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Acronyms and glossary  

Acronyms 

Term Description 

ACCHO Aboriginal Community Controlled Health Organisation 

ACI NSW Agency for Clinical Innovation 

BHI Bureau for Health Information 

CALD Culturally and linguistically diverse 

CASACAL Child Abuse and Sexual Assault Clinical Advice Line  

CEC Clinical Excellence Commission 

CPCS Child Protection Counselling Services 

ECAV NSW Health Education Centre Against Violence 

HETI Health Education and Training Institute 

HREC Human Research Ethics Committee 

IPARVAN Integrated Prevention and Response to Violence, Abuse and Neglect 

JCPRP Joint Child Protection Response Program 

JRU Joint Referral Unit 

KLE Key line of enquiry (the evaluation questions) 

LHD Local Health District 

MDS Minimum Data Set 

MOU Memorandum of Understanding 

NAP Non-Admitted Patient (dataset) 

NGO Non-governmental organisation 

PARVAN Prevention and Response to Violence Abuse and Neglect  

SAM Safety Action Meeting 

SANE Sexual Assault Nurse Examiner 

SAS Sexual Assault Services 

SCHN Sydney Children’s Hospitals Network (SCHN is comprised of Westmead and Randwick campuses) 

SHN Specialty Health Network 

SSA Site Specific Approval 
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Term Description 

The Ministry The NSW Ministry of Health 

VAN Violence, abuse and neglect (in this report the acronym VAN is used to describe the VAN Redesign 

Program, VAN Services and VAN clients which are all defined in the glossary below) 

VMO Visiting Medical Officer 

YAM Youth Action Meeting 

 

Glossary 

Term Description 

Integrated / 

Integrated service 

responses 

Integrated service responses to violence, abuse and neglect are defined as the provision of service 

responses in accordance with a person-centred approach that provides seamless care across 

multiple services, adopts a multidisciplinary and trauma informed approach, and is designed 

around the holistic needs of the individual throughout the life course. 

An integrated, public health approach recognises that people affected by violence, abuse and 

neglect and their families often have complex needs requiring multiple interventions provided by a 

range of services. 

IPARVAN Framework The Integrated Prevention and Response to Violence, Abuse and Neglect Framework (IPARVAN 

Framework) outlines the vision, guiding principles, objectives and strategic priorities to strengthen 

NSW Health services in responding to violence, abuse and neglect in NSW. 

NSW Health NSW Health refers to the whole public health system in NSW. It includes the Ministry, pillar 

organisations, Statewide Health Services, Shared Services and LHDs and SHNs. 

People who have 

experienced violence, 

abuse and neglect 

Refers to all children, young people and adults who have experienced interpersonal violence, 

abuse and/or neglect. This include people who have or have not accessed a service in response to 

violence, abuse and neglect. 

Pillar organisations Pillar organisations are part of NSW Health and provide expert advice, guidance and workforce 

education to LHDs and SHNs in consultation with clinicians. They include the Agency for Clinical 

Innovation, the Clinical Excellence Commission, Cancer Institute NSW, Bureau of Health 

Information and the Health Education and Training Institute. 

Psychosocial In its literal sense concerns the interrelation of social factors with individual thought and behaviour. 

In a health context as it is used in this framework, it refers to services and interventions focusing on 

people’s mental, emotional, social and spiritual health and wellbeing that are provided by health 

staff trained in disciplines such as, but not limited to, social work, psychology, and counselling. 

Secondary trauma or 

re-traumatisation 

Refers to experiences that occur after an initial trauma as a result of that event or the subsequent 

actions or inactions of others (Herman, 1997). This could be brought on by painful medical 

treatment, adversarial legal action, or a child being removed from their family. Other secondary 

traumas are induced by people’s lack of understanding, disbelief, denial, blame, or even poor 

professional practice (Jackson et al., 2013). Secondary trauma can have the same impact on a 

person as the direct initial exposure to trauma and can lead to a number of consequences such as 

increasing the risk of harm, or complicating a client’s efforts in recovery (Pynoos, Steinberg, & 

Goenjian, 1996). 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_041
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Term Description 

Trauma-informed care A strengths-based model of care that seeks to provide a safe, supportive environment to clients 

and staff that reflects available research about the prevalence and effects of trauma-exposure and 

the best methods for supporting clients exposed to trauma, helping to minimise the impact of the 

trauma and prevent re-traumatisation (Wall, Higgins, & Hunter 2016). An outline of the key 

elements of trauma-informed care is provided in the companion document The Case for Change: 

Integrated prevention and response to Violence, Abuse and Neglect in NSW Health. A trauma-

informed system uses trauma-informed care as a ‘universal precaution’ (Gentile, J.P. F., n.d), 

presuming that every person seeking support in a treatment setting has been exposed to trauma. 

It employs actions, relational approaches and language that makes people feel safe, offers choice 

and is collaborative. This approach also takes into account that some staff may also have 

experienced trauma. 

Trauma-specific A trauma-specific service is one that is aware of the possibility of ongoing or re-traumatisation of 

clients and of its direct and indirect impacts on its staff and takes steps to reduce this wherever 

possible. A trauma-specific service recognises there are many potential pathways to recovery and 

to building resilience in clients. 

VAN client and VAN 

Services client 

A person who has received a service from a NSW Health VAN Service (see definition below). 

VAN Redesign 

Program 

The VAN Redesign Program refers to a program of work within NSW Health to enhance the 

capacity of the public health system to provide 24-hour, trauma-informed and trauma-specific, 

integrated psychosocial, medical and forensic responses to sexual assault, child physical abuse and 

neglect, and domestic and family violence presentations. Funding for the VAN Redesign Program 

began in 2017. The IPARVAN Framework is a key component of the VAN Redesign Program. 

VAN Services NSW Health services with principal responsibility for prevention and response to specific types of 

interpersonal violence, abuse and neglect (e.g. sexual assault services) or provide an integrated 

response to more than one form of violence, abuse and neglect. Prevention and response to 

violence, abuse and neglect may also be provided by other health services, but this is not the 

primary responsibility of that service (noting nevertheless that the staff involved in other health 

services may have specialist expertise in responding to violence, abuse and neglect; such as social 

workers in Emergency Departments or paediatricians providing medical and forensic responses to 

child physical abuse and neglect) 

VAN Services client A person who has received a service from a NSW Health VAN Service (see above) 

VAN Service system The collection of NSW Health VAN Services across NSW, and the people, systems and processes 

that support these services 

Violence, abuse and 

neglect 

An umbrella term used by NSW Health to describe three primary types of interpersonal violence 

that are widespread in the Australian community. It refers to domestic and family violence, sexual 

assault and all forms of child abuse and neglect. It also refers to children and young people 

displaying problematic sexual behaviour or engaging in harmful sexual behaviour, who often have 

their own experiences as victims of abuse and neglect 

  

https://www.health.nsw.gov.au/parvan/Pages/van-redesign-program.aspx
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Executive Summary  

 

Overview of the IPARVAN Framework 

Violence, abuse and neglect can have serious long-term health impacts on children, young people and 

adults. In Australia, 23 per cent of women and 7.8 per cent of men have experienced violence by an 

intimate partner,1 18 per cent of women and 4.7 per cent of men have experienced sexual violence2 and 13 

per cent of people aged 18 years and over have experienced child abuse.3  

Research conducted by the Australian Institute of Health and Welfare (AIHW)4 indicates that child abuse 

and neglect is the highest risk factor contributing to the burden of disease for women aged 0 to 44, and 

boys aged 0 to 14. Suicide and self-inflicted injuries were the largest contributor to the disease burden, 

followed by depressive disorders and anxiety disorders. For women aged 25 to 44, child abuse and neglect 

accounted for 6.5 per cent of the total burden of disease, and intimate partner violence accounted for 4.1 

per cent. For women aged 15 to 24, child abuse and neglect accounted for 8 per cent of the total burden 

of disease, and intimate partner violence for 2.3 per cent.  

In children and young people aged under 15, child abuse and neglect was the leading risk factor of the 

total burden of disease in both males (0.9 per cent) and females (1.8 per cent). In this age group, males 

and females experienced similar amounts of burden from overweight and obesity; however, females 

experienced nearly 54 per cent more burden from child abuse and neglect than males.  

The NSW Government has committed to significantly improve and expand its response to violence, abuse 

and neglect through the VAN Redesign Program. This includes an additional $10 million per annum from 

2017/18 to provide 24-hour integrated psychosocial, medical and forensic responses to domestic and 

 
1 Physical and/or sexual violence since the age of 15 by a current and/or previous partner, girlfriend, boyfriend or date; 

Australian Bureau of Statistics. (2017). Personal safety, Australia, 2016 (Cat. no. 4906.0). Canberra, ACT: Australia. 
2 Sexual assault and sexual threat since the age of 15; Ibid. 
3 Physical and/or sexual abuse before the age of 15; Ibid. 
4 Australian Institute of Health and Welfare (AIHW). 2019. Report on Australian Burden of Disease Study: impact and causes of 

illness and death in Australia 2015. Available from: https://www.aihw.gov.au/getmedia/c076f42f-61ea-4348-9c0a-

d996353e838f/aihw-bod-22.pdf.aspx?inline=true accessed: 13 October 2020 

Overall findings 

This Interim Progress Report presents the preliminary findings from the Stage 1 Evaluation of the Integrated 

Prevention and Response to Violence Abuse and Neglect Framework (the IPARVAN Framework or the 

Framework).  

Overall, good progress has been made in the implementation of the IPARVAN Framework for all objectives of 

the Framework at all levels of the system. Good progress means that many activities have been implemented 

to an extent that would be reasonably expected at this stage of implementation, recognising that 

districts/networks are implementing the Framework in line with their local contexts and that some 

districts/networks commenced implementation with more integrated service models than others. 

There is considerable variation across different parts of the system and between districts/networks. Violence, 

Abuse and Neglect (VAN) Services have expanded and there is some evidence that integration is improving. 

However, there have been delays in progressing some activities under the Framework, particularly regarding 

the development of culturally safe services and extension of foundations for integration across the health 

system.  

There is limited data to understand changes in outcomes but the largely qualitative data available indicates 

that there have been some improvements in health and wellbeing, client experience and system sustainability 

outcomes.  

There are opportunities to improve implementation of the Framework through increased executive support at 

the district/network level, improved communications and change management approaches, and better use of 

data to enhance accountability, planning and decision making. 

https://www.aihw.gov.au/getmedia/c076f42f-61ea-4348-9c0a-d996353e838f/aihw-bod-22.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/c076f42f-61ea-4348-9c0a-d996353e838f/aihw-bod-22.pdf.aspx?inline=true
https://www.health.nsw.gov.au/parvan/Pages/iparvan-framework.aspx
https://www.health.nsw.gov.au/parvan/Pages/iparvan-framework.aspx
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family violence, sexual assault and physical abuse and neglect, and $67.1 million for NSW Health from 

2018/19 to 2022-23 (and $19 million per annum thereafter) to implement recommendations of the Royal 

Commission into Institutional Responses to Child Sexual Abuse. 

The IPARVAN Framework5 is a key part of the VAN Redesign Program. It provides the overarching vision 

and strategies to strengthen responses to violence, abuse and neglect across the NSW Health system and 

other service systems. The Framework promotes a public health approach to preventing and responding 

to violence, abuse and neglect. Integral to this is an integrated service delivery at the system, service, 

practice, and workforce levels. The vision, objectives and strategic priorities of the Framework are 

presented in Figure 1. 

Figure 1 | Vision, objectives and strategic priorities of the IPARVAN Framework 

 

The IPARVAN Framework is being implemented over two phases. Phase 1 (January 2019 – June 2020) had 

a statewide focus on integration of VAN Services within NSW Health. Phase 2 (July 2020 – June 2025) 

broadens the statewide focus to include integration of VAN Services with the whole NSW Health system, 

and other government and non-government services, and also includes the continuation of Phase 1. 

Implementation of the two phases is occurring in an overlapping and locally tailored manner. All Local 

Health Districts (LHDs) and the Sydney Children’s Hospital Network (SCHN) began integration-related 

activities prior to Phase 1 with some more progressed than others. LHDs/SCHN6 are tailoring 

implementation based on their local context. 

Overview of the evaluation and this report 

Monitoring and evaluation of the IPARVAN Framework is occurring over three stages. Stage 1 (2020/21, 

this evaluation) is focused on process and limited immediate outcomes. Stage 2 (2024/25) will focus on 

medium and longer-term outcomes and Stage 3 (2025/26) will focus on economic benefits. The 

Prevention and Response to Violence, Abuse and Neglect (PARVAN) Unit, Government and Relations 

Branch of the NSW Ministry of Health (the Ministry) engaged Nous to develop the Monitoring and 

Evaluation Framework for all stages of the evaluation and conduct the Stage 1 Evaluation. 

This is the first report of the Stage 1 Evaluation. It presents the preliminary findings from the 

implementation of the IPARVAN Framework up to June 2020. The report is focused on process evaluation 

 
5 The full IPARVAN Framework is available at: https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_041. 
6 SCHN is the only in-scope Speciality Health Network (SHN) for the Stage 1 Evaluation and therefore this report refers to 

LHDs/SCHN rather than LHDs/SHN. 

VISION: All children, young people, adults and their families are supported by the public health system to live free of 

violence, abuse and neglect and their adverse impacts

• Integrated VAN service models

• Enhancement and expansion of VAN services

• Improving VAN Services quality and consistency, and reducing clinical variation across NSW

• VAN Services improving the patient journey and empowering people and their families to be 

partners in their care

Expand VAN Services to ensure 
they are coordinated, 

integrated and comprehensive 

• Increasing the workforce to meet demand

• Education, training and professional development to equip NSW Health workers with the right 

knowledge, skills, attitudes and values

• NSW Health workers receiving appropriate supervision and support

Enhance the skills, capabilities 
and confidence of the NSW 

Health workforce

• Leadership driving NSW Health system reform and service improvement

• Strong governance

• Robust system for monitoring NSW Health service performance

Strengthen leadership, 
governance and accountability

• System improvement – trauma-informed care and child safe organisations

• Identification, response, referral and coordination

• Integrated electronic clinical information systems

Extend the foundations for 
integration across the whole 

NSW Health system
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findings, limited findings on integration and immediate outcomes (based on available data) and lessons 

learned to inform the ongoing implementation of the Framework. 

The preliminary findings are based on a range of quantitative and qualitative data sources, including a 

desktop review of NSW Health documents and published literature, a Self-Assessment Tool completed by 

each LHDs/SCHN (n=16), a Provider Survey completed by a range of staff7 working in VAN Services from 

15 LHDs (n=86), administrative data and other NSW Health data, consultations with the Ministry and pillar 

organisations and focus groups with VAN Services staff and workers who provide psychosocial and 

medical and forensic responses to violence, abuse and neglect.  

Several data considerations and limitations are important to consider when interpreting the findings of 

this report. The Self-Assessment Tool was completed in 2018/19 and the Provider Survey was completed 

in 2019/20 which means the two cannot be directly compared as the former shows less progress towards 

implementation. However, 2019/20 and 2020/21 Self-Assessment data will be available for inclusion in the 

final Stage 1 evaluation report in December 2021. Findings on changes in integration and outcomes are 

based predominantly on qualitative data sources and it was not possible to directly attribute Framework 

activities to changes in integration and outcomes. Very limited administrative data8 was available to assess 

outcomes although this is expected to improve for the Stage 2 and Stage 3 Evaluations. 

Summary of preliminary findings 

The preliminary findings of the Interim Progress Report are structured based on the key lines of enquiry of 

the evaluation and summarised below. 

What activities have been undertaken to implement the IPARVAN Framework? 

Overarching findings 

Overall, there was good progress9 on the implementation of the IPARVAN Framework across all objectives by 

the Ministry, pillar organisations and LHDs/SCHN. More progress was made under objective 1 (strengthening 

leadership, governance and accountability) and objective 2 (enhance the skills, capabilities and confidence of 

the NSW Health workforce) than under objective 3 (expand VAN Services to ensure they are coordinated, 

integrated and comprehensive) and objective 4 (extend the foundations for integration across the whole 

NSW Health system). This was partly expected as the Framework is being implemented progressively over 

many years. Ministry stakeholders and governance groups reported that activities implemented under 

objectives 1 and 2, including the development of underpinning policies, strategies and frameworks, and initial 

training to enhance the skills of the VAN Service and broader NSW Health workforce – were important to lay 

a strong foundation for ongoing implementation. 

While all LHDs/SCHN made progress, there was significant variability between them. Some LHDs/SCHN 

reported substantial progress while others were still in the process of developing integrated service models. 

Variable progress was expected to an extent because some LHDs/SCHN had more integrated service models 

when the Framework commenced. 

Several cross-cutting factors enhanced implementation, according to Ministry, pillar organisation and 

LHD/SCHN stakeholders: 

• Strong advocacy and support for the Framework from leaders at the executive, service and clinical levels. 

• Dedicated resources to focus on the VAN Redesign Program and implementation of the IPARVAN 

Framework, such as VAN Redesign Coordinators. 

 
7 The Provider Survey was completed by those who identified as a “VAN service manager or coordinator” of one or multiple 

sites, locations, or services. 19 of 84 respondents completed the survey on behalf of someone who identifies as a VAN service 

manager or coordinator. 
8 Note that there was significant variability in NSW Health administrative data, in part due to differences in data reporting 

across LHDs/SCHN. Analysis presented in this report is correct as per the data that was extracted from administrative sources, 

but there are footnotes to highlight areas were numbers may be incorrect due to inconsistent reporting or other factors.   
9 In this report, ‘good progress’ means that many activities have been implemented to an extent that would be reasonably 

expected at this stage of implementation, recognising that districts/networks are implementing the Framework in line with 

their local contexts and that some districts/networks commenced began implementation with more integrated service models 

than others. ‘Good’ is descriptive and not intended to imply a quantitative assessment of progress towards implementation.  
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• Effective communications and change management processes to effectively engage all relevant NSW 

Health staff in the design of initiatives and integrated service models and ongoing implementation of the 

Framework. 

However, there were some cross-cutting activities where most LHD/SHCN stakeholders reported little 

progress. This included activities to ensure culturally safe and accessible services, particularly for Aboriginal 

communities, and activities to engage consumers in service design and delivery. Stakeholders agreed it was 

important to focus on these activities in the future. 

Many activities at the statewide and district/network level were delayed due to the 2019/20 summer 

bushfires, the COVID-19 pandemic and lack of resources (based on Ministry, pillar organisation and 

LHD/SCHN consultations). Stakeholders at all levels of the health system reported that despite funding 

enhancements to increase the VAN Services workforce and enhance services, it was challenging to implement 

Framework activities alongside their existing responsibilities. However, stakeholders also reported that the 

pandemic had created opportunities by accelerating a shift to online learning, virtual care models and online 

clinical supervision and peer support. 

