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GLOSSARY

Term

Definition

AIN

Assistant in Nursing

CALD

Culturally and Linguistically Diverse

CNC

Clinical Nurse Consultant

CNED

Clinical Nurse Educator

CNS

Clinical Nurse Specialist

DV

Domestic Violence

EAP

Employee Assistance Program

ED

Emergency Department

EDIS

Emergency Department information system application to support the operation of
Emergency Departments

EDSSU

Emergency Department Short Stay Unit

EN

Enrolled Nurse

EMR

Electronic Medical Record

Fast Track

A dedicated area in the ED to treat ambulant, non-complex (single system problem)
patients who can be discharged within <2 hours

FirstNet

Emergency Department information system application to support the operation of
Emergency Departments

KPI

Key Performance Indicators

LGA

Local Government Area

LHD

Local Health District

MRN

Medical Record Number

NSW

New South Wales

NUM

Nursing Unit Manager

RN

Registered Nurse

Z card

A wallet-sized card with written information and contact details developed for use in
NSW Health services when conducting Domestic Violence Routine Screening

Z card: Social
Worker

Here also includes generalist counsellors, psychologists and other allied health
staff who provide a psychosocial response
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EXECUTIVE SUMMARY

Background
Domestic Violence Routine Screening has been part of universal health provision for women state wide in health
services under NSW Health policy since 2003, following a successful pilot with subsequent progressive state wide
rollout. Four NSW Health streams currently screen women for domestic violence: Maternity; Child and Family Health;
Mental Health; and Drug and Alcohol services. Standardised questions are asked of women aged 16 years and over1 in
line with the existing NSW Health policy on domestic violence.
This project came about as a result of: 1) a recommendation to test screening in Emergency Departments in an
evidence review commissioned by the NSW Ministry of Health; 2) a proposal for a study by a NSW rural Emergency
Department and; 3) a recommendation by the NSW Domestic Violence Death Review Team to ensure that level 4 and
above hospitals with a 24 hour Emergency Department are appropriately supported by 24 hour psycho-social resources
in order for them to adequately support those presenting as a result of domestic violence. (NSW Coroners Court, 2016).

Current project
In partnership with three Emergency Departments in NSW, the NSW Ministry of Health evaluated the feasibility of
domestic violence screening and response in Emergency Departments during a six month period (May to November
2017).2 Women aged 16–45 years, triaged in categories 3, 4 or 5 (those requiring treatment in 30 minutes or longer) and
who were capable of answering screening questions were eligible for screening. Treating nurses used a modified
version of the HITS screening tool which asks respondents to estimate a how often a partner or former partner 1)
Hits/physical hurts, 2) Insults, 3) Threatens, and 4) Screams/swears at them. A five-point Likert scale from ranging from
‘1 = Never’ to ‘5 = Frequently’ for each behaviour was applied with scores for each item totalled to arrive at a possible
maximum score of 20. A score greater than or equal to 10 was taken to be indicative of domestic violence and a
referral was made to social work to respond within one hour. Nurses and medical staff at participating sites attended a
one hour training session, with social workers receiving a day of training.

Methods
A cross-sectional study design was used in which the intervention model was tested over a period of six months, with
data on eligible presentations extracted from the Emergency Department Information System and analysed in combination
with forms completed by nurses and responding social workers to record screening completed, disclosures, referral
uptake and responses provided. Acceptability and staff experiences were captured through a staff survey, focus groups
and key informant interviews conducted with participating staff at each of the study sites. Key informants at each site
were the Emergency Department Nurse Unit Manager, Clinical Nurse Educator/Consultant, Social Work Manager, Medical
Director and other key senior managers and executive members.

Results
During the six month study period there were 12,131 Emergency Department presentations by 9,177 eligible women.
Nineteen per cent of women (almost 24% of women at rural sites) had two or more presentations to the Emergency
Department during the study period.
Screening rates. A total of 1,047 eligible women (11.4%) completed screening at either their index (first) presentation
or at a subsequent presentation. The metropolitan site screened a statistically significantly higher percentage of eligible
women (13%) compared with the other two sites (10.9% and 9.4%). Of the 1,119 nurse data collection forms returned for
analysis, 251 (22.4%) noted that screening could not be completed. The main reasons were related to lack of privacy
from partners (32.7%, n=83), other family members (21.9%, n=55), or other patients (32.3%, n=82). Forty-five forms
were returned noting that the patient had declined to answer the questions (17.9%). No data is available on remaining
presentations where forms were not completed. However other identified contributors to the relatively low rate of
screening identified in interviews and focus group discussions with staff were the high volume of patients in the
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Emergency Department and staff busyness, particularly during the significant influenza season of winter 2017 when the
study took place; lack of an integrated system meaning reliance on staff attentiveness to identifying those in the target
group and paper copies of screening tools; and potentially, reduced access to social work back during some periods.
Women disclosing domestic violence. Of the 868 women screened at their index presentation, 154 women (17.7%)
scored 10 or more on the HITS tool, indicating domestic violence. There were no significant differences in the proportion
of women scoring ≥10 on the HITS tool by age group, country of birth, triage category, time of arrival, or presenting day of
the week.
Among the women with a positive DV screen, forty-nine percent (n=75) received a social work response. A significantly
higher percentage of women received a social work response at the Metropolitan site (54/80=67.5%), compared with Rural
site 1 (12/36 = 33.3%) and Rural site 2 (9/38 = 23.7%). Social work responses included: risk assessment (84%),
information about domestic violence (73%), safety planning (68%) and further referral (65%).
Emergency Health providers’ acceptability and appropriateness of DV screening. Surveys were conducted with
nurses, medical officers and social workers who had been rostered in participating Emergency Departments during the
study period. Survey respondents (n=198) largely agreed that it was appropriate and acceptable to conduct DV
screening in Emergency Departments with social workers and medical officers agreeing more strongly than nurses
(Agreed appropriate: social work 93%, medical officers 90%, nurses 84%; Agreed acceptable: social work 95%,
medical officers 96%, nurses 88%). Overall, 62% of survey respondents agreed that the women who were screened
during the study period experienced positive impact: 60% of nurses, 82% of social workers and 39% of medical staff.
About one third of respondents (34%) indicated they were uncertain of the impact for women as they did not know the
outcome once the patient had left the Emergency Department. Although the reaction to screening was very positive
from all professions, key staff commented that the implementation model needed more consideration, in light of the
high volume and pressures experienced in Emergency Departments.
Thirty-nine nurses and social workers attended focus group discussions and 20 interviews were conducted with
management staff. There was a notable convergence of views about acceptability of screening and response and
implementation experiences among stakeholder groups, including: Emergency Department nurses, Emergency
Department Nursing Unit Managers, social workers, social work managers, Clinical Nurse Educators/Clinical Nurse
Consultants, Emergency Department Medical Directors, senior managers/executives and study research officers.
These groups agreed that screening is acceptable but that greater integration into Emergency Department processes is
required.
Barriers and facilitators to screening. Key barriers to screening were: the high volume of patients in Emergency
Departments, lack of integration with existing Emergency Department processes and documentation, which was in
part due to the study processes, lack of privacy to ask the questions in Emergency Departments, the brevity of
training, and inadequate resourcing of social work responses. Facilitators were: the ease of use of the HITS tool,
availability of social work response within one hour (as per the protocol for this study, and executive support.
Impact on patient flows and length of stay. From staff perspectives, the DV screening and response process did not
appear to have a significant impact on patient flow or disrupt the functioning of the Emergency Department. This was
largely attributed to not prioritising the screening over other more pressing issues. Staff intimated that they only screened
women when time permitted, which would partially explain the low screening rate.
Data collected by nurses indicates that the screening process took a median time of 5 minutes (± 2 minutes). If staff had
screened all eligible women once during the study period (n=9,177), this would have equated to approximately 353
screens per week across the three sites.
The median Emergency Department length of stay for women who scored ≥10 on the HITS tool was 3.5 hours,
However, given the low screening rates, any small fluctuations seen in length of stay data for each Emergency
Department are unlikely to be attributed to thisstudy.
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Conclusion
This study demonstrates strong support by health staff in participating hospitals for improving identification and
response to domestic violence. Prior to any further implementation of Emergency Department screening there is a
need to test change actions to improve screening rates, including greater integration of tools into clinical practice and
systems, along with attention to resourcing and adequate training.
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1. INTRODUCTION

1.1 Background
This project came about as a result of the convergence of three elements. Firstly, screening for domestic violence in
Emergency Departments was one of the interventions identified in an evidence review commissioned by the NSW Ministry
of Health on the best practice evidence for health service response to domestic violence (Spangaro & Ruane, 2014).
Secondly, a rural Emergency Department approached the Ministry of Health with a proposal that it pilot ED screening, based
on concerns about the many women experiencing domestic violence who were not being identified. Around the same time
the NSW Domestic Violence Death Review Team (NSW Coroners Court, 2016) recommended that the NSW government
appropriately resource NSW Health to ensure that level 4 and above hospitals with a 24 hour Emergency Department are
appropriately supported by 24 hour psychosocial resources to support the safety of victims (NSW Coroners Court, 2016).
Domestic violence is a significant public health issue globally, with 30% of women who have been in a relationship having
experienced physical and/or sexual violence by their partner (Snider, Webster, O’Sullivan, & Campbell, 2009). Australian
estimates indicate that 17% of all women and 5% of all men have experienced violence by a partner since the age of 15 years
(Australian Bureau of Statistics, 2013).

1.2 Screening in NSW Health services
In NSW Domestic Violence Routine Screening has been part of universal health provision for women state wide in health
services under NSW Health policy since 2003. Its introduction followed a successful pilot (Irwin & Waugh, 2001) with
subsequent progressive state wide rollout. Four NSW Health streams currently screen women for domestic violence state
wide: Maternity, Child and Family Health; Mental Health; and Drug and Alcohol services (NSW Ministry of Health, 2016).
This practice involves asking standardised questions in line with the existing NSW Health protocol and the NSW Health
Policy Directive 2006_084, Domestic Violence – Identifying and Responding. Under the protocol all women asked the
questions are to be offered a wallet-sized information card regardless of response, and referralsmade to appropriate internal
or external providerswhere women disclose abuse.
In line with Policy Directive 2006_084, screening for domestic violence is part of routine medical history taking or assessment
procedures for new patients at face-to-face contacts. A primary concern using the current screening method is its lack of
precision in identifying domestic violence as it does not use a validated screening tool. The screening method involves
asking the patient two direct questions to elicit yes/no answers:
Q1.

Within the last year have you been hit, slapped or hurt in other ways by your partner or ex-partner?

Q2.

Are you frightened of your partner or ex-partner?

If abuse is identified, further questions are asked to determine safety of the woman and any children, as well as her interest in
receivingassistance.
The NSW Health screening program has been monitored through an annual one-month (November) snapshot since 2003.3
According to the most recently available snapshot data, 6.4% of women screened in November 2015 were identified as
experiencing domestic violence, with the rate of identification ranging from 3.4% in maternity services to 19.1% in alcohol
and other drug services (NSW Ministry of Health, 2016).
The original NSW Health pilot established that screening was acceptable to women and resulted in increased identification
and referral of domestic violence to social work and other support services (Irwin & Waugh, 2001). It included two Emergency
Department sites, which was the least successful program with only 10% of women presenting at Emergency Department
screened (Irwin & Waugh, 2001). Identified barriers included limited space (for privacy), the additional time required to
undertake screening, high demand workload with frequent crises, and the time available for staff to undergo training.

3 http://www.health.nsw.gov.au/kidsfamilies/protection/Pages/DVRS.aspx
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Sixteen years on, with growing awareness of the risks posed by domestic violence, it is timely to revisit routine screening in
Emergency Departments. Domestic violence is a complex issue requiring a prompt and sensitive response by a range of
healthcare professionals. The cost of domestic violence in both human and economic terms is so significant that even
marginally effective interventions are cost-effective (National Institute for Health and Care Excellence,2014).
This study falls within the wider It Stops Here: NSW Domestic Violence Framework (Women NSW, 2014), which aims to
improve identification and response to domestic violence, so victims can quickly and safely access a range of services and
get the support they need to recover. The reforms are an integrated state wide suite of initiatives including: strengthening
violence prevention, changing the delivery of services and support to victims of violence, and delivering programs that hold
perpetrators accountable and reduce reoffending (Women NSW, 2014).

1.3 Definitions and terminology
Domestic violence is the term widely used in Australia and the United Kingdom to denote abuse between adult partners or
former partners, which is the most common form of family violence between adults (Australian Bureau of Statistics, 2013).
The term is also used to include assaults carried out between any members of a household. The phrase ‘intimate partner
violence’ is beginning to be more widely used and is commonly used in the United States and Europe. ‘Family violence’ is
preferred by some Aboriginal communities (Department of Social Services, 2009) because it reflects the complexity of
abuse in Aboriginal families. This project employs the common NSW definition adopted for the It Stops Here framework
shared by all government and non- government agencies involved in response to domestic violence.
Domestic and family violence includes any behaviour in a domestic relationship, which is violent, threatening,
coercive or controlling and causing a person to fear for their own or someone else’s safety. It is usually manifested
as part of a pattern of controlling or coercive behaviour. (NSW Department of Justice, 2014, p. 9)
The broader definition of domestic and family violence encompasses a range of relationships, including people who are related
through blood, marriage or de facto partnerships, adoption, and sibling and extended family relationships. It includes kinship
tiesin Aboriginal and Torres Strait Islander communities, extended families and people living in the same house. The current
project and study focuses on intimate partners, within thisbroader definition of domestic and family violence, recognised in the
government strategy as:
An intimate relationship refers to people who are (or have been) in an intimate partnership whether or not the
relationship involves or has involved a sexual relationship, i.e. married or engaged to be married, separated,
divorced, de facto partners (whether of the same or different sex), couples promised to each other under cultural
or religious tradition, or who are dating. (NSW Department of Justice, 2014, p. 10)
Routine screening denotes asking women about current or recent partner abuse using a standardised set of questions
regardless of the presenting issue. Also referred to as ‘routine inquiry’ or ‘universal screening’, it is distinguished from ‘case
finding’, which involves asking patients only in situations with symptoms or where there is a high index of suspicion that
abuse is an issue. In this report, for the sake of simplicity, ‘screening’ is used to denote routinely asking about domestic
violence.
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2. LITERATURE REVIEW

2.1 Nature of domesticviolence
Domestic violence is not only widespread, affecting nearly one in 20 Australian women (Australian Bureau of Statistics,
2013), but it is characterised by being ongoing in nature (García-Moreno et al., 2013). There is also growing recognition that
much abuse experienced is in the form of coercive control, instead of, or in addition to, physical violence (Stark, 2007) and
that coercive control can have more severe effects than physical violence (Nevala, 2017).
Prevalence of domestic violence in Australia is similar to that in other countries (Australian Institute of Health and Welfare,
2018), with risk factors, health effects and service use patterns shared across jurisdictions. Global research is drawn on in
this literature review, as relevant, recognising the value of studies conducted in larger populations. In the USA in particular,
health service research on identification of and response to domestic violence is in at an advanced level compared to
Australia, providing valuable insights, so is drawn on heavily here.
Gender is a key factor in domestic violence with the majority of abuse perpetrated by men, with women comprising the
majority of victims (Australian Bureau of Statistics, 2013). Although men also experience serious effects including homicide
from domestic violence, the evidence consistently indicates significantly higher rates of injury, long-term morbidity and
mortality for women than men (Black et al., 2011; Bonomi et al., 2009; Coker, Smith, Bethea, King, & McKeown, 2000;
García-Moreno et al., 2013; Kothari et al., 2015), with women being six times more likely to be killed by a partner than men
(Stöckl et al., 2013). In Australia one woman a week and one man a month were killed by a current or former partner in the 2
years from 2012–13 to 2013–14 (Bryant & Bricknell, 2017).
The incidence of domestic violence is related to age of the victim, with US research finding incidence decreasing with age
and women aged 26 to 30 most at risk (Rivara et al., 2009). Globally the World Health Organization found that women aged
18–45 havethe highest rates of partner abuse, which plateausand declines after that age (García-Moreno et al., 2013).
Australian Aboriginal women are two to five times more likely than non-Aboriginal women to experience domestic
violence (Willis, 2011). This disparity is due to the ongoing impact of colonisation involving dispossession, destruction
of traditional law and culture, forced child removal and intergenerational trauma (Hovane, 2015).

2.2 Health effects of domestic violence
Burden of disease studies have established that domestic violence is the leading contributor to ill health and premature
death in Australian women aged 18 to 44 years. This places it ahead of other risk factors of tobacco use, alcohol use,
body weight, cholesterol, blood pressure and physical inactivity (Ayre et al., 2016).
Elevated health risks from domestic violence include:
•

physical and mental health functioning scores lower than the rest of the population, which decrease in inverse
proportion to increased physical assault and psychological aggression (Straus et al., 2009);

•

levels of mental health functioning that are directly associated with the length of exposure to abuse (Bonomi et
al., 2006);

•
•

a threefold increased risk of self-harm compared to the rest of the population (Boyle, Jones, & Lloyd, 2006);
twice the likelihood of being preventedfrom accessing contraception (Williams, Larsen, & McCloskey, 2008);

•

increased rates of pre-term and low birth-weight delivery (García-Moreno et al., 2013);

•

higher rates of chronic pain, gastrointestinal and gynaecological problems, depression and anxiety, and injuries
compared to other women (Rivara et al., 2007).

NSW Health domestic violence screening and response in NSW Emergency Departments: Feasibility study

11

Those who experience domestic violence have higher rates of health services utilisation than those who have not
experienced abuse (Institute of Medicine, 2011). Australian research indicates that on average, eight women were
hospitalised each day in 2014/15 because they were assaulted by a current or former partner (Australian Institute of Health
and Welfare, 2018) and that women reporting more than two physical symptoms in the past month to their general
practitioner were twice as likely to have experienced partner abuse in the past 12 months (Hegarty, Gunn, Chandras, &
Taft, 2008). Not surprisingly, health costs are elevated as a result of exposure to domestic violence and remain high for at
least three years post-abuse (Fishman, Bonomi, Anderson, Reid, & Rivara, 2010). In Australia Public and private health
system costs associated with treating the effects of violence against women in Australia are calculated to be $1.4 billion
(Australian Institute of Health and Welfare, 2018).

2.3 Domestic violence and Emergency Department presentations
Prevalence of domestic violence is higher among Emergency Department users than the general population and those in
most other healthcare settings (Alhabib, Nur, & Jones, 2010; Sprague et al., 2014). Abused women in the USA are four times
more likely to present to an Emergency Department than non-abused women, with an average of 3.7 visits over a 12month period (Kothari et al., 2015). Based on syntheses of multiple studies, 38–40% of women presenting to an
Emergency Department have experienced intimate partner violence at some point in their lifetime (Sprague et al., 2014).
Abuse in the past 12 months only is reported by 12–19% of women presenting to Emergency Departments (KoziolMcLain et al., 2010; Sprague et al., 2014; Zakrison et al., 2017).
Many common health presentations to the Emergency Department are indicators for domestic violence. According to WHO
(2013a), these indicators include frequent presentations; unexplained injury; chronic gastrointestinal, reproductive or
genitourinary symptoms; repeated vaginal bleeding; traumatic injury, particularly if repeated and with vague or implausible
explanations; and problems with the central nervous system including headaches, cognitive problems or hearing loss.
Another indicator is intrusive presence of partner. In fact, there is evidence that the majority (70 to 93%) of women
presenting to an Emergency Department with headaches, stomach problems, chronic pain, vaginal bleeding, substance
abuse, depression and suicidal thoughts have experienced lifetime physical/emotional abuse (Kramer, Lorenzon, & Mueller,
2004). Unwitnessed head, neck or facial injuries are also indicators for domestic violence according to a review of 262 studies
(Wu, Huff, & Bhandari, 2010).
A high proportion of women presenting to Emergency Departments have one or more trauma-associated comorbidities
along with domestic violence, most commonly mental illness, experienced by 49% of the women identified as having
experienced DV, compared to 17% among the non-abused (Zakrison et al., 2017). Not uncommonly, mental health
concerns are the reason for presentation in instances where domestic violence is the underlying cause of problems (HinsliffSmith & McGarry, 2017).
Despite its high prevalence, domestic violence remains under-identified in Emergency Departments (Webster, Pedrosa, &
Lopez, 2012), with one study finding that 72% of women who attended an Emergency Department after an incident failed to
be identified as victims of abuse (Rhodes et al., 2011). This is of particular concern given the risks faced by this group of
women. One study found that 33% of abused women presenting to Emergency Departments, when assessed on a
validated lethality risk tool, were at very high risk of being killed by their partners (Brignone & Gomez, 2017). Other research
found that 44% of the women who were ultimately killed by an intimate partner had sought help in an Emergency Department
in the two years prior to their death (Boinville, 2013).
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2.4 Routine screening for domestic violence
Routinely asking women about current or recent partner abuse using standardised questions regardless of the presenting
issue is globally the most widespread domestic violence intervention in health systems (Phelan, 2007). Uptake has
been strongest in the USA where the Joint Commission on Accreditation in Healthcare Organizations requires hospitals
to identify patients who may be victims and to train staff (Joint Commission on Accreditation of Health Care Organizations)
and where much of the hospital research has focused on screening in Emergency Departments (Kothari et al., 2015).
The purpose of screening is to increase identification of domesticviolence and improve the appropriateness of health
care. Its introduction was based on findings that women are unlikely to disclose abuse without being asked directly
(Dienemann, Glass, & Hyman, 2005; Irwin & Waugh, 2001; Koziol-McLain, Giddings, Rameka, & Fyfe, 2008; Plichta,
2007).

