
experiences of famly violence. That mght [ast a year or
so or longer. Wnen mght dip in and out based on what's
happeni ng for them

So | think there's capacity to think about
di fferent ways that we could be working with wonen and
children and nen. Like | said, the demand is so great
| think we need to be thinking nore creatively around how
we actually are influencing the preval ence of famly

vi ol ence in our community anyway.

M5 M CALLEF: So the famly violence service, they have the

capacity - they have the connections with the police. So
t hose wonen at extreme high risk, that's where they should
be sitting, with the famly violence service. Then
there's a whole range of famlies underneath that. So
sonetines it can be wonen, and, as | said before, they
m ght cone in for sonething el se but they were just
di pping their toe in wanting to start to explore, and they
won't even be able to say it out loud, and they talk very
qui etly and when you start to unpack that it is violence,
"Ch, no, but | could never |eave."

But, if you have the tinme to unpack that and work
t hrough, you can work on a safety plan and they can | eave
in a safe manner that's not in crisis, and we can link in

with Centrelink to get theman inconme so they can save

towards getting a private rental, if that's what they need
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to do, because not all wonmen are safe to stay in their
homes or would be able to afford to stay in their hones.
So there is a great capacity for us to do that very early
intervention work that will lead to down the track naybe
when a separation happens that things are in a nmuch safer
and nore supported way.

There are a ot of women who will have a | ot of
aut onony once the initial thing around separation or
intervention orders has - once that extrenme unsafe tine
occurs, where we can do the work with them and it m ght
be piece work where they m ght now need to do the Fam |y
Court. So | can tap into Berry Street services and make
an appoi ntnment and go to the appointnment with the wonan
where we do a Skype | egal appointnment with the Wnen's
Legal Service and they can get the information they need
froma legal point of viewto start to make inforned
deci si ons about how they are going to run that part.

Then when that's done they - that bit of the
wor k' s done, and then they m ght come back nonths | ater
because then sonething else is occurring. So there's that
potential for that in-and-out work that we carry nmuch nore
than | think with the L17s com ng in the door at the
nmonment, that the famly violence service has the capacity

to do.

M5 PRROR | guess the other thing that is key is Berry Street

is the entry point for the police referrals in the north,
so the seven LGAs in the north and in Ganpians. That's

an involuntary. Most of the tine a woman doesn't

necessarily say, "Yes, | want police to cone around and

| want to be referred to a service and | w |l uptake that

service." Sonme wonen will. But in the broad spectrum of
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things it's not necessarily a voluntary. It's been
triggered by a crisis and not necessarily their doing,
calling the police or getting the police involved. So
there is a difference between the involuntary service
access and voluntary, which, again, we need to be thinking
about wonen's own self-determ nation and carriage in that

as wel | .

M5 DAVIDSON: In ternms of the clients that you have, how

conplex are they relative to your clients at your hone
agency? Are you dealing with a simlar cohort, or are you

dealing with | ess conplex clients or nore conpl ex?

MX GRAYSON: For ne personally, it feels I'"'mdealing with a | ot

nore conplex clients. Young people bring their own

conpl exity, but because |I'mdoing a single sort of type of
work | know what |I'mdoing and it | ooks a bit simlar.

But this sort of work is quite a | ot nore conpl ex because
you coul d have housing, you could have Centrelink or

mental health issues and things like that. So for nme sone
of the referrals seema bit nore conpl ex but not
overwhel m ng because of the way we sort of work and the
know edge we have. So | think, yes, it |looks quite

different to nme, the work |'m doi ng.

M5 WLLIAMS: | think because of the way that the work is

structured - so we have three levels of support. W have
sel f-support, we have gui ded support and we have nmanaged
support. In that, the self-support tier, if you like, is
up to about six hours of support per individual, per
famly, whatever that |ooks like. So that m ght be at the
| oner | evel of the threshold. So they m ght just want an
i ndi vidual, they mght just want sone information on

sonet hing. They m ght want one person to cone and support
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them at court around a certain issue. They m ght just
want a brief intervention.

Then we have the next level is the guided
support. So that's around about 30 hours notionally per
intervention. That could | ook sonething slightly nore
ext ensi ve.

Then we have a managed support |evel, which is up
to 60 hours. So that could be over a - that's in any
anount of time. So it could be 60 hours in a nonth if it
is areally kind of conplex, high-need situation or it
could be 60 hours spread out over six nonths, depending on
the need of the client at any particular tine.

So in saying that we do cater for - the ngjority
of our work is supposed to be down the self-support end.
But, given that this is a test, that's - we're still -
it'"s only a two-year testing period, so it winds up in
Cctober next year. So we are testing whether or not that
is actually what our client denographic will |ook Iike,
and at the nonment it kind of - it varies between the
sel f-support and the gui ded support, and then we have sone
managed support cases as well. So we do have the

spectrum

M5 DAVI DSON:  Where do your referrals cone fronf?
M5 WLLIAMS: They can be self-referred, they can be referred

fromthe primary partnering agencies that have the
re-aligned key workers or they can be referred from
general community. At the nonent we are seeing a |ot of
self-referrals. So | think they may have originally been
referred from anot her partnering agency or fromthe
community, and then they refer thensel ves back in.

We have al so, unsurprisingly, had a | ot of
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referrals from housing services. But we are seeing famly
vi ol ence, we are seeing drug and al cohol. It does cover
the spectrum From schools. From- GPs have made
referrals. Dernmatol ogists have nade referrals. It is a
strange profile at this point in tine.

M5 DAVIDSON: Is there a waiting list for the service?

M5 WLLIAMS: Not at the nonent. We don't run a waiting |ist
at this point intime. W haven't had to because we have
been fairly new and trying to generate referrals and that
kind of thing. At this stage we try to offer everybody at
| east a sel f-support session or approach, if you |like. So
hopefully we will be able to - within our intake duty
systemthe idea would be that if sonebody - if we were
full - if we were at capacity for the guided and nmanaged
support, then we would at | east be able to within that
i nt ake system of fer soneone a short five hours worth of
support, and if they needed sonething nore extensive then
we could at | east provide them sonething in the neantine
while they are waiting for the next |evel of support.

DEPUTY COWM SSI ONER FAULKNER: | still don't understand the
initial screen that was there about energencies. So you
obvi ously don't take sone people because you can't cater
for them

M5 W LLI AMS:  Yes.

DEPUTY COWMM SSI ONER FAULKNER:  Who are they?

M5 WLLIAVS: So people that the - for exanple - the exanple
that | give when |"'mexplaining is if, hypothetically,
sonebody is in need of a CAT teamand a crisis assessnent
response for nental health, then that wouldn't be an
appropriate referral to us. It would be nore appropriate

for themto get the crisis response, have that treatnent,
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if you like, and then to refer to us after that. The sane
with famly violence. |If they are presenting and they are
at significant risk and they have | ots of the key

i ndicators for a high-risk fam|ly violence case, it would
be nore appropriate for that to sit within the specialist

servi ce.

M5 M CALLEF: Wi ch could include refuge.

DEPUTY COWM SSI ONER FAULKNER:  Yes. Thank you.

M5 DAVIDSON: | think, Ren, you nentioned a client who m ght

have want ed assi stance with enpl oynent, for exanple. The
Qutcomes Star doesn't - it tends to be, | suppose, quite
wel fare focused. But you have nentioned that a client

m ght want to work on enploynent. How do you pick up

t hose issues where a client actually doesn't just want
assi stance finding housing or getting a Centrelink benefit
but actually wants to becone self-sufficient? Were does

that fall within the capacity for Services Connect?

MX GRAYSON: It definitely falls in our capacity to help with

those sort of things. The Qutcomes Star tool is quite a
holistic tool. So it covers lots of different sections of
soneone's life, not just housing or not just one thing.
Qur work can vary quite a lot and it mght involve as a
wor ker having to find sonme information for them |t m ght
be around they want support with witing a resune and
linking in with a job agency and things like that. So
that would be our role to help with that. Al of it is an
enpowering nodel, so giving a client the tools to be able
to do it thenmselves as well. [It's not just us sitting
there witing their resune for them

| think we have capacity to do |ots of different

work. It's quite interesting what a client m ght want
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help with. They m ght just want soneone to sit with them
while they are doing a financial counselling appointnment
and take notes because they can't renenber everything.
There's lots of different sort of ways that we can work
that is that really practical, rich rapport-building type
of work, | think, or it could be around Iinking in with
the right services for them Even as a worker it's quite
hard to know all the services and things like that. So as
a person in the community it can be overwhelmng. So it

m ght just be being able to guide themin the right way.

M5 M CALLEF: |'m doing some work with a CALD worman at the

nonent, and ny role is advocacy with the Coroner's Court
about an outcone - the outcone in the Coroner's Court
had - over the death of her husband. So that's how vari ed

the work is.

M5 DAVI DSON:  Who has |egal responsibility for the work and the

wor ker s?

M5 WLLIAMS: The way that our business rules are structured

are that the human rel ations and all of that kind

of - that aspect of each of the key workers still sits
with their enploying agency. So each of the re-aligned
key workers is still enployed, and all of the provisions
that sit underneath that sit with their honme agency as
they would be if they were staying at their hone agency,
and we are responsible - the Services Connect - so our

| eadershi p team are responsible for the operational
managenment of the key workers; so in terns of the duty of
care, nmaking sure that they conme back after hone visits
and that their wellbeing is |ooked after as well.

Supervi sion, yes, absolutely. So the key workers will get

operational supervision fromus as Services Connect, so we
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have a practice | eader and a team | eader. So the key
workers will get their case managenent supervision from
us, but they will also get supervision within their hone
agency and professional devel opnment opportunities in both
areas, so that they still remain connected to their hone
agency and that they al so have supervision around the

i nportant day-to-day work that they are doing as well.

MX GRAYSON: We are sort of inplenmenting group supervision type

reflective practice space, because there's so nany workers
with such a wealth of know edge and you just want to sit
there and pick their brains. So we are running different
sessions around - like this week |I'm presenting around

al cohol and drugs, and next week it mght be around famly
sessions and things like that. So we are sort of
utilising the expertise that people bring and sharing that
in a team where you can actually ask questions or get
practical advice or do a role play or whatever it is; so
around that capacity building and things |like that. So

| think that's a really cool opportunity to use the

know edge that we have.

M5 WLLIAMS: One of the advantages of the co-located nodel is

that there is a kind of unique opportunity for organic
consultation to occur where it wouldn't ordinarily.

Peopl e m ght overhear a conversation that's going on
around a particular topic and m ght be able to chip in
from sone experience that they have had in the sector, and
having 15 different workers with 100 years of experience
probably between them comng fromall different sectors of
the - all different areas of the sector nmeans that there
is so many organi c conversations and so nuch opportunity

for learning that just wouldn't occur if they weren't al
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situated in the sane place at the sane tine.