 Objective 1: Strengthening leadership, governance and accountability  

 

Of the four objectives under the IPARVAN Framework, activities were most progressed under objective 1. 

The Ministry and pillar organisations provided system-wide leadership and direction, which supported 

ongoing implementation in LHDs/SCHN. Key activities included:  

• finalising and publishing key strategies and policies such as the VAN Service Standards, to support 

LHDs/SCHN develop and refine their local integrated models 

• establishing and refining statewide governance structures for the VAN Redesign Program.  

In LHDs/SCHN, leadership at the executive, service and clinical levels supported implementation of the 

Framework, though there was variability in the level of support between them. LHDs/SCHN that tended to be 

more progressed often reported that:  

• executive leaders were active in VAN governance groups,  

• leaders at all levels participated in and implemented learnings from VAN-related training programs (such 

as trauma-informed care), and  

• clinical leaders provided strong support to staff across the health system. 

All LHDs/SCHN reported activities to revise governance structures and streamline management and reporting 

lines, and to enhance clinical governance. Governance structures differed across LHDs/SCHN based on local 

needs and contexts. Metropolitan districts were often moving towards vertical structures, while regional and 

rural districts tended to favour matrix structures with reporting lines to VAN Services managers and local 

facility managers. Several LHDs/SCHN, regardless of adopting a vertical or matrix structure, reported 

challenges, such as unclear reporting and accountability lines and inadequate involvement of some VAN 

Services as well as other health staff (such as social workers that provide a psychosocial response to people 

who have experienced violence, abuse and neglect and medical and forensic staff) in governance structures. 

While some progress was made to enhance monitoring and accountability systems and data collection, 

stakeholders at the Ministry noted that work to develop violence, abuse and neglect Minimum Data Sets was 

ongoing, and that VAN Services could not be easily identified in existing data sets. This hindered some 

strategic planning activities, for instance state-wide systematic workforce planning. Similarly, few stakeholders 

at the LHD/SCHN level reported the routine use of data for district-wide service planning and service 

enhancements. 

 

Overall there was good progress towards developing foundational policies and revising management and reporting 

structures, greater advocacy by executive and clinical leadership. Enhanced use of data for system-level and district-

wide strategic planning would support enhanced integration. 

PROGRESS

This diagram provides a visual indication of progress for this objective and does not reflect a quantitative assessment of progress.



 

Nous Group | Evaluation of the implementation of the IPARVAN Framework | 30 June 2021 | 9 | 

 

Objective 2: Enhance the skills, capabilities and confidence of the NSW Health workforce 

 

Additional funding supported the expansion of the VAN Services workforce, with all LHDs/SCHN recruiting 

more staff for existing and new VAN Services. Several LHDs/SCHN reported enhancements to workforce 

planning and recruitment processes to find staff with the skills and attributes to support integrated service 

delivery. This was supported by statewide workforce planning strategies at the Ministry level. However, many 

LHDs/SCHN reported difficulties with recruiting and retaining appropriately qualified staff for some services, 

particularly in rural areas. 

Few LHDs/SCHN reported progress under activities to support Aboriginal workers and other workers from 

priority populations, although all recognised that this was important. Difficulty with recruitment and retention 

of Aboriginal workers was often impacted by lack of visible Aboriginal cultural expertise and practices within 

current position descriptions, and poor alignment of Aboriginal-specific roles within the health service and 

recognition of qualifications within existing awards, leading to inequity in remuneration. Some districts 

reported successful strategies to enhance and support the Aboriginal workforce, such as the establishment of 

an Aboriginal Violence, Abuse and Neglect Network in Hunter New England LHD. 

ECAV and HETI developed and delivered a range of training programs for VAN Services staff and other NSW 

Health staff that respond to violence, abuse and neglect. Staff from VAN Services and other health services 

supported these enhanced learning opportunities and reported that they had increased their skills, 

capabilities and confidence. However, they also reported the need to make it easier for staff to access training 

through providing necessary equipment and time away from clinical work, have a greater focus on training 

other health workers and provide more specialised training for VAN Services staff who cannot commit to 

longer accredited courses. Many staff supported the shift to online learning during the COVID-19 pandemic 

but noted that some courses were better suited to face-to-face delivery due to the sensitive nature of the 

subject matter and risk of vicarious trauma for participants. 

Most VAN Services and other NSW Health workers reported appropriate levels of clinical supervision and 

support, though a small number indicated that there was limited supervision of VAN Services by clinical 

specialists from other health services. Most VAN Services staff also reported that they were providing 

increased informal clinical supervision, mentorship and support to other NSW Health staff. 

Objective 3: Expand VAN Services to ensure they are coordinated, integrated and comprehensive 

 

Less progress was made under objective 3, as compared to objectives 1 and 2. This was partly because the 

IPARVAN Framework is being implemented in a phased approach. The Ministry is in the process of 

embedding elements of good practice in integrated VAN Services models into system-wide strategies, 

policies and procedures, which will support further progress under this objective. 

Additional funding supported the expansion of new and existing VAN Services across the state, as well as an 

increase in the number of clients supported. In the three years from 2016/17 to 2019/20, the number of 

Overall there was good progress towards expanding the VAN Services workforce and increasing learning 

opportunities to build the skills, capability and confidence of the NSW Health workforce. There is a need for greater 

focus on training other health workers and improving the recruitment and retention of Aboriginal workers. 

PROGRESS

This diagram provides a visual indication of progress for this objective and does not reflect a quantitative assessment of pr ogress.

Overall there was good progress towards expanding the availability of VAN Services and mixed progress towards 

developing local integrated VAN service models in LHDs/SCHN. There is a need for greater focus on enhancing the 

consistency of services and engaging consumers in the redesign process. 

PROGRESS

This diagram provides a visual indication of progress for this objective and does not reflect a quantitative assessment of pr ogress.
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reported service events increased by 25 per cent, and the number of reported distinct clients increased by 34 

per cent.10  

ACI’s VAN Redesign Local Implementation Project supported 12 LHDs/SCHN to develop their capacity and 

implement local VAN redesign projects, but most experienced delays. ACI reported that LHDs/SCHN that 

achieved greater progress on their redesign projects tended to have dedicated project teams and strong 

commitment from staff and leaders at all levels.  

All LHDs/SCHN reported activities to develop local integrated VAN service models that are responsive to local 

needs, but there was significant variation with regards to progress. Some LHDs/SCHN had well established 

integrated service models while others were only starting this process. Key aspects of integrated service 

models included the following: 

• Expansion of services to provide a 24-hour crisis response – while most LHDs/SCHN reported some 

progress, 24 hour responses were not available for all types of violence, abuse and neglect and in all areas 

within districts/networks. 

• Development of integrated intake models – around a third of LHDs reported good progress (though 

others may have also made good progress without reporting it in consultations). Some LHDs had 

centralised or single intake models while others relied on enhanced information sharing between VAN 

Services. 

• Development of formalised and documented referral pathways – while LHDs/SCHN stakeholders indicated 

that the Framework had led to some improvements, many reported a continued lack of clear and 

consistent referral pathways, both between different VAN Services and between VAN Services and other 

NSW Health services.  

Ministry and LHD/SCHN stakeholders reported some activities to enhance the safety, quality and consistency 

of services, including through service standards and protocols, evaluations, quality assurance and other 

service improvements. However, most stakeholders agreed that further work was required to ensure clients 

receive a consistent service, both within LHDs/SCHN and across the state. 

There was limited progress on ensuring that consumers are engaged as part of the VAN Services redesign 

process. Few LHD/SCHN stakeholders reported that they had systematically engaged consumers to support 

ongoing implementation, although they acknowledged that this was important for future VAN Redesign 

work.  

Objective 4: Extend the foundations for integration across the whole NSW Health system 

 

The least amount of progress was made under objective 4 compared to the other objectives. However, 

several activities under this objective were planned for implementation during Phase 2. The findings below 

focus on activities that were in scope for Phase 1. 

There was good progress across all LHDs/SCHN regarding case coordination mechanisms and other linkages 

between VAN Services and other NSW Health services. Stakeholders from the majority of LHDs/SCHN 

reported that the IPARVAN Framework had increased the visibility and use of case coordination mechanisms, 

which had led to better integration and trust between VAN Services, with other health services and 

interagency partners. While stakeholders reported improvements in referrals, the majority of LHDs/SCHN 

stakeholders said that more work was required to develop formal and consistent referral pathways. 

 
10 While there has been an increase in the reported number of service events and distinct clients in the NAP data, this increase 

may also reflect improvements in the reporting by service providers. There was also an increase in number of services 

reporting which impacted the numbers reported (an additional 40 services between 2016 and 2020 reporting clients, and an 

additional 25 services reporting service events). See Appendix B for further detail. Source: Non-Admitted Patient Data, 2016-

2020.  

Overall there was good progress towards enhancing case coordination mechanisms and some improvements in 

information sharing between services. There is a need for greater focus on enhancing information sharing while protecting 

patient privacy (including through integrated electronic medical records) and embedding trauma-informed and child safe 

approaches.

PROGRESS

This diagram provides a visual indication of progress for this objective and does not reflect a quantitative assessment of pr ogress.
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Stakeholders suggested actions to improve pathways could include further codifying and formalising existing 

relationship-based pathways; investing effort in building the case for formal cross-service pathways in order 

to gain stakeholder buy in; progressing with co-location of services where appropriate; and mapping local 

services and making this information readily available to VAN services and other services providing a 

response to those who have experienced violence, abuse and neglect. 

Most LHD/SCHN stakeholders reported that information sharing and trust between services had increased 

under the IPARVAN Framework but that further work was required to enable more information sharing to 

support integrated service delivery, while protecting client’s privacy. Several stakeholders suggested nuanced 

privacy settings where some information on a patient’s record can be shared across services, but more 

sensitive information is kept private. LHD/SCHN stakeholders reported limited progress on the development 

of guidance and processes to support information sharing using electronic clinical information systems. 

There was limited progress on embedding trauma-informed approaches and child-safe standards across the 

system, though many LHDs/SCHN reported plans to address this with the finalisation of the Trauma Informed 

Care Framework (soon to be released) and adoption of the Child Safe Standards (which were released in July 

2016 and endorsed by the NSW Government in 2018). LHD/SCHN stakeholders generally agreed that VAN 

Services were trauma-informed but that further work was required to embed trauma-informed approaches in 

other health services. With the exception of services designed specifically for children, most LHDs reported 

limited progress in ensuring VAN Services and other health services reflected child safe standards.  

 

How well have the activities contributed towards system integration? 

Preliminary insights to define integration 

In order to understand whether activities implemented under the IPARVAN Framework have contributed 

towards system integration, it is important to first define ‘integration’ for the purposes of the evaluation. This 

evaluation is starting to define integration to objectively measure how well activities have contributed to 

system integration and ultimately outcomes. 

At this stage of the evaluation, Nous has identified a range of indicators from published literature and 

preliminary findings that may indicate integration – that is, when these are observed, it may be an indication 

that the system is becoming more integrated. Indicators that are associated with health service integration 

from the published literature are summarised below. They align with the objectives and activities that are 

intended to be progressed as part of the IPARVAN Framework: 

• Health service executives and clinical leaders that drive change 

• Consistent policies and service standards that are used by health services across the system  

• The workforce has the appropriate competencies and is aligned to local need 

• Clear referral pathways between services and formal arrangements for joint case management 

• Client journeys are mapped to understand service gaps, inform improvements and avoid duplication 

• Services are accessible to all people; people can access timely supports 24/7 as required. 

• There are effective arrangements for sharing information between services.11  

A regression analysis12 of the indicators summarised above indicated that three had a positive relationship 

with progress towards successful integration. This means that where LHDs/SCHN are undertaking these 

activities, integration appears to be progressing well. These three activities are: 

 
11 The published literature that informed these indicators includes the following, alongside literature used in the IPARVAN 

Framework Case for Change: Aarons, G. A., Ehrhart, M. G., & Farahnak, L. R. (2014). The implementation leadership scale (ILS): 

development of a brief measure of unit level implementation leadership. Implementation Science, 9(1), 45; Local Government 

Association, NHS Confederation and NHS Clinical Commissioners (2016). Stepping up to the place: the key to successful health 

and care integration; Organizational Assessment Toolkit for Primary and Behavioral Health Care Integration (2014), SAMHSA-

HRSA Center for Integrated Health Solutions. 
12 Only the Provider survey was used (n=84) because there were too few respondents to the Self-Assessment Tool (n=16) for 

the analysis. More information can be found in Appendix B and Appendix H. 
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• Formal arrangement for joint case management.13 

• Mapping client journeys to improve service improvements. 

• Providing access to a 24-hour integrated psychosocial and medical and forensic crisis response. 

A factor analysis was used to determine clusters of activities that have progressed together. Over time, with 

further datapoints and a stronger understanding of integration through qualitative responses, this will tell us 

which activities are related and therefore what activities best represent progress towards integration. Future 

stages of the evaluation will continue to assess and seek to understand those activities that appear to lead to 

enhanced integration.  

Views of NSW Health staff on system integration 

While it is not possible at this stage to directly attribute activities in the IPARVAN Framework to changes in 

integration, views of stakeholders indicate that the Framework has contributed to enhanced system 

integration.  

Many LHD/SCHN stakeholders reported that integration had improved between VAN Services and to a lesser 

extent with other NSW Health services. Commonly reported factors that may be related to enhanced 

integration included co-location of services, strong case coordination mechanisms, documented referral 

pathways and strong interpersonal relationships. 

Several VAN Services stakeholders reported that they had observed improvements in integration between 

crisis responses to violence, abuse and neglect – for example, those delivered in hospitals – and post-crisis 

responses by VAN Services in the community. However, hospital staff from a small number of LHDs felt they 

had been excluded from integration efforts, which reinforced siloes between hospital and community 

services. 

Some VAN Services staff reported that while other health services were generally supportive of enhanced 

integration and progress had been made, they continued to face difficulties breaking down pre-existing siloes 

between VAN Services and other health services. This was often because staff in busy health services lacked 

the time to focus on violence, abuse and neglect alongside their existing priorities. 

 

To what extent has the purpose of the IPARVAN Framework been achieved? 

Preliminary insights on outcomes 

The purpose of the IPARVAN Framework is to progress system integration with the aim of achieving three 

outcomes:14 

• Health and wellbeing: client health, wellbeing, safety and access to support is optimised and sustained. 

• Client experience: clients of VAN Services have trust and confidence in health services. 

• System sustainability: reduced duplication of service provision improves cost effectiveness and health 

system efficiency.  

 
13 This report uses the term ‘case management’ as this is the language used in the IPARVAN Framework data collection tools. 

In this context, ‘case management’ refers to formal arrangements for joint client case work and care coordination. In a NSW 

Health context this could include activities such as providing input into case meetings and other case coordination processes; 

providing information, support or referral to other services; assisting clients to negotiate multiple systems through active 

collaboration. 

It is important to note the specific meaning of ‘case management’ in the child protection context. According to the 

Department of Communities and Justice (DCJ), case management is a process whereby an individual and/or family’s needs are 

identified, and services are coordinated and managed in a systemic way. The core elements of case management include 

assessment, care planning, implementation, monitoring and review. DCJ usually retains case management responsibility where 

there is a risk of significant harm and there is an open and active child protection case with DCJ. In some cases, there may be a 

designated NGO with contracted case management or family preservation services. 

14 Staff experience outcomes are not included in the Stage 1 Evaluation due to limited available data but will be included in the 

Stage 2 Outcomes Evaluation and Stage 3 Economic Evaluation. 
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There is insufficient data at this stage of the evaluation to directly attribute enhanced integration to changes 

in outcomes. This will require improvements in the data landscape and will be a focus of the Stage 2 

outcomes evaluation (scheduled for 2024/25) and the Stage 3 economic evaluation (scheduled for 2025/26). 

The evaluation can, however, describe changes that relate to the improvement and expansion of VAN 

Services that have occurred under the IPARVAN Framework which may contribute to improved outcomes. 

These findings are based predominantly on stakeholder views, with some limited analysis of administrative 

data. 

Preliminary data at this stage of the evaluation indicates that the Framework may be contributing to 

enhanced outcomes in all three areas. 

• Health and wellbeing. Almost two-thirds of respondents to the Provider Survey (n=86) agreed or strongly 

agreed that VAN system integration had led to improvements in health and wellbeing outcomes. Across all 

VAN Services, between 2016/17 and 2019/20, the reported number of service events increased by 34 per 

cent15. Increased supervision and support for other health workers, driven in part by the IPARVAN 

Framework, may have contributed to improved quality of care.  

• Client experience. Around half of respondents to the Provider Survey (n=86) agreed or strongly agreed 

that VAN system integration had led to improvements in client experience. VAN Services made some 

progress towards providing timely response, with 68 per cent of sexual assault clients in 2018/19 who 

required a medical and forensic response receiving this within two hours of request. This was a slight 

improvement from 2018/19 and 2017/18 where in both years, 65 per cent of sexual assault clients received 

a medical and forensic response within two hours. However, there was little change in the proportion of 

Aboriginal people, people born overseas, and people aged under 18 accessing VAN Services.16 

• System sustainability. Around half of respondents to the Provider Survey (n=86) agreed or strongly 

agreed that VAN system integration had led to improvements in system sustainability. VAN Project 

Redesign funding was used to support the expansion of VAN across all LHDs/SCHN. FTE and service costs 

varied considerably across VAN Services and between LHDs/SCHN, which is partially to be expected given 

different client needs and service delivery contexts. This will be explored further in future phases of the 

evaluation, including changes over time. However, stakeholders reported that, despite funding 

enhancements, resource constraints continued to impact implementation of the IPARVAN Framework and 

delivery of services. 

 

 
15 While there has been an increase in the reported number of service events and distinct clients in the NAP data, this increase 

may also reflect improvements in the reporting by service providers. There was also an increase in number of services 

reporting which impacted the numbers reported (an additional 40 services between 2016 and 2020 reporting clients, and an 

additional 25 services reporting service events). See Appendix B for further detail. Source: Non-Admitted Patient Data, 2016-

2020. 
16 Ibid. 
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What are the opportunities to improve? 

Preliminary insights to support the ongoing implementation of the IPARVAN Framework 

This report presents preliminary insights on opportunities to improve implementation of the IPARVAN 

Framework in the coming 12 months based on evaluation findings to date. The final evaluation report of the 

Stage 1 Evaluation (due December 2021) will consider recommendations for implementation in the longer 

term. 

• Activities to date have laid a solid foundation for ongoing implementation. Future activities should focus 

on the release of remaining policies and standards, expanding training opportunities and embedding 

integrated service models. 

