Outline of the Routine screening for domestic violence program

2.3 NSW Health policy context

More than 10 years have passed since the release

of the first NSW Health Domestic Violence Policy (1993).
This period has also seen the development of policies

in Area Health Services, the introduction of the NSW
Domestic Violence Core Training Program (1990) and
other training on this issue through the Education Centre
Against Violence (ECAV). However, identification of and
responsiveness to domestic violence has been variable
and dependent on the existence of local service
protocols or the particular interest of individual workers.

Routine screening for domestic violence in antenatal,
early childhood health, alcohol and other drugs services
and mental health services is one of the key elements of
the NSW Health Policy and Procedures for Identifying
and Responding to Domestic Violence (2003). This strategy
aims to fulfil a dual role of prevention, by providing
information to at-risk populations, and early intervention,
by providing an opportunity for identification and
appropriate action (NSW Health 2003).

The NSW Health policy defines domestic violence as:
‘Violent, abusive or intimidating behaviour carried out by
an adult against a partner or former partner to control
and dominate that person. Domestic violence causes
fear, physical and/or psychological harm. It is most often
violent, abusive or intimidating behaviour by a man
against a woman. Living with domestic violence has a
profound effect upon children and young people and
may constitute a form of child abuse.” (NSW Health 2003)
The screening intervention is based on this definition.
Concrete questions are asked of women about violent
or abusive behaviour by a partner or former partner,

and whether they are fearful of that person.

The definition recognises that women are the
overwhelming majority of victims of domestic violence.
Research from a range of sources indicates that between
88% and 92% of victims of domestic violence are
women and the level of injury and trauma they
experience is greater than that of men (Bagshaw &
Chung 2000, Taft et al 2001). Men may also be victims
of domestic violence but they are more likely to be at
risk from male strangers or acquaintances in public
places than from female partners in the home

(Flood 1999, Krug et al 2002).

2.4 The NSW Health pilot

The NSW Health Domestic Violence Policy Review
Committee was formed in 1999 to guide the
development of the revised domestic violence policy.
This resulted in a Discussion Paper (NSW Health 1999),
which flagged the introduction of routine standardised
assessment for domestic violence. The proposed new
strategy received widespread support from Area Health
Services. Funding obtained through the Commonwealth
Government’s Partnerships Against Domestic Violence,
enabled a screening to be conducted in South Eastern
Sydney and Macquarie Area Health Services. The aim of
the pilot was to develop and test the screening tool in
specific program areas: antenatal, alcohol and other
drugs services, mental health services and emergency
departments. An independent evaluation by the
University of Sydney (Irwin & Waugh 2001) found that
identification of domestic violence by health staff was
improved by screening and that 97% of the women
screened supported health workers asking these
questions. The training program improved the staff
understanding of the issues, and their skills in asking
guestions and responding appropriately were also
improved (see also Hunter Area Health Service 2003).

Subsequently the shorter term ‘screening’ was adopted
rather than ‘standardised routine assessment’. This was
seen as a more accurate reflection of the questions,
which identify the existence of violence but do not
represent a thorough assessment of the woman'’s
situation. However, it appears that the term ‘screening’
may not be the most appropriate description as the
program does not satisfy all of the tests for the
introduction of a screening tool as identified in public
health literature (see for example, Ramsey et al 2002,
Wathen & McMillan 2003). Using the term ‘routine
enquiry for domestic violence’ may have been more
useful to avoid the debates around the use of health
screens. This illustrates the difficulty of applying a
medical model to an issue that has many health-related
manifestations but no easily definable ‘cause’ or
‘treatment’, and is, at the same time, a social and

legal issue.