2.4.1 Conclusions from screening studies
Multiple systematic reviews have been undertaken on the evidence for routine screening for domestic violence (Feder et
al., 2009; Nelson, Bougatsos, & Blazina, 2012; O’Doherty et al., 2014) and major statements issued by WHO, the US
Preventive Services Task Force (USPSTF) and the British National Institute for Health and Care Excellence (NICE).
Randomised control trials have faced challenges in measuring the impact of screening due to difficulties identifying a
sample without asking about abuse, and a potential Hawthorne or research effect from the impact on study participants of
being asked repeatedly or given post-visit contact/access to services (Spangaro, Zwi, & Poulos, 2009; Wilbur, Noel, &
Couri, 2013). This limits the conclusions that can be drawn. However, WHO (2013b) concluded that there is strong
evidence that screening by a skilled health workerdirectly asking questionsincreases the identification of women
experiencing abuse, although it has not been shown to reduce domestic violence. The NICE guidelines recommend
that, in selected programs, trained staff ask service users whether they have experienced domestic violence, whether or
not indicators of violence and abuse are present (National Institute for Health and Care Excellence, 2014). The
USPSTF recommends that clinicians screen women of childbearing age for domestic violence, concluding it to be a lowrisk intervention (Moyer & U. S. Preventive Services Task Force, 2013) based on a systematic review of 28 studies
(Nelson et al., 2012). None of the major institutions recommended screening of males.
Most researchers in this field conclude that studies combining screening with therapeutic intervention are needed for
women’s long-term well-being (Nelson et al., 2012; Taft et al., 2013; World Health Organization, 2013b).
2.4.2 Acceptability to women
The evidence has consistently demonstrated that domestic violence screening is acceptable to women who have
experienced abuse, (Hegarty et al., 2013; Hinsliff-Smith & McGarry, 2017; Koziol-McLain et al., 2008; Kramer et al.,
2004; Phelan, 2007; Pratt-Eriksson, Bergbom, & Lyckhage, 2014; Weinsheimer, Schermer, Malcoe, Balduf, & Bloomfield,
2005) including in Australia (Irwin & Waugh, 2001; Spangaro, Zwi, Poulos, & Man, 2010; Spangaro, Zwi, & Poulos,
2011;Webster, Stratigos, & Grimes, 2001). Findings include support from women who have elected not to disclose their
abuse, for the opportunities it provides to reduce isolation and stigma, as well as to raise awareness (Feder et al., 2009;
Spangaro et al., 2010). There is also clear evidence of acceptability of screening specifically in Emergency Departments,
from studies conducted in the USA, UK and New Zealand (Boyle & Jones, 2006; Fogarty, Burge, & McCord, 2002;
Glass, Dearwater, & Campbell, 2001; Koziol-McLain et al., 2008; Sethi, Watts, Zwi, Watson, & McCarthy, 2004). No
Australian studies were identified which measured acceptability specifically in the Emergency Department setting,
however the original NSW pilot included patient surveysfrom the two Emergency Departments in the eight participating
sites. The results were not disaggregated by service type, however of the 586 women screened who completed the
survey (59%), 97% found screening acceptable, with only 3% feeling uncomfortable about being asked the questions (Irwin
& Waugh,2001).
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2.4.3 Accuracy of screening tools
Extensive work has been done to develop and validate screening tools for sensitivity – the capacity of a tool to accurately
identify actual cases – and specificity – the capacity of a tool to exclude non-cases. Sound validated tools provide:
accuracy with the minimum number of items; questions which have been tested for acceptability and comprehension by
women; and a scoring system and cut point for interpreting responses to reach a supportable conclusion as to whether
abuse is current (Basile, Hertz, & Back, 2007). The HITS tool has been recommended as having the most diagnostic
accuracy, concurrent validity and reliability (Feder et al., 2009). The HITS tool asks respondents to estimate the current
frequency of four behaviours from their partner: 1) Hitting or physical hurting, 2) Insults, 3) Threats, 4) Screaming or
swearing. Scores for each item are allocated on a Likert scale (never=1, rarely=2, sometimes=3, fairly often=4,
frequently=5). Totalled to arrive at a possible maximum of 20, a score of greater than 10.5 has been validated as identifying
women who are currently experiencing domestic violence (Sherin, Sinacore, Xiao-Qiang, Zitter, & Shakil, 1998). In the
clinical setting a score of 10 or more is used to classify women who experience domestic violence (Punukollu, 2003). A
potential limitation of the HITS tool is that it excludes sexual violence and abuse which is no longer current, so would need
to be administered with another screening tool if it is considered important to detect these (Feder et al., 2009).
Exclusion of those whose abuse experience is past, may however, be considered advantageous in directing efforts to
those currently at risk.
Other screening tools Feder and colleagues found to have reasonable performance include the Women’s Experience
with Battering (WEB) scale, which assesses abuse by asking about vulnerability to physical and psychological danger or
loss of control in relationships (A. Coker, Pope, Smith, Sanderson, & Hussey, 2001). The tool comprises 10 items and uses
a six-point Likert-type scale giving a potential range of scores from 10 to 60. The Ongoing Violence Assessment Tool
(OVAT), a tool aiming to detect abuse in the past month, was found in to have good predictive power and reasonable validity
(Feder et al., 2009). The USPSTF concluded that five instruments had high diagnostic accuracy: HITS, OVAT, STaT,
HARK and the WAST (Nelson et al., 2012). An Australian review of potential standardised toolsfor national antenatal
screening recommended the HITS and HARK tools (Australian Institute of Health and Welfare, 2015), but noted a
disadvantage of the HARK tool (Ernst et al., 2004) is that it requires yes/no answers in response. The AIHW review
noted that women may be reluctant to provide simple yes/no answers to questions and commonly provide partial or
vague answers, leaving health workers struggling to know how to treat these answers (p. 50). Yes/no questions are also
features of the OVAT (Ernst et al., 2004), STaT (Paranjape & Liebschutz, 2003) and WAST (MacMillan et al., 2006) tools.

2.5 Evidence for routine screening in Emergency Departments
Emergency Departments are a common setting for screening in the USA (Phelan, 2007) where the American College of
Emergency Physicians recommends that emergency personnel assess patients for domestic violence (American
College of Emergency Physicians, 2017). Higheridentification rates of domesticviolence occur as a result of this
screening (Ahmad, Ali, Rehman, Talpur, & Dhingra, 2017) however, screening rates in Emergency Departments have
tended to be low, averaging 20–25% of eligible presentations ( Kothari & Rhodes, 2006; McCloskey et al., 2005; Stayton &
Duncan, 2005). In New Zealand, where screening occurs under national policy, 23% of women presenting to
Emergency Departments in 2015 were asked about abuse, a rate which has steadily increased since the introduction of
the policy (McLean, Koziol-McLain & Garrett, 2017).
Disclosure rates in Emergency Departments ranged from 4% to 20% in the USPSTF review (Wilbur et al., 2013) and in
the Sprague et al. (2014) review,12 to 36% of women disclosed past 12 months abuse. Major screening review studies
concur that adverse effects are minimal (e.g. Nelson et al., 2012; O’Doherty et al., 2014). One Emergency Department study
which followed up 281 women after one week found no adverse effects or safetyissues. Twowomen reported recurring
emotional thoughts about the abuse after disclosing intimate partner violence during screening (Houry et al., 2008).
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Few Australian studies have tested Emergency Department screening. As reported in Section 1.2 of this report, the initial
pilot in NSW included Emergency Departments, resulting in a screening rate of 10%. A small South Australian study tested
Emergency Department screening by nurses using a three-item screening tool with women aged over 16 years. The
outcomes reported were reason for presentation, referrals to social work and staff views. The presenting diagnoses for 47
women identified as experiencing abuse were: assault-related injuries, car accident injuries, back pain, pregnancy,
vertigo, suicide attempt, depression, anxiety, situational crisis, treatment of child, alcohol/other substance use. Referrals to
social work for domesticviolence increased from 2 to 10 per month to 13 to17 per month, with staff expressing agreement
that Emergency Department screening was appropriate where privacy and follow-up could be provided (Power et al.,
2011).
The national and international literature reviewed in brief here indicates that domestic violence is an under- identified cause
of presentations to Emergency Departments. Women who experience domestic violence presenting to Emergency
Departments face significant, sometimes lethal, risks, pointing to the importance of Emergency Departments as a site for
identifying abuse. Routine screening is a widely applied intervention in Emergency Departments in the USA with high
acceptability to women and capacity to significantly increase identification and responsiveness to this problem, with
validated tools offering promise for robust identification. While considerable research has been conducted in the USA on
screening in general and in the Emergency Department setting, little has been done recently in Australia to explore the
feasibility of and appropriate modelsfor identifying and responding to those who are experiencing abuse and who present to
Emergency Departments.
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3. PROJECT IMPLEMENTATION

3.1 Aim of project
The aim of the project was to examine the extent to which domestic violence screening and response in Emergency
Departments can be routinely implemented through an integrated protocol incorporating staff training and social work
response within one hour.

3.2 Target group for screening
Domestic violence screening and response was focused on those most at risk (women of childbearing age) and most
feasibly screened in the Emergency Department.
3.2.1 Inclusion criteria
Accordingly, the following inclusion criteria were developed to realise the largest benefit:
1. female (including transgender people who identify as women), and
2. aged between 16 and 45 years, and
3. triaged in categories 3, 4 or 5, and
4. physically and cognitively capable of participating.
The focus on females and the selected age range reflects those at greatest risk of morbidity and mortality from domestic
violence, in recognition of the need for efforts to be as targeted as possible. Triage assessment is performed as soon as
possible after a patient arrives at an Emergency Department to determine the urgency with which they need medical
attention. Patients in triage categories 1 and 2 require urgent treatment within 2 and 10 minutes respectively due to lifethreatening injury or illness. Patients triaged at categories 3 to 5 require commencement of treatment within 30 minutes to
2 hours. The focus on less urgent triage categories ensured that treatment of those with the most acute conditions was
not delayed or interrupted due to screening processes (see Appendix 1 for full triage descriptions).

3.3 Site selection and locations
This project commenced as an initiative at one rural Local Health District (LHD) which approached NSW Health for
support to test the feasibility of screening for domestic violence in one of their regional Emergency Departments. In order
to expand the pool of sites and provide greater diversity, two additional sites were included, based on their expressed
interest in participating in such an initiative, their state of readiness and their ability to provide appropriate social work
service responses.
3.3.1 Rural site 1
Rural site 1 is a Level 5 Emergency Department in the six-tier NSW Health role delineation system, which means it
provides definitive care for most emergency presentations, including invasive monitoring and management of critically ill
patients.4 It is located in a rural Local Government Area (LGA) with a population of approximately 40,000.5

4.
5.

See NSW Health Guide to the Role Delineation of Clinical Services, http://www.health.nsw.gov.au/services/Publications/role- delineation-ofclinical-services.PDF
Id community demographic resources (https://profile.id.com.au) – used for all population estimates. LGA omitted to anonymise sites
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The Emergency Department also provides services to the wider Local Health District population of approximately
300,000. Between May and November 2017, the Emergency Department provided 17,651 occasions of service, a
relative increase of 10.5% on the same period in 2016.6 This increase may have resulted from the severe influenza
season in NSW during the study period, which resulted in higher than expected presentations to many NSW
Emergency Departments. Five per cent of the LGA population identify themselves as Aboriginal. The SEIFA index of
relative disadvantage for the LGA where Rural site 1 Emergency Department is located is 952.7
3.3.2 Rural site 2
Rural site 2 is also a Level 5 Emergency Department and services an immediate LGA with a population of approximately
60,000, as well as surrounding shires within the Local Health District (population approximately 240,000). Between May
and November 2017 the Emergency Department provided 21,931 occasions of service, a relative increase of 4.7% on the
preceding year. Six per cent of the LGA population identified themselves as being Aboriginal. The SEIFA index for the
Rural site 2 LGA is 997.6.
3.3.3 Metropolitan site
The Metropolitan site is a Level 6 Emergency Department, meaning that in addition to functions of a Level 5 Emergency
Department it manages all complex emergencies and acts as a referral centre for complex patients from lower level
services. The Emergency Department is bordered by three LGAs and provides services to highly diverse populations,
with the SEIFA index ranging from 1,019.9 to 1,107.0. The population accessing this Emergency Department is estimated
to be 150,000 people. Between May and November 2017, the Emergency Department provided 24,858 occasions of
service, an increase of 2.7% on the preceding year. Less than 2% of the bordering LGA populations identify themselves
as Aboriginal.
The predicted number of women to be screened as calculated in planning is shown in Table 1.
From the most recently available snapshot data, 6.4% of women disclosed experiencing DV (NSW Ministry of Health,
2015). Based on this and findings from the literature, it was estimated that between 2% of the minimum (n=21) and
15% of the maximum (n=1,092) of women would disclose and be referred for psychosocial assessment during the
study period.

Table 1: Estimated number of women to be screened in Emergency Department during six-month period
Study site

Total
presentations of
women aged 16
to 45

No. of women in
triage categories 3
to 5 (eligible
women)

Minimum number to
be screened (10%
of eligible women)

Maximum number to
be screened (64%
of eligible women)

Rural 1

2,888

2,533

253

1,621

Rural 2

3,810

3,341

334

2,138

Metropolitan

5,505

4,828

483

3,523

12,203

10,702

1,070

7,282

Total

Source: NSW Health Information Exchange (HIE). Accessed 07 Oct 2015.

6.
7.

Health Information Exchange - HIE (Emergency Department Data Collection) (accessed December 2017).
The SEIFA index measures relative socio-economic disadvantage by LGA, including low income, low educational attainment, high
unemployment and jobs in unskilled occupations. Higher scores denote lower level of disadvantage and lower scores indicate greater
disadvantage. (See https://profile.id.com.au.) All SEIFA and population data is from the 2016 census.
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3.4 Screening, referral and response
3.4.1 Screening tool selected for the study
The HITS tool outlined in section 2.4.3 of this report was selected for use in the study, based on the best available
evidence and the value of a tool with demonstrated validity, with a cut point to increase clarity for health workers working
in busy Emergency Departments. The original tool was validated with women who had been living with a partner for a
year or more (Sherin, 1998). For the current study, women did not have to be in a current relationship, and the tool was
adapted through the addition of the words ‘current or ex’ in front of the word ‘partner’ in the question, ‘How often does
your partner …?’ This was done to align with the current NSW Health screening questions, which address abuse by a
partner or ex-partner. Inclusion of former partners recognises that significant abuse is carried out by former partners,
who can pose lethal risks.
3.4.2 Procedure for screening, referral and response
The six-month study ran from May to November 2017. The study procedure for identifying patient eligibility, screening,
referral and response is shown in Figure 1 and broadly comprised the following:
Identification of eligible patients. Eligible women who presented to Emergency Department were identified by either
the triage nurse, nurse on duty or administrator. In one site, the senior social worker sometimes undertook the task
while present on the Emergency Department floor. Eligibility was flagged to treating staff through an icon on the
electronic clinical system FirstNet (rural sites) or the placement of the collection tool in the patient’s file (Metropolitan
site) to alert staff to complete the screening tool.
Screening, referral and response. Eligible patients were screened by nursing staff, predominantly treating nurses.
Efforts were made to ensure the privacy of patients, through use of private spaces where available and drawing curtains
around patient beds. With patient agreement, referrals were made to hospital-based social work services during
business hours for all women scoring ≥10 on the HITS tool. In some areas the term ‘psychosocial services’ is used
instead of ‘social work services’, reflecting the fact that a wider range of health professionals may provide this role. For
the sake of simplicity, the term ‘social work’ is used throughout this report. All women were to be given written
information regardless of disclosure. After-hours responses were delivered by Sexual Assault Services for the rural
sites and the duty or on-call social worker in the Metropolitan site.
Staff support. A range of strategies was used to increase staff engagement during the study. This was undertaken for
the most part by research officers allocated to each site who were often present in the Emergency Department to offer
encouragement and reminders. Strategies included reporting updates back to staff, reminders on staff lanyards and
debriefing sessions.
Site-specific procedures. Each site developed local implementation plans and followed locally tailored procedures.
There were slight differences in how eligible women were flagged for screening. Patients eligible for screening at the rural
sites were flagged in the patient’s electronic medical record at triage or by the nurse on duty (Rural site 2). At the
Metropolitan site, where paper-based records are used, women were flagged by the triage nurses, administration staff or
the dedicated project social worker. At all three sites a paper screening form was placed in the patient file flagging the
need for screening and to be completed during the process.
During the first three months, referrals to social work during business hours at Rural site 1 were made by the nurse
placing an electronic order for a social work consult (‘raises a consult’) in FirstNet, marking it with ‘Urgent, DV Screen,
HITS score = X’, and also telephoning the hospital social work extension to advise them verbally that a one-hour
response was required for the current project. In the second three months of the study, the response was provided by
the Sexual Assault Service (SAS). For referrals to social work outside of business hours, nurses paged the SAS on-call
worker via the hospital reception, mentioning that a one- hour response was required as part of the current project. The
SAS on-call worker then telephoned the Emergency Department back within 5 minutes to receive a verbal handover
from the referring nurse, before attending the Emergency Department.

NSW Health domestic violence screening and response in NSW Emergency Departments: Feasibility study

17

Figure 1: Procedure for identifying patient eligibility, screening and response

Patient presents to the Emergency
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Triage to determine whether patient
meets eligibility criteria 1 to 3

NO

YES

NO

Does the patient meet
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Process is terminated
here.
Care as usual.

HITS is either not commenced or
not completed

YES

Patinet is provided with
written information if
safe to do so
HITS is completed and score < 10

Patient declines referral to social
work

HITS score is completed
and score is > 10

Social work assessment not
completed, or not commenced

Patient agrees to referral to
social work

No further social work response
required

Social work assessment is
completed

Further social work
response and appropriate
referral provided
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At Rural site 2, referrals to an on-call social worker were made by the treating nurse directly on a mobile phone contact.
During business hours, the community health based DV Counselling Service provided a response. After hours,
weekends and public holidays, the Sexual Assault on-call team responded to referrals. A senior social worker was funded
at the Metropolitan site to provide a social work response for this project during business hours. Referrals could also be
made to the Community DV Team. Women who were screened and disclosed on the weekend were referred to the social
worker rostered on in the hospital between 8.30am and 5pm. Outside of business hours women were referred to the oncall social worker. Contacting the after-hours NUM for approval to contact the on-call social worker was a requirement.

3.5 Staff training
Training was made available to all nursing, medical staff and social workers at each study site using training modules
developed and delivered by the NSW Health Education Centre Against Violence – NSW Health’s specialist training
provider on violence, abuse and neglect. A one-hour training session was provided to Emergency Department nurses,
which covered basic information about domestic violence, safety, patient engagement, completing the HITS tool and
making a referral to social work. An online film about screening and response to disclosures was also made available. A
one-day course was delivered at each site for social workers, including those providing the on-call after-hours response.
The course covered initial responses to women who disclose abuse, including principles of risk assessment, safety
planning, referral pathways and community resources.

3.6 Consideration of groups with unique needs and rights
3.6.1 Aboriginal women
Consultation was undertaken with the Aboriginal Communities Matter Advisory Group, which provides advice to NSW
Health services on initiatives for Aboriginal people relating to family and domestic violence. Consultation took place in the
study design phase, mid-point and following initial analysis of results. In the design phase, the group emphasised the
importance of ensuring access to referral to Aboriginal Liaison Officers, attention to privacy and women’s agreement to
answer the questions, and counting of Aboriginal women screened and who disclosed. These issues were subsequently
addressed in the study protocol. Aboriginal community-controlled health organisations were also consulted at each study
site.
Strategies adopted to ensure cultural sensitivity to Aboriginal women and their families included cultural considerations
in the training content, attention to privacy and anonymity’ and inclusion of rural considerations. Further feedback from
the Aboriginal Communities Matter Advisory Group on the findings is reported in the Discussion (Section 6 of this
report).
3.6.2 Culturally and linguistically diverse women
Consideration was also given to providing appropriate responses to culturally and linguistically diverse women. The
state-wide domestic violence screening information card (Z card) is translated into 18 community languages and copies
were provided to the study sites. Staff were reminded to use professional interpreters when discussing abuse in line with
usual Emergency Department processes.
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3.7 Quality control and governance
This project was overseen by an Implementation Committee and an Evaluation Advisory Group. Site- specific Principal
Investigators and research officers facilitated and monitored implementation and provided feedback to both groups
fortnightly about the key components of the study.
Two site visits were conducted by one of the associate investigators during the study period to observe implementation of
the protocol and document any compliance issues needing adjustment and/or accountability in the final analysis. A
checklist of essential elements to be observed was developed by the Evaluation Advisory Group.

3.8 Funding
Funding was provided to each study site by the NSW Ministry of Health to support implementation. The funding at each
site was predominantly utilised to employ research officers and to cover the cost of materials needed for the study, such
as locked boxes to store data collection forms and the extra on-call social/psychosocial service responses that were
anticipated as a consequence of this study.
The following funding was provided to study sites.
•
•

Rural site 1: $134,500 + $44,437 (Total $178,937)
Rural site 2: $66,424

•

Metropolitan site: $55,169

Rural site 1: $35,000 for an extra Rural site 1 received the additional $44,437 to backfill the social work
on-call responses. Study sites contributed additional funds to the project asfollows:
•
•

support officer during the study period
Metropolitan site: $85,000 (plus on-costs) for 1FTE social work position.

NSW Health domestic violence screening and response in NSW Emergency Departments: Feasibility study

20

4. STUDY METHODOLOGY

4.1 Evaluation objectives
The study objectives were to:
1) Describe the demographic and presentation characteristics among all eligible women who present to the study
Emergency Departments during a six-month period.
2) Identify rates of: screening; scoring ≥10 on the HITS tool; and receiving a social/psychosocial response along with
factors that may be associated with these.
3) Describe the actions taken by social work staff following referral from Emergency Department.
4) Estimate resource requirements (human and fiscal) for upscaling the screening program.
5) Ascertain the acceptability of this model of domestic violence screening in Emergency Departments to nurses,
social workers and other hospital staff potentially impacted, including an exploration of the experiences of staff
undertaking screening in Emergency Department.
6) Identify contextual barriers and facilitators of domestic violence screening in Emergency Departments in terms of
personnel, management and the physical environment.

4.2 Study methods
This process evaluation utilised a mixed-methods cross-sectional study design, using a nested explanatory approach
(Creswell & Creswell, 2018) and comprising the elements indicated in Figure 2.
Figure 2: Elements of mixed-methods evaluation
QUANTITATIVE DATA
Emergency
Department Data
Collection

Screening data
(Nurse data
collection tool)

Response data
(Social work data
collection tool)

Staff survey

Cost and timeliness
calculations

QUALITATIVE DATA
Focus groups at
each site: nurses
and social workers

Interviews at each
site with key
informants
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4.3 Methods for assessing characteristics of eligible women
Objective 1: Describe the demographic and presentation characteristics among all eligible women who present to the
study Emergency Departments during a six-month period.
The Emergency Department Data information systems at each site were used to extract data on the characteristics of
women who completed the screening process, those who did not complete the screening process, and all other eligible
women who were missed.
4.3.1 Sampling and data collection
Demographic, administrative information and presentation characteristics were obtained for all eligible women aged 16 to
45 years within triage categories 3 to 5 who presented to the study sites within the evaluation period.
Because data on presenting problems and diagnosis is not coded consistently across the study sites, these data were not
included in the comparisons. Neither was data included for women who were admitted to Emergency Department Short
Stay Units (EDSSUs) because two of the three sites were unable to provide adequate timestamp data on EDSSU
admissions.
Extracted and analysed variables included a Project Person Number based on the patient’s Medical Record Number
(MRN), for purposes of data matching to maintain anonymity; arrival date and time; triage date and time; nurse seen
and doctor seen date and time; triage category; marital status; Aboriginality; country of birth; departure-ready and actual
departure date and time. Age at ED presentation was derived. For the full list of variables see Appendix 2.
4.3.2 Data analysis
Emergency Department screening and response patient data were analysed using IBM SPSS Statistics version 25.
Descriptive statistics were calculated for all variables. Continuous variables are presented as mean+ standard deviation,
or median+ median absolute deviation (AD) for data that were not normally distributed. Chi-square tests for categorical
variables were calculated with the critical value at p<0.05. Age was the only continuous variable and therefore mean age
was compared using analysis of variance, also with the critical value at p<0.05.