MS DAVI DSON: How i s Services Connect funded?

MS WLLIAMS: At the nmonent it's funded in terns of the

re-aligned key worker is still funded fromthe position
that woul d have been re-aligned from and it was a
two-year pilot that started I think in October 2014 and
finishes in October 2016 that - this pilot or testing
period to work out what it is about this nodel that m ght
wor k, m ght not work. So there was an el enent of funding
that was attached to each of the testing or each of the
pilot prograns, but | think going forward there is no plan

at this stage that |I'm aware of.

M5 PRIOR There's a |l ot of goodwill. Agencies are re-aligning

workers. So there's a lot of in kind - not in kind. It's
probably not the right word, but extra funding that's cone
with the staff being re-aligned into the program and then
what ever el se they have access to within their hone

agencies as well.

M5 DAVI DSON:  Wio is funding the physical building?

M5 W LLI AVS: Facilities and stuff |ike that all came out of

the initial budget for each of the pilot progranms. Each
of the different Services Connect pilots, some of themare
not co-located, so they would have spent their noney on

ot her testing features of their particular pilot, whereas
sone of our funding was obviously set aside for the

pur poses of rent and for utilities and those kinds of
things so we could operate the way that we do. The sane -
we did get funding fromthe Departnent of Health and Human
Services for things like cars and for | aptops. Wat are
they called? Not laptops. The snaller, nore functional

| aptops that they can take out and take to the honme visits
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with them so it can be very outreached based. W can
nmeet clients well and truly where they are at, whether

that be in their hone or in a park, if that's where they
are nore confortable, at a cafe, wherever they need to go.
So key workers have access to their devices when they are
out and about so they can do the Qutcones Star in a
person's lounge roomif that's what's appropriate for them
at that particular point in tine.

M5 DAVIDSON: |Is there an eval uation process for Services
Connect ?

M5 WLLIAMS: Yes. The departnent, as part of the whole
project or testing period, have - they are undertaking the
evaluation, which is due to start - the client conponent
of the evaluation is due to start at the end of Cctober.

M5 PRROR Different sites are doing their own eval uation or
research as well and gathering data.

M5 DAVI DSON: Pendi ng an eval uation, what do you see as sone of
the key features of the way that you have established the
Servi ces Connect nodel in the north-east? What do you
think are sone of the key features for it working well?

M5 WLLIAMS: | would say that the conponent from north-east
that is working really well is the co-location and the
ability for the key workers to be in the sane place at the
sanme tinme, to undertake simlar training - the sanme
training, to undertake simlar professional devel opnent
opportunities, to be able to learn fromeach other and to
be able to not just work the cases that may be consi dered
their specialty. So being able to have cases randomy
al l ocated to them and then having to go out and make those
connections and have those relationships and build on the

foundation that they have got | think is one of the really
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uni que features that Services Connect in the north-east
has.

It's the thing that expedi ates the process of
information giving, and therefore | feel like it
expedi ates the client's experience with us in terns of if
Ren had to, hypothetically, ring a housing service, there
m ght be two days worth of ringing backwards and forwards
and pl ayi ng phone tag, whereas Ren can turn to the key
wor ker next to them ask themwhich formit is, ask the
housi ng wor ker what woul d be the best thing to do in this
situation and then speak to the client wthin the next
10 mnutes. So you can cut down two days worth of work by

havi ng the conversation with the person next to you.

MX GRAYSON: From a worker's perspective, | think it just cuts

down a lot of that red tape. A lot of different service
sectors talk in a lot of jargon and acronyns and things
like that. [If you don't work in that sector it's quite
hard to know how to do a referral and what they are
actual ly tal ki ng about .

At the end of the day we are all just trying to
give our clients the best service they can and access to
the best prograns and things that we can. So | think it
just cuts down the barriers. Like, you don't have to go
back to your desk and Google furiously for different
prograns and stuff. You can access sone of the best
things we have in this state from our program

At the end of the day it's just a good service
for our clients is really what we are all trying to
achieve. W are all hel ping each other out. People sit
with you for 45 mnutes and go through a referral with you

or people will give you all their cheat sheets on how to
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get disability funding or things like that. |It's just

been really hel pful as a worker.

M5 M CALLEF: O even the sinplicity of know ng exactly what

the person's title is that you need to speak to for the
i ssue you have, rather than going through and goi ng da,
da, da, da, da, you know It can be just so short and

sharp to get in the door

M5 DAVI DSON:  What woul d you say to the criticismthat Services

Connect is all very well but there's no services to

connect ?

MX GRAYSON: | just think it's funny because there are so many

services. Like | was saying, as a worker it is so hard to
navi gate the system |et alone being sonmeone in the
community just trying to access some support. Like what
we were saying, we could cone up working with lots of
different things or different issues that you m ght not
have thought of. [|'mconstantly |learning every day. So

| think it's quite funny.

M5 M CALLEF: They are there. That's what | was tal ki ng about

before. W are not knocking on the door. W are going
inside the door. That's the beauty of it, that we are

wor king fromthe inside of the systemthat already exists.

M5 WLLIAVS: | think originally the Services Connect nodel was

a lot nore structured around case coordination and care

team coordination. So I think initially the idea was that
the key workers woul d predom nantly be around coordinating
the services that m ght be involved with the client. That
is one of the things that we can do and we will do. If a
client comes to us and they have |lots of services that are
al ready involved with them and they are al ready worKking

really well with those services and they are quite happy
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with the people that are involved and those people need to
remain involved with that client, then one of the roles
that we can play is that kind of coordination role.

But | think on top of that, which is inportant
and which is comng organically fromthe work that we are
doing, is that we can do a I ot of that case work, we can
do a lot of that brief intervention, that single session
wor k, the enmpowernent and the capacity building for
clients, and | think that sone people may not understand
that that's a fundanental part of what we do, not just the
coordi nation of services that may be involved. That's

only one elenent of what it is that we do.

M5 PRROR | think it's been tricky, though, in the life of

Servi ces Connect in that the |anguage has changed
throughout its tine. So the understanding of the Services
Connect pilot sites, therefore, has been quite chall enging
for the sector in terns of know ng what they can do,
because there's also the diversity across each of the
eight sites and also the difference between the internal
DHHS Services Connect pilots as well. So that has been

| think quite a challenge in terns of the |anguage that's
been used and the fact that we have had change of

governnment as well overseeing them

DEPUTY COWMM SSI ONER FAULKNER: Can | just check, then. 1'm one

of the persons who has heard over and over that there are
no services to connect, and particularly housing, nental
health services in particular. So are you saying that
sonmehow you have broken the code for getting into those
things? It's an interesting concept. Can you fast-track
a person to get a nental health place, or can you

fast-track a person into housing?
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M5 WLLIAVS: No, absolutely not. | think that's one of the

things that we would say: "W don't have access to
housing. But what we can do is support you w th whatever
el se mi ght be going on for you while you are on the
waiting list for housing”, "Wile you are on the waiting
list for a specialist nental health service we m ght be
able to support you to go to your GP, get a better nenta
health plan", "You m ght be on your waiting list for
housi ng, but you m ght also want to have your children
enrolled in schools."

It is by no nmeans the panacea. W do not have
access to housing, we do not have access to nental health
services that are at capacity. But what we can do is use
the nental health re-aligned worker in our partnership to
do sone of that initial work that - nmaybe link theminto a
support group while they are waiting for nore extensive
servi ces.

So, no, we don't have access to services that
don't exist, but we can provide support across a number of
areas while you are waiting for your housing need, and
sonetimes what we find is if you can just address sone of
t hose needs then - obviously the need for housing is
paramount. If you don't have sonewhere to live, that's
problematic. But if we can address sonme of the other
things at the sane tine then it lessens the client's
anxiety at |east, so that they have sone of their other
needs addressed and they feel |ike they have soneone to

support themthrough that tinme as well.

M5 DAVIDSON: | have no further questions, unless the

Conmmi ssion has - - -

DEPUTY COWM SSI ONER NI CHOLSON:  Thank you. Just a question
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about governance. Services Connect isn't incorporated, is
it? Is it an incorporated entity?

M5 WLLIAVS: No.

DEPUTY COMM SSI ONER NI CHOLSON: \Who exerci ses governance over
budget, et cetera?

M5 WLLIAMS: For North East Services Connect we have a
co-lead. So CPS, Children's Protection Society, is the
funds hol der, and that exercises the governance over the
financial arrangenents, and Berry Street is the other
co-lead in terns of the governance overall as to how we do
it. We have an executive |eadership group, and then we
have a senior operations group, and then we have ot her
managenment groups that sit underneath that.

DEPUTY COWM SSI ONER NI CHOLSON:  So if Services Connect were to
continue after the first two years is it intended that
t hey becone separately incorporated?

M5 WLLIAMS: | would have no idea the answer to that question

M5 PRROR | don't imagine in its current iteration.

DEPUTY COMM SSI ONER NI CHOLSON: What is your view about that?
Should it be separately incorporated?

M5 WLLIAMS: Not if it is working the way that it is. Part of
t he beauty of what it does is that it brings people
together. So if it was to sit separately it wouldn't
necessarily have the el enents of coordination and
cooperation that is kind of fundanental to the way that
it's working and to it - inits current form

DEPUTY COWMM SSI ONER NI CHOLSON:  Under this form of governance,
if there was a case of negligence on behalf of one of the
key workers, who is responsible for it? The hone agency
or the - well, Service Connect isn't incorporated. So is
it Berry Street, is it?
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M5 PRIOR The Children's Protection Society and Berry Street
are co-leads, but in ternms of the responsibility of the
staff persons it's with their home agency.

DEPUTY COMM SSI ONER NI CHOLSON: So if they were seen to be
negligent it would be the hone agency, would it?

M5 PRIOR  Yes.

DEPUTY COWMM SSI ONER NI CHOLSON:  Yet the hone agency doesn't
direct the work.

M5 PRIROR  Sorry, say that again. |In terns of their day-to-day
practice?

DEPUTY COWMM SSI ONER NI CHOLSON: My understanding is that it is
Servi ce Connect personnel that direct the key worker, not
t he hone agency.

M5 WLLIAMS: In terns of their day-to-day operations, yes,
correct.

DEPUTY COWM SSI ONER NI CHOLSON:  And yet the hone agency
ultimately has | egal responsibility?

M5 PRROR  Yes, ultimately. W would probably need to
doubl e-check that and get back to you on notice, if that's
information you would like to get a bit nore detail.