• Strong leadership and commitment to the IPARVAN Framework, particularly from LHD/SCHN executive 

teams is an enabler for driving forward integration. The next stage of the evaluation should focus on 

identifying those activities that are most effective at demonstrating leadership commitment.  

• Some LHDs/SCHN have more effectively managed the communications and change management process 

than others and are progressing implementation faster. All LHDs/SCHN should seek to enhance 

communications and change management processes to engage staff and support the continued 

implementation of the Framework. 

• There is limited availability of data to measure progress and inform planning at the statewide and 

LHD/SCHN levels. Priority should be given to: a) ensuring the successful roll out of the VAN Data Set 

Extension to the Non-Admitted Patient Data Set; b) strengthening outcomes data to understand how the 

IPARVAN Framework is impacting on outcomes for clients and the system; and c) strengthening 

mechanisms to ensure LHDs/SCHN and the Ministry have timely access to data for planning, quality 

improvement, reporting and evaluation purposes.  

• Additional efforts are needed at the statewide and LHD/SCHN levels to ensure that services are culturally 

safe, particularly for Aboriginal clients and communities, including through partnerships with Aboriginal 

communities and service providers, involvement of Aboriginal consumers in service design, enhanced 

support to expand the Aboriginal workforce and cultural competency training for VAN Services and other 

health staff. 

• Ongoing challenges with staffing levels are likely to continue impacting implementation at all levels of the 

system unless staff receive more support to focus on implementation of the Framework. Further work is 

required to identify strategies to decrease vacancies and reprioritise workloads to support staff to 

implement the Framework and meet demand for services. 

• COVID-19 has delayed implementation across the system, however, has also created opportunities to 

expand virtual care and online learning, which should be explored further in the next phase of 

implementation. 

 

  



 

Nous Group | Evaluation of the implementation of the IPARVAN Framework | 30 June 2021 | 15 | 

 

1 Introduction 

This section provides an overview of the IPARVAN Framework, the context for the evaluation and 

a brief overview of the Interim Progress Report. 

1.1 Overview of the IPARVAN Framework 

The serious long-term health impacts of violence, abuse and neglect make it core business for NSW 

Health, akin to other preventable population health concerns such as alcohol and other drug misuse, 

smoking and obesity. For example, child abuse and neglect is the highest health risk factor contributing to 

the burden of disease for women aged 0 to 44, and boys aged 0 to 14. For women aged 25 to 44, child 

abuse and neglect accounts for 6.5 per cent of the total burden of disease, higher than illicit drug use (4.4 

per cent), alcohol use (3.4 per cent) and overweight and obesity (3.3 per cent). Similarly, for young women 

aged 15 to 25, child abuse and neglect accounts for 8 per cent of the total burden of disease, higher than 

alcohol (5.8 per cent), illicit drug use (3.4 per cent) and occupational exposures and hazards (1.9 per cent). 

For both groups, intimate partner violence is also a significant contributor to burden of disease (4.1 per 

cent for women 25 to 44, 2.3 per cent for women 15 to 25).17 It has been estimated that there would have 

been 26 per cent less suicide and self-inflicted injuries, 20 per cent less depressive disorders and 27 per 

cent less anxiety disorders in 2015 if no one in Australia had ever experienced child abuse and neglect 

during childhood.18 

The NSW Government and the Ministry have committed significant funding to address the impacts of 

violence, abuse and neglect and improve the delivery of VAN Services. As part of these funding 

enhancements, the Ministry, in partnership with LHDs, SHNs and pillar organisations undertook a 

statewide VAN Redesign Program.19  

The IPARVAN Framework is a key component of the VAN Redesign 

Program. The Framework promotes a public health approach to 

preventing and responding to interpersonal violence, abuse and neglect. 

Integral to this public health approach is the promotion of integrated 

service delivery at system, service, practice and workforce levels. 

Integrated service responses are those that are provided in accordance 

with a person-centred, family-focussed approach that provides seamless 

care across multiple services, adopts a multidisciplinary and trauma-

informed approach, and is designed around the holistic needs of the 

individual throughout the life course.  

The IPARVAN Framework is comprised of five elements – a vision, system design principles, enablers, 

partners, and objectives and strategic priorities – that, taken together: 

• bring an evidence-based approach to VAN Services and VAN service delivery 

• create consistent practices and approaches across the health system 

• improve access to health services for those impacted by violence, abuse and neglect 

• ensure the health system is responsive to the needs of those impacted by violence, abuse and neglect 

 
17 Australian Institute of Health and Welfare (AIHW). 2019. Report on Australian Burden of Disease Study: impact and causes of 

illness and death in Australia 2015. Available from: https://www.aihw.gov.au/getmedia/c076f42f-61ea-4348-9c0a-

d996353e838f/aihw-bod-22.pdf.aspx?inline=true accessed: 13 October 2020 
18 Australian Institute of Health and Welfare (AIHW) 2019. Family, domestic and sexual violence in Australia: continuing the 

national story. Cat. no. FDV 3. Canberra: AIHW. 
19 Further information on the VAN Redesign Program is available at: https://www.health.nsw.gov.au/parvan/Pages/van-

redesign-program.aspx. 

The vision of the IPARVAN 

Framework is “all children, 

young people, adults and their 

families are supported by the 

public health system to live 

free of violence, abuse and 

neglect and their adverse 

impacts.” 

https://www.aihw.gov.au/getmedia/c076f42f-61ea-4348-9c0a-d996353e838f/aihw-bod-22.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/c076f42f-61ea-4348-9c0a-d996353e838f/aihw-bod-22.pdf.aspx?inline=true
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• work towards a whole-of-health and whole-of-government approach to addressing violence, abuse 

and neglect. 

A one page summary of the IPARVAN Framework is presented in Appendix A.  

1.2 Implementation of the IPARVAN Framework 

Implementation of the IPARVAN Framework is occurring over two phases: 

• Phase 1 has a statewide focus on VAN Services within NSW Health, which have principal 

responsibility for responding to violence, abuse and neglect, including children and young people 

displaying problematic sexual behaviours or engaging in harmful sexual behaviours. Social workers 

who provide significant violence, abuse and neglect responses as well as paediatricians providing 

medical and forensic responses to child physical abuse and neglect are also included. This is because 

these responses have such an integral and critical role to play in the delivery of integrated VAN 

Services that they need to be considered as part of Phase 1. 

• Phase 2 has a statewide focus on broadening the integrated response for violence, abuse and 

neglect across the whole NSW Health system and other systems and organisations. This includes 

priority health areas such as mental health, alcohol and other drugs, Aboriginal health, maternity, child 

and family health, youth health and services for people with disabilities. These longer-term reforms, 

supported by VAN Services, will provide a cultural shift across NSW Health services towards person-

centred and trauma-informed care and practice, recognising that all stakeholders have a responsibility 

to contribute to the prevention and response to violence, abuse and neglect. Phase 2 also includes the 

continuation of Phase 1.  

Phase 1 commenced in January 2019 when the IPARVAN Framework was released, although 

developmental activities contributing to the Framework began when VAN Redesign Program funding was 

provided to LHDs/SCHN in July 2017/18. Development of Phase 2 commenced in July 2020 and 

implementation will continue to June 2025. There have been some delays in implementation timeframes 

due to the COVID-19 pandemic and competing priorities across the health system (see further discussion 

in Section 4.1). 

Implementation is occurring in a staggered and overlapping manner. All LHDs/SCHN commenced some 

integration-related activities prior to the start of Phase 1, with some more progressed than others. This 

means that prior to the Framework’s release there was variability in levels of integration across the state. 

As stated above, LHDs/SCHN are commencing activities related to Phase 2 prior to implementation of 

Phase 1 being completed.  

The IPARVAN Framework has been designed to allow flexibility for LHDs/SCHN to implement activities 

based on their local context. The Framework provides the overarching objectives and activities for 

LHDs/SCHN and aims to ensure that people in NSW receive a consistent, quality and integrated response 

to violence, abuse and neglect across the state, while supporting flexibility for different implementation 

approaches at the local level. This approach aligns with NSW Health’s devolved health system and 

acknowledges that what works best to respond to violence, abuse and neglect will vary significantly across 

the state, particularly between rural/remote and metropolitan areas. 

The Ministry, ECAV, HETI, ACI, CEC, eHealth and other Health organisations are supporting implementation 

through a range of initiatives. This includes the development of statewide policies and protocols for VAN 

Services and broader health services, development and provision of workforce education and training 

programs, and capacity building projects with LHDs/SCHN to support the VAN Redesign Program. 
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1.3 Monitoring and evaluation of the IPARVAN Framework 

Nous was engaged by the PARVAN Unit, Government Relations Branch of the Ministry to develop the 

Monitoring and Evaluation Framework for the IPARVAN Framework and to conduct the Stage 1 Evaluation 

(see further detail in Section 2). The Monitoring and Evaluation Framework was developed in April 2020 

following consultations with key stakeholders from NSW Health, including VAN governance groups and 

Ministry and pillar organisation stakeholders. It provides a high-level overview of the approach to measure 

and assess ongoing effectiveness of the IPARVAN Framework implementation. 

The approach to monitoring and evaluation is based on a Results Based Accountability Framework and is 

guided by a program logic model. Monitoring and evaluation activities are designed to enable the 

Ministry to understand whether the activities and priorities in the IPARVAN Framework are contributing to 

integration and improved system sustainability and therefore improving experiences and outcomes for 

people impacted by violence, abuse and neglect. Monitoring and evaluation activities will also support 

ongoing improvements to implementation of the Framework. 

The Monitoring and Evaluation Framework guides monitoring and evaluation activities over three stages: 

• Stage 1 (2020/21) (this evaluation) is focusing on process and a limited number of immediate 

outcomes. 

• Stage 2 (2024/25) will focus on medium- and longer-term outcomes.  

• Stage 3 (2025/26) will focus on assessing the economic benefit of the IPARVAN Framework.  

1.4 Overview of the Interim Progress Report 

The Interim Progress Report (this report) is the first report of the Stage 1 Evaluation. It presents the 

preliminary findings from the implementation of the Framework up to June 2020.20 The report is focused 

on process evaluation findings, with limited findings on integration and immediate outcomes based on 

available data. The preliminary findings are based on a range of quantitative and qualitative data sources 

which are described further in Section 2 below. 

The Interim Progress Report is structured as follows: 

• Section 1 (this section) provides an overview of the IPARVAN Framework, including its context, 

implementation and monitoring and evaluation approach, and an overview of this report. 

• Section 2 describes the purpose and methodology for the Stage 1 Evaluation, including the evaluation 

activities that have contributed to this report. 

• Section 3 provides a brief overview of the context for VAN Services in NSW, including demand for 

VAN Services and the broader service landscape that supports people impacted by violence, abuse 

and neglect. 

• Section 4 presents the preliminary findings to date for the Stage 1 Evaluation structured based on the 

evaluation questions and objectives of the IPARVAN Framework: 

• Section 4.1 presents findings on what activities were undertaken from January 2019 to June 2020 

to implement the IPARVAN Framework. 

• Section 4.2 presents early findings on how well these activities have contributed towards system 

integration (based predominantly on qualitative data) and identifies indicators that can be used to 

measure integration in future stages of the evaluation. 

 
20 As explained above, the IPARVAN Framework was introduced in January 2019, however funding was provided in 2017/18 to 

begin activities under the Framework, which are considered as part of this report. 
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• Section 4.3 presents early findings on how the IPARVAN Framework may be contributing to health 

and wellbeing, client experience and system sustainability outcomes21 (based predominantly on 

qualitative data, noting that limited data was available to understand outcomes for this report). 

• Section 4.4 presents findings on lessons learned and improvement opportunities, to support the 

continued implementation of Phase 1 of the IPARVAN Framework as well as the design and 

implementation of Phase 2. 

• The Appendices include further information on the IPARVAN Framework, VAN Services, 

stakeholder consultations and data collection and analysis methods.  

 
21 Staff experience outcomes are not included in the Stage 1 Evaluation due to limited available data but will be included in the 

Stage 2 Outcomes Evaluation and Stage 3 Economic Evaluation. 
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2 Evaluation purpose and methodology 

This section provides the purpose and methodology for the Stage 1 Evaluation and describes the 

activities that informed the development of the Interim Progress Report. 

2.1 Purpose of the Stage 1 Evaluation 

The purpose of the Stage 1 Evaluation is to enable the Ministry (including the PARVAN Unit and the 

Program Delivery Office), pillar organisations, LHDs/SCHN and other key stakeholders to understand: 

• the activities that have been undertaken across NSW Health to implement the IPARVAN Framework  

• how well these activities have progressed and opportunities for improvement 

• how well these activities have contributed towards system integration (based predominantly on 

qualitative data) 

• how the IPARVAN Framework may be contributing to health and wellbeing outcomes, client 

experience and system sustainability1 (noting it will not be possible to directly attribute changes in 

outcomes to the Framework in Stage 1; this will be the focus of the Stage 2 Outcomes Evaluation) 

• lessons learned from the first 18 months of implementation, and considerations for how these lessons 

can be used to enhance ongoing implementation and improve client outcomes, including additional 

data collection activities to measure changes in outcomes over time.  

2.2 Methodology overview for the Stage 1 Evaluation 

The Stage 1 Evaluation consists of a process evaluation and a limited assessment of immediate outcomes 

based on available data, as well as ongoing monitoring to support continuous improvement. 

The evaluation methodology for Stage 1 spans three phases, which are outlined in Table 1 below. 

Table 1 | Phases of the Stage 1 Evaluation 

Phase A (April 2020 – November 2020) Interim Stage 1 assessment (focus of this report) 

Phase B (January 2021 – June 2021) Deep dive site visits to five LHDs/SCHN 

Phase C (June 2021 – December 2021) Final Stage 1 assessment 

The evaluation is guided and structured by five key lines of enquiry (KLEs) as presented in Table 2 below. 

This Stage 1 Evaluation is focusing on KLEs 1 and 2 (process evaluation), KLE 3 (limited immediate 

outcomes evaluation) and KLE 5 (ongoing monitoring for continuous improvement). 

Table 2 | Key lines of enquiry for all stages of the IPARVAN Evaluation 

# KLE Component Evaluation stage 

1 What activities have been undertaken to implement the 

IPARVAN Framework? 

Process evaluation Focus for Stage 1 

Evaluation 

2 How well have the activities contributed towards system 

integration (within and external to NSW Health)? 

Process evaluation Focus for Stage 1 

Evaluation 
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# KLE Component Evaluation stage 

3 To what extent has the purpose of the IPARVAN Framework 

been achieved (focusing on health and wellbeing, client 

experience and system sustainability outcomes?)22 

This will be assessed across three timeframes: 

Immediate (1-2 years) 

Intermediate (4-5 years)  

Long-term (5-6 years) 

Outcomes evaluation Focus for Stages 2 

and 3 Evaluations 

(limited focus on 

immediate outcomes 

for Stage 1 

Evaluation) 

4 What is the economic impact of the IPARVAN Framework? Economic evaluation Focus for Stage 3 

Evaluation 

5 What are the opportunities to improve?  Monitoring for continuous 

improvement 

Focus for all Stages 

Mixed methods data collection and analysis is enabling triangulation of evaluation findings to answer the 

KLEs. The data collection methods for the Stage 1 Evaluation along with the purpose and timing of these 

methods is described in Table 3 below. 

 
22 The Stage 2 and 3 Evaluations will also explore changes in staff experience outcomes based on available data. 
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Table 3 | Data collection methods for the Stage 1 Evaluation 

 

 

The Stage 1 Evaluation Plan (a separate document) presents the detailed methodology for this stage of 

the evaluation, including the ethics strategy. The Ministry and Nous evaluation team have developed an 

ethics strategy for the evaluation to ensure client interviews and other evaluation activities are conducted 

to the highest ethical standards and with appropriate approvals from relevant ethics committees. 

2.3 Data for the Interim Progress Report 

The preliminary findings in the Interim Progress Report are based on triangulation of a range of qualitative 

and quantitative data sources as described below: 

• Desktop review of relevant NSW Health documents and published literature. 

• Self-Assessment Tool completed by LHD/SCHN PARVAN senior managers and/or senior executives for 

the period 2018/19 (n=16 representing all LHDs/SCHN) (the results of the 2019/20 Self-Assessment 

Tool were not available for this report) 



 

Nous Group | Evaluation of the implementation of the IPARVAN Framework | 30 June 2021 | 22 | 

 

• Provider Survey completed by VAN service provider staff 23 in July 2020 (n=84 representing 15 of 16 

LHDs/SCHN). 

• Two telephone interviews with representatives from ECAV and ACI conducted in June 2020. 

• Four telephone focus groups with 24 VAN Services staff from 13 LHDs/SCHN and 1 representative 

from the Joint Referral Unit (JRU), conducted in August 2020. 

• One telephone focus group with 10 social workers and psychologists who provide a psychosocial 

response to violence, abuse and neglect from five LHDs/SCHN, conducted in August 2020. 

• One telephone focus group with 10 medical and forensic workers who respond to violence, abuse and 

neglect from six LHDs/SCHN, conducted in August 2020. 

• Analysis of routinely collected data, including NAP data, data from the Kids and Families Data 

Warehouse on Sexual Assault Services (SAS), and Child Wellbeing Unit data from ChildStory24. 

Further information on data collection and analysis activities and stakeholder consultations is provided in 

Appendix B. 

Several data considerations and limitations are important to consider when interpreting the findings of 

this report, which are summarised below and described in more detail in Appendix B: 

• The scores in the Self-Assessment Tool and Provider Survey cannot be directly compared with each 

other because the Self-Assessment Tool responses are for 2018/19 while the Provider Survey 

responses are for 2020. We expect Self-Assessment Tool scores to be low given the early phase of 

implementation of the IPARVAN framework in 2018/19. 

• The Self-Assessment Tool and Provider survey questions were slightly different as they were tailored 

for different respondents. However, the graphs in this report are based on questions which can be 

directly compared across both surveys. 

• Respondents provided varying levels of detail in their responses to the Self-Assessment Tool and 

Provider Survey. This means that where we report a small number of LHDs/SCHN reported an activity, 

it is possible that others are doing something similar activities but did not include this in their 

responses. To address this, Nous conducted further testing of findings from the Self-Assessment Tool 

and Provider Survey with stakeholders at the focus groups and VAN governance groups meetings. 

• Not all LHDs/SCHN were represented in some consultations which means the responses are not 

entirely representative. Of the 16 LHDs/SCHN involved in the Stage 1 Evaluation, one was not 

represented in the Provider Survey, six were not represented in the psychosocial focus group and six 

were not represented in the medical and forensic focus groups. 

• Findings on changes in integration and outcomes are based predominantly on qualitative data sources 

and it was not possible to directly attribute to Framework activities to changes in integration and 

outcomes. 

• Very limited administrative data was available to assess outcomes although this is expected to 

improve for the Stage 2 and Stage 3 Evaluations.  

