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D&A Drug and alcohol 
CS Community Services 
DV Domestic violence 
ED Emergency Department 
IPV Intimate Partner Violence1 

NSW New South Wales 
Negative screen !̻ χ̻͕Άϣ͑ ͂ϭ ̣̻̤͂ ͂͟ ϔ̟͂͟ ͕ϕ͑ϣϣ̢̻̻̕ ͐ͺϣ̢͕̻͕͂͟ 
Positive screen !̻ χ̻͕Άϣ͑ ͂ϭ ̣Όϣ͕̤ ͂͟ ϣ̢ther screening question 

1 The term intimate partner violence is gaining increasing use internationally to denote abuse by a partner and is 
used interchangeably with the term domestic violence in this report. 
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Executive Summary 

Background 

The World Health Organization has documented the serious long term health effects of 
domestic violence (DV), 1 which affects one in four adult women and has an annual incidence of 
8%.2-3 Routine screening for domestic violence was introduced as part of state-wide policy for 
domestic violence in NSW Health services in 2003. The policy requires that standardised 
questions are asked of all women who attend public antenatal, early childhood, and women 
aged over 16 years who attend mental health and Drug and alcohol (D&A) services, at the first 
point of presentation. Annual data since 2003, finds that 5.6%-7% of all women screened, 
report abuse. 

Evaluative study 

An evaluative study undertaken by the School of Public Health and Community Medicine at the 
University of NSW has been conducted in four antenatal, five D&A services and one mental 
health service in South Eastern Sydney Illawarra and Central Coast Northern Sydney Area 
Health Services. The study was funded by the Primary Health and Community Partnerships 
Branch of the NSW Department of Health and the Australian Research Council. It comprised 
surveys with both women who screened positive for abuse, as well as a sample who screened 
negative. It also included in-depth interviews with women screened positive and focus groups 
with a sample of health workers who implement the screening questions in NSW Health 
services. 

Overall 

The study found that the NSW Health DV screening policy is strongly established, with a 
sustained screening rate that is higher than that found in many similar programs 
̢̻͟ϣ̻͑χ̢̻͂͟χ̴̴Ό̝ ̩̟ϣ ͎͑͂͑̕χ̺ ̢̻ϕ͑ϣχ͕ϣ͕ Ά̱͂͑ϣ͕̠͑ ͑ϣ̢͕͎̻͕͂΅ϣ̻ϣ͕͕ ͂͟ χ̻ϟ χΆχ͑ϣ̻ϣ͕͕ ͂ϭ D̸ χ͕ χ 
problem. 

Screening operates as a complex intervention by assisting women who are screened in diverse 
ways, that include provision of opportunities for first disclosure, provision of information about 
abuse, and after six months, evidence of increased awareness about abuse and reduced abuse 
as well as reduced isolation and being prompted to evaluate the situation. 

Other groups are potentially also assisted by screening, including women who have not 
experienced abuse, for whom there was evidence of attitude change, those who received the 
card from women who had participated in the screening program, and women who elect not to 

UNSW Medicine 7 
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disclose abuse at the point of screening but nonetheless receive information about DV through 
the screening process. 

Key findings 

Women screened positive for abuse (ie. said yes to either screening question): 
23% (22/120) were disclosing the abuse to any person for the first time. 

81% (55/68) of those who recalled being given written information at the point of screening 
read it and 16% (11/68) of those who received the written information talked about it with or 
gave it to another person. 

43% (51/120) were referred to another service in response to disclosing abuse. 

47% (53/114) of women who screened positive reported increased awareness /changed 
attitudes towards domestic violence after screening. 

θθ% ̴͕̻͑͂̕͟Ό χ͑̕ϣϣϟ ̢͕΋ ̺̻̟͕͂͟ χϭ͟ϣ͑ ͕ϕ͑ϣϣ̢̻̻̕ ̟͟χ͟ χϔͺ͕ϣ χϭϭϣϕ͕͟ χ Ά̺͂χ̻̠͕ ̟ϣχ̴̟͟ ̓ϭ̺͑͂ 
reported 51% at screening). 

81% strongly agreed six months after screening that it is a good idea for health workers to ask 
about abuse (from reported 62% at the point of screening). 

There was a statistically significant decline in the proportion of women reporting that they had 
experienced current abuse six months after screening (22/62) compared to recalled current 
levels of abuse at the time of screening (62/114). 

Seven women (7/119) (6%) reported adverse consequences. One reported further abuse 
ϭ̴̴͂͂Ά̢̻̕ ̟͟ϣ ͂ϭϭϣ̻ϟϣ̠͕͑ ϟ̢͕ϕ͂΅ϣ͑Ό ̟͟χ͟ ͕̟ϣ ̟χϟ ϟ̢͕ϕ̴͕͂ϣϟ̚ ̟͟ϣ ͑ϣ̺χ̢̻ϟϣ͑ ͑ϣ͎͂͑͟ϣϟ ̻ϣ̕χ̢͟΅ϣ 
emotional reactions. 

34% (41/120) reported that they derived specific useful effects from screening ̹ most 
commonly being prompted to evaluate their situation and reduced isolation. Three women said 
the abuse had ended as a result of screening. 

Women screened negative for abuse: (ie. said no to both screening questions): 
There was almost no difference in the proportion of negatively screened women who recalled 
receiving the information card, compared to the positive group (55% (133/241) and who 
reported reading the card (104/133), however they were significantly less likely to have 
discussed the card with, or given it to another person 5% (7/133). 

14% (34/240) of the women who screened negative ϭ͂͑ χϔͺ͕ϣ ̟χϟ ̢̕΅ϣ̻ ̢̣̻͟ϣ̢̻̻͂͟χ̴ ϭχ̴͕ϣ 
̻ϣ̕χ̢͟΅ϣ̤ ͑ϣ͕͎̻͕͂ϣ͕̝ 
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The main reasons given for not disclosing were that women considered the abuse to be 
insufficiently serious and fear of detection by the abuser. Similar proportions of the women 
Ά̟͂ ̕χ΅ϣ ̢̣̻͟ϣ̢̻̻͂͟χ̴ ϭχ̴͕ϣ ̻ϣ̕χ̢͟΅ϣ̤ ͑ϣ͕͎̻͕͂ϣ͕ ͑ϣ͎͂͑͟ϣϟ ͺ͕ϣϭͺ̴ χ̻ϟ χϟ΅ϣ͕͑ϣ ϣϭϭϣϕ͕͟ ϭ̺͑͂ 
screening as those who gave positive screening responses. 

The negative screened group were less likely to report increased awareness /changed attitudes 
in relation to abuse (22%; 50/231) than the positive screened group. 

Experience of screening and impact: Results from interviews with abused women 
W̺͂ϣ̻̠͕ ̢͕͟ͺχ̢̻͕͂͟ Άϣ͑ϣ ϕ̴̺͎͂ϣ΋ χ̻ϟ ̻͂͟ ͑ϣχϟ̴̢Ό ϟϣ͕ϕ̢͑ϔϣϟ χ͕ ̢̣̻̤ ͂͑ ̣͂ͺ̣͟ of abuse. 

Women disclosed their abuse after making active judgments about safety in three different 
domains: from the abuser, from shame and from losing control. 

Women with previous experiences of police, courts or child protection services and particularly 
those women who had continued to experience ongoing harassment after relationships ended, 
were less likely to report benefits from screening. 

For others, the experience of screening shaped their constructions of abuse, giving name to it, 
re-connecting with others through the care and back up offered by health workers and 
connecting to narratives of competence. These impacts tie to elements identified by 
psychiatrist Judith Herman as key to recovery from trauma.4 

Health workers’ views 
Screening for DV is facilitated by brief scripted questions embedded into assessment schedules, 
training, and access to referral services. 

Sustained practice has been reinforced, by ϭχ̴̢̢̺χ̢͑͟Ό χ̻ϟ Ά̺͂ϣ̻̠͕ favourable reactions to 
being asked. 

Remaining barriers to implementing screening include: lack of privacy̠ tensions about limited 
confidentiality, and frustration when women remain unsafe. 

Screening adds to the complexity of work, but is well accepted by workers and increases 
responsiveness to DV through i) heightened alertness to DV, ii) enhanced understanding of the 
links between DV and specific health problems, iii)a greater sense of providing comprehensive 
care when DV is addressed and increased capacity to make appropriate referrals for women 
experiencing DV. 

On-site social work services play an important role as referral services, providing back-up to 
workers particularly in areas where rates of DV are higher. 

. 
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Section 1: Introduction & Methodology 

1.1 Background to Project 

Domestic violence has been described as a health problem for women that is “four times more 
common than breast cancer, [which] spills over to children and incurs health costs twice the 
norm” 5 (p.447). A state-wide policy to routinely screen women for domestic violence and so 
address this problem, was introduced in NSW Health services in 2003, specifically public 
antenatal, mental health, drug & alcohol and infant health services.6 

The policy was introduced to improve identification of and responsiveness to domestic 
violence, drawing on emerging Australian research that established the extent of this problem. 
This included a community study of over 6000 women which found that one in four women, 
who had been in relationships, had experienced DV as adults. 7 In a study of 3000 women 
attending general practitioners, the same proportion reported an experience of partner abuse 
within the previous year 8. A second important rationale was growing evidence of the serious 
health effects caused by DV, exemplified by the World Health Organization report which found 
that being the target of violence puts women at increased risk of depression, suicide attempts, 
chronic pain syndromes, psychosomatic disorders, injury, gastro-intestinal disorders and 
reproductive health consequences. 9 A final reason was the knowledge that despite increased 
health needs and service use, abuse remained under-identified by health services with only 
27% of women who had experienced abuse being found to have told their health provider. 8 

This literature informed the policy discussion paper,10 screening protocol11 and state-wide 
policy for DV. 6 

Under the NSW Health definition, domestic violence comprises “violent, abusive or intimidating 
behaviour carried out by an adult against a partner or former partner to control and dominate 

Section 1:Introduction and Methodology 10 
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that person” 6 and is now widely accepted as affecting one on four adult women in their 
lifetime, with an incidence of 8%.2-3 Domestic violence is also recognised as contributing 
significantly to health costs, calculated in 2004 to result in health costs of $314m annually in 
Australia12 and to comprise the lead burden of disease in women aged 15-44 years.13 

Routine screening has been introduced in many health settings in the United States, Canada, 
New Zealand, and parts of the United Kingdom. 14-19 The lead was taken by health care 
organizations in the United States with the American Medical Association guidelines on partner 
violence, issued in 1992 stating: 

“domestic violence and its medical and psychiatric sequelae are sufficiently prevalent to 
justify routine screening of all women patients in emergency, paediatric, pre natal and 
mental health settings.”20 

Routine screening, defined here as asking all adult female patients standardized questions 
about DV at presentations to designated health services, has been adopted in many health 
settings. 

This is the first evaluative study of the program to be undertaken and addressed the following 
questions: 

1 What proportion of women use screening to disclose abuse for the first time or elect 
not to disclose abuse they are experiencing? 

2 What changes to abuse-related attitudes did women who screened positive OR 
negative for abuse, report six months later? 

3 Among women who screened positive for abuse, what were reported: 

~changes to the level of abuse
 
~useful or adverse effects
 
~services used or other actions taken in relation to the abuse, six months later?
 

4 Among women who screened positive, what facilitated disclosure of abuse and what 
effects and meaning did they attribute to the experience, six months later? 

5 What factors enabled or limited health workers capacity and willingness to undertake 
screening and does implementation of the policy influence their practice? 

The NSW Health DV screening program 

Screening by health services was initially introduced by NSW Health in 2001. Under the NSW 
Health Policy and Procedures for Identifying and Responding to Domestic Violence (2003), its 
use was directed with presenting female patients in public antenatal, early childhood, mental 
health and Drug and alcohol (D&A) services. A written protocol directs the process, which is 
undertaken face to face by the regular health care provider. The questions and explanatory pre­
amble appear in Box 1. 

Section 1:Introduction and Methodology 11 
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Box 1 NSW Health Domestic violence screening preamble and questions 
EXPLAIN:
 
~ In this health service we ask all women the same questions about violence at home.
 
~ This is because violence in the home is very common and can be serious and we want to improve our response to
 
women experiencing domestic violence
 
͚̿͂ͺ ϟ̻̠͂͟ ̟χ΅ϣ ͂͟ χ̻͕Άϣ͑ ̟͟ϣ ͐ͺϣ̢͕̻͕͂͟ ̢ϭ Ό͂ͺ ϟ̻̠͂͟ Άχ̻͟ ͂͟ 
~What you say will remain confidential to the health service except where you give us information that indicates 
there are serious safety concerns for you or your children 

ASK: 

Q1 Within the last year have you been hit, slapped or hurt in other ways □ YES □ NO 

by your partner or ex-partner? 

Q.2 Are you frightened of your partner or ex-partner? □ YES □ NO 

If the woman answers NO to both questions, give the information card to her and say: 
Here is some information that we give to all women about domestic violence. 

If the woman answers YES to either or both questions continue to Questions 3 & 4 

Q3 Are you safe to go home when you leave here? □ YES □ NO 

Q4 Would you like some assistance with this? □ YES □ NO 

Under the protocol, services must follow up any cases where abuse is identified with two 
ϭͺ̟͑͟ϣ͑ ͐ͺϣ̢͕̻͕͂͟ χϔ͂ͺ͟ ̢̺̺ϣϟ̢χ͟ϣ ̢͕̱͑ χ̻ϟ ̟͟ϣ ͎χ̢͟ϣ̻̠͕͟ desire for referral. A wallet sized 
information card is provided regardless of whether abuse is disclosed, which contains 
information about what constitutes DV and its effects, as well as options for assistance and 
safety including a 24 hour free-call telephone DV service. 11 The policy requires each screening 
service to develop a referral pathway. Referral services include non government advocacy 
services, hospital social work teams and for some antenatal services, peri-natal case managers 
who provide antenatal case management and referral to mental health and other non-
government services.21 A pilot study conducted prior to introduction of the policy found that 
95% of the pilot participants supported being asked about abuse from their partner. 22 Annual 
one month snapshots of the screening carried out since 2003, report that approximately 
12,000 women are asked the questions each month and 5.6%-7 % of women asked, say yes to 
one or both questions.21 23 The screening questions have been embedded into the antenatal 
booking in computerised assessment schedule, ObstetriX and the Mental Health Outcomes 
Assessment Tool (MH-OAT) used in mental health and some D&A services. 
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2003-2008 November data snapshots 

Year 
Eligible 
women 

Attending 
services 

Number 

Screened 

% 
Eligible 
women 

screened 

Number 
Identified 
domestic 
violence 

% 
Identified 
of those 
screened 

Women 
unsafe 
to go 
home 

Number 

Accepted 
offer of 

assistance 

2003 5,800 4,036 70% 283 7% Not 

asked 

115 

2004 10,343 7,774 75% 504 6.5% 94 358 

2005 16,290 10.090 62% 736 7.3% 217 166 

2006 17,456 11,581 66.3% 695 6% 229 180 

2007 17332 11,701 67.5% 659 5.6% 367 202 

2008 19,749 12,536 63.5% 737 5.9% 308 172 

1.2 Literature on screening for domestic violence 

To date, four systematic reviews conducted on the evidence for routine screening for DV, 
conducted since 2002 have concluded that although detection of violence is increased, there is 
a lack of evidence on the existence of effective interventions to reduce DV or for other 
beneficial outcomes. As a result the reviewers concluded that there is insufficient evidence to 
recommend routine screening for DV in health settings.14 16 18 24 They also note the lack of 
evidence on possible adverse effects from screening. 

Debate continues as to whether screening should continue while waiting for definitive 
evidence. 17 25-29 In part, the debate is fuelled by recognition that evaluating the impact of DV 
interventions generally, is hampered by many methodological barriers. 30-31 These principally 
arise from potential or perceived risks to participants. Studies with abuse victims often suffer 
from low levels of participation2 32 as well as high loss to follow-up, 33-36 and those who drop out 
may have higher abuse scores.36 A further challenge to studies on screening is the possibility of 
χ ̣͑ϣ͕ϣχ͑ϕ̟ ϣϭϭϣϕ̤͟ Ά̢̟ϕ̟ ̺χΌ ͂ϕϕͺ͑ ̟͑͂͟ͺ̟̕ ͑ϣ͎ϣχ͟ϣϟ ͐ͺϣ̢̢͕̻̻͂̕͟ χϔ͂ͺ͟ χϔͺ͕ϣ ϟͺ̢̻͑̕ ϔχ͕ϣ̴̢̻ϣ 
and repeat survey or interview.37 These challenges may have contributed to a situation where 
relatively few DV victim follow up studies have been undertaken15 26 37-39 and fewer on the 
impact of screening.14 17 

Over 33 different DV screening tools are in use 17 although one review of tools tested in 
healthcare settings concluded that none have well established psychometric properties. It 
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found that even the most common tools have been evaluated in only a small number of 
studies, and sensitivities and specificities were found to vary widely. 40 

Qualitative ͑ϣ͕ϣχ͑ϕ̟ ̟χ͕ χ̴͕͂ ̴̴̢ͺ̢̺̻χ͟ϣϟ Ά̺͂ϣ̻̠͕ ϣ΋͎ϣ̢͑ϣ̻ϕϣ͕ ͂ϭ ϟ̢͕ϕ̴̢͕̻͂̕ χϔͺ͕ϣ χ̻ϟ ͂ϭ 
screening programs. Early literature showed that abused women exercise complex decision-
making as to when and to whom DV is disclosed, and that receiving validation from a health 
provider can change the way they view their situation.32 41 Findings from subsequent studies 
found that barriers to disclosure include fear, shame, and invalidation, by having injuries 
ignored. Benefits to disclosure included realizing that abuse is a problem, decreased isolation, 
and feeling that the provider cares.42 A small number of studies havϣ ϕ̢̻͕͂ϟϣ͑ϣϟ Ά̺͂ϣ̻̠͕ 
experiences of specified screening protocols. One found that disclosure in response to 
screening was influenced by time, privacy, continuity of care and availability of resources.43 

Another found that while screening stirred up painful memories for some, it also increased 
Ά̺͂ϣ̻̠͕ ̱̻͂Ά̴ϣϟ̕ϣ ͂ϭ DV and provided welcomed opportunities to receive support.15 

̣͟ͺϟ̢ϣ͕ ̻͂ Ά̺͂ϣ̻̠͕ views indicate that most abused women who have been screened for DV in 
health settings support it.17 38-39 44-45 

Another area of research on screening has addressed implementation issues. Emergency 
Departments which widely implement screening in the United States have struggled to 
implement screening in a systematic way with screening rates being reported at the level of 13­
29 %.46-47 Two reviews of screening implementation found the main barriers to be: lack of 
training, time, and effective interventions, as well as fear of offending the patient and patient 
non-disclosure.47-48 Lack of privacy, particularly in maternity services, when family or partners 
are often present, is a further impediment.49 50 Training on its own has been found to be 
insufficient to increase and sustain screening rates.47 51 Use of specific screening questions,47 

distribution of information cards, adapted medical charts, 52 and visual prompts such as posters 
53 in combination with training, can elevate screening rates. It has also been suggested that 
system-wide strategies, such as institutional policies and support are needed to maintain strong 
practice, but these are not currently standard.27 

The findings from some of this research informed the design of the NSW Health strategy which 
appears to have benefited from the experiences in other jurisdictions. Centralized monitoring 
of the rate of screening and identification in NSW Health services occurs through an annual 
state-wide one-month snapshot. This data indicates that since 2003, 62%-75% of eligible 
patients have been screened.21 23 

Australian Responses 

In Australia the lead on implementing DV screening was taken by Queensland Health which 
began to introduce screening in antenatal services across Queensland in 1999, when a pilot in 
pre-natal clinics and emergency departments in five hospitals took place.54 The screening 
comprised six questions relating to fear, physical abuse, emotional abuse, threats, need for 
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χ̢͕͕͕͟χ̻ϕϣ χ̻ϟ ϕ̻͕͂ϣ̻͟ ͂͟ ͕ϣ̻ϟ χ ϕ͎͂Ό ͂ϭ ̟͟ϣ ̢̻ϭ̺͂͑χ̢̻͂͟ ͂͟ ̟͟ϣ ͎χ̢͟ϣ̻̠͕͟ ϟ͂ϕ̝͂͑͟ E΅χ̴ͺχ̢̻͂͟ ͂ϭ 
patient acceptability in the prenatal clinics indicated that 98% of the women screened 
supported screening. 

In 2002 screening was piloted in antenatal services and emergency departments by the 
Northern Territory Department of Health and Community Services.55 Patient support for 
screening was broad and the incidence of violence in the ED was high, at 25%. Screening is now 
being implemented across Territory maternity services.56 

In 2003, the Australian Domestic & Family Violence Clearinghouse issued a discussion paper 57 

canvassing the issue of routine screening in health services which reflected the growing debate 
about screening versus asking about violence only when the clinician has a high index of 
suspicion. The paper noted that women tend to disclose to health workers only when directly 
asked. It concluded that whether services implement routine screening or use a case finding 
approach, the important feature is supportive, respectful health professionals. 

Prevalence of DV in different health settings 

In NSW, DV screening has been implemented in antenatal, early childhood, mental health and 
D&A services. This reflects either high prevalence or risk in each of these specialty areas 
although research indicates that the rate of all physical health problems for women abused in 
the past year is approximately 60% higher than for never abused women.58 

US research has found that 25-40 % of women who attend emergency departments have a 
history of domestic violence 33 44 59-62 and that 3-14% have presented as a direct result of it.33 63 

Pregnancy is a time of high risk for domestic violence. For 20% of women who experience 
domestic violence, pregnancy is the time of onset 7 and having been pregnant is associated with 
a 230 % increase in partner violence. 64The prevalence of violence amongst pregnant women 
ranges from 3-9% during the pregnancy, increasing to 16-25% when prior violence is included. 
65-68 The importance of this period is underscored by the finding by Martin et al that absence of 
abuse before pregnancy has been found to be strongly protective against post-partum abuse.69 

A systematic review has found femicide to be a leading cause of maternal death,70 with at least 
one study finding it to be the cause of death in half of pregnant victims. 71 The effects of 
violence in pregnancy are not isolated to mothers, with infants born to women experiencing 
domestic violence in pregnancy found to have smaller birth weight and head circumference.72 

Infant birth weight 73and weight change 73-74 have also found to be directly linked to the 
̺̟͂͟ϣ̠͕͑ ϣ΋͎ϣ̢͑ϣ̻ϕϣ ͂ϭ ̢̻̻͂͂̕̕ ΅̴̢͂ϣ̻ϕϣ̝ 

Mental health services have begun to identify the very high levels of violence many of those 
patients have experienced. One Canadian study found that 49% of married female psychiatric 
patients had been assaulted by their husbands.75 Dutton et al found that victims of intimate 
partner violence have 3-5 time greater likelihood of depression, suicidality, substance abuse 
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and post-traumatic stress disorder (PTSD) than non victims with psychological abuse and 
multiple separate victimization experiences most strongly associated with PTSD.76 A meta-
analysis by Golding similarly found that abused women had significantly higher prevalence rates 
for the same illnesses.77 

Women who have substance abuse problems also experience elevated levels of abuse. One 
study reported that 72% had experienced sexual or physical assault as adults.78 Among women 
who have experienced abuse, those with more severe post-trauma symptoms are more likely to 
drink heavily79. The risks in this population are exacerbated with pregnancy, which can also 
trigger increased alcohol and illicit substance use by women experiencing violence.80-81 

1.3 Methods 

The overall study comprised four elements: (see Figure 1) 

1. Surveys with 122 women identified as experiencing domestic violence through screening b 

2. Surveys with 241 women where abuse was not identified at screening 
3. In-depth Interviews with 20 volunteers from the positive screened survey group 
4. Focus groups with staff from ten health services that participated in the study 

The ten sites were located in Northern Sydney Central Coast Health and South Eastern Sydney 
Illawarra Area Health Service (AHS), two of the AHSs delivering public health services in NSW. 
These two AHSs were selected to reflect urban and regional populations with a diversity of 

socio-economic status and language groups. Individual sites were selected on the basis of 
having a sufficient number of clients, willingness of the service to participate, and treatment 
periods typically six months or longer. Four antenatal, five substance abuse and one mental 
health service participated. Early childhood health services were not included in the study due 
to the typical short term nature of their contact with services, leading to difficulties in 
contacting women at six months. Although this situation applied also to mental health patients 
and was overcome by use of telephone surveys, it was reasoned that there was a high degree 
of cross-over between early childhood service users and antenatal patients. 

The D&A participants were predominantly opiate maintenance patients. Antenatal patients 
were recruited from midwifery outpatient clinics, and the mental health patients were 
recruited from services providing post-acute daily to weekly visits by mental health nurses for 
periods of 4-6 weeks. 

bA note on ͟ϣ̴̢̺̻͑͂͂̕Ό̜ ϱ͂͑ ̟͟ϣ ͎ͺ͎͕͑͂ϣ ͂ϭ ̢̟͕͟ ͑ϣ͎͂͑͟ ̢̢̣͎͕͂͟΅ϣ ͕ϕ͑ϣϣ̻ϣϟ̤̚ ͑ϣϭers to answering yes to either of the 
two screening questions. At times women disclose previous abuse or abuse by another person, or disclose abuse at 
a later visit to the same health service. For the purposes of the NSW Health policy and this study, this is not 
counted as a positive ͕ϕ͑ϣϣ̢̻̻̕ ͑ϣ͕͎̻͕͂ϣ ̝ ̩̟ϣ ͕χ̺ϣ χ̴̢͎͎ϣ͕ ͂͟ ̣̻ϣ̕χ̢͟΅ϣ ͕ϕ͑ϣϣ̻ϣϟ̤̚ Ά̢̟ϕ̟ ̟ϣ͑ϣ ̢͕ ͟χ̱ϣ̻ ͂͟ ̺ϣχ̻̚ 
answering no to both screening questions. 
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Figure  1:    Study  components  and  sequencing  

Participating   sites          Recruitment  and  consent      Administration  of  tools  

Antenatal 

Drug and 
alcohol 
(D&A) 

Antenatal and D&A 

Health care workers 
sought consent from 
women screened at 
the service 6 months 
previously. 