DEPUTY COWMM SSI ONER NI CHOLSON: | woul d have thought that woul d
be inportant for the boards of the hone agencies to
under st and.

M5 PRIOR  Yes.

DEPUTY COWMM SSI ONER NI CHOLSON:  Thank you.

M5 DAVI DSON: Just one final question. The name "Services
Connect™, given its history within DHHS, is that still a
non- - what is your view about using it as a name for the
comunity services?

MS WLLIAMS: | think the name "Services Connect" is inherently

confusing because of the nature of the internal Services
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1 Connect and external Services Connect is - each individual
2 pilot is run differently, and we al so operate differently
3 than the way internal Services Connect did. So | think

4 that for clients that may cross both the internal Services
5 Connect and the external, it's very confusing for them as
6 to who it is they are dealing wth at any given tine,

7 especially if they are just receiving a phone call and

8 their nessage or sonething like that. So |I think a nane
9 change woul d be advisable, if nothing else, just to
10 clarify some of that for clients.
11 M5 DAVIDSON: |s that because Services Connect also in the
12 i nternal nodel could connect organisations like Child
13 Protection, for example?

14 M5 WLLIAMS: Yes, there is the understanding that Child

15 Protection was involved in the internal Services Connect
16 to some extent as well. So sonetinmes there is an

17 assunption fromclients that if we are doing the sane
18 thing they nmay not want to engage with us for that

19 pur pose, yes.

20 DEPUTY COWM SSI ONER NI CHOLSON: | had one final question. W
21 have been tal ki ng today about workers' devel opnent and
22 conpetencies, et cetera. You have reported that through
23 this process the key workers develop - really enhance
24 their skills. M query is: are those advanced skills or
25 conpetencies formally recognised in any way, and are they
26 reflected in higher renuneration?

27 N5 WLLIAMS: The renuneration sits with their hone agencies.

28 So whatever the key worker's base rate or whatever the key
29 wor ker was being paid at their home agency is continued
30 across into their re-aligned position. So that sits with
31 their honme agenci es.
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I nsofar as formal recognition, all of the
training and official professional devel opnents are
recogni sed by the hone agency and they get the
certificates, and that can sit on their personnel file
with their hone agency.

M5 PRIOR But they are not formal qualifications.

M5 WLLIAVS: But they are not formal qualifications.

DEPUTY COWMM SSI ONER NI CHOLSON: They are not certified and they
are not reflected in - - -

MS WLLIAMS: It is not a certified qualification, no.

M5 DAVIDSON: If there are no further questions, perhaps the
panel could be excused and we could take a break until
2.45.

COW SSI ONER NEAVE: Thank you very rnuch i ndeed.

<(THE W TNESSES W THDREW

(Short adjournnent.)

MR MOSHI NSKY:  Conmi ssioners, the next witness is M Beagl ey.

| f she could pl ease be sworn in.

<LEANNE BEAGLEY, sworn and exan ned:

MR MOSHI NSKY: Ms Beagl ey, have you prepared a w tness
statenment for the Comm ssion?

M5 BEAGLEY: Yes, | have.

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

M5 BEAGLEY: Yes, they are.

MR MOSHI NSKY:  Coul d you pl ease outline for the Conmm ssion what
your current position is and just give an overview of your
personal and professional background?

M5 BEAGLEY: Ckay. | was originally trained as an occupati onal
therapist and a famly therapist in the '80s and '90s, and

| worked for many years as a famly therapist in
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adol escent nental health in the clinical nental health
settings, and subsequently noved into the departnent six
years ago and have had various roles in the nental health
and drugs area within the Departnent of Health and Human
Services. I'mcurrently the director for nental health

and drugs for the departnent.

MR MOSHI NSKY: Thank you. W have called you to give evidence

t oday about the Dual Diagnosis Initiative. Just to
explain, the purpose of calling this evidence is really as
a case study which can be relevant to illustrate how
wor kf orces skilled in one area m ght be upskilled in

anot her area. Could you please explain to the Comm ssion
sort of at the overview |l evel what the Dual D agnosis

Initiative is?

M5 BEAGLEY: Thank you, yes. The Dual Diagnosis is a long-term

program of systemreform and wor kforce devel opnent t hat
has been undertaken under the | eadership of the Departnent
of Health and Human Services in its various fornms over the
| ast 15 years. So there was a recognition in the late
'90s that, and an energi ng concern about, the nunber of
peopl e who were unable to access nental health services
because they were presenting with addictions and vice
versa, that people who were presenting to drug and al cohol
services also brought with them nmental health issues.

It's understood and generally accepted that about
40 per cent or nore of people who have a nental illness
di agnosis may al so have a drug and al cohol or an addiction
problemas well. So there was raising concern in the
service delivery community about the challenges for this
particular group in accessing services when in fact the

i npact of having a diagnosis of an addiction and a
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1 di agnosis of a nmental illness together created nore

2 concerns and inpacts and poorer outcones - higher rates of
3 sui ci de and incarceration and social alienation and soci al
4 problems with famlies and so on. So it was a group who

5 actually were nore conplex and nore in need of treatnent,
6 but because they were presenting with a diagnosis of

7 addi ction or a diagnosis of nental illness together that

8 t hey were sonehow not able to access the nminstream

9 servi ce system
10 So in the early 2000s four teans were - well,
11 actually one teamwas piloted and set up at North West
12 Mental Health. That teamwas called SUMTT, and it was
13 about - it was within the clinical nental health setting -
14 generating sone best practice and generating sone training
15 and education across the regular nental health service
16 systemto understand the role that drug and addicti ons was
17 playing with the nental health clients that were accessing
18 services and - - -
19 MR MOSHINSKY: If could I interrupt you at that point before
20 you go on further about that first team Could you just
21 outline the three sort of basic groups of service that
22 there are? You have referred to the clinical nental
23 heal th services. What are the three?

24 M5 BEAGLEY: So there are three areas of service delivery that

25 | look after. O course there's lots of nental health

26 services delivered by private providers, and al cohol and

27 drug services delivered by private providers. But in

28 terms what is funded and with whom | amworking in ny

29 current role is the clinical nmental health sector. The

30 clinical mental health sector is funded through the

31 hospital system It delivered care to about 65,000 people
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over the last year - that's bed based and community based
and crisis based services - and has a workforce of about
5,000 people and is funded by the state governnment to the
tune of about $1.2 billion.

Then the second sector is the nmental health
communi ty support services, which are generally
non- gover nnent services, who deliver care to adults with
severe and persistent nmental illness and associ ated
disability, and provide ongoi ng support and care to that
group. In 2014/15 that group of services saw about 12,000
adults with severe and persistent nmental illness, and they
had a staffing cohort of around 1,300 staff, and the
gover nment spends $126 million on that sector.

Then the third sector is the al cohol and drug
treatment sector. Again, that sector is delivered through
a range of service providers, including standal one,
non- gover nnent providers, |ike Odyssey House, and then
al so through some hospital services there is a range of
wi t hdrawal and rehabilitation services and outpatient
treatment services provided through sonme hospitals. That
group of services saw about 27,000 people in 2014/15, has
a workforce of about 1,400 staff, and there is about
$147 mllion in treatnment services. | also have a figure
for prevention, which is about $33 nillion worth of

prograns related to prevention in al cohol and drugs.

MR MOSHI NSKY: Goi ng back, the pilot unit was |ocated within

the clinical nmental health part of that structure?

M5 BEAGLEY: That's right. That's the part of the systemthat

deals with people the nost acutely unwell and are
seriously ill. That's the psychiatry conponent, | guess,

of the service system It was the concern about people
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wi th addi ctions and intoxication accessing nental health
services that originally people who were - particularly
clinical |eaders who were concerned about providing care

began to rai se sone proposals for changing the system

MR MOSHI NSKY: Then what happened next after that initial

pilot?

M5 BEAGLEY: The departnent then, following a - the departnent

t hen worked across the drug and nental health areas, which
are now conbined in the departnent but at the tine were
not, to fund four teans and extend those teans to have
out posts or like a hub and a spoke nodel, | guess, in the
rural areas to ensure that there were workers in rura
areas linked to a base team So four teans were then
funded, again in the clinical nmental health setting, but
with an expanded role to support the delivery of care by
the regular clinical nental health system and the
non- gover nnent system and to nmake |inks and appropriate
referral pathways and connections with the al cohol and
drugs system

Those services were not expected to see clients
as specialists. They were expected to create the
envi ronment where people presenting with both nental
i1l ness and drug and al cohol problens were appropriately
supported, cane into the system where they were

appropriately cared for.

MR MOSHI NSKY:  Then after the period when there were the four

teans, was there a further phase of the rollout?

M5 BEAGLEY: Yes. So there has been - prograns been extended

over tinme. So renmenber we are still in the early 2000s
here. The program has been extended over tine to ensure

that different parts of the clinical sector, the
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residential rehab program housing services, Aboriginal
services and youth services delivering both mental health
and drug and al cohol care were appropriately skilled to do
Sso.

The first eval uation was undertaken by Turning
Point in 2004, a result of which was that an education and
training unit was funded to extend the nore formalised
training and create sonme links with the broader tertiary
sector and the statewide cluster training that's provided
t hrough the departnent.

There was al so an introduction of reciprocal
rotations nodel, which was where services woul d
be - individual providers or individual - the drug and
al cohol workers or mental health workers were offered the
opportunity to rotate into the other service system work
as part of the other service system and have on-the-j ob,
if you like, training and placenent.

The third conponent was to strengthen addiction
psychiatri st prograns so that psychiatrists who were
trained primarily obviously in nental illness and nental
health treatnment were al so provided wth additional
support to understand the role of addiction both in
assessnment and in treatnment nodels, because in the
clinical sector the psychiatrists are the clinical |eaders
and set the standards of care.

There was also at that time - I"mjunping in
here, but also at that tine a broad key direction policy
was devel oped by the departnent, in consultation with a
then mnisterial advisory council, to broaden the policy
framework and underline to both the nental health and the

al cohol and drug service systens, all three areas, that
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dual diagnosis in people living both with nmental illness
and with an addiction were core business for both sectors,
that there was a requirenent that services would work in
an infornmed way, that they would deliver and devel op
services that referenced both and understood the
conplexity that people brought with them when they brought
bot h di agnoses.

The departnent entered into an agreenent with the
Commonweal th, a partnership agreenent, in 2009. It was a
honel essness partnershi p agreenent, but a conponent of it
was sone funding to outpost youth dual diagnosis
clinicians into honel essness services to join up the
connecti on between drug and al cohol, nmental illness and
homel essness, and to provi de some on-the-ground support
for and education and secondary consultation to
honel essness providers around that.