 
23 The Provider Survey was completed by those who identified as a “VAN service manager or coordinator” of one or multiple 

sites, locations, or services. 19 of 84 respondents completed the survey on behalf of someone who identifies as a VAN service 

manager or coordinator. 
24 Analysis to be updated ahead of the Final Report reflecting the Child Wellbeing Unit data from Child Story. 
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3 Service context 

This section provides an overview of the context for VAN Services in NSW, including current 

demand for VAN Services and the service landscape to support the needs of people 

experiencing violence, abuse and neglect in NSW. It aims to support the interpretation of 

preliminary evaluation findings in this report. 

3.1 Demand for VAN Services 

There are high rates of violence, abuse and neglect across Australia. 

As outlined in the IPARVAN Framework Case for Change,25 there are high rates of violence, abuse and 

neglect in Australia.  

• In 2016/2017, more than 379,000 notifications of suspected child abuse and neglect involving more 

than 233,000 children were made to state and territory authorities. Almost 20,500 children were on 

care and protection orders, and close to 18,000 children were living in out of home care.  

The 2016 Australian Bureau of Statistics Personal Safety Survey26 found that in Australia, since the age of 

15: 

• One in four women (2.2. million) and one in 13 men (703,000) experienced violence by an intimate 

partner. 

• One in five women (1.8 million) and one in 14 men (654,000) experienced physical violence by an 

intimate partner. 

• One in four women (2.2 million) and one in six men (1.4 million) reported experiencing emotional 

abuse by a current and/or previous partner.  

• Approximately one in five women (1.7 million) and one in 20 men (428,800) experienced sexual 

violence.  

• Approximately one in six women (1.6 million) and one in 23 men (384,800) have experienced sexual 

assault.  

There are similarly high rates of violence, abuse and neglect in NSW. According to the NSW Bureau of 

Crime Statistics and Research (BOCSAR): 

• Between July 2019 and June 2020 there were 79,730 recorded domestic violence related incidents. This 

includes 31,692 recorded domestic violence related assault and 16,824 reported instances of 

intimidation, stalking and harassment.27  

• There were 6,409 recorded criminal incidents of sexual assault over the 12 months to June 2020. 

Reported instances of sexual assault increased by 9.4 per cent between July 2018 and June 2020.28 

• The number of reported sexual assaults increased between 2012 and 2017, from 4,763 to 5,804. The 

number of sexual assaults per 10,000 people also increased in NSW during this period. 

 
25 NSW Ministry of Health. (2019). The Case for Change: integrated prevention and response to violence, abuse and neglect in 

NSW Health 
26 Australian Bureau of Statistics. (2017). Personal safety, Australia, 2016 (Cat. no. 4906.0). Canberra, ACT: Commonwealth of 

Australia.  
27 NSW Bureau of Crime Statistics and Research. (2020). Domestic violence statistics for NSW: domestic violence excel table. 

Available from: https://www.bocsar.nsw.gov.au/Pages/bocsar_pages/Domestic-Violence.aspx 
28 NSW Bureau of Crime Statistics and Research. (2020). New South Wales Recorded Crime Statistics Quarterly Update: June 

2020. 
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• The number of children and young people involved in Risk of Significant Harm (ROSH) reports where a 

secondary assessment determined actual harm or risk of harm increased between 2011-12 and 

2016/17, from 14,667 to 18,919.29 

Violence, abuse and neglect are experienced in all communities, but some populations are more at risk. 

Evidence indicates that some individuals and communities are more likely to experience complex 

challenges which increases the likelihood, impact and severity of experiencing violence, abuse and neglect, 

as well as challenges in accessing an appropriate service response. This includes Aboriginal and Torres 

Strait Islander people, women in pregnancy and early motherhood, lesbian, gay, bisexual, transgender, 

queer and intersex (LGBTQI) people, people living in rural and remote areas, children, young women and 

girls, people with disability or mental illness, culturally and linguistically and diverse people, migrants and 

refugees, and older people.30 31 32 The IPARVAN Framework promotes a universal, targeted and 

appropriate health service response to violence, abuse and neglect, recognising that each person’s 

experience is unique and must be carefully assessed no matter which community they belong to. 

VAN clients often have multiple and complex needs and require supports from a range of services. 

Many clients of the public health system have experienced recent or historical sexual assault, domestic and 

family violence, and/or child abuse and neglect. Increasingly, children and young people engaged in 

harmful sexual behaviours are also presenting to health services, many of whom have complex needs and 

trauma backgrounds, have experienced abuse and neglect themselves, and are at increased risk of further 

abuse. The level of complexity in the delivery of services to this cohort highlights the importance of 

developing an integrated, public health approach in the prevention of and response to these forms of 

interpersonal violence.33  

3.2 The VAN service landscape in NSW 

Many services across health and other government systems respond to violence, abuse and neglect.  

The Framework promotes a public health approach to preventing and responding to violence, abuse and 

neglect. This is consistent with the World Health Organization’s identification of the vital role that health 

services must play as part of a multi-sectoral and multi-agency response. Like other public health 

concerns, such as infectious diseases, a public health approach to violence, abuse and neglect recognises 

that these can only be prevented by addressing the underlying individual, relationship, social, cultural and 

environmental factors. Adopting a public health approach involves focusing on both prevention and early 

intervention, alongside tertiary responses (see further Figure 2 below).  

There are three main service types responding to violence, abuse and neglect in the Health system which 

are managed by LHDs/SCHN with support from the Ministry and pillar organisations. These are 

summarised in in Figure 2 below. 

 
29 NSW Ministry of Health. (2018). Violence, Abuse and Neglect Service Profile.  
30 Australian Institute of Health and Welfare. (2018). Family, domestic and sexual violence in Australia. 
31 Backhouse, C., & Toivonen, C. (2018). National Risk Assessment Principles for domestic and family violence: Companion 

resource. A summary of the evidence-base supporting the development and implementation of the National Risk Assessment 

Principles for domestic and family violence (ANROWS Insights 07/2018). Sydney, NSW: ANROWS. 
32 Royal Commission into Institutional Responses to Child Sexual Abuse. (2017). Final Report: Volume 9, Advocacy, support and 

therapeutic treatment services. Barton: Commonwealth of Australia. 
33 NSW Ministry of Health. (2019). The Case for Change: integrated prevention and response to violence, abuse and neglect in 

NSW Health 
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Figure 2 | Three main service types responding to violence, abuse and neglect 

 

In addition to these services, other government agencies and service providers 

in the community offer a range of services and supports to children and adults 

who have experienced violence, abuse and neglect. VAN Services are often 

delivered in coordination and partnership with the NSW Department of 

Communities and Justice (DCJ), NSW Police Force, NSW Department of 

Education (Education), as well a range of other service providers and 

community organisations including the private sector. 

Figure 3 overleaf summarises the complex service systems that support people 

who have experienced violence, abuse and neglect.  

 

Secondary / targeted responses

VAN Service 

responses (tertiary)

Primary / universal responses

VAN Service responses (tertiary) have primary responsibility for 

the prevention of and response to violence, abuse and neglect. 
They provide crisis responses, follow up psychosocial and 

medical care, and court support, as well as prevention and 

community education, systems advocacy and professional 
consultation and support on violence, abuse and neglect issues.

Secondary/targeted responses respond to people 

at heightened risk of experiencing or 
perpetrating violence, abuse or neglect, such as 

drug and alcohol services and mental health 

services. 

Primary/universal responses help to reduce 

vulnerability and risk of violence, abuse and 
neglect, such as maternity services and child 

health services. 

This evaluation is focused 

on NSW Health services but 

recognises the broader 

service system that 

supports people who are 

affected by violence, abuse 

and neglect.  
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Figure 3 | Summary of the service landscape for violence, abuse and neglect in NSW 
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A range of VAN Services support children, young people, adults and families who are impacted by 

violence, abuse and neglect. 

NSW Health has multiple VAN Services that are designed to prevent and respond to violence, abuse and 

neglect. These services provide psychosocial and medical and forensic responses that focus on: 

• domestic and family violence, including Aboriginal family violence  

• adult and child sexual assault, including adult survivors of child sexual abuse 

• child physical and emotional abuse and neglect 

• children and young people with problematic or harmful sexual behaviours 

Appendix D includes a full list and description of current VAN Services in NSW. 

The reported number of VAN Services and clients supported has increased in recent years. 

Figure 4 below outlines the number of service events and clients for VAN Services in NSW. This data is also 

presented in a table in Appendix C. As part of the VAN Redesign and implementation of the IPARVAN 

Framework, the number and type of VAN Services has increased across the state.34 

Further information on the increase in VAN Service usage and characteristics of clients (including age, 

Aboriginal status, born overseas status and location) is provided in the preliminary findings on strategic 

objective 3 on enhancement of services in Section 4.1 and in the preliminary findings on immediate 

outcomes in Section 4.3. 

 
34 While there has been an increase in the reported number of service events and distinct clients in the NAP data, this increase 

may also reflect improvements in the reporting by service providers. There was also an increase in number of services 

reporting which impacted the numbers reported (an additional 40 services between 2016 and 2020 reporting clients, and an 

additional 25 services reporting service events). See Appendix B for further detail. Source: Non-Admitted Patient Data, 2016-

2020.  
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Figure 4 | Number of Service Events and Number of Clients by Service Type from 2016/17 to 2019/2035 

 

Source: Non-Admitted Patient Data, 2016-202036  
Note: Services classified as Under 10s, OOHC, CWU and WFT have been excluded from this analysis because they could not be 

directly compared with other VAN Services and/or data on these services types is reported against other non-VAN 

establishment types (e.g. Child and Adolescent Mental Health Services). These services are reported on separately in Appendix 

C of this report (with the exception of WFT where data is expected to become available in 2021). Aggregate values were 

calculated based on Service Type re-categorisation conducted by the PARVAN team. Please see Appendix B for further 

information on the data analysis methodology. Also note that Child Protection Unit/Service includes the NSLHD Child 

Protection and Child Sexual Assault Service. A rationale for this and further analyses are provided on page 90 to 91. 

 
35 Ibid. 
36 Client/Service event values of <5 or <10 were suppressed in the extracted dataset to mitigate potential identifiability. These 

values were recoded based on a predictive imputation model, see detail: freerangestats.info/blog/2018/11/06/suppressed-

data 
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4 Preliminary findings 

This section presents the preliminary findings of the Stage 1 Evaluation, structured by four of the 

evaluation KLEs:37 

• What activities were undertaken to implement the IPARVAN Framework? 

• How have these activities contributed towards system integration (based predominantly 

on qualitative data) and what indicators show progress towards integration? 

• How might integration be contributing to the purpose of the IPARVAN Framework, 

focusing on health and wellbeing, client experience and system sustainability outcomes 

(based predominantly on qualitative data)? 

• What are the lessons learned and improvement opportunities to support the continued 

implementation of Phase 1 of the IPARVAN Framework as well as the design and 

implementation of Phase 2? 

4.1 What activities have been undertaken to implement the 

IPARVAN Framework? 

This section presents preliminary insights on activities that have been undertaken by stakeholders across 

the NSW Health system to implement the IPARVAN Framework. It answers the KLE ‘what activities have 

been undertaken to implement the IPARVAN Framework’ and the following research questions under this 

KLE: 

1. What implementation activities were planned to achieve the IPARVAN Framework’s objectives? 

2. What was the rationale for these activities? 

3. Were activities undertaken as planned, and if not, why? 

This section begins with overarching findings that cut across all objectives in the IPARVAN Framework, 

recognising that the elements of the Framework are interrelated and collectively contribute to the vision. 

This section then presents findings for each of the four objectives and strategic priorities of the 

Framework, which are presented in Figure 5 overleaf. Analysis in this section has been aligned with the 

Making it Happen statements which appear under each strategic priority in the IPARVAN Framework. 

These statements clearly set out the activities expected across the system to progress integration. A 

summary of the Making it Happen statements is provided in Appendix F.  

 
37 Note that the Monitoring and Evaluation Framework for the IPARVAN Framework outlines 5 KLEs. The final KLE, not included 

for this stage of the evaluation, is focused on assessing economic impact. 
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Figure 5 | Vision, objectives and strategic priorities of the IPARVAN Framework 

 

This section presents a point-in-time analysis of those activities that have be undertaken since 

implementation of the Framework commenced through to June 2020, noting that all stakeholders began 

implementation at different times and started with differing levels of integration. For example, all 

LHDs/SCHN began some activities to implement the Framework in July 2017 when additional funding for 

the VAN Redesign Program began, though many had commenced integration activities earlier than this. 

This is the first Interim Progress Report of the evaluation. As such, it serves as a quasi-baseline to describe 

those activities that have been implemented under the IPARVAN Framework up to June 2020. The data 

does not yet allow the evaluation team to assess the rate at which stakeholders are making progress – for 

example, the evaluation cannot say if one LHDs/SCHN has progressed activities faster than another, or as 

compared to all LHDs/SCHN overall, as we do not have longitudinal data. The final report for the Stage 1 

Evaluation (due in November 2021) will report on changes over time and provide insights about the rate 

of change and any impact on integration and immediate outcomes.   
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• Overall, there was good progress on the implementation of the IPARVAN Framework across all objectives and at all 

levels of the system, but some activities were not implemented as planned. 

• All LHDs/SCHN made progress against implementing the Framework though there was significant variation between 

them; some LHDs/SCHN reported more substantial progress than others. 

• Several cross-cutting factors enhanced implementation, according to Ministry, pillar organisation and LHD/SCHN 

stakeholders: leadership, dedicated VAN Redesign resources and effective communications. 

• There are some cross-cutting areas where little progress was made, including ensuring services are culturally safe and 

engaging consumers in service design and delivery. 

• Resource limitations impacted on implementation of the IPARVAN Framework and the delivery of services, despite 

funding enhancements to recruit additional staff and support new services. 

• Implementation was hindered by the bushfire crisis and COVID-19 pandemic, however, the pandemic also offered 

opportunities to enhance remote learning and virtual care. 

VISION: All children, young people, adults and their families are supported by the public health system to live free of 
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Overall, there was good progress on the implementation of the IPARVAN Framework 

across all objectives and at all levels of the system, but some activities were not 

implemented as planned. 

   
Ministry, Pillars, 

LHDs/SCHN 

Overall, there was good progress against the activities in the Framework, which most stakeholders 

believed was supporting enhanced integration of services for people who experience violence, abuse and 

neglect (based on focus groups and interviews with the Ministry and pillar organisations). Stakeholders 

from the Ministry, ACI, ECAV and most LHDs/SCHN indicated that their organisations had made good 

progress towards implementation of the activities that they were responsible for (based on focus groups 

and interviews with the Ministry and pillar organisations). 

Across the whole system, activities that progressed the most included the development of system-wide 

policies, standards and Frameworks (detailed further under objective 1) as well as education, supervision 

and support to build the skills, capability and confidence of the VAN Services workforce (detailed further 

under objective 2). Some activities to develop the skills, capability and confidence of the broader NSW 

Health workforce have also progressed, although not to the same extent. 

Activities that progressed the least include implementation of integrated service models in LHDs/SCHN 

(detailed further under objective 3), the use of data for decision-making and evaluation of impact (detailed 

further under objectives 1 and 4), and the development of integrated electronic clinical information 

systems (detailed further under objective 4).  

All levels of the system experienced delays in implementing some activities, which was generally due to 

competing priorities, lack of resources, or challenges associated with the 2019/20 bushfires crisis and the 

COVID-19 pandemic. These challenges are discussed further in subsequent sections of the report. Other 

activities did not begin because they were planned for the Phase 2 implementation period of the IPARVAN 

Framework (July 2020 – June 2025). 

All LHDs/SCHN made progress against implementing the Framework though there 

was significant variation between them; some LHDs/SCHN reported more substantial 

progress than others. 
 

LHDs/SCHN 

Data gathered through the evaluation showed significant variation between LHDs/SCHN in their progress 

towards activities to implement the Framework. This is partially explained by the fact that some 

LHDs/SCHN had more integrated services than others when the Framework began, however the level of 

variation between LHDs/SCHN was higher than expected given that they all received additional funding to 

enhance VAN Services in July 2017 under the VAN Redesign Program. 

This variance was most evident in the scores to the Self-Assessment Tool and Provider Survey, as shown in 

Figure 6 overleaf. While average scores for the objectives of the Framework were similar overall, the 

individual scores of LHDs/SCHN varied significantly. For example, for objective 1 (leadership, governance 

and accountability), average scores of individual LHDs/SCHN ranged from 1.2 to 3.2 out of 5 in the Self-

Assessment Tool and from 2.5 to 4.4 out of 5 in the Provider Survey.38 Focus groups similarly showed 

variation, with a small number of participants indicating that their LHD had made limited progress against 

many activities under the Framework (see further discussion under each objective below.) This indicates 

that not all LHDs/SCHN are progressing implementation of the IPARVAN Framework at the same pace.  

The Final Report of the Stage 1 Evaluation (due in November 2021) will compare Self-Assessment Tool and 

Provider Survey responses over two years will allow the evaluation to assess how individual LHDs/SCHN 

scores have changed over time.  

 
38 As described in Section 2 above, the Provider Survey was completed in 2019/20 while the Self-Assessment Tool was 

completed in 2018/19 so the average scores for the Provider Survey were expected to be higher given that it was completed at 

a later stage of implementation of the IPARVAN Framework. 
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Figure 6 | Progress towards strategic objectives as reported in the Self-Assessment Tool (2018/19) and 

Provider Survey (2019/20) 

 

Source: Self-Assessment Tool 2018-201939, LHDs/SCHN = 16 and n = 16;  

The IPARVAN Evaluation Provider Survey 2020, LHDs/SCHN = 15 and n = 84 

Several cross-cutting factors enhanced implementation, according to Ministry, pillar 

organisation and LHD/SCHN stakeholders: leadership, dedicated VAN Redesign 

resources and effective communications 

   
Ministry, Pillars, 

LHDs/SCHN 

In consultations with the Ministry, ACI, ECAV and LHDs/SCHN, the following factors were commonly 

identified as factors that had supported the implementation of the Framework: 

• Leaders at the executive, clinical and VAN Services level were strong advocates for the IPARVAN 

Framework, and for integrated services more broadly. This may have raised the profile of VAN Services 

and highlighted the importance of the prevention and response to violence, abuse and neglect as a 

public health concern.  

• There were dedicated resources devoted to progressing the implementation of the IPARVAN 

Framework. ACI reported that some LHDs/SCHN recruited VAN Redesign coordinators, who were 

tasked with progressing implementation. 