Consult 
target 
group 
and staff 
at each 
site 

Positive screened 
Self administered 
questionnaire 

Negative screened 
Self administered 
questionnaire 

In-depth   
interviews  
with  sub
group  
volunteers, 
recruited  
via  SAQ    

­

Sample 
file 
review 

Positive 
screened 
group 

Focus 
group 
with 
staff all 
sites 

Positive screened      
Re-contacted  at 6  
months, consent  
confirmed  by 
health  worker    Mental  Health    

Health  care  workers  
sought consent at 
point of  discharge for 
re  contact for  
̣χ͕͕ϣ͕͕̺ϣ̻͟ ͕ͺ͑΅ϣΌ̤   

Negative screened  
Re-contacted  at 6  
months, consent 
confirmed  by 
health  worker   Sites: ANC - St George, RNS, Wyong, Gosford 

D&A ̹ Herbert St, Sydney Rd, Kullaroo, St George, Rankin Court 
MH ̹ Gosford Home-based Treatment Team 

Telephone 
interviews 
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Survey Methods 

Female patients aged 16 to 60 years who had been screened at the participating sites and who 
answered yes to either or both of the screening questions were eligible to participate in the 
study. Four further inclusion criteria were: remaining a patient of the service for 4-9 months, 
attendance at an appointment during this follow up window, attendance at the appointment 
alone or with opportunity for health workers to offer the survey privately, and sufficient literacy 
in one of the three languages the survey was provided in (Arabic, Chinese and English). At all 
sites, screening was conducted as per usual practice and no reference was made at the time to 
participation in the study. Participants were recruited from March 2007 to July 2008 from the 
participating health services. Attempts were made to recruit all eligible positive screened 
women and negative screened women were also recruited up to an agreed site target 
(predicted number of positive screened participants). Further description of the methods and 
analysis of the surveys is found in Appendix 1. 

Interview Methods 

The interviews were conducted with women who volunteered for a paid interview via a consent 
form attached to the survey. Semi-structured interviews lasting 40 min to 1.5 hours, were held 
in consulting rooms at the health service and audio-recorded. Participants were paid $45. Safe 
strategies employed for re-contacting volunteers and further description of the methods and 
analysis of the interviews are included at Appendix 1. 

Focus Group Methods 

Focus groups were conducted with health care workers from the ten participating health 
services at the close of the survey period. All health care professionals delivering screening at 
each site were invited to participate and times were selected to maximize participation, 
although only staff rostered to work and available attended. Participants gave verbal informed 
consent to participate and sessions lasting 70-110 minutes were audio-taped and transcribed. 
The focus group sessions concluded with a presentation of the results from the surveys and 
health workers provided input into explaining some of the results. The focus groups were also 
used to triangulate the findings from the interviews. 

The findings from both the interviews and focus groups are illustrated with sample quotes of 
participants. These are representative of quotes from a wider group of respondents unless 
otherwise indicated. 

Section 1 : Introduction and Methodology 18 



   
 

       

 

 
          

         
            
           
      

 

 

 
            

          
             

           
           

  
 

          
        

 
 

 
 
 

 
 
 
 
 
 

18 August 2010 

Ethics 

The study was carried out in adherence to the World Health Organization ethical and safety 
recommendations for research on DV and the safety of respondents infused all project 
decisions.82 Ethical approval for the study was provided by the Human Research Ethics 
Committee of The University of New South Wales and those of the St George Hospital, St 
̸̢̻ϕϣ̻̠͕͟ Ϸ̢͕͎͂͟χ̴ χ̻ϟ ̟͟ϣ ̟̊͂͑͟ϣ̻͑ ̣Όϟ̻ϣΌ �ϣ̻͑͟χ̴ �͂χ͕͟ !Ϸ̣̝ 

Report structure 

The rest of this report is divided into six sections. Section 2 provides the results from surveys 
with women screened positive for abuse. Section 3 reports on survey responses from women 
who screened negative. Section 4 provides the results of the in-depth interviews with a sub­
sample of women who screened positive, Section 5 reports on findings from focus group 
discussion with health workers who undertake screening and Section 6 comprises Discussion 
and Recommendations. 

In the following two sections reporting on survey results, the denominators vary slightly due to 
the fact that the level of missing data varied across items. 

Section 1 : Introduction and Methodology 19 
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Section 2:	 Findings from surveys with women who 
screened positive for abuse 

2.1 Positive screened sample 

146 women who gave positive responses to the screening questions were approached to 
participate. 130 women agreed and completed the surveys (response rates of 88%). Data from 
eight women who had screened positive (2 substance abuse and 6 mental health participants), 
and data from 43 women who had screened negative (6 antenatal, 9 substance abuse and 27 
mental health participants) were removed from the analysis, as their responses indicated they 
did not recall the screening. Table 1 shows the key attributes of the sample. 

Section 2 : Survey results from women screened positive for abuse 20 
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Table 1: Demographics of survey sample of women screened positive for abuse 

P O S I T I V E S C R E E N E D 

Antenatal 
n (%) 

D&A 
n (%) 

Mental 
Health 
n (%) 

TOTAL 
n (%) 

Program 58 
(48%)* 

51 
(42%) 

13 
(11%) 

122 
(100%)** 

Age(years) 

17-20 6 
(10%) 

0 
(0%) 

1 
(8%) 

7 
(6%) 

21-30 28 
(48%) 

19 
(37%) 

2 
(15%) 

49 
(40%) 

31-40 21 
(36%) 

23 
(43%) 

4 
(31%) 

47 
(39%) 

41-50 3 
(5%) 

10 
(18%) 

4 
(31%) 

16 
(13%) 

51 ̹ 60 0 
(0%) 

1 
(2%) 

2 
(15%) 

3 
(3%) 

Language 16 
(28%) 

3 
(6%) 

0 
(0%) 

19 
(16%) other than 

English 
Indigenous 3 

(5%) 
12 
(24%) 

0 
(0%) 

15 
(12%) 

*Percentages are as a proportion of sample size for each program.
 
** Percentages in totals column are the proportion of that variable in the whole sample
 

Although across the state more antenatal patients are screened than women using D&A or 
mental health services, which reflects thi size of the different programs, the number of women 
who screen positive for abuse in each of the three programs is approximately equal. This occurs 
because a higher proportion of D&A (21%) and mental health (16%) service users give positive 
responses to the screening questions than antenatal patients (3.4%)23 Annual snapshot data 
suggests that 170-180 women give positive screening responses from each program per 
month.21 Mental health patients are therefore under-represented in this sample. 

The largest age group were those 21-30 years. Antenatal participants tended to be younger and 
mental health participants older than the others. Women who spoke a language other than 
English at home comprised 15% of the sample compared to 26% of women in NSW.83 Greek, 
Arabic and Tongan were the most common of the 14 languages spoken. The non-English 
speakers were predominantly users of the antenatal services. Twelve percent of the sample 
identified as having an indigenous heritage compared to the state population of 2.3%.84 
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Table 2 displays the demographic characteristics of all female patients in the three programs for 
the purposes of comparison with this study sample. 

Table 2: Demographics and screening results for total female client populations 

Antenatal D&A Mental Health 2 

Number DV + screens 
per month1 

177 182 172 

% of total DV+ 
identified in NSW 
Health services 

25.4% 26.18% 24.7% 

Age groups 
17-20 
21-30 
31-40 
41-50 
51+ 

Data from antenatal 
and Drug and alcohol 
databases not 
available as at 
23/3/09) 

6% 
21% 
24% 
19% 
30% 

Indigenous 5.4% 

Language other than 
English 

12% 

1 Source: 2006 NSW Department of Health Snapshot:
 
2 Source: HIE Datamart NSW Health, InforMH ̹ Female clients 2007/08
 

2.2 Disclosure of abuse 

Prior asking and disclosing 

Fifty six percent (67/120) of the women who had screened positive reported that this was the 
first time they had been asked at a health service about being hurt by a partner. Perhaps more 
importantly, 23% (27/120) of the positive group reported that the screening was the first time 
they had told anyone about being hurt by their partner. The estimates from the multi-variable 
logistic model of variables predictive of first disclosure are shown in Table 2. There was no 
apparent association between program type or demographic characteristics, and first time of 
disclosure. The odds ratio for first time of being asked in a health service about abuse, may 
suggest that asking by health services promotes first time disclosure, however this result was 
not significant. 

Table 3: Logistic regression predicting first disclosure of abuse at screening for DV 

Section 2 : Survey results from women screened positive for abuse 22 
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Variable Odds Ratio 95% Confidence 
Interval 

P values 

Program 0.27* 

Antenatal 1 

D&A 1.5 0.7 ̹ 5.4 0.21 

Mental health 0.6 0.1 ̹ 3.5 0.57 

Indigenous 0.7 0.2 ̹ 3.1 0.66 

Language other than English 0.7 

0.9 

2.4 

0.2 ̹ 2.9 

0.3 ̹ 2.2 

0.9 ̹ 6.4 

0.61 

0.74 

0.08 

spoken at home 

!ge ≤ 30 years 

First time asked about abuse in 
a health service 
*Overall p value for program
 

Of the 85/120 women who had told others about the DV prior to the screening,
 
71% (57/85) had told a family member; 59% (50/85) had told friends or neighbours; 48% 

(41/85) police; 40% (34/85) a health professional. Seven percent (8/120) could not recall
 
whether screening was the first time of disclosing.
 

2.3 Use of information and referrals 

Access to and use of information 

Fifty six percent (68/121) of the positive screened group recalled receiving the NSW Health 
routine screening information card (Table 4). At none of the sites did 100% of respondents 
report being given the card. The range of positive response to this question by sites was 25%­
75%. The survey design does not differentiate between those who were not offered from those 
who were offered the card but declined to take it. Of the positive screen group who recalled 
receiving the information card, 81% (55/68) reported that they had read it. As well as reading 
the card, 16% (11/68) gave it to, or talked about it with, another person. 
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Table 4: Use of information card by women screened positive for abuse 

Use of card Antenatal D&A Mental 
Health 

Total 

Given card 
(n=122 missing=1)) 

35 (61.4%) 28 (54.9%) 5 (38.5%) 68 (56.2%) 

Read card 
(n=68 missing =0) 

29 (82.8%)* 23 (82.2%) 3 (60%) 55 (80.9%) 

Talked about/ gave card to 
other (n=68: missing = 0) 

4 (11.4%)* 5 (17.9%) 2 (40%) 11 (16.2%) 

*As a percentage of those who recalled receiving the card 

Referral and uptake of services 

Forty three percent of the positive group (51/120) reported being referred to a service as a 
result of the screening (Table 5). Referral to a service was in addition to provision of the 
information card to women and usually occurred when women answered yes to the adjunctive 
screening question asked when a positive response to either of the first questions is given. As 
part of the implementation of the program, each service established appropriate internal or 
external services to which women could be referred, should further assistance be wanted or 
required. Additionally some incidents may require reports to police or Community Services. 

A smaller proportion actually attended the services (35%; 43/120). The services most commonly 
attended were: social workers attached to the clinic (15%; 18/122); police (9%; 11/122); and 
domestic violence services (8%; 10/122). It appears that where internal services were available, 
these were used, , otherwise referrals were made to external agencies such as police. Of the 43 
women who attended services, 24 attended only one and 19 attended two or more services. Six 
percent of the positive screen group were aware that their response resulted in a report to the 
Community Services. 
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Table 5: Referrals of women screened positive to services by program 

Referral Antenatal D&A Mental 
Health 

Total 

Women referred to service 
(n=118) 

21 (36.8%) 26 (52%) 4 (30.8%) 51 (43%)* 

Actually attended service 18 (31%) 21 (41%) 4 (31%) 43 (35%) 

REFERRAL SERVICES(n=122) 

Hospital social worker 11 7 0 18 (14.8%) 

Police 1 9 1 11 (9%) 

Domestic violence service 4 4 2 10 (8.2%) 
24 hour DV line 4 5 0 9 (7.4%) 

Other health service 2 4 2 8 (6.6%) 

Dept Community Services 4 3 0 7 (5.7%) 

Court or legal service 0 7 0 7 (5.7%) 
Refuge 1 3 0 4 (3.3%) 

Other 2 4 0 6 (4.9%) 

Total referrals 29 46 5 80 
*All percentages are as a proportion of total sample 

There is little indication that women who were experiencing current abuse accessed services 
more often than those who were not. Of the 63 experiencing current abuse at the time of 
screening, 25 (40%) accessed a service as a result of screening. Less than 100% referral may be 
due to a range of reasons that include, abuse not being current and assistance not being seen 
to be relevant, women not wanting to be referred, under-referral by health workers or issues 
with access to services. 

2.4 Reported change to attitudes and level of abuse 

Reported change to abuse-related attitudes 

Attitude change towards five abuse-related beliefs was canvassed in the survey. Forty six 
percent (53/114) of positive screened participants reported increased awareness on one or 
more attitude. Respondents were asked to rate their level of agreement with statements at the 
current time and then to consider whether these had changed since the time of screening. The 
data below shows the reported change in the proportion of agreement/ disagreement with 
each statement. Figure 2 shows ̟͟ϣ ϕ̟χ̻̕ϣ ϭ͂͑ ϣχϕ̟ χ̢͟͟͟ͺϟϣ ϭ͂͑ ̣̟͟ϣ̻̤ ̢̺̓͟ϣ ͂ϭ ͕ϕ͑ϣϣ̢̻̻̈́̕ χ̻ϟ 
̣̻͂Ά̤ ̓ϭ̴̴͂͂Ά ͺ͎ ͕ͺ͑΅ϣΌ ̢͕΋ ̺̻̟͕͂͟ ̴χ͟ϣ̝͑̈́ 
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Attitude 1: Abuse by a partner or ex-partner happens to a lot of women 
Forty nine percent of the sample (52/107) reported that at the time of screening they had 
agreed strongly that abuse is common and this increased to 61% (65/107) six months later. 

Attitude 2: Being hurt by a partner affects a woman’s health 
Fifty five percent (60/110) reported that at the time of screening they had agreed strongly at 
̟͟χ͟ χϔͺ͕ϣ χϭϭϣϕ͕͟ Ά̺͂ϣ̻̠͕ ̟ϣχ̴̟͟ and this increased to 78% (86/110) six months later. 

Attitude 3: If a woman gets hit by her partner she probably deserves it 
For this negatively worded attitude statement increased disagreement is the relevant outcome. 
Sixty nine percent (77/112) of women reported that at the time of screening they had 
disagreed strongly with the statement that women deserve to be hit. This was reported by 80% 
(89/112) six months later. This was the attitude with least change and the highest baseline rate. 

Attitude 4: It’s a good idea for health services to ask women about abuse 
64% (72/113) of women reported that they had initially agreed strongly that health services 
should ask about abuse and this increased to 80% (90/113) six months later. In total 92% of 
positive screened group agreed at six months that health services should ask about abuse. 

Attitude 5: I could ask for help from health workers about abuse 
Fifty percent (57/114) reported that at the time of screening they had agreed strongly they 
could ask for help from health workers and this increased to 65% (74/114) six months later. 
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Figure 2: Percentage agreement with each attitude for women screened positive for abuse 
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ALL ATTITUDES 
The degree of agreement with the attitudes and changes to the degree of agreement post-
screening, were broadly consistent across the three programs. The attitude towards which the 
largest number of women felt most strongly was that that services should ask about abuse, 
with which 80% strongly agreed post-screening. The attitude for which there was the greatest 
increase in the number of those agreeing was ̣Being hurt by a partner affects a woman’s 
health.” 28% reporting they had increased agreement with this statement. Forty six percent of 
the positive screened group increased their agreement with at one or more attitude. 

Although the means of measuring attitude change can be considered weak methodologically, 
relying as it does on recall and completion of responses for two time points simultaneously, the 
comparison to the negative screened group reveals a distinctly different pattern with greater 
reported change on each attitude for the positive group than the negative group. 

Change in status of abuse post-screening 

The scope of the screening questions used by NSW Health potentially includes past abuse. This 
͂ϕϕͺ͕͑ ϔϣϕχͺ͕ϣ ̟͟ϣ ͐ͺϣ̢͕̻͕͂͟ ϕ͂΅ϣ͑ χϔͺ͕ϣ ̢̣̻ ̟͟ϣ ͎χ͕͟ βγ ̺̻̟͕̤͂̚͟ χ͕ Άϣ̴̴ χ͕ ̣ϭϣχ͑ ͂ϭ χ̻ ϣ΋­
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͎χ̻͑͟ϣ̤̝͑  !̴̟͂͟ͺ̟̕  χ̴̴  ̟͟ϣ ͎χ̢͑͟ϕ̢͎χ̻͕͟  ̢̻  ̟͟ϣ ͕χ̴̺͎ϣ ͕χ̢ϟ  Όϣ͕  ͂͟  ̻͂ϣ ͂͑ ϔ̟͂͟  ͂ϭ  ̟͟ϣ screening  
questions, not  all  were  experiencing  current abuse. Perceived  change in  abuse since  the time of  
screening  was  measured  by  the  four  item HITS  tool, which  has  been  validated  against the 
Conflict Tactics  Scale,  and  Index  of  Spouse Abuse, much  more  comprehensive tools  which  are  
considered  the gold  standard  abuse measures85-86  and  is  further described  in  Appendix  1  (A3).  
The scores  derived  from the HITS  tool, indicate that  54% participants  (62/114)  were  
experiencing  abuse  which  was  current  at the time  of  screening. When  asked to   complete the 
HITS  tool  for their present situation  in  relation  to  abuse from that same  person, 35% (40/114)  
of  the women  had  scores  indicating  abuse (Table  6).  Because the  HITS  tool  has  previously only 
been  used a s  a  cut point  measure  to  establish  presence of  DV or not,85-86  reporting  here  is  
confined to   abuse status  determined b y whether  the  scores  were  over or under the cut point of  
10.5, rather than  increases o r decreases i n  the  score.  
 
ϱ͂ͺ͑  Ά̺͂ϣ̻̠͕  ϷϺ̩̣  ͑ϣ͕͎̻͕͂ϣ͕ ͕ ͺ̕̕ϣ͕͟ϣϟ  that abuse was  not current at  the  time  of  screening, 
but was  six months  later. The  situation  of  the remaining  women  was  unchanged.  The reported  
change in  abuse for those who  screened  positive at  the  time  of  screening, was  statistically 

significant ( 14.7, df  1, p  <.005). Analysis  by program  indicated  that the  change was  significant 
only for  the  antenatal  participants  (p  <.005).   
 
Table  6:   Abuse status from  HITS sco res at screening  and  6  months later   

Antenatal 
(n=55) 

D&A 
(n= 47) 

Mental 
Health 
(n=12) 

Total 
(n=114 ) 

Current abuse at screening 22 
(40%)* 

33 
(72%) 

7 
(59%) 

62 
(54%) 

Current abuse six months later 11 
(20%) 

25 
(53%) 

4 
(33%) 

40 
(35%) 

*Percentages are as a proportion of all women who screened positive on the NSW protocol by program 

RELATIONSHIP OF REDUCED ABUSE TO KEY VARIABLES 
Logistic regression analysis was undertaken to determine whether any demographic or policy 
related factors predicted change in abuse status. Age, ethnicity, indigeneity, and reading the 
information card appeared not to be predictive. Being an antenatal patient (OR 2.46, 95% CI 
0.89-6.76, p=.08) receiving a service (OR 2.08, 95% CI 0.75-5.74, p=.16) and disclosing abuse for 
the first time (OR 1.18, 95% CI.0.36-3.83, p=.78) appeared to have some association with 
c̟χ̻̕ϣ ͂͟ ̣̻͂͟ ϕͺ͑͑ϣ̻͟ χϔͺ͕ϣ,̤ ̟͂Άϣ΅ϣ͑ ̟͟ϣ͕ϣ Άϣ͑ϣ ̻͂͟ ̢̢͕̻̕ϭ̢ϕχ̻͟ χ̻ϟ ϕ̻͂ϭ̢ϟϣ̻ϕϣ ̢̻͟ϣ͑΅χ̴͕ 
were wide. It was not possible to determine whether the lack of statistically significant results 
was due to a true lack of association or insufficient statistical power due to sample size. ? 
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Useful and adverse effects from screening 

Adverse effects from screening 

Seven women (6%; 7/119) reported adverse effects from screening in response to the survey 
͐ͺϣ̢͕̻͂͟ ̣Did anything that was bad or negative happen to you from being asked the screening 
questions?̤ ̢̣΋ Ά̺͂ϣ̻ ͎͑͂΅̢ϟϣϟ χ̻͕Άϣ͕͑ ͂͟ ̟͟ϣ ͎͂ϣ̻-ϣ̻ϟϣϟ ͎̺͎͑͂͟ ̣if Yes, what?̤ ̻̐ϣ 
woman reported that her partner found out and further abuse occurred. The remaining five 
reported negative emotional reactions. Because the issue of adverse effects has been 
highlighted as a gap in the literature, and there is a small number indicating adverse effects, the 
full text of responses is reported (Table 7). 

Table7: Descriptions of adverse effects of screening by positive group 

Did anything bad or negative happen to you from 
being asked ? If yes.. what ? 

Program Current abuse 
at screening 

Current abuse 
at follow up 

“Bashed again for dobbing and playing victim” D&A Yes Yes 

“Fell apart” D&A Yes Yes 

(No comment made) D&A Yes Yes 
“Depressed at recalling situation” Mental health Yes No 

“Felt sad and hurt” Antenatal Yes Yes 

“Made me feel worse” Antenatal No No 

“Went through a little depression from recalling 
experiences from years ago” 

Antenatal No No 

Of the seven women, five were experiencing current abuse at the time of the screening, based 
on their HITS scores. At the time of the survey, the HITS scores indicate that four were still 
experiencing current abuse. 

Useful effects of screening 

Thirty four percent (41/120) of the women who screened positive indicate they had received 
ϔϣ̻ϣϭ̢͕͟ ϭ̺͑͂ ͕ϕ͑ϣϣ̢̻̻̕̚ ̢̻ ͑ϣ͕͎̻͕͂ϣ ͂͟ ̟͟ϣ ͐ͺϣ̢͕̻͂͟ ̣Did anything useful happen from being 
asked the screening questions?” Of the seven women who reported adverse effects, one also 
reported useful effects and three were unsure. Thirty two respondents (76%) who reported a 
useful outcome provided further information. The most common type of useful outcome 
described was being prompted to think further about their situation, followed by diminished 
isolation (see Table 8). Three women indicated that they moved or the abuse ended as a result 
of screening. 
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Table 8: Useful outcomes and sample narratives reported from screening 

Further thinking about situation 10 
̣̉χϟϣ ̺ϣ ̢̟̻̱͟ χϔ͂ͺ͟ ̢͟ χ̻ϟ ̟͟χ͟ Ϻ ̟χ΅ϣ ̟͂͟ϣ͑ ̢͎̻͕̤͂͂͟ 
̣Ϻ χϕϕϣ͎͟ϣϟ ̟͟χ͟ Ϻ Άχ͕ χ ΅̢ϕ̢̺͟ ͂ϭ ϟ΅ Ά̟ϣ̻ ͎͑ϣ΅̢͂ͺ̴͕Ό ϟϣ̻Ό̢̻̕ ̟͟ϣ ̢͕͟ͺχ̢̻̤͂͟ 
̣͎̐ϣ̻ϣϟ ̺Ό ϣΌϣ͕ χ ̴̝͂͟ ̟ϣχ̴̢͕ϣϟ ͕̺͂ϣ ̢̟̻͕̕͟ χ͑ϣ ϔχϟ ̟͟χ͟ Ϻ ϟ̢ϟ̻̠͟ ̢̟̻̱͟ Άϣ͑ϣ ϔϣϭ͂͑ϣ̤ 
̣̉χϟϣ ̺ϣ ϣ΅χ̴ͺχ͟ϣ ̺͂͑ϣ ͕ϣ̢͑͂ͺ̴͕Ό ̟͟ϣ ͟Ό͎ϣ ͂ϭ ϕ̺͎͂χ̻Ό Ϻ Άχ͕ ͎͑ϣ͎χ͑ϣϟ ͂͟ ̱ϣϣ͎̤ 
̣̩χ̴̢̱̻̕ ͂͟ χ ̺ϣ̻͟χ̴ ̟ϣχ̴̟͟ Ά̱͂͑ϣ͑ χϔ͂ͺ͟ ̢͟ ̟ϣ̴͎ϣϟ ̺ϣ ͂͟ ͕ϣϣ ̟͂Ά ϔχϟ ̢͟ Άχ͕̤ 
Diminished isolation 9 
̣Ϻ Άχ͕ χϔ̴ϣ ͂͟ ϔ̢̻͑̕ ̢͟ ͂ͺ͟ ̢̻ ̟͟ϣ ͎͂ϣ̻̝ E̻χϔ̴ϣϟ ̺ϣ ͂͟ ϭ̢̻ϟ ͕̺͂ϣ̻͂ϣ ͂͟ ͟χ̴̱ ͂͟ χϔ͂ͺ͟ ̢̝̤͟ 
̣̻́͂Ά̢̻̕ Ϻ ̟χ΅ϣ ͎ϣ̴͎͂ϣ ͂͟ ͟χ̴̱ ͂͟ ̢ϭ ̢͟ ϕ̺͂ϣ͕ ͂͟ ̢̤͟ 
̣�χ̻ ͟χ̴̱ ͎͂ϣ̴̻Ό χϔ͂ͺ͟ ̢̤͟ 
̣Ϻ ϭϣϣ̴ Ϻ χ̺ ̻͂͟ χ̴̻͂ϣ Ά̢̟͟ ̢̟͕̤͟ 
Access to services / support 4 
̢̣̻̻̐͂̕̕ ͕ͺ͎͎͂͑͟ χ̻ϟ ̢̻ϭ͂ ̟͑͂͟ͺ̟̕ ͎͑ϣ̻̕χ̻ϕΌ̤ 
̣̹ϣ̻͟ ͂͟ ϕ͂ͺ̻͕ϣ̴̴̢̻̕ χ̻ϟ χ ͑͂̕ͺ͎̝ ̊͂Ά Ϻ ϭϣϣ̴ Ϻ ϕχ̻ ͟ϣ̴̴ ͎ϣ̴͎͂ϣ̤ 
Moved / abuse ended 3 
̢̣̃΅̢̻̕ χ̴̻͂ϣ̤ 
̣E̺͎͂Άϣ͑ϣϟ ̺ϣ̚ ͑ϣ͕͂ͺ͑ϕϣϟ ̺ϣ̚ ͑ϣ̴͂ϕχ͟ϣϟ ̺ϣ̤ 
̣̩̟ϣ χϔͺ͕ϣ ͕͎͎͂͟ϣϟ̤ 
Other 5 
̣̩χ̴̱ϣϟ ͂͟ ͎χ̻͑͟ϣ͑ χ̻ϟ ̢͟ ϕ̟χ̻̕ϣϟ ̢̟͕ ΅̢ϣΆ͕̤ 
̣ Ϻ ͑͟Ό ͂͟ ϔϣ ϕχ̴̺ χ̻ϟ ̺Ό ̟ͺ͕ϔχ̻ϟ ͕ͺ͎͎͕͂͑͟ ̺ϣ Ά̢̟͟ ̟͟χ̤͟ 
̣!̺ ̟χ͎͎Ό ̟ϣ ̢͕ ̻͂͟ ̢̻ ̺Ό ̴̢ϭϣ χ͟ χ̴̴̤ 
Total 31 

Cross tabulation was undertaken to look for any association between first disclosure and 
reported useful outcomes (Table 9). Those who disclosed abuse for the first time were more 
likely (than those who had previously disclosed) to report useful outcomes. Chi square analysis 

indicated this was just significant at the p<05 level ( 4.03, df 1, p=0.045). 