4.4 Methods for assessing factors associated with screening and response
Objective 2: Identify rates of screening, scoring ≥10 on the HITS tool and receiving a social/psychosocial response and
factors that may be associated with these.
Nurse data collection form. Nurses undertaking the screening used a data collection form incorporating the HITS tool
which allowed for recording responses, referrals and reasons where screening was not commenced or completed
(Appendix 3).
Social worker data collection form. Social workers recorded responses provided to women who scored ≥10 on the HITS
tool where a referral was made (Appendix 4). The data was analysed in relation to Objective 2 and included actions
taken by the social worker.
Data collected on the nurse and social worker forms were entered into a purpose specific excel file and then appended
to the Emergency Department records based on a unique linkage key created using the date of the Emergency
Department presentation and the patient’s Project Person Number. The information collected by nurses and social
workers on the forms did not form part of the patient medical record.
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4.4.1 Data analysis
Some eligible women presented on more than one occasion to the Emergency Department in the study period, and as a
result may have been screened more than once. For the purposes of data analysis, each woman was counted once only,
at her first or index presentation, and this is used as the unit of analysis for most tables. The index presentation was used
to make like for like comparisons on screening outcomes. This was to control for the factor of repeat presentations and
multiple opportunities to be screened.
Multiple presentations to the Emergency Department were investigated separately in post-hoc analysis to examine the
relationship with screening completion and women scoring 10 or more on the HITS tool in Table 12. The factor of
multiple screening opportunities was controlled by comparing women who presented only once during the study, with
women who had multiple presentations but were only screened once. This means if a woman had either multiple screens
completed, or was approached more than once to be screened, these cases were excluded from this analysis in order
to compare screening outcomes for women with only one screening opportunity.
Descriptive statistics were calculated for all variables on both data collection forms. Univariate analysis compared all
eligible women, with women who were screened and not screened, and then women who were screened and scored
≥10 with women who scored <10 on the HITS tool. The distributions of proportions for all categorical variables were
examined using the Chi-square test, comparing the calculated Chi-square coefficient (χ2) and the critical value coefficient.
A calculated value larger than the critical value at p<0.05 suggested that the groups did not differ significantly.
Column and row proportions were compared using a z test, and significant differences at the .05 level are denoted using
different subscript letters. Where required, the Bonferroni correction was used to adjust for multiple comparisons to reduce
the chances of obtaining false-positive results (Type I errors).

4.5 Methods for measuring actions taken by social work
Objective 3: Describe the actions taken by social worker following referral from Emergency Department.
4.5.1 Data collection
In addition to the data collected for Objective 2, the social work data collection form provided information on completion of
the following actions: risk assessment; safety planning; application of the Mandatory Reporters Guide for child
protection; report of Risk of Significant Harm (to Family and Community Services); social work admission to hospital;
report to NSW Police; provision of information on local support services; and referrals made.
4.5.2 Data analysis
Responses for women who scored ≥10 on the HITS tool were tabulated to determine the range and volume of responses
provided by social/psychosocial workers.
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4.6 Methods for calculating resource requirements
Objective 4: Estimate resource requirements (human and fiscal) for upscaling the screening program.
4.6.1 Data collection
Information on costs associated with the study was collected from each site using a standardised template with items listed
in Appendix 2 and reported in section 5.4.
4.6.2 Data analysis
Service provision within and outside business hours was determined based on the arrival time at Emergency
Department timestamps obtained from the Emergency Department data extracts. The average total cost per response
was calculated as number of hours that the response and follow-up took as estimated by each service, as well as oncall costs for out-of-hoursresponses.

4.7 Methods for establishing acceptability to staff and staff experiences
Objective 5: Ascertain the acceptability of this model of domestic violence screening in Emergency Departments to
nurses, social workers and other hospital staff potentially impacted, including an exploration of experiences of staff
undertaking screening in Emergency Department.
Three research methodswere used to ascertain the acceptability of the intervention among nurses, social workers and other
hospital staff potentially impacted: 1) a survey of nursing, medical and social work staff, 2) focus groups with nursing and
social work staff at each site, and 3) interviews with key informants. Elements 2) and 3) were conducted by an
independent consultant.
4.7.1 Staff survey
Design. All nurses, medical officers and social workers based in the Emergency Departments during the study period
were invited to complete a short survey (Appendix 5) on preparedness and support to respond to domestic violence in
relation to training attended and needed, study implementation, acceptability of and barriers and facilitators to
undertaking domestic violence screening and response.
Distribution. All nursing and medical staff who had worked in the Emergency Department during the study period and
social workers trained and rostered to respond were emailed with a link to the anonymous online survey. A paper
version was also made available in the Emergency Departments with a locked box provided for responses. The
survey was available from 30/10/17 to26/11/17.
Data analysis. Data were extracted from Survey Monkey into Microsoft Excel for cleaning and tabulation. The survey was
also made available by research officers in paper form and data were entered into Survey Monkey by Ministry of Health
staff. There was minimal missing data in the final set and missing responses were coded as missing and excluded from
analysis of the question.
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4.7.2 Focus groups
Focus group interviews were designed (in collaboration with the Ministry of Health), conducted and analysed by Hatfield
House, independent consultants.
Topic guide. Separate focus group discussions were held at each site for participating nurses and social workers with
a topic guide containing common and unique questions to both groups in line with their roles in the project (Appendix 6).
Topics explored with nurses included identifying and approaching women and undertaking screening, and ease of use
of the HITS tool. Topics explored with both nurses and social workers included acceptability to staff of screening;
women’s reactions; availability and issues with social work response; and ideas for any future introduction.
Recruitment and data collection. Nurses and social workers who had been involved in the study and who were rostered
at the time were invited to participate in focus group discussions that were scheduled by research officers at the times of
day most likely to facilitate maximum participation. Focus groups (and key informant interviews) were conducted on the
following dates:
Project site

Site visit dates

Metropolitan site

16 to17 November 2017

Rural site 1

20 to 22 November 2017

Rural site 2

7 to 8 December 2017

Informed consent was obtained from participants on the basis of names not being used in reporting but comments
attributed to an anonymous (where possible) identifier, for example Nurse 1. All participants agreed to audio recording on
this basis.
Data analysis. The consultant conducted analysis of each transcript by each study site and stakeholder group. Common
themes relevant to the evaluation objectives were identified within the data across focus groups and interviews, illustrated
with quotes.
4.7.3 Key informant interviews
Key informant interviews were designed (in collaboration with the Ministry of Health), conducted and analysed by Hatfield
House, independent consultants.
Topic guide. Key informant interviews explored project implementation, roles and responsibilities in screening and
response; barriers encountered and how these were addressed; aspects of the model which appeared to be particularly
successful; staff reactions, comments and concerns; potential for future rollout and training (Clinical Nurse Educators
(CNEs) and Clinical Nurse Consultants (CNCs) only). The topic guide appears at Appendix 6.
Recruitment and data collection. At each site an invitation to participate in an interview was extended by the site Principal
Investigator to the Nurse Unit Manager (NUM), CNEs/CNCs, social work managers, medical directors, senior
managers/executives, and research officers. Consent and audio recording took place as per the focus groups, although
with this smaller group in specific roles, it was acknowledged that anonymity would not necessarily be preserved by
virtue of identifying the site and role in attributing quotes.
Data analysis. Data analysis of the key informant interviews was integrated into that of the focus groups, though the key
concerns of those in different roles are collectively reported in the results in Table 24.

NSW Health domestic violence screening and response in NSW Emergency Departments: Feasibility study

26

4.8 Methods for determining barriers and facilitators of Emergency Department screening
Objective 6: Identify contextual barriers and facilitators of domestic violence screening in Emergency Departments in
terms of personnel, management and the physical environment.
Data on barriers and facilitators draw on the staff survey, focus groups and key informant interviews and were collected and
analysed as described in section 4.7.

4.9 Methods for determining impact on Emergency Department timeframes
Data were also collected on the timeliness of screening and response, including on length of stay for the study cohort to
ascertain the extent to which the intervention required longer stays, causing bed block or excessive burden in the Emergency
Department. Three NSW Health Service Agreement key performance indicators (KPIs) relate to patient flow in Emergency
Departments:
1) Transfer of Care – patientstransferred from ambulance to Emergency Department <30 minutes (%)
2) Emergency Treatment Performance – patientswith total time in Emergency Department ≤4 hrs (%)
3) Presentations staying in Emergency Department >24 hours (number)
4.9.1 Data collection
Data on the three KPIs for the period May to November was sourced from the Health Information Exchange – NSW
Emergency Department Data Collection for the same period for four consecutive years. Data on length of stay among the
study population was sourced from the Emergency Department Data Collection as described under Objective 1.
Both the Nurse data collection form (Appendix 3) and Social worker data collection form (Appendix 4) recorded data on start
and end times for the screening and social work referral process.
4.9.2 Data analysis
Data for each KPI at each site were examined for trend over four years. The length of stay in Emergency Department for
the index presentation was compared among the eligible patient cohort by screening outcome for each site. Exact times were
calculated as the time the patient was first seen to the time the patient was ready for discharge.
Due to under-recording of start and end times for the screening and referral process, with 28% of data incomplete for these
items on the nurse screening form and 29% on the equivalent items on the social worker form, these cases were excluded
from analysis on time taken and timeliness of responses.

4.10 Ethical considerations
Ethics approval was granted by the NSW Health Human Research Ethics Committee – Greater Western
(HREC/16/GWAHS/147) and by the Aboriginal Health and Medical Research Council (1237/16). While Aboriginal women
were not the focus of thisproject, and were not individually identified, it was acknowledged that they are disproportionately
affected by domestic violence.
Primary ethical considerationspertain to the privacy, confidentiality and safety of patients and their children. In line with current
NSW Health policy, screening questions are not asked in the presence of another person apart from the patient. Study
processes were conducted in line with the WHO ethical and safety recommendations for research on domestic violence
against women (Watts, Heise, Ellsberg, & Garcia Moreno, 2001).
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5. RESULTS

The results are broadly reported by each objective, with different data sources distinguished but reported together as
relevant.

5.1 Eligible, index and subsequentpresentations
During the study period 12,131 Emergency Department presentations were made by 9,177 eligible women across all
sites. The first presentation during the study period by an eligible woman was counted as the index presentation. The
index case refers to an individual woman and is accounted for only once in the study.

5.2 Demographic and presentation characteristics of eligible women
5.2.1 Demographic characteristics of eligible participants
Table 2 reports all eligible presentations, index presentations and repeat presentations. Within the six- month period,
1,715 (18.7%) women re-presented to the Emergency Department. Approximately twice as many women represented at Rural site 1 (23.2% of 2,098 eligible women) and Rural site 2 (24.9% of 2,881 eligible women) compared
to the Metropolitan site (12.2% of 4,979 eligible women).

Table 2: Number of all eligible women, index presentations and repeat presentations
Total eligible
presentations
n

Eligible women
(index cases)

Eligible women who
presented only
once

Eligible women with
repeat presentations

n

n (%)

n

Rural 1

3,019

2,098

1,611

487 (23.2%)

Rural 2

4,133

2,881

2,164

717 (24.9%)

Metropolitan

4,979

4,198

3,687

511 (12.2%)

12,131

9,177

7,462

1,715 (18.7%)

Total
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As indicated in Table 3 the mean age of women at their index presentation was 29.2/±8.0 years. Women presenting to
Rural site 2 were significantly younger with a mean age of 28.2/±8.28 years, compared to 29.5/±8.72 years at Rural site 1
and 29.6/±7.34 years at the Metropolitan site [F(2,9174)=27.33, p<0.001]). The majority of the eligible women (71 to 77%)
were aged less than 36 years at all three sites.
Table 3: Age of eligible population – index case
Rural site 1
Mean age (years)

Rural site 2

Metropolitan site

Total

29.5±8.72

28.2±8.28

29.6±7.34

29.2±8.0

n (%)

n (%)

n (%)

n (%)

16–24

730 (34.8%)

1,159 (40.2%)

1,156 (27.5%)

3,045 (33.2%)

25–35

754 (35.9%)

1,056 (36.7%)

2,066 (49.2%)

3,876 (42.2%)

36–45

614 (29.3%)

666 (23.1%)

976 (23.2%)

2,256 (24.6%)

Total

2,098 (100%)

2,881 (100%)

4,198 (100%)

9,177 (100%)

Age group

Twenty-eight per cent of women at their index presentation were born overseas and 7.8% of women identified as being
Aboriginal and/or Torres Strait Islander, as shown in Table 4. The Metropolitan site had a significantly higher proportion of
women born overseas (50%, χ2 (2) = 1924.95, p<0.001) than Rural site 1 (8.6%) and Rural site 2 (9.0%). There were
significant differences in the proportion of Aboriginal women at all sites (Rural site 1 – 13.5%; Rural site 2 – 10.7%)
compared to 3% at the Metropolitan site (χ2 (4) = 303.59, p<0.001).
Table 4: Country of birth and Aboriginality – index case
Rural site 1

Rural site 2

n (%)

n (%)

Metropolitan site
n (%)

Total
n (%)

Country of birth
Australia
Other

1,917 (91.4%)

2,622 (91.0%)

2,101 (50.0%)

6,640 (72.4%)

181 (8.6%)

259 (9.0%)

2,097 (50.0%)

2,537 (27.6%)

283 (13.5%)

308 (10.7%)

124 (3.0%)

715 (7.8%)

1,802 (85.9%)

2,558 (88.8%)

3,984 (94.9%)

8,344 (90.9%)

13a(0.6%)

15a(0.5%)

90b(2.1%)

118 (1.3%)

2,098 (100%)

2,881 (100%)

4,198 (100%)

9,177 (100%)

a

a

a

a

b

b

Aboriginality
Aboriginal and/or
Torres Strait Islander
Not Aboriginal
Unknown
Total

a

a

b

b

c

c

Each subscript letter denotes categories whose column proportions differ significantly from each other at the .05 level.
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Marital status of women at their index presentation is shown in Table 5. Significantly fewer women presenting to the
Metropolitan site were divorced, separated or widowed (1.7%) compared to Rural site 1 (4.8%) and Rural site 2 (4.4%),
and were more likely to be never married (64.6% compared to 59.6% at Rural site 1 and 56.5% at Rural site 2; χ2 (6) =
231.27, p<0.001).
Table 5: Marital status – index case

Never married
Married (incl. de facto)
Divorced/separated/
widowed
Unknown
Total

Rural site 1

Rural site 2

n (%)

n (%)

Metropolitan site
n (%)

Total
n (%)

1,251a(59.6%)

1,629a(56.5%)

2,711b(64.6%)

5,591 (60.9%)

731 (34.8%)

1,106 (38.4%)

1,244 (29.6%)

3,081 (33.6%)

100a(4.8%)

126a(4.4%)

71b(1.7%)

297 (3.2%)

16 (0.8%)

20 (0.7%)

172 (4.1%)

208 (2.3%)

2,098 (100%)

2,881 (100%)

4,198 (100%)

9,177 (100%)

a

a

b

a

c

b

Each subscript letter denotes categories whose column proportions differ significantly from each other at the .05 level.

5.2.2 Presenting characteristics of eligible participants
Among the three triage categories included in the study, the largest group was from category 4 as reported in Table 6.
Rural site 1 had a higher percentage of category 4 presentations (53.3%) than Rural site 2 (44.7%) and the Metropolitan
site (45.6%). The metropolitan site also had a lower percentage of category 5 presentations (4.9%) than Rural site 1
(11.9%) and Rural site 2 (11.2%; χ2 (4) = 209.27, p<0.001).

Table 6: Triage categories (3–5)* of index cases by site
Rural site 1

Rural site 2

n (%)

n (%)

Metropolitan site
n (%)

Total
n (%)

Category 3

730a(34.8%)

1,271b(44.1%)

2,081c(49.6%)

4,082 (44.5%)

Category 4

1,119 (53.3%)

1,288 (44.7%)

1,912 (45.5%)

4,319 (47.1%)

Category 5

249 (11.9%)

322 (11.2%)

205 (4.9%)

776 (8.5%)

Total

2,098 (100%)

2,881 (100%)

4,198 (100%)

9,177 (100%)

a

a

b

a

b

b

* Category 3 – treat within 30 minutes; Category 4 – treat within 1 hour; Category 5 – treat within 2 hours
Each subscript letter denotes categories whose column proportions differ significantly from each other at the .05 level.
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As reported in Table 7 there were no significant differences across sites in presentations to Emergency
Departments by women based on day of presentation with approximately equal distribution across the week.
However, the highest percentage of presentations based on six-hour groupings occurred between 12pm and 6pm.
The target group at all study sites was least likely to present to Emergency Department between 12am and 6am,
however the Metropolitan site had a higher proportion of presentations in this period (14.1%) than the Rural sites (7.1% Rural site 1, 9.7% - Rural site 2; χ2 (6) = 100.29, p<0.001).
Table 7: Time and day of presentation to Emergency Department – index case
Rural site 1

Rural site 2

n (%)

n (%)

Metropolitan site

Total

n (%)

n (%)

1,022 (11.1%)

Time of arrival
12 am–6am

148a(7.1%)

280b(9.7%)

594c(14.1%)

6am–12pm

571 (27.2%)

707 (24.5%)

944 (22.5%)

12am–6pm

814 (38.8%)

1,085 (37.7%)

1,417 (33.8%)

3,316 (36.1%)

6pm–12am

565 (26.9%)

809 (28.1%)

1,243 (29.6%)

2,617 (28.5%)

2,098 (100%)

2,881 (100%)

4,198 (100%)

9,177 (100%)

Monday

319 (15.2%)

441 (15.3%)

654 (15.6%)

1,414 (15.4%)

Tuesday

294 (14.0%)

368 (12.8%)

566 (13.5%)

1,228 (13.4%)

Wednesday

289 (13.8%)

404 (14.0%)

585 (13.9%)

1,278 (13.9%)

Thursday

304 (14.5%)

419 (14.5%)

576 (13.7%)

1,299 (14.2%)

Friday

278 (13.3%)

397 (13.8%)

539 (12.8%)

1,214 (13.2%)

Saturday

308 (14.7%)

436 (15.1%)

640 (15.2%)

1,384 (15.1%)

Sunday

306 (14.6%)

416 (14.4%)

638 (15.2%)

1,360 (14.8%)

Total

2,098 (100%)

2,881 (100%)

4,198 (100%)

9,177 (100%)

Total

a

a

a,b

a

b

b

2,222 (24.2%)

Day of presentation

Each subscript letter denotes categories whose column proportions differ significantly from each other at the .05 level.
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5.2.3 Factors associated with screening, identification and response
Of the 9,177 eligible women, 868 (9.5%) had DV screening completed during their index presentation.
Table 8 presents screening completion rates on the index presentation and women who were screened on any
presentation during the study period. In total, 1,047 eligible women (11.4%) were screened on any presentation.

Table 8: Number of eligible women screened at any presentation
No. of eligible women
(index presentation)
n

Screening completed
(index presentation)
n (%)

Screening completed
during anypresentation
n (%)

Rural site 1

2,098

183 (8.7%)

229 (10.9%)

Rural site 2

2,881

201 (7.0%)

272 (9.4%)

Metropolitan site

4,198

484 (11.5%)

546 (13.0%)

Total

9,177

868 (9.5%)

1,047 (11.4%)

5.3 Screening, identification, response rates and associated factors
Of the 9,177 eligible women who presented to Emergency Department, 868 (9.5%) were screened on the index
presentation, of which 154 (17.7%) scored 10 or more on the HITS tool. This resulted in 75 social work responses being
provided (48.7% of index cases screened positive). There were 1,715 eligible women who re-presented following their
index presentation.
These women had an additional 2,954 subsequent presentations to the Emergency Department. Of these women, 200
(11.7%) were screened on any of their subsequent presentations, and 63 women scored 10 or more on the HITS tool
on any of those completed screens. An additional 34 (54%) women received social work responses (Figure 3).
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Figure 3: Screening and response outcomes

Total eligible presentations: n=12,131

Eligible women (individuals) –
index case: n=9,177

Subsequent presentations: n=2,954 presentat
n=1,715* eligible women

Not approached to
participate: n=8,058

Not approached to participate: n=2,664
presentations by n=1,595 eligible women

Screening not completed:
n=251

Screening not completed: n=76
presentations by n=73 eligible women

Screening completed: n=214 presentation
n=200 eligible women

Screening completed:
n=868

HITS score < 10:
n=714

HITS score ≥ 10: n=154

HITS score < 10: n=144 presentations by
n=138 eligible women
HITS score ≥ 10: n=70 presentations by
n=63 eligible women

Not referred to social work:
n=76

Referred to social work:
n=78

No social work response
provided: n=3

Received social work
response: n=75

Not referred to social work: n=29
presentations by n=27 eligible women

Referred to social work: n=41
presentations by n=36 eligible women

No social work response provided: n=2
presentations by n=2 eligible women

Received social work response: n=39
presentations by n=34 eligible women

*Eligible women on subsequent presentations could be screened, not screened, or not approached to participate. Therefore, the total eli gible
women in these three subgroups do not equal the total number of eligible women on subsequent presentations.
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5.3.1 Demographic characteristics associated with screening completion
Factors associated with screening completion are shown in Table 9. The screening rates on the index presentation
were significantly different by site. The Metropolitan site had a higher screening completion rate (11.5%, n=484) of
eligible women compared to Rural site 2 (7.0%, n=201) and Rural site 1 (8.7%, n=183; χ2 (4) = 68.84, p<0.001). Rural
site 2 had a higher proportion of women not approached (91.4%) than Rural site 1, and the Metropolitan site. Based on
age group, a significantly higher proportion of women aged 25 to 35 years (3.2%) had screens that were incomplete or
not commenced compared to women aged 36 to 45 years (2%; χ2 (4) = 10.72, p<0.05). Fifty of the 715 eligible women
(7.0%) who identified as Aboriginal and/or Torres Strait Islander had screening completed, which was significantly less
than for non-Aboriginal women – 9.8% (815 out of 7,306; χ2 (2) = 8.50, p<0.05). There was no significant difference in
screening completion rates by marital status or country of birth (p>0.05).
Table 9: Completion of screening by demographic characteristics – index case
DV screening
completed

DV screening not
completed

n (%)
Site

n (%)

Not approached to
participate
n (%)

Total

p-value

n (%)

n=868

n=251

n=8,058

n=9,177

Rural site 1

183a (8.7%)

81a (3.9%)

1,834a (87.4%)

2,098 (100.0%)

Rural site 2

201a (7.0%)

47b (1.6%)

2,633b (91.4%)

2,881 (100.0%)

484b (11.5%)

123a (2.9%)

3,591a (85.5%)

4,198 (100.0%)

Metropolitan site
Age group

n=868

n=251

n=8,058

n=9,177

16–24 years

264 (8.7%)

81a,b (2.7%)

2,700 (88.7%)

3,045 (100.0%)

25–35 years

382 (9.9%)

124b (3.2%)

3,370 (86.9%)

3,876 (100.0%)

36–45 years

222 (9.8%)

46a (2.0%)

1,988 (88.1%)

2,256 (100.0%)

Marital status

n=868

n=251

n=8,058

n=9,177

Never married

544 (9.7%)

161 (2.9%)

4,886 (87.4%)