The NSW Minister for Health approved the

implementation of the Routine Screening for Domestic
Violence Program in Area Health Services in antenatal,
early childhood health, mental health and alcohol and
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other drugs programs in 2000. Emergency departments
were not recommended for the screening intervention

as the nature of the work, the priorities and the lack of
private space and time to interview were not conducive
to routine screening. Early childhood health was included
to ensure a flow-on from antenatal services, and because
of the importance of child protection issues. The NSW
Health Policy and Procedures for Identifying and
Responding to Domestic Violence (2003) directs that
screening be implemented in all these targeted programs
by the end of December 2004. The Policy notes that
screening may also be introduced in other service
streams such as dental clinics, child and family, women'’s
health nurse services, community health centres,
gynaecology clinics and sexual health services.

Routine Screening for Domestic Violence: An
Implementation Package, provided through ECAV,
supports the Routine Screening for Domestic Violence
Program. This includes a guide for managers, the pilot
evaluation report, screening protocol, flow chart and the
learning program. ECAV provides train-the-trainer
implementation education and ongoing support for
screening services. In preparation for screening, frontline
staff are trained in asking the questions and providing
appropriate responses, and services must identify local
referral pathways.

2.5 The screening process

Screening questions are to be asked of all women
attending antenatal and early childhood health services
and women aged 16 and over who attend mental health
and alcohol and other drugs services. These are termed
‘eligible women'. It need not be used for women for
whom domestic violence has been identified in other
ways, for example, on presentation or in a referral.

The NSW Health screening model addresses safety,
privacy, confidentiality and choice. The screening
protocol directs that questions be asked in person by
a trained health worker in a private, safe setting with
no others present, apart from a health care interpreter
if needed or child under three years of age. Screening
is not carried out if the woman is physically or
mentally unwell.

A screening form is available for recording the
intervention and guiding the process (see Appendix 1).

It includes a preamble explaining the service's interest
in helping address domestic violence, the universality of
the screening tool and the limitations to confidentiality,
and it offers the choice to participate in the screening.

There are two direct questions to identify domestic
violence. If a woman answers ‘yes’ to either of the
guestions, a further two questions are asked, one
addressing safety and the second offering assistance.
There is a section to record actions taken, and the
reasons if screening is not completed. The form becomes
part of the woman's medical record. The screening
protocol, staff training and domestic violence policy
provide guidance in further assessment and intervention
for the health worker for cases where domestic violence
is identified. Action regarding referrals, notification to
police or reports to the NSW Department of Community
Services is noted on the form. These actions are also
outlined in detail in the NSW Health Policy and
Procedures for Identifying and Responding to Domestic
Violence (2003). More detailed information can be
recorded elsewhere in the medical record.

The screening protocol directs that regardless of

whether domestic violence is identified according to

the questions, all women should be offered an
information card. This gives basic information about
domestic violence in simple language and illustrations.
Statewide 24-hour phone numbers for assistance are
included. Information is also provided in eight major
community languages. Provision of this information is
part of the prevention strategy. The aim is also to provide
useful information to those who may be experiencing
violence but choose not to disclose it at the time of
screening. The information often goes to a wider audience
as many women pass on the card to family or friends
who are experiencing abuse (Irwin & Waugh 2000).

2.6 Data

The Domestic Violence Policy requires Area Health
Services to participate in data collection processes, which
document the level and some outcomes of screening.

Relevant, comparable domestic violence data in the NSW
public health system is useful to inform service planning
and facilitate targeted service delivery. There is limited
data currently available from statewide data collections
from hospital and community health services.

NSW Health Routine screening for domestic violence program - Snapshot report 1 5



Outline of the Routine screening for domestic violence program

Information generated by the screening process is
valuable in its potential to provide Area Health Services
and the NSW Department of Health with data regarding
prevalence of domestic violence in the particular client
groups. This information is also useful for partnership
work with other government agencies.

Data recording and collection methods vary across

all service streams and within Area Health Services.

In order to provide some consistency, the screening tool
has now been integrated into the revised Mental Health
Outcomes Assessment Tool (MH-OAT), the Integrated
Perinatal and Infant Care (IPC) psychosocial assessment,

and the OBSTET database. The form and protocol will
be available through the Community Health Information
Management platform (CHIME) in 2004. These steps will
assist in integrating domestic violence screening into the
regular clinical work of antenatal, mental health, alcohol
and other drugs services, and early childhood health and
other community health services. These systems have
the potential to provide data locally and statewide as

a secondary outcome of routine record-keeping.