There was a further extensive evaluation then
undertaken in 2010, which was to - it was 10 years into
the initiative at that stage. Qut of that evaluation a
range of other devel opnents have evol ved.

| guess the point to nmake about this program has
been that it's been devel oped over a long tine. It's been
eval uated every five years so far. |It's been responsive.
The service delivery, the funding nodels and the |evers
that are used to deliver change have been responsive to
the evaluations, | guess, and to what we are |earning as
we go. It would be fair to say that the evaluation in
2010 confirnmed that the work that had been undertaken the
previ ous decade had really changed the way that people
were assessing and identifying nental illness behind an

addiction and the role that an addiction m ght be playing
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in a nmental health condition.

There was a second stage, which is obviously
that, once you have nmade an assessnment and a needs
assessnent and understand what's goi ng on, you al so need
to be able to then plan treatnent, and that references
both sets of conplexities, and often these peopl e have
ot her conplexities, as | said before, as well -
honel essness and social isolation and various other
chal l enging situations, including famly viol ence.

MR MOSHI NSKY: By 2010 had the Dual D agnosis Initiative been
rolled out to all three of the sectors that you referred
to earlier?

M5 BEAGLEY: Yes, it had. So the investnent was sitting in the
clinical sector, which - the workforce in the clinical
sector are highly qualified occupational therapists,
psychol ogi sts, social workers and nurses along with the
medi cal teans. Those dual diagnosis teans had been
functioning for sonme tine. They had the rural
counterparts who worked as part of the team and they had
a range of services or catchnents that they were obliged
to provide services to, support and secondary consultation
and training to, and catchnments where they were working
across the partnerships and across the silos between the
non- gover nnent nental health services and the drug and
al cohol services.

MR MOSHI NSKY: Is the way the program works that the workers in
one specialty, be it nmental health or al cohol and drugs,
are able to provide treatnment for sort of both needs, or
is there still referral to the other service?

M5 BEAGLEY: It absolutely needs to be capacity to refer to the

ot her service. Wat we were originally wanting to see as
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a service sector was that, if sonebody presented, we were
not screening people out, if you like, on the basis of
their diagnosis, say, froma nental health service, on the
basis of their diagnosis of an addiction or their
intoxication at the tine that they presented for an
assessnent. So the inportant bit was the open door, and
we began to tal k about it being no wong door, that there
was no wrong door for people to walk into if they had a
m x of issues that included nental illness and drug and
al cohol problens.

So as part of the needs assessnent and the
clinical assessments of risk and illnesses and the
addi ctions that there may be a particular tinme when
sonmeone perhaps in a nental health service needs a period
of withdrawal or needs a period of rehabilitation, in
whi ch case they would be referred for those particul ar
treatnents, specialist treatnents, in alcohol and drug
service system but we would be expecting that all of
our - after the investnment and the program of workforce
devel opnent that has been going on for many years, that
both sets of services would be able to recogni se and treat

at least initially both diagnoses.

MR MOSHI NSKY: The education and training unit that was set up

for a period, ultimately what's happened with that?

M5 BEAGLEY: U tinmately we have been seeking in the |ast five

years through our workforce devel opnment prograns and
general service devel opnent and service inprovenent
programnms, and descriptions of our service expectations,
that it is an expectation of every nmental health service

that it is capable of delivering care to people with

addi ctions and nental illnesses, and that every drug and
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al cohol service is capable of understandi ng, recognising
and dealing with people with nmental health probl ens.

So over tine the capability of working across
both of those has becone an expectation in the service
delivery. It's an expectation of services when they
tender to deliver new and expanded prograns, and it's an
expectation that the workforce is capable. Many of the
progranms for providing additional input, if you are in one
of those streans, is through the regul ar training
environment now. So we didn't see the need to continue to
fund a separate workforce training unit because services
were either devel oping their own capabilities and core
conpetencies or they were being represented through the

TAFE and hi gher education areas.

MR MOSHI NSKY: Can | ask you to reflect on what sone of the

keys to the success of the program have been? From what
you have said and fromthe evaluations, it appears to have
been very successful. What are sonme of the key reasons

why it's had that success?

M5 BEAGLEY: Thank you. | think the original program was about

provi ding workers with particular capability and
under st andi ng who were part of the core team- to push the
core teamto change their practices, to challenge their

vi ews about what was possible and to give them sone tools
for - so right fromthe tel ephone call and the first
assessnent in an energency departnent or in someone's hone
when they are in crisis, to nove away from sayi ng,

"I can't do an assessnent. The person is intoxicated,"

to, "No, we can do an assessnment and we do need to build
sonme engagenent and we do need to understand what's

happening with this person now' - very basic wal ki ng
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al ongsi de people and creating - perhaps not unlike the
previ ous panel, who were speaki ng about working al ongsi de
each other and | earning fromeach other along that way.

So having experts who then continue to skil
thensel ves up in the conplexity that is a dual diagnosis
has been really inportant. G oups of people have becone
specialists in the area and they have becone advi sers and
chanpions for this work. So that's the first part.

The second part was that the three sectors were
all working wth very conpl ex people and knew t hat nost of
t he people they were seeing had real challenges across
both sets of issues. So providing themw th a framework
was both inportant and probably a bit of a relief because
it was providing themwith a way forward to deal with sone
real conplexity and concern, and eagerness to do the right
thing and to provide clients with the very best care,
whi ch wasn't possi bl e before.

| guess the third el enent was that as the system
has evol ved, and as we have recogni sed n | estones al ong
the way in delivering the program of care and change
| guess and reform across the system we have been able to
be fairly agile about where we focus funding and how we
enbed it into practice and require services to nove from
| earning into core business, and that's been a really
i nportant process, including providing policy, franeworks

t hat oblige services to work in this way.

MR MOSHI NSKY: One of the things you nentioned briefly was

chanpions. Could I invite you to expand on that and the

role of chanpions in this type of project?

M5 BEAGLEY: | guess that people who are working in the human

services field or in any endeavour are keen to do the very
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best, and there has been a range of |leaders in the sector
in each of the sectors that | have spoken about, so in the
drug and al cohol sector and in the non-governnent sector
and in the clinical sector, who have taken these issues
around conplexity and the dual diagnosis program have
devel oped sone research, have devel oped service nodels and
tools, have attenpted to engage and pull down the silos
for referrals and so on, and provided additional training
and support so that the inpetus is not |ost and the
nmotivation is not |lost to continue to change and grow.

| guess the departnment has been in a position to
support some of that |eadership fromthe sector. It is a
devol ved governance structure that | |ook after, so the
governnent doesn't deliver these services. They are
funded and managed as a system nanager by the departnent.
But there's been sone real flexibility in being able to
apply fundi ng nodels and respond to innovation in an area
that's been really very challenging for the service

syst em

MR MOSHI NSKY: Were there any chal |l enges that you experienced

al ong the way with the Dual Diagnosis Initiative?

M5 BEAGLEY: Yes.
MR MOSHI NSKY: Wbuld you be able to refer to sonme of those?

MS BEAGLEY: There's been sone i nnovations that have been

trialled and not worked as well as we thought they woul d.
One of those was the reciprocal rotations, which was the

i dea where sonmeone from one sector would work in another
sector and then cone back and bring the expertise back
into the group. That didn't work as well as we woul d have
liked or inmagined that it would. Partly that was because

peopl e saw how ot her sectors worked and stayed, applied
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for jobs and stayed. Partly it was because people were
anxi ous about noving, so we didn't have a big uptake of
that. So we ceased those reciprocal rotations and used
that funding for other components of the program That's
an exanpl e.

| guess the other challenge is to work across
silos when we fund and deliver services in silos. Soit's
a real challenge to pull those down. That required sone
real targeted | eadership, and probably the education
training unit in its time provided sonme excellent support
in providing services - education services that targeted
each particular area. Rather than a universal program
applied to everybody, there was targeted, "Wat does the
al cohol and drug sector need to know about nental health,
and what does the nental health sector need to know about

al cohol and drugs," and targeted training.

MR MOSHI NSKY: Were there cultural barriers between the sectors

that were a chall enge for the progranf

MS BEAGLEY: Yes, there were service and cultural barriers,

| would say. So the drug and al cohol sector is a sector
t hat understands the benefit in building engagenent with
i ndividual clients so that they are able to - so that the
sector can respond qui ckly when soneone is notivated for
changes or that they can conme back - a sort of "easy out,
easy back" kind of program of engagenent with clients.

The nmental health sector has been less able to do
t hat because of the service system nodel where there's
been a sort of intensive drive for assessnment and
treatnment and discharge, and it's a very high - people
aren't, |I'msure, very aware of the sort of high demand in

the clinical nental health sector in particular and in the
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non- governnent sector. So it's been a very different
nodel .

However, both service sectors have been engagi ng
with the idea of recovery as a key treatnment aim But
recovery has had a particular set of issues and cul tural
i ssues in alcohol and drug services which have been nore
focused on harmreduction, reducing harmand limting
harm The mental health sector has been nore focused on
recovery journeys and supporting people to achi eve what
they want to achieve.

There are cultural differences in how they get
pl ayed out, how you provide treatnment and how you respond
to when peopl e have made comm tnents, for exanple, in
their al cohol and drug plan that are hard for themto live
with and how that inpacts on their capacity to, for
exanpl e, keep appoi ntnents and so on. The different ways
that the service systens have devel oped have neant that
under st andi ng the needs of someone with a dual diagnosis

has had i nmpact on both sectors in how they deliver care.

MR MOSHI NSKY: Looki ng back on the program now, are there

t hi ngs that perhaps you woul d have done differently if you

had your time again or not?

M5 BEAGLEY: | think that reviewng is a good thing, and

| think there are always ways that you can devel op the
program We are keen to see it develop in response

to - always to energi ng understandi ng of what people's
needs are and what hel ps them and what doesn't help them
There are sonme real challenges in understanding what is
the clinical research and evidence for treating addictions
when they are natched with nental health problems. |If we

had it again that would be an armthat | would be
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interesting in seeing, is the devel opnent of some nore
research and evi dence buil ding of what is hel pful when
people are in that dual diagnosis franmeworKk.

Having said that, there is quite a | ot of
research that's been undertaken, which | have referenced,
by sone researchers in the United States, M nkoff and
Cline, who talk quite a | ot about the fact that what we
are looking at here is conplexity, people with conplexity
and people who need very careful, thoughtful assessnent
and treatnent planning that addresses all aspects. All of
those things are chall enges that every sector faces, in

fact, not just the nental health and drug treatnent

sector.

MR MOSHI NSKY: | just want to briefly then ask you about famly
violence. | appreciate that's not your area of
responsibility or expertise, but | just want to invite you

if you have any comments on the potential for rolling out
a simlar nodel to include famly violence capability, the
capability to deal with famly viol ence issues both with
peopl e who are experiencing famly viol ence or using
famly violence, using violence against famly nmenbers.