• There were effective communications and change management processes, which engaged all relevant 

staff in the redesign process, including VAN Services staff and other health staff who respond to 

violence, abuse and neglect. These processes may have alleviated concerns or uncertainty surrounding 

 
39 Note: Self-Assessment Tool responses were collected in 2018-2019 based on the original template. The responses were 

rescored in 2020 by the PARVAN team and Nous according to the new Self-Assessment Tool template, and were finalised 

following a review by LHD/SCHN managers, n = 16 

The Provider Survey was conducted in 2020, with 15 LHDs/SHN represented, n = 84 
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the extent to which the IPARVAN Framework would impact existing roles, responsibilities, and 

management and reporting lines.  

There are some cross-cutting areas where little progress was made, including 

ensuring services are culturally safe and engaging consumers in service design and 

delivery. 

   
Ministry, Pillars, 

LHDs/SCHN 

Development of culturally safe services and involvement of consumers in service design and delivery are 

relevant to all objectives of the IPARVAN Framework. While all stakeholders agreed that these areas were 

both highly important, the evaluation found that, overall, limited progress was made. Most LHDs/SCHN 

reported that while they had some form of cultural competency training, they had made little progress on 

other activities to ensure their services were accessible, appropriate and culturally safe for Aboriginal 

people (based on Self-Assessment Tool, Provider Survey and focus 

group responses). There were some notable exceptions where good 

progress had been made through partnerships with local Aboriginal 

service providers and community organisations, comprehensive 

training for non-Aboriginal staff and hiring Aboriginal workers. 

Progress on cultural safety is discussed further under objective 2. 

Similarly, few LHDs reported engaging consumers directly to date. 

Very few LHDs/SCHN reported systematic engagement with 

consumers to inform the design and delivery of VAN Services and only one LHD reported that they had 

recently undergone a process to map patient journeys across VAN Services.  Average scores for the 

indicator ‘formal process in place to routinely involve consumers in local redesign implementation and 

service planning’ were low, at 1.9 for the Self-Assessment Tool and 2.8 for the Provider Survey. There were 

exceptions where LHDs/SCHN had made more progress to engage consumers, which may be linked to 

broader district/network reforms to engage consumers across all health services. 

Resource limitations impacted on implementation of the IPARVAN Framework as 

well as the delivery of services, despite funding enhancements to recruit additional 

staff and support new services. 

   
Ministry, Pillars, 

LHDs/SCHN 

Stakeholders across the system reported that they were unable to progress certain activities due to limited 

staffing and other competing priorities. For the Ministry, this has led to a delay in developing certain 

policies, procedures and standards, as well as planning for Phase 2 implementation. 

Limited staffing was a common theme that emerged from responses to the Self-Assessment Tool and 

Provider Survey and was confirmed in focus groups. Whilst all LHDs/SCHN acknowledged enhanced 

funding has enabled them to recruit additional staff, and convert some temporary staff into permanent 

positions, they also reported that ongoing staffing limitations impact their ability to deliver integrated 

services.  

In addition to impact on delivery of services, staffing challenges may be impacting the pace of progress of 

implementation of the IPARVAN Framework. In focus groups, VAN Services staff reflected that their high 

caseloads left them with minimal time to participate in IPARVAN Framework activities such as VAN 

Redesign governance groups or co-design sessions. Some staff noted that the IPARVAN Framework places 

additional burden on staff – for example, requirements such as providing education and training or 

mentoring other NSW Health staff – while managing their existing clinical workloads. Further information 

on findings related to workforce are provided under objectives 2 and 3. 

Implementation was hindered by the bushfire crisis and COVID-19 pandemic, 

however the pandemic also offered opportunities to enhance remote learning and 

virtual care. 

   
Ministry, Pillars, 

LHDs/SCHN 

Stakeholders at all levels of the system noted that implementation had been hindered in 2020 by the 

bushfire crisis and COVID-19 pandemic. COVID-19 forced the Ministry, pillar organisations, and 

LHDs/SCHN to reprioritise their efforts towards pandemic preparedness and response. This caused delays 

in many strategic planning initiatives, including implementation of the IPARVAN Framework. The bushfire 

“Probably there isn’t enough training 

around cultural safety. There is some at 

induction, but not much follow up and 

not much inter-service work” 

Focus group with workers who provide a 

psychosocial response 
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crisis in late 2019 and early 2020 placed an additional burden on specific districts, where facilities may 

have been lost, staff affected by trauma, and focus given to recovery efforts.   

Focus group attendees noted that COVID-19 had led to an increase 

of education and training opportunities online, which has made 

them more accessible for staff, particularly those in remote and 

regional areas. In addition, some focus group attendees reflected the 

potential for COVID-19 to accelerate a shift to virtual care models for 

VAN Services, although cautioned that such models would need to 

be co-designed with consumers and consider issues of 

appropriateness, privacy, confidentiality and safety. Further detail on 

the challenges associated with online learning and virtual care is 

provided under Objective 2 (below).  

  

“We’ve made progress on telehealth 

and other services during COVID. In 

some ways having a bigger toolbox 

with virtual services is great – but it 

won’t work for everyone” 

Focus group with VAN Services staff 
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Objective 1: Strengthening leadership, governance and accountability 

 

Summary of findings 

• Overall, stakeholders reported good progress on activities to develop foundational policies and strategies and the 

refinement of statewide and local governance structures; Ministry stakeholders and governance groups reported that 

activities that under this objective were providing a foundation for further expansion and integration of VAN Services. 

• Leadership at the Ministry and pillar organisations supported implementation of the Framework; there were some 

delays in leadership activities which stakeholders said was due to staff shortages, competing priorities and the COVID-

19 pandemic. 

• While all LHD/SCHN executive teams supported the Framework, stakeholders reported mixed experiences of 

executives championing change; LHDs/SCHN with stronger executive champions reported more progress towards 

implementation.  

• There was good progress in the development and implementation of evidence-based strategies, policies and 

procedures to guide responses to violence, abuse and neglect across NSW, though some have been delayed.  

• There was good progress in the development of governance structures at the statewide and LHD/SCHN levels; 

stakeholders reported that these mechanisms were supporting implementation of the Framework and enhanced 

integration. 

• All LHDs/SCHN reported activities to streamline and enhance governance, management and report structures; these 

were working well in most places but some LHDs/SCHN reported challenges and said further changes were required 

to support integrated service delivery.  

• Stakeholders report progress in developing and supporting clinical governance processes for quality and safety, 

although this was not consistent across the system. 

• While there was some progress in the enhancement of monitoring and accountability systems and data collection, few 

stakeholders at the Ministry and LHD/SCHN level reported using data to support service planning and enhancements. 

About this objective 

This objective acknowledges that strong leadership, governance and accountability are required to 

mobilise a ‘whole of Health’ response to violence, abuse and neglect. NSW Health’s response needs to be 

clearly visible in governance structures and processes, both statewide and at the LHD/SCHN level. 

Accountability for NSW Health activities in prevention and response will be achieved through systems for 

comprehensive monitoring and reporting of performance. 

This objective encompasses three strategic priorities: 

4. Leadership driving NSW Health system reform and service improvement. 

5. Strong governance. 

6. Robust system for monitoring NSW Health service performance. 

Figure 7 overleaf presents progress towards Making it Happen indicators according to the Self-Assessment 

Tool and the Provider Survey responses for this objective. Respondents reported higher scores on 

progress related to clinical leadership positions driving change and streamlined management and 

reporting structures. Respondents reported lower scores on progress related to the formalisation of 

governance arrangements where services cross LHD/SCHN boundaries. 

Overall there was good progress towards developing foundational policies and revising management and reporting 

structures, greater advocacy by executive and clinical leadership. Enhanced use of data for system-level and district-

wide strategic planning would support enhanced integration. 

PROGRESS

This diagram provides a visual indication of progress for this objective and does reflect a quantitative assessment of progress.
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Figure 7 | Progress towards Making It Happen indicators according to LHD/SCHN managers and Service Providers, as reported in the Self-Assessment Tool 2018/19 and the 

Provider Survey 2020 
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Strategic priority 1.1: Leadership driving NSW Health system reform and service 

improvement 

What implementation activities were planned and what was the rationale? 

Summary from the IPARVAN Framework 

Leadership is required both centrally and at the local level. This includes both Health executives and Board members. 

Leadership plays a central role in enabling a culture of change within the system and facilitating integration of NSW 

Health responses. Strong leadership commitment across NSW Health will serve to highlight the importance of violence, 

abuse and neglect as a priority issues, actively promote service integration, and drive improved Health system 

performance.  

This strategic priority will be achieved through the following activities: 

• Ministry of Health continuing to implement the VAN Redesign Program. 

• NSW Health Pillars continuing to expand their knowledge, capacity and capability to provide leadership on NSW 

Health’s response to violence, abuse and neglect. 

• LHDs/SCHN championing integration; including prevention and response to violence, abuse and neglect in strategic 

planning processes; and appointing and supporting clinical leadership to lead change. 

• All parts of the health system targeting relevant leaders and managers with information and training about VAN 

initiatives and resources.  

Were activities undertaken as planned and, if not, why? 

Leadership at the Ministry and pillar organisations supported implementation of the 

Framework; there were some delays in leadership activities which stakeholders said 

was due to staff shortages, competing priorities and the COVID-19 pandemic.  

   
Ministry, Pillars 

The Ministry provided system-wide leadership and supported 

LHDs/SCHN to progress local redesign projects, engaged in a series of 

well-received IPARVAN Roadshows, developed and supported VAN 

Clinical Forums and commenced planning for Phase 2 implementation. 

The ACI Executive formally endorsed the ACI Trauma Informed Care – 

Supervision Support and Education Strategy, and supported 

subsequent training delivered by ECAV. Nous has not yet engaged with 

other pillar organisations, so no assessment can be made as to their leadership.   

System-wide implementation proceeded slower than expected. The Ministry and ACI reported that delays 

were due to the impact of the bushfire crisis, the COVID-19 pandemic, and limited staffing at both 

organisations. 

While all LHD/SCHN executive teams supported the Framework, stakeholders 

reported mixed experiences of executives championing change; LHDs/SCHN with 

stronger executive champions reported more progress towards implementation.  

 
LHDs/SCHN 

The IPARVAN Framework indicates that leadership at the LHD/SCHN level should be focused on three key 

areas, as shown in Table 4 overleaf. This includes leaders at the executive level, leaders of VAN Services 

and other clinical leaders40. Qualitative data from focus groups suggested that leaders of VAN Services 

more strongly and consistently championed integration and progressed activities under the Framework, 

compared to leaders at the executive level and other clinical leaders, though executives and clinical leaders 

in some LHDs/SCHN were very active in driving implementation. Table 4 overleaf presents further 

information on progress towards leadership and strategic planning activities. 

 
40 In this report, “executive level” refers broadly to members of an LHD/SCHN executive team, e.g. Chief Executive. The report 

acknowledges that some managers of VAN Services may be executive level or a part of the executive team.  “Leaders of VAN 

Services” refers to clinical and practice leads who work within a VAN Service. “Other clinical leaders” refers to leaders of clinical 

services that provide a response to violence, abuse and neglect but are not classified as VAN Services, for example social 

workers or medical and forensic workers. 

“Through the IPARVAN Roadshow it 

was really heartening to see the 

different services come together” 

Focus group with medical and 

forensic staff 
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Table 4 | Evidence of local level leadership including leaders championing integration, and inclusion of 

violence, abuse and neglect in strategic planning.  

LHDs/SCHN should: Progress to date 

Champion integration • All LHDs/SCHN reported that executives are championing integration to some extent. 

Self-Assessment Tool responses for this Making it Happen statement (see Figure 7, 

above), varied from a low of 1 to a high of 3.5 out of 5. This was confirmed in focus 

groups with VAN Services staff, who reported mixed experience with leaders at the 

executive level championing integration.   

• Examples of leaders championing integration included:  

• Leaders at the executive level leading the VAN redesign process, for example 

where responsibility was assigned to a member of the executive leadership team 

with direct reporting lines to the Chief Executive.  

• Leaders at the executive level, leaders of VAN Services and/or other clinical 

leaders sitting on or chairing relevant governance committees. 

• Leaders at all levels participating in relevant training, such as trauma-informed 

care. 

• LHD Boards requesting relevant VAN data to inform service planning.  

Actively include prevention 

and response to violence, 

abuse and neglect in strategic 

planning processes and 

resourcing decisions 

• Very few LHDs/SCHN explicitly reported in the Self-Assessment Tool that violence, 

abuse and neglect is currently addressed in district-wide strategic planning and service 

planning processes and resourcing decisions. Some individual VAN services reported 

their own strategic plans with vision, mission and shared goals.   

• In the Self-Assessment Tool, many districts and networks reported that whilst some 

data is being collected, it is of variable quality and there is a gap in its use for strategic 

planning and identification of trends at the district level. Focus groups with both VAN 

Services and other NSW Health staff reinforced this finding. 

• Some districts and networks explicitly reported in the Self-Assessment Tool that the 

inclusion of IPARVAN in strategic planning and service processes is an area of future 

focus. 

Appoint and support clinical 

leadership to lead change at 

the service and practice levels 

• There is limited evidence at this stage as to whether clinical leadership in LHDs/SCHN 

are leading change, although this may be the result of recruitment challenges. Many 

districts/SCHN reported in the Self-Assessment Tool that they were actively recruiting 

clinical leadership positions and/or had recently recruited to these positions. 

Recruitment gaps mean that some service streams within districts/SCHN may not be 

provided with the level of leadership as expected or previously provided.  

• Focus group attendees reflected upon the importance of clinical leadership leading 

change for future implementation of the IPARVAN Framework. Clinical leadership is 

integral for raising the visibility and profile of VAN Services and driving momentum for 

change and further integration. Some focus group attendees noted that clinical 

leadership could help to build relationships across acute and community services that 

provide a response to those who have experienced violence, abuse and neglect. 

There may be a need to further focus attention on leaders and 

managers at the local level. Focus group attendees reflected that the 

profile of VAN Services and the visibility of violence, abuse and 

neglect as a public health issue is still relatively low across many 

districts – and that is often not seen as a priority because it is not 

seen to impact Key Performance Indicators (KPIs), including the 

availability of hospital beds or the performance of the acute care 

setting such as waiting times.  

“Highlighting the priority of our 

services, and how they can contribute 

to acute services, is something we 

struggle with” 

Focus group with VAN Services staff 
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Strategic priority 1.2: Strong governance 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Strong governance mechanisms are vital for developing and maintaining accountability at both the service and system 

levels. NSW Health’s response to violence, abuse and neglect can be embedded in the governance system through: 

developing evidence-based policies and procedures to guide NSW Health’s responses; streamlining organisational 

structures that promote visibility and service integration; and ensuring clinical governance processes are in place to guide 

high-quality and safe responses. 

This strategic priority will be achieved through the following activities: 

• The Ministry and ECAV working with LHDs/SCHN to further refine the statewide governance mechanisms and 

meetings for VAN Services. 

• The Ministry releasing the full suite of VAN service standards, strategies, policies and procedures for NSW Health. 

• LHDs/SCHN, with support from the Ministry, implementing the suite of VAN standards, strategies, policies and 

procedures.  

• LHDs/SCHN endeavouring to streamline management and reporting structures for VAN Services at the local level. 

• LHDs/SCHN actively working to formalise governance arrangements between LHDs/SCHN where service provision 

crosses organisational boundaries. 

• LHDs/SCHN ensuring that their clinical governance processes for quality and safety address their local violence, abuse 

and neglect responses. 

• The Ministry exploring with the Clinical Excellence Commission their capacity to support further improvements to 

governance processes.   

Were activities undertaken as planned and, if not, why? 

There was good progress in the development and implementation of evidence-

based strategies, policies and procedures to guide responses to violence, abuse and 

neglect across NSW, although some have been delayed.   

   
Ministry, Pillars, 

LHDs/SCHN 

The Ministry has published the New Street Services Policy and Procedures, VAN Service Standards, Child 

Protection Counselling Services (CPCS) Policy and Procedures and Responding to Sexual Assault (Adult 

and Child) Policy and Procedures, and Prevention and Response to Violence Abuse and Neglect, and Child, 

Youth and Families Data Governance Guidelines. Where strategies, policies and procedures have not been 

finalised or published, the Ministry reported that this is due to competing priorities and staff resourcing 

constraints.  

The Ministry reported the following strategies, policies and procedures that were delayed or not yet 

developed:  

• Aboriginal Family Wellbeing and Violence Prevention Strategy (in early draft stage, due for completion 

30 June 2021). 

• NSW Health Domestic and Family Violence Strategy (in final draft stage). 

• Joint Child Protection Response Program Policy and Procedures (in draft).  

• Safe Wayz Policy and Procedures (in draft).  

• Child Wellbeing and Child Protection Policies and Procedures for NSW Health (due for completion 

2023/24) 

• Domestic Violence – Identifying and Responding (due for completion 2023/24). 

• Non-admitted Patient and Supplementary Services Data Collection – Violence, Abuse and Neglect 

Data Set Extension: Reporting Requirements (due for completion 2020) 

• Non-admitted Patient and Supplementary Services Data Collection – Child, Youth and Families Data 

Set Extension: Reporting Requirements (due for completion 2020) 

• Domestic Violence Routine Screening Data Set Extension: Classification and Code Standards (due for 

completion 2020) 
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Responses to the Self-Assessment Tool and focus groups indicate 

that all LHDs/SCHN have progressed implementation of these 

strategies, policies and procedures where these have been made 

available by the Ministry. Many LHDs/SCHN also report reviewing 

and updating local policies and procedures as appropriate, with 

others listing this as a future priority for action.   

There was good progress in the development of governance structures at the 

statewide and LHD/SCHN levels; stakeholders reported that these mechanisms were 

supporting implementation of the Framework and enhanced integration.  

   
Ministry, Pillars, 

LHDs/SCHN 

At the statewide level, multiple governance mechanisms have been established (a full list is provided in 

Appendix G). Stakeholders from the Ministry reflected that these appear to be operating effectively. 

Governance structures are refined, and their terms of reference updated as necessary.  

In addition, the Ministry has begun to work with the Clinical Excellence Commission (CEC) to support 

further improvements to governance processes41 to ensure the safety and quality of health service 

responses to violence, abuse and neglect.  

At the local level, progress has been made to formalise governance processes between VAN Services and 

other service providers, as well as between LHDs/SCHN. In many cases, this involved formalising previously 

informal or relationship-based agreements through service agreements or memorandums of 

understanding (MOUs). Districts reported formalising governance agreements with SCHN, neighbouring 

districts, other health service organisations (for example ACT Health or Albury Wodonga Health), and 

private and non-governmental service providers. Stakeholders reported that the Framework had 

supported the formalisation of these processes. 

 

All LHDs/SCHN reported activities to streamline and enhance governance, 

management and reporting structures; these were working well in most places, but 

some LHDs/SCHN reported challenges and said further changes were required to 

support integrated service delivery.  