The longer-term aim is to render unnecessary short

data collection exercises such as this snapshot.
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Area Health Services were requested to provide a
one-month snapshot of data for each service or facility
that had commenced screening. The snapshot period
was from 1 to 30 November 2003. The time frame was
selected to provide baseline information for comparison
with a further snapshot proposed for November 2004,
ahead of the planned full implementation by the end of
December 2004.

Information was collected for each program from the
data forms used in each facility over the one-month
period. This data includes numbers of eligible women
attending the service, numbers screened, the responses
to the questions, and key actions taken, specifically
reports to the Department of Community Services,
police notifications and other referrals. In addition,
where screening was not completed, the data forms
provided for the key reasons to be noted and included
two other categories that had been previously identified
as possible issues: ‘lack of privacy’ and ‘woman too
unwell to screen’ (see format at Appendix 2).

Consultation also occurred with Women's Health
Coordinators who have involvement or carriage of the
roll-out of screening in their Area Health Services.
Explanatory notes were given to assist the services in
filling out the form and enhance consistency of responses.
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Only numerical information from the screening forms
was requested. Provision was made for services to note
‘any local events or conditions that may result in this
period being atypical’ to assist in data analysis. The form
was also made available electronically in Word and Excel
formats. Area Health Services were requested to forward
copies of the forms with collated information from each
facility to the NSW Department of Health. The methods
used locally to collect the data were determined by the
Area Health Services, program areas or facilities,
according to current practice and feasibility.

South Eastern Sydney, Hunter, Central Sydney,

Mid Western and Northern Sydney Area Health Services
also provided further information regarding the nature
of other referrals made when domestic violence was
identified. Some individual facilities volunteered
information on the data collection form. This gives
some indication of the range of referrals that health
services are making for women.

Area Health Services were also asked to provide an
estimate of the extent of implementation in each
program at the time of screening.



4 Overall results

This section presents an overview of the findings, with
the combined results by program from all Area Health
Services.

4.1 Extent of screening
in programs
At the time of the snapshot, 13 of the 17 Area Health

Services had commenced screening in all or some of the

targeted program areas (see Figure 1). Three Areas had

commenced planning and staff training for the
introduction of routine screening and two of these Areas
indicated intention of participating in the next snapshot.
Data was received from all facilities screening.!

The uptake of screening has been greatest in antenatal
services with all or some services in 12 Area Health
Services participating. This is followed by seven Area
Health Services screening in alcohol and other drugs
services, four screening in early childhood health

Figure1: Percentage of targeted and additional programs screening in Area Health Services, November 2003

Targeted programs

Additional programs

Area Health Service Antenatal  Alcohol Early Mental Women’s Sexual Sexual
and other  childhood health health health assault
drugs health nurse

Central Coast” 100 85 100 0 100

Central Sydney 50 0 100 0

Far West 0 0 0 0

Greater Murray 0 100 0 0 100

Hunter 13 100 0 0

llawarra 100 0 100 0 100

Macquarie 90* 0 0 0

Mid North Coast 100 100 100 100 100

Mid West 100 0 0 0

New England 0 0 0 0

Northern Rivers 27 0 0 0

Northern Sydney 40 38 0 0 100
Southern 65 100 40 0 100

South Eastern Sydney 66 75 0 50 66 50
South Western Sydney 0 0 0 0

Wentworth 0 0 0 0

Western Sydney 100 70 0 25

*50% antenatal and 50% women'’s health services in Central Coast participated in the snapshot.
** Macquarie antenatal includes some clients from Upper Sector Far West.
*** Singleton (Lower Hunter) also includes some surgical patients. Numbers not separated.

TExcept from Central Coast, which decided not to formally participate in this snapshot. Two facilities elected to provide data.
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services, and three in mental health services. In six Areas,
women’s health nursing services are screening and in
one Area, a sexual health service has also commenced
screening, and in another Area, one sexual assault
service has chosen to screen clients (see also Figure 1).