Do you have any observations about the potential to adopt

a simlar franmework?

M5 BEAGLEY: What's a standout in the Dual Diagnosis Initiative

was that it recognised that all parts of the system needed
particularly targeted prograns of work devel opnent and
that it wasn't about one sector needed to know nore about
it than the other sector, that it was about - that it was
everybody's business. So the drug treatnent services
needed to understand nental health prograns and deliver

mental health inforned drug treatnent, and |ikew se nental
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heal t h.

So in ternms of a key learning - it's not ny area
of expertise, famly violence, but the nmental health and
drug sectors are absolutely in the forefront of needing to
under stand and work better with people who are victins or
perpetrators of famly violence, and | would see that
bei ng an obligation back through with the famly viol ence
organi sations as well in terns of their understandi ng of
the inmpact of the addictions and the nental health issues
that are either a part of the famly violence or a

sequel ae to themto famly violence issues.

It's not just about referral, | guess is what |'m
saying. |It's not just about knowi ng who to refer to and
when. It's also about being able to change practice in

your own business in order to deliver an integrated
service to sonebody who has a range of those issues.

MR MOSHI NSKY: | take it fromwhat you are saying you see
potential for the application of this approach to include
famly violence sort of capability?

M5 BEAGLEY: Absolutely, yes.

MR MOSHI NSKY: Are there any observati ons you would make to the
Commi ssi on about perhaps inportant things to keep in mnd
based on the experience with the Dual D agnosis Initiative
if one were contenplating adopting the same type of
approach to include famly violence capability?

M5 BEAGLEY: | think that there needs to be a recognition that,
if you are wanting to create reform or workforce
devel opnent, each sector is involved in that planning and
the review and the nonitoring of that, that it's not
i nposed on one or other sector; that the governnent takes

cl ear | eadershi p about what's expected, like in the way
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that we were able to do with the key directions work,
which was to say to services, "This is an obligation and
expectation of how you deliver services,"” and there was

t hen sone | everage applied through the contracting
mechani sns to ensure that services were signing up to dual
di agnosi s franmeworks.

So | guess that would be sonmething that | woul d
advise: if there was a broad workforce framework, that
there woul d be governnent | eadership, that there would be
noni t ori ng and ongoi ng support, that there would be sone
di fferent approaches according to what the cul tural needs
were of the organisation and that they would be
sufficiently agile to evolve or develop over tine in
response to eval uations and the effectiveness of those

prograns.

MR MOSHI NSKY: Thank you. Do the Conm ssioners have any

questions for Ms Beagl ey?

COWM SSI ONER NEAVE: | just wanted to ask whether you had

reflected on the possibility of putting family violence in
there with your dual diagnosis, because one way to
approach this is to say this is a very useful nopdel which
we could apply to famly viol ence and, say, drugs, alcohol
and nental illness. Another way to look at it would be to
say we really need famly violence in there in the m x of
what's already there. | wondered if you had reflected on

t hat .

M5 BEAGLEY: We had certainly reflected on that and also in a

broader way on how we m ght build the discourse of trauma
into the work that people are doing so that they are not
asking, "What's wong with you"; they are asking, "What

happened to you?" That includes that sort of crossover of
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child sexual assault and people living with |ong-term
trauma who are presenting to nental health services and
drug and al cohol services in particular. So we have
certainly been thinking about ways to expand that.

MR MOSHI NSKY: |If there are no further questions, could
Ms Beagl ey pl ease be excused. Thanks.

COWM SSI ONER NEAVE: Thank you very nuch, Ms Beagl ey.

<(THE W TNESS W THDREW

M5 ELLYARD: The final panel is Comm ssioner O ark and
Conm ssi oner Jenkins. | wll ask themboth to come into
t he wi tness box and be sworn.

<BELI NDA ROSE CLARK, sworn and exam ned:

<KATE M CHELLE JENKI NS, sworn and exam ned:

M5 ELLYARD: My | start with you, Conm ssioner Jenkins. Could
you summari se, please, your present role and
responsibilities and your professional background?

COWM SSI ONER JENKINS:  I'mcurrently the Victorian Equal
OQpportunity and Human Ri ghts Comm ssioner. | have roles
and functions under three pieces of legislation - the
Vi ctorian Equal Qpportunity Act, the Racial and Reli gi ous
Tol erance Act and the Charter of Human Ri ghts and
Responsibilities - and | have been in this role for two
years. Prior to that | was an enploynent |awer
specialising in the area of equal opportunity and human
rights.

M5 ELLYARD: Conm ssioner Cark, can | ask you the sane
guestion: your present role and what it involves and your
pr of essi onal background?

COWM SSI ONER CLARK: My current role is the Conm ssioner for
the Victorian Public Sector Comm ssion, a role which

| have held since April 2014. That role primarily is
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defined under the Public Adm nistration Act, which
requi res the Conm ssion to advocate and maintain for the
integrity and professionalismof the public sector, and
al so contribute to the efficiency and effectiveness of the
public sector

Prior to this role | held various public sector
roles in New Zeal and over a long period of tinme. | was
Secretary of Justice for 10 years, and then after that
| was the Chief Executive of the Tertiary Education
Comm ssion, which is a funding body, and | have had sone
time in private | egal practice as well.

M5 ELLYARD: You have made a statenent to the Conmmission that's
dated 9 COctober 2015. Are the contents of that statenent
true and correct?

COW SSI ONER CLARK: Yes, they are.

M5 ELLYARD: The focus of this afternoon's session is on
wor kf orce diversity. Perhaps | could start firstly with
you, Conmi ssioner Jenkins. Wiy is diversity a good thing?
Is it an end in itself or is it a neans to an end?

COW SSI ONER JENKI NS: Mbst organisations that are really
nmovi ng towards the idea of better workforce diversity are
doing it for a good reason, although in some ways |ots of
people will say it's just the right thing to do in terns
of a comunity. But the prinmary reasons that are the
drivers for a better workforce diversity are to better
nmeet the needs of the custoners or clients, to attract
froma broader pool of talent, to get better governance or
organi sational skills, and then the last one is to neet
the |l egal obligations not to discrimnate, so to nmake sure
you are not excluding, either directly or indirectly,

di ver se workers.
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M5 ELLYARD: From your observation or the work of the

Commi ssion, what is it that |leads there to be an absence
of diversity? Wy does diversity not naturally occur in a

di verse comunity?

COW SSI ONER JENKINS: W have a long history and the ways a

| ot of our organisations have evol ved over tinme have been
based on a sort of single way of operating, often

descri bed as hetro-mal e operations. That's a broad
generalisation, though. D fferent industries have
attracted different workforces. So it really varies
across the community and the different workforces.

The point we are at in time, though, is to
realise that that history neans that w thout sone change,
sonme disruptive initiatives, we will continue to get |ack
of diversity in sonme workforces, and the recognition now
is that that neans you m ss out on a whole |ot of benefits

and sonetines you are causing harm

M5 ELLYARD: Can | turn to you, Conm ssioner Clark. 1Is

ensuring the diversity of the Public Service part of your

function?

COW SSI ONER CLARK: Not in a specific sense, but there are

several sort of roles and functions that we have in the
Conmi ssion that touch on it fromdifferent angles. One is
fromthe human rights angle in that one of the val ues of
the public sector is to uphold the human rights charter
and one of those is freedomfromdiscrimnation and equa
opportunity.

We have also got a role in collecting data which
gi ves you a picture of the workforce conmposition and how
that is at any given tine. So that's sort of a nonitoring

role. W' ve also got a role in assisting departnents and
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agencies with issues around capability dependent on our
resources. So there are several sort of aspects to it.
Anot her thing | should nmention is one of the
public sector values is responsiveness. W want a public
sector that's responsive. So diversity is quite inportant
here so that when the clients of governnent services have
different and diverse needs that public sector is actually

able to respond in an appropriate way to those sectors.

M5 ELLYARD: So when we speak about diversity, and perhaps

Il will invite each of you to speak about this, are we
referring to the diversity of the person delivering the
service or are we referring to the service being delivered
in a way that takes into account the diversity of the

service recipients?

COW SSI ONER JENKINS:  |If | go back to your first question, it

strikes me that in the famly violence sector the business
case for diversity is the ability to deliver better
services to our diverse community. So that means nore
tail ored approaches, nore approachabl e, inproved
communi cati on, better understanding of different cultures
and different experiences.

That can work both ways. So, in terns of |ooking
at delivering that service to a diverse custoner base, the
two ways that are really obvious is, one, you would
upskill the current workforce no matter what their
background to be nore capable of responding to whatever
the needs of the client are; and, two, naturally a nore
di verse wor kforce would be able to bring those extra
skills wi thout having to necessarily train soneone on what
the |ived experience would be I|iKke.

So in ny view the aimwould be sort of a twofold
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approach: one, if you want a nore diverse workforce you
woul d need to | ook at recruitnment/retention; but, two,
that skill devel opnment, so skills and training for the
current workforce.

M5 ELLYARD: Comm ssioner Clark, fromyour perspective, you
have said you don't | ook at diversity specifically, but is
part of the concern of the Public Service to be reflective
of the comrunity or nerely to serve the conmunity in ways
that the community requires?

COMM SSI ONER CLARK: | think I would probably see those two
things as quite closely connected. |In order to be
responsive there at the very | east would need to be
evident in the wider public sector the experiences and
perspectives froma diverse range of groups. So | think
it's on two levels. You would Iike to have a public
sector that's as reflective of the cormmunity it is serving
as possible. It's both business sense, as Conm ssi oner
Jenkins said, but it also cones under the equity issues.

Then | think you should also try to conpl enent
nunbers of people fromdifferent groups with an overal
general capability whereby people are able to nove in
communities that may be different to their own or they are
able to give policy advice which can reflect and
i ncorporate those perspectives. So you sort of want both,
| think - both the makeup or conposition to be simlarly
reflective, but in addition for public servants in general
to be skilled at dealing with and engagi ng neani ngful ly
wi th a whol e diverse range of stakehol ders.

M5 ELLYARD: You nentioned that part of your function is to
collect data. Wat's the workforce about which you are

collecting data? How large is it and where is it?
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COW SSI ONER CLARK: It's very large. It's the whole public

sector workforce as defined under the Act, which is about
270,000 people. | have to say there's sonme limtations to
that data, which we are currently |ooking at, particularly
froma diversity point of view It's a very devolved
systemin Victoria. So agencies collect their own data,
and we collect that and report on that at a metadata

basi s.