 
LHDs/SCHN 

All LHDs/SCHN reported activities designed to streamline management and reporting structures, although 

responses to the Self-Assessment Tool suggest that there is still further work required to finalise and 

embed these revised structures.  

LHDs/SCHN took differing approaches to streamlining organisational structures, responding to their 

individual contexts and existing structures, as shown in Figure 8 overleaf.  

Focus group attendees reflected both benefits and ongoing challenges from revised organisational 

structures. Some reported that revised structures had led to enhanced interpersonal relationships and 

improved and streamlined service delivery. In some LHDs, structures may have been revised and 

implemented without extensive consultation and input from staff – leading to some confusion around 

 
41 Whilst the Framework speaks explicitly of the Ministry and CEC working together to enhance governance processes broadly, 

stakeholders noted that the quality and safety of clinical governance processes was also important. 

Case study – Involving multiple services in governance bodies 

In Hunter New England LHD, a range of health and other services are represented on key governance bodies. The 

district’s VAN Stream Leadership Committee includes members from mental health, drug and alcohol, and Keep 

Them Safe-funded services. VAN Services are also involved in mental health services meetings on domestic and 

family violence. At the executive level, NSW Health and DCJ Board members regularly attend meetings and 

collaborate on interagency issues regarding violence, abuse and neglect.  

Case study – Improved collaboration through domestic violence helpline staff reporting to social work 

department managers  

St Vincent’s Health Network runs a domestic violence helpline. Approximately 12 months ago the Network revised 

management structures so that helpline staff and social work staff now report to the same managers. Stakeholders 

reported that the change in management structures had led to better integration of the two teams. They reported 

enhanced peer review of work, greater communication and relationships between team members, and more 

opportunities to support to each other’s clients.  

 

 

“We can’t really review and update our 

local policies and procedures without the 

‘umbrella’ documents from the Ministry. 

Focus group with VAN Services staff 
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roles and responsibilities. For example, in one LHD several services that were previously managed under 

social work moved to a dedicated VAN manager. Social worker staff from this LHD reflected that this had 

made their work more difficult because these services, which had previously worked closely together and 

shared reporting lines, were now operating under different departments and line managers. They noted 

that it had made it more difficult to identify clear responsibilities for these services and service pathways. 

Figure 8 | Local level management and reporting structures 

 

 

Stakeholders reported progress in developing and supporting clinical governance 

processes for quality and safety, although this was not consistent across the system. 
 

LHDs/SCHN 

Many districts reported developing and supporting clinical governance processes for quality and safety in 

the Self-Assessment Tool as an area where they had made progress. In focus groups with VAN Services 

staff, participants agreed that clinical governance had improved and that the IPARVAN Framework has 

been integral in highlighting the importance of clinical governance, particularly for district leads.  

Examples of activities to enhance clinical governance, reported through the Self-Assessment Tool, include: 

• Creation of senior clinical leadership positions to provide clinical governance across a whole integrated VAN 

service. 

• Development and formalisation of clinical issues escalation pathways in policies, funding agreements and other 

documents. 

• Review by the medical and forensic lead of expert certificates written by Sexual Assault Nurse Examiners (SANEs). 

• Peer review of medical and forensic reports.  

• Regular clinical review meetings, including representatives from VAN Services, services that provide a response to 

those who experience violence, abuse and neglect, and interagency partners when appropriate.  

Many metropolitan LHDs appear to have 

created, or be in the process of creating, 

vertical management and reporting 

structures, where all VAN services staff 

facility management.

This is due to the nature of VAN services in these LHDs, 

where many services are geographically isolated 

and/or may have a single staff member. Focus group 

attendees noted that in these situations it was not 

appropriate for staff to report solely to VAN 

management, because then they would be missing on-

the-ground management 

Some LHDs, both metropolitan and 

rural and regional have incorporated 

additional services into streamlined 

structures – for instance, one LHD 

report upwards to a single member of the executive 

team

In focus groups, attendees from rural and 

regional LHDs tended to report a ‘matrix’ 

reporting structure, where VAN services 

report to both VAN management and

has incorporated mental health, alcohol and whole 

family team funded services as members of the VAN 

Stream Leadership Committee

Further work identified by LHDs in their responses to the Self-Assessment Tool include:

• Incorporating services such as CPCS and SAS teams, which still operating largely independently in some LHDs, 

leading to relatively siloed services

• A need to continue to review and revise structures to bring VAN services into a single VAN stream, which would 

serve to strengthen leadership and service integration

• A need to align strategic and operational management, so that the overarching strategy for VAN services matches 

day-to-day operations and operational structures. 

Case study – including VAN Services in the Child, Family and Priority Populations stream to improve 

integration 

In Nepean Blue Mountains LHD, VAN Services sit within the Child, Family and Priority Populations stream of 

Primacy Care and Community Health (PCHH) services. Mental Health, Drug and Alcohol and PCHH services all sit 

in the Community and Integrated Care Directorate in the district. The district reported a significant commitment in 

the stream to enhance service integration. The district has also incorporated psychosocial services in the same 

stream as SAS and CPCS to improve continuum of services, particularly between general health and specialist VAN 

Services.   
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However, this was not found across all LHDs/SCHN. Six districts reported 

in the Self-Assessment Tool a need to continue refining clinical 

governance processes. Challenges faced by these districts include limited 

formal processes in place for regular peer review of expert certificates, 

poor escalation pathways, limited availability of internal supervision, 

inconsistent clinical governance processes across VAN Services as well as 

across and between VAN Services and services that provide a response 

to people who have experienced violence, abuse and neglect.  

 

Strategic priority 1.3: Robust system for monitoring NSW Health service performance 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Robust systems with reliable data are vital for monitoring progress against the vision of the IPARVAN Framework, 

ensuring accountability for performance, and understanding return on investment.  

This strategic priority will be achieved through the following activities: 

• The Ministry developing Minimum Data Sets (MDS) to support accurate and consistent data collection across VAN 

Services that also facilitate improved visibility across the patient journey. 

• The Ministry developing and implementing a performance monitoring system for violence, abuse and neglect that has 

clearly defined outcomes: 

• Data collection, reporting and feedback mechanism about the patient journey. 

• Annual acquittals identifying how funding was invested.  

• The Ministry and BHI recognising violence, abuse and neglect as a serious public health issue and ensuring it is 

profiled in key reports. 

• The Ministry undertaking an evaluation of investment in the VAN redesign process. 

• LHDs/SCHN evaluating investment in services at a local level. 

Were activities undertaken as planned and, if not, why? 

While there was some progress in the enhancement of monitoring and 

accountability systems and data collection, few stakeholders at the Ministry and 

LHD/SCHN level reported using data to support service planning and enhancements.   

   
Ministry, Pillars, 

LHDs/SCHN 

At the system level: 

• The Ministry developed three Minimum Data Sets (MDS) to 

support accurate and consistent data collection across VAN 

Services and Programs. This includes the VAN, Child, Youth and 

Families, and Domestic Violence Routine Screening Data Set 

Extensions. Statewide implementation is expected by 1 July 

2021.  

• The Ministry collected data as part of a performance monitoring 

system. The Interim 2020/21 Service Agreements included one KPI and seven improvement measures 

across VAN Services and programs. KPI data was also routinely reported to the System Information 

and Analytics Branch of the Ministry.  

• There was no reported progress by the Ministry or BHI on improving the recognition of violence, 

abuse and neglect as a serious public health issue and ensuring it is profiled in key reports. This may 

be considered as part of Phase 2.  

At the local level, more than half of LHDs/SCHN reported they were collecting data for service planning 

and evaluation. The type of data being collected varied across districts, and in some cases is very specific 

(for example audits of medical and forensic examiner certificates in electronic medical records.  

A number of districts noted that whilst relevant data is being collected, it was not routinely being used for 

strategic service, workforce and budget planning. This is the case for VAN Services, as well as for planning 

that incorporates VAN Services and services that provide a response to people who have experienced 

violence, abuse and neglect.  

“Clinical governance has definitely 

improved. The Framework has 

enabled this – labelling VAN 

clinical governance processes has 

been incredibly useful for leaders 

to get their heads around what it 

means and what they need to do” 

Focus group with VAN Services 

staff 

“Data is routinely collected to assist 

with VAN service planning and 

resourcing; however, this information 

isn’t generally requested for whole of 

LHD strategic planning and resourcing” 

Self-Assessment Tool response 
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This is reflected in responses to the Provider Survey and Self-Assessment Tool, highlighted above in Figure 

7. When asked whether data collection and reporting requirements are met, average responses to the 

Provider Survey were higher than those for the Self-Assessment Tool (3.9 as compared to 1.8). This may 

indicate that VAN Services were collecting service-level data, but that this data was not channelled 

upwards to executives and other leaders.  
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Objective 2: Enhance the skills, capabilities and confidence of the NSW 

Health workforce 

 

Summary of findings 

• Overall, stakeholders reported good progress on activities to enhance statewide workforce planning and education 

opportunities for VAN Services staff; less progress was reported on activities focused on the broader NSW Health 

workforce, though this is a focus for Phase 2 of the IPARVAN Framework implementation. 

• The Ministry and ECAV supported workforce planning activities and formal education programs to support the 

expansion of the VAN Services workforce. 

• LHDs/SCHN used VAN Redesign Program funding to recruit staff and expand services; many reported challenges 

staff shortages and recruitment of appropriately skilled staff (particularly in rural areas) though some had changed 

their recruitment and workplace strategies to address these challenges. 

• Ministry and LHDs/SCHN reported some activities to support Aboriginal workers and other workers from priority 

populations but all stakeholders acknowledged the need to do more to recruit and retain Aboriginal workers. 

• Stakeholders supported the increase in education, training and professional development opportunities for all staff 

across the system; they also reported the need to make it easier for staff to access training, have a greater focus on 

training other health workers and provide more specialised training for VAN Services staff who cannot commit to a 

graduate diploma. 

• The COVID-19 pandemic accelerated a shift towards online learning by ECAV and HETI; stakeholders reported that 

this made training more accessible (particularly in rural areas) but that some programs were better suited to face-to-

face delivery due to sensitive subject matter and risk of vicarious trauma for participants. 

• Most VAN Services and other NSW Health workers reported appropriate levels of clinical supervision and support; a 

small number indicated that there was limited supervision of VAN Services by clinical specialists from other health 

services. 

• VAN Services staff in all LHDs/SCHN reported that they were providing informal clinical supervision, mentorship and 

support to other NSW Health staff. 

About this objective 

A skilled, diverse, capable and confident workforce is critical for developing a shared understanding and 

approach to responding to violence, abuse and neglect at the system, service and practice levels. A key 

aspect of this is a strategy for active recruitment and retention. Ongoing workforce training and support is 

a further crucial element of an effectively integrated system.  

This objective encompasses three strategic priorities: 

7. Increasing the workforce to meet demand. 

8. Education, training and professional development to equip NSW Health workers with the right 

knowledge, skills, attitudes and values. 

9. NSW Health workers receiving appropriate supervision and support. 

Figure 9 overleaf presents progress towards Making it Happen indicators according to the Self-Assessment 

Tool and the Provider Survey responses. Respondents reported higher scores on progress related to 

streamlined management and reporting structures, and clinical supervision and support arrangements. 

Respondents reported lower scores on progress related to an effective and diverse workforce to meet 

local need. 

Overall there was good progress towards expanding the VAN Services workforce and increasing learning 

opportunities to build the skills, capability and confidence of the NSW Health workforce. There is a need for greater 

focus on training other health workers and improving the recruitment and retention of Aboriginal workers. 

PROGRESS

This diagram provides a visual indication of progress for this objective and does not reflect a quantitative assessment of progress.
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Figure 9 | Progress towards Making It Happen indicators according to LHD/SCHN managers and Service Providers, as reported in the Self-Assessment Tool 2018/19 and the 

Provider Survey 2020 
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Strategic priority 2.1: Increasing the workforce to meet demand 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Recent NSW Government budget initiatives, including the VAN Redesign Program and the NSW Government’s response 

to the Royal Commission into Institutional Responses to Child Sexual Assault, are providing opportunities to extend VAN 

Services to ensure they are coordinated, integrated and comprehensive. To support this expansion, NSW Health needs to 

increase the workforce of clinicians who have the qualifications, skills and competencies to deliver the specialist VAN 

Services, and to ensure that this workforce is reflective of the population that it serves. 

This strategic priority will be achieved through: 

• The Ministry undertaking statewide systematic planning consistent with the Health Professionals Workforce Plan 2012-

2022 to help grow the VAN workforce. 

• ECAV continuing the develop and implement qualifications and strategies that assist priority groups (including 

Aboriginal workers and medical and forensic examiners) to achieve the entry-level qualification, skills and experience 

for employment in VAN Services. 

• The Ministry, working with ECAV, LHDs/SCHN, increases the recruitment and retention of Aboriginal staff to VAN 

Services. 

• The Ministry reviewing the implementation of the Sexual Assault Nurse Examiner (SANE) program and Payment 

Determination to Visiting Medical Officers (VMO) who conduct Sexual Assault Medical and Forensic Examinations and 

identify strategies to address workforce, policy and program issues identified. 

• ECAV upgrading its Graduate Certificate in Medical and Forensic Management of Adult Sexual Assault to a graduate 

diploma that includes a focus on domestic violence and child sexual abuse. 

• LHDs/SCHN prioritising the recruitment of additional staff to VAN Services and undertaking systematic planning to 

increase their VAN specialist workforce. 

Were activities undertaken as planned and, if not, why? 

The Ministry and ECAV supported workforce planning activities and formal 

education programs to support the expansion of the VAN Services workforce.  
   

Ministry 

The Ministry has: 

• Developed a draft Workforce Development Strategy in order to understand key workforce gaps that 

exist, and provide detail on the education, training, professional development initiatives and programs 

that will support workforce expansion.  

• Clarified the qualifications and training needed for SANEs and reviewed the VMO Payment 

Determination for 2019/20.  

There is more work needed to build and strengthen system-wide supports. For instance, Ministry 

stakeholders noted that there is no statewide data asset in which the VAN workforce can be identified, 

which hinders strategic planning efforts.  

Alongside the work of the Ministry, ECAV developed a Graduate Diploma of Medical and Forensic 

Management of Violence, Abuse and Neglect with nine specialist enterprise units of competency. Delivery 

of the Graduate Diploma is scheduled to commence in early 2021.  

LHDs/SCHN used VAN Redesign Program funding to recruit staff and expand 

services; many reported challenges including staff shortages and recruitment of 

appropriately skilled staff (particularly in rural areas) although some had changed 

their recruitment and workplace strategies to address these challenges.  

 
LHDs/SCHN 
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Some LHDs/SCHN reported in the Provider Survey and Self-Assessment Tool 

that they still face staffing shortages, which impacts their ability to provide 

responses in a timely manner and to fully staff on-call services. Staffing 

challenges, including recruitment and retention emerged as a common theme 

in focus group discussions. Stakeholders said it was particularly difficult for 

rural and regional LHDs to recruit and retain staff.  Some LHDs/SCHN 

reported successful strategies that they have used to increase the VAN 

Services workforce. These included: 

• Changing the way that services interview people for VAN Services positions, placing less focus on 

qualifications and years of experience, and a greater focus on skills and personality. Some districts 

have begun using ethical case studies in interviews, to assess how candidates would manage specific 

situations that may arise in their work with people who have experienced violence, abuse and neglect.  

• Rewriting role descriptions to include on-call or crisis response work, so that those who are recruited 

understand that there is an expectation that they will contribute to these responses.  

• Prioritising the creation of culturally safe workplaces and environments. 

Some stakeholders said that workforce constraints were hindering progress under this objective. They said 

staff were often fully engaged in delivering clinical work and struggled to dedicate time to workforce 

planning.  

The Ministry and LHDs/SCHN reported some activities to support Aboriginal workers 

and other workers from priority populations, but all stakeholders acknowledged the 

need to do more to recruit and retain Aboriginal workers.  

   
Ministry, 

LHDs/SCHN 

Activities at the system-level to increase the number of workers from 

priority populations included reviewing current barriers regarding 

appointment of Aboriginal VAN Service staff under relevant awards; 

aligning ECAV qualification pathways to existing awards; and developing an 

Aboriginal Qualification Pathway.  

In addition, several LHDs/SCHN reported their own strategies to recruit and 

support Aboriginal workers, workers from culturally and linguistically 

diverse (CALD) backgrounds and workers representing other priority 

populations based on their local contexts. 

Despite progress, further work is required in recruitment and retention of 

Aboriginal staff, especially for specific clinical roles such as VAN 

Counselling roles. ECAV noted that difficulty with recruitment and retention 

may be due to lack of visibility of Aboriginal cultural expertise and practices within current position 

descriptions, and poor alignment of roles, such as VAN Counselling roles, within existing awards leading to 

reduced pay parity.  

LHDs/SCHN also acknowledged that further work is required to recruit and retain Aboriginal staff. Some 

districts are making progress, for example through identifying the creation of culturally safe workplaces 

and environments as a priority, creating Aboriginal trainee positions, and VAN Community Engagement 

Plans outlining ongoing consultations with priority populations.  

“I think we have a reasonably 

diverse workforce…there is an 

effort to recruit Aboriginal 

people which is great, because 

when they come on, they 

change the way we work. We 

don’t have any Aboriginal 

examiners yet” 

Focus group with medical and 

forensic staff 

“Critical staffing gaps were 

filled by initial PARVAN 

funding – most of these 

positions have now been 

made permanent” 

Self-Assessment Tool 

response 
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Strategic priority 2.2: Education, training and professional development to equip NSW 

Health workers with the right knowledge, skills, attitudes and values 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Everyone in the public health system, including those in governing, executive, managerial and clinical roles, should be 

supported through education, training and other professional development opportunities to attain an appropriate level of 

competence in relation to prevention and responding to violence, abuse and neglect. 

This strategic priority will be achieved through: 

• The Ministry and ECAV, in collaboration with LHDs/SCHN and HETI developing and implementing a NSW Health 

Competency and Training Framework for Preventing and Responding to Violence, Abuse and Neglect. 

• ECAV exploring opportunities to build higher education support for violence, abuse and neglect curriculum with HETI. 

• The Ministry ensuring that learning pathways for VAN service workers are developed and communicated in all VAN 

service strategies, policies and procedures. 

• ECAV and HETI continuing to deliver and further develop a suite of education, training and professional development 

for both VAN service workers and the broader health workforce. 

• LHDs/SCHN enabling staff to access education, training and professional development opportunities. 

Were activities undertaken as planned and, if not, why? 

Stakeholders reported an increase in education, training and professional 

development opportunities for staff across the system; they also reported the need 

to make it easier for staff to access training, have a greater focus on training other 

health workers, and provide more specialized training for VAN Services staff who 

cannot commit to a graduate diploma. 