A small number of services, including women'’s health
in Greater Murray, mental health in Sutherland

(South Eastern Sydney) and an alcohol and other drugs
service in South Eastern Sydney noted that November
2003 experienced lighter client activity than usual.

One women’s health service in Albury (Greater Murray)
saw a higher number of Aboriginal women as they
were conducting a targeted women’s health program.

4.2 Screening rate

During November 2003, a total of 5,800 eligible women
were seen by all services participating in the domestic
violence screening snapshot. Antenatal services saw

the highest number of women with 2,459 attendees.
The number of women attending in other programs
was as follows: early childhood (1,956), women's health
(595), mental health (333), alcohol and other drugs
(258), sexual health (175), and sexual assault (24).

Some women may have been counted more than once
if they presented to multiple services in this period.

Screening for domestic violence occurred for 4,036
women, 70% of the total of eligible women presenting
to all services, a high screening rate. The screening rate
ranged from 46% for early childhood health and sexual
assault, to 92% for women'’s health nurses (see Figure 2).

Overall results

Figure 2: Screening rate as a percentage of
total eligible women participating in screening
(November 2003)
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4.3 Reasons screening
not completed

The reasons screening did not occur is illustrated in
Figure 3. The most frequently given reason for not
screening was the presence of partners (54%), followed
by the presence of others (38%). A small proportion of
women (5%) were too unwell to screen, 2% of women
refused to answer the questions and the lack of privacy
accounted for 1% of women not screened.

In 52 cases (29%) the reasons for not screening

were not stated. Some services noted that there were
other reasons for not screening, such as that a previous
service had already screened or domestic violence had
already been disclosed, or no health care interpreter
was available.?

2Any cases not specifically stated within the categories nominated were classified as ‘not stated'.
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Figure 3: Reasons provided for not screening as
a percentage of eligible women not screened
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4.4 Domestic violence
identified

A woman was identified as a victim of domestic

violence if she answered ‘yes’ to either or both of the

following questions: ‘Within the last year have you

been hit, slapped or hurt in other ways by your partner

or ex-partner?’ and ‘Are you frightened of your partner
or ex-partner?’

A total of 283 women (7%) answered ‘yes’. The number
identified in each program is given in Figure 4 and
ranged from a total of 94 in antenatal to five in sexual
assault. This reflects, in part, the number of facilities
screening in each program and the numbers of women
attending these services. The overall rate of identification
of domestic violence by the screening questions was 7%,
with a range from 3% to 45% (see Figure 5).

Figure 4: The number of women identifying domestic
violence in response to screening questions in
participating programs
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Figure 5: The percentage of women identifying
domestic violence in response to screening questions
in participating programs
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4.5 Assistance accepted
and action taken

Of the 283 women who identified domestic violence,

a total of 115 (41%) accepted an offer of assistance.
The numbers ranged from 31 in antenatal, 24 each in
alcohol and other drugs and mental health, 22 in
women’s health and six in sexual health. These are
expressed in Figure 6 as percentages of women positively
identified as experiencing domestic violence.

Figure 6: Accepted offer of assistance as a
percentage of women identified with domestic
violence
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Figure 7: Action taken

Overall results

In terms of action taken, there were five notifications
to the police, 23 reports to the NSW Department of
Community Services and 99 other referrals.

An analysis of the data indicated some services may
have included in the Other Referrals section, referrals
made for reasons other than domestic violence.
There may be more than one referral for an individual
woman (see Figure 7).

Other referrals were made both within the hospital and
community health systems and to other external services.
Intra-health referrals were mainly to hospital or community
health social workers, including antenatal social workers.
Some referrals were made to mental health and alcohol
and other drugs services. External services included
community-based services such as women'’s refuges

or other crisis accommodation, legal aid services,

the Women'’s Domestic Violence Court Assistance
Scheme, Family Support, and Relationships Australia.

. Police notifications

. Other referrals

|:| DoCS reports
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