One of the issues is that our systemtakes
payrol |l data, and that will cover age, gender and
Aboriginal status, but it won't cover a |ot of other
information that actually agencies are collecting quite
often around ethnic origins, different |anguage groups and
So on. So to sone extent we are m ssing sone of the
ri chness of the data, and we have been consci ous of that
for a while and are | ooking at ways to inprove that.

The workforce data collection is the data that we
get fromorganisations' payrolls. So that's one stream
We al so have anot her stream of data, which we get fromthe
Peopl e Matter Survey. That is optional as opposed to the
wor kf orce data, which everyone supplies to us. That is
usual |y done annually. W have about a 33 per cent
participation rate. One of the problenms with the data is
shown up by the fact that the two different sets conpared
sonetimes will give quite different answers. | think it's
t he workforce data says sonething |ike we have a
0.4 per cent Aboriginal workforce, whereas the People
Matter data it's one per cent, because they are quite
different cohorts. So there are things we could do to
i nprove that data collection which would hel p us have a

better picture of what actually is the anmount of diversity
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in the public sector workforce.

M5 ELLYARD: The Conm ssion has heard a fair bit of evidence

about the fact that many front-line services involved with
famly violence are paid for by governnent but they are
not governnent enpl oyees; they are enpl oyees of

non- gover nnent al agenci es who have entered into
contractual arrangenments. Do you have any
responsibilities or powers in relation to that workforce -

gover nnment paid but not governnent enpl oyed?

COW SSI ONER CLARK:  No, we don't. So that would require

| egi sl ati ve change to obtain that data from say, |oca

gover nment or NGGs.

M5 ELLYARD: If it were to be thought that there was a need to

try and conduct sone overall nmeasurenent of the nature of
the famly violence workforce and their attributes,

whet her for diversity reasons or otherw se, with an
appropriate |egislative change, what el se m ght be
required in terns of resourcing to enable your

organisation to add that task to what it already does?

COW SSI ONER CLARK: The advice | have is that it's relatively

doable. It's not a big expense. It would obviously be
some resource inplications - if we were collecting a |ot
nore data, then we would need a certain nunber of

anal ysts. But | don't think the changes are insuperable
froman IT point of view You are probably just talking
about person hours and anal yst hours, and potentially sone
ot her people involved in training as to what we woul d need

in ternms of consistent datasets and so on.

M5 ELLYARD: Can | turn back to you, Conm ssioner Jenkins, but

perhaps invite your comment as well, Conmm ssioner C ark.

You nentioned, Conmm ssioner Jenkins, that there are
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certain entrenched positions that nean that positive
change or positive attenpts to change need to occur if
diversity in workforces is to be increased. Wat are sone

of the ways in which that can occur?

COW SSI ONER JENKINS:  If | think about the particular

chal l enge facing this Comm ssion, certainly the
wor kf orce - so you are saying the data is not being
collected. It's also a very sort of underresourced sector
and the idea, | know you will be thinking - the idea of
t hese organisations thinking that they have to collect and
report on sonething else would add to already stretched
servi ces.

So ny sense about what could be done with the
i nfl uence of government is to ask for nore diversity,
per haps | ook at nechanisns to report but also fromwthin
governnent to support a workforce diversity strategy.
| don't think these disparate organisations would have the
skills or capability to do that. A central governnent
agency perhaps within DPC, the Wonen and Equality Unit,
for exanple, with the right skills and funding could put
together sort of a workforce strategy that woul d | ook at
things like recruitnment/retention. It would particularly
audit the conposition of the workforce. It would then
| ook at the barriers. So those are the things that really
is the starting to understand why particul ar people are
attracted to workforces and particul ar people are not
surviving, |ooking at upskilling.

So nmy thinking in what it would involve is it
woul d i nvol ve under standi ng the conposition, understanding
the barriers, and then devel oping a strategy that woul d be

usual |y about recruitnment but then retention and what are
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t he wor kpl ace cultures that you need to keep peopl e.

So within large organisations that is howit is
done. It's no |longer seen as a policy, you know, "W are
going to say what we are going to do. W are going to do
a bit of training. Everyone is going to run through a day
of training once every three years, and we are going to
have some conpl aints procedures so people can cone and
conplain.” That hasn't achi eved the change.

So nowit's sort of really going off the back of
a lot of the VicHealth thinking about primary prevention.
It is what are the nultiple mutually reinforcing steps
that you need to put in place, but in the famly violence
sector | think if you want to achi eve that change
governnent could both require it but also would need to

provi de the expertise and resource.

M5 ELLYARD: This analysis is assumng that there is an absence

of diversity at the nonent in the specialist workforce.
From your perspective at the Comm ssion, do you have any
view on whether there is at | east a perception that there

is a lack of diversity?

COMM SSI ONER JENKINS:  You tal ked before about have you got a

role - | think you asked Conm ssioner Clark - in
diversity. W do have statutory roles to inprove or

achi eve substantive equality and hunman rights; so com ng
fromthat perspective. W haven't done a targeted piece
of work in the famly violence workforce sector. \at

| know is really what | have heard fromfollowing this
Royal Conmmi ssion, and | do hear anecdotally, particularly
fromwonen with disabilities and wonen in CALD
comunities, that they don't feel the response perhaps is

tailored to their needs.
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The work | have done sort of related to the
gender equality issues that cone out in the famly
vi ol ence area are nore at the large organisation end of
scale that's often working on gender equality across

different settings but particularly across workforces.

M5 ELLYARD: Conm ssioner O ark, did you have any perspective

fromyour point of viewto the extent that a particul ar
part of the departnent or part of the sector mght wish to
increase the representation of people fromdifferent
backgrounds, for exanple, the ways in which that m ght be
done and the role that your organisation has in resourcing

or supporting that work?

COWM SSI ONER CLARK: There is no sort of sector-w de program or

set of policies. So | know of sone individual initiatives
and prograns that are undertaken. W at the VPC, for
exanpl e, have a graduate recruitnment program W have a
separate pathway for Aboriginal recruits in that, and we
are also just establishing a unit to | ook at Abori gi nal
appoi nt mrent across the whole public sector. Then you have
the Koori enploynent initiatives in the Departnent of
Justice, which are pretty well devel oped and have a very
good reputation. Then DHHS has got a specific program
around people with disabilities, and there would be others
as well. But there is no sort of overarching program or
poli cy.

As | said, we have quite a devol ved system here
where responsibilities are at the departnental or agency
| evel. So we could undoubtedly have a role to play within
t hat devol ved system though. | think there's a coupl e of
areas in which we could contribute.

Can | just go back to data for a nonent, just
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pi cki ng up something that was said before. W talked

bef ore about technical barriers to data, sort of IT
systens and data integrity and so on. That's one issue.
There i s another issue which we becane aware of when we
were | ooking at how we could i nprove our own response
rates to the data that we collect, and that is people not
wanting to declare. So, in addition to actually making
sure the technol ogi cal and capital requirenments were
there, we would need | think to have an engagenent wth
the different communities to gain their trust, because |I'm
not sure as to why they would want to give us that data in

the first place.

M5 ELLYARD: Wy soneone would wi sh to disclose on a People

Matter formthat they have a disability or that they
identify as a particular sexuality or whatever it m ght

be?

COW SSI ONER CLARK: That's right, yes. | think there is sone

ground that would have to be made up there. So there is
the technical issues, but there is other sort of trust and
confidence issues.

Then noving to what could be done, | think we
could work with departnments to - on a nunber of |evels we
coul d design - co-design with departnents strategies for
what they want if they were going to target a particul ar
wor kf orce, whether it was court staff or teachers or
what ever.

We could certainly assist also in research for
what's best practice. W could |ook at other
jurisdictions or places perhaps where they have been
successful or nmore successful in having a diverse

wor kf orce and | ook at how they did that. So there's those
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sorts of contributions that can be nade, given the fact we

are quite a snmall organi sation.

M5 ELLYARD: Can | turn back to you, Conm ssioner Jenkins. One

of the issues perhaps raised in the famly viol ence

wor kforce i s the gendered nature or the perception that
certain kinds of work wwthin famly violence response
needs to be done by people of a particular gender, nost
particularly that wonen need to be the ones responding to
femal e victins. There are of course provisions under the
Equal Opportunity Act that nmake it perm ssible for

organi sations to select on the basis of particul ar
attributes. But | wonder what reflections you have on the
extent to which it is appropriate perhaps in the md- to
long termto continue with assunptions about particul ar

ki nds of work being gendered in a particular way?

COMM SSI ONER JENKINS:  There traditionally have been exenptions

sought to allow fam |y violence service providers to
enpl oy only wonen that have been granted. | think nost
recently there was one, CGeorgina Martina. That was in
2012. That really accepted the contention that there was
a risk to people's safety and security, or at least a
sense of that, the service provision. So an exenption was
granted to allow all male workforces in a wonen's refuge.
In ternms of considering about the question of
gender - so | agree. Because of the research on the
gendered nature and the suggestion that it's gender
inequality that's causing these issues, the question would
really start in terns of service provision with a focus on
the safety and security of the clients and the custoners.
That doesn't nean that every client would require

t hat . But on the research at the nonent it seens to
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suggest that a |lot of wonen are very fearful even having
in their sort of safe place a nan. That doesn't renove
the possibility of nmen working in a whole range of areas,
i ncluding primary prevention and nore broadly.

So it doesn't exclude non-violent supportive nen
being involved with the sector. But at the nonent, just
based on the research, you would want to be satisfied that
the clients would not have fears and that it doesn't
reverse the good nonentum we are getting from exposing
this issue and havi ng wonen conme forward, that wonen start
feeling reluctant to come forward.

So, again, using the human rights approach, we
woul d say right to life, right to protection from cruel
i nhumane and degrading treatnent, and right to famlies
and children, you would put that first, and if you were
satisfied that there would be no concern then there's no
reason why you wouldn't open it to a broader workforce.
But, whilst it's not my area of expertise, it seens |ike
that is one of the attributes that has been recogni sed as
one of the attributes in the context of the harm

suffered - - -

M5 ELLYARD: Do you nmean that so long as it could be identified

that it was inportant, if not crucial, to the service
reci pient receiving a service and being willing to access
it that they be able to get it froma wonan, it would
continue to be appropriate to limt the workforce to

wonen?

COWM SSI ONER JENKINS:  Yes, that's sinply right. The speci al

measur es provi sions under the Equal Opportunity Act really
are about achieving substantive equality for a group, and

the view has been to date at |l east that the equality of
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the group is I ooking at the wonmen who are using the
service and there has been evidence produced saying that
they are nore likely to cone forward and are nore assi sted
by wonen. So that's been the basis of the exenptions to

dat e.