Table 9 2x2 table of first disclosure by useful outcomes 

Prior disclosures First disclosure Total 

Useful 
outcomes 

26 13 39 

No useful 
outcomes/ 
unsure 

64 13 77 

Total 90 26 116 
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Section 3:	 Findings from surveys with women screened 
negative for abuse 

3.1 Negative screened sample 

Approximately 316 women who gave negative screening responses were approached to 
participate at a regular appointment by health workers, and of these 284 (90%) completed the 
surveys. Forty three records from the negative group (6 antenatal, 9 D&A and 27 mental health 
participants) were removed from the analysis, as their survey responses indicated lack of recall 
of screening. The final negative screen sample size was 241. Table 10 shows the key attributes 
of the sample. Compared to the positive screened survey sample, the negative screen sample 
had a higher proportion of antenatal patients, but otherwise age and other demographic 
attributes were similar. 
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Table 10: Demographics of survey sample of women screened negative for abuse 

N E G A T I V E S C R E E N E D 

Antenatal 
n (%) 

D&A 
n (%) 

Mental 
Health 
n (%) 

TOTAL 
n (%) 

Program 161 
(67%)* 

64 
(27%) 

16 
(7%) 

241 
(100%)** 

Age(years) 

17-20 5 
(3%) 

1 
(2%) 

0 6 
(3%) 

21-30 88 
(55%) 

20 
(31%) 

3 
(19%) 

111 
(46%) 

31-40 68 
(42%) 

18 
(28%) 

7 
(44%) 

94 
(39%) 

41-50 0 25 
(34%) 

4 
(25%) 

22 
(9%) 

51 ̹ 60 0 6 
(9%) 

2 
(13%) 

8 
(3%) 

Language 
other than 
English 

35 
(22%) 

3 
(4%) 

1 
(6%) 

38 
(16%) 

Indigenous 3 
(2%) 

5 
(8%) 

0 8 
(3%) 

*Percentages are as a proportion of sample size for each program.
 
** Percentages in totals column are the proportion of that variable in the whole sample
 

Access to and use of information by negative screened group 

Fifty five percent (133/241) of the negative screened group recalled receiving the NSW Health 
routine screening information card. This is very similar to the proportion of the positive 
screened group who recalled receiving the card (56%, 68/121), which is of interest as it may be 
expected that if the card is being under-distributed to the positive group, even fewer of the 
negative screened group would receive it. 

The negative screen group who recalled receiving the information card, were also almost as 
likely to report that they read it 78% (104/133) as the positive group (81% (55/68)). The 
negative group were however significantly less likely to have discussed or given the card to 
another person 5% (7/133). This was significantly lower than the 16% in the positive group who 

did so ( 2 =5.21, 1 (df), p = 0.01). 
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The survey for the negative group included a question about who the screening itself was 
discussed with. This question was not included in the positive survey due to the need for 
brevity. Fifty of the negative respondents (20.7%; 50/241) reported that they talked about the 
screening questions with another person. The proportion reporting this was similar across the 
three programs. The most frequently spoken to person was a partner 11.6% (28) followed by 
friend 8.7% (21/241) and a family member 5.8% (14). 

3.2 Attitude change among the negative screened group 

Reported change to abuse-related attitudes 

The items about attitude change towards abuse-related beliefs were included in the negative 
survey. Respondents were asked to rate their level of agreement with statements at the current 
time and then to consider whether these had changed since the time of screening. 

Twenty two percent of the negative group reported changing their attitude on one or more of 
the five items (50/231) which is less than the positive group (47%). The data below shows the 
reported change in the proportion of agreement/ disagreement with each statement. 

Attitude 1: Abuse by a partner or ex-partner happens to a lot of women 
Of the negative group 37.7% (77/204) reported that at the time of screening they had agreed 
strongly that abuse happens to a lot of women. This increased to 43.1% (88/204) six months 
later. Both at the time of screening and after, the negative screened group were not as likely as 
the positive group to believe that abuse happens to a lot of women. 

Attitude 2: Being hurt by a partner affects a woman’s health 
Eighty percent (166/208 reported that at the time of screening they had agreed strongly at that 
χϔͺ͕ϣ χϭϭϣϕ͕͟ Ά̺͂ϣ̻̠͕ ̟ϣχ̴̟͟ and this increased to 87% (181/208) six months later. 

Attitude 3: If a woman gets hit by her partner she probably deserves it 
For this negatively worded attitude statement increased disagreement is the relevant outcome. 
There was no change in the number of women reporting they had strong disagreement with 
this statement (91.7% (211/230)) at both time points. There was however an increase in the 
proportion of women disagreeing slightly after six months. The small increase in women 
agreeing strongly is most probably due to error as a result of reversing the direction of the 
attitude. Fewer women were neutral (ie. neither agreed nor disagreed after six months). 

Attitude 4: It’s a good idea for health services to ask women about abuse 
Women who had not experienced abuse agreed more strongly with asking than the positive 
screened group, both before and after screening, with 79.5% (182/229) reporting they had 
strongly agreed initially that health services should ask about abuse. This increased to 86% 
(197/229) who strongly agreed after screening. 
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Attitude 5: I could ask for help from health workers about abuse 
There was less agreement on this attitude by the negative screen group than with three 
previous attitudes with 71.6% (166/232) reporting they had agreed strongly at the time of 
screening that they could ask for help increasing to (78.9% 183/232) six months later. 

Figure 3: Percentage agreement with each attitude for women screened negative for abuse 
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ALL ATTITUDES 
Amongst the negative screened group, the attitude on which there was strongest agreement 
was that women do not deserve abuse, with which 92% of the negative group strongly 
disagreed post-screening (compared to 80% of the women who gave positive screening 
response. 

The negative screen group was slightly more likely to agree strongly that services should ask 
about abuse, with which 86% strongly agreed post screening (80% positives). 

The attitude on which the greatest ̢̻ϕ͑ϣχ͕ϣ ̢̻ χ͑̕ϣϣ̺ϣ̻͟ Άχ͕ ̣ I could ask for help from health 
workers about abuse”, on which 22/232 women increased their agreement. The negative 
screen group reported a greater degree of awareness on all attitudes both before and after 
screening, than the positive group, with the exception of awareness about the prevalence of 
DV, about which the positive group were more aware. In total only 22% of the negative group 
reported changed attitudes, compared to 46% of the positive group. 
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3.3 “Intentional false negative” responses to screening 

Under-disclosure of abuse by women who gave negative screen responses 

The survey given to women who screened negative for abuse included an item designed to 
measure the number of women who had experienced abuse as defined by the NSW Health 
screening questions, but who elected not disclose this when asked the questions. These 
responses are referred to here as ̢̣̻͟ϣ̢̻̻͂͟χ̴ ϭχ̴͕ϣ ̻ϣ̕χ̢͟΅ϣ̤ ͑ϣ͕͎̻͕͂ϣ͕. This term is used to 
reflect that not disclosing occurred through choice, rather than insensitivity in the screening 
tool. The item used to ascertain these responses is in Appendix 1 (A.4). 

Fourteen percent (34/240) of the women who screened negative reported they had been 
experiencing abuse consistent with the screening questions, at the time of screening. Twenty 
one percent of these women reported that they had been “hurt” only by a partner in the last 12 
months only (7/34). A further 44% (15/34) reported that they experienced ̣fear” only, and the 
remaining 35% (12/34) reported hurting and fear. Further analysis found that ̢̣̻͟ϣ̢̻̻͂͟χ̴ ϭχ̴͕ϣ 
ne̕χ̢͟΅ϣ̤ responses were more likely to be given by D&A (OR 8.8; 95% CI 3.4-23.3.) or mental 
health service participants (OR 12.2; 95% CI 3.3-46.1), compared with those from antenatal 
clinics. 

The survey given to the negative screened group also asked respondents to indicate the main 
reason for not disclosing from a list of six possible reasons. Twenty-nine women provided 
responses. The results are shown in Table 11. 

Table 11: Reasons for providing “intentional false negative” responses 

Abuse not considered serious enough 8 
Fear of offender finding out 4 
Not comfortable with the health worker 2 
Worry about who else would be told 1 
Embarrassment or shame 1 
Thought it was own fault 0 
Multiple reasons selected 4 
Other 9 
eg 
Abuse is infrequent and manageable 
Wasn’t a priority to talk about it then, just wanted to get better 
Not with that person anymore 
Current partner was present – didn’t want to discuss in front of him 
I was a drug addict and didn’t care about anything but drugs 

Total 29 
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Adverse and useful effects reported by women who gave“intentional false 
negative” responses 

̐ϭ ̟͟ϣ δδ Ά̺͂ϣ̻ Ά̟͂ ̕χ΅ϣ ̢̣̻͟ϣ̢̻̻͂͟χ̴ ϭχ̴͕ϣ ̻ϣ̕χ̢͟΅ϣ̤ ͑ϣ͕͎̻͕͂ϣ͕ ͂͟ ̟͟ϣ ͕ϕ͑ϣϣ̢̻̻̕ ͐ͺϣ̢͕̻͕͂̚͟ 
three (9%; 3/33)reported adverse effects from being asked the screening questions, in response 
to the survey item, Did anything that was bad or negative happen to you from being asked the 
screening questions? One woman reported that she felt distressed at recalling events, and 
another felt or reported feeling embarrassed and inadequate. The third woman did not provide 
details. 

Ten women (30%; 10/33) provided responses indicating they experienced benefits from 
screening, with seven providing further information. One reported that she ended the 
relationship, three reported that they had been prompted to think further about the abuse (eg 
“Reassessed my situation”, “Encouraged by availability of support”), and three reported that 
they had been provided with information (eg “The card gave me the information on where to 
call”). 
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The 20  women  who  participated  in  interviews  comprised 1 1  antenatal,  7  D&A  and  2 mental  
health  service  users. Recruitment for  volunteers  took  place  at all  study sites, and  the 

3 participants  were  drawn  from 9  of  the  10  sites.    Ages  ranged  from  17-50  years. Thirteen  of  the  
participants  were  Anglo-Australian,  two  were  indigenous  and  five  were  from other cultures  
(South  America, the Indian  sub-continent and  the  South  Pacific). A  comparison  of  the attributes  
of  the interview  sample with  the larger sample of  positive screened  women  who  completed  
surveys  is  found  in  Table  14.  
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Section 4:	 In-depth interviews with women who screened 
positive 

4.1 Interview sample and purpose of interviews 

In-depth interviews with women who screened positive for abuse revealed findings in five key 
areas. These were: 
i) ̟͟ϣ ϟ̢΅ϣ̢͕͑͟Ό ͂ϭ Ά̺͂ϣ̻̠͕ ̢͕͟ͺχ̢̻͕͂͟ 
ii) Ά̺͂ϣ̻̠͕ ϟϣϕ̢̢͕̻͕͂ ͂͟ ϟ̢͕ϕ̴͕͂ϣ χϔͺ͕ϣ 
iii) effects from the act of asking about abuse 
iv) effects from responses to disclosures 
v) factors which contributed to women experiencing useful effects from screening. Each 

of these is discussed in turn. 

3 At the remaining site, only one woman volunteered for interview but cancelled two planned appointments and a 
third was unable to be scheduled in the time available. 
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Table 12: Attributes of interview sample (n=20) compared to overall positive sample 

Attribute Interview 
sample 

Interview 
sample % 

Survey 
sample 
% 

Program Antenatal 11 55% 47.5% 

Drug & Alcohol 7 35% 41.8% 

Mental Health 2 10% 10.7% 

Language other than English 
spoken 

2 10% 15.6% 

Aboriginal 2 10% 12.3% 

Age Aged 17-20 1 5% 5.7% 

Aged 21-30 10 50% 40.2%% 

Aged 31-40 5 25% 38.5% 

Aged 41-50 4 20% 13.1% 

Aged 51-60 0 0 2.5% 

First disclosure 5 25% 22.5% 

Access to information card Recall receipt 11 55% 56.6%% 

Of those who received card Read 7 63.6% 64.7% 

Read and talked/ gave card to 
another 

2 18.2% 16.2% 

D̢ϟ̻̠͟ ͑ϣχϟ 2 18.2% 19.1% 

Referral Referred and saw service 7* 35% 35% 

Attitude change Any positive attitude change 10 47.6% 46.5% 

HITS score Decrease 14 70% 57.4% 

No change 4 20% 31.3% 

Increase 1 5% 11.3% 

Missing data 1 5% 

HITS >10 at screening 8 40% 54.3% 

HITS >10 at 6 months 5 25% 35% 

Abuse status No current abuse both points 13 65% 39.3% 

Abuse current-> No abuse 2 10% 21.3% 

Abuse current both points 4 20% 29.5% 

No abuse -> Abuse current 0 0 3.2% 

Missing 1 5% 6.5% 

Adverse effects Adverse effect 0 0 5.7% 

No adverse effect 17 85% 84.4% 

Not sure 1 5% 6.6% 

Missing 2 10% 3.3% 

Useful effects Yes 8 40% 33.6% 
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4.2 Nature of abuse and women’s situations 

Women’s experiences of abuse 

Eighteen of the women had experienced physical and emotional abuse. Four described only 
one incident of physical abuse. Two women described emotional abuse only. Serious physical 
assaults reported included kidnapping, being doused in petrol, punching, breaking furniture and 
pulling out hair. Commonly women also spoke about controlling behaviour such as control over 
money, movements and friendships. Disparaging comments about appearance or competence 
were also common. A number of women talked about their distress at issues which are not 
commonly thought about as abuse. These included their partner being unfaithful or wanting to 
end the relationship. 

Impacts of the abuse 

All of the women described experiencing some form of negative or traumatic effects from the 
abusive experiences, even those for whom the abuse was short term and for those who had not 
labelled the experience as abuse. Women who had been in short term relationships spoke of 
experiencing self-blame and self doubt. 

After we broke up I thought I was fat. I thought maybe I 

was ugly. Because the way he treated me and certain things 

he said were quite controlling, I think they did have an 

impact on me and in such a short time. [ ] I remember 

saying to my friends. I AM ugly or fat. (F) 

Others who had been in longer term relationships experienced depression, anxiety, and also 
changes to their personality. M experienced extensive physical abuse and stalking from her ex ­
͎χ̻͑͟ϣ͑ ̟͟χ͟ ͕̟ϣ ͕χ̢ϟ ̣ϔ̱͑͂ϣ ̟ϣ͑ ̢̢͕͎̝̤͑͟ 

A lot of people said they saw a change in me. They saw the 

lights were gone out.(M) 

You‟ve not only got my life you‟ve got my soul. So you do 

everything… they want to treat you well and they still 

treat you like sh*t… So it takes a long time to get it 

back…I had to become someone that I wasn‟t because you know 

you‟ve got to change to be someone that they want you to 

be.(J) 

̈́ ͟χ̴̱ϣϟ χϔ͂ͺ͟ ̟͂Ά ̴̢΅̢̻̕ ͺ̻ϟϣ͑ ̟ϣ͑ ͎χ̻͑͟ϣ̠͕͑ ͎ϣ͎͑ϣ͟ͺχ̴ χϕϕͺ͕χ̢̻͕͂͟ χ̻ϟ ϕ̴̻͂͑͂͟ ϕ̟χ̻̕ϣϟ ̟͂Ά 
she interacted with people. 
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You talk to people differently. You live life differently. 

You see things differently. (Z) 

W desϕ̢͑ϔϣϟ ̟͟χ͟ χ͕ χ ͑ϣ͕ͺ̴͟ ͂ϭ ̟ϣ͑ ͎χ̻͑͟ϣ̠͕͑ χϔͺ͕ϣ ͕̟ϣ ̴͕͂͟ ϕ̻͂ϭ̢ϟϣ̻ϕϣ ̢̻ ̟ϣ͕͑ϣ̴ϭ χ̻ϟ ϔϣ̕χ̻ ͂͟ 
stutter. Nine women also reported that they observed that their experiences had impacted on 
their children. 

Diversity of women’s situations 

A key finding was that identifying the status of the abuse, was complicated, and not as simple 
χ͕ ͕ͺ̕̕ϣ͕͟ϣϟ ϔΌ χ ̢̢̣͎͕͂͟΅ϣ̤ ͑ϣ͕͎̻͕͂ϣ ͂͟ ̟͟ϣ ͕ϕ͑ϣϣ̢̻̻̕ ͐ͺϣ̢͕̻͕̝͂͟ As found in the responses to 
̟͟ϣ ͕ͺ͑΅ϣΌ͕̚ ̺χ̻Ό ͂ϭ ̟͟ϣ Ά̺͂ϣ̻ Άϣ͑ϣ ̻͂͟ ϣ΋͎ϣ̢͑ϣ̻ϕ̢̻̕ ̣ϕͺ͑͑ϣ̻͟ χϔͺ͕ϣ̤ χ͟ ̟͟ϣ ̢̺͟ϣ ͂ϭ 
screening. Differently to what might be expected, however, this was not tied to whether the 
women remained in an intimate relationship with the abuser. At the time of the interview, 14 
of the women were not currently in the relationship with the abuser. However, a number 
continued to experience abuse. 

For example J, had experienced severe physical abuse from her husband over many years, 
including being doused with petrol, but had separated eight years earlier. Her ex-husband 
however knew where she lived and had on one occasion broken in through her roof to 
demonstrate that locks would not deter him. Although J had previously taken out AVOs against 
her husband, she believed the latest one was no longer current. Other research has identified 
that DV often continues after intimate relationships have ended. 87 The distinction between 
abuse being current or not was also blurred through women who were unsure whether or not 
the relationship had ended. D reported she would not tolerate further assaults from her 
boyfriend from whom she was separated, but also spoke of waiting to see what changes he was 
prepared to make and clearly felt great concern for him. 

He‟s on his own. He‟s got no one. He‟s cut off from his 

family. His sister was molested by their father and that 

split the family up. It‟s left him with lots of issues and 

he hasn‟t got anyone to talk to. (D) 

A further group of women had remained in the relationship with their partner, but reported 
they were no longer experiencing abuse. For example, V spoke of hϣ͑ ̟ͺ͕ϔχ̻ϟ̠͕ ̢̣̺͎χ̢͟ϣ̻ϕϣ̤ 
χ̻ϟ ̟͂Ά ̻͂ ̻͂ϣ ͂ϕϕχ̢͕̻͂ ̟ϣ ̟χϟ ͎ͺ͕̟ϣϟ χ̻ϟ ϭ̢̟͑̕͟ϣ̻ϣϟ ̟ϣ̝͑ Ϸ͂Άϣ΅ϣ͑ ̟ϣ͕͑ Άχ͕ χ ̴̣͂΅ϣ 
̺χ̢͑͑χ̕ϣ̤ ͺ̴̢̻̱ϣ ̟͕͂͟ϣ ͂ϭ ̺χ̻Ό ̟͂͟ϣ͑ Ά̺͂ϣ̻ ϭ̺͑͂ ̟ϣ͑ ϕͺ̴͟ͺ͑ϣ̚ χ̻ϟ ̢͕̻ϕϣ χ̢͕̱̻̕ χ̻ ̴͂ϟϣ͑ ̺χ̴ϣ 
family friend to speak to her husband, she had experienced no further violence. T reported that 
since her partner had given up drugs he was completely changed, and was now working full 
time, as well as getting up early to care for their children. While it cannot be assumed that V 
and T were safe from all further abuse, neither was in fear of their partners and both continued 
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to value their relationships. Other women appeared to be still experiencing some level of abuse 
but had taken steps to end it within the relationship. E reported that she was no longer 
frightened of her husband since taking out a restraining order against him. At the instigation of 
child protection services she was also attending parenting classes and counselling with him. 

These disparate situations were not simply reflections of progression from abuse to safety. It is 
χϕ̱̻͂Ά̴ϣϟ̕ϣϟ ̟͟χ͟ Ά̺͂ϣ̻̠͕ ͎ϣ͑ϕϣ̢͎̻͕͂͟ χϔ͂ͺ͟ Ά̟ϣ̟͟ϣ͑ ̟͟ϣ χϔͺ͕ϣ ̟χϟ ϣ̻ϟϣϟ Ά͂ͺ̴ϟ ̟χ΅ϣ 
been influenced by their vantage point and that this perception was subject to change over 
time. However, the issue here is that the boundaries around where abuse began and ended 
Άϣ͑ϣ ϭχ͑ ϭ̺͑͂ ϟ̢̢͕̻͟ϕ̝͟ !͕ χ ϕ̴̴͂͑͂χ͑Ό̚ ̟͟ϣ Ά̺͂ϣ̻̠͕ ̻χ͑͑χ̢͟΅ϣ͕ χ̴͕͂ ͑ϣ΅ϣχ̴ϣϟ ϕ̴̺͎͂ϣ΋ 
relationships with their abusive partners. 

P, a seventeen year old antenatal patient had experienced childhood abuse from both parents 
and had dropped out of school to become the primary carer for her mother, a role she 
continued to play. She had been hit a number of times by her 19 year old partner but also felt 
she was calmer and happier when around him and less prone to self-harm behaviours. 

Although J continued to receive threats from her ex-husband, who she believed may one day 
kill her, she simultaneously appreciated other attributes. 

And he used to threaten to bury me in the back yard. He 

used to dig up the garden. He was a mad gardener. There was 

a lot of sandstone buried in the back yard, so he used to 

dig up the sandstone. He made a beautiful rockery.(J) 

Another woman, K had attempted suicide following a violent episode that culminated in her 
husband leaving her. She indicated that her distress was prompted at her grief at his departure, 
as much as by depression arising from the abuse. 

̩̟ϣ͕ϣ ϣ΋χ̴̺͎ϣ͕ ϟϣ̺̻͕͂͑͟χ͟ϣ ̟͟ϣ ϟ̢΅ϣ̢͕͑͟Ό ͂ϭ Ά̺͂ϣ̻̠͕ ̢͕͟ͺχ̢̻͕͂͟ χ̻ϟ ̟͟ϣ ϟ̢ϭϭ̢ϕͺ̴͟Ό ͂ϭ ̺χ̢̱̻̕ 
determinations about safety simply on the basis of the screening result. The women all varied 
too in the extent to which they had disclosed the abuse and used services. Some women had 
used multiple services as well as police and court intervention. Others had not previously 
discussed the abuse with anyone. 

4.3 How women decided to disclose abuse 

Decisions to disclose abuse 

Half of the women indicated clearly in their accounts that they disclosed only because they 
considered themselves to be now safe from abuse. Use of descriptors ͕ͺϕ̟ χ͕ ̣hide̤ χ̻ϟ ̣cover 
up̤ ̢̻ϟ̢ϕχ͟ϣϟ ̟͟χ͟ concealment had been an active decision. Five of the women indicated in 
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their survey responses that the disclosure at screening was the first time they had told any 
person about the abuse. Elements of the screening that were found to facilitate disclosure 
included direct asking and choice. 