   
Ministry, Pillars, 

LHDs/SCHN 

The Ministry has worked with stakeholders including ECAV and HETI to lay the foundation for further work 

to enhance the skills, knowledge, attitudes and values of the NSW Health workforce. This includes drafting 

a Competency Framework, mapping learning pathways, and developing additional higher education 

opportunities.  

All LHDs/SCHN reported that they had been engaged in relevant education and training. Focus group 

attendees spoke highly of education and training opportunities provided by ECAV and HETI. This was 

Case study – Increasing the Aboriginal workforce across the NSW Health system in response to the findings 

of the Royal Commission 

LHDs and SCHN have received funding to develop Aboriginal Action Plans, which will support increased access 

to Sexual Assault Services for Aboriginal people and the allocation of future workforce funding. An Aboriginal 

Expert Group has been established and is providing guidance and quality assurance for this work. Targeted 

cultural safety engagement and development training will be provided to sexual assault service leadership that 

will inform the development of a strategy to embed ongoing learning, commitment of leadership and staff to 

continue to improve service access and provision for Aboriginal people. 

 

Case study – Supporting Aboriginal communities through an Aboriginal Violence, Abuse and Neglect 

Network, Aboriginal Family Wellbeing and Violence Prevention workers and cultural safety training 

Hunter New England LHD has a range of activities to support Aboriginal clients, families and communities. An 

Aboriginal Violence, Abuse and Neglect Network supports all Aboriginal VAN staff and provides cultural 

consultation on violence, abuse and neglect issues. Aboriginal Family Wellbeing and Violence Prevention workers 

are based in five locations across the district. VAN Services staff undertake ongoing professional development 

activities in cultural competency and safety and all staff are required to complete Aboriginal Cultural Respect 

training. 
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broadly consistent across responses from VAN Services staff, medical and forensic staff and staff who 

provide a psychosocial response to violence, abuse and neglect. Some staff who provide a psychosocial 

response suggested that education and training opportunities to date had focused on VAN Services staff, 

although this was not a consistently held view.  

Figure 10 overleaf demonstrates the number of staff completing training reduced between 2018/19 and 

2019/20 for more than half of ECAV and HETI training programs related to the IPARVAN Framework. This 

may be because many staff undertook the training early in the implementation of the Framework, with 

numbers reducing year-on-year as more staff completed training. Stakeholders from all levels of the 

system also reported fewer people enrolled in training during the bushfire crisis and COVID-19 pandemic.  
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Figure 10 | HETI and ECAV Training programs number of participants42 from 2018/19 to 2019/20 

 

 
42 Number of participants is recorded as “Number of completes” in HETI data and “Full attendance participants” in ECAV data. Therefore, the numbers reported are those participants who enrolled 

and completed the training program. 
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Whilst staff appreciated the opportunity for education and professional development, and acknowledged 

that it was important, they highlighted a number of barriers to access. These include: 

• Difficulty to take time off if services have high clinical caseloads and there are few relief staff.  

• The large number of mandatory training courses, alongside optional other courses. 

• The length of training and the time commitment required.  

Staff in rural and regional LHDs faced additional challenges with accessing training and professional 

development opportunities. Often, in-person training is provided in Sydney or other regional centres, 

and it can be costly for staff from rural and regional areas to travel and stay overnight – sometimes for 

a week or more at a time. Staff noted that LHD budgets do not always stretch to allow them to attend 

week-long courses. In addition, not all staff were willing to spend a week or more away from their 

families.  

 

VAN Services staff and medical and forensic staff 

both reflected that there was a wide variance in the 

skills, competencies and capabilities of other NSW 

Health staff to manage and respond to people who 

experience violence, abuse and neglect. Focus group 

attendees believed that education and training was 

essential to enhance skills, but that other NSW Health 

staff may not prioritise this training. They reflected 

that there are a large number of mandatory courses already, and so therefore staff may not have the 

capacity to take on additional courses. In addition, one medical and forensic staff member noted an 

awareness gap in staff across the system – that is, many staff do not realise that they need additional 

training to appropriately and safely respond to people who have experienced violence, abuse and neglect.   

Stakeholders said that the IPARVAN Framework was supporting informal skills transfer between VAN 

Services staff and other NSW Health staff. Focus groups underscored the important role that VAN Services 

staff play in building the skills, capabilities and confidence of their colleagues through in-services, informal 

training sessions, mentorship and capability building activities.  

The COVID-19 pandemic accelerated a shift towards online learning by ECAV and 

HETI; stakeholders reported that this made training more accessible (particularly in 

rural areas) but that some programs were better suited to face-to-face delivery due 

to sensitive subject matter and risk of vicarious trauma for participants.  

   
Ministry, Pillars, 

LHDs/SCHN 

Focus group attendees noted that online learning enabled them to fit training and professional 

development around their other work and life commitments.  

However, there are different and unique challenges that accompany online learning. Staff may not have a 

quiet space with a dedicated computer in their facilities where they can complete training. Additionally, 

some topics of training – particularly in violence, abuse and neglect – may not be appropriate for solely 

online forms, as they can be quite confronting and benefit from in-person support.  

“The people that you want to train, they first have to 

identify that they need the training. I feel like I spend a 

lot of time asking, ‘can we come train you in VAN?’ Until 

they’ve identified that they need those skills, we can’t get 

in. We can’t compel people to become trauma informed” 

Focus group with medical and forensic staff 
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Strategic priority 2.3: Health workers receiving appropriate supervision and support 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

A system-wide culture of supervision and staff support alongside other supportive workplace practices is essential for 

ensuring the quality, consistency and effectiveness of service responses and clinical practices. It also contributes to 

workforce health and safety, staff retention, and preventing and mitigating the effects of vicarious trauma. 

This strategic priority will be achieved through: 

• LHDs/SCHN streamlining management and reporting structures for VAN Services at the local level to ensure there is 

appropriate oversight and support for all violence, abuse and neglect responses. 

• The Ministry and ECAV working with HETI to incorporate guidance on clinical supervision of health staff who respond 

to violence, abuse and neglect into the NSW Health Clinical Supervision Framework and associated training and 

resources. 

• The Ministry providing clear policy direction on clinical supervision for VAN Services. 

• The Ministry developing and releasing a policy for NSW Health on vicarious trauma and vicarious resilience and review 

and updating other NSW Health policies on staff welfare to reflect knowledge and good practice in responding to 

violence, abuse and neglect. 

• LHDs/SCHN ensuring that VAN service workers and other NSW Health workers are provided with consistent, regular 

clinical supervision for violence, abuse and neglect as is appropriate for their role. 

• The Ministry, LHDs/SCHN and Pillars ensuring that they have a clear action plan to respond to vicarious trauma. 

• The Ministry including professional consultation and support as a key component of VAN service models and 

LHDs/SCHN ensuring that this is provided by VAN Services across the health system. 

• The Ministry, in partnership with the Sydney Children’s Hospitals Network and Hunter New England LHD continuing 

the development and implementation of the Clinical Advice Sexual Assault and Child Abuse and Sexual Assault Clinical 

Advice Line (CASACAL). 

• The Agency for Clinical Innovation, supported by the Ministry, developing a VAN clinical network for NSW Health 

workers. 

Were activities undertaken as planned and, if not, why? 

Most VAN Services and other NSW Health workers reported appropriate levels of 

clinical supervision and support; a small number indicated that there was limited 

supervision of VAN Services by clinical specialists from other health services.  

   
Ministry, Pillars, 

LHDs/SCHN 

At the system level, the Ministry, pillar organisations and ECAV have updated clinical policy and 

procedures to include professional consultation and support as an element, begun implementation of 

CASACAL and developed and launched the VAN clinical network for NSW Health workers.  

The Ministry identified a number of areas where progress was slow or had not yet commenced. These 

include development of additional polices and guidelines, such as on vicarious trauma or clinical 

supervision of VAN Services and enhancing the work and role of the VAN clinical network.  

Implementation of the CASACAL 

The CASACAL Working Group regularly reviews the monthly data provided by the three CASACAL Hubs. Data shows that 

usage of CASACAL, compared to direct calls to CPU, has increased over the past 12 months.  

The Ministry reported that usage of CASACAL is lower than anticipated. This aligned with findings from focus groups with 

medical and forensic staff. Very few staff reported regularly using CASACAL, although those that had used it believed it was 

beneficial for engaging clinicians and providing support where needed.  

The Ministry reported that further data collection and consultations are planned to better understand the needs of 

CASACAL callers and to provide appropriate services across the state. A program of promotional activities is underway to 

increase awareness and usage of the service.  

LHDs/SCHN reported that VAN Services staff receive clinical supervision through multiple formal and 

informal mechanisms such as one-on-one supervision from clinical leads, group supervision, and peer 

support and mentorship. 
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LHDs/SCHN may have made less progress on activities that provide formal 

clinical supervision arrangements for NSW Health staff who provide a 

response to people experiencing violence, abuse and neglect but who do 

not work in VAN Services. Where LHDs/SCHN did report that this clinical 

supervision was provided, it tended to be on an ad hoc or as need basis and 

was provided when requested by other teams.  

Responses to the Self-Assessment Tool, alongside insights from focus group 

attendees, identified opportunities to enhance formal clinical supervision 

arrangements, particularly for staff not working in VAN Services. These 

included: 

• Providing more formal guidance from the Ministry, such as clear policy direction, to ensure staff have 

equal access to supervision. 

• Developing a coordinated strategy at the LHD/SCHN level for supervision arrangements. 

• Supporting rural and regional LHDs, or smaller sites, to provide appropriate levels of clinical 

supervision to their staff. Some of these sites reported having high workloads and minimal staff, and 

as a result were unable to dedicate the required time to supervision.  

• Offering clinical supervision through virtual means, noting that this is not appropriate in all cases. 

Some focus group attendees reflected that it is often important when providing supervision to be able 

to read non-verbal cues, which can be more difficult if you are not physically present.  

VAN Services staff in all LHDs/SCHN reported that they were providing informal 

clinical supervision, mentorship and support to other NSW Health staff.  
 

LHDs/SCHN 

This support is provided through a variety of mechanisms, including targeted short training sessions, 

longer training sessions (as required), regularly scheduled opportunities to debrief and reflect, and 

information relationships between VAN Services staff and other NSW Health staff.  

In focus groups, VAN Services staff reflected that they appreciate 

the opportunity to support their NSW Health colleagues in this way, 

and that it is a meaningful part of their work. However, they 

cautioned that ongoing resource issues, in particular heavy 

caseloads and a lack of staff, can make this unsustainable. Some 

focus group attendees said that this is an ‘additional thing’ that 

VAN Services staff are expected to fit into their day-to-day work, 

alongside expectations related to training, management, and 

clinical workload.   

“As a result of consultation 

with Health workers, it was 

identified that clinical 

supervision is provided for 

some nursing and allied health 

staff, depending on which area 

they are working in” 

Self-Assessment Tool response 

“We provide supervision to mental 

health clinicians outside of VAN at the 

moment. My only concern with 

continuing to open that up is capacity. 

Our staff are really busy just seeing 

clients” 

Focus group with VAN Services staff 
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Objective 3: Expand VAN Services to ensure they are coordinated, 

integrated and comprehensive 

 

Summary of findings 

• Overall, good progress was made to expand VAN Services, particularly through the funding of additional staff and 

services and implementation of service standards and protocols; there was less progress on consumer engagement. 

• The Ministry and ACI supported development of local integrated VAN service models but faced some delays with 

implementation 

• There was significant variation in LHD/SCHN progress towards implementation of integrated VAN service models 

(including 24-hour services, integrated intake models and formalisation of referral pathways) 

• Additional funding and policy support from the Ministry supported the expansion of new and existing VAN Services 

and an increase in the number of clients supported. 

• LHD /SCHN stakeholders reported an increase in the VAN Services workforce, though many continued to report 

challenges with staff shortages and vacancies 

• Ministry and LHD/SCHN stakeholders reported some activities to enhance the quality and consistency of services, 

including through service standards and protocols, evaluations, quality assurance and other service improvement; 

but most reported that there was a long way to go to ensure clients receive a consistent service with LHDs/SCHN 

and across the state. 

• There was limited progress on ensuring consumers are engaged as part of the VAN Services redesign process. Few 

LHDs/SCHN stakeholders reported they had systematically engaged consumers to support implementation of the 

Framework, though they acknowledged that this was important moving forward.  

About this objective 

The Ministry has provided initial funding enhancements to LHDs/SCHN from the NSW Health VAN 

Redesign Program to fill critical service gaps, coordinate NSW Health system support to the JCPRP out of 

business hours and provide enhanced clinical leadership for New Street Services. The initial funding 

enhancement was also intended to support LHDs/SCHN to work in partnership with the Ministry to review 

existing local service delivery and identify system reforms and service improvements that would optimise 

the use of the new funding.  

This objective encompasses four strategic priorities: 

1. Integrated VAN service models. 

2. Enhancement and expansion of VAN Services. 

3. Improving VAN Services quality and consistency and reducing clinical variation across NSW. 

4. VAN Services improving the patient journey and empowering people and families to be partners in 

their care. 

Figure 11 overleaf presents progress towards Making it Happen indicators according to the Self-

Assessment Tool and the Provider Survey responses for this objective. Respondents reported higher scores 

on progress related to medical and forensic clinician use of the medical and forensic protocols. 

Respondents reported lower scores on progress related to formal processes in place to routinely involve 

consumers in local redesign implementation and service planning.

Overall there was good progress towards expanding the availability of VAN Services and mixed progress towards 

developing local integrated VAN service models in LHDs/SCHN. There is a need for greater focus on enhancing the 

consistency of services and engaging consumers in the redesign process. 

PROGRESS

This diagram provides a visual indication of progress for this objective and does not reflect a quantitative assessment of progress.
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Figure 11 | Progress towards Making It Happen indicators according to LHD/SCHN managers and Service Providers, as reported in the Self-Assessment Tool 2018/19 and the 

Provider Survey 2020 
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Strategic priority 3.1: Integrated VAN service models 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Implementation of local service redesign and enhancements to services, which in many cases will mean the establishment 

of new services, will require LHDs/SCHN to further develop and implement their local VAN service models. Integration will 

look different for each LHD/SCHN and can occur at various levels (for example strategic and planning integration, 

organisation structure integration, or service delivery integration), and along a continuum. For some services, full 

integration may be the best model to meet local needs, whilst for other services partial integration may be more suitable. 

Regardless of whether LHDs or SHNs adopt full or partial integration, or an immediate or staged approach in their 

implementation of the Framework, local implementation and development should, at a minimum, include: 

• A common vision and shared goals and principles that are clearly articulated and transparent. 

• Shared language and good formal and informal communication. 

• Practices guided by principles related to respect, confidentiality, privacy and safety. 

A high level of trust in each other’s knowledge and expertise. 

This strategic priority will be achieved through: 

• The Ministry providing LHDs/SCHN with a Self-Assessment Tool to support local implementation of redesign. 

• The ACI, with support from the Ministry, undertaking a change management project in collaboration with LHDs/SCHN 

to help support local implementation. 

• The Ministry ensuring that key elements of the good practice integrated VAN service model are included in service 

models for VAN Services in NSW Health strategies, policies and procedures. 

• LHDs/SCHN, supported by initial funding enhancements from the Ministry, undertaking a process of local 

implementation of redesign, including system reforms, service improvements and the development of local VAN 

Services models guided by the IPARVAN Framework. 

Were activities undertaken as planned and, if not, why? 

The Ministry and ACI supported development of local integrated VAN service models 

but faced some delays with implementation. 
   

Ministry, Pillars 

The Ministry developed a Self-Assessment Tool to support local implementation. Work is underway to 

embed elements of the good practice integrated VAN Services model into strategies, policies and 

procedures.  

Commencing in 2019, ACI supported implementation of Phase 1 by assisting 12 LHDs/SCHN design local 

integrated VAN service models. The ACI VAN Redesign Local Implementation Project (the ACI VAN 

Redesign Program) intended to build the knowledge, skills and capabilities of LHD/SCHN staff to 

undertake redesign projects for specific projects, so that these skills could then be broadly applied to VAN 

Services redesign more broadly. ACI reported that LHDs that achieved greater progress on their redesign 

projects tended to have dedicated project teams and strong commitment from staff and leaders at all 

levels. 

There were delays in the design and implementation of the ACI VAN Redesign Program, which meant that 

redesign projects were less progressed than planned. ACI stakeholders reported that these delays were 

further exacerbated by lack of internal ACI resources, ACI’s decision to support 12 LHDs rather than 9 as 

intended, as well as the bushfire crisis and COVID-19 pandemic.  

ACI reported mixed success under the ACI VAN Redesign Program. Some LHDs progressed more quickly 

than others. Factors that led to success in certain LHDs, and challenges that were faced, are summarised in 

Figure 12.  
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Figure 12 | Success factors and challenges faced by the ACI VAN Redesign Program 

 

Source: consultations with, and written responses from, representatives from Ministry of Health and ACI, 2020 

There was significant variation in LHD/SCHN progress towards implementation of 

integrated VAN service models (including 24-hour services, integrated intake 

models, and formalisation of referral pathways)  

 
LHDs/SCHN 

Responses to the Self-Assessment Tool and Provider Survey suggest that more than half of LHDs have 

progressed key activities designed to expand local service access and enhance integration. The average 

score in the Provider Survey for this Making it Happen indicator was 3.7, the second highest for Making it 

Happen indicators within this objective. There was a cluster of LHDs/SCHN scores between 3.5 and 4.3 (see 

Figure 11, above).   

Activities that have progressed to date as part of the development of integrated local VAN services 

models included: 

• Expansion of services to provide 24-hour crisis response to those who have experienced violence, 

abuse and neglect, which was reported by 10 LHDs/SCHN. No LHDs reported the availability of 24-

hour response for all people who are experiencing violence, abuse and neglect. Rather, districts appear 

to have focused their initial efforts on specific presentations, for example, domestic violence or sexual 

assault. Districts that provide a 24-hour response have each chosen one (or in some cases more) 

particular presentation(s).   

Few districts reported 24-hour crisis response for child protection issues, although at least one noted 

that this response was provided by SCHN rather than the district.  

• Development of integrated intake models including handover, allocation, transfer and discharge of 

those experiencing violence, abuse and neglect. Progress towards these was reported by five LHDs. 

Models for integrated intake vary across districts – some have developed centralised or single intake 

services, whereas others are more focused on enhancing information sharing between VAN Services at 

intake.  

System level factors that 

led to success
• The existence of the IPARVAN Framework, which LHDs see as a clear statement 

from the Ministry of the policy direction and expectations.

• Good internal governance structures for the ACI team. This included fortnightly 

project meetings between ACI and the Ministry, which helped to set direction 

and align expectations.

• Co-location of the ACI and Ministry teams at project commencement, which 

built interpersonal relationships and laid the groundwork for a successful 
partnership.