5,591 (100.0%)

Married (incl. de facto)

285 (9.3%)

76 (2.5%)

2,720 (88.3%)

3,081 (100.0%)

Divorced/separated/
widowed

22 (7.4%)

8 (2.7%)

267 (89.9%)

297 (100.0%)

Unknown

17 (8.2%)

6 (2.9%)

185 (88.9%)

208 (100.0%)

n=865

n=249

n=7,945

n=9,059

50a (7.0%)

27 (3.8%)

638 (89.2%)

715 (100.0%)

815b (9.8%)

222 (2.7%)

7,307 (87.6%)

8,344 (100.0%)

n=868

n=251

n=8,058

n=9,177

Australia

620 (9.3%)

176 (2.7%)

5,844 (88.0%)

6,640 (100.0%)

Other

248 (9.8%)

75 (3.0%)

2,214 (87.3%)

2,537 (100.0%)

Aboriginality*
Aboriginal and/or Torres
Strait Islander
Not Aboriginal
Country of birth

<0.001

0.030

0.692

0.014

0.573

Row totals for each variable add to 100.0%
Each subscript letter denotes categories whose row proportions differ significantly from each other at the .05 level.
*Excludes ‘Unknown’ as cell values < 5.
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5.3.2 Presenting characteristics associated with screening
As shown in Table 10, statistically significant differences in screening completion rates occurred between patient triage
categories. Those in Category 3 had a higher screening completion rate (12.1%, n=492) than those in Category 4 (7.7%,
n=331) and Category 5 (5.8%, n=45; χ2 (4) = 64.25, p<0.001). In other words, it appears that the more urgent the triage
category, the more likely a woman was to be screened. It is possible that this was due to longer stays in the Emergency
Department typical of more urgent triage categories, providing greater opportunity to screen.
Women presenting after hours between 6pm and 12am had a significantly lower screening completion rate of 5.2%
(n=136) compared to 15.2% (n=338) of women who presented between 6am and 12pm (χ2 (6) = 174.37, p<0.001). A
significantly higher proportion of women were not approached to participate on weekends with 91.3% to 91.5% of
women not approached, compared to 84.2% to 88% on weekdays (χ2 (12)= 70.54, p<0.001). This may be because these
are busy periods with fewer nursing staff rostered on. This is further explored in section 5.8.
Table 10: Completion of screening by presentation characteristics – index case
DV screening
completed

DV screening not
completed

n (%)
Triage category*

n (%)

Not approached to
participate
n (%)

Total

p-value

n (%)

n=868

n=251

n=8,058

n=9,177

Category 3

492a (12.1%)

123 (3.0%)

3,467a (84.9%)

4,082 (100.0%)

Category 4

331b (7.7%)

106 (2.5%)

3,882b (89.9%)

4,319 (100.0%)

Category 5

45b (5.8%)

22 (2.8%)

709b (91.4%)

776 (100.0%)

n=868

n=251

n=8,058

n=9,177

12am–6am

91a (8.9%)

29a,b (2.8%)

902a (88.3%)

1,022 (100.0%)

6am–12pm

338b (15.2%)

91b (4.1%)

1,793b (80.7%)

2,222 (100.0%)

12am–6pm

303a (9.1%)

85a (2.6%)

2,928a (88.3%)

3,316 (100.0%)

6pm–12am

136c (5.2%)

46a (1.8%)

2,435c (93.0%)

2,617 (100.0%)

n=868

n=251

n=8,058

n=9,177

Monday

147a,b (10.4%)

45a,b (3.2%)

1,222a (86.4%)

1,414 (100.0%)

Tuesday

137b (11.2%)

57b (4.6%)

1,034a (84.2%)

1,228 (100.0%)

Wednesday

Time of arrival

Day of presentation

144b (11.3%)

40a,b (3.1%)

1,094a (85.6%)

1,278 (100.0%)

Thursday

132a,b (10.2%)

35a,b,c (2.7%)

1,132a (87.1%)

1,299 (100.0%)

Friday

121a,b (10.0%)

25a,c (2.1%)

1,068a,b (88.0%)

1,214 (100.0%)

100a,c (7.2%)

17c (1.2%)

1,267b (91.5%)

1,384 (100.0%)

87c (6.4%)

32a,c (2.4%)

1,241b (91.3%)

1,360 (100.0%)

Saturday
Sunday

<0.001

<0.001

<0.001

Row totals for each variable add to 100.0%
Each subscript letter denotes categories whose row proportions differ significantly from each other at the .05 level.
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5.3.3 Use of interpreters
According to the Nurse data collection tool, of 1,119 women approached to be screened at their index presentation, 15
(1.3%) women required an interpreter. Of these 15 women, seven (46.7%) had the screen completed, which is a
statistically significantly lower rate than the screening completion among women who did not need an interpreter
(n=850, 79.3%; χ2 (2) = 44.37, p<0.001). One third of the data collection forms where an interpreter was required were
missing language specification, so language of interpreter is not reported.
5.3.4 Gender of nurse undertaking screening
There were no significant differences in the screening completion rate based on the gender of the nurse. Of the 1,119
women approached to be screened at their index presentation, female nurses (n=757) completed 77.2% of screens
attempted compared to male nurses (n=97) who completed 82.2% of the screens they attempted.
5.3.5 Reasons provided where screening was unable to becompleted
Of the 1,119 nurse data collection forms returned for analysis, 251 (22.4%) noted that the domestic violence screen
could not be completed (Figure 3). The main reasons were: presence of partner (32.7%, n=83); lack of privacy (32.3%,
n=82); presence of other family members (21.9%, n=55); and patient declined to answer the questions (17.9%, n=45)
(Figure 4).
Other reasons for not being able to complete screening (8.4%, n=22) included being interrupted, too busy, no current or
previous partner, no interpreter available/language barrier, inappropriate to screen due to patient’s emotional
state/distress, or the patient presented in the context of domestic violence. No further explanation was provided for 11
(4.4%) cases as to why screening could not be completed.

Figure 4: Reasons* screening was not completed (n=251)
35%

% of incomplete DV screens

30%
25%
20%

22%
18%

15%
10%

8%

5%

6%
3%

0%
Presence of
partner

Lack of
privacy

Presence of
other family
members

Declined to
answer the
questions

Patient left ED
prior to
screening
opportunity

Fast track
chairs

Other
reason (with
explanation)

*Multiple reasons could be provided for one patient
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5.3.6 Factors associated with women scoring 10 or more on the HITStool
Of the 868 eligible women for whom screening was completed at their index Emergency Department presentation, 154
(17.7%) women scored ≥10 on the HITS tool, which is considered indicative of current domestic violence.
HITS scores of 10 or more by site are shown in Table 11. Differences between sites were not statistically significant. It
should be noted that although the HITS questions ask about current abuse, it appears from comments made in the
qualitative elements of the study, that some women and nurses were confused by inclusion of reference to ‘former’
partners and included some disclosures where abuse was no longer current. It is not possible to determine the frequency
with which this occurred.
Table 11: Women with HITS scores ≥10 by site – index cases
Screening completed
n

HITS score ≥10

HITS score ≥10 as % of
screened

n

(%)

Rural site 1

183

36

19.7%

Rural site 2

201

38

18.9%

Metropolitan site

484

80

16.5%

Total

868

154

17.7%

There were no significant differences in the proportion of women scoring ≥10 on the HITS tool by age group, country of
birth, triage category, time of arrival, day of the week the woman presented, or gender of nurse who undertook the screen
(p>0.05 for all comparisons). There was insufficient data to examine the relationship between interpreter use and women
scoring ≥10 on HITS. However, a significantly higher proportion of Aboriginal women scored ≥10 (44%, n=22) compared
with non-Aboriginal women (16.2%, n=132; χ2 (1) = 24.89; p<0.001). Additionally, significantly more women who were
divorced, separated or widowed scored ≥10 on the HITS tool with 15 out of 22 (68.2%) disclosing domestic violence,
compared to never married women (108/544; 19.9%) and women who were married or in de facto relationships (27/285,
9.5%; χ2 (3) = 53.75, p<0.001).
As previously reported in Table 2, overall 18.7% of eligible women presented to participating Emergency Departments
more than once during the study period (range 12.2 – 24.9% across study sites). This substantial number of repeat
presenters warrants further investigation.
As mentioned in Section 4.4.2, the index presentation was used in the main analyses to make like for like comparisons
on screening outcomes on the first Emergency Department visit to control for the factor of repeat presentations that
may have provided multiple opportunities to be screened. To examine whether the factor of multiple presentations itself
was associated with screening and women scoring ≥10 on the HITS tool, the factor of multiple screening opportunities
was controlled in post-hoc analysis by comparing single presenters with women who had multiple presentations and
were only screened once.
As reported in Table 12, 340 women presented more than once (range 2–24) during the study period. A significantly
higher percentage of these women were screened (19.8%) than women who only presented once (9.5%; χ2 (1) =
147.81, p<0.001) which is possibly due to a larger number of screening opportunities.
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Of the 1,714 women who had multiple presentations, 17.1% (n=294) were only screened once with no other screening
attempts. Of this group, a significantly higher percentage scored ≥10 on the HITS tool (25.9%) than women who
presented only once (17.1%; χ2 (1) = 10.03, p<0.01). Caution is warranted in interpreting these figures in the context of
frequency of Emergency Department presentations as it is possible that the women who presented only once during the
study period also presented prior or subsequent to the study period. It is also possible that these women presented to
other Emergency Departments other than the three study sites during the study period.

Table 12: Comparison of screening rate and HITS scores of women presenting once or more during the study period
No. of eligible
women

Eligible women
screened

Eligible women
with HITS score
≥10

n (%)

n (%)

No. of
presentations
(Range)

Women who presented
once

7,462

707* (9.5%)

121 (17.1%)

1

Women with multiple
presentations

1,714

340 (19.8%)

92 (27.1%)

2 to 24†

Women with multiple
presentations and only
screened once

1,714

294^ (17.1%)

76 (25.9%)

2 to 24

*As these women presented only once during the study, their only screening and disclosure opportunity would be on their first and only visit.
† Excludes 1 outlier with 43 presentations
^ These women presented between 2 to 24 times during the study but were only screened once with no other recorded screening attempts. The
presentation in which screening was completed is considered their only screening and disclosure opportunity, as they were not approached to
participate on all other presentations.
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5.3.7 Provision of written information to women
Under the project protocol, nurses were to provide a wallet-sized information card (Z card) to all eligible women. This
card is used in other screening sites across NSW Health services and under that protocol is given to women
regardless of whether they disclose or not, in recognition of under-disclosure. Under that protocol women who indicate
no abuse are invited to take the card in case its useful for a friend or to leave it in the clinic on the way out ( in case they
are in fact experiencing abuse and it is not safe for them to take explicit material on domestic violence). The card is a
fold out card (hence Z card) which contains basic information on the nature of domestic violence and sources of help. It
is written for a low English literacy audience using significant pictorial content. Data from the nurse screening forms
indicated that of the 1,409 presentations where women were approached to be screened, either on their index or
subsequent presentation, women were given a Z card on 526 presentations (37%). On 482 presentations (34%), women
were not provided with a Z card, and the status was unknown for the remaining 401 presentations (28%).
Monthly reports from sites noted the failure to consistently hand out Z-cards across sites and across the study term.
Reported reasons were: staff considering the materials inappropriate; difficulty accessing Z-cards readily; and forgetting.
These reasons were reiterated in focus group discussions, with some social workers commenting on the basic level of
information contained and dated graphics used in the cards.
5.3.8 Factors associated with receiving a social work response
Of the 154 women who scored ≥10 on the HITS at their index Emergency Department presentation, 75 (48.7%)
received a social work response. A significantly higher percentage of women received a social work response at the
Metropolitan site with 54 out of 80 women (67.5%) receiving a response, compared with 12 out of 36 (33.3%) at Rural
site 1, and nine out of 38 (23.7%) at Rural site 2 (χ2 (2) = 24.24, p<0.001). The Metropolitan site had a full-time social
work position based in the Emergency Department during the day throughout the project, which may account for this
difference. The rural sites negotiated with existing services to provide a social work response to the Emergency
Department during the day (which was not usual practice except under special circumstances) and received additional
funding for social work, responses to be provided the after-hours. Permission was required from the NUM to call in the
after-hours social work response at each of the sites.
Significantly more women who were in triage category 3 received a social work response (54 out of 92, 58.7%) compared
with category 4 (18 out of 51, 35.2%) and category 5 (3 out of 11, 27.3%) (χ2 (2) = 9.37, p<0.01). This may reflect the
longer stays generally required for those in category 3, providing greater opportunity for a social work consultation.
No significant differences were found in the percentage of women seeing a social worker based on age, marital status,
Aboriginality, country of birth, day or time of presentation, or nurse gender. Insufficient data existed to examine the
relationship between interpreter use and social work response.
Other factors which likely contributed to the low referral to social work are:
1) the referral being framed as “an option” by nurses rather than the default process which may have deterred
uptake of the referral; and
2) the abuse being reported as historical or not current and referrals were not being made when women advised that
they were safe and did not need a social work response
3) a social work presence in Emergency Departments in the rural sites was a new practice and referral pathways
were not well established
These issues are further explored in Sections 5.7.1 and 5.7.2.
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5.4 Actions taken by social worker
Of the 154 women who scored ≥10 on the HITS tool during the index Emergency Department presentation, 78 women
(50.6%) were referred to social work for further assessment. Although seven referrals (9%) were subsequently cancelled,
a social work response was still provided to 75 (48.7%) women with HITS scores ≥10. In three cases the social worker
did not attend the Emergency Department because actions outside of the scope of this study were put in place before
the response could be provided. In some cases the social worker did not provide a response when it was discovered that
the abuse was historical and therefore the patient was not at current risk.
Among women for whom a response was commenced, a domestic violence risk assessment was conducted with 84%
(n=63) and 73.3% (n=55) received further information about domestic violence. Other actions most commonly
undertaken are shown in Table 13.
Table 13: Primary actions taken by social worker – index case
Rural site 1
n=12
n (%)
Risk assessment
completed

Rural site 2 n=9
n (%)

Metropolitan site
n=54
n (%)

All sites n=75
n (%)

11 (91.7%)

8 (88.9%)

44 (81.5%)

63 (84.0%)

8 (66.7%)

7 (77.8%)

40 (74.1%)

55 (73.3%)

Safety planning

10 (83.3%)

7 (77.8%)

34 (63.0%)

51 (68.0%)

Referrals made

9 (75.0%)

6 (66.7%)

34 (63.0%)

49 (65.3%)

Information provided

Twelve reports were made to police (16%) and eight women were admitted to hospital under social work (Rural site 1
and Metropolitan site only). A child protection Mandatory Reporters Guide was also undertaken in seven cases (9.3%),
resulting in five reports of risk of significant harm to a child (6.7%). Among women who identified as Aboriginal and/or
Torres Strait Islander and who scored ≥10 on the HITS tool (n=22), three requested the presence of an Aboriginal Liaison
Officer when receiving a social work response.
In addition to the results for index presentations, 200 women were also screened at subsequent presentations. Of
these women, 63 scored ≥10 on the HITS tool (31.5%). Some women were screened multiple times during their
subsequent presentations. This resulted in an additional 41 social work referrals made for 36 women. That is, 57.1% of
women scoring ≥10 on the HITS tool on subsequent Emergency Department presentations received a social work
referral compared with 50.7% of women who scored ≥10 on the HITS tool at the index case.
Of the total 114 social work responses provided during the study (index and subsequent presentations), 50% (n=57)
of referrals were for women who answered the HITS questions about an ex-partner, 39.5% (n=45) of women
answered regarding a current partner, and 7% (n=8) answered about both current and ex-partners.
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5.5 Costs of implementing screening and response
Funding was provided by the Ministry of Health for a research officer at each site for a period of eight months. In addition,
it was anticipated that resources would be required for:
•

delivery of training to screen and respond to disclosures

•
•

staff attendance at training
staff relief for training attendance

•

staff supervision

•

provision of an after-hours on-call social work response to the Emergency Department

•

provision of additional daytime social work services to the Emergency Department

•

Z cards to be distributed to women.

Most costs were in fact absorbed into existing practice by the Local Health Districts. The primary costs were associated
with training and after-hours social work responses.
5.5.1 Training costs
Delivery of training cost $40,920, including module development, travel to sites and delivery of the one- hour and oneday modules. At each site 90–110 staff attended training, overall 216 nursing staff, 75 social work staff and seven
medical officers (Rural site 1 only). Because training was limited to one hour for most nursing staff, requirements for backfill
was limited, with only Rural site 1 instituting this, with one registered nurse covering 32 hours to provide staff relief at a
cost of$1,865.
5.5.2 Social work response costs
A social work presence in the Emergency Department and after-hours response is not currently part of the service
response at all the study sites. A total of 114 responses were provided by social work services to Emergency
Departments for women who had been screened in Emergency Department and scored >10 on the HITS tool during
the study period. The average hourly rate for social workers was $49.06 (mid-range Level 3 Social Worker). The
average cost of each response provided to Emergency Department during business hours, including follow-up, ranged
from $171.71 at the Metropolitan site to $245.30 at Rural site 1. The cost of each initial response outside of business
hours ranged from $245.31 at both rural sites to $294.35 at the Metropolitan site. In addition to after-hours responses,
case follow-up took approximately two hours for each case. Undertaken during business hours, this was costed with the
regular hourly rate at $98.12 per case. The total estimated cost of responding to 114 women was $29,411, an average
of $258 per woman.
On-call allowances are excluded here as this existing cost is borne by the services regardless of the project. However, if
the service was to be established independently in the future then on-call costs would need to be considered. The oncall allowance paid at Rural site 1 and the Metropolitan site is 2.5 hours regular pay per on-call shift of 16 hours on
weekday nights and 12 hours on weekends (total $122.65 for the on-call shift) (Clause 8 of Public Hospitals Conditions
of Employment Award). At Rural site 2, the on-call allowance is $259.20 for a 24-hour period. See Appendix 2 for table
of costs.
5.5.3 Z card distribution
Z-cards were distributed at 526 presentations. Assuming that all the presentations where receipt of a Z card was not
recorded (n=401) had in fact resulted in the Z card being given, at a print cost of $0.46 per unit, the total cost would
have been $426.42. This cost is borne by the Ministry of Health.
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5.6 Staff experiences of screening (staff survey)
5.6.1 Response and inclusion rates
Of the 455 staff invited to complete the survey, 207 responses were received, giving a response rate of 46%. Fifty per
cent of surveys were completed online and 50% were completed in paper form. Of the 207 responses, nine were excluded
due to incompleteness, giving a final participation rate of 44% (n=198). A sample size of 198 provides a maximum
sampling error of +/- 5.2% at 95% confidence.
Of those invited to participate, 49% of nurses (125 of 253), 64% of social workers (45 of 70) and 21% of medical officers
(28 of 132) completed surveys. In relation to site participation, specifically surveys returned as a percentage of those
distributed at each site, responses were: Rural site 1 – 30% (39 of121); Rural site 2 – 46% (58 of 12); and Metropolitan
site – 51% (101 of 197).
5.6.2 Characteristics of respondents
As reported in Table 14 most respondents were nurses and female. Almost half were aged 25 to 34 years, and 70%
were permanently assigned or permanently on rotation to Emergency Department (70%). A further 16% worked on-call
to Emergency Department, of which all were part of the social work team. Respondents were mostly experienced, with
46% qualified in their occupation for five to 10 years and another 23% for 10 or more years.
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Table 14: Characteristics of staff responding to the survey (n=198)
Staff characteristic

n

%

Professional role
Nursing

125

63%

Social work

45

23%

Medical

28

14%

45

23 %

Gender
Male
Female

151

76%

Prefer not to answer

1

<1%

Missing

1

<1%

9

5%

25–34 years

91

46%

35–44 years

48

24%

45–54 years

29

15%

55+ years

20

10%

1

<1%

138

70%

On-call to Emergency Department

32

16%

Agency/contractor/temporary/casual

20

10%

Other

6

3%

Missing

2

1%

8

4%

1 to <5 years

50

25%

5 to <10 years

92

46%

10 or more years

46

23%

Not yet qualified/student

1

1%

Missing

1

1%

Age group
<25 years

Missing
Involvement with Emergency Department
Permanently assigned/on rotation to Emergency Department

Years qualified in current occupation
<1 year

Totals for each variable add to 100%
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5.6.3 Prior experience of responding to domestic violence
Respondents were asked to indicate on a five-point scale their level of experience in working with victims of domestic
violence prior to the study. Clear differences emerged between professions as shown in Figure 5. The majority of nurses
reported very limited (40%) or some (28%) prior experience. Among social workers 60% reported a moderate to high
level of experience.
Forty seven percent of nurses reported some or moderate prior experience compared with 57% of medical officers and
64% of social workers.

Figure 5: Prior experience working with victims of domestic violence by profession (n=197)
45%
40%
40%
35%

Per cent within profession

36%
33%

30%

31%

25%

29%

28%

27%
20%
21%

19%

15%
10%

13%
11%

5%

7%
4%

0%
No prior
experience at all

Very limited
experience

Some experience

Moderate level of
experience

High level of
experience

Social/Psychological Workers
Nurses
Medical Officers
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5.6.4 Prior confidence in responding to domestic violence
Respondents indicated on a five-point scale their level of confidence in responding to victims of domestic violence prior
to the study. Patterns mirrored the extent of exposure reported in Figure 5, with social workers most likely to report
being ‘somewhat’ (29%) or ‘fairly’ (29%) confident and nurses most likely to report being ‘somewhat’ (33%) or ‘slightly’
(29%) confident (Figure 6). However, 36% of medical officers also reported being somewhat confident prior to the
study.
Figure 6: Prior confidence responding to domestic violence by profession (n=197)
40%
35%
33%

Per cent within profession

30%
29%

29%

29%

25%
25%

24%

20%

21%

20%
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11%
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5.6.5 Attendance at study training
A total of 163 (82%) respondents said they had undertaken at least one form of training provided for the study. Of the
18% of respondents who did not undertake any training (n=35), 31% said they were not aware of training being available.
A further 23% said they were on leave and/or that there was no suitable time to attend, 31% provided no reason and five
respondents (14%) gave other reasons.
The main types of training undertaken are shown in Table 15. Of those who undertook the online training, 58% (n=41)
also participated in the funded training provided for the study. 28% of respondents were provided training for this study
in-house by the research officers.