Direct Asking 

Most women were explicit that they would not have disclosed the abuse if the questions had 
not been put to them directly. 

It‟s good if someone asks you first, especially in this 

situation when women are really afraid to talk about 

something. It‟s good if someone starts the 

conversation.(N) 

If I hadn‟t been asked those questions, who else would I go 

to? It‟s not like I‟d go and make an appointment with a 

social worker and say, “I think I‟ve been emotionally 

abused. Please I need help. I need someone to talk to.”(Q) 

She just asked a few questions yes or no. They were good 

questions. Basically straight to the point. I didn‟t have 

any issues.(R) 

For some women direct asking on one occasion was not sufficient. Two of the antenatal 
patients, H and E had been asked the screening questions during earlier pregnancies but both 
had denied abuse was occurring on the previous occasion. Both women suggested that health 
workers should pursue the issue more actively, as did a number of other women. 

Persist more. Persist more. Because many keep quiet because 

they are afraid. And it‟s only asked once and then it‟s 

left. But it‟s like when you really want something. Just 

knocking, knocking, knocking. Because you know that when 

you go to someone‟s house if you keep on knocking they WILL 

open the door, no matter if they are angry are like “WHAT 

do you WANT?” So just keep knocking and don‟t give up.(E) 

If they get asked those questions and don‟t feel 

comfortable saying yes, this is happening to me, you want 

someone to go a bit further. (H) 

!͟ ̟͟ϣ ͕χ̺ϣ ̢̺͟ϣ̚ Ά̺͂ϣ̻̠͕ ͑ϣ͕͎̻͕͂ϣ͕ ̢̻ϟ̢ϕχ͟ϣϟ ̟͟χ͟ Ά̱͂͑ϣ͕͑ Ά̟͂ Άϣ͑ϣ ϕ̻͂ϭ̢ϟϣ̻͟ χ̻ϟ 
comfortable with the questions provided reassurance to disclose. Several women reported that 
workers appeared to be apologetic to be asking about abuse and that this was not helpful. 

She was a little bit… like maybe she felt a bit hesitant. 

Like maybe she didn‟t want to be prying? Into my life sort 
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of thing. She made me feel like, I have to ask you so 

please don‟t feel offended.(W) 

A trusted or trustworthy person 

A second feature of screening that appeared to prompt disclosure was identifying the asker as a 
trusted person. 

Should I tell truth or just say “no, no, never” and a 

little bit lie and a little bit hide? And she said, “We are 

going to help you.” When she said like that I trust her and 

I tell the story. (V) 

Given that the screening questions are generally asked at the first encounter, it seems likely 
trustworthiness, that is, warranting trust, rather than actual trust, was the salient feature. The 
accounts indicated that health workers were generally seen as trustworthy, particularly 
midwives. 

But she said... don‟t be offended. So I just thought okay. 

Don‟t. Because she‟s a midwife, she‟s a trusted person.(W) 

Certain behaviours on the part of health care workers appeared to facilitate trust. Women 
assessed non-verbal cues and the degree of comfort health workers displayed. 

I didn‟t feel interrogated. She was casual about it, just 

in general conversation and she cared. You could see it in 

her face, the way she was looking at me.(K) 

Status as a trustworthy person is not automatic for health workers. At the initial visit when U 
was screened, the midwife had read U̠͕ ͎͑ϣ΅̢͂ͺ͕ ̻͂͟ϣ͕ χ̻ϟ ϕ̻͂ϭ̻͑͂͟ϣϟ ̟ϣ͑ Ά̢̟͟ ̟ϣ͑ ̢̟͕͂͑͟Ό ͂ϭ 
ϟ͑ͺ̕ ͺ͕ϣ̚ ϟ̺͂ϣ̢͕͟ϕ ΅̴̢͂ϣ̻ϕϣ χ̻ϟ ̟͟ϣ ͑ϣ̺͂΅χ̴ ͂ϭ ̟ϣ͑ ϭ̢͕͑͟ ϔχϔΌ̝ ̭̠͕ ϕ̺̺͂ϣ̻͟ ͕ͺ̕̕ϣ͕͕͟ ̟͟χ͟ ̟͟ϣ 
standing of trustworthiness had been transgressed in this encounter. 

But the problem was, when I left, I felt as though she 

wasn‟t a midwife at all. She was just someone from child 

protection coming to see if they could take this child as 

well.(U) 
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Choice 

Being given choice about whether and how much to say, was also reported as important to 
women who disclosed. The verbal preamble given before the questions informs women they 
ϟ̻̠͂͟ ̟χ΅ϣ ͂͟ χ̻͕Άϣ͑ ̟͟ϣ ͐ͺϣ̢͕̻͕͂͟ χ̻ϟ ̟͟χ͟ ϕ̻͂ϭ̢ϟϣ̢̻͟χ̴̢͟Ό ̢͕ ̴̢̢̺͟ϣϟ. 

She just didn‟t pressure me about it... allowed me to say 

what I needed to and then the next time I saw her I could 

say a bit more.(Z) 

Safety 

Safety was also identified as necessary for women to disclose abuse. The analysis revealed that 
safety was not solely from the abuser. Three domains of safety were identified. 

Safety from the abuser 

A number of women acknowledged that fear of the abuser finding out had deterred them from 
saying anything earlier. 

Say I was pregnant and he was doing it and I said [so] and 

he came to the clinic and they said something, then when I 

went home I would cop it. (T) 

It is not surprising that women would not disclose if they considered there was a direct risk 
from the abuser. However, not all women were currently in fear of the abuser and other types 
of safety were identified as important to them. 

Safety from shame 

A second dimension of safety related to embarrassment or shame. One of the women 
articulated what she described as the everyday shame that abused women carry. 

Women who are abused carry that around a lot. Struggle just 

taking the kids to school and just seeing the other 

mothers… you know… great big four wheel drives and you‟re 

struggling in the Datsun 120Y, chugging down the road with 

a nice big black eye.(M) 

Shame was identified as a distinct barrier to telling others about abuse 

How can I discuss? I never discuss even my friends, he‟s 

gonna hit me. It‟s shameful. If any husbands hit you or 

something like that, misbehave. If I tell someone, it‟s 

very…[I] feel shy.(V) 
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Shame was silencing and relieved for some women only when the abuse was no longer 
occurring or when women had taken steps to address their situation reduced their sense of 
shame. E felt freer to disclose once she had taken out an apprehended violence order. 

It wasn‟t really that important to me because I feel like 

it‟s something that I‟m trying to step up and take care of, 

whereas before it would have meant a lot to me, but I would 

hide it.(E) 

Safety from losing control 

Safety from losing control was the third, and most dominantly featured among the three 
domains of safety. For some women this related to concerns about staff views and service 
procedures over-riding their own wishes. 

The reinforcement that the violence counsellors have is 

very much needed but it also starts to feel like a process, 

like once you go to that level of getting help, there‟s no 

going back because people will stop you going back.(Z) 

I feel, if I tell truth, what‟s going on in future? Because 

I‟m not stupid, I have to look out for my family. [  ] If I 

say something, maybe I get trouble, maybe they take action 

with my husband, I don‟t want take my husband. Lots of 

things. Because I am completely new, I don‟t have any 

experience. They want to help me. If they want to help me 

and then it become bad, it‟s not good.(V) 

A number of women spoke of their fears about what the service would do with the information. 
Fear of losing control was particularly evident in the narratives of women who had previous 
contact with the statutory child protection agency. The four women to which this applied, all 
relayed they disclosed only because they regarded themselves as free of abuse. Only when 
these women felt safe from losing control to the child protection agency, did they decide to 
disclose. 

My very best friend…Community Services got her file when 

she was in rehab. And she lost her kids. From being honest 

in a counselling session. For ever. So I think I‟ve always 

been careful. (M) 

While not all elements were salient for all women at all times, it appeared that a lack of safety 
on any dimension would have precluded disclosing. During the interviews women were asked 
whether disclosing on this occasion changed how they felt about talking to other health 
services about abuse. Almost all indicated that having disclosed on this occasion did not 
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necessarily increase their willingness to disclose to other health services. This suggests that 
judgments about safety to disclose are made on a case by case basis. 

4.4 Helpful and unhelpful responses to disclosure 

Services used 

All of the women either had children or were pregnant at the time of interview. Ten of the 
women were referred to and received a service as a result of the screening. Eight saw a social 
worker attached to the clinic, two saw perinatal caseworkers. Of those referred to social work 
services, four were also referred to mental health services and two to substance abuse services. 
Four of these women also had reports made to the statutory child protection service 
(Community Services). One woman was referred to the police and another attended a group. It 
should be noted that all but two of these services were attached to the health service, not 
external agencies. 

A number of women were already using services to help with abuse-related issues and some 
continued to use these post-screening. Others had previously used services they were not 
currently using. 

Multiple referrals were common. The need for these services is not surprising given the high co-
occurrence of DV with both mental health and substance abuse problems and it may be 
important that all of these are addressed, particularly for pregnant women whose wellbeing 
ϔϣϕ̺͂ϣ͕ ̢̺͎͂͑͟χ̻͟ ̻͂͟ ̴̻͂Ό ϭ͂͑ ̟͟ϣ̺͕ϣ̴΅ϣ͕ ϔͺ͟ ϭ͂͑ ̟͟ϣ̢͑ ϔχϔ̢ϣ͕̝ ̠͕̈́ ϣ΋͎ϣ̢͑ϣ̻ϕϣ ̴̴̢ͺ͕͑͟χ͟ϣ͕ ̟͟ϣ 
value of these services. 

But the diversity of the help I got here really helped, 

because it felt like there was so many things I was dealing 

with, the moving, the drugs, the violence, the 

psychological problems and my family. And they were all 

different levels and I was dealing with them at different 

times and having the different.. you know the midwife and 

then the D&A counsellors allowed me to deal with it when I 

was ready to.(Z) 

A number of women faced with the multiple services they were involved with or expected to 
see, elected to defer use of domestic violence services. P for example who was screened in an 
antenatal clinic was referred to the substance in pregnancy service, as well as a mental health 
service to help with her eating disorder and depression. She herself sought out the support of a 
cannabis specific D&A service. After listing all the services she was attending, she noted that 
she had been given information about a local DV service and that she still had the information 
but had not felt the need to contact it. It was important to most women that services took 
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account of their individual neeϟ͕ χ̻ϟ ͎͑ϣϭϣ͑ϣ̻ϕϣ͕ χ̻ϟ ͑ϣ͕͎ϣϕ͟ϣϟ Ά̺͂ϣ̻̠͕ ϕ̢̟͂ϕϣ̝ ̟̐͟ϣ͑ 
research has also reported that during pregnancy, abused women often elect to focus on basic 
needs and the impending birth rather than the abuse, concluding that this was a reflection of 
their stressful and complex lives.88 

A number of women expressed the need for information about the effects of DV on children 
and how to support children who had experienced DV. The accounts of the women with 
children indicated that the well-being of their children featured prominently in their decisions 
including those about both ending and continuing relationships. 

Unhelpful and helpful follow-up to disclosing abuse 

Almost half of the women spoke favourably about the follow up they received from the 
screening service in response to their disclosure of abuse. Four women reported responses by 
the health service they described as unhelpful. 

Unhelpful experiences included that of P who expressed disappointment at being let down by 
the social worker who had promised to set up a meeting with Community Services to arrange 
referral to parenting support services. P reported that she had not heard back about this and 
͎͑ϣ͕ͺ̺ϣϟ ̟͟ϣ Ά̱͂͑ϣ͑ ̣ϟ̢ϟ̻̠͟ ̕ϣ͟ χ͑͂ͺ̻ϟ ͂͟ ̢̝̤͟ 

A second woman, T, reported that she had not been informed by the antenatal clinic that they 
would be making a report to Community Services following her disclosure and she had been 
unhappy about this. These two cases are discussed further below in relation to responses by 
referral services. 

A third woman described her disappointment with the service follow-up she received. W was 
told following disclosing to the midwife only that “she might get a phone call from someone 
regarding this.” W reported that she received a voicemail message on her home phone from a 
social worker attached to the antenatal service offering W the opportunity to call back if there 
was anything she wanted to talk about. This is a questionable response by any service given 
confidentiality issues, and on further exploration, W revealed that the impersonality of the 
message deterred any thoughts of returning the call. 

It just felt like a regulation phone call. She had rung. 

Maybe if she had mentioned just one little thing that was 

personal to me. Even if she had just mentioned my name. 

Just something personal that came out of my answers, then 

maybe I would have rung her.(W) 

While W was not currently with her partner, she was still distressed by her experiences, 
isolated and open to receiving support from a trustworthy source. 
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I‟m not in that situation any more. But if she‟d said, “I 

think it would be really beneficial for you to come and 

talk about it” I probably would have.(W) 

U reported an unhelpful service response that occurred prior to being asked the screening 
questions. She relayed how t̟ϣ ̢̺ϟΆ̢ϭϣ ̟χϟ ͑ϣχϟ ̭̠͕ ̺ϣϟ̢ϕχ̴ ̢̟͕͂͑͟Ό ̢͎͑͂͑ ͂͟ ̟ϣ͑ ϭ̢͕͑͟ 
presentation at the antenatal clinic and identified that U had previously had a child removed by 
Community Services. U described how the midwife had interrogated her and 

“She was kind of throwing things at me and I was kind of 

“what‟s this? This isn‟t what I‟m here for.”(U) 

Unhelpful aspects to the follow-up did not preclude women simultaneously reporting useful 
aspects to the encounter. W for example found the information card extremely useful, leading 
her to recognise that her ex-͎χ̻͑͟ϣ̠͕͑ ϔϣ̟χ΅̢͂ͺ͑ ̟χϟ ϕ̢̻͕͂͟͟ͺ͟ϣϟ χ ͎χ͟͟ϣ̻͑ ͂ϭ χϔͺ͕ϣ̝ !̻χ̴Ό̢͕͕ ͂ϭ 
the accounts of the women reporting helpful follow-up to their disclosure revealed six actions 
on the part of the health service that contributed to valuable outcomes. These were: i) 
providing choice, ii) continuity of care, iii) raising the abuse at subsequent visits, iv) making 
active referrals, v) providing co-ordinated care and finally,vi) sharing patient summaries with 
service providers. Each of these is outlined below. 

PROVIDING CHOICE 
Under the screening protocol, women who disclose abuse are asked two follow-up questions 
about immediate safety and then whether help is wanted. Unless a child protection risk or 
other serious immediate risk warranting a police report is required, women who do not want 
further help are not automatically referred. An exception to this occurs in antenatal clinics. At 
three of the four clinics participating in the study, positive screens are referred to a case 
meeting and considered for referral to integrated peri-natal care. At the fourth clinic, a positive 
screen is responded to with an automatic referral to the social work service. In most instances 
women are able to choose whether to use a service or not which was clearly important to a 
number of the women. 

No I‟ve found it‟s been good. Because it‟s voluntary, 

whether I want to do things or if I want to take the help 

and stuff.(E) 

Yes, she put me in contact with the social worker. So I 

decided to see her and she came here to the clinic. It was 

really good. I talked with her and she told me I could talk 

to her at any time. Or call the number. (N) 

At the same time, women described the importance of workers being explicit in what will occur 
and how help can be provided. 

Section 4: Interviews with Women 48 



   
 

       

 

 

 
    

            
          

           
              

           
   

 
 

 
 

   
          

            
            

         
          

         
 

 

  

  
 

          
               

            
 
 

 

 
            

            
 

 
 
 

18 August 2010 

I think just more clarification on what help CAN be given. 

Because when you guys say to me “Oh, we can help you”, I 

think, well how ARE you going to help me? Are you going to 

come in my house and stand there? (E) 

CONTINUITY OF CARE 
Continuity of care was most relevant to antenatal clinics because usual practice is that patients 
are seen by any one of the team of midwives. In a departure from this practice, Z described 
how the midwife to whom she disclosed arranged to continue to see Z at subsequent visits. This 
was greatly valued by Z, who also used social work, mental health and D&A services, as this 
strategy minimised the number of health workers with whom she was involved. Such strategies 
also enable trust to be established. 

When you see them often you kind of get close with them and 

you feel like you can trust them a bit more. (E) 

ASKING AGAIN 
Women also valued health workers raising the abuse again at subsequent visits. This achieved 
two outcomes, firstly it enabled women to tell more of their story and secondly, it provided an 
opportunity to discuss current safety. A number of women raised the importance of health 
workers asking and remaining proactive in either repeating the screening or pursuing the issue 
in other ways. K, who had been admitted following attempted suicide, described how she 
appreciated the probing questions one of the mental health team. 

And then at one point S. asked straight up, Can I ask you 

what happened? Was there something that led up to you doing 

this and are you able to tell me, like talk about it? And 

so at that point I ended up coming out and telling him more 

and the whole scenario.(K) 

One woman observed that the abuse had not been raised again by the midwife following the 
initial screening and that this would have been helpful. Although she was referred to a number 
of services, P reported that the issue of DV had not been raised at subsequent antenatal visits. 

But I think they …other than just asking the one thing on 

that one day, they need to follow up again. [ ] I think 

they should… closer to when they first ask the questions, 

they should see if it‟s still happening.(P) 

P had reason to believe that it was pertinent for health workers to follow up the initial 
screening, as she experienced a further assault by her partner a few weeks after being 
screened. 
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ACTIVE REFFERRAL 
In light of the many services women need and use following a disclosure, the means by which a 
referral is made may influence uptake of the service. Women spoke appreciatively of the value 
of workers not simply recommending services but making active referrals, that is making the 
contact with the service and making the first appointment or on some way facilitating the 
ϕ̻͂͟χϕ̝͟ ̠͕̃ χϕϕ͂ͺ̻͟ ̢̻ϟ̢ϕχ͟ϣ͕ ̟͟χ͟ ̢̟͕͟ Άχ͕ ϭ͂͑ ̟ϣ͑̚ ϔ̟͂͟ ̢̺͂͟΅χ̢̻̕͟ and protective in that the 
health worker is able to say what is required and not expose her by revealing more of her 
situation than necessary. 

And actually, they‟ll even make a phone call for you and 

get the ball rolling so you can go up there and make more 

of an effort to do it rather than put it off. You don‟t 

really want to go through telling everything and you get 

mixed up, because so much has happened and you don‟t know 

what‟s necessary to say and what isn‟t. Because some things 

they might not need to know. There‟s that much. Especially 

when there‟s children.(L) 

̠͕̃ ϣ΋͎ϣ̢͑ϣ̻ϕϣ ͂ϭ χϔͺ͕ϣ͕ ͂ϕϕͺ͑͑ϣϟ ͂΅ϣ͑ ̺χ̻Ό Όϣχ͕͑ ̚ ϟϣ̢͕͎͟ϣ χ ̻ͺ̺ϔϣ͑ ͂ϭ ̢̻͟ϣ͑΅ϣ̢̻̻͕͂͟ ϔΌ 
police and DoCS. In this she is not unlike many women who experience abuse. As a result their 
story of χϔͺ͕ϣ ̢͕ ̴̻͂̕ χ̻ϟ ̣̺ϣ͕͕Ό̤̚ χ̻ϟ ̢̟͕͟ ͎͂͟ϣ̢̻͟χ̴̴Ό ϕ̢̻͂͑͟ϔͺ͟ϣ͕ ͂͟ ͑ϣ̢͟ϕϣ̻ϕϣ ͂͟ χ͎͎͑͂χϕ̟ 
services. Z too spoke of the value of health workers making active referrals and not having to 
re-tell her story repeatedly. 

Because by the time you get into the hospital and you‟ve 

told the midwife and then the doctor and another midwife 

all the rest of it. You‟ve told your story so many times 

you just… It‟s hard to talk about to start with. And so try 

to repeat it all the time. Especially when you are trying 

not to go through it again and deal with it. To have to 

repeat it to another person and another person and another 

person gets really draining and yeah, it almost discourages 

you from talking about it.(Z) 

For Z and others, the disincentive from re-telling their stories were so strong they were 
͟ϣ̺͎͟ϣϟ ͂͟ ̟͕̟ͺ͟ ϟ͂Ά̻̠ χϔ͂ͺ͟ ̟͟ϣ χϔͺ͕ϣ̝ !ϕ̢͟΅ϣ ͑ϣϭϣ͑͑χ̴ ̻͂ ̟͟ϣ ͎χ͑͟ ͂ϭ ̟͟ϣ ͕ϕ͑ϣϣ̢̻̻̕ ̟ϣχ̴̟͟ 
worker protected women from repeating their story and in this aspect appeared to be an 
important in assisting women to take up referrals. 

COORDINATED CARE 
̐ϭ χ̴̴ ̟͟ϣ Ά̺͂ϣ̻ Ά̟͂ Άϣ͑ϣ ͑ϣϭϣ͑͑ϣϟ ͂͟ ̺ͺ̴̴̢͎͟ϣ ͕ϣ͑΅̢ϕϣ͕ ϭ̴̴͂͂Ά̢̻̕ ̟͟ϣ ͕ϕ͑ϣϣ̢̻̻̕̚ ̠͕̈́ 
experience stands out as an example of good practice that relieved Z of the burden of re-telling 
her story and led to a positive outcome. 
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She said instead of you talking to this person and that 

person, we have a staff meeting every Friday or whatever 

and I can let them know about your case and let everyone 

know all at once. And that was really good. 

She organised everything. [ ] She got me to see the drug 

and alcohol counsellors and the domestic violence 

counsellors. 

It can be absolutely chaotic out there and they still 

manage to organise for one midwife to see me, the drug and 

alcohol counsellor and the social worker to see me, all 

within my time slot and it really felt that ...people 

cared. (Z) 

Three elements are evident in the response that Z received. These were case planning, that is, 
̠͕̈́ ϕχ͕ϣ Άχ͕ ͟χ̱ϣ̻ ͂͟ χ ̴͎χ̢̻̻̻̕ ̺ϣϣ̢̻̕͟ ϭ͂͑ ϟ̢͕ϕͺ̢͕͕̻͂ χ̻ϟ ̢ϟϣ̢̻͟ϭ̢ϕχ̢̻͂͟ ͂ϭ ̟͟ϣ ̺͕͂͟ 
appropriate service. Secondly the referral was facilitated, that is the information was passed on 
to the provider and the appointment scheduled. Thirdly the referral services were provided 
back to back with her own antenatal appointment on site of the clinic, which meant that she 
could attend all services in the same visit to the hospital. Not only did this approach ensure that 
Z received the services, but it translated into Z feeling connected and supported. 

None of the other participants appeared to receive the degree of case coordination that Z 
experienced, although three reported that an antenatal social worker came to see them at the 
clinic at the time of their appointment on one or more occasion and followed them up 
post-natally. Others spoke about the value of referrals where they did not have to re-tell their 
story. 

SHARED PATIENT SUMMARIES 
Ϻ̻ ͕̺͂ϣ ͕ϣ͑΅̢ϕϣ͕ ̢͟ ̢͕ ͑͂ͺ̢̻͟ϣ ͂͟ ͕ϣ̻ϟ χ ϕχ͕ϣ ͂͑ ϟ̢͕ϕ̟χ͑̕ϣ ͕ͺ̺̺χ͑Ό ͂͟ ͎χ̢͟ϣ̻̠͕͟ ϲϣ̻ϣ͑χ̴ 
Practitioner or other health care professional. Inclusion of the domestic violence disclosure 
seemed to be valued by women as a means to avoid re-telling their story. 

Because by the time you get into the hospital and you‟ve 

told the midwife and then the doctor and another midwife 

all the rest of it. You‟ve told your story so many times 

you just… It gets really draining and yeah, it almost 

discourages you from talking about it.(Z) 

F, an antenatal patient described her experience of attending the early childhood service, 
which had received a case summary advising of the DV disclosure. 

Yeah she said there was something on my record. I thought 

that was really good they picked up on it. It was good 

Section 4: Interviews with Women 51 



   
 

       

 

 

             
           
         

             
            

         
 

       
              

        
           
          
           

                 
         

      
 

         
           

            
            

       
              

  
 

            
          

       
          

           
     

 

 

 
           
            

          
      

18 August 2010 

because if she hadn‟t known the answers I probably would 

have said no. Other women might think, oh I shouldn‟t have 

opened my mouth but its good because if something is 

continuing they have someone to talk to about it.(F) 

ϱ̠͕ ϕ̺̺͂ϣ̻͟ χ̻ϟ ̟͕͂͟ϣ ̺χϟϣ χϔ͂΅ϣ ϔΌ ̃ χ̻ϟ ̈́ ̢̻ϟ̢ϕχ͟ϣ ̟͟χ͟ ͟χ̴̢̱̻̕ χϔ͂ͺ͟ ̟͟ϣ χϔͺ͕ϣ ̢͕ ͂ϭ͟ϣ̻ 
difficult even after it has been disclosed initially and that women may contemplate denial in 
preference to re-͟ϣ̴̴̢̻̝̕ ϱ̠͕ ϣ΋͎ϣ̢͑ϣ̻ϕϣ χ̴͕͂ ͕ͺ̕̕ϣ͕͕͟ ̟͟ϣ ΅χ̴ͺϣ ͂ϭ ̢̻̻͂͂̕̕ ϕ̻͂͟χϕ͕͟ Ά̢̟͟ 
providers who can be turned to when women are ready to discuss their situation. Care needs to 
ϔϣ ͟χ̱ϣ̻ ̟͟χ͟ Ά̺͂ϣ̻̠͕ ϕ̻͕͂ϣ̻͟ ̢͕ ͕͂ͺ̟̕͟ χ̻ϟ ̟͟χ͟ ̟͟ϣ ̴̢̢̺͎ϕχ̢͟ons of this are discussed with 
them in order that they can make safe decisions about shared information. 