M5 ELLYARD: How does that sit with the experiences in other

sectors that there's been sone historical truisns,

| suppose, about certain sectors being male and certain
sectors being fenmale and a general view that over tine

t hose kinds of perceptions are not appropriate or cease to
be appropriate? Can you see a tinme at which it m ght be
possi ble to not need to conceive of famly viol ence
responses as bei ng gendered, wonen for wonmen and nen for

nmen?

COW SSI ONER JENKINS: | hope for a tinme when that's not -

| know this Royal Conm ssion is about trying to elimnate
famly violence. So | hope that nore broadly the gendered
nature of it would not keep com ng up. | also hope and am
wor ki ng very hard for a nore gender equal community

general ly.

As a general comrent, |ooking at the workforce
nore broadly, part of the inequality that we experience is
wonen tend to be in caring professions that are at | ower
pay rate and nen tend to dom nant sort of engineering,
merchant banking. So in ternms of just a pure financial
basis | think it would hel p our whole community if nore
men were attracted to caring professions and public
service and nore wonmen got opportunities in sonme of those
hi gher paid professions. W wll know we have reached
equal ity then.

So | see in future that m ght be the case.
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Certainly even now there's certainly opportunities for nmen
to be involved with this sector. But | understand from
what I"'mtold that in sone services the thought of that

creates fear in the mnds of the victins.

M5 ELLYARD: What about victins who have another attribute that

m ght be protected under the Act, whether they have a
disability, they are froma non-English speaking
background, they identify as gay or |esbian or
transsexual ? To what extent should there be an
expectation that each particular cohort gets a speciali st
response that neets not only their gender status but also
the other particular features that mght in their mnds be

contributing to their victimstatus?

COW SSI ONER JENKINS: Part of ny response to that is |I think

there is a role for both mai nstream services and, based on
specific additional barriers by certain groups, sone
speci al i st services. So ny belief is there should be
mai nstream servi ces that are equi pped to be responsive to
what ever the needs are in whatever the | ocation.

| think over tinme we have seen that sone of the
speci ali st services can give additional assistance and you
can build that specific expertise. So | think there's a
need for both: the mainstreamservice to be nore skilled
at serving a diverse conmunity and then speciali st
services, like in anything else, where if it would assi st

you you use a specialist service.

M5 ELLYARD: Can | ask you about a different topic. One of the

big issues that this Conm ssion is going to grapple with
is the question of how conmmunity attitudes can be shifted
about fam |y violence and about violence nore generally.

From the work that the Conm ssion does on comunity
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attitudes in relation to a whole range of things, whether
it be sexuality or race or gender, are there any | earnings
or insights that you could offer the Comm ssion about what
wor ks, things to avoid, a philosophy that m ght guide

attitudi nal change about such significant issues?

COVMM SSI ONER JENKI NS: In the tinme that | have been at the

Commi ssion for two years - | was a |l awer for 20 years
trying to hel p organi sations get better at equal
opportunity and, sadly, the progress was not nearly as
fast as | had hoped in that period. A lot of the work we
are now doing is really changing our frame of thinking,
not referencing the laws as they are witten which really
are focused on setting sone rules and then requiring
basically the victins to enforce the | aws; so in essence
to require the bravery of a person to determ ne the whole
systemis work. So that has been, though, with well
intentioned - we set the policies, we tell everyone how to
behave and then we expect people to conplain if sonething
goes wong and at their own peril, really. That was how
we were thinking.

In terms of the new thinking, which at the
Commi ssion is very informed by sone of the VicHealth
t hi nki ng, we are recognising that you need to stop
t hi nki ng about how your organi sation |ooks in ternms of
reputation. |If you believe there are benefits of a
di verse workforce then you recogni se the drivers behind
inequality, whether it is gender or otherwise. So if
| look at gender inequality and then you realise that that
is not something that just conmes from one nmanager or one
organi sation, that you recognise that there is a

multi-layer, there are individuals, there are teans, there
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are managers, there are organisations and there are
community attitudes, schools that are all feeding that
community attitude, and we know the conmmunity attitudes on
vi ol ence agai nst wonen, particularly in younger peopl e,
are alarmng and surprising, | think.

So the work at the Commi ssion we are doing is
saying, "W do want to change everybody, but we can't. So
what are the key settings for change?" So the work we are
doing - while we haven't pinned these down - the key
settings are workplaces for us, sport, media and school s,
really. Those are places that we feel that they are key
pl aces for change. A lot of the work we are doing - so we
have the mal e chanpi ons for change group. That group in
Victoria has the AFL CEQ, the head of Australia Post, head
of the Public Service, a whole range of sectors. They are
wor king within their organisations but al so we have asked
themto consider how they can influence community
attitudes nore broadly.

So | guess our experience has been that, whil st
individually they don't think they can change comunity
attitudes, actually those four places really do and can
change what the normis and what's viewed as acceptabl e.
So giving a really sinple exanple, because | was just this
norning at Australia Post's launch of their gender action
pl an, they sponsor the Stawell Gft. Up until this year
the Stawell G ft paid $60,000 for the male wi nner and
$6, 000 for the woman. So Australia Post has gone in and
said, "No, they should be the sane.” It mght seema |ong
way from what we are tal king about today, but it tells you
how wonmen and nen have been valued. So the sense for us

is that those organisations need to | ook internally but
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al so need to | ook externally.

M5 ELLYARD: Comm ssioner Clark, can | turn to you. You

i ndi cated that part of your role is to uphold the
integrity of the Public Service. Fromyour perspective
are there large pieces of work that you have had to do on
identifying or shifting attitudes or upskilling a |arge
wor kforce in a particular way fromwhich you would draw
any concl usi ons about how you engage in the |large-scale
wor k of changi ng peopl e's expectations or attitudes about

sonet hi ng?

COW SSI ONER CLARK: | wouldn't say |large-scale, but we are

actual l'y thinking about this type of problemin another
cont ext which m ght have sone rel evance, and that's around
integrity issues. Wat we have found is that, given
there's been quite a fewintegrity breaches in the
Victorian public sector recently and we are quite often
involved in review ng sone of those organisations or
i nstances, know edge of the principles and the codes of
conduct is quite high. So it is not a problem of
promul gati on or understanding of the issues. There's
sonet hing el se going on which is sone gap between
under st andi ng what the code of conduct is and what the
val ues are, but sonmehow thinking it doesn't apply to
oneself or in a particular situation.

| have to say we don't know the answer to this
probl em but we have been thinking about it and thinking
can we |look a bit nore innovatively than we have been. W
have sort of been concentrating on giving edicts, if you
like. W are statutorily required to do that, but that's
not getting us where we need to get, and do we need to

| ook at sone other disciplines |ike behavioural insights
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or sonmething to see how does soneone absorb an idea rather
than just read it and think it doesn't apply?

So I"'mjust listening to the conversation
t hi nki ng sonet hi ng perhaps could conme out of that as well.
DPC actually have a unit at the nonent dedicated to
progressi ng work on behavioural insights, | think nore
ainmed at this stage at the policy settings. But you could
apply it to any sort of major program of change or reform
This m ght be an ideal subject of it. You were saying how
could we assist in this. | was thinking you would have to
engage, first of all, with the comunities that you wanted
to be responsive to to understand their framework and the
prismthrough which they see things, and then sort of a
| ot of translating work sonetines going on or bringing
peopl e together to then sort of co-design sonething that
IS responsive to the group.

| said before that sonetines there's a barrier to
- sorry, I"mjust diverging on to another point here, but
sonmetines there's a problemgetting people to declare an
aspect of diversity because they are worried about what's
going to happen to it and their privacy and are they
conprom sed or going to be under pressure in sone way.

But | think there's another chall enge as wel
which is how do we engage sonme communities in wanting to
be in the Public Service and wanting to be in these
hel pi ng and caring professions. Fromny point of view,
| don't think we have grappled with that either. So we
are not sonehow making it accessible enough or attractive
enough that we are attracting people in. So what's the
recrui tnment challenge? How do we bring people in? Once

they are in, is it a safe place for then? Are the
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supports there? 1Is the induction right? 1s there career
devel opnent and planning? Are there | eaders skilled at

| eading a diverse workforce? There are quite a few
different aspects to it. Again | think we will have to be
nmore wide-ranging in looking at tools to address this,
because these are fundanental changes in the way we have

been organi sing oursel ves.

COW SSI ONER NEAVE: Can | have a foll owup question on that.

It's always struck nme that we don't take advantage in
Australia or in Victoria very nuch of the fact that we
have a | arge nunber of people in our comunity who are

bi I i ngual and who have conpetence in nore than one
culture. | do wonder whether that m ght be sonething that
coul d be taken up within the Public Service because there
are enornous benefits for the community as a whole to have
people with a range of ethnicities and | anguage skills and
so on, and yet sonehow that doesn't seemto be wei ghted,
as far as | can observe, terribly favourably. 1 don't
know whet her you have given any consideration to that

i ssue.

COMWM SSI ONER CLARK:  Fromnenory | think in the People Mtter

Survey 21 per cent of the respondents had cone froma
background where English wasn't the main | anguage spoken.
That's quite a snall sanple, | grant you. But it |ooks

li ke there's a reasonabl e nunber of people with diverse

I i nguistic backgrounds. But it doesn't answer your point
about are we then utilising that. It |looks at first blush
like there is no sort of access problem but | don't think

we are optim sing that experience.

COWM SSI ONER NEAVE: The New Zeal and experience is people with

a Maori background seemto be nuch nore prom nent in
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public life. 1t's just an observation; | may be quite
wong. | just wonder why we are not capitalising on what

| see as an enornous advant age.

COWMWM SSI ONER CLARK: |If | could speak to the New Zeal and

experience. That canme about | think fromvery consci ous
efforts that were quite controversial at the tine they
wer e nooted that have becone the norm so people forget.
But there was a | ot of debate about whether there should
be quotas, for exanple, whether there be quotas by another
name. The fact that Maori is an official |anguage hel ps
because it has enabl ed the public sector to nake

that - it's not nmandatory to learn it, but a |ot nore
peopl e have the opportunity to learn it and there's

provi sion and encouragenent. So all of these things have
contributed, as you say, to a situation today which is

heal t hy conpared to, say, 20 years ago.