Table 15: Predominant types of training attended by respondents (n=163)
%#

No.
One-day social work course*

36

80%

105

69%

Online domestic violence training

71

44%

Locally provided in-house training during study

46

28%

One-hour study training**

# Column does not add to 100% as multiple responses could be selected
* Training provided for study - % of social workers only (total n=45)
** % of nurses and medical officers only (total n=153)

Respondents who undertook some form of training (n=163) were asked about its sufficiency for the project. Of these, 109
nurses and social workers indicated they needed further training in selected areas (Table 16).
Nurses most frequently reported that they needed more training about responding to disclosures by women (34%) and
dealing with ambiguous situations (34%), that is, situations where it is unclear whether the woman has experienced
recent domestic violence or not. Social workers most commonly reported needing further training in dealing with
ambiguous situations (40%) and supporting Aboriginal women (37%).
Other issues also identified by nurses included:
‘Child protection reports need more education.’
‘Completing the screening form for non-English speaking patients.’
‘Training on all NSW Health Policies and procedures regarding DV, advanced training on therapeutic frameworks to use
when working with women.’
‘Wasn’t shown what patient identity to put on form, so did this wrong a few times.’ ‘Further education
[needed] regarding post DV screen; safety plan and police report.’
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Table 16: Areas requiring further training or information
Nurses* (n=109)
n

Social workers* (n=43)

%

n

%

Dealing with ambiguous situations

37

34%

17

40%

Supporting Aboriginal women

27

25%

16

37%

Mandatory reporting requirements

8

7%

2

5%

Setting up a private space

5

2%

1

2%

Addressing cultural issues

3

3%

1

2%

Understanding the nature of domestic violence

0

0

0

0

Local procedures

19

17%

12

30%

Responding to disclosures by women

37

34%

n/a

n/a

Engaging with women to complete the screening

26

24%

n/a

n/a

Undertaking screening using the HITS tool

10

9%

n/a

n/a

Developing a safety plan

n/a

n/a

14

33%

Making referrals to support services

n/a

n/a

14

33%

Conducting risk assessments

n/a

n/a

9

21%

*n/a: option not asked; columns do not add to 100% due to multiple response options
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5.6.6 Rate of screening and identification of domestic violence bynurses
Figure 7 reports on nurses’ estimates of the number of women they screened and how many disclosed. Five percent of nurses
said that screening was not part of their role. A further 7% of the nurses reported that they didn’t screen any women, although
screening was seemingly part of their role. At the other end of the spectrum there appeared to be a small number of nurses
doing a high volume of screening. Similarly, a small number of nurses (3%) received a relatively high volume of disclosures
(11–20). It is possible that these patterns reflect opportunity through the number of shifts worked in Emergency Department
during the study period. Other possible explanations for this are explored in the findings from the focus groups and key
informant interviews.
Figure 7: Number of women screened for, and disclosed* DV
70%
60%

Per cent of nurses

50%
40%
30%

34%
25%

20%

24%
20%

10%

7%

0%
None
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6-10
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11-20
women

21-30
women

More than 30
women

Screened
Disclosed
* The denominator for number disclosed is 110 as only 110 of the 125 nurses undertook screening

Not applicable
– it’s not part of
my role

5.6.7 Response provided by social workers
The majority of social workers who completed the survey reported responding to 1–5 women during the study period
(Table 17).
Table 17: Number of responses provided by social workers
No.
None

%
8

18%

1–5 women

30

67%

6–10 women

3

7%

11–20 women

2

4%

21–30 women

1

2%

More than 30 women

1

2%

45

100%

Total
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5.6.8 Perceptions about the impact of DV screening in Emergency Department on the care of women
A total of 62% of 198 survey respondents believed that the women who were screened during the study period experienced
positive impact. A substantial proportion of respondents (34%) also noted that they were uncertain about the impact as they
didn’t knowthe outcome once the patient left the Emergency Department. Table 18 shows responses based onprofession.
Further comment was received from 18 respondents. Views/beliefsthat women benefitedfrom being the screened was
expressed by fournurses.
‘Amazing service that should be continued’ ‘I
have heard great things’
‘For those who were affected very positive, made some women aware of how they were being treated was wrong’
‘The women who screened positive felt very supported and were very thankful for all the support and resources they
received’
Two nurses remarked that the impact was unknown.
‘Unsure at this point’
‘Unable to follow up on outcomes of interventions’

Table 18: Perceptions of the impact of DV screening in Emergency Department on the care of women
No.

%*

Medical officer (n=28)
Strongly agree

4

14%

Agree

7

25%

Disagree

1

4%

Uncertain

16

57%

Strongly agree

29

23%

Agree

46

37%

Disagree

5

4%

Uncertain

45

36%

Strongly agree

26

58%

Agree

11

24%

Disagree

1

2%

Uncertain

7

16%

Nurse (n=125)

Social worker (n=45)

*Column totals for each profession add to 100%
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5.6.9 Perceived impact of domestic violence screening in Emergency Department on patient flow
Respondents were asked if they believed that domestic violence screening in the Emergency Department had a
negative impact on patient flow. Only 10% of respondents agreed or strongly agreed that there was a negative impact,
while 40% reported that they were uncertain. A breakdown of perspectives by profession is shown in Table 19. Not
surprisingly, there was greater uncertainty among social workers than medical officers or nurses.
Medical officer. Two medical officers commented that screening may have impacted on the patient flow.
‘An obvious extra task requiring extra time.’
‘Possibly – it is reported to be very time consuming in current form which has flow on effects that affect patient flow.’
Nurses. Three nurses commented suggesting there was no negative impact on patient flow.
‘I didn’t have/see any issues with this.’
‘Cannot see how it could have a negative impact.’
A further six nurses commented that there was no negative impact because domestic violence screening was not done if
it was too busy. For example:
‘I disagree as I did not conduct screening for routine purposes if it was too busy.’ ‘Screening gets
sacrificed for flow as flow is higherpriority.’
‘The patient flow of the Emergency Department negatively impacted on the DV screening.’

Table 19: Agreement that screening had a negative impact on patient flow (n=196)
No.

%*

Medical officer (n=28)
Strongly agree

0

0%

Agree

2

7%

Disagree

8

29%

Strongly disagree

6

21%

12

43%

2

2%

Agree

11

9%

Disagree

52

42%

Strongly disagree

19

15%

Uncertain

41

33%

Strongly agree

1

2%

Agree

0

0%

10

23%

5

12%

27

63%

Uncertain
Nurse (n=125)
Strongly agree

Social worker (n=43)

Disagree
Strongly disagree
Uncertain
*Totals for each profession add to 100%
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5.6.10 Disruption to overall functioning of the Emergency Department
Over half the respondents (60%) disagreed or strongly disagreed that screening for domestic violence in Emergency
Department was disruptive to overall functioning to the Emergency Department while 31% were uncertain (Table 20).

Table 20: Agreement that screening was disruptive to the overall functioning of the Emergency Department (n=198)
No.

%*

Medical officer (n=28)
Strongly agree

0

0%

Agree

0

0%

16

57%

Strongly disagree

5

18%

Uncertain

7

25%

2

2%

Agree

13

10%

Disagree

66

53%

Strongly disagree

17

14%

Uncertain

27

22%

Strongly agree

1

2%

Agree

3

7%

11

24%

3

7%

27

60%

Disagree

Nurse (n=125)
Strongly agree

Social worker (n=45)

Disagree
Strongly disagree
Uncertain
*Column totals for each profession add to 100%

When asked to add further comment about potential disruption to the Emergency Department caused by screening for
domestic violence in Emergency Department, 17 respondents provided comments. On the whole these echoed
comments made in relation to patient flowabove.
A few nurses commented that integrating screening into electronic medical records or into current processes would
facilitate screening and save time.
‘A separate form for the study means that you had to physically go get the form. If it was part of the Obs chart then it
would make it more achievable tocomplete.’
‘Metropolitan site currently uses Emergency DepartmentIS rather than First Net. For this to be successful, the tool
needs to be integrated into First Net so that it becomes part of everyday practice. There needs to be rapport with the
patient before doing this tool. Unfortunately, the tool is more like a survey when done here at X.’
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A few medical officers stressed a need for ongoing social work support, and better cover of a 24-hour roster. One
medical officer suggested that it should be a specialised social work support role.
Others were more critical of the process. While in theory they were supportive of the project, of particular concern was
social work staffing issues, and more so where Sexual Assault Services was called upon to cover responses. Unclear
referral and response pathways were also raised.

5.7 Acceptability and appropriateness of screening in Emergency Departments
5.7.1 Appropriateness of conducting domestic violence screening in Emergency Departments
Overall 87% (n=172) of respondents agreed or strongly agreed that it was appropriate to conduct screening in
Emergency Departments. Table 21 shows responses by profession. Social workers were the most positive with 93%
agreeing/ strongly agreeing that it was appropriate to screen in Emergency Departments compared with 84% of nurses
and 90% of medical officers agreeing / strongly agreeing.

Table 21: Beliefs about the appropriateness of screening in Emergency Departments (n=198)
No.

%*

Medical officer (n=28)
Strongly agree

10

36%

Agree

15

54%

Disagree

0

0%

Strongly disagree

0

0%

Uncertain

3

11%

Strongly agree

45

36%

Agree

60

48%

Disagree

8

6%

Strongly disagree

0

0%

12

10%

Strongly agree

32

71%

Agree

10

22%

Disagree

1

2%

Strongly disagree

0

0%

Uncertain

2

4%

Nurse (n=125)

Uncertain
Social worker (n=45)

*Column totals for each variable add to 100%
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Other comments made by 34 respondents about the appropriateness of domestic violence screening in Emergency
Department provided mixed perspectives. Time and privacy concerns were raised by 15 nurses (further explored in section
Barriers and facilitators to screening).
‘Certainly I think flagging potential DV clients should happen in Emergency Department, however the screening should
take place elsewhere.’
‘Few appropriate private areas available and constant competing demands.’
‘Time does not always allow and adds to the ever expanding list of more tasks for the RN to complete.’
‘I was having a busy shift responding to patients who are clinically deteriorating, prioritisation of those patients over
domestic violence screens comes first. Routine domestic violence screens are fast, however integrating them
within EMR might make it easier and faster to do.’
Open-ended comments were also made by 13 nurses in support of screening, including:
‘Most women were extremely grateful that this service was being offered.’
‘Very important that this project continue in Emergency Departments with better education and increased support of
DV. I think this will have a positiveoutcome.’
‘I think that DV screening is a great idea in Emergency Department. It’s an important issue and creates awareness
within the community. However, I feel that the tool would best be integrated into the Emergency Department SAGO
as a standard checklist. Can’t wait to see the final stats!’
‘It was surprising the amount of women who “scored” and wished to use social work.’
Four social workers added positive comments to their responses about acceptability, for example
‘Many women I was called out to see found the experience safe and supportive; and all were willing to discuss their
experiences.’
‘Think this is highly educational as many women don’t realise what is DV.’
‘Helps to keep it in the forefront for Emergency Department staff and for women presenting’
‘I believe it is not only appropriate but an essential part of holistic health care assessment and intervention’
Two medical officers also provided supportive comments indicating appropriateness.
‘It is great to finally have something to offer DV patients rather than “you should probably call the police”.’
‘This was a useful project. Overall a positive difference made. Great social work response.’
A number of nurses suggested that the target group for screening could be broader to include men, people in samesex relationships (although this was not an exclusion criteria) and extend the age group or just make it all ages.
‘Should be all women.’
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5.7.2 Acceptability of domestic violence screening in Emergency Departments
Most respondents also agreed or strongly agreed that it was acceptable to conduct domestic violence screening in
Emergency Departments. Again, social workers expressed more positive views than medical officers and nurses with 73%
strongly agreeing that screening in Emergency Departments is acceptable compared with 32% of medical officers and
37% of nurses (Table 22). This result would be expected given that the social work role is focused on responding to
psychosocial issues. For nurses and medical officers, screening is a part of a clinical role which involves multiple medical
and clinical tasks.

Table 22: Beliefs about the acceptability of screening in Emergency Departments (n=198)
No.

%*

Medical officer (n=28)
Strongly agree

9

32%

18

64%

Disagree

0

0%

Strongly disagree

0

0%

Uncertain

1

4%

Strongly agree

46

37%

Agree

64

51%

Disagree

5

4%

Strongly disagree

1

1%

Uncertain

9

7%

Strongly agree

33

73%

Agree

10

22%

Disagree

0

0%

Strongly disagree

0

0%

Uncertain

2

4%

Agree

Nurse (n=125)

Social worker (n=45)

*Column totals for each variable add to 100%
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Open-ended feedback from some nurses in response to this item and also in the space for overall comments in the
survey indicated that although domestic violence screening was acceptable, it should not be undertaken by nurses.
Nurses suggested that other health professionals such as doctors and social workers could also do the screening to
lighten their workload. For example:
‘Get a designated social worker to do it.’
‘Understand the importance but have competing demands; should be a social work role.’
Social workers were well placed to hear abused women’s comments about the process, as they had opportunity for longer
conversations with these women. Four social workers provided supportive comments, for example:
‘No women I had contact with declined screening or found the process of routine screening unacceptable. They all
expressed support for these conversations within the Emergency Department.’
5.7.3 Focus group and interview findings on acceptability of domestic violence screening and response in Emergency
Departments
In addition to the survey, focus group discussions and individual key informant interviews provided opportunities to
further explore issues in relation to acceptability and appropriateness as well as other issues and hear experiences
of key personnel at each site. Separate focus groups for nurses (total n=22) and social workers (total n=19) were
held at each site. Individual interviews were also undertaken by the consultant at each site comprising: NUMs (n=3);
social work managers (n=4); CNEs/CNCs (n=3); medical directors (n=3); senior managers/executives (n=3); and
research officers (n=4). In total 20 interviews were conducted. Because of the conditions of anonymity under which the
survey was completed, it is not possible to determine the degree of cross-over between those who participated in
focus groups / interviews and who completed the survey.
Considerable time was spent in both the interviews and focus groups exploring the acceptability of screening and factors
which contributed to this. From all the interviews conducted and focus group discussions held, across study sites and
among stakeholder groups, there was overall consistent support and acceptability for domestic violence screening in the
Emergency Departments. All participants in all focus groups and interviews supported in principle routine screening and
response in Emergency Departments. There was universal and strong agreement about the value of and need to
conduct routine screening and response in the health system, and that Emergency Departments are an appropriate
location for this strategy.
‘I think yes, feasible and yes acceptable, absolutely’. (NUM, Rural site 1)
‘I think it’s made a big difference to the profile of domestic violence in the Emergency Department in terms of the
nurses identifying domestic violence and having a language to be used with patients.’ (Senior manager/executive,
Metropolitan site)
‘Social workers were well placed to hold this ... We have been strongly committed to participation in the Safety
Action Meetings8 where we can, with no additional resourcing... We know the earlier that you can get education
safety plan started, you’re keeping women and children safer.’ (Social work manager, Metropolitan site)

8 Multi-agency risk management meetings attended by police, courts and other government and NGO agencies to discuss high-risk cases.
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While support for domestic violence screening and response in Emergency Departments was extremely high,
acceptability was closely linked by qualitative study participants to contextual facilitators and barriers, which are further
explored in section 5.8. An implementation context in which contextual facilitators were not present, and contextual
barriers were not mitigated, may result in lower levels of acceptability.
‘And, I think it’s definitely something that we must do. I just don’t think we’ve found the right way to do it yet.’ (NUM,
Rural site 2)
5.7.4 Perceived acceptability to women of domestic violence screening
The overall acceptability of screening and response in Emergency Departments to staff was influenced in part by the
perceived acceptability of screening to the women being screened. Acceptability to women was not directly assessed
through this qualitative study; however, in the focus group discussions it was apparent that staff views were influenced
by their perceptions of how acceptable women found screening. The acceptability to women was reported by nurses
who conducted screening, and the acceptability of response was reported by social workers who provided the
response.
Being asked the questions. Across all study sites, nurses reported women (both those disclosing domestic violence and
others) were accepting, comfortable and/or pleased to be asked about their experiences of domestic violence. In the
focus group discussions there were no reports of women expressing (to nurses) discomfort about being asked or
refusing to answer questions. However, at the Metropolitan site and Rural site 1 focus groups, nurses reported that they
believed some women elected to answer in the negative to the questions, rather than acknowledging that they were in
fact experiencing domestic violence. In fact, as reported in Section 5.2.8, the screening form data indicates that 45
women declined to answer the questions.
The fact that women were being routinely screened seemed to nurses to be appreciated by women. The very fact of
being asked about domestic violence was reported by nurses as one of the most appreciated aspects of the study.
Offer of social work response. All nurse and social work focus groups reported that women who were experiencing abuse
appeared to take up the offer of a social work response in most cases.
‘I think they’re happy we asked the question, [and that] social workers came.’ (Nurse 10, Rural site 1)
Social workers in all three sites reported that women they responded to appeared to be grateful to receive the social work
response. This was particularly the case where practical support was able to be offered, which included: food, clothing,
assistance, being connected with legal and/or accommodation services, and travel to safer places. There were no reports
from social workers of any women appearing to be or expressing unhappiness, discomfort, anger or distress about
receiving a social work response.
Social workers uniformly reported that validation of experiences of abuse (whether recent or historical) was important to
women, so too was psychosocial education.
‘Yeah everyone I saw was always happy to speak with social work. I found that conversations, whether about current or
former partners, found it supportive. It helped them negotiate the Emergency Department and the processes around
that, kind of help them feel supported while they were here.’ (Social worker 3, Metropolitan site)
At least one nurse in each focus group reported that some women seemed unsure what a social work response would
entail, and the groups concurred with this phenomenon. Social workers reported that they were readily able to explain their
roles and the limitations of their role, i.e. that they would provide an initial response with referral as needed.
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Confidentiality. Nurses reported that for some women, understanding that their names would not be recorded and their
participation in screening would not be noted on a permanent medical record was an element of acceptability. This
suggests a misapprehension on the part of those nurses as the protocol and training directed that disclosures and
referrals be recorded in the clinical notes. Some nurses felt the information that screening was part of a study made
women more comfortable to participate; other nurses did not disclose the nature of the study or they stated that screening
was routine.
Culture and language. No variations by culture or language in aspects of the protocol that were appreciated by women
were reported in any nursing or social work focus group. When specifically asked about culture and language, no
issues were raised that would impact on acceptability overall; however, the Rural site 2 nursing focus group noted that
using interpreters more often in health settings could generally be improved.

5.8 Experiences of the HITS tool and screening/response processes
5.8.1 Experiences of using the HITS tool
Survey respondents were asked to rate a range of aspects of the project on a five-point scale from 1 (very poor) to 5
(very good). From these responses the usability of the HITS screening tool was rated as good/very good by 65% of
nurses (n=88) (Table 23).
This was supported in the focus group discussions in which there was strong consistency among nurses and social
workers that the HITS tool was appropriate to identify abuse and determine the need for a social work response. Other
qualitative study participants had little to say on this point as they did not undertake screening or response.
Ease of using the HITS tool. Nurses universally found the tool easy to use and supported the appropriateness of the four
questions asked of women. Nurses noted the speed with which the tool can be executed. Some nurses reported making up
the times taken to complete the tool, either forgetting to check the time accurately or feeling like the short time it took them
to complete the tool would be viewed as insufficient.
Appropriateness of HITS tool questions and scoring. Nurses uniformly reported across study sites that the HITS
questions were apparently well understood by women being screened, including a range of cultures and socio-economic
groups (as perceived by nurses). Nurses all reported that the HITS tool scoring and threshold for referral were easy to
use with no nurses reporting any difficulty with either.
Current vs past abuse. Social workers in all study sites found the specific question nurses asked about ‘current’ or
‘former’ partner unhelpful in determining whether a referral to social work should be made and that they had current safety
concerns. They noted that some women responded about an ‘ex’ partner, however, had no current safety concerns and
returned to them the next day.
For social workers attempting to determine the urgency of the situation and assessing current safety issues, this was
more significant than the status of the relationship between the woman and perpetrator. It seems likely that including this
field led to misunderstandings by some nurses who seem to have construed inclusion of an ex-partner to mean that
historical abuse was included in what was being asked about.
Social workers in all groups considered that a timeframe of the experience of domestic violence would be useful to
assess urgency of the social work response and risk to current safety for the woman. This suggests that the training
may have not sufficiently emphasised the focus of the tool on ‘current abuse’ only. The Metropolitan site social work
focus group had a particularly strong view that disclosure of all domestic violence was important, including historical
experiences, and as such all should be referred and responded to within an hour. This view was not shared in the rural
sites.
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5.8.2 Referral to social work processes
A key implementation issue for both Rural Sites was the referral to social/psychosocial workers following screening,
particularly during after-hours periods (nights and weekends), with the Protocol requiring a response within one hour. It
is important to note that the Metropolitan Site had a dedicated Senior Social Worker during business hours for the term of
the study. Even at this site, the after-hours referral pathway for social work response occasionally failed. Rural Site 2
made regular attempts to clarify the referral pathway for after-hours responses, making contact details clear and
reminding staff at handovers.
Nurses all reported that the threshold for referral was easy to use, as was the threshold for referral, with no nurses
reporting any difficulty with using the threshold for referral. Where nurses reported that scores over 10 didn’t always
eventuate in a social work referral being accepted if the DV disclosed was historical, these nurses nonetheless
considered the threshold acceptable.
Across the focus groups nurses also understood and utilised the capacity to make a referral to social work in cases
where the threshold score of 10 was not achieved. In these cases, some other reason prompted a referral, including a
disclosure of social factors (such as drug use) which led the nurse to believe a woman was at risk of experiencing DV.
Offer of social work response. All nurses and social work focus groups reported that women who were experiencing
DV appeared to take up the offer of a social work responses in most cases (data will demonstrate the numbers of
women who refused a social response). Focus groups also uniformly reported that women who were not experiencing
DV were positive about the policy of asking and providing support to other women.
‘I think they’re happy we asked the question, [and that] social workers came’. (Nurse 10, Rural Site 1)
Sixty seven per cent of the social workers rated the usability of the social work tool as good or very good (Table 23).
One issue identified by the Metropolitan site social work focus group was that some confusion had arisen about client
consent. This was explained by one participant:
‘One of the questions on the screening tool said “Did the patient agree to social work referral”?9 And I think that
question had a really big impact on the … [referral] rate and we tried to rectify that through the process but I still
think, just it physically being there meant that rather than following the procedure
– that is make referrals for everyone – that Nurses would read this and say “No they didn’t agree to social work so
I’m not referring”.’ (Social worker 1, Metropolitansite)
Social workers at that site referred to the standard procedure within their Emergency Department of automatic referral to
social work with any identification of domestic violence, which was seen as a preferable approach to this matter.