SUGGESTIONS FROM WOMEN IN RELATION TO SERVICE RESPONSES 
Two other suggestions for improved responses were put forward by a number of women in the 
course of the interviews. The first of these was access to information about children and 
domestic violence. Almost all of the women spoke about how concern for their children had 
featured in their decisions in relation to abuse they were experiencing. Concern for their 
ϕ̴̢̟ϟ͑ϣ̻̠͕ Άϣ̴̴ ϔϣ̢̻̕ ϟ̢ϟ ̻͂͟ ̢̺̺ϣϟ̢χ͟ϣ̴Ό ͑ϣ̴͕͂΅ϣ ̢͕͕ͺϣ͕ ϭ͂͑ ̟͟ϣ̺ χ̻ϟ χϟϟϣϟ ͂͟ ̟͟ϣ ϕ̴̺͎͂ϣ΋̢͟Ό 
of their decisions, featuring both as a reason to end relationships as well as a reason to remain 
in relationships with abusive partners. Some women experienced simultaneous pressure to do 
both, from different children in the family. 

Women identified the need for information to be made available at the time they are 
experiencing abuse that informs them about the way that exposure to DV can impact on 
children in the long and short term. They also requested information to guide them in 
supporting their children to recover from the impact of DV. At the time of conducting the 
interviews, no suitable publication could be identified that met either of these needs, although 
there is a large body of professional and academic literature on the impacts on children of 
abuse. 

A second commonly put forward suggestion was for services to offer groups for women who 
have experienced abuse. Many of the women wanted opportunities to share and hear the 
stories about abuse and resilience of other women. This applied particularly those using the 
mental health and D&A services. Program specific support groups appeared to offer women 
the opportunity to gain support without the additional stigma of introducing themself as a 
person with mental health or substance problems. 

Helpful and unhelpful responses by referral services 

Although not directly part of the process, women had diverse experiences in relation to services 
they were referred to as a result of their disclosure to the screening questions. It was difficult 
for the interviewer and in some instances the women themselves to distinguish between those 
accessed before and after the screening. For this reason, the following account includes 
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descriptions of both. There is not scope here to address the perceived impacts of the range of 
89­̢̻͟ϣ͑΅ϣ̢̻̻͕͂͟ ͂ϭϭϣ͑ϣϟ ̟ϣ͑ϣ χ̻ϟ ̟͂͟ϣ͕͑ ̟χ΅ϣ ͑ϣ͎͂͑͟ϣϟ ̻͂ Ά̺͂ϣ̻̠͕ ͎ϣ͑ϕϣ̢͎̻͕͂͟ ̢̻ ̢̟͕͟ ͑ϣ̕χ͑ϟ̚ 

92 so these experiences are addressed briefly here. 

Helpful responses described by women included, being reminded that the abuse was not their 
fault, ongoing active follow-up and efforts to rebuild self-esteem. 

A number of women spoke of unhelpful responses by services they had accessed. Several 
women talked about feeling talked down to , or being given advice that was text book rather 
than personally relevant, for example, Q., who said she had sought a lot of help but struggled to 
find any professional she could relate to. 

And I think that a lot of the clients are under-

estimated because they actually at times know a lot 

more than what the counsellor thinks.(Q) 

̟̐͟ϣ͕͑ ͟χ̴̱ϣϟ χϔ͂ͺ͟ Ά̱͂͑ϣ͕͑ ͟χ̢̱̻̕ χ ̣ϔΌ ̟͟ϣ ϔ̱̤͂͂ ͂͑ ̣ϕ̢̱͂͂ϣ ϕͺ͟͟ϣ̤͑ χ͎͎͑͂χϕ̟̚ ͑ϣ̢͎̻͂͑̕͟ ̟͟χ͟ 
they did not feel treated as individuals. J. who had ended her marriage six years earlier, but 
continued to live in fear of him had contacted a domestic violence service on a previous 
occasion, but had found their advice unhelpful. 

Because they only went on about the AVO which I already 

knew about. I think they think that if you just leave it 

will be all over.(J) 

Age was a factor for some women in shaping how she saw the help offered. 

And she was younger than me as well. Sometimes you feel you 

need someone who has the life experience as well as the job 

description to help. So I didn‟t feel that was useful. 

Everything she was saying I already knew. (Q) 

Other research has found that women prefer to be screened by someone with maturity. 
Thackeray et al found that women preferred to be asked the questions by a woman, of the 
same race, aged 30 to 50 years. 93 

Four women reported that their disclosure of abuse was reported to Community Services. T 
͑ϣ͎͂͑͟ϣϟ ̟͟χ͟ ͕̟ϣ ̟χϟ ͑ϣϕϣ̢΅ϣϟ χ ͎̟̻͂ϣ ϕχ̴̴ ϭ̺͑͂ �̣ ͂͟ ̣ϕ̟ϣϕ̱ ̟͟χ͟ ϣ΅ϣ͑Ό̢̟̻̕͟ Άχ͕ ̱͂χΌ̝̤ ̣̟ϣ 
had ̻͂͟ ϔϣϣ̻ χΆχ͑ϣ ̟͟χ͟ χ ͑ϣ͎͂͑͟ Άχ͕ ͂͟ ϔϣ ̺χϟϣ χ̻ϟ ϟϣ͕ϕ̢͑ϔϣϟ ̟ϣ͕͑ϣ̴ϭ χ͕ ̣χ ϔ̢͟ ͺ̻̟χ͎͎Ό 
χϔ͂ͺ͟ ̢̤͟ χ͕ ̢͟ ̟χϟ ϔϣϣ̻ ͺ̻ϣ΋͎ϣϕ͟ϣϟ̝ ̩Ά͂ ̟͂͟ϣ͑ Ά̺͂ϣ̻ Άϣ͑ϣ ̢̻ϭ̺͂͑ϣϟ ̟͟χ͟ ͑ϣ͎͕͂͑͟ Ά͂ͺ̴ϟ ϔϣ 
made by the midwives and although both were apprehensive, they also both, outwardly at 
least, expressed understanding for the need to do this. Neither had received any further 
contact from CS. A report to CS was something viewed with apprehension by three of the four 
women. Other women indicated that they were cautious about how much and to whom they 
spoke of the abuse because of fear of CS intervention. 
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P reported that the social worker informed her she would set up a meeting with CS to arrange 
support services once the baby was born. In the interview A expressed concern that the social 
worker had not followed up on this and had let her down. On a subsequent visit to the site, it 
Άχ͕ ̴ϣχ̻͑ϣϟ ̟͟χ͟ ̜̠͕ ϔχϔΌ ̟χϟ ϔϣϣ̻ ͑ϣ̺͂΅ϣϟ ϔΌ �̣ ϔϣϭ͂͑ϣ ͕̟ϣ ̟χϟ ̴ϣϭ͟ ̢̟͕͎͂͟χ̴̝ ̩̟ϣ ϕ̻͂ϕϣ̻͕͑ 
held by CS were not made known to P during the antenatal period and this action was viewed 
with great concern by the social worker who believed that more could have been done to give P 
̟͟ϣ ϕ̟χ̻ϕϣ ͂͟ ϕχ͑ϣ ϭ͂͑ ̟͟ϣ ϔχϔΌ̝ ! ͑ϣ΅̢ϣΆ ͂ϭ ̜̠͕ ϭ̴̢ϣ ͕ͺ̕̕ϣ͕͟ϣϟ ̟͟χ͟ ̟͟ϣ D̸ Άχ͕ ͎͑͂ϔχϔ̴Ό ̻͂͟ ̟͟ϣ 
sole basis for the decision to remove and that substance use and lack of appropriate family 
support appeared also to be causing concern. 

NEED FOR SERVICES POST ABUSE 
The focus of most of the DV specific referrals that women received related to support or advice 
for ending the relationship. The accounts of the women in this study made it clear that an end 
to the relationship with the abuser did not mean an end to either risk or trauma. W indicated 
that she believed the relationship was 90% over but held onto 10% hope. She also displayed 
evidence of self blame and disrupted self confidence that continued to affect her. 

I thought, how could you get yourself into that kind of 

situation? The way he made me think. All that control over 

me… I was quite a confident person before I was with him 

and then I started stuttering and I‟m only just getting 

over it. It‟s crazy you think you are a different person. 

You ARE a different person. (W) 

The women identified other issues indicating that active approaches to referral should be 
considered post-relationship. These issues included: ambivalence towards the relationship, 
ongoing risk from the offender and the need for information or support for children impacted 
by abuse. 

4.5 Who did screening assist and how? 

Who did screening assist? 

At the outset of the study it was assumed that screening may assist women by providing 
referrals to services which would assist them to end abusive relationships. In revealing that the 
̴̢̻ϣ ϔϣ͟Άϣϣ̻ ϔϣ̢̻̕ ̢̣̻̤ ͂͑ ̣͂ͺ̤͟ ͂ϭ χϔͺ͕ϣ Άχ͕ ϔ̴ͺ͑͑ϣϟ̚ Άϣ ͑ϣχ̴̢Αϣϟ ̟͟χ͟ ̢̟͕͟ χ͕͕ͺ̢̺͎̻͂͟ was 
simplistic. Although some of the women who completed surveys indicated they had ended 
relationships or taken legal action as a result of the screening, this did not apply to any of the 
women in the interview sample. 
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Although none of the women interviewed described adverse effects from the screening 
process, or objected to it, for some the experience was unremarkable and had minimal impact. 
These were predominantly women who had previous multiple experiences of police, courts or 
child protection services. Included in this group were women who were no longer in the 
relationship with the offender but experienced ongoing abuse. More than half of the women 
however, described valuable impacts from screening. These were predominantly women who 
had not previously used services for DV or who had disclosed their abuse for the first time in 
response to screening. Most had accessed social workers linked to the services where they had 
been screened, though some described valuable outcomes simply from the responses of the 
service caseworker. The following sections illustrate the nature of these benefits and the 
̺ϣχ̻͕ ϔΌ Ά̢̟ϕ̟ ̟͟ϣΌ ͂ϕϕͺ͑͑ϣϟ̝ !̴̟͂͟ͺ̟̕ ̟͟ϣ Ά̺͂ϣ̻̠͕ ̢͕͟ͺχ̢̻͕͂͟ ΅χ̢͑ϣϟ̚ ͕̺͂ϣ ͎χ͟͟ϣ̻͕͑ 
emerged. Separate consequences appeared to be associated with the two steps in the 
screening process, firstly, the experience of being asked, and secondly the response of health 
workers to disclosures. 

Being asked: Naming abuse 

In relaying their accounts of abuse, it became clear that only a few women had initially 
considered ̟͟ϣ̢͑ ϣ΋͎ϣ̢͑ϣ̻ϕϣ͕ ͂͟ ϔϣ ̣χϔͺ͕ϣ̝̤ �̻͕͂͑͟ͺϕ̢̻͕͂͟ Άϣ͑ϣ ϟ̢΅ϣ͕͑ϣ ̢̻ϕ̴ͺϟ̢̻̕ ͕ϣϣ̢̻̕ ̟͟ϣ 
χϔͺ͕ϣ χ͕ ̣̻̺͂͑χ̴̤̚ ͕̺͂ϣ̢̟̻̕͟ ̟͟χ͟ ϕχ̺ϣ ̣͂ͺ͟ ͂ϭ ̟͟ϣ ϔ̴ͺϣ̤̚ χ͕ behaviour that was associated 
Ά̢̟͟ ϟ͑ͺ̕ ͺ͕ϣ ̣̓Ά̟ϣ̻ ̟ϣ ͕̺̱͂ϣ͕ ϕχ̻̻χϔ̢͕ ̟ϣ̠͕ χ ϟ̢ϭϭϣ͑ϣ̻͟ ͎ϣ͕̻̤͑͂̈́ ͂͑ χ ̣ϔχϟ ͑ϣ̴χ̢̢̻͕̟͎̝̤͂͟ For 
most of the women who described benefits to screening, being asked about abuse in the health 
setting brought a new frame for reflecting on their experiences. Analysis of the accounts of 
͑ϣχϕ̢̻͕͂͟ ͂͟ ϔϣ̢̻̕ χ͕̱ϣϟ ̴ϣϟ ͺ͕ ͂͟ ϕ̻͂ϕϣ͎͟ͺχ̴̢Αϣ ̢̟͕͟ χ͕ ̣̻χ̢̺̻̕ ̟͟ϣ χϔͺ͕ϣ̝̤ Several women 
indicated that just being asked about abuse made it visible. 

When you are in a relationship, you get used to it and you 

think it‟s a normal thing. [ ] And it (being asked) makes it 

more real.(Q) 

Q related how screening led her to see her ex-boyfriend as responsible for his abusive 
behaviour̚ ̢̻͕͟ϣχϟ ͂ϭ ̟ϣ͕͑ϣ̴ϭ χ͕ ̟͟ϣ ̣̻͂ϣ Ά̢̟͟ ̟͟ϣ ͎͑͂ϔ̴ϣ̺̝̤ P recounted that her abuse was 
triggered by the cannabis and alcohol she and her partner used. When hitting became the 
subject of her antenatal care, it brought a sense of gravity to the situation. 

If people are taking it this seriously that they have to 

ask you questions about it, then you should do something 

about it.[ ]That‟s what made it click in my head. It‟s not 

just a fight. It‟s domestic abuse.(P) 

Like P, giving a name to her experience led Z to see her situation as more significant, rather 
than something she could deal with herself, privately. 
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It seems like an enormous thing. [ ] It‟s kind of like if 

you have a major problem with your car, you take it to a 

mechanic. A mechanic is a business to itself, a major 

operation and the rest of it. If the car needs an oil 

change and you do it yourself it‟s not a car problem.(Z) 

Another element of the screening process that appeareϟ ͂͟ ϕ̢̻͂͑͟ϔͺ͟ϣ ͂͟ ̣̻χ̢̺̻̤̕ Άχ͕ ͑ϣχϟ̢̻̕ 
the information card, which lists hurting, threats, forced sexual behaviour, control of money 
and restricted social access as forms of abuse. 

I think not so much when she asked me the questions, as 

when I read the pamphlet.[ ]I thought, Yes, Yes, Yes, Yes 

and I thought Ohhhhh… Oh my god.(W) 

Realizing that abuse includes controlling behaviour was an outcome described by a number of 
women, and the information card was commonly the source of this knowledge. 

An unexpected finding was that of the six women still in the abusive relationship, four reported 
that their partners had read the information card. Some partners were given the card directly 
by the women, others discovered it. Each of the four appeared to have exercised judgment 
about the safety of retaining the card and actively managed its discovery and interpretation. 
Allowing their partners to read the information card seemed to operate as an indirect way for 
the women to name the abuse to their partners. For some, it seemed to be a way of warning 
partners. 

At least he already knows that if he does something or 

tries to do something, then maybe I am going to take 

action. (V) 

P reported that screening had prompted her boyfriend too, to look at the situation differently. 

Because I told my partner about it and it got us talking 

about it. So like for him to actually see it. As in… 

“people have been asking my girlfriend have I been hitting 

her and if she‟s actually saying yes, I need to look at 

it.”(P) 

Half of the women reported that naming their experience as abuse prompted them to further 
consider their situation including some such as P and N, who remained within currently abusive 
relationships. 

I don‟t know what‟s going to happen. But it helped me. When 

the nurse asked me I think, Why am I in this situation? (N) 

For others, naming led to a different perspective on a situation they had left behind. 
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Responses to disclosing: Connection 

̩ͺ̢̻̻͑̕ ͂͟ Ά̺͂ϣ̻̠͕ χϕϕ͂ͺ̻͕͟ ͂ϭ ̟͟ϣ̢͑ ϣ΋͎ϣ̢͑ϣ̻ϕϣ ͂ϭ ̟͟ϣ ͑ϣ͕͎̻͕͂ϣ͕ ̟͟ϣΌ ͑ϣceived to disclosing, 
the core finding was that screening fostered a sense of connection. This study does not 
examine the effects of abuse but it is relevant to note that all the women reported traumatic 
effects from their experiences, including those who had been in relatively short term 
͑ϣ̴χ̢̢̻͕̟͎͕̝͂͟ ̩̟ϣ ϭ̢͕͑͟ ϣ΅̢ϟϣ̻ϕϣ ͂ϭ ̣ϕ̻̻͂ϣϕ̢̻̤͂͟ χ͕ χ̻ ͂ͺ͟ϕ̺͂ϣ Άχ͕ descriptions of feeling 
ϕχ͑ϣϟ ϭ̝͂͑ ̣̠͕ ϕ̺̺͂ϣ̻͟ ̢͕ ͟Ό̢͎ϕχ̴̝ 

She was very concerned about me. She gave me the strength. 

[ ] She just told me, it‟s not my fault, and there is help 

out there.(S) 

! ͕ϣϕ̻͂ϟ ϭ̺͂͑ ͂ϭ ̣ϕ̻̻͂ϣϕ̢̻̤͂͟ Άχ͕ ̟͟ϣ ͕ͺ͎͎͂͑͟ Ά̺͂ϣ̻ ͕ϣϣ̺ϣϟ ͂͟ ϟϣ̢͑΅ϣ ϭ̺͑͂ ̴ϣχ̢̻̻͑̕ ̟͟χ͟ 
services are available. Of the social worker she saw at the hospital, N said, 

It‟s always good to talk and, and to know there are people 

there to support. Who can do something. That‟s a good thing 

that people know there is something happening in my life.(N) 

Even when women do not currently want to use services, knowing about their existence and for 
some such as N, others knowing about the abuse, connects them to other possibilities, 
͎͑͂΅̢ϟ̢̻̕ χ ͕ϣ̻͕ϣ ͂ϭ ̣ϔχϕ̱ ͺ͎̝̤ ̩̟ϣ ͺ̢̻ϭΌ̢̻̕ ̟͟ϣ̺ϣ ̢̻ ̟͟ϣ͕ϣ ϟϣ͕ϕ̢̢͎̻͕͑͂͟ Άχ͕ ̟͟χ͟ ̟͟ϣ ͑ϣ͕͎̻͕͂ϣ͕ 
were connective, breaking through the isolation of abuse. For women who continued in 
situations of abuse, they also seemed to provide options for the future, should they be required 
or wanted. 

A final pattern identified for a few women who had recently ended abusive relationships, was 
the role of the screening and the support offered, in creating new narratives of competence. Z 
described how her sense of self had been eroded by abuse. 

Your world becomes a different size because you don‟t have 

this unlimited belief in yourself that you normally do.[ 

]So getting the support that I did and being reassured I 

was doing the right thing and that I should be proud of 

what I was doing. It certainly made it start to reverse 

what had happened to me.(Z) 

It was important for Z to be seen at the point of screening, as competent. This was more than 
simply naming the experience. Rather it was a recognition of an alternative narrative, not a 
helpless victim, but someone who had made a good decision and shown resourcefulness. 
Screening played a role in creating this type of narrative for a number of women who had 
recently exited abusive relationships that had left them questioning their judgment and sense 
of self. 
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It made me go “Oh, what I was reading had the potential to 

go further” and I was smart enough to get out. ...Cause I 

thought that what I went through was kind of lucky, but 

what they said was “You’ve made a good decision early.” So 

that‟s been positive feedback for myself, for how I‟ve 

dealt with things. (F) 

W reported that coming to see her experience as abuse, shifted the sense of control she had 
over her life. 

Just accepting that this is what‟s happening to me and at 

the time I felt good because I had left him (tears) and I 

was strong enough to go through all of that and come out 

good on the other end. I felt more… Really strong.(W) 

None of the women interviewed had accessed DV specific services as a result of screening, 
although some had used them previously. All the encounters reported in this section occurred 
with the health worker who asked the screening questions or other hospital-based services, 
predominantly social workers. The sense of connection reported took different forms for 
women in different circumstances but was based on one or more of feeling cared for, a sense of 
future options, and new narratives of competence. Judith Herman, a leader in the field on 
͑ϣϕ͂΅ϣ͑Ό ϭ̺͑͂ ͑͟χͺ̺χ χ̢̢͕̻͑̕ ϭ̺͑͂ ̢̻͟ϣ͎͑ϣ͕̻͑͂χ̴ ΅̴̢͂ϣ̻ϕϣ ϟϣ͕ϕ̢͑ϔϣ͕ ̣͑ϣ-ϕ̻̻͂ϣϕ̢̻̤͂͟ χ͕ χ ϕ͂͑ϣ 
stage in recovery.4 

In the words of N, not speaking about the abuse can be a form of defeat for many women, and 
conversely disclosing can lead to important outcomes. 

A lot of women don‟t tell anything. Even to family. They 

try to cover themselves if they receive a punch. I don‟t 

want to get to that point. But I know you can get there if 

you keep quieter and quieter.(N) 

The following case studies provide examples of the disparate situations women reported and 
the diverse ways in which the screening affected them. 
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4.6 Case studies illustrating experiences of screening
 

Case study 1: V 
V left her family in her home country to marry her husband in what she described to me as a 
̴̣͂΅ϣ ̺χ̢͑͑χ̕ϣ̝̤ ̣̟ϣ Άχ͕ χ͕̱ϣϟ ̟͟ϣ ͕ϕ͑ϣϣ̢̻̻̕ ͐ͺϣ̢͕̻͕͂͟ ̢̻ ̟͟ϣ ϕ̻͂͟ϣ΋͟ ͂ϭ ̟ϣ͑ χ̻͟ϣ̻χ͟χ̴ ϕχ͑ϣ̝ 
Although she was initially hesitant to disclose, fearing that action may be taken against her 
husband, she was encouraged to by the ̢̺ϟΆ̢ϭϣ̠͕ ͂ϭϭϣ͑ ͂ϭ ̟ϣ̴͎̝ Ϻ̻ ̟͟ϣ ̢̻͟ϣ͑΅̢ϣΆ ͕̟ϣ ϟϣ͕ϕ̢͑ϔϣϟ 
̟ϣ͑ ̟ͺ͕ϔχ̻ϟ χ͕ ̣̟͂͟-͟ϣ̺͎ϣ͑ϣϟ̤ χ̻ϟ ̻͂ ̻͂ϣ ͂ϕϕχ̢͕̻͂ ̟ϣ ̟χϟ ͎ͺ͕̟ϣϟ ̟ϣ̝͑ ! ͑ϣ΅̢ϣΆ ͂ϭ ̟ϣ͑ ϭ̴̢ϣ͕ 
indicates she said yes to Q 1 of the screen in relation to hitting. 

Prior to the screening she had sought intervention from an older male family friend who had 
spoken to her husband in front of her, about the need to treat her with respect. Since then he 
had not she had not further difficulty with him, but had valued two meetings with the social 
worker attached to the antenatal clinic. Although her contacts with the service were brief, she 
ϣ΋͎ϣ̢͑ϣ̻ϕϣϟ χ ͕ϣ̻͕ϣ ͂ϭ ϔχϕ̱ ͺ͎ χ̻ϟ ϭϣ̴͟ ϕχ͑ϣϟ χϔ͂ͺ̝͟ ̣I thought oh, behind me someone. Some 
͕ͺ͎͎̝̤͂͑͟ On her survey she had ticked that something useful had occurred as a result of the 
screening but not elaborated. In the interview when I asked her about this, she recounted that 
the useful outcome was her husband finding the card in a drawer and reading it. The card 
formed the dual function of giving her information to get help in the future should she need it, 
as well as letting her husband know that if he hurt her again, she may take action. 

Case study 2: M 
M was asked the screening questions at an D&A service about two months after separating 
from her abusive partner. At that time he was continuing to breach the restraining order which 
she had taken out against him. M also suffered agoraphobia following controlling behaviour, 
physical abuse and stalking by her ex-partner and earlier abusive relationships. She stated that 
at the time she was asked the questions she had made a decision to be open about herself, in 
order to help herself more, though she also indicated that had the abuse been current at the 
time she would probably have covered it up. M found the approach of the case worker who 
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asked the questions very helpful. 

“She said we can go through it slowly. You don‟t have to tell me 

all today. We can get to know each other. She was lovely.” 

M also described that the demeanour of case workers had made a big difference to earlier 
decisions not to disclose when asked. She observed that workers who were apparently well 
meaning, but appeared never to have experienced any difficulties and promoted their expertise 
did not invite openness. ̠͕̉ ϕͺ͑͑ϣ̻͟ ϕχ͕ϣ Ά̱͂͑ϣ̠͕͑ ͺ̻ϟϣ͕͑͟χ̻ϟ̢ng about abuse and empathy 
had a significant impact on her. 

Case study 3: N 
N had left her husband on several occasions in response to his violent outbursts and physical 
violence but had returned to him and was now expecting their second child. She felt extremely 
ambivalent about the relationship and concerned for her daughter about the potential impact 
of remaining in a volatile situation, as well as the impact of separation. N had suffered anxiety 
and depression which were initially diagnosed as a cardiac condition. 

N was pleased to be asked the questions because she had been thinking of asking to see a social 
worker at the clinic. Being asked the questions made this much easier for her. 

̣It‟s good if someone asks you first, especially in this 
situation when women are really afraid to talk about something. 

Its good if someone starts the conversation.” 

She reported that being asked about the abuse prompted her to reflect on her situation 
further. She also identified that although she did not plan to take any further action at that 
point in time, wanting to focus on the impending birth, she valued people know what was 
happening who could support her if she needed it. The open-ended offers by the midwives and 
social worker to contact them or come to the hospital if she needed to established a sense of 
connection to support. This was particularly important for N who is from South America and 
whose family are distant. 