M5 ELLYARD: Conmmi ssioner Jenkins, can | ask you anot her
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guesti on about diversity, thinking about the workforce
becom ng nore representative of people from non-English
speaking or culturally diverse backgrounds. W had sone
evi dence earlier today about the historical context in
which the famly viol ence workforce arose. That context,
it was agreed, was the fem nist wonen's rights novenent
whi ch began in the '70s and '80s to try and nount a
response to the famly violence that wonen were
experiencing. It mght be thought that that historical
context mi ght continue to influence the way in which the
role is perceived and the kind of people who m ght think,
"That's a job | can do." | wonder whether you have any
reflections on whether you think that's right and how,

fromyour observation, it's possible to start to encourage
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peopl e who don't ook Iike the workforce has al ways | ooked

to think of it as a workforce that m ght suit them

COWMM SSI ONER JENKINS: That challenge exists in a | ot of

wor kforces. So it happens in reverse as well in nmale
dom nat ed wor kforces and the challenge to get wonen in.
So the practice has been to sort of try and get one or
maybe do a Noah's Ark and get a couple of each in. The
reality is, particularly when you talk to sone of the
people, it's hard work to be the only one.

So sone of the nore radical thinking now where
you are | ooking at getting a diverse workforce is to | ook
at recruiting five people, not one, and don't sort of nake
t he one person feel like the whole weight of the world is
on their shoul ders.

| think that we are at a nonent in tinme where
| think the understanding certainly of the people in the
sector are very driven by neeting the needs of clients.

If the finding is certain clients are not comng to those
services, | would expect there would be an openness to

| ook at what are the capabilities in a current nodern
wor kf orce that we need. So in the past | suspect there
wasn't a rush for people to join the workforce; in those
70 stories that | hear are really very nuch wonen taking
on sonmething that others weren't prepared to.

But when | listen to this conversation if the
viewis to neet the needs of the clients we need different
skills and we need experience in different cultures,

di fferent | anguages, then that should start being part of
the capability set that we are recruiting for and we are
vocal |y tal king about.

| think the other challenge in any workforce
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that's now wel |l known about is sonething called honophily,
which is that idea that you will naturally think the
person who | ooks Iike you and sounds |ike you, you wl|l
see themas the nore tal ented one because you are
naturally attracted to soneone |like you. |If there is
better transparency about - this would be part of a
recruitment strategy - what are the capabilities that we
need and be nore targeted towards different backgrounds or
different experiences, then | think you would get nore
peopl e appl ying and nore peopl e being successful in
getting roles. If the workforce | ooks one way then it
will require, as you said in New Zeal and, a really focused
attention to change that course. It's not going to

i nevitably happen.

M5 ELLYARD: Just on that issue, and | think we have spoken

about this perhaps to sone extent already, when we think
about making the workforce nore diverse so as to respond
to the needs of clients, at the nonent the fam |y viol ence
wor kf orce does respond to wonen fromculturally and
l'inguistically diverse backgrounds to sone extent and it
partly does that through the existence of a particular

mul ticul tural agency which creates - and this isn't a
criticism- the services and the nulticultural service.
Can | invite you to speak a bit nore about whether in
maki ng the workforce nore diverse you run the risk of
conpartnental i sing so that there's people from non-English
speaki ng backgrounds who work for non-English speaking
background clients and the services that already existed

that respond to the so-called traditional client base.

COWMM SSI ONER JENKINS: | don't necessarily think that naturally

follows, that if you had an |Indian worker they would have
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to always be dealing with an Indian client. | don't think
that's necessarily desirable or what you would be aimng
for. But over tinme | think that if people get nore
accustonmed to comng to agencies - if | circle back

| tal ked about neeting the needs of clients. But
| also do think in the war for talent, good people, it is
illogical that we are not trying to grab people from
across the conmmunity, and | also think a diverse workforce
by and | arge creates nore innovation, has better
governance. So if you put all those together it is not
true in diverse workforces that it all gets segnented in
that way. |If there is a tenptation for that, then
organi sations need to understand if you are a mai nstream
organi sation you are providing the service nore broadly

but you can tailor as you need to.

M5 ELLYARD: You nentioned earlier the inposition that would be

pl aced on a nunber of quite small agencies if they were
required to start reporting or acting actively on

di versity issues when they are already so stretched and
t he Conm ssion has heard rel atively underfunded. Wat
woul d you see as being the role of governnent in
resourcing or supporting any diversity initiative in the

famly viol ence space?

COWMWM SSI ONER JENKINS: | think that's crucial. Personally

| think, whilst it's a very spread out sector, the issues
that we are tal king about by and |large are simlar in a
singl e sector and that governnment would not just be

provi ding noney but in fact expertise. |[If you could have
a central spot within governnent that would actually
devel op the strategies, provide the tools, guidelines and

really give the support, perhaps skills and training, that

.DTI:MB/ TB 13/10/15 3544 CLARK/ JENKI NS XN

Royal

Conmi ssi on BY Ms ELLYARD



© 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

will be a very efficient way to assist the sector and al so
a supportive way because if the reality is we are going to
get better outcones then it would be a great investnent.
So just thinking about this would be the idea of
a central point in governnent that devel ops a broad
wor kf orce diversity strategy, perhaps even broader than
this sector, but certainly tailored to this sector to
provi de the support, and then organi sati ons need to access
that support. So that's how | would see it, which is both

resources but it's also the expertise.

M5 ELLYARD: Did the Comm ssioners have any questions?

COWM SSI ONER NEAVE: Wul d your organi sation be a suitable one

to do that task? It's a bit out of the mainstream for the

sorts of things that you have done in the past.

COW SSI ONER JENKINS: | haven't given that thought, but

certainly in terns of sonme of the skills and expertise the
Commi ssi on m ght know we are doing a project at the nonent
that we have been engaged in frompolice. So Victoria
Police have engaged us to do really a three-year project,
but a one-year project to really cone up for themw th an
action plan that involved research on the drivers, the
barriers. So probably a simlar piece of work. That work
will conme up with a very clear strategy that they are to
implenment. So |I guess thinking while I'mtal king we woul d
have the skills and expertise. W would, as would any
gover nnent agency, need the funding. But we would
definitely, and I think it would fall within our statutory

remt to do that.

COWM SSI ONER NEAVE: A followup question. Are there any

exanpl es of service contracts where the governnment has

required that there be sone attenpt to, for exanple, nake
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your workforce nore bilingual or nore bicultural? Most of
the services that are specialist famly viol ence services
are funded through contracts to provide particul ar

services. Do you see any difficulty in saying, "Well, we
will fund you, but we will fund you on the basis that you

hire some people to do this work with that set of skills"?

COWM SSI ONER JENKINS: O f the top of ny head, | don't know.

But it seens conpletely |ogical that government could set
those specifications inits contract as it does with any
other contract that it engages. | know that governnent
has traditionally set requirements for corporates about
their equitable briefing of barristers, which is
interesting. That had incredible success of imediately
changi ng, partly because it was a requirenment, partly
because then organi sations need to record. It drew
attention to sonmething that perhaps they unintentionally
were doi ng. From ny background I know that. It affected
me in ny professional career. | don't see why governnent
couldn't do it, and perhaps they already do. But | guess
my concern about this sector is that you al so provi de sone

support behi nd what that | ooks I|iKke.

COWM SSI ONER NEAVE:  Thank you.

DEPUTY COWM SSI ONER FAULKNER: | think your earlier evidence

said that the specialist famly violence sector has an

exenption under the Victorian | egislation.

COW SSI ONER JENKINS: So the way the aws work now - it used

to be the legislation neant that you could go and apply
for an exenption. So lots of the famly violence and |lots
of services that dealt with sexual assault would apply for
an exenption to let themdiscrimnate.

In the 2010 anendnents there was i ntroduced a
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particul ar provision that al so exists under the Sex

Di scrimnation Act which is about special neasures. So
it's a provision that says if you are taking an action to
rectify sort of substantive inequality, provided you neet
a fewcriteria, and one of themis that it would hel p and
it is proportionate and it is reasonable in the

ci rcunstances, that you can discrimnate on that
particul ar basis.

So what's happened in practice is sone of these
services can just justify that discrimnating in - so
exanples mght be famly violence. The Wnen's Fam |y
Vi ol ence Legal Service can use that exception. So the |aw
has worked to say, "Rather than have you all run off to
VCAT and get an exception, we recognise that if there is
substantive inequality and you are trying to fix it, you
are not trying to do anything nore than that, and it is
proportionate and it's reasonably likely to help fix the
problem™ you don't have to cone to us; the law will allow

you to do that.

DEPUTY COWM SSI ONER FAULKNER: Have there been exanpl es of

organi sations - | think about the police, for exanple.
You were tal king earlier that wonmen would prefer to go to

a famly violence service that is gendered in its

staffing. | think wonen possibly prefer to see
policewonen as well. Is there any history of that sort of
action?

COW SSI ONER JENKINS:  Yes, very common. So lots of the

excepti ons have been used. There's also requests to see
t he sane sex of doctor for particular religious reasons.
So there have been those. They are usually granted.

| can provide to the Conm ssion sone evidence on the
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exenptions that have been granted and the rationale given

on why it believes it is justified.

COW SSI ONER NEAVE: One of the issues that's arisen in that

context has related to the policy of sonme refuges to say
t hat boys over the age of 12 can't be admtted, and al so
one of the issues that's been raised with us is that
soneti nes transgender people have not been admitted to
ref uges because they have not been wonen. | don't know
whet her you have had to grapple with any of those issues.
They are very conplex issues. | wondered whet her you had

any views to express on either of those.

COVM SSI ONER JENKI NS: I would want to consi der those, but

t hose are genui ne concerns. Particularly | know
transgender people have struggled in this area and the
preconcei ved views on what they are entitled to.
Simlarly with the older boys. In terns of how the | aw
wor ks, certainly the Human Ri ghts Charter and al so the
Equal Opportunity Act, it is quite often a bal ancing act
in determining what's the line in terns of what are the
rights of the people there versus - so prinma facie to
exclude a boy over 12 might be discrimnation. Wuld a
speci al neasures provision apply? Maybe not. So you
woul d go through sone thinking. That organisation would
really need to get clarity on that before they took that
position. If they did, then | guess you would hope that
there's proper and appropriate services available to them
But that makes it difficult if they are trying to be with

t heir nother, for exanple.

COWM SSI ONER NEAVE: The difficulty with the special neasures

provision is that it doesn't really give you nuch gui dance

in those sorts of situations because you are bal ancing
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conpeti ng consi derations.

COW SSI ONER JENKINS: That's right. |'m happy to think
t hrough those two questions, but that's the sort of
guestions that come to the Comm ssion where we woul d think
that through and talk that through w thout them needing to
go for external |egal advice and give our view on where
that type of situation would fit. But that is very much
the challenge. | listen to that and | can see conpletely
the harmthat could be caused on both sides with those
scenari os.

COWM SSI ONER NEAVE: Thank you.

M5 ELLYARD: |f there are no further questions | ask that the
Conmmi ssi oners be excused with our thanks and note that's
the end of the evidence today.

COW SSI ONER NEAVE: Thank you very nuch i ndeed.
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