9 The Data Collection Tool has a checkbox for Follow-up actions No 2 is Patient agreed to referral to social work/psychosocial services- yes/no:
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Nurses reported that scores over 10 didn’t always result in a social work referral being taken on if historical domestic
violence was disclosed, which supports the idea raised in Section 5.7.1 that the tool was not understood by some
nurses as referring to current abuse only. Across the focus groups nurses also understood and utilised the capacity to
make a referral to social work in cases where the threshold score of 10 was not achieved. In these cases, some other
reason prompted a referral, including a disclosure of social factors (such as drug use) which led the nurse to believe a
woman was at heightened risk from domestic violence.
‘It doesn’t take much to get to ten which I think is good.’ (Nurse 5, Rural site 1)
More than 50% of survey respondents believed that the one-hour response timeframe for social workers was appropriate
(Table 23). While 19% of respondents said they didn’t know if the timeframe was appropriate, most of these staff did
not undertake the screening or provide a response in Emergency Department during the study period.
The one-hour timeframe for social work responses was viewed by nurses participating in focus groups as critical, citing
the likelihood that the patient would leave the Emergency Department if they were required to wait longer than the time
taken for clinical treatment to be completed. In the two rural sites, nurses recognised that after-hours services were
made more difficult by distance, but reported that social work responses were almost always delivered within the onehour timeframe.
Different views were expressed across social work teams about whether historical domestic violence warranted the
same immediate response as current or recent experiences. The metropolitan social workers uniformly agreed that it did,
whereas the rural social workers considered emphasis should be on response to recent domestic violence experiences.
It is possible that these views were informed by the greater challenges in rural areas of responding, particularly after
hours. Barriers to social work responses are further canvassed in section 5.9.
5.8.3 Project implementation processes
Other experiences of the project implementation canvassed in the survey and reported in Table 23 included support and
communication. Seventy-three per cent of respondents reported that the support they received from other health
workers was good/very good and 64% reported that the support from management was good/very good. In open-ended
survey comments three nurses at one site also reported a lack of support offered in their Emergency Department. Sixtyone percent rated communication between staff involved in the screening and response process as good/very good.
Fifty-seven per cent of respondents rated the clarity of the processes and procedures of the project as being good/very
good.
Less positively, more than a third of respondents (37%) reported that practical adjustments in the physical environment to
allow space for maximum patient privacy were poor/very poor, with 28% rating the adjustments as fair. This is further
explored in Section 5.8.3.
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Table 23: Perceptions about the project implementation process
Poor /
very poor
n (%)

Support from management at my hospital
(n=195)

Fair

n (%)

Good /
very good
n (%)

Don’t know

n (%)

11 (6%)

45 (23%)

136 (64%)

13 (7%)

Support from other health workers at my site
(n=198)

8 (4%)

36 (18%)

145 (73%)

10 (5%)

Information to help promote the project from
the Department Heads (n=198)

24 (12%)

50 (25%)

111 (56%)

14 (7%)

Practical adjustments in the physical
environment to allow space for maximum
patient privacy (n=195)

72 (37%)

54 (28%)

54 (28%)

13 (7%)

14 (7%)

45 (25%)

120 (61%)

14 (7%)

Appropriateness of one-hour response
timeframe for social worker/ psychosocial staff
(n=196)

19 (10%)

37 (19%)

102 (65%)

38 (19%)

Clarity about processes and procedures in
relation to the project (n=196)

19 (10%)

51 (26%)

112 (57%)

14 (7%)

Usability of the HITS screening tool (nurses
only) (n=125)

12 (9%)

26 (21%)

82 (65%)

6 (5%)

1 (2%)

7 (16%)

30 (67%)

7 (16%)

Communication between staff involved in the
DV screening and response process (n=195)

Usability of the social work data collection tool
(social workers only) (n=45)

NSW Health domestic violence screening and response in NSW Emergency Departments: Feasibility study

60

5.9 Barriers and facilitators toscreening
The staff survey contained an item for participants to identify, from a predetermined list, challenges to undertaking
screening (Table 24). The findings from the focus groups and key informant interviews expand on each of these, as
well as additional factors identified in those discussions. A summary of views by the different roles responsible for
Emergency Departments is presented at the end of these findings in Table 25.
5.9.1 Challenges to undertaking screening
As shown in Table 24, competing demands in Emergency Department was the most frequently reported difficulty.
Being able to separate women from accompanying partners or other family members (56%) and the ability to remember
to screen (44%) were also commonly reported difficulties.
Twenty two per cent of nurses indicated that having a high number of women to screen created difficulty in asking the
screening questions, and 18% reported lack of confidence about responding if a woman disclosed domestic
violence.

Table 24: Difficulties asking women the screening questions (n=125)
No.

%

Competing demands within the Emergency Department

78

62%

Separating women who were accompanied by partner or other
family members

70

56%

Ability to remember to screen in Emergency Department

55

44%

High number of eligible women to be screened

28

22%

Not feeling confident about responding if a woman
disclosed domestic violence

14

18%

Women’s reluctance to be screened for domestic violence

18

14%

Women’s perceptions that the questions were inappropriate to
be asked in the Emergency Department

14

11%

Language or cultural barriers

14

11%

Unclear about how to engage with the target group

8

6%

Lack of clarity about local procedures/protocol

6

5%
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5.9.2 Competing demands in the Emergency Department
Strongly confirming the survey findings, a consistent theme among all participant groups in the focus groups and
interviews was the barrier of time pressures. The final comments in the survey also included remarks in relation to
insufficient time to conduct screening in the Emergency Department by 16 nurses. This seemed particularly the case at
the Metropolitan site and Rural site 1. For example:
‘Did not feel appropriate at times for nursing staff to ask questions due to being rushed with high patient turnover.’
‘Not sure that women would feel open and honest in the environment of Emergency Department.’ ‘More paperwork
for nurses to rush through.’
‘Became trivial just another box to tick so pt. can move on.’
‘Not enough time for nurses in Emergency Department to do appropriately.’
‘We are at breaking point just trying to deliver patient care in a safe manner - the standard of care and level of
demonstrable accountability expected of clinicians is constantly increasing with no real increase in staff and the
acuity we are dealing with is also increasing.’
In the focus groups and interviews, participants agreed on the need to balance competing priorities, such as screening,
with activities such as clinical observation and treatment. During 2017, an extreme winter influenza season had a major
impact on health services state wide in NSW which was commented on by all stakeholder groups for its negative impact
on staff in the Emergency Departments during the study period (May to November 2017). Monthly site reports submitted
throughout the study consistently confirmed this issue, which resulted in an unusually high number of Emergency
Department presentations related to influenza, increasing the ambulatory care patient load, causing bed block and
overflows from other units to Emergency Department, and illness among an unusually high number ofstaff.
This may mean that the study was undertaken under unusually stressed circumstances. Certainly, resulting staffing
issues included understaffing and shift vacancies, leading to poor morale, and frequent use of casual and agency staff,
who had either not been trained for screening or had less experience implementing screening.
Finding time to conduct domestic violence screening was reported as an issue in all nursing focus groups, and was a
recurrent message from interviews with NUMs, whose concern also related to meeting performance benchmarks for
length of stay. Participants identified that time pressures influenced acceptability to staff, particularly in a context which
is focused on acuity and not structured to manage issues such as domestic violence.
‘I just think it was just time. Time is the number one, number two, number three.’ (Medical director, Metropolitan site)
‘I do think that lack of time is a barrier. I don’t think it’s an intractable barrier, I don’t think it’s a deal breaker, but I do
think it’s a barrier that won’t ever be dissolved.’ (Research officer 1, Rural site 2)
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NUMs identified the value of screening but were unable to reconcile this with the workload in Emergency Departments.
In this sense the NUMs felt that screening was acceptable, and potentially feasible, but ‘we hadn’t figured out how to
do it yet’. In the two rural site nursing focus groups (which had larger attendance), a smaller number of nurses reported
that they ‘found the time’ to do screening because they personally considered it to be a priority among other priorities.
These tended to be more senior nurses, who reported completing a higher number of screens. This finding may explain
the survey findings on the small number of nurses screening a higher number of patients. Medical directors all reiterated
the views of other stakeholders about the busyness of the Emergency Department setting and the difficulty of
establishing congruence between the value of screening and the clinical activities of Emergency Department staff.
‘So then you get into the cubicles and they’ve got four patients and they’re busy with lots of competing priorities, it
becomes a last thing to remember.’ (Nurse 2, Metropolitan site)
‘The balance of performance. The pressure that the staff are under to get certain things done in a certain timeframe
often doesn’t allow for any extra things to be done. And by extra things, I would be including additional screening.’
(NUM, Metropolitan site)
5.9.3 Lack of privacy
As reported in Table 24, establishing privacy for women by separating them from accompanying partners or family
members was a barrier for 56% (70/125) of nurse survey respondents.
There are two dimensions to privacy concerns: 1) speaking to the woman in the absence of partners / family
members, and 2) not being overheard by other staff andpatients.
Examples of both dimensions:
‘Very difficult to screen some women who fall into the target group when family members are present eg young women
at lower age group of cohort who present withparents.’
‘The area in which the questions are asked needs to be appropriate (ie not a busy waiting room). This was often a
barrier for me when attempting to ask questions as often we experienced bed block and poor flow over winter.’
You are here
Again confirming survey findings, establishing sufficient privacy to conduct screening was nominated by research officers,
nurses, CNEs/CNCs and NUMs as a reason why screening was not consistently undertaken. Lack of privacy was
reported by nurses to be related to the open physical environment of Emergency Departments generally designed for
clinical observation and staff/patient safety.
‘We need to define what privacy looks like, though ... going forward. For this screening, it does not equal four walls.’
(Senior manager/executive, Rural site 2)
A subgroup of nurses across all study sites felt that they were unable to establish sufficient privacy, which may explain the
7% of nurses who reported in the staff survey that they had not screened any women.
Another group of nurses in each study site, who reported themselves to have conducted higher numbers of screens, had
identified strategies to address these issues. Nurses who estimated they had conducted a large number of screens
spoke about using strategies to address lack of privacy, which included: talking in a low voice and sitting close to the
patient to create privacy from other patients; or conversely, establishing privacy from a partner by leaving curtains open
so they could be seen approaching. Social workers in all three focus groups recognised the need to provide spaces
with sufficient privacy in order to facilitate screening and response. Lack of privacy was also identified as a possible
proxy for staff discomfort with conducting screening.
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5.9.4 Staff discomfort in undertaking screening
All nurse focus groups reported that comfort levels of staff in conducting screening impacted on judgements about
privacy and relative priority of screening. A small number of nurses at the Metropolitan site and Rural site 2 expressed
their personal discomfort in undertaking screening; it may be that other staff also felt this way but were reluctant to say
so. These nurses also expressed issues about privacy more vocally than others and identified that they had conducted
low numbers of screens (most frequently 0 to10 screens).
This perception was echoed by all NUMs interviewed for this study who noted some staff discomfort in asking screening
questions, but also that for most nurses this decreased with practice and time. Research officers also reported
witnessing this. NUMs reported that feedback to nursing staff on positive outcomes for women who had been screened
was an effective measure to reduce staff anxiety about asking the questions. More experienced staff were identified by
NUMs as more likely to be early adopters of screening, with more junior staff struggling more. Staff discomfort expressed
to NUMs was around asking questions seen to be personal or confronting, but also extended to concern about how they
would manage domestic violence disclosures before social workers arrived, and available services for women. Nurse
discomfort with conducting screening was also evident to the principal investigators, research officers and CNEs/CNCs as
a matter related to acceptability of screening and response in Emergency Departments.
Stakeholders also reported variable rates of screening by nurses, providing further support to the idea that variable
screening rates were related to motivation rather thanopportunity.
‘And the staff on the floor, they were amazing. They put so much energy into it. And there were people who did lots of
screening and there were people who either didn’t do any or didn’t do much. So there were two big groups.’
(Principal investigator, Metropolitan site)
5.9.5 Integration with clinical processes and documentation
As identified by 44% of the survey respondents (Table 24), remembering to undertake screening was a key barrier. Nurses
in the focus groups reiterated this view, explaining it applied especially when screening tools were not attached to patient
records (Metropolitan site) or flagged in the electronic medical records (rural sites). The absence of other integration with
clinical documentation was also identified as a barrier.
Integration into patient records and clinical processes was identified by NUMs, nurses, research officers and CNEs/CNCs
as essential to establishing higher rates of screening.
A number of the standalone processes, such as the flagging of eligible patients, were associated with study procedures
and would not apply if screening were to be implemented. The transition to EMRs and differences across sites in relation
to their transition was an additional factor for the study, with two sites using EMR (FirstNet) and the third using manual
entry, with paper forms required at all three sites.
At the same time, the support provided by research officers, which was also part of the study process, provided a resource
for staff, as this survey comment attests:
‘Having a visible DV project officer on the floor allowed for visual reminder and also many ad hoc conversations and
incidental training opportunities to address staff anxiety, concern etc. – debriefing sessions for staff to provide feedback
and to receive feedback with regards to the project and provide further opportunities for training.’
Such support would not be replicated in implementation and points to the need for ongoing support strategies to be
considered.
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5.9.6 Training
Training was an enabler of the introduction and screening with survey comments noting:
‘DV training sessions for on-call social workers increased confidence around DV assessments and interventions.’
‘The increased training and support to nursing and medical staff supported them to undertake this role.’
Stakeholders consistently agreed on the value of training to facilitate screening and to mitigate barriers to consistent
implementation. CNCs/CNEs and research officers reported that the trainingdeliveredfor the study by the NSW Health
Education Centre Against Violence washigh quality and also emphasised the importance of training being ongoing to
address staff turnover, provided to agency and casual staff, and refreshed for staff at regular periods.
For NUMs to effectivelymanage training requirements, training sessionsneed to be one hour or less, enabling use of
handover periods or lunch breaks. Research officers nominated training for staff as a key element of implementation, which
they extended through in-service and informal training for nurses in Emergency Department, providingfeedback on case
outcomes and inviting external service providers to build confidence in supports available.
On the other hand, the one-hour training was seen as ‘didactic’ and that, in addition to what was provided, there was a
need to include simulations, covering interviewing techniques, establishing privacy, introducing the questions and
responding to disclosures. Survey comments attest to the need for further training:
‘Further education regarding post DV screen; safety plan and police report.’
‘Nursing and medical staff need a lot more training and role playing in understanding DV and how to speak about it. In
particular understanding victim blaming, addressing guilt and shame, appropriate and timely responses to admissions of
DV.’
With 60% of nurses who responded to the survey rating themselves as having nil or very limited experience of responding to
domestic violence prior to the study, and the key gaps in training identified (sections 5.5.3 and 5.5.5), a higher level of
intensity may have been necessary. This is reinforced by the apparent misunderstandings among participating staff, for
example in relation to current vspast abuse, and anonymity of responses.
Medical directors identified the need for ongoing, high-quality training and that online training was not considered of
sufficient quality or intensity. Social workers and their managers reported a need for advanced training for social workers.
5.9.7 Planning and key roles
The need for an extended period for planning and start-up was identified by social workers in all three focus groups as well as
by NUMs and social work managers as necessary to successful implementation. NUMs identified that they were not
engaged early enough in the project design and planning phases. Ownership of screening was important to engaging
nursingstaff.
‘I think it’s essential that someone in my level of position is very involved in all of the planning as much as possible.’ (NUM,
Rural site 1)
NUMs reported that stages were required in planning, including change management, rostering a mix of staff, preparing and
training staff, and integrating screening tools and processes into existing clinical routine.
Establishing relationships was also important, and the NUM role was central to this.
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Principal investigators identified the key positions required to coordinate screening and response in Emergency
Departments, which were consistent across sites, though role titles may differ between Local Health Districts. Roles
identified as important for inclusionin future Emergency Department domestic violence initiatives included: 1) Emergency
Department Nursing Unit Manager, 2) Emergency Department clinical nurse consultants/educators, 3) medical directors, 4)
social work managers and teams (including hospital and specialist domestic violence and Sexual Assault Services), 5)
Director of Emergency Department, 6) General Manager of facility, 7) Chief Executive Officer/Executive Sponsor, 8)
Director of Nursing, 9) Director of Allied Health, 10) Director of Clinical Operations, 11) Director of Mental Health, 12) Director
of Integrated and Primary Care, 13) Aboriginal Community-controlled Health Services, and 14) local community-based
domestic violence services. Roles 1 to 8 require early engagement in planning and as part of governance structures.
Others may need to be engaged at different levels of intensity, requiring local decisions.
All three NUMs identified the important roles of champions but did not consider themselves to be appropriate because of
theirperformance management roles. NUMs were well placed, however, to identify champions and to support them by
providing dedicated time ‘off the floor’. One NUM used rostering to ensure staff on each shift who were confident in
undertaking screening.
Issues identified by medical directors about implementation of screening and response in Emergency Departments aligned
with those of other stakeholders, in particular: the need for screening to be led by Emergency Department staff, withidentified
nursing champions; and the importance of the role played by research officers in early implementation, which may need to be
replicated.
Different views were expressed by key informants about which professionals were best placed to conduct screening.
Nurses and NUMs proposed that other health professionals including doctors could also feasibly undertake domestic
violence screening, which was at odds with views expressed by the medical directors, two of whom suggested medical staff
would be reticent to take up DV screening themselves, but that these same staff recognised the value of screening to patient
outcomes. One medical director noted that the medical staff workload was actually reduced where women were identified as
experiencing abuse and nursing staff took on engagement with social work.
Strongcollaboration across Emergency Departments and social workteams, and between staff in Emergency Departments
as well as leadership within the Emergency Department and from the Local Health District executive was identified by
research officers, NUMs and nurses as a strong facilitator. Research officers identified a need to incorporate culturally safe
approaches for Aboriginal women. Engagement withthe local Aboriginal Community Controlled Health Organisation
(ACCHO) in the Metropolitan site was not strong, however, consultations were held with the ACCHO’s in the rural areas who
provided support and advice, particularly in the initial phases of the project.
5.9.8 Timely social work responses
Principal investigators identified social work presence in the Emergency Department as important; its lack was noted as a
barrier in rural sites in particular. This was echoed in survey comments.
‘Having a clinician designated to respond to disclosures during business hours whom was based within the
department assisted in maintaining acceptable response times & balancing other workload.’ (Medical officer, Metro
site)
‘An Emergency Department social worker is an essential part of an Emergency Department team, and DV response is
a core part of their role. Unfortunately at this time we do not have available social worker cover for entire department
in any form, let alone 24hr cover.’(Medical officer Rural site 1)
‘Ongoing access to workers, whether specific DV or social workers, outside of regular hours, ie over weekends and
public holidays, will be crucial to having a long term impact.’ (Medical officer, Rural site 2)
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It was the perception of social workers that almost all social work responses were provided within the one hour response
time prescribed in the project protocol. Further data reported in section 5.9 (Table 26) confirms this apart from at Rural site
1, which had a median response time of 1 hour and 27 minutes and only 28% of responses provided within one hour.
Social workers and their managers identified three factors responsible for delayed response times. Firstly, the distance to
be travelled to the hospital in rural sites for after-hours call-outs, often after having a phone consultation with nursing staff
before departure, impacted response times. Secondly, the coincidence of multiple calls for social work response, during
business hours or after hours, created issues particularly where domestic violence and sexual assault responses were
co-delivered through Sexual Assault Services at Rural site 1. Thirdly, there was apparent lack of confidence or
preparedness on the part of some sexual assault service workers.
These factors were of particular relevance to both rural sites which were challenged by distance and which both used
Sexual Assault Services for part or all of after-hours responses. In addition, Rural site 1 faced staff resignations in both
the social work and sexual assault teams during the study period which impacted their capacity.
There was strong alignment between the views of social work managers in the Rural sites that adequate resources had
not been provided to support at least after-hours social work responses and that the one- hour response timeframe
created conflict with other hospital or sexual assault crisis responses. The Metropolitan site had existing social work
services available to the Emergency Department during business hours and after hours on call and established dedicated
capacity to respond to domestic violence specifically, making the social work response at this site more routine and less
exceptional. A final but important issue for social work teams was the limitation (due to a lack of allocated time to provide a
service following women up after the initial social work response which was not part of the protocol. Response without
follow-up was seen as ‘not best practice’ by social workers.
Research Officers and social workers in all study sites identified the availability of comprehensive DV services in the
community as a consideration related to contextual barriers and facilitators. Social workers and managers were
concerned about the availability (or perceived lack of availability) of external services to support women experiencing
DV in the community. It was suggested in all social work focus groups and social work manager interviews that local
health services need to engage with local DV support services to map availability of services and establish clear referral
pathways. It was the perception of social workers that almost all social work responses were provided within the onehour response time prescribed in the project protocol. Further data reported in section 5.9 (Table 26) confirms this
apart from at Rural site 1, which had a median response time of 1 hour and 27 minutes and only 28% of responses
provided within one hour. Social workers and their managers identified three factors responsible for delayed response
times.
Firstly, the distance to be travelled to the hospital in rural sites for after-hours call-outs, often after having a phone
consultation with nursing staff before departure, impacted response times. Secondly, the coincidence of multiple calls
for social work response, during business hours or after hours, created issues particularly where domestic violence and
sexual assault responses were co-delivered through Sexual Assault Services at Rural site 1. Thirdly, there was apparent
lack of confidence or preparedness on the part of some sexual assault service workers.
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5.9.9 Referral to external services
Research officers and social workers in all study sites identified the availability of domestic violence services in the
community as central to successful outcomes. Social workers and managers were concerned about lack of availability of
external services to support women experiencing domestic violence. It was suggested in all social work focus groups
and social work manager interviews that local health services needed to engage with local domestic violence support
services to map availability of services and establish clear referral pathways.
There was a high degree of overlap from key informants and also some specific contributions from participants in the
different occupational roles. These are summarised in Table 25.
Table 25: Perspectives of different stakeholder groups
Stakeholder type

Specific focus or contribution.

Nurses

Nurses uniformly strongly supported domestic violence screening and response in Emergency Departments. A
subgroup of nurses felt uncomfortable about conducting screening and identified themselves as inconsistent
screeners. Nurses identified continued practice, training, and support of champions as facilitators. Nurses were
comfortable that the social work response was of a high standard and consistently supported the one-hour
response timeframe. A clear barrier for nurses is the pressure of time in Emergency Departments, with priority
needing to be given to patient clinical needs.

Social workers

Social workers uniformly strongly supported domestic violence screening and response in Emergency
Departments, and it seemed workers were able to provide appropriate responses even where they didn’t usually
cover DV responses. This group perceived that the response had not been sufficiently resourced in the study
period (it is noted staff leave impacted on services). Social workers noted the acceptability to women of DV
screening and response and proposed stronger links be made between hospital social work services and
community domestic violence services.

NUMs

NUMs supported domestic violence screening and response but had higher levels of concern than other groups
about its impact on Emergency Department performance targets (average time in Emergency Department). NUMs
identified peer champions as key to implementation. One NUM identified the strong support at executive level for
DV screening and response as a key facilitator; another identified the perceived lack of executive support as a
barrier.

CNEs/CNCs

CNEs/CNCs have broad experience in supporting introduction of practice change in Emergency Departments.
CNEs/CNCs supported the study training and proposed the addition of simulations to support training in
interviewing and conversations about domestic violence. A key theme was supporting nurses who were less
consistent in DV screening practice.

Social work managers

Medical directors

Senior managers/
executives

Research officers

Social work managers reflected the resourcing concerns identified by social workers and identified opportunities
to locate response resources in Emergency Departments as a key issue. Social work managers were more
confident than their workers about the capability of staff to provide domestic violence-specific responses.
Logistical issues including travel time, rostering and cost of after-hours responses were issues for this group.

Medical directors had limited direct experience of its implementation but found domestic violence screening and
response in Emergency Departments acceptable. Medical directors are important in planning phases and will be key
if extending DV screening to a broader range of health professionals is considered.