Case study 4: K 
K was screened by the mental health team following admission to hospital after she attempted 
suicide. This occurred after her husband left her. He had physically abused her in the context of 
his heavy marijuana use over many years. In her survey response she reported that the 
screening had been useful and elaborated -“I was able to bring it out in the open. Enabled me to 
find a counsellor and feel more worthy about being here.” 

In the interview she recounted that unless she had been asked specifically about abuse, she did 
not believe she would have revealed it, attributing her suicide attempt only to the relationship 
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breakdown. The care shown by the health worker and her informal manner in raising the topic 
also facilitated her disclosure. K described how useful in particular she found one of the mental 
health case workers who had gently pressed her to talk in some detail about the abuse she had 
experienced, which was the first time she had done so. 

She related that she believed that without this having taken place she would have attempted 
suicide again. The experience of talking about the abuse with this case worker prompted her to 
seek help from a counsellor that she accessed through her GP, and who she continued to see at 
the time of our interview. As a result of this intervention and that of the mental health team 
she began to see that the abuse was not her fault and felt freer in talking about it to others. 

Case study 5: Z 
Z left her home town to get away from her abusive partner after she discovered she was 
pregnant. She described attending her first antenatal visit soon after being prescribed anti­
depressants and feeling very apprehensive about what would happen. The midwife who asked 
Z the questions offered to co-ordinate some extra support for her, which Z appreciated for not 
having to tell her story again. In this way the social worker, mental health and also substance 
abuse service were co-ordinated and most visits timed to co-occur with her antenatal visits. 

At the initial screening, the midwife affirmed Z for having extricated herself from the situation, 
and ̢̻ϭ̺͂͑ϣϟ ̟ϣ͑ ͕̟ϣ Άχ͕ χ ̣͕ͺϕϕϣ͕͕ ͕͂͑͟Ό̝̤ Ϻ̻ ̟͟ϣ ̢̻͟ϣ͑΅̢ϣΆ̚ ̈́ ϟϣ͕ϕ̢͑ϔϣϟ ̟͟ϣ ̢̺͎͂͑͟χ̻ϕϣ ͂͟ ̟ϣ͑ 
of this description, who began to see herself as competent instead of weak and a failure, which 
the abuse had left her feeling. She appreciated particularly being t̴͂ϟ ͕̟ϣ ̟χϟ ̣ϟ̻͂ϣ ̢̤͟ Ά̢̟͂͟ͺ͟ 
being told what she should do. The screening also contributed to her naming the experience as 
abuse. 
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Section 5:	 Health workers’ experiences: What does 
screening achieve? 

Health workers̠ views about screening were conducted in ten focus group discussions in 
September and October 2008. Fifty-nine health care workers participated in the sessions; 29 
midwives, 23 substance abuse case workers (predominantly nurses) and seven mental health 
nurses. Six participants were male and 53 were female. The average length of time since 
commencing screening was 4.4 years. 

5.1 The impact of screening on health workers’ practice 

All the participants in the focus groups were in favour of routine screening. Many expressed 
views indicating they were strongly in favour of it. The only dissenting views to this were 
expressed at one of the D&A services, where several workers indicated that although they were 
not opposed to screening, it was not in general the way in which instances of DV were revealed 
in treatment. They suggested that instead women would typically deny any issues at the point 
of service entry but disclose later when trust had been established and a crisis occurred. 

Ϻ̻ ͟ϣ̺͕͑ ͂ϭ Ά̱͂͑ϣ͕̠͑ ΅̢ϣΆ͕ ͂ϭ ̟͟ϣ ͂ͺ͟ϕ̺͂ϣ͕ ͂ϭ ̟͟ϣ ̢̻͑͂͟ϟͺϕ̢̻͂͟ of screening in health services, 
two somewhat competing outcomes were identified. Firstly, the introduction of the screening 
policy has heightened staff awareness about DV and provided tools to respond to it. On the 
other hand it has also added to the complexity of ̟ϣχ̴̟͟ Ά̱͂͑ϣ̠͕͑ ̴͑͂ϣ͕̝ ̩̟ϣ͑ϣ Άϣ͑ϣ ϭ͂ͺ͑ 
consequences of increased awareness about the issue. These were: 

i) increased alertness 
ii) awareness of links to health; 
iii) a sense of providing more comprehensive care; and 
iv) identification of appropriate services to which to make referrals. 

A number of case workers described increased alertness to indicators of abuse. 
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Several workers related how increased awareness had brought about flow-on effects to their 
personal lives through increased willingness to intervene with friends and neighbours. 

A second aspect of increased awareness was appreciation of the link between DV and health 
issues. Workers across all sites and programs, described DV as highly relevant to their work, for 
reasons that varied by program. For example, D&A service workers reported that DV increased 
substance use and impacted on the safety of clients and their children. 

If there‟s DV it very much makes it harder for them to move 

on and deal with their drug problem.(D&A4/1) 

Mental health workers identified that DV could be a precipitant of mental illness including the 
episode that prompted the presentation. 

I have seen great relief in women when they are able to 

talk openly about DV and come to the conclusion that they 

do not have a mental illness, but their symptoms are caused 

by DV.(MH1/8) 

They also identified that at times mental illness was claimed as the problem when distress was 
being caused by experiences of DV. 

It‟s usually okay for a client to come up to ED and say I‟m 

depressed and anxious, but it‟s not okay to come up and say 

I‟m being beaten up or I‟m being controlled. They may not 

even have words for the domestic violence.(MH1/1) 

Midwives too asserted that DV was a relevant issue in antenatal care because of implications 
ϭ͂͑ ̟͟ϣ Ά̺͂χ̻̠͕ χϔ̴̢̢͟Ό ͂͟ ̴͎χ̻ ϭ͂͑ ̟͟ϣ ͎͑ϣ̻̕χ̻ϕΌ̚ ̟͟ϣ ̟ϣχ̴̟͟ ͂ϭ ̟͟ϣ ϔχϔΌ χ̻ϟ ̟͟ϣ ̢̺ϟΆ̢ϭϣ̠͕ 
relationship with the woman and her partner. 

It makes a difference. I guess it‟s the woman‟s focus; how 

much she puts into the pregnancy, what her other concerns 

are.(AN1/1) 

4 Quotations are followed by a unique participant identifier, comprising program (Antenatal/D&A/Mental Health), 
site number and participant number (within site), ie AN 4/3 refers to Participant 3 at Antenatal Service #4 
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It appeared that awareness of the relevance of DV to the specific health issue of presentation 
led some workers to conclude that asking improved the comprehensive nature of the health 
service response. 

If they say yes then there is a procedure to follow after 

that, it doesn‟t just get lost. If it wasn‟t included in 

the intake then I don‟t think that I would think to ask 

that.(D&A5/3) 

You wouldn‟t be really covering the whole thing; you 

wouldn‟t be providing a comprehensive service. So I guess 

having those questions there just makes it complete in 

terms of covering the whole gamut of areas that could be of 

concern for this person.(D&A1/3) 

Confirming this view, a number of workers made the point that asking intrusive or sensitive 
questions is already an aspect of the health worker role, and asking about DV was simply an 
extension of this activity and posed few difficulties. 

We leave no part untouched. We ask about sexual activity, 

sleep habits, appetite, the whole gamut; bowel habits and 

times, depending on what the clinical picture is giving us. 

(MH1/6) 

The fourth outcome of increased awareness was increased capacity to make appropriate 
referrals for women. 

That made me think I should use people like the police 

liaison. [ ] We were amazed at the number of services 

available for domestic violence.(D&A3/3) 

At some services a high degree of collaboration had developed between the health service and 
DV service providers, which seemed to have occurred as a result of the increased need to make 
referrals and correspondingly enhanced relationships. This D&A service gave an example of 
enhanced collaboration. 

Facilitating meetings here with people like the Domestic 

Violence Liaison Officer. We‟ve done that a couple of 

times. [ ] And so the woman has heard about what the police 

actions are likely to be, has been reassured. The DV 

officer is a female in civvies. It works quite well. 

(D&A2/7) 

Although there was widespread agreement about the relevance of DV and value of screening, 
there was also a widely held view that screening had increased the complexity of the work. In 
most of the antenatal clinics, the introduction of screening for IPV occurred simultaneously with 
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the expansion of assessment for other psycho-social indicators for post-natal depression. As a 
result of this some saw DV as adding to an ever-expanding list of issues they needed to 
consider, often drawing them away from their primary role. 

You have 10 minutes at the end where you talk about 

listening to the baby‟s heart. (AN3/10) 

Concerns about additional workload were expressed more commonly at those sites which both 
lacked on-site services and had high disclosure rates. Seeing DV as relevant and screening as 
acceptable, did not preclude workers from also indicating that it increased their workload. 
While none of the participants suggested workload was a sufficient reason to desist from 
screening, it highlighted the importance of screening tools and processes that are brief and 
simple. 

5.2 Barriers to implementing screening 

Four barriers were identified that pose challenges to implementing screening. The two most 
dominant barriers identified were lack of privacy, and tensions between trust and limited 
confidentiality. Lesser issues were ̟ϣχ̴̟͟ Ά̱͂͑ϣ̠͕͑ ϭ͑ͺ͕͟ration at women who did not 
apparently wish to take action in relation to the abuse and cultural issues. 

Privacy 

Establishing privacy in order to ask the questions was a key challenge, particularly in antenatal 
clinics where partners often attend appointments. The screening protocol directs the questions 
are not asked in the presence of any person aged over three years and that if privacy cannot be 
established, screening should be deferred. 11 The process of asking accompanying partners or 
family members to leave the room remains a challenge to health care workers at these services. 
In part this is because it is perceived to run counter to maternity service efforts to be family-
inclusive. More significantly, midwives felt intimidated when they suspected partners to be 
abusive. 

Sometimes you get this feeling that there is domestic 

violence going on, but because you are feeling scared you 

tend to dance around it and don‟t find out. (AN4/3) 

In such cases the screening was usually deferred, although there was agreement that when this 
occurred, it was often not addressed later. Participants observed that when partners waited 
outside the consulting room, few women disclosed. Most midwives had developed creative 
strategies to gain time alone without raising suspicion, such as inventing urine tests that 
required visits to the bathroom. Many of the midwives commented that when time alone was 
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gained, other pertinent information was also often revealed or revised, such as prior 
pregnancies or sexually transmitted infections. 

Excluding family members appeared to pose fewer challenges to D&A and mental health 
workers who experience less pressure to include family members in treatment. 

Tensions between trust and limited confidentiality 

The second major barrier t͂ ͕ϕ͑ϣϣ̢̻̻̕ Άχ͕ ̟͟ϣ ͟ϣ̢̻͕̻͂ ϔϣ͟Άϣϣ̻ Ά̱͂͑ϣ͕̠͑ ϟϣ̢͕͑ϣ ͂͟ ͂ϭϭϣ͑ 
confidentiality to patients, and build trust, against limitations to confidentiality that can be 
offered. This principally occurs as a result of statutory obligations to make reports to 
Community Services where a child is at risk of harm. Workers expressed concerns about women 
dropping out of treatment when reports were required or even threatened. 

I worry about that trust in services. And in midwifery 

services I want them to continue to engage. Not to think 

that after the first visit she discloses domestic violence, 

the next thing I‟m ringing DoCS. „Cause we know what that 

means for people. [ ] “You’re going to take my kids away 

from me.” (AN2/5) 

Most health workers cited numerous instances of abuse being denied at the time of screening, 
and then revealed at a later point. Fears of reports to the child protection agency along with 
lack of trust were seen by workers as key factors for this reticence. Diverse practice in making 
child protection reports was apparent, with some workers, particularly midwives, making 
reports following any disclosure of DV. Others, particularly in clinics with continuity of care by 
health workers, were more reserved about making child protection reports, preferring to wait 
until the relationship with the patient developed and the picture became clearer. Workers 
across services reported there was often no apparent response by CS to reports, which seemed 
to contribute to inconsistent reporting practice. Midwives who had access to perinatal case 
managers or social workers able to undertake risk assessment and reports to the child 
protection agency, reported less tension in respect of this issue. 

Frustration at women electing not to take action 

A third barrier to screenin̕ Άχ͕ Ά̱͂͑ϣ͕̠͑ ϭ͑ͺ͕͑͟χ̢̻͂͟ χ͟ Ά̺͂ϣ̻ Ά̟͂ ϟ̢ϟ ̻͂͟ ͟χ̱ϣ ͺ͎ ͂ϭϭϣ͕͑ ͂ϭ 
assistance or remained with abusive partners. 

Sometimes I think, “Oh I spent a lot of energy to try to 

give you something that you‟ve asked for, but then you‟ve 

thrown away.” And I know that‟s completely about me and not 

about the woman but I still feel it.(AN3/11) 
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One mental health worker admitted that sometimes her frustration led her to avoid screening. 

I think that there are times when we subconsciously or 

consciously decide not to do it [ ]. You know that so many 

people, even if you identify it, are not going to do 

anything.(MH1/3) 

Although most workers were aware of impediments to accepting assistance (citing for example, 
fear of or dependence on the offender, other priorities, and fear of child protection 
intervention), this did not prevent frustration from being expressed. Workers appeared to be 
vulnerable to experiencing this type of frustration even after having received training on the 
issue. Workers in services with higher case-loads of patients experiencing IPV and also 
substance abuse services, which have many clients with multiple, complex problems were more 
likely to express frustration. 

Cultural issues 

Health workers from the two services with more culturally diverse populations, raised cultural 
issues as barriers to screening. Three issues were raised. Firstly, language was a barrier that was 
not always assisted by the presence of an interpreter. Workers were aware that the interpreter 
χ͕ χ ̺ϣ̺ϔϣ͑ ͂ϭ ̟͟ϣ Ά̺͂χ̻̠͕ ͂Ά̻ ϕ̺̺͂unity might not be a trusted with knowledge of the 
abuse. 

I had a Persian interpreter say to me this doesn‟t happen 

in Iran, and laughed. (RNS IV 1) 

Secondly it was reported that were women from other countries were often unaware of the 
legal protections against partner abuse offered under Australian law and may operate also 
under strong cultural prescriptions of loyalty to partner and family. A third issue was the 
exacerbated isolation experienced by women who did not have family in Australian, leaving 
them heavily reliant on their husband or partner which limited other options they may have for 
support or to take action. 

5.3 Enablers of screening 

Synthesis of the data revealed that over time, different factors were of greater importance in 
enabling screening. There was also an interactional effect from these elements. Five key 
enablers of screening were identified. 
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Especially important when screening commenced were: 
i) the scripted questions, 
ii) training 
iii) access to referral services . 

Over time confidence seemed to be reinforced by: 
iv) familiarity 
v) Ά̺͂ϣ̻̠͕ ϭχ΅͂ͺ͑χϔ̴ϣ ͑ϣχϕ̢̻͕͂͟ ͂͟ ϔϣ̢̻̕ χ͕̱ϣϟ̝ 

Brief scripted questions 

The screening questions themselves were cited as important enablers of implementing the 
policy, specifically that there are only two of them and they are brief and concrete. 

Because those questions are very straightforward, and I 

think they‟re very direct, and I think you can get a fairly 

good answer. (D&A1/3) 

In each service the screening is undertaken as part of a larger assessment for treatment and 
workers indicated that acceptability of the DV screening questions hinged on not adding too 
much time and complexity to the process. 

In mental health you‟re already doing 22 sheets of paper 

and actually that one‟s often a lot simpler than the other 

21.(MH1/5) 

The direct and closed-ended questions were also seen as easier for women to facilitate 
disclosures. 

It‟s not like you‟re drilling them about anything. You‟re 

just opening the door for them so that if they want to 

expand on it, they know they can.(AN1/1) 

Having scripted questions served the dual function of relieving workers from framing the 
questions, as well as providing a visual prompt within the assessment schedule. 

So to be really simple about it, you get the folder, you 

turn the first page, you ask the questions. It's part of 

the intake process. (D&A5/3) 

A final aspect to the scripted screening questions for both patients and workers, that facilitated 
their use, was that all women are asked the questions. 
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It‟s easier that in the beginning everyone is asked this 

stuff. We haven‟t looked at you and thought, “Oh you look 

like you‟re being smacked around. We will ask you.” We tell 

them everyone‟s asked.(AN4/6) 

Demonstrating to patients that the questions were standard, added to their legitimacy. 

The fact that it‟s on the form, because you can say “Oh 

look, you know, I have to ask these questions.”(MH1/3) 

To be standard practice from the perspective of patients requires that screening is prescribed 
practice from the perspective of workers. This simplified the task, as it became routine and 
extinguished dilemmas about whether to ask. 

I think you worry about how you are going to handle it 

probably less-because you know you have to do it.(AN 4/4) 

Two other elements of the process, training and access to services, were also identified as 
enablers, although they were raised less frequently. 

Training 

The four hour training course which all staff are supposed to attend prior to asking the 
questions covers the prevalence, nature and effects of DV as well as the screening protocol 
which addresses the conditions for asking about and responding to abuse, assessing risk and 
making referrals 6 11. Elements of the training that seemed to contribute to willingness and 
capacity to ask included: prevalence data, services available and strategies for assisting women 
to take up referrals. A further key message that some participants derived from training was 
̟͟χ͟ ̟͟ϣΌ Άϣ͑ϣ ̻͂͟ ͑ϣ̢͕͎̻͕͂ϔ̴ϣ ϭ͂͑ ̣ϭ̢΋̢̻̤̕ ̟͟ϣ ̢͕͟ͺχ̢̻̝͂͟ ̩̟ϣ͑ϣ Άχ͕ ϣ΅̢ϟϣ̻ϕϣ in several of the 
discussions that one or more staff members acted as informal champions of IDV screening by 
playing more prominent roles, solving challenges posed by screening, and developing 
relationships with referral sources. Most of these staff members had done extended DV 
training. At two sites staff also had access to regular group consultation sessions with an expert 
DV practitioner. These provided valued opportunities to extend learning and resolve problems. 

Availability of referral services 

Bϣ̢̻̕ χϔ̴ϣ ͂͟ ͑ϣϭϣ͑ Ά̺͂ϣ̻ ͂͟ ͕ϣ͑΅̢ϕϣ͕̚ ϕ̢̻͂͑͟ϔͺ͟ϣϟ ͂͟ ̟͟ϣ ͕ϣ̻͕ϣ ͂ϭ ̣ϔχϕ̱-ͺ͎̤ ̟ϣχ̴̟͟ Ά̱͂͑ϣ͕͑ 
experienced. Referral services were predominantly located externally to the health services, 
although most antenatal clinics had access to on-site social workers who were extensively used. 
At one clinic this service was available on-call. Availability of social work back̹up also helped 
relieve some of the burden of responsibility for solving the problem of DV. 
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I was able to ring the social worker after the woman 

accepted, and she dropped everything and came immediately. 

That made me straight away feel, “Oh it‟s okay”. All I had 

to do was ask and respond in a really supportive way. 

Whereas before I felt like I had to sort it all out and 

make sure that nothing happened.(ANC2/6) 

This same worker also identified that the alacrity of this response made it clear to women that 
that the service took DV seriously. 

Familiarity with protocol 

With time and experience of using the protocol, two other enablers of screening emerged, 
Ά̢̟ϕ̟ Άϣ͑ϣ ϭχ̴̢̢̺χ̢͑͟Ό̚ χ̻ϟ Ά̺͂ϣ̻̠͕ ϭχ΅͂urable reactions. 

It‟s the familiarity with it and getting used to asking the 

questions that makes it easier. You realize it‟s not that 

difficult.(AN 1/1) 

Familiarity was particularly likely to be put forward as an enabler by those who had attended 
training. 

When you first start doing it, it can be uncomfortable. 

Obviously you become more comfortable as you grow into the 

role. But I think also training, when you become aware of 

how prevalent it is. So you feel that – you cross that 

boundary from prying to actually genuinely enquiring. 

(AN 4/6) 

Women’s favourable responses 

A final but critical enabler of screening, was the frequency of favourable reactions to the 
questions from women. Although one worker reported an instance in which a woman who 
attended with her partner had a hostile reaction, the remainder indicated that women were 
predominantly very positive about being asked, whether or not they disclosed abuse. Such 
reactions were not merely lack of offence but stronger reactions of approval or gratitude, which 
seemed to strongly reinforce workers sense of the value of asking. Three examples below 
illustrate the depth of feelings reported and health workers reactions. 

It‟s almost like a flood gate has opened, that “you‟ve now 

given me the opportunity”. So that‟s what I meant by it‟s 

very positive.(D&A1/1) 
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How many other times in their life have they had the 

question asked? And they‟re like I‟ve been waiting for 

someone to ask me and no one asks me.(AN 2/6) 

They‟ve said “this is the first time I‟ve been asked” and 

they‟ve broken down. And they‟ve expressed that yes, it has 

been happening and they had no one to tell and thought no 

one would believe them.(AN 2/2) 

A related experience for health workers was the phenomenon of disclosures from women that 
Άϣ͑ϣ ͺ̻ϣ΋͎ϣϕ͟ϣϟ̚ ̟͟χ͟ ϕχ̺ϣ ϭ̺͑͂ ̣̟͟ϣ Άϣ̴̴ ̺͑͂͂̕ϣϟ̚ ͎͑͂ϭϣ̢͕͕̻͂χ̴ ̺̟͂͟ϣ͑̚ Ά̟̠͕͂ ϔϣ̢̻̕ ̟̻͂ϣ͕͟ 
ϭ͂͑ ̟͟ϣ ϭ̢͕͑͟ ̢̺͟ϣ ̢̻ ̟ϣ͑ ̴̢ϭϣ̝̤ ̢̩̟͕ Άχ͕ χ ͟χ̢̻̕ϔ̴ϣ ̴ϣ͕͕̻͂ ϭ͂͑ ̟ϣχ̴̟͟ Ά̱͂͑ϣ͕͑ ̢̻ ̟͟ϣ ϣ΋͟ϣ̻͟ ͂ϭ DV 
and the need to avoid making judgments about the type of women who experience it. 
Disclosures at a subsequent visit, following initial denial were also common. 

But because you‟ve done the form they know they can come to 

you if things are really serious. Which has happened to me 

a lot.(SA4/3) 

These types of experience seemed to affirm for workers the value and longer term impact of 
screening for domestic violence. 

The enablers identified here resonate with other findings. A Canadian review of 11 DV 
screening programs found four elements that facilitated the the building of provider DV 
screening self-efficacy, and subsequently increased screening. These four elements were: 
immediate access to onsite or offsite referral, institutional support for DV interventions, 
thorough and ongoing provider training, and effective screening protocols. 94 

Several managers who participated in the focus groups also identified organizational level 
supports as important to introducing and maintaining screening by creating prominence and 
accountability. These included the formalized process for implementation as part of the state ­
wide policy, and centralized annual monitoring. 

5.4 Gaps in policy implementation 

Preamble to the questions 

There was general support for the preamble which workers are supposed to read or recite to 
women before asking the questions (see Box 1, page12.). Workers identified that it reassured 
women that the questions were standard practice. Many workers however abbreviated the 
preamble. The element m͕͂͟ ϕ̴̺̺̻͂͂Ό ̢̻ϕ̴ͺϟϣϟ Άχ͕ ̟͟ϣ ͕͟χ͟ϣ̺ϣ̻͟ ̟͟χ͟ ̣χ̴̴ Ά̺͂ϣ̻ χ͑ϣ 
χ͕̱ϣϟ̝̤ ϱͺ̟͑͟ϣ̺͑͂͑ϣ ͕̺͂ϣ Ά̱͂͑ϣ͕͑ ͕ϣϣ̺ϣϟ ͺ̻χΆχ͑ϣ ̟͟χ͟ ̢͟ Άχ͕ χ ͎χ͑͟ ͂ϭ ̟͟ϣ ͐ͺϣ̢͕̻͕̝͂͟ ̩̟ϣ 
element that workers seemed least aware of was the section on the limits of confidentiality. To 
the contrary, the interviews with women revealed that some workers inform women that their 
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answers will be confidential, which is not in line with policy and may create difficulties if a 
report to Community Services or Police is deemed necessary. It appeared that some workers 
took this position deliberately to encourage women to feel safe enough to disclose. 

If you throw that in there first, [ ] she might think well 

“I won’t tell you”. Whereas if she opens up the discussion 

first and initiates it then you can say “Well these are the 

other things that will happen from this information.” So 

it‟s not like you‟re not telling her, but you‟re letting 

her open the conversation with what she wants to tell you, 

rather than throwing the outcome at her before she has even 

answered the question.(ANC1/1) 

Some workers expressed the view that women would be aware of worker obligations to report 
and would not be making any disclosures unless they wanted action taken. 

But if someone is disclosing something that‟s really quite 

frightening they would indicate by the fact that they‟re 

saying it, [ ] they want to do something about it either 

protecting themselves or, their child. (D&A5/1) 

While workers who had experience in making child protection reports acknowledged that this 
was a difficult task and often distressing to clients, a number also spoke about how clients often 
understand the need for this action. Several workers spoke of strategies they had developed to 
create positive outcomes such as making plans to stay drug-free or for safety. 

And try to turn it into a positive. Look, I‟m going to have 

to let Community Services know - you know we‟re mandatory 

reporters. Now we‟ve got to work together and make sure 

you‟ve got clean urines, you‟re safe, and get a little plan 

happening so that they don‟t feel you‟re against them. 

(D&A 2/5) 

At two antenatal clinics women now sign a form at the outset of the first visit that 
acknowledged they have received an explanation about the health services responsibility to 
make child protection reports. “My information will be forwarded to other relevant agencies if I 
or my child, or children or others are identified at risk of harm.” At some of the D&A clinics 
there is also a provision in the client contract around reporting obligations so that clients are 
aware from the outset of the limits to confidentiality. 

Distribution of the information card 

According to the policy an information card in a wallet sized fold out format titled “Domestic 
Violence Hurt Your Health” is given to all women who are screened, including those who do not 
disclose. 
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All of the comments made in the focus groups on the content of the card were favourable, 
particularly in relation to the information about the diverse actions that can comprise abuse (eg 
controlling money and social access) and the 1800 number. Some of the workers noted that 
the card may be too confronting for some women and it was often left behind. Late in the life 
of the study, partly in response to feedback provided through this project, the cover of the card 
was re-designed. All wording was removed from the cover and the design comprised only 
flowers in order to heighten the unobtrusiveness of the card. The re-designed cover was 
distinctly preferred by workers. 

The rate of card distribution reported in the surveys was raised during the focus groups. 
(Recalled receipt by positive screen group = 56% (68/121): for negative screen group 55% 
(133/241). At almost half the sites it was reported that supplies of the card have been 
exhausted at times and the process for re-ordering is cumbersome. At many sites, the card is 
now included in a new patients information pack along with other information on for example 
HIV, breastfeeding and privacy. Many of the workers, particularly at the D&A services remarked 
that women often left the information packs behind. There was diverse practice in relation to 
whether staff drew attention to the existence of the card or not. Some staff made no mention 
of it, others removed it or drew attention to it in some way. The focus group sessions prompted 
discussion amongst the health workers at most sites about discrepant practices as well as on 
options for ensuring that women received and were aware of the card. 

Attendance at training by all screening staff 

Of the 59 health workers who participated in the focus groups, 48 (81%) had attended the 
mandatory training for domestic violence screening. Seven had received further DV-specific 
training. Participants who had not received training in screening, were all employed subsequent 
to the commencement of the policy. Those who had not attended training described more 
difficulties with conducting screening, and were less clear about its purpose. Additionally they 
reported more instances of practice which departed from the protocol, including distribution of 
the information card and the need for active referrals. Breaches in policy were also revealed in 
the survey responses and interviews. These included screening in front of partners, asking the 
questions on paper instead of face to face, not distributing cards to all women and not making 
active referral efforts. 

Although the focus group participants are not necessarily a representative sample of all health 
workers undertaking the screening, they do indicate that coverage of training is less than 100%. 
Across the two AHS that participated in the study different strategies to train new staff were 
employed. Some sites relied on one to one updating of new staff. In SESIAHS and the Central 
Coast sectorof NSCCAHS, training positions for DV are responsible for coordinated calendars of 
regular hospital- based training courses which are publicised to service managers. These 
seemed to result in greater saturation of training but at only one site had all staff attended the 
four hour minimum training course. 
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5.5 Program specific issues with screening 

Additional issues for Antenatal services 

Issues of privacy were heightened in antenatal clinics due to partners being present at visits 
more commonly than for other programs. Attendance at antenatal visits by partners is for most 
women, a valued support. However it has also been found that partners who accompany 
Ά̺͂ϣ̻ ͂͟ ̟ϣχ̴̟͟ ΅̢̢͕͕͟ χ͑ϣ ͟Ά̢ϕϣ χ͕ ̴̢̱ϣ̴Ό ͂͟ ϔϣ ̢̻͟ϣ͑ϭϣ̢̻͑̕ ̢̻ ̟͟ϣ Ά̺͂χ̻̠͕ χϕϕϣ͕͕ ͂͟ ̟ϣχ̴̟͟ ϕχ͑ϣ, 
95 and midwives have expressed concerns that ̣΅ϣ̴ϕ͑͂ partners ̤ are those most likely to be 
abusing women.53 Some of the partners midwives ask to leave while the screening questions 
are asked are abusers, resulting in potential for conflict or intimidation. 

A second issue in the antenatal clinics arises from the inclusion of the questions into ObstetriX 
the computerised booking-in schedule used in antenatal clinics since 2006. There are significant 
advantages in integrating the screening questions into the assessment schedule however the 
computer based module has introduced some difficulties as reported by midwives at all four 
clinics. 

The most commonly reported problem was a disruption to the sequencing of the questions. 
These were apparently previously placed with questions about childhood abuse which created 
a good flow of questions that no longer occurs. 

A second issue reported by a number of midwives was that the introduction of the computer 
screen created a physical barrier which had resulted in the provision of less information by 
patients. This was attributed both to the disruption of open body language created by the need 
for the worker to face the keyboard, as well as concerns on the part of patients about their 
information being shared widely following entry into a computerised system. 

Midwives also suggested it would be useful to determine in cases where abuse was reported 
whether the abuser was a former or current partner, as these suggested different levels of risk. 
Several patients had objected to having information recorded that related to a former partner, 
as it was not seen by them as relevant. This is a complex issue as it cannot be assumed that 
former partners pose no risk. It was suggested that determining whether the woman had 
children with ex-partners reported as having been abusive would be a useful way to determine 
whether this was relevant. This issue suggests the value of one or two supplemental questions 
to screening that could be considered in antenatal clinics or through the statewide shared risk 
assessment tool for DV. 
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Additional issues for Drug and Alcohol services 

Case workers from the D&A services reported that current or previous experiences of DV were 
common among their client group. At one site it was estimated that the majority of their 
female clients would have experienced IPV during their time as clients of the service. 
Most of the services participating in the study were opiate dependence treatment services. 
These services typically provide long term treatment and there was widespread agreement of 
the value of re-screening women annually or more often, which two sites had commenced 
doing. 

D&A caseworkers reported that clients first presentations to the service are typically at a time 
of crisis, either in the form of threatened or actual statutory agency actions, job loss or 
relationship breakdown. Workers observed that the crisis for some acted as impetus for greater 
honesty, whereas for others the lack of trust led to circumspect responses to the screening 
questions. It was further observed that when the screening questions are asked at a point when 
clients are in withdrawal, it is preferable to provide pharmacotherapy prior to asking the more 
sensitive questions, including the DV screening questions. This was predicted to result in more 
considered responses to the screening questions. 

Additional issues for Mental Health services 

Only one mental health service participated in the study, however participants in the focus 
group included staff members working across different teams including the in-patients and 
Emergency Department assessment team. Several issues specific to mental health were 
identified. 

Firstly some mental health clients are not screened at the time of first assessment if they are 
unwell. This is consistent with the policy. The documentation passed on to the team providing 
follow-up enables this gap to be identified and addressed, although this does not always occur. 
Participants in the focus group also reported that when assessments are done by Medical 
Officers, the questions are often not asked. 

The screening questions have been incorporated into the Mental Health Outcomes Assessment 
Tool which seems to facilitate them being asked. Attention needs to be paid to ensuring that 
the questions remain embedded in updated versions of MH-OAT and that this remains an 
appropriate way to administer the questions. 

Early Childhood Services 

Early childhood services were not included in this study and the findings need to be tested 
against this population. There is cause to look more closely at this sector in light of data from 
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the NSW Department of Health annualised snapshot for 2008 which indicated that the 
screening rate for ECH was less than 50% (4579/9581 ; 47.7%), 23 well short of the universal 
coverage that screening is supposed to address. Other research points to the need to pay 
attention to this sector in light of the finding that women who gave birth in the preceding three 
months often experience worsening levels of abuse.96 
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Section 6: Discussion & Recommendations 

6.1 Discussion 

This study found that routine screening for intimate partner violence can reach many women 
who have not previously disclosed their abuse, that women who have been asked the screening 
questions, support the practice, and that the experience appears to increase rather than 
diminish their agreement with it, particularly women who have experienced abuse. It appears 
that screening was able to assist women in diverse circumstances and assisted some women to 
address traumatic impacts from abuse. These findings should encourage health workers in NSW 
and elsewhere to have confidence in the value of routine screening for IPV and regard 
identifying and responding to abuse as central and legitimate areas of practice. The findings 
also suggest that the NSW Health routine screening for domestic violence policy has become 
well- established in practice and improves the responses to DV by health workers undertaking 
screening. It is also associated with potentially valuable effects for abused women who do not 
disclose, as well as women who have not experienced abuse. These disparate outcomes point 
to the conclusion that the DV screening acts as a complex health intervention, whether it is 
defined as one made up several components,97 or as one producing phenomena not explained 
by analysis of the component parts. 98 

The following section considers the implications of key findings with reference to relevant 
international research on DV and DV screening. 

A key finding among women who disclosed abuse was that 23% were doing so for the first 
time, when they responded to the screening questions. Disclosing abuse has previously been 
found to break the isolation that many victims experience and provide opportunities for 
validation, information, and access to services.17 41 99 This is supported by the outcomes from 
this study. Linked to the results regarding first disclosures of abuse, was the finding that many 
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women elected not to disclose the abuse they had experienced. The high rate of under-
disclosure was corroborated by the interviews and accounts of health workers who reported 
that many of the women who initially denied abuse, revealed it at a later visit. The interviews 
also revealed that women made active decisions about whether to disclose abuse or not and 
that direct asking, trust and choice were all influential factors in the decision. 

When the positive screened women were given information at the point of screening most 
read it and many made further use of it by talking to another or passing the card on. It is 
important to ensure that not only are all women given written information, but that staff draw 
specific attention to it. Health promotion theory now recognizes that behaviour changes are 
not brought about solely as a result of transmitting information and that those receiving 
information need to be active participants in the process. 100 101 From a safety perspective, this 
also enables women to dispose of the card if discovery by an offender puts them at risk. 

If behavioural intentions are influenced by attitudes, as health promotion theories suggest,100 

102 then changed attitudes in relation to abuse are useful outcomes from screening. Although 
there were limitations to the way attitude change was measured it s noteworthy that the 
women who screened positive were more than twice as likely to report attitude change than 
the women who screened negative for abuse, with almost half of the positive screened group 
reported changed attitudes or greater awareness about abuse. The study design does not 
enable this shift in attitudes to be attributed to the screening of itself. However the strong 
support for screening reported by participants six months after screening, suggests that the 
ϣ΋͎ϣ̢͑ϣ̻ϕϣ ϣ̻̟χ̻ϕϣ͕ ͑χ̟͟ϣ͑ ̟͟χ̻ ͑ϣϟͺϕϣ͕ χϔͺ͕ϣϟ Ά̺͂ϣ̻̠͕ ͕ͺ͎͎͂͑͟ ϭ͂͑ ̢̝͟ ̜͑ϣ΅̢͂us studies have 
found that those who have actually been screened are usually in favour of asking. 22 34 103-105 

The finding of a significant reduction in reported current abuse six months after screening 
cannot be attributed to the screening. However it is welcome information, and runs counter to 
longstanding findings that the prevalence and intensity of DV tends to escalate during 

66 68 106-107 pregnancy. and abuse is more often chronic than short term with a mean duration of 
4.5-4.6 years.3 5 This study did not find any association between reduced abuse and receipt of a 
service, use of the information card or first disclosure. A number of intervention studies for DV 
have been unable to establish a link between reduced abuse, or other abuse related outcomes 
and interventions. Each found that improvements were experienced by control groups as well 
as intervention groups. 37 88 108 It may be unrealistic to expect to find explicit links between 
interventions and the measurable outcomes for a majority of study participants. It has been 
̻͂͟ϣϟ ̟͟χ͟ Ά̺͂ϣ̻̠͕ ϭϣϣ̴̢̻͕̕ χϔ͂ͺ͟ χϔͺ͕ϣ χ͑ϣ ϕ̴̺͎͂ϣ΋ 99 and also that the process of making 
decisions about safety is gradual. 109 ̹̺͂ϣ̻̠͕ ͑ϣ͕͎̻͕͂ϣ͕ ͂͟ χϔͺ͕ϣ χ͑ϣ ϕ̟χ͑χϕ͟ϣ̢͑Αϣϟ ϔΌ 
ambivalent feelings towards the abuser, uncertainty as to the nature of their experiences, 
stigma and shame. 91 110-112ϱͺ̟͑͟ϣ͑̚ Ά̺͂ϣ̻̠͕ ̻ϣϣϟ͕ ΅χ͑Ό ϟϣ͎ϣ̻ϟ̢̻̕ ̻͂ ̟͟ϣ̢͑ ̴̢ϭϣ ϕ̢͑ϕͺ̺͕͟χ̻ϕϣ͕̚ 
as well as the nature and duration of the abuse and it is too much to expect that a single 
intervention directed at victims will have a direct measurable impact.31 As a result it seems 
likely that researchers will continue to be challenged in attempting find conclusive evidence for 
single effective interventions for DV. 
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Although quantitative research findings are challenged to provide conclusive evidence in 
relation to screening and DV interventions, studies incorporating qualitative components, such 
χ͕ ̢̟͕͟ ̻͂ϣ ͂ϭϭϣ͑ ͎͎͂͂͑͟ͺ̢̢̻͟ϣ͕ ͂͟ ͺ̻ϟϣ͕͑͟χ̻ϟ Ά̺͂ϣ̻̠͕ ϣ΋͎ϣ̢͑ϣ̻ϕϣ͕ χ̻ϟ ͎ϣ͕͎͑ϣϕ̢͟΅ϣ͕ ͂ϭ 
screening and its influence. The interviews revealed that the experience of screening was 
unremarkable for some women, but that for others important effects included naming the 
abuse, re-connection to others and creation of new narratives of competence. 

The work of psychiatrist Judith Herman provides insight as to why these outcomes- resonate 
with women who have experienced abuse. Herman documents the impact of psychological 
traumas, such as DV and concludes that helplessness and isolation as their core experiences.4 

She argues that traumatic effects call into question basic human relationships and shatter the 
construction of self. Recognizing that one has been a victim of abuse is argued by Herman to be 
a stage in recovery. This equates to the process of naming identified here. Herman suggests 
̟͟χ͟ ̣͑ϣϕ̻̻͂ϣϕ̢̻̤͂͟ ̢͕ ̻͂ϣ ͂ϭ ̟͟ϣ ϕ͂͑ϣ ϕ̺͎̻͂͂ϣ̻͕͟ ͂ϭ ͑ϣϕ͂΅ϣ͑Ό̝ ! ͕ϣ̻͕ϣ ͂ϭ ϔϣ̢̻̕ ϕχ͑ϣϟ ϭ͂͑̚ 
knowing services are available and having others know about the abuse, are not dramatic 
changes but, operate as forms of re-connection. Creation of new narratives ͂͂̚͟ ϭ̢͕͟ Ϸϣ̺͑χ̻̠͕ 
ϟϣ͕ϕ̢̢͎̻͑͂͟ ͂ϭ ̟͟ϣ ̻ϣϣϟ ϭ͂͑ ͑͟χͺ̺χ ͕ͺ͑΅̢΅͕͂͑ ͂͟ ̣͑ϣϕ̻͂ϕ̴̢ϣ Ά̢̟͟ ̟͟ϣ ͕ϣ̴ϭ̤̚ χ ̢͎̻͂͟ χ͟ Ά̢̟ϕ̟ ̟͟ϣΌ 
ϔϣ̢̻̕ ͂͟ ͟χ̱ϣ ̢͎͑ϟϣ ̢̻ ̟͟ϣ̺͕ϣ̴΅ϣ͕ χ̻ϟ ̺͂΅ϣ ̣ϔϣΌ̻͂ϟ ̟͟ϣ ϕ̢̻͕͂͑͟ϕ͟ϣϟ ͕͟χ̻ϕϣ ͂ϭ ̟͟ϣ ΅̢ϕ̢̺̤͟ ͎̝̓ 
202). The links between the effects reported here and stages in recovery from trauma point to 
the capacity of screening to bring about transformative outcomes for some women. 

This study found that a small number of women reported negative outcomes from screening. 
Two studies investigating this possibility, found that women reported no harms from screening. 
15 113 Another study found that harms that occurred were not associated with screening per se 
but with breaches of confidentiality and other failures to follow policy.96 Those negative 
outcomes reported in this study were predominantly limited to emotional reactions rather than 
threats to safety and custody of their children. It is possible that these reactions may in part be 
prompted by the wording of the second screening question, Are you frightened of your partner 
or ex-partner? Several of the women who reported negative effects alluded to being reminded 
of events in their past. The framing of this question focuses on an emotional state, that is, 
̣ϭϣχ̝̤͑ Ϻ͟ ̢͕ ̢͎͕͕͂ϔ̴ϣ ̟͟χ͟ ̢̻ χ̢͕̱̻̕ ͎χ̢͟ϣ̻͕͟ ͂͟ review how they feel, as opposed to events which 
have taken place, negative emotional reactions were more likely to be triggered. A revision of 
̟͟ϣ Ά͂͑ϟ̢̻̕ ͂ϭ ̢̟͕͟ ͐ͺϣ̢͕̻͂͟ ͂͟ ϭ͂ϕͺ͕ ̢̻͕͟ϣχϟ ̻͂ ̣whether a partner or ex-partner has done 
anything in the past 12 months to make you frightened̝̤ ̺χΌ ϔ̟͂͟ ͑ϣϟͺϕϣ ̟͟ϣ ͕ϕ͎͂ϣ ϭ̺͑͂ ̴̻͂̕ 
past events that are less relevant and prevent triggering flashbacks. A further issue in relation 
͂͟ ̟͟χ͟ ͐ͺϣ̢͕̻͂͟ ̢͕ ̟͟χ͟ ̢̻ϕ̴ͺ̢͕̻͂ ͂ϭ ̣ϭϣχ͑ ͂ϭ χ̻ ϣ΋-͎χ̻͑͟ϣ̤͑ ϣ̴̢ϕ̢͟ϣϟ ϟ̢͕ϕ̴͕͂ͺ͑ϣ͕ ϭ͑͂m women 
who had ended relationships some years previously. Some women for whom the abuse was in 
the past, may have continued to be at risk from these partners and for this reason the wide 
scope of the questions is relevant. It has been argued that wide screening tools can identify 
abuse that may intensify.40 

The brevity and directness of the questions appeared to be important to their uptake and 
sustained use. Without suggesting the addition of any additional questions any review of the 
screening tools could also take account of two other emerging issues. Firstly, consideration 
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ϕ͂ͺ̴ϟ ϔϣ ̢̕΅ϣ̻ ͂͟ ̢̻ϕ̴ͺϟ̢̻̕ ̣ϕ̴̴̢̻̻͂͑͂̕͟ ϔϣ̟χ΅̢͂ͺ̤͑ ̢̻ ̟͟ϣ ̴̢͕͟ϣϟ ͟Ό͎ϣ͕ ͂ϭ χϔͺ͕ϣ̝ ̢̩̟͕ ͑ϣϭ̴ϣϕ͕͟ 
both the literature on the prevalence of control as a form of DV,114 as well as widespread 
recognition by workers in this study of control as common and debilitating for women. A 
second issue is the evidence that choking can be a hidden yet widespread form of abuse. 
Among a sample of 1000 pregnant women, 34% of those reporting DV described being 
choked.115 Choking has been identified as a risk for murder and is included on the Danger 
Assessment Screen, a tool designed to assess this risk.116 The authors of the study on pregnant 
women strongly urged choking be added to routine screening questions used during pregnancy. 

̩̟ϣ ϭ̢̻ϟ̢̻͕̕ ̻͂ ̟͟ϣ ϕ̴̺͎͂ϣ΋̢͟Ό χ̻ϟ ϟ̢΅ϣ̢͕͑͟Ό ͂ϭ Ά̺͂ϣ̻̠͕ ̢͕͟ͺχ̢̻͕͂͟ ϕ̢̟̺ϣ͕ Ά̢̟͟ ̟͟ϣ growing 
recognition that many women grapple with multiple challenges in their lives simultaneously to 
dealing with abuse. Poverty, class and minority ethnic status create vulnerabilities to violence 
117 and in turn, DV can lead to poverty, homelessness, 118 mental health 119-120 and substance 
abuse problems 78 121. These are challenges that sometimes threaten to overwhelm women, 
particularly given the evidence that they often occur simultaneously. 122-123 This work on how 
DV intersects with disadvantage, recognises that trauma pervades the lives of marginalised 
women and that specialised interventions for single problems are unlikely to be effective 124 

ϔϣϕχͺ͕ϣ ̟͟ϣΌ χ͑ϣ ̢̻͕ͺϭϭ̢ϕ̢ϣ̴̻͟Ό ͕ϣ̢̢̻͕͟΅ϣ ͂͟ ̟͟ϣ Ά̺͂χ̻̠͕ Ά̴̟͂ϣ ̢͕͟ͺχ̢̻̝͂͟ ̩̟͕͂ϣ χͺ̟͕͂͑͟ 
͎͎͕͑͂͂ϣ ̢̻͕͟ϣχϟ̚ ̟͟χ͟ χϟ΅͂ϕχϕΌ ͕ϣ͑΅̢ϕϣ͕ ͎͂ϣ͑χ͟ϣ Ά̢̟͟ Ά̺͂ϣ̻̠͕ ̻ϣϣϟ͕ χ͕ ̟͟ϣ̢͑ ͕͟χ̢̻͑̕͟ ̢͎̻͂͟ χ̻ϟ 
find ways to work across services to deliver integrated responses to women experiencing IPV 
and accompanying chronic problems. 118 

From the perspective of the health workers, privacy, tensions between trust and limited 
confidentiality, and frustration at women in ongoing risk, remain challenges to the continued 
implementation of screening in an established program. Factors facilitating uptake included 
brief scripted questions that are embedded in assessment schedules, training, access to 
͕ϣ͑΅̢ϕϣ͕ ϭ͂͑ ͑ϣϭϣ͑͑χ̴̚ ϭχ̴̢̢̺χ̢͑͟Ό Ά̢̟͟ ̟͟ϣ ͎͑͂ϕϣ͕͕̚ χ̻ϟ Ά̺͂ϣ̻̠͕ ϭχ΅͂urable reactions. The 
barriers and enablers identified here, echo those found by others. Lack of privacy, particularly 
in maternity services, when family or partners are often present, was found to be an 
impediment to screening by a number of studies other than this one. 49 96 125 50 This has led a 
number of researchers and other bodies to recommend that patients be given time alone as a 
matter of course, including the UK Confidential Inquiry into Maternal Deaths 1997-1999 96and 
authors of a study on DV presentations to EDs who suggested that excluding partners as 
standard flags individuals who refuse, as potentially of concern.125 

Staff anxiety or fearfulness has also been identified as a barrier 126 The intimidation reported in 
this study, by midwives when asking partners to leave, is validated by research reporting that 
partners who accompany women to health visits are twice as likely to be interfering in the 
Ά̺͂χ̻̠͕ χϕϕϣ͕͕ ͂͟ ̟ϣχ̴̟͟ ϕχ͑ϣ 95. On the other hand, personal experience may also enhance 
preparedness to screen. Gutmanis et al 127 found that those most willing to screen had a 
combination of both training and some personal experience of abuse involving self, family or 
friends. The results from this study point to the combined value of both training and screening 
experience in promoting practice. 
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Another key finding from the reports from health workers was the tension created between on 
one hand, their desire to establish trust and on the other, limited confidentiality. Health worker 
obligations to make child protection reports, mean that some scrutiny for risk will be inevitable 
when DV has occurred. However child protection reports have elsewhere been found to be a 
barrier to disclosure 115 and it is important that risk is assessed transparently and respectfully. 
115 Our findings that women who had previous contact with statutory agencies were less likely 
to report benefits from the experience of screening under-score the importance of care in this 
area. These tensions have led others to suggest that child protection reports in the context of 
IPV should be made selectively, rather than as a form of early intervention, with emphasis given 
to thorough risk assessment. 128 Unless care is taken in use of child protection reports, there is a 
risk of women either not attending services, or refraining from disclosing abuse they have 
experienced. The data from the NSW Health annual routine screening snapshot indicates that in 
years where reports to CS by screening services have increased, there have been simultaneous 
declines in the proportion of women disclosing abuse when screened (see Figure 4). 

Figure 4 : Disclosures and reports to Community Services as a percentage of all women 
screened in antenatal clinics 

Fear of losing control due to child protection reports was a deterrent to some of the women in 
this study from disclosing abuse earlier. It would be easy to assume that women experiencing 
abuse have little autonomy, given that controlling behaviour is often a feature of DV. 1 114 

However for these women, a sense of control was not readily relinquished. This points to the 
importance of health workers not directing women to end abusive relationships, which is a not 
uncommon response, 129 that can be experienced as exchanging one form of coercion for 
another. 129-130 

Although barriers to screening were detected, reports from health workers also indicated that 
the introduction of screening had built capacity in services to detect, understand and respond 
to DV, through a practice that has widespread acceptance among the sites studied. The 
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screening rate in this program which has had been sustained at 62%-75% across six years is 
higher than that found in many other routine screening programs for DV in the United States 
and elsewhere. A review of 44 studies found the median screening rate was 23%. 52, More 
recently, rates of 5%-47% have been reported. 34 96 127 131 These suggest that the NSW Health 
program which is supported by a training program, requirement for referral pathways, scripted 
questions and central monitoring provides an example of good practice for screening programs. 
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6.2 Policy proposals arising from the research 


The following recommendations derive from the study findings and relevant evidence from 
peer-reviewed published research. 