This group were the principal investigators and they highlighted the importance of effective implementation planning
and sufficient implementation timeframes to the success of domestic violence screening and response. Acceptability
was high among this group. Key issues included how to replicate the support provided by research officers, the
importance of collaboration between Emergency Department and social work staff, and the importance of executive
sponsorship.
Research officers had a unique and deep perspective on domestic violence screening and response, including
planning and evaluation. They were concerned to address inconsistency in DV screening among nurses and noted
substantial effort was required to establish and then maintain screening rates among a subgroup of nurses. This
group strongly supported the need for social work resourcing in Emergency Departments as a key facilitator for
success. Training and champions were also identified as important.
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5.10 Timeliness of response and impacts on Emergency Department timeframes
5.10.1 Time taken and timeliness of response
Of 621 index Emergency Department presentations with valid times recorded for screening completion, the time taken to
complete the screening process ranged from <1 minute to 5 hours 20 minutes, with a median of 5 minutes ±2 minutes,
consistent across the three sites (Table 26). The time taken to complete the psychosocial assessment on index
Emergency Department presentations ranged from 5 minutes to 5 hours 10 minutes, with a median of 1 hour 45 minutes
±1 minute. The time taken is measured from the time of the social worker’s arrival at the Emergency Department to when
the response process was completed (Table 26). Fifty-three social work referrals were made from index Emergency
Department presentations with valid times recorded on the data collection tool, excluding three outliers where the
response was provided over the course of one day.
Also shown in Table 26 is the time taken for social workers to attend the Emergency Department following a referral of
index cases. The time taken ranged from 15 minutes +15 minutes at the Metropolitan study site, where a social worker
was assigned in Emergency Department for the study, to 1 hour 27 minutes ±42 minutes at Rural site 1. Overall,
72.9% of responses were provided within the one-hour standard across all sites. However, only 28.7% of responses
were provided within one hour at Rural site 1 while Rural site 2 provided 100% of responses to the Emergency
Department within one hour. There was insufficient data to examine relationships between response times, day of week
or time of day.
Table 26: Time taken (hr:min) to undertake screening and response – index case
Rural site 1

Rural site 2

Median/±AD

Median/±AD

Metropolitan site

Total

Median/±AD

Median/±AD

Time taken to complete
screening

n=113
0:05±0:03

n=139
0:05±0:02

n=369
0:05±0:02

n=621
0:05±0:02

Time taken to complete
social work assessment

n=4
1:47±0:37

n=8
1:54±0:50

n=41
1:45±1:05

n=53
1:45±1:00

Time taken for social
worker to attend to
Emergency Department

n=7
1:27±0:42

n=8
0:25±0:05

n=44
0:15±0:15

n=59
0:20±0:20

28.6%

100.0%

75.0%

72.9%

Social work response provided
within one hour (% of all
responses to Emergency
Department)
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5.10.2 Service Agreement key performance indicators
Figure 8 shows the trend in the percentage of patients transferred from Ambulance to Emergency Department in less
than 30 minutes since 2014. This KPI was monitored to assess whether any potential impact of this study resulted in
blockage in the Emergency Department. It is critical that people arriving by ambulance are able to get a bed in
Emergency Department in <30 minutes. There has been a clear upward (positive) trend in the percentage of patients
transferred from Ambulance to Emergency Department in less than 30 minutes since 2015 across all sites.
Figure 9 shows that the percentage of all patients who remained in Emergency Department for <4 hours has fluctuated
slightly each year since 2014, but decreased at all sites during the study period, meaning that more patients were
staying in Emergency Department for more than 4 hours. The most marked change was seen at the Rural site 1, where
the percentage of patients staying in Emergency Department <4 hours decreased from 68.9% in 2014 to 62.7% in
2017, a relative decrease of 9.0%. However, the percentage of patients meeting the <4-hour benchmark during the
study period was consistent with the same period in 2015.

Figure 8: Percentage of all patients transferred from Ambulance to Emergency Department <30 minutes, (May to
November 2014–2017)
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The percentage of all patients staying in Emergency Department >24 hours also varied within and across study sites since
2014 (Table 27) with only Rural site 1 showing an increase over time.
Figure 9: Patients with length of stay in Emergency Department ≤4 hours as percentage of all Emergency Department
presentations (May to November 2014–2017)
85%
80%
75%
70%
65%
60%
55%
50%
2014

2015

2016

2017

Rural 1
Rural 2
Metropolitan

Table 27: Presentations staying in Emergency Department >24 hours (May to November)
Year

Rural site 1

Rural site 2

n (%)

n (%)

Metropolitan site
n (%)

2014

146 (0.95%)

21 (0.11%)

470 (1.97%)

2015

170 (1.07%)

15 (0.07%)

300 (1.21%)

2016

129 (0.81%)

2 (0.01%)

292 (1.21%)

2017

225 (1.27%)

1 (0.00%)

291 (1.17%)
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5.10.3 Length of stay in Emergency Department among the study population
The Length of stay (LOS) in Emergency Departments at index presentation was compared among the eligible patient
cohort by screening outcome for each site, and ranged from <1 minute (in cases where the patient did not wait for
treatment) to 23 hours 59 minutes, with a median of 2 hours 35 minutes ±1 hour 11 minutes (Table 28). LOS for women
who were screened and scored ≥10 on the HITS tool was about 30 minutes longer than for women who scored <10, or
for whom screening was not completed, and one hour longer than women who were not approached to be screened.
Although the percentage of patients with length of stay in Emergency Department <4 hours decreased during the study
period compared to the same period in the previous years, with 64,440 patients presenting to the three study site
Emergency Departments during the study period, it is unlikely that the screening of 1,047 women was related to the
change. In particular, the median LOS for women who received a social/psychosocial work response was 3.5 hours,
which is under the four hour threshold.
Table 28: Length of stay (hr:min) in Emergency Department – index case
Rural site 1

Rural site 2

Metropolitan

site

Total

Median/±AD

Median/±AD

Median/±AD

Eligible cohort: screening
completed and HITS score
≥10

n=36
2:47±1:27

n=38
3:36±1:45

n=80
3:47±1:22

n=154
3:34±1:31

Eligible cohort: screening
completed and HITS score
<10

n=147
2:37±1.05

n=163
2:42±1:34

n=404
3:16±1:04

n=714
3:06±1:14

Eligible cohort: screening not
completed

n=81
2:18±1:08

n=47
3:10±1:06

n=123
3:22±1:25

n=251
3:06±1:23

Eligible cohort: not approached
to participate

n=1,833
2:31±1:18

n=2,633
2:35±1:14

n=3,591
2:29±1:04

n=8,057
2:31±1:10

Total eligible cohort

n=2,098
2:31±1:16

n=2,881
2:37±1:15

n=4,198
2:36±1:05

n=9,177
2:35±1:11
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6. DISCUSSION

This study in three NSW Emergency Departments of routine screening and response for domestic violence found that
17.7% of 16–45 year old women asked the questions were identified as having experienced domestic violence. Among
this group 48% received a social work response. Acceptability of screening was high among health workers involved in
the project; however, screening rates remained low, averaging 11.4%. Key barriers to screening were high volume of
patients in the Emergency Department, lack of integration with existing Emergency Department processes and
documentation, lack of privacy in Emergency Departments, staff discomfort among some nurses, and gaps in training.
Facilitators were the ease of use of the HITS tool, availability of social work response within one hour, and executive
support. These findings are discussed with reference to the literature.

6.1 Key findings and links to the research
Screening rates: The overall screening rate of 11.4% found in this study is slightly higher than the 10% rate in Emergency
Departments found in the original NSW Health pilot (Irwin & Waugh, 2001), but lower than the average of 20–25%
found in Emergency Departments in the USA and New Zealand (Kothari & Rhodes, 2006; McCloskey et al., 2005;
Stayton & Duncan, 2005; McLean, Koziol-McLain & Garrett, 2017). Where low screening rates occur, other studies have
found that women who are less educated, have low income or are black, are disproportionately the focus of screening,
reflecting stereotypes about those most at risk (Plichta, 2007). Differences across sites were found in this study, with the
Metropolitan site having a slightly, but significantly, higher rate of screening. On balance it would appear that the most
likely explanations for this were the full-time social work position located in the Emergency Department for the study
period, and greater access to after-hours social work responses. The prompt social work response when women in the
Emergency Department were identified as having experienced abuse was commented on by the range of personnel
associated with Emergency Departments as pivotal to the viability of screening as is further commented below.
Disclosure rates: A disclosure rate of 17.7% found in this study is at the top end of the estimated proportion of women
who would disclose, reported by Wilbur et al. as 4-20% for those conducted in Emergency Departments (2013), but
consistent with a recent US study that employed the HITS tool in combination with a tool to identify sexual violence which
resulted in a disclosure rate of 16.1% (Zakrison et al., 2017). It is also consistent with findings for past 12 months abuse
from the Emergency Department screening studies reported in the Sprague (2014) systematic review which ranged
from 12% to 36%.
Repeat presenters: A substantial proportion of eligible women presented more than once during the study period (18.7%)
and among this group higher rates of abuse were identified (25.9%) Disclosure rates are likely to have been enhanced
with greater opportunities for screening provided by repeat presentations; however, this outcome is consistent with the
international findings that repeat presenters to health services are more likely to be experiencing abuse (Institute of
Medicine, 2011). This points to the value of Emergency Departments as a point of identification of domestic violence and
for the potential of screening to reduce repeat Emergency Department presentations.
HITS tool: A key facilitator of screening and response included ease of use of the HITS tool, which has not previously
been used in NSW Health services; the availability of the one-hour social work response, in which nurses expressed
strong confidence; and executive leadership and support. Others have also emphasised the importance to sustainability
of screening of immediate access by women to services along with access by screeners to ongoing supervision and
training (Gutmanis, Beynon, Tutty, Wathen, & MacMillan, 2007; Malpass et al., 2014; Spangaro, Poulos, et al., 2011;
Todahl & Walters, 2011).
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Current vs historical abuse: Qualitative findings from this study indicated that although the screening questions in the
HITs tool asked about current abuse, instances of past abuse were also included. It is not surprising that women readily
disclosed past abuse, as there is evidence that many women only disclose once they are safe (Evans & Feder, 2016). This
points to the need to be very clear with both health workers and patients that the focus is on those currently at risk.
Notwithstanding this, disclosures of historical domestic violence are common when screening for current abuse. A client
centred approach could include protocols forvalidation, referral and documentation when instances of historical abuse are
disclosed and an immediate social work response is not required.
Pressure of time and volume in Emergency Departments: A primary barrier to screening which likely contributed to low
screening rates was busyness of staff and the pressure of time in Emergency Departments which was clearly identified in
surveys, focus groups and key informant interviews and is cited as a major barrier in a systematic review of 22 screening
studies (Sprague et al., 2012). Compared to other NSW Health settings where screening has been implemented,
Emergency Departments have much higher volume of patients along with KPIs with tight length of stay targets which
drive practice. This points to the benefit of keeping any screening initiative tightly targeted to reduce impact. There is a
tension here with feedback from some nurses that the criteria should have been broader, for example to include men or
women of all ages.
These concerns are understandable, particularly for nurses who have encountered men or older women who have
experienced abuse. However, time and volume constraints in Emergency Departments suggest the need to maintain a
focus where risk and prevalence is greatest, recognising that there is no impediment to staff inquiring about domestic
violence of any patient where indicators are present. The challenging influenza season in 2017 may mean that the study
was undertaken under unusually stressed circumstances.
Understaffing and shift vacancies and the use of agency staff resulted in a number of nursing staff not being trained in
screening and not able to partite in the study.
Integration of processes: The integration of DV screening tools into clinical processes (for example admissions, taking
observations, internal referral) and systems (for example FirstNet, electronic medical records) would also maximise the
efficiency of screening. The lack of integration of Emergency Department processes and documentation, which was
inevitable given that this was a feasibility study, was nonetheless clearly identified as a major barrier by all stakeholders. As
Emergency Departments across New South Wales use either hard copy files, electronic files or a combination of both,
future implementation would need to address how best to integrate state wide tools into processes and documentation.
The introduction of electronic systems providessignificant opportunity for flagging eligible patients (eg by age/ gender) which
would reduce the administrative burden and reliance on staff motivation. Lack of integration in systems has been identified as
a major barrier to screening in a recent systematic review (Alvarez, Fedock, Grace, & Campbell, 2017), which suggested
the need for clear system-level guidance and mandatory strategies.
Opportunities exist with the rollout of electronic systems, such as FirstNet, to embed prompts and tools including
response guidestriggered by presentations withineligible age and gender categories. Inclusion of screening tools in
electronic record templates is likely to impact on both scale up as well as outcomes for women.
Other options may include use of self-administered tools, making use of mobile tablets in the Emergency Department,
which tends to lead to higher rates of disclosure and better overall satisfaction among women, as a recent systematic
review concludes (Hussain et al., 2015). Furthermore, of the seven Emergency Department studies reporting past 12
months abuse included in the Sprague et al (2014) systematic review, the one with the highest disclosure rate of 36%
employed computer-based screening. Caution is warranted in this respect as interventions of this type do not remove the
need for a caring and non-judgemental approach by nurses delivering screening, due to the relational nature of
screening and decisions to disclose abuse (Chang et al., 2012; Palmer, Yelland, & Taft, 2011; Spangaro et al., 2016).
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Yet growing success with different versions of an online safety decision-making tool trialled in the USA, Canada, New
Zealand and Australia for women who are experiencing current abuse (Alvarez, Debnam, Clough, Alexander, & Glass,
2018; Glass, Eden, Bloom, & Perrin, 2010; Koziol-McLain et al., 2018) points to the merit of considering a range of options
for delivering interventions to women.
Privacy: Across study sites nurses raised the barrier of being unable to establish sufficient privacy to conduct a
confidential conversation in the Emergency Department environment. This is a recognised challenge of screening
(DeBoer, Kothari, Kothari, Koestner, & Rohs, 2013; Furniss, McCaffrey, Parnell, & Rovi, 2007; Spangaro, Poulos, & Zwi,
2011), yet it was also regarded by a number of key informants in the study as a proxy for staff discomfort with screening
in someinstances.
Variable screening rates: Qualitative findings in this study supported the survey results suggesting that most of the
screening was conducted by a group of nurses confident in undertaking screening who did it consistently, whereas other
nurses who did not successfully complete screening regularly or at all. Selective screening is a well-known phenomenon
(Ahmad et al., 2017; Alvarez et al., 2017), with staff discomfort identified in one study as the biggest barrier to screening
(Sprague et al., 2012).
Training: Studies highlight insufficient training as a key barrier to consistent screening practice (DeBoer et al., 2013;
Power, Bahnisch, & McCarthy, 2011; Sprague et al., 2012), which affects rates of both asking and disclosure (Ahmad
et al., 2017).
In this study nursing staff received one hour of training, with some also receiving additional in-service training. Key
stakeholders agreed that this left gaps. One hour of training has elsewhere been found to be insufficient to increase
screening rates of Emergency Department medical residents above 5% or to improve their comfort level (Hammock et
al., 2017). In a separate study, paediatricians required six sessions of training to increase screening rates from 24% to
60% (Gibbons, Holmes, Bragg, & Neeman, 2018). Other studies find that training needs to be ongoing and to cover
ambiguous presentations (i.e. those where health workers are unclear if violence is occurring or not), responses to
disclosure and risks posed by former partners (Hinsliff-Smith & McGarry, 2017; Wolff, Cantos, Zun, & Taylor, 2017).
Social work responses: The value to nursing and medical staff of a social work response within one hour when
women disclosed domestic violence was a clear finding from the study. That women remained in ED pending arrival of
the social worker is consistent with a desire for specialist support by these women. Lack of availability at times of the
social work response acted as a barrier to screening. Nurses were hesitant to raise experiences of domestic violence if
they were not confident that the health system could provide an appropriately empathetic and comprehensive response
to women who disclosed during their Emergency Department presentation. Social workers were concerned that
adequate resources had not been allocated in the study to support an effective social work response. This was
particularly the case with resourcing after-hours callouts, which the two rural sites reported difficulties covering. The
lack of alternative community-based resources to address domestic violence was also noted by social work services.
Respondents commonly proposed that a dedicated social work position embedded in the Emergency Department
would be the most effective response. The low rates of screening between 6pm and 12am and on weekends, both
periods when social workers are not on site, may support the critical nature of the timely social work response.
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Overall, staffing issues impacted on Rural Site 1 and at the two other sites for at least two monthly reporting periods
each. Social work Staffing at Rural Site 1 in the response team were so significant that the whole response was outsourced to the Sexual Assault Service (SAS) in the first two months of the study period through to its conclusion. The
SAS experienced its own staffing issues; response times for this were not affected but prioritising the study over SAS
matters reportedly impacted on SAS responses.
The value to health workers of prompt response by social workers when women disclose in response to screening is
recognised in other studies (Alvarez et al., 2018; Spangaro, Poulos, et al., 2011) and aligns with the NSW Domestic
Violence Death Review Team reccomendation for a 24 hour Emergency Department psycho-social response.
Consideration for future social work response could include greater use of risk assessment tools for women identified in
Emergency Departments, which is warranted in light of the risk of lethal assaults faced by this group of women
(Brignone & Gomez, 2017 ) as outlined in the literature review. Brief tools with high predictive value can assist health
providers to differentiate patients who require comprehensive safety interventions (Snider et al., 2009).
Aboriginal women: Consistent with the literature, significantly higher rates of abuse were identified among Aboriginal
women, although they were less likely to be asked the screening questions. While all women were under-served by
the project based on screening rates, Aboriginal women seem to have been disproportionately disadvantaged.
Normalising of screening in practice would reduce the potential for unconscious bias and reduce women’s perception
that they are being targeted for domestic violence assessment. Feedback was sought from the Aboriginal
Communities Matter Advisory Group in relation to these findings, as described in Section 3.5.1. The group expressed
its support for Emergency Department screening for domestic violence, indicating that it represented an enhanced
level of care.
They also noted issues with privacy and reiterated the importance of identifying strategies for improving screening rates,
including potential use of computerized question and response. The group also noted that the high degree of support from
health workers for screening was unexpected but encouraging.
Acceptability of screening to staff: A high degree of acceptability of screening in Emergency Departments is one of the
most consistent findings of the study, across different professions, sites and data sources.
A critical factor identified by all stakeholder groups and in all study sites in relation to the acceptability and feasibility of the
model of DV screening and response in Emergency Departments is that DV screening and response needs to be a
ground-up response led by Emergency Departments, supported by:
•
•
•

executive leadership
established relationships and governance structures
formal protocols

•

social workers located in the Emergency Department

The support for screening was such that, at the time of completing the evaluation, two of three sites planned to continue
Emergency Department screening, though no policy mandate required it. Acceptability to women who had experienced
abuse and were screened has already been well documented in other studies and was outside the scope of this study;
however, the nurses and social workers involved in the evaluation indicated that women with whom they had contact
appreciated the intervention, with no negative responses reported in the focus groups. Screening and response acts not
only to identify women who are experiencing current abuse, but also to build capacity and sensitivity among health
workers and systems to identify and respond to abuse, and to flag health services as a future point of help. In this way it
acts as a complex intervention (O’Campo, Kirst, Tsamis, Chambers, & Ahmad, 2011).
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The literature indicates that health workers have been slower to support the introduction of screening than have abused
women, although there is evidence that once they have gained experience with screening tools, acceptability grows
(DeBoer et al., 2013; Hammock et al., 2017 ), particularly where tools are short and simple to use and interpret (Feder et
al., 2009; Spangaro, Poulos, et al., 2011). The South Australian study trialling Emergency Department screening had
cautious support of staff, particularly at times of the day when the social worker was available to provide immediate
response (Power et al., 2011). In that study staff agreed that the Emergency Department was an appropriate place to ask
about domestic violence, although issues regarding safety, privacy, time and training were also identified.
Impact on Emergency Department time frames: In relation to length of stay findings, as the relative volume of women in this
study compared with the entire Emergency Department throughput was minimal, any small fluctuations seen in the KPI
data is unlikely to be attributed to this study. Similarly, although the percentage of patients with length of stay in Emergency
Department <4 hours decreased during the study period compared to the same period in the previous years, with 64,440
patients presenting to the three study site Emergency Departments during the study period, it is unlikely that the
screening of 1,047 women was related to the change. In particular, the median length of stay for women who scored
>10 on the HITS tool was 3.5 hours, which is under the four-hourthreshold.

6.2 Limitations
This mixed-methods study had the following limitations. The screening criteria and questions were not integrated into
electronic health records and assessment processes, instead requiring manual processes with paper forms. This is not
typical of practice at two of the three sites or future practice at all hospitals as electronic medical records become universal.
It may also have contributed to lower screening rates.
Although strenuous efforts were made to include all affected personnel in the staff survey and focus groups, it is possible
that those who responded were not typical of the experiences of health professionals more broadly in relation to the
screening project. In addition, it was considered important to include the voices of medical officers, although, as they
were not involved in conducting screening or the response, their knowledge of the project would have been more limited.
This may have contributed to their lower response rate than the other two groups of professionals, which reduced the
overall response rate.
Similarly, it was decided for reasons of inclusiveness to invite all professionals who had been rostered in the Emergency
Department at any time during the study, including those who were no longer on rotation there, which may have had the
same effect.
In relation to length of stay data, as noted at Section 4.3.1, because Emergency Department Short Stay Unit (EDSSU)
data could not be analysed it is possible that the true length of stay in Emergency Department for women who were
screened in EDSSU will be underestimated. As regards to calculating costs of screening, comparative on-costs for social
workers from previous years were not available to help determine any potential increase in service demand. Data on
presenting problems and diagnosis was not coded consistently across the study sites and were not included in the
comparisons.
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7. RECOMMENDATIONS

Screening for domestic violence in NSW Emergency Departments is feasible and acceptable. However, prior to becoming
mandated across NSW, further testing and modification is indicated. It is recommended that any further testing considers
the following implications:

Recommendation 1
Further research is required which addresses low screening rates through the integration of processes and documentation
include flagging patients for screening, smooth referral pathways to social work, and facilitated recording in clinical
records. To address low screening rates consideration could be given to testing computerised screening, potentially in
combination with other e-health initiatives, as part of supportive nursing care in Emergency Departments.

Recommendation 2
Further research should measure acceptability of proposed models to women, with follow-up of participants to determine
which aspects of the response were more and less useful, including tool, timing, setting, process, social work response /
onsite response, and to record any actions taken by women as a response to the intervention.

Recommendation 3
The HITS tool and one-hour follow-up by social work to women where current domestic violence is identified were
features of this intervention which were supported by staff and should be retained in future rollout or testing.

Recommendation 4
While some feedback was received that age and gender criteria should be broadened, the low screening rate overall
and feedback about ED workload indicate the value of narrowly scoped inclusion criteria to manage volume. Focussing
on younger women is a key way to achieve this, ensuring a focus on those most at risk.

Recommendation 5
Further testing of an Emergency Department screening and response should establish the requirements for and consider
consistency of implementation and should incorporate:
•
•
•

electronic flagging tools to identify those who meet criteria for screening (eg by age and gender) to reduce staff
burden;
a requirement for executive sponsorship of screening and response;

•

a communication strategy which includes information about the rationale for the screening inclusion criteria and
screening tool;
a contextual definition of privacy and examples of sufficient privacy;

•

establishment of the minimum requirements to train of nurses and social workers;

•

quantified and developed resources and training budgets;

•

common key performance indicators which reflect the additional work for Emergency Departments in conducting
screening;

•

a common evaluation and monitoring framework;

•

a significant implementation lead time for Local Health Districts, to facilitate engagement with key stakeholders,
establish appropriate implementation supports, and map available resources in the health service and local
community.
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Recommendation 6
The findings suggest that a dedicated social work position in Emergency Department would be beneficial to support DV
screening in Emergency Departments, along with resourcing for patient follow-up.