Context for undertaking screening 

Proposal 1: Mandated screening should continue in the four programs and 
consideration be given to extending mandated screening for DV to additional 
programs including post-natal wards, gynaecology, sexual health and oral health 
clinics. 
RATIONALE: ̹̺͂ϣ̻̠͕ positive reactions to screening and the enhanced responsiveness to DV 
apparent at the services in this study, suggest that the screening policy could be extended to 
those specialty areas associated with the heaviest burden of disease from DV. 13 

Proposal 2: Routine screening for DV should also be introduced in private 
antenatal, mental health and substance abuse clinics. 
RATIONALE: Women who attend private facilities currently remain excluded from the DV 
screening policy. This group of women are at no less risk of abuse and deserve the 
opportunities provided by screening that public patients receive. 13 

Proposal 3: Provision needs to be made in the over-arching NSW Health 
privacy policy that all episodes of care of adults should automatically include time 
alone with the health provider. 
RATIONALE: While statewide legislation 132 and the NSW Health Privacy Manual (PD 2005-593) 
provide thorough guidance with respect of written information, they do not address patients 
need for time alone with health providers. Many patients have information or questions they 
prefer not to raise in the presence of their kin. Making time alone creates unobtrusive 
opportunities to ask or share sensitive information, possibly increasing the accuracy of patient 
histories. Individuals who are experiencing coercion or other forms of abuse by a family 
member can then be asked about abuse in real privacy. This action also removes the burden 
from health workers who ask the screening questions, of creating privacy without suspicion. 
The UK Confidential Inquiry into Maternal Deaths 1997-1999 recommended that every woman 
is interviewed alone at least once during the antenatal period.96 
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Screening tools 

Proposal 4: The brief screening tool comprising two questions and 
embedded into assessment schedules should be sustained and the preamble 
positioned prominently in the tool and emphasised in training. 
RATIONALE: Both patients and health workers support the brief direct questions used in the 
existing protocol. The narrow focus and simplicity of use were not over-burdensome for health 
workers. There was little support for extending screening to males, lifetime, or other forms of 
abuse amongst either patients or health workers. Other research has found that programs 
targeting both sexes have lower screening rates among males than females, (49% vs 68%),96 

suggesting lack of widespread support by health workers. The preamble informs patients about 
̟͟ϣ ̴̢̢̺͎ϕχ̢̻͕͂͟ ͂ϭ χ̢͕̱̻̕ χ̻ϟ ̢͕͟ ͺ͕ϣ ͑ϣϕ̢̻͕͂̕ϣ͕ Ά̺͂ϣ̻̠͕ ̢͑̕hts to make decisions about 
disclosing. Under utilisation in practice warrants attention to its full implementation. 

Proposal 5: Minor amendment of the questions should be considered and 
tested, to include choking, controlling behaviour and actions that create fear. 
RATIONALE: The literature in this area points to the prevalence of choking and controlling 
behaviours as forms of abuse, warranting consideration of their specific mention in the 
screening questions. In one study, 34% of pregnant women screened positively for DV, on 
further assessment indicated that choking had been one of the forms of abuse, leading to those 
authors to recommend that choking be added to routine screening questions used during 
pregnancy.115 Coercion and control are becoming widely accepted as the most common forms 
of DV.133-134 

The negative emotional reactions reported by a small number of women suggest that rather 
̟͟χ̻ ϭ͂ϕͺ̢͕͕̻̕ ̻͂ χ̻ ϣ̢̺̻͂͂͟χ̴ ͕͟χ͟ϣ̚ ̢ϣ ̣ϭϣχ̤͑̚ ̟͟ϣ ͕ϣϕ̻͂ϟ ͐ͺϣ̢͕̻͂͟ ϔϣ χ̺ϣ̻ϟϣϟ ͂͟ Has a 
partner or ex-partner done anything in the past 12 months to make you feel frightened? This 
amendment would both maintain a focus on actions rather than feelings and introduce a more 
current focus than the existing question. 

Proposal 6: An information resource needs to continue to be provided to 
all women who are screened and systems should be established so that renewal 
of supplies of the resource to sites, occurs on an automatic basis. 
RATIONALE: Under-disclosure and the strong use of the card by women who had disclosed 
abuse, along with their positive feedback about the card̠s content signal the value of 
distributing a written resource to all women at the point of screening. 

The frequency with which it appears that cards are depleted at sites and not distributed point 
to the need to establish systems for automated re-ordering of cards to reduce staff burden and 
instances of supplies being exhausted and therefore not distributed. 
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Proposal 7: The protocol should be revised to include a requirement for 
repeat screening of all patients at a specified interval. Among  mental health 
patients this should occur prior to discharge and among long term D&A patients 
this should be annually at least. 
RATIONALE: Some D&A services in this study had already introduced this practice, in 
recognition of under-ϟ̢͕ϕ̴͕͂ͺ͑ϣ χ̻ϟ Ά̺͂ϣ̻̠͕ ϕ̟χ̢̻̻̕̕ ̢͕͟ͺχ̢̻͕̝͂͟ ̟ϣ-screening has also been 
recommended by other studies. 65 135-137 

Proposal 8: Statewide policy should be amended to introduce assessment 
of new patients in all antenatal and D&A services as a split process, over two 
sessions, provided by the same health care worker. The DV screening questions 
and other sensitive questions will be asked at the second visit. 
RATIONALE: Challenges establishing privacy with antenatal patients at the initial visit and the 
high level of under-disclosure point to the need to consider deferring screening questions until 
the subsequent visit,14 when trust may be further developed and fewer partners are in 
attendance. This will also relieve stress on midwives required to ask for privacy and is likely to 
lead to increased accuracy of other sensitive health history data that may be more openly 
provided without others present. 

Proposal 9: In any revision of the protocol, consideration should be given 
to the presence, influence and needs of partners who are abusive. 
RATIONALE: Given that a number of women allowed partners who had abused them to read 
the card and also given the likelihood of many women maintaining ongoing relationships with 
partners who abuse them, opportunities to provide information to this group should be further 
explored. For example the design of information resources should reflect them as secondary 
audiences. 

Service responses to disclosures of abuse 

Proposal 10: The screening protocol should be amended to direct that 
disclosures of current abuse in response to screening should be responded to 
with a formalised risk assessment process. 
RATIONALE: The brief screening questions do not provide information about the degree or 
immediacy of risk sufficient to guide decisions about child protection reports or the degree of 
assertiveness required in the follow-up. The Danger Assessment tool and other risk assessment 
tools such as the Cross Agency Risk Assessment and Management Framework ̹ Domestic and 
Family Violence (CARAM-DFV) currently being trialled, can provide more objective evidence for 
the need for statutory reports and relieve workers of a high burden of responsibility to make 
determinations with insufficient information. 
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Proposal 11: Dedicated social work positions with capacity to respond at the 
point of disclosure need to be attached to all public antenatal clinics. 
RATIONALE: The findings indicate that social work positions provide an important role with 
women who disclose abuse, contributing to therapeutic and safety outcomes. These roles are 
well placed to provide risk assessment and co-ordinate inter-agency/ service responses often 
required by women experiencing abuse. The establishment and maintenance of generalist 
social work positions has been recognised as critical to supporting women who experience 
abuse 117 and access to immediate referral services to increasing screening behaviour.94 

Proposal 12: Antenatal clinics need to provide case management for all 
women where abuse is identified by screening so that intervention by eg D&A, 
mental health and child protection services is managed as a coordinated, single 
site response. 
RATIONALE: Many women reporting DV experience multiple simultaneous problems. Co­
ordination of many services and re-telling the story of DV act as powerful disincentives to using 
needed services. 

Proposal 13: Hospital based DV Clinical Improvement positions are required 
in all hospital facilities over 200 beds in order to provide staff consultation, 
training, and practice improvement. 
RATIONALE: Enhanced capacity to identify and respond to DV is required across screening 
services but the prevalence of DV and links to a range of health services indicate the need to 
build capacity across health services. 

Monitoring the policy 

Proposal 14: The annual one month snapshot should continue, with 
reporting back to AHS within six months of data collection. Consideration should 
to be given to extending the monitoring to include training coverage. 

RATIONALE: Important data and visibility to the DV screening program trends are provided by 
the data snapshot. Prompt reporting enables AHS and services to act on issues raised while 
they are current and underscore the value of the strategy. 

Proposal 15: All hospitals should ensure that staffing in all antenatal clinics 
follows a model where continuity of care is provided, so that patients are seen by 
a one or at two midwives only through the course of their antenatal care. 
RATIONALE: The prevalence of and risks from DV for antenatal patients, which are shared with 
children as well as the mother, require strenuous efforts to improve outcomes for antenatal 
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patients experiencing DV. Under-ϟ̢͕ϕ̴͕͂ͺ͑ϣ χ̻ϟ ̟͟ϣ ̢̺͎͂͑͟χ̻ϕϣ ͂ϭ ͑͟ͺ͕͟ ̢̻ Ά̺͂ϣ̻̠͕ ϟϣϕ̢̢͕̻͕͂ 
to disclose the abuse they experience also point to the importance of taking steps to build 
trusting relationships with the health worker. 

Proposal 16: Area Health Service protocols should be reviewed to ensure 
consistency with the statewide policy and screening protocol. 
RATIONALE: Consistent practice across Area Health Services is required in order that the policy 
be implemented safely and as intended. 

6.4 Practice Proposals 

Proposal 17: All women need to be asked and responded to in ways that 
that are respectful, caring, promote choice and minimise shame, without making 
assumptions. 
RATIONALE: The findings about the proportion of women disclosing abuse for the first time, 
impediments to disclosing and impacts brought about by screening workers responses, point to 
the importance of health workers̠ initial approach and response. 

Proposal 18: The screening information card needs to be given to and also 
discussed with all women who are asked the screening questions, regardless of 
disclosure 
RATIONALE: The rate of under-disclosure also reiterates the need to ensure that all women are 
given the card which is currently not being universally distributed. Health workers need to draw 
attention to the card and discuss it with women to address possible safety issues and maximise 
the impact of the health promotion messages. 

Proposal 19: Referrals need to be actively facilitated, in order to promote 
uptake 
RATIONALE: There is considerable drop-out between referral to and uptake of services. Women 
in this study appreciated health workers playing an active role in assisting them to access 
͕ϣ͑΅̢ϕϣ͕ ̢̻ϕ̴ͺϟ̢̻̕ ͑ϣ̴χ̢̻̕͟ ̟͟ϣ Ά̺͂χ̻̠͕ ϕ̢͑ϕͺ̺͕͟χ̻ϕϣ͕ ͂͟ ̟͟ϣ ͑ϣϭϣ͑͑χ̴ ͕ϣ͑΅̢ϕϣ͕̝ 

Proposal 20: Referrals should also be offered to women no longer 
experiencing current abuse 
RATIONALE: Ongoing traumatic effects reported here by women who were no longer in abusive 
relationships indicate the need for workers to consider the needs of this group for referrals to 
counselling, as much as those who appear to be currently at risk. This need is heightened by the 
challenges distinguishing whether women are free from abuse or not. 
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Proposal 21: Reports to Community Services need to be based on 
assessment of risk rather than presumed as automatically indicated when DV is 
disclosed and women informed that a report has been made unless this is not 
possible. 
̟!̩Ϻ̐̊!̃E̜ ̩̟ϣ ϕ̟χ̴̴ϣ̻̕ϣ͕ ͂͟ Ά̺͂ϣ̻̠͕ ͕ϣ̻͕ϣ ͂ϭ ͑͟ͺ͕͟ χ̻ϟ ϕ̴̻͂͑͂͟ ͎͕͂ϣϟ ϔΌ ̟͟ϣ possibility of 
reports to Community Services and the decreased likelihood of women disclosing because of 
this perceived threat indicate that such reports should not be routine. Reporting should be 
based on assessment of risk, ensuring open communication and the provision of additional 
support when it is required. The screening questions also include in their scope abuse which 
may not pose any current risk to a child. Best practice dictates workers should be transparent 
about their intentions when reports of risk of harm are required. 

Proposal 22: All health workers who ask the domestic violence routine 
screening questions need to complete at least four hours of screening training in 
order to undertake screening without error. 
RATIONALE: Focus group results suggest that 20% of staff undertaking screening have not 
attended the mandatory training. Lack of training was associated with more difficulties with 
conducting screening, lack of clarity about its purpose and breaches in the protocol. In the UK 
evaluation of screening found that health workers reported that attending a full day of training 
enabled them to be fully confident in undertaking the screening. 

6.5 Training Proposals 

Proposal 23: Each Area Health Service should establish area-wide strategies 
to ensure that all new staff attend the training course within six months of 
commencement of their role. 
RATIONALE: Discrepancies across sites and AHS in the uptake of training point to the value of 
coordinated strategies for training drawing on the resources of the combined programs where 
screening is implemented. Some AHS already use computerised tracking tools to monitor 
coverage of DV training. 

Proposal 24: Each Area Health Service should establish a process for
 
monitoring completion and currency of staff training in screening for DV.
 
RATIONALE: The annualised one month snapshot of screening maintains the visibility of the 
policy. Similar attention is required to re-establish and maintain coverage of staff training. 

Proposal 25: Training courses need to alert health workers to the 
importance of asking and responding in ways that that are respectful, caring, 
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promote choice and minimise shame, without making assumptions and the need 
for practice to respond to the implications of disclosures of abuse. 
RATIONALE: The findings about the proportion of women disclosing abuse for the first time, 
impediments to disclosing and impacts brought about by screening workers responses, point to 
the importance of health workers̠ initial approach and response. 

Proposal 26: Training courses need to present more complex stories about 
Ά̺͂ϣ̻̠͕ ϣ΋͎ϣ̢͑ϣ̻ϕϣ͕ ͂ϭ χϔͺ͕ϣ ͑ϣϭ̴ϣϕ͟ing the diversity of their situations. 
RATIONALE: Formula stories of DV have shaped thinking and responses to the problem. 
Presentation of more realistic scenarios in which women experience abuse will build more 
realistic expectations on the part of health workers and discourage simplistic or prescriptive 
responses to women. 

Proposal 27: Staff undertaking screening should renew their training every 
three years and NSW Health should pursue the option of including training on DV 
screening as an element of accreditation for nurses, psychiatrists, medical officers 
and social workers. 
RATIONALE: In recognition of the additional complexity to workers roles that DV screening 
confers, it is important that staff remain current in their training and also have the opportunity 
to update their learning as new research on DV and screening is available. Triennial renewal of 
training is consistent with industry standards on training currency. 

Proposal 28: Staff undertaking screening should have access to expert 
consultation on responding to DV. 
RATIONALE: The risk of burn-out when staff are dealing with a high volume of disclosures also 
points to the need to provide access to consultation as is currently provided in a number of 
services. 
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Appendix 1 Further explanation of Methods and Analysis 

Survey methods 

A.1 Participant recruitment 

Two different strategies were employed to recruit and survey participants. In the antenatal and 
D&A clinics, self-administered questionnaires were offered by the health worker in the course 
of a regular health appointment, where the patient could be approached and complete the 
survey in private. 

Recruitment and survey of the mental health patients required a different approach because 
the nature of the treatment offered is short term (up to two months) which precluded 
administration of the survey at six months. For this group, consent was sought by the regular 
health worker at the time of treatment for re-contact for a study on the mental health 
assessment process. Six months later, all who gave initial consent were telephoned by a 
clinician experienced in both mental health and DV who informed participants about the 
specific focus of the study and ascertained willingness and wellness to participate. Preferred 
safe contact details without identifying information were then passed on to the researcher and 
surveys were undertaken by telephone. Prior to commencing the survey, participants were 
reminded that the surveys were confidential and strategies for dealing safely with any 
interruption were discussed. It is recognised that the different methods of recruitment and 
survey may affect the comparability of the data, so results are reported by program as well as 
combined. The separate strategy for mental health participants was required because this 
group of clients typically have short term contact only with the mental health team which 
precluded recruitment six months post screening with current clients. This fact would have led 
to the exclusion of this group from the study, however the literature indicates that mental 
health patients are at high risk of DV ,77 and are often excluded from research on DV screening, 
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so need to be prioritised.36 In addition requests were made from local mental health advocates 
to include women from these services, for the same reasons. 

A.2 Strategies to assist recall and participation 

Recall bias is a risk in this design. Explicit cues to aid memory can however reduce over and 
under-reporting.138 Three strategies were adopted for those completing the questionnaire to 
promote recall. A copy of the information card distributed at screening was attached to the 
survey as a visual prompt. The survey was sequenced to match the steps in the screening and 
the surveys were completed in the same setting as the original screen, drawing on the evidence 
that recall is enhanced by measurement in the same environment in which the learning 
occurred.139 The visual prompts were not available for the mental health patients. To address 
this, additional questions were asked about the screening setting and context to assist 
participant recall. Selection bias was addressed through the use of a one-off survey to reduce 
refusals and loss to follow-up and by drop outs. Participation was encouraged through making 
strenuous and visible efforts to establish confidentiality. Strategies included recruitment away 
from the waiting room and in private, using locked boxes for survey return and for the 
telephone surveys, discussion of privacy strategies and minimising identifying information. 
Response bias was a further risk through selective reporting due to fears about confidentiality 
or social desirability factors.31 125 Strategies to address these included minimising intrusiveness 
and the time and effort required to complete the survey. 

All eligible women who screened positive were to be invited to participate. As many more 
women were available who screened negative than needed, sites were asked to recruit these 
women only until the site target number was reached. Target numbers were based on the 
results for each site from the NSW Health annual audits from the previous two years. 

A.3 Survey for women who screened positive for abuse 

The outcomes of interest included reported attitude changes and abuse levels between 
screening and survey and reported adverse and positive effects from screening. The survey 
contained 23 mostly closed ended items. Abuse status was assessed using the four item HITS 
tool which was chosen for ease of completion and fit with the NSW Health screening questions. 
This tool asks respondents to rate the frequency of four behaviours from their partner: physical 
hurting, insults, threats and screaming / swearing. Scores are summed as follows: never=1, 
rarely=2, sometimes=3,fairly often=3, frequently=5 and totalled to derive a possible maximum 
score of 2086. A score of >10.5 identifies women experiencing current DV (validated against the 
Conflict Tactics Scale and Index of Spouse Abuse). 86 The survey asked participants to complete 
the tool twice, firstly for the present time and a second time to describe their situation at the 
̢̺͟ϣ ͂ϭ ͕ϕ͑ϣϣ̢̻̻̕̚ ͂͟ ̟͟ϣ̢͑ ϔϣ͕͟ ͑ϣϕ̴̴͂ϣϕ̢̻̝͂͟ ̢̭͕̻̕ ̟͟ϣ ͕χ̺ϣ ̣̟͟ϣ̻ χ̻ϟ ̻͂Ά̤ ͕͑͟χ͟ϣ̕Ό̚ 
agreement with five attitudes relevant to the messages in the information card and the 
screening process were also measured. Reliance on recall to complete the surveys was 
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undertaken to eliminate the possibility of a research or Hawthorne effect occurring as a result 
of undertaking base-line measures as outlined in our paper on obstacles to evaluating routine 
screening.30 Participation in follow-up studies has also been found to be low in research in this 
area, 31 reinforcing the choice of cross-sectional surveys to undertake this study. A number of 
strategies were undertaken to prompt recall and attention was paid to confidentiality to 
promote participation (?ref to Women and Health paper) 

A.4 Survey for women who screened negative for abuse 

In order to avoid any confusion amongst participants who may not have re-collected how they 
answered the screening questions, a separate survey was used for the women who screened 
negative for abuse. It was printed on paper of a different colour to enable easy distinction to be 
made by health workers. Both surveys contained 23 items, with 16 common to both. 

The survey for those who screened negative for DV included an item to identify instances in 
which women who had experienced abuse, as defined by the NSW Health protocol, had 
deciϟϣϟ ̻͂͟ ͂͟ ϟ̢͕ϕ̴͕͂ϣ ̟͟ϣ̢͑ χϔͺ͕ϣ χ͟ ̟͟χ͟ ̢̺͟ϣ ̢̩̟͕ Άχ͕ ϣ̴̢ϕ̢͟ϣϟ ϔΌ ϣ΋̴͎χ̢̢̻̻̕ ̣Some women 
decide not to tell that they have been hurt or are frightened even if they have been. There are 
lots of reasons why” and then re-posing the screening protocol questions for the time of first 
asking, reminding women their survey responses were confidential. 

A.5 Survey analysis 

Data were analysed using SPSS 17. Percentages were calculated on available categorical data 
for each item; denominators varied slightly due to missing data. Change in attitudes was 
measured using the sign test for paired samples, against increased agreement with each 
statement. As the HITS tool has only been validated for use as a dichotomous measure with 
̣ϕͺ͑͑ϣ̻͟ χϔͺ͕ϣ̤ ̢̻ϟ̢ϕχ͟ϣϟ ϭ͂͑ ͕ϕ͂͑ϣ͕ ͂ϭ >βα.5, 14 the HITS scores were dichotomized, and 
changes in reported abuse status (from time of screening to current) were tested using 
̉ϕ̊ϣ̺χ̠͕͑ ϕ̢̻̻͂͟ͺ̢͟Ό ϕ͂͑͑ϣϕ͟ϣϟ ϕ̢̟ ͕͐ͺχ͑ϣ ͟ϣ͕̝͟ Ϻ̻ ͑ϣ̢͎̻͂͑̕͟ ̟͟ϣ ͑ϣ͕ͺ̴͕͟ ͂ϭ ̟͟ϣ ̉ϕ̊ϣ̺χ̠͕͑ χ̻ϟ 
sign tests, the binomial distribution was used when fewer than 25 cases changed status, and p 
values only are provided. Logistic regression was used to evaluate factors potentially associated 
with i)change to current abuse status six months after screening, ii) first disclosure and iii) 
̢̣̻͟ϣ̢̻̻͂͟χ̴ ϭχ̴͕ϣ ̻ϣ̕χ̢͟΅ϣ ͑ϣ͕͎̻͕͂ϣ͕̝̤ 

On the first regression model, adjustment was made for abuse at baseline by including HITS 
categorized as > or < 10.5 at screening as an independent variable in the model. In determining 
the factors of interest, we reasoned that women who received a service, read the information 
card or were disclosing for the first time, might be more likely to be assisted than those who did 
not. In all three models program was also included as a potential factor of interest, 
diϕ̢̟̺͂͂͟Αϣϟ χ͕ χ̻͟ϣ̻χ͟χ̴ χ̻ϟ ̣̟͂͟ϣ͑ ͎͑͂͑̕χ̺͕̝̤ ̩̟ϣ ϔχϕ̱Άχ͑ϟ ϣ̴̢̢̺̻χ̢̻͂͟ ̺ϣ̟͂͟ϟ ͂ϭ ̺͂ϟϣ̴ 
selection was performed using the likelihood ratio test for inclusion or exclusion of other 
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potential demographic confounders (viz. indigenous status, ethnicity and age, ≤͂͑>̝30 years of 
age) from the final models (p-values for exclusion and entry were 0.10 and 0.05, respectively). 

Brief responses to the open-ended question on benefits were qualitatively coded by the first 
author and confirmed by the second author. 

A.6 Sample size 

The original target sample size for the positive screened group was 230 though the actual 
number of surveys returned was 130. A probability sample of 100 would provide estimates of 
proportions answering yes or no to particular questions within a ±10% level of confidence for 
each service. However the challenges of researching this group outlined above necessitated a 
non-probability sample and so the primary criterion was a sample size providing sufficiently 
robust numbers for group comparisons between the three different programs. The target 
sample size was not reached for three reasons, Firstly, according to snapshot data, in the main 
year of data collection there was a decline in abused identified at screening in three sites 
compared to the previous year. Secondly three of the antenatal sites shifted to delayed 
antenatal booking for parts of the study period in order to cope with increased demand. This 
resulted in an insufficient lapse of time for surveys to be completed while women remained 
patients during these periods. Finally high patient volumes at times and use of temporary staff, 
who were not briefed about the project, at five sites, reduced the pool of health workers 
recruiting participants. 

Interview methods 

The interviews were conducted with women who had screened positive for DV at one of the 
participating NSW health services, six to eight months previously. Volunteer sampling 140 for the 
interviews occurred via a consent form attached to a survey distributed to the antenatal and 
substance abuse patients at a regular appointment. To maximize safety, women could choose 
to be contacted by telephone at a stipulated time or provide consent to be interviewed at their 
next appointment. Mental health patients were offered the opportunity to participate at the 
end of a telephone survey, to which they had agreed six months earlier, after being screened. 
Full written consent for all participants was obtained at the time of interview, along with 
consent for review of clinical notes, to ascertain referrals and child protection reports. Diversity 
was achieved by excluding volunteers in the later stages, with characteristics similar to those 
already interviewed. 

The interviews were conducted by JS, a social worker experienced in counselling women for the 
traumatic effects of abuse. 
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Interview analysis 

After verbatim transcription, a preliminary coding list was developed by JS and coding and 
querying applied utilizing QSR NVIVO Version 8 software. The coding tree was reviewed by AZ 
who cross-coded four transcripts with resultant discussion leading to the identification of four 
new codes. Using inductive analysis as described by 141, description and linking of patterns 
classified by the codes was followed by comparison of differences between individuals and 
groups. This led to identification of the constructs relating to: defining abuse, the decision to 
disclose, and impacts from screening. Matrix and text queries assisted the identification of the 
conditions giving rise to each construct and informed synthesis of a model for understanding 
Ά̺͂ϣ̻̠͕ ϣ΋͎ϣ̢͑ϣ̻ϕϣ ͂ϭ ϟ̢͕ϕ̴͕͂ͺ͑ϣ χ̻ϟ ̟͟ϣ ϣϭϭϣϕ͕͟ ͂ϭ ͕ϕ͑ϣϣ̢̻̻̝̕ ! reference group of DV 
practitioners and researchers assisted to refine the initial coding list, cross-coded and discussed 
extracts from seven interviews, and confirmed the plausibility of the constructs and model. The 
validity of the findings in relation to disclosure, naming of abuse and connection were 
confirmed in group discussions with health professionals from participating services. 
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