Recommendation 7
Any further implementation or testing of screening requires more time to be allocated to training for nurses, and
conducted over multiple sessions which include simulations as well as cultural sensitivity and safety for Aboriginal
women in light of lower screening and higher prevalence rates of these groups of women.

Recommendation 8
Any further implementation or testing should give consideration to a structured social work response using validated risk
assessment and safety planning tools to ensure women at heightened risk of lethal abuse are identified and supported.

Recommendation 9
Future planning for initiatives in relation to domestic violence including research should continue to consult closely with
expert Aboriginal advisors to ensure initiatives meet community expectations.

Recommendation 10
Nurses are well placed to conduct screening in all situations where patients have contact with a nurse as part of an
Emergency Department episode of care. Local planning for any future testing needs to recognise the pivotal role played
by Emergency Department Nurse Unit Managers and Clinical Nurse Educators, who need to be engaged early.

Recommendation 11
Written materials given to women who participate in screening should be reviewed, given the low use by nurses and
views expressed by participating health professionals of the unsuitability of the current Z card.

Recommendation 12
Initiatives to address discomfort on the part of nursing staff about asking women about their experiences of domestic
violence should be addressed locally as part of any further implementation including: ongoing professional development
on DV; case discussions; and access to confidential support services for staff who have personal experiences of
abuse.
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8. APPENDICES
Appendix 1: NSW Emergency Department Triage categories
Triage category

Description
People who need to have treatment immediately or within two minutes are categorised as
having an immediately life-threateningcondition.

1

People in this group are critically ill and require immediate attention. Most would have arrived
in Emergency Department by Ambulance. They would probably be suffering from a critical
injury or cardiac arrest.
People who need to have treatment within 10 minutes are categorised as having an
imminently life-threatening condition.

2

People in this group suffer from a critical illness or are in very severe pain. People with
serious chest pains, difficulty in breathing and severe fractures are included in this group.
People who need to have treatment within 30 minutes are categorised as having a
potentially life-threatening condition.

3
People in this group suffer from severe illness, bleed heavily from cuts, have major fractures,
or be dehydrated.
People who need to have treatment within one hour are categorised as having a
potentially serious condition.
4
People in this group have less severe symptoms or injuries, such as a foreign body in the
eye, sprained ankle, migraine or earache.
People who need to have treatment within two hours are categorised as having a
less urgent condition.
5
People in this group have minor illnesses or symptoms that may have been present for more
than a week, such as rashes or minor aches and pains.
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Appendix 2: Variables used from Emergency Department data collection system and cost
calculations
Emergency Department administrative data base extraction
In order to fully understand the reach of DV screening and providing a response in EDs it was necessary to understand any
potential differences between:
1) Women who complete the screening process;
2) Women who do not complete the screening process; and
3) Women who were potentially missed in the busy Emergency Department environment.
Therefore demographics, administrative information, and primary reason for presentation to the Emergency Department
were obtained for the three groups. The variables of interest that were extracted from the site Emergency Department data
bases were:
•

MRN

•

Nursing Assessment

•

Arrival date and time

•

•

Triage date and time

Diagnosis – Provisional OR Discharge Diagnosis OR
Principal Diagnosis

•
•

Mode of arrival
Nurse seen date time

•

Nurse Practitioner seen date and time

•
•
•

Departure Ready date and time
Actual Departure date and time
Mode of separation

•

Doctor seen date and time

•

Departure Destination (Code)

•

Date of birth

•

Departure Destination (Description)

•

Triage Category

•

•

Marital Status

•

Aboriginality

•

Age at Emergency Department presentation
(derived)
Day of presentation (derived)

•

Country of birth

•

EDSSU Admission (derived)

•

Presenting problem

•

EDSSU Episode Start date and time

•

EDSSU Episode End date and time

The last three variables in relation to EDSSU admissions are derived from the Admitted Patient Data Collection and
added to the Emergency Department extract. Data extraction was undertaken at each study site by the Emergency
Department Data Manager or their delegate.
Estimated cost of screening and response service
Information about costs was collected for the following aspects of the study:
•

Training of Emergency Department nursing staff, including relief staff during training.

•
•

Training of staff providing social work / psychosocial responses.
Extra staff supervision.

•

Provision of a 24/7 psychosocial on-call response team.

•
•

Provision of extra psychosocial services to the Emergency Department.
Z cards – number distributed.

•

Cost of providing the training by Education Centre Against Violence (from provider).
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Estimated costs associated with providing social/psychosocial services responses to Emergency Department
Number of
cases X
average hours

Cost/hour
($)

Metropolitan
site ($)

Total
cost ($)

Rural site 1
Response to Emergency Department
within business hours (including follow
up)
*Response to Emergency Department
outside of business hours
**Follow up outside of business hours
cases within business hours

12 x 5

49.06

245.30

2,943.60

6x3

81.77

245.31

1,471.86

6x2

49.06

98.12

588.72

Sub total

5,004.18

Rural site 2
Response to Emergency Department
within business hours (including follow
up)

6x4

49.06

196.24

1,177.44

*Response to Emergency Department
outside business hours

17 x 3

81.77

245.31

4,170.27

**Follow up outside of business hours
cases within business hours

17 x 2

49.06

98.12

1,668.04

Sub total

7,015.75

Metropolitan site
Response to Emergency Department
within business hours

51 x 3.5

49.06

171.71

8,757.21

*Response to Emergency Department
outside business hours

22 x 3.5

84.10

294.35

6,475.70

**Follow up outside of business hours
cases within business hours

22 x 2

49.06

98.12

2,158.64

Sub total

17,391.55

Total cost of responses within
business hours

17,293.65

Total cost of responses outside of
business hours

12,117.83

Grand total

29,411.48

* Estimated 3 hours per call out. Award rate after hours is 1.5 the hourly rate for the first 2 hours and double time for eac h hour thereafter. Minimum
call out is 3hrs. NSW Health Service Heath Professionals (State) Award 2017. http://www.health.nsw.gov.au/
careers/conditions/Awards/health_professional.pdf
** 2 hours follow up per case which was done during business hours at normal hourly rates
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Appendix 4: Nurse screening and data collection form
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Appendix 4: Social work response data collection form
HITS Data collection tool V7

25 November 2016

Insert NSW Health logo here

MRN:
Cohort: Women aged 16—45 years
(For study ~ Born 1972 - 2001)

DOMESTIC VIOLENCE SCREENING AND RESPONSE PROJECT
Additional data collection: Social work/ psychosocial staff to complete
This is NOT a NSW Health form and should NOT be attached to the patient’s file. A clinical note is required.
Note: This section is to be completed after patient has been seen by social work/psycho-social staff.

Date:

/

/ 2017

Gender of staff (tick one):

F Time assessment started:

M

(24-hour time)

Interpreterrequired (tick one):

Yes

No

Aboriginal Liaison Officer required (tick one):

If yes, language
Yes

No

Unable to complete assessment: (tick whichever box applies):
Yes

No

1.

Left ED before seeing the Social worker/Psychosocial staff member

2.

Refused to speak with Social worker/Psychosocial staff member after they arrive for assessment Yes No

For clinical use only
Number of children aged less than 18 years in household:

SOCIAL WORK/PSYCHOSOCIAL RESPONSE

(tick one for each action):

Risk Assessment Complete:

Yes

No

Social Work Admission to hospital:

Yes

No

Safety Planning:

Yes

No

Report to NSW Police Force:

Yes

No

MRG Undertaken:

Yes

No

Information Provided:

Yes

No

Report of Risk of Significant Harm:

Yes

No

Referrals made:

Yes No

Time assessment and referral process (if any) ended

(24-hour time):

ADDITIONAL COMMENTS ABOUT THE SOCIAL WORK/PSYCHOSOCIAL RESPONSE/ REFERRAL:
(eg. further information about where the client was referred etc)

ADDITIONAL COMMENTS FOR RESEARCHER:
(eg. impact of referral on social work resources, demographic or health issues of patient)

NSW Health domestic violence screening and response in NSW Emergency Departments: Feasibility study

85

Appendix 5: Staff survey
Domestic Violence Emergency Department Screening and Response Project – Staff Survey
You are invited to contribute to the evaluation of the NSW
Health Domestic Violence (DV) Screening and Response
in Emergency Departments (EDs) project. The purpose
of this project is to examine the feasibility of targeted
routine DV screening and responses in EDs in NSW. You
have been invited to complete this staff survey because
your (Local Health District or Specialty Health Network)
was recently involved in a six month project of the
screening and response intervention in your ED and we
value your opinion.

SECTION 1. INTRODUCTION
Did you work at or provide services to (insert hospital
name) between May and October 2017 during the
Domestic Violence Screening and Response in
Emergency Departments project?
Yes (please continue to Section 2).
No, I did not work at or provide services to this
hospital during this project. Thank you. You do not
need to complete this survey

SECTION 2. ABOUT YOU
Your participation in this survey is voluntary and
completely anonymous and should take less than 8
minutes to complete.
If you are completing a paper copy, place your completed
questionnaire in the secured locked box (each site to
complete specific details of location for submission). Data
will be stored in a secure database at the Ministry of
Health for analysis.
Once your survey has been submitted (either
electronically or in paper copy), your response will not be
identifiable, and so will not be able to be removed or
withdrawn from the study. The combined results will feed
into the final report and recommendations. Project sites
will not be specifically identified in the final report, but will
be reported as Rural 1, Rural 2 and Metropolitan site.
Your (LHD or SHN) will receive a summary of results
specific to your site.
Please select only one response for each of the following
questions
1. What is your gender?
Female
Male
Prefer not to answer
2. Please indicate which age range you fit into:
Less than 25 years
25 to 34 years
35 to 44 years
45 to 54 years
55 years or older
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Appendix 5: Staff survey (continued)
3. Which hospital do you work in or provide
services to?
Rural 1
Rural 2
Metropolitan
4. What is your involvement with the ED?
Permanently assigned to ED
Permanently on rotation to ED
On-call to ED afterhours
Agency/Contractor

SECTION 3. PROFESSIONAL EXPERIENCE
WORKING WITH VICTIMS OF DOMESTIC
VIOLENCE
Please select only one response for each of the following
questions
7. Prior to the DV screening and response in ED
project, how would you describe your level of
experience in working with victims of domestic
violence?
No prior experience at all
Very limited experience
Some experience
Moderate level of experience

Other (please specify)
High level of experience

5. What is your usual role in thehospital?
Registered Nurse
(incl. EN, RN, CN, CNC, CNS)

8. Prior to the DV screening and response in ED
project, how would you describe your level of
confidence in responding to victims of domestic
violence in a professional capacity?
Not at all confident
Slightly confident

Social Worker/Psychosocial worker
Somewhat confident
Medical officer
Fairly confident
Other (eg. AIN) (please specify)

Very confident

6. How many years have you been qualified in your
current occupation?
Not yet qualified / student
< 1 year
1 to < 5 years
5 to < 10 years
10 + years
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Appendix 5: Staff survey (continued)

SECTION 4. TRAINING
9. What training did you participate in, in relation to
domestic violence for the purposes of the DV
screening and response in ED project? (tick all that
apply)
None
Please specify the reasons why, then Go to
Section 5, Question 11.

10. What areas do you consider you needed more
training or information on for the DV screening and
response in ED project?
No gaps – training was sufficient
Definition/understanding of the nature of
Domestic Violence
Local procedures/protocols
Engaging with women to complete the
screening

OR Please select all that apply
Attended DV Screening Information Session for
all ED staff (delivered by ECAV)

Setting up a private space to undertaking
screening or to provide a response
Undertaking DV screening using the HITS tool
Responding to disclosures by women

Attended Psychosocial & Social Worker 1 day
training (delivered by ECAV)
Attended other site specific training targeted at
medical officers
Attended other ECAV DV courses Completed
HETI online DV training
Attended training provided by the site/local
project team
Other (please specify)

Dealing with ambiguous situations
Addressing Aboriginal issues
Addressing CALD issues
Conducting risk assessments
Developing a safety plan
Making referrals to support services
Mandatory reporting requirements
Other (please specify)
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Appendix 5: Staff survey (continued)

SECTION 5. YOUR EXPERIENCE DURING THE DV SCREENING AND RESPONSE IN ED PROJECT
11. Overall, how would you rate the following aspects of the project?
Please select one response for each line
1= Very poor; 2= Poor; 3= Fair; 4= Good; 5= Very good; 6= Don’t know
Very
poor
1

Poor

Fair

Good

3

4

2

Very
good
5

Don’t
know
6

a. Support from management at my hospital
b. Support from other health workers at my
site
c. Information to help promote the project from
the Department Heads
d. Practical adjustments in the physical
environment to allow space for maximum
patient privacy
e. Communication between staff
involved in the DV screening and
response process
f. Usability of the HITS domestic
violence screening tool
g. Usability of the psychosocial/social work
data collection tool
h. Appropriateness of 1 hour response
timeframe for social worker/
psychosocial staff
i. Clarity about processes and procedures in
relation to the project
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Appendix 5: Staff survey (continued)
12. Approximately how many women did you
screen for DV during the DV screening and
response in ED project?
Not applicable – it’s not part of my role
(Go to Question 15)
OR Please select only one box
None (Skip Question 13 and
go to Question 14)
1-5 women
6-10 women
11-20 women

14. Which, if any, of the following factors created the
most difficulties for you in asking women the DV
screening questions? (please tick all that apply)
High number of eligible women to be
screened
Ability to remember to screen in ED
Unclear about how to engage with the target group
Lack of clarity about local procedures/ protocol
Separating women who were accompanied by
partner or other family members
Not feeling confident about responding if a
woman disclosed DV

21-30 women

Women’s reluctance to be screened for DV

More than 30 women

Women’s perceptions that the questions
were inappropriate to be asked in the ED

13. Approximately how many women that you
screened disclosed DV during the screening
process? Please select only one box

Language or cultural barriers
Competing demands within the ED
None of the above

None
1-5 women

Other (please specify)

6-10 women
11-20 women
21-30 women
More than 30 women
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Appendix 5: Staff survey (continued)
15. To what extent do you agree with the following statements?
Strongly
Agree

Agree

Uncertain

Disagree

Strongly
disagree

a. It is appropriate to conduct domestic
violence routine screening in the ED at my
hospital.
Comments:
b. It is acceptable to have domestic violence
routine screening undertaken in the ED at
my hospital.
Comments:
c. The DV screening and response in ED
project had a positive impact on the care
of women who were screened at my
hospital.
Comments:
d. The DV screening and response in ED
project had a negative impact on patient
flow in the ED at my hospital.
Comments:
e. The DV screening and response project was
disruptive to the overall functioning of the
ED at my hospital.
Comments:



Nursing staff go to Section 6



Social work and Psychosocial service staff go to Section 7



Medical officers and all other health professionals go to Section 8.
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Appendix 5: Staff survey (continued)

SECTION 6. NURSING STAFF ONLY
16. Considering your experience during the project - how prepared do you feel to carry out the following into the future:
Please select one response for each line
1= Not at all prepared; 3= Moderately; 5= Very well prepared
Not at all
prepared
1

Very well
prepared

Moderately
2

3

4

5

a. Ask screening questions about
domestic violence
b. Respond when domestic
violence is disclosed
c. Provide written information to the
woman when domestic violence
is disclosed
d. Discuss social work/ psychosocial
work referral options with the
woman when domestic violence is
disclosed

Go to Section 8.
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Appendix 5: Staff survey (continued)

SECTION 7. SOCIAL WORKERS/PSYCHOSOCIAL WORKERS ONLY
17. Approximately how many women did you provide support to after disclosure of DV during the DV screening and
response in ED project?
OR Please select only one box
None
1-5 women
6-10 women
11-20 women
21-30 women
More than 30 women

18. Considering your experience during the DV screening and response in ED project, how prepared do you feel to
carry out the following into the future:
Please select one response for each line
1= Not at all prepared; 3= Moderately; 5= Very well prepared

Not at all
prepared
1

Very well
prepared

Moderately
2

3

4

5

a. Help a woman experiencing
domestic vio-lence assess her risk
b. Help a woman experiencing
domestic violence create a safety
plan
c. Make appropriate referrals for
domestic violence
d. Fulfil reporting requirements to the
police
e. Fulfil reporting requirements for risk
of significant harm to children/young
people

Go to SECTION 8
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Appendix 5: Staff survey (continued)

SECTION 8. COMMENTS
19. Finally, do you have any comments that you wish to make after completing this questionnaire in relation to factors
which contributed to the successes or problems with the DV screening and response in ED project, or suggestions for
considering future rollout or research on this initiative?

Thank you for taking the time to complete this survey. Your responses will provide important data to understanding the
impact of the project.
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Appendix 6: Focus group topic guide
Table A5.1 reports the questions for nursing staff. Those used for social workers follow in Table A5.2.
Questions labelled “All” were common to both groups.

Table A6.1: Nurse focus group questions
Audience

Question No.

Topic

Question

All

PI 1

Participant
introductions

Name + role in ED

All

PI 2

Participant
introductions

Participation in training for this
study (Y/N)

PI 3

Participant
introductions

How many women did you
screen as part of the study?
(estimate)

PI 4

Participant
introductions

How many women disclosed DV
to you? (estimate number 1-5,
6-10, 11-20,
21-30, more than 30)

All (modified)

Nurses

Nurses

1

Identifying for
screening

How did you adapt the inclusion
criteria for screening in
practice? (if at all)

Identifying for
screening

Were there any difficulties in approaching women who met the
inclusion criteria, that might
have prevented you from
undertaking screening of that
woman?

3

Acceptability

On the whole, how did most
women react to being asked
about DV at their ED visit?

4

Undertaking
screening

How easy or hard did you find
the HITS questions to use for
screening?

Nurses

5

Undertaking
screening

Were the HITS questions
appropriate, in terms of ease of
understanding?

Nurses

6

Undertaking
screening

How easy was it for you to
use the scoring tool and
threshold for referral?

Availability of
response

What difference did the
availability or response time of
social work staff make, for you
and for women?

Nurses

All (modified)

Nurses

Nurses

2

7
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Probe 1

Probe 2

Age range, triage
categories, influence of
presenting condition to
whether screening
undertaken

Physical environment
(privacy), social work
(culture /language /
privacy), clinical care
needs, time available,
high number of eligible
women

Only if needed for example
acceptance, surprise,
anxiousness

Language, culture. Did
particular groups of
women have greater
difficulty?

Were you less likely to
undertake screening
when you knew
response times would
be longer than onehour?

Were women more
likely to refuse
referral when longer
response times
were expected?

95

Audience

All

All

All

Question No.

8

9

Final

Topic

Question

Acceptability

Which aspects of asking about
DV did you perceive were
particularly appreciated by
women?

Expansion

General

If DV screening and response
in ED were to continue, how
could it be adapted into clinical
practice to make it routine?

Probe 1

Probe 2

Culture, language,
particular groups of
women. Was written
information significant?

Which aspects of
asking about DV
and referral did
you think didn’t
work so well?

Process for
identifying people
for screening

Thank you for your input to
those questions. Do you have
any other comments about your
experience screening or
responding to DV in the ED?

Table A6.2: Social worker focus group questions
Audience

Question No.

Topic

Question

All

PI 2

Participant
introductions

Participation in training for this
study (Y/N)

All

PI 2

Participant
introductions

Participation in training for this
study (Y/N)

PI 3

Participant
introductions

How many women did you see,
as part of a response to
screening in this study?

1

Acceptability

On the whole, how did most
women react to being asked
about DV and referral to social
work at their ED visit?

Only if needed - for
example acceptance,
surprise, anxiousness

2

Implementation of
response

Were there times when a
response was not possible within
one-hour?

If so, how often did that
occur?

Were there any instances when
you were called for a possibly
inappro-priate referral?

For example, when the
DV was historical and
the woman didn't want
to talk, or the woman
was connected with
services already

All (modified)

All (modified)

Social work

Social work

3

Implementation of
response

Social work

4

Implementation of
response

How could the tool be modified
to more accurately assess
current safety issues?

Acceptability

Were you aware of any woman
being at greater risk of harm
because of being asked about
DV in the ED?

Social work

5
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Probe 1

Probe 2

What happened?

Can you tell us the story?

96

Audience

All

All

All

All

Question No.

6

7

8

Final

Topic

Acceptability

Acceptability

Expansion

General

Question
Which aspects of asking about
DV did you perceive were
particularly appreciated by
women?

Probe 1

Probe 2

Culture, language,
particular groups of
women. Was written
information significant?

Which aspects of asking
about DV and referral did you
think didn’t work so well?

If DV screening and response
in ED were to continue, how
could it be adapted into clinical
practice to make it routine?

Thank you for your input to
those questions. Do you have
any other comments about your
experience screening or
responding to DV in the ED?
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Appendix 7: Key informant interview guide
Some questions were asked of all interviewees; others were specific to informant types, as indicated
Audience 1

Audience 2

Audience 3

Question No.

Topic

Question

All

PI 1

Participant
introductions

Name + role in ED

All

PI 2

Participant
introductions

Participation in training for
this study (Y/N)

All (modified)

All (modified)

All

All

All

PI 3/4

Participant
introductions

Did you personally screen
or respond to any women
as part of the study? If so,
how many? (estimate)

1

Implementation

Could you describe how
your role of (ED NUM/
RO/MGRS ETC) has
been part of the study
- what have been your
responsibilities?

2

Implementation

Were these responsibilities
the same as you expected
when the study
commenced?

Implementation

What have been your
observations about how
screening and responding
to DV in the ED has
worked?

Acceptability

How have staff in your
team reacted to DV
screening and response in
the ED?

3

4

All

5

Implementation

What barriers have been
encountered, from your
perspective, in
implementing DV screening
and response?

All

6

Implementation

How have those barriers
been overcome?

Training

What are your views
regarding the training
that was provided by
ECAV?

Training

How could ongoing
training be managed if
DV screening became
routine?

CNEs

CNEs

Probe 1
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How has your role
changed during
implementation?

What have been their
comments or
concerns expressed
to you?

Were any barriers
intractable despite
best efforts to
overcome them?
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Audience 1

ED NUM

All

All

Audience 2

RESEARCH
OFFICERS

Audience 3

Question No.

SOCIAL
WORK
MANAGERS

Topic

Implementation

7

Final

Expansion

General

Question

Probe 1

Was there any element of
DV screening that you
would say was particularly
successful in terms of
identifying and responding
to women experiencing DV
in an ED setting?

If DV screening and
response in ED were to
continue, do you have any
comments about what
would be required?

For example, human
and financial resources,
patient flow
management,
adaptations for clinical
practice

Thank you for your input to
these questions. Do you
have any other comments
about your experience
screening or responding to
DV in the ED?
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