Local level factors that led 

to success

• Local redesign teams that participated in ACI workshops and communities of 

practice, which may have built local capacity and confidence with redesign and 
implementation.

• Dedicated project teams and project leads in LHDs, which served to drive the 

redesign process forward. Not all LHDs recruited these project teams, relying 
instead on staff to incorporate redesign activities into their existing roles and 

responsibilities 

Challenges faced that 

impacted implementation
• Different interpretations and understanding of ACI’s role between ACI and the 

Ministry. Whilst the Ministry expected that ACI would support implementation of 
the entire IPARVAN Framework, ACI only intended to support one concrete, 

small scale project in each LHD. ACI used these projects to build local skills and 

capability.

• Difficulties associated with changing embedded existing workplace cultures and 

building momentum for change. Existing cultures may have reinforced siloed 
approaches to service delivery. 
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• Development of formalised and documented referral pathways, both between VAN Services and 

between VAN Services and other services that provide a response to those who have experienced 

violence, abuse and neglect. In some LHDs, this has taken the form of simple ‘quick reference’ guides 

with key contacts and phone numbers for onwards referral.  

In focus groups, staff from several LHDs reported that referral pathways were still poor, both within 

VAN Services and between VAN Services and other NSW Health services. Further information is 

provided under objective 4 (Section 4.1). 

• Enhanced informal relationships between VAN Services staff and other NSW Health staff that 

provide a response to those who have experienced violence, abuse and neglect. 

• Expansion of telehealth services, particularly in rural and regional LHDs.  

 

 

Despite progress, LHDs/SCHN faced challenges with implementing local integrated services. These include: 

• The bushfire crisis and the COVID-19 pandemic, both of which redirected district and SCHN efforts 

away from the redesign process. The bushfire crisis and COVID-19 pandemic also impacted progress 

under objective 1 (Section 4.1). 

• Limited communication, engagement and change management processes in some LHDs/SCHN. 

Qualitative responses to the Self-Assessment Tool suggest that staff were not effectively engaged in 

the redesign process in some LHDs. In focus groups, some staff who provide a psychosocial response 

to those who experience violence, abuse and neglect outside of VAN Services expressed feelings of 

fear or resentment and a breakdown in relationships due to poor or non-existent communication. 

These staff were unsure of the impact of integration on their roles and felt excluded from the process. 

In addition, a small number of stakeholders in these focus groups reported feeling that leaders were 

leaving them out of the redesign process, leading to a reluctance to engage with redesign in the 

future.   

Case study – A common vision and co-location for all VAN Services 

In Nepean Blue Mountains LHD, multiple VAN Services, including outreach workers are co-located in the same site. 

These services have a common vision, shared goals, strong communication and a high level of trust in each other’s 

knowledge and expertise. Staff come together for training and professional development activities, planning and 

other capacity building activities. 

 

 Case study – Telehealth VAN services in rural areas 

Far West LHD has introduced a sexual assault telehealth model in three regions. The model will be reviewed and 

then rolled out across the whole LHD, with the aim of expanding telehealth to other regions and VAN Services, 

including domestic and family violence and child protection.  

Murrumbidgee LHD has also introduced a telehealth model, which is being used for crisis presentations in 

Emergency Departments as well as ongoing therapeutic supports for people who have experience violence, abuse 

and neglect.  
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Strategic priority 3.2: Enhancement and expansion of VAN Services 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Recent NSW Government funding initiatives have significantly increased the resource base for NSW Health’s VAN Services. 

This funding is intended to increase the LHD/SCHN resources for violence, abuse and neglect, not as a substitute for 

existing funding sources. Enhancement and expansion of VAN Services will be met through increasing service capacity to 

meet demand, supporting better access to services across the state, and expanding services to better respond to 

previously under-served cohorts. Key to achieving this will be recruitment of permanent clinical staff to provide responses 

where service gaps have been identified. 

This strategic priority will be achieved through: 

• The Ministry providing funding allocations to LHDs/SCHN that include clear terms and conditions requiring 

LHDs/SCHN to use this new funding to increase their resourcing base for VAN Services, and not substitute existing 

funding sources. 

• LHDs/SCHN commencing recruitment of permanent clinical staff to provide responses where gaps have been 

identified. 

• LHDs/SCHN maintaining VAN service positions through active recruitment and proactive succession planning. 

• The Ministry and ECAV developing a NSW Health domestic and family violence integrated psychosocial, medical and 

forensic model to support the expansion of services to this cohort that are modelled on the NSW Sexual Assault 

Service approach. 

• The Ministry working in partnership with LHDs/SCHN to implement several service expansions and establishments as 

part of the NSW Government’s response to the Royal Commission. 

• The Ministry expanding referral pathways into Child Protection Counselling Services as part of the forthcoming policy 

and procedures for that VAN service. 

Were activities undertaken as planned and, if not, why? 

Additional funding and policy support from the Ministry supported the expansion of 

new and existing VAN Services and an increase in the number of clients supported. 
 

Ministry 

VAN Redesign Program funding from the Ministry identified clear terms and conditions related to 

integration and expansion of VAN Services, guiding work in this area. In addition, the Ministry and ECAV 

commenced work on a NSW Health domestic and family violence integrated psychosocial, medical and 

forensic crisis model.  

Work progressed to implement several service expansions and establishments as part of the NSW 

Government’s response to the Royal Commission. NSW Health funded additional New Street services and 

committed to establishing a program for children under the age of criminal responsibility with problematic 

or harmful sexual behaviours. In addition, the Ministry has funded Mid North Coast LHD and South Eastern 

Sydney LHD for three years (2019/2022) to develop, pilot and evaluate a new integrated service model for 

adult survivors of sexual abuse with complex needs. The Ministry has also advanced plans to further 

address the findings of the Royal Commission.  

Across NSW, there was an increase in the number of reported services events and distinct clients for VAN 

Services.  Figure 4 in Section 3 outlines the number of service events and clients by service type in NSW. In 

the three years from 2016/17 to 2019/20, the number of reported service events increased by 29 per cent 

(from 92,377 to 119,228) and the number of reported distinct clients increased by 59% per cent (from 

12,525 to 19,875).43  The majority of this increase was experienced in Child Protection Counselling Services 

(CPCS) and Sexual Assault Services (SAS). The number and type of VAN Services has also increased across 

the state. 

 
43 While there has been an increase in the reported number of service events and distinct clients in the NAP data, this increase 

may also reflect improvements in the reporting by service providers There was an increase in number of services between 2016 

and 2020 which impacted the numbers reported (an additional 40 services between 2016 and 2020 reporting clients, and an 

additional 25 services reporting service events). See further detail in Appendix B. Source: Non-Admitted Patient Data, 2016-

2020. 
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Further information on VAN Service usage and characteristics of clients (including age, Aboriginal status, 

born overseas status and location) is provided in the preliminary findings on immediate outcomes in 

Section 4.3. 

LHD/SCHN stakeholders reported an increase in the VAN Services workforce, though 

many continued to report challenges with staff shortages and vacancies 
 

LHDs/SCHN 

In responses to the Self-Assessment Tool many VAN Services managers reported the addition of new 

positions to support the expansion of VAN Services (further information on changes in FTE over time will 

be provided in the final report for this stage of the evaluation). LHDs/SCHN used VAN Redesign Program 

funding to recruit permanent clinical staff, although ongoing staffing issues remain a concern. 

Concerns related to ongoing staffing issues were raised by stakeholders in the Provider Survey, as well as 

in focus groups with VAN Services staff. They indicated that VAN staff and their management are fully 

engaged in in the delivery of day-to-day services (and in some cases the VAN redesign process) and so 

therefore do not have time or capacity to think strategically with regards to workforce planning.  However, 

some LHDs/SCHN said that the Framework had enabled improvements in workforce planning and the 

recruitment of staff with broader skillsets to support integrated service delivery. 

The ratio of FTE to clients varied considerably between VAN Services, which is partially to be expected 

given different client needs and service delivery contexts. This will be explored further in the final report 

for this stage of the evaluation. Further information on FTE to service ratios is provided in the discussion 

on system sustainability outcomes in Section 4.3.  

Strategic priority 3.3: VAN Services quality improvement, consistency and clinical 

variation across NSW 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Alongside the larger reforms to the VAN service system, such as the implementation of integrated models of care and 

enhancement and expansion of VAN Services, a range of initiatives to improve the quality of these services and reduce 

clinical variation across NSW are being implemented. These aims to help ensure that service delivery is based on the best 

available evidence and that, no matter where in NSW people and their families present to the NSW Health system, they 

receive a similar, good quality and comprehensive response that addresses their health, safety and wellbeing needs 

appropriately. 

This strategic priority will be achieved through: 

• The Ministry reviewing and updating the NSW Health Guide to the Role Delineation of Clinical Services to incorporate 

the expanded range and scope of VAN Services that LHDs/SCHN will be funded to deliver. Each LHD/SCHN will use 

this guide to plan and deliver clinical services to the level appropriate to meet the needs of the relevant population in 

their catchment area. 

• The Ministry producing Violence, Abuse and Neglect Service Standards. LHDs/SCHN will ensure that processes are in 

place to implement the standards and to demonstrate compliance, as well as mechanisms for monitoring and review. 

• The Ministry producing a suite of updated and evidence-based medical and forensic protocols for victims of all forms 

of violence, abuse and neglect. 

• LHDs/SCHN requiring medical and forensic clinicians to use NSW Health standard medical and forensic protocols. 

• The Ministry continuing to engage to several existing statewide or multi-region evaluation, quality assurance and 

service improvement processes with the involvement of relevant LHDs or SHNs. 

• LHDs/SCHN identifying and undertaking local evaluation, quality assurance and service improvement activities for VAN 

Services that are relevant to the unique needs of their region or focus population group. 
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Were activities undertaken as planned and, if not, why? 

The Ministry and LHD/SCHN stakeholders reported some activities to enhance the 

quality and consistency of services, including through service standards and 

protocols, evaluations, quality assurance and other service improvement; but most 

reported that there was a long way to go to ensure clients receive consistent services 

with LHDs/SCHN and across the state. 

   
Ministry, 

LHDs/SCHN 

The Ministry produced foundational documents to enhance VAN Services quality, including the Violence, 

Abuse and Neglect Service Standards and relevant medical and forensic service protocols. Work remains 

to review and update the NSW Health Guide to the Role Delineation of Clinical Services, as well as to 

produce additional medical and forensic protocols. These were delayed due to competing priorities and a 

lack of staffing resources at the Ministry.  

LHDs/SCHN reported that medical and forensic clinicians routinely use these standardized protocols. The 

Self-Assessment Tool and Provider Survey scores for this Making it Happen indicator were the highest of 

all objective 3 indicators (3.9 and 3.1 respectively, see Figure 11, above). Ten LHDs/SCHN explicitly 

reported in the Self-Assessment Tool that their medical and forensic staff are using standard protocols for 

some presentations, as per NSW Health policy directives. Responses to the Self-Assessment Tool indicated 

that not all districts are using standard protocols for all presentations – for instance one LHD reported 

standard protocols for sexual assault and child protection presentations, but not domestic violence 

presentations. 

In addition, the Ministry established a VAN Evaluation Advisory 

Group to provide expert input into evaluation activities, and 

stakeholders reported that the Ministry continues to 

participate in a range of formal and informal evaluation, 

quality assurance and service improvement processes.  

Eleven LHDs/SCHN reported in the Self-Assessment Tool that they were engaged in some form of 

evaluation, quality assurance or service improvement activity. There was limited detail reported on the 

extent or outcomes of these activities to date. Districts noted that their engagement in these activities was 

hampered by a lack of high-quality data. In addition, in some LHDs these activities were undertaken on an 

ad hoc rather than systematic or strategic basis. 

Some focus group attendees reported that consistency of services within LHDs and SCHN had improved, 

although many clients were still not receiving a consistent service. Stakeholders reported that this was due 

to lack of or inconsistent use of formal referral pathways, protocols, clinical supervision, governance 

processes as well as lack of services in some areas and for some populations. Some LHDs reported that it 

was difficult to provide a consistent service to patients in rural areas. 

Strategic priority 3.4: VAN Services improving the patient journey and empowering 

people and families to be partners in their care 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

NSW Health has a strong commitment to improving the client experience across all Health services. The need to focus on 

the experiences of people and families who are accessing health services is also a part of the accreditation process for 

LHDs/SCHN. The importance and value of involving patient, carer and family in health care planning and decision-making, 

and providing person-centred care, is well recognised. The evidence shows that consumer participation leads to better 

quality of care, improved health outcomes and more accessible and effective health services. 

This strategic priority will be achieved through: 

• LHDs/SCHN developing a good understanding of the patient journey by mapping the journey with consideration to 

the VAN service model or models developed in their local context to identify service gaps and inform quality 

improvement activities. 

“There is some evidence of VAN staff 

engaging in quality improvement activities, 

however this is on an ad hoc basis 

Self-Assessment Tool response 
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• The Ministry and ECAV partnering with the Pillars, LHDs/SCHN to develop statewide training resources for staff in 

VAN Services and other NSW Health services to develop and support a culture focussed on the client experience. 

• The Ministry working with BHI, LHDs/SCHN to identify and implement appropriate mechanisms to capture and 

respond to feedback from people who have experienced violence, abuse and neglect and their families on their 

experience of the health system. 

• LHDs/SCHN involving consumers in local redesign implementation and service planning, with optional support from 

ACI. 

• ACI including consumer representatives in the VAN Clinical Network. 

• The Ministry considering whether client experience is improved in the Project evaluation. 

Were activities undertaken as planned and, if not, why? 

There was limited progress on ensuring consumers are engaged as part of the VAN 

Services redesign process. Few LHD/SCHN stakeholders reported they had 

systematically engaged consumers to support implementation of the Framework, 

though they acknowledged that this was important moving forward.  

    
Ministry, Pillars, 

LHDs/SCHN 

At the system level, ACI ensured that a small number of consumers joined the VAN Clinical Network, and 

the Ministry included enhanced client experience as an intended outcome in the IPARVAN Framework 

Evaluation Framework. 

At the local level, average scores for the Self-Assessment Tool and the Provider Survey against the 

consumer engagement Making it Happen indicator were relatively low (1.9 and 2.8 respectively). In focus 

groups, VAN Services staff acknowledged that consumer experience is not something that has been done 

well to date and highlighted it as an important area for future focus.  

In addition, very few LHDs or SCHN have engaged in recent patient journey 

mapping, with many relying on the mapping that was done in 2015-16. Only 

one LHD reported that the patient journey had been recently and 

systematically mapped. Approximately half of LHDs highlighted this as an 

area for future focus in the Self-Assessment Tool. As with consumer 

engagement, average scores for the Self-Assessment Tool and the Provider 

Survey against the patient journey mapping Making it Happen indicator were relatively low (2 and 2.9).  

Further work is needed to ensure that VAN Services are improving the patient journey and empowering 

people and families to be partners in their care. Work in this area that was planned, but not commenced, 

included the development of relevant statewide training resources, and the development of a mechanisms 

for capturing feedback from those who have experienced violence, abuse and neglect.  

 

  

Case study – Patient journey mapping to improve consistency of services 

Murrumbidgee LHD mapped the patient experience across the district and found that VAN clients did not receive 

a consistent service. The mapping exercise informed further work to identify local requirements for VAN Services, 

restructure services and improve service quality. The district continues to use patient stories of inform service 

improvements. 

 

 

“Consumer engagement has 

not been routinely sought and 

more formalised approaches 

are required” 

Self-Assessment Tool response 



 

Nous Group | Evaluation of the implementation of the IPARVAN Framework | 30 June 2021 | 63 | 

 

Objective 4: Extend the foundations for integration across the whole NSW 

Health system 

 

Summary of findings 

• Overall, Ministry and LHD/SCHN stakeholders indicated that there was less progress under this objective compared 

to the others, which was expected to an extent because integration with other health services was a focus for Phase 2 

of the IPARVAN Framework implementation.  

• While stakeholders said VAN Services tended to be trauma-informed, they reported limited progress towards 

embedding trauma-informed approaches across the health system but noted that the Trauma-Informed Care 

Framework was soon to be released 

• Stakeholders reported limited progress with embedding child-safe principles in VAN Services and across the NSW 

Health system (with the exception of services that are designed specifically for children) but noted that the Principles 

for Child Safe Organisations was only recently released. 

• Most LHDs/SCHN made good progress developing case coordination mechanisms and other linkages between VAN 

Services and other NSW Health services, and between NSW Health and interagency partners. 

• There was mixed progress on referral pathways; some LHDs/SCHN reported progress but stakeholders from the 

majority of LHDs/SCHN said that more work was required to develop formal and consistent referral pathways.  

• There has been limited progress on the development of guidance and processes to support information sharing 

using electronic clinical information systems..  

• LHD/SCHN stakeholders reported that information sharing between services had increased but not enough to 

support the delivery of integrated and safe services; several stakeholders suggested nuanced privacy settings where 

some information on a patient’s record can be shared across services but more sensitive information is kept private. 

About this objective 

In a public health approach to violence, abuse and neglect, NSW Health services other than identified VAN 

Services play a critical role in preventing, identifying and responding to violence, abuse and neglect.  

This objective encompasses three strategic priorities: 

1. System improvement – trauma-informed care and child-safe organisations. 

2. Identification, response, referral and coordination. 

3. Integrated electronic clinical information systems. 

Figure 13 overleaf presents progress towards Making it Happen indicators according to the Self-

Assessment Tool and the Provider Survey responses for this objective. Respondents reported higher scores 

on progress for activities related to guidance and training to record and manage information and balance 

confidentiality for clients and implementation of local case coordination strategies. Respondents reported 

lower scores on progress for activities related to guidance and systematic approaches to identify and 

respond to violence, abuse and neglect.

Overall there was good progress towards enhancing case coordination mechanisms and some improvements in 

information sharing between services. There is a need for greater focus on enhancing information sharing while protecting 

patient privacy (including through integrated eMRs) and embedding trauma-informed and child safe approaches.

PROGRESS

This diagram provides a visual indication of progress for this objective and does not reflect a quantitative assessment of progress.
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Figure 13 | Progress towards Making It Happen indicators according to LHD/SCHN managers and Service Providers, as reported in the Self-Assessment Tool 2018/19 and the 

Provider Survey 2020 
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Strategic priority 4.1: System improvement – trauma-informed care and child-safe 

organisations 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Trauma-informed care and child-safe organisations are vital for ensuring that the entire NSW Health system is sensitive to 

the needs of those who have experienced violence, abuse and neglect. Trauma-informed care is a key concept for 

effective practice that underpins integrated responses to violence, abuse and neglect across the health system. It is also a 

core organising principle for the IPARVAN Framework. A child-safe organisation is one that takes deliberate steps to 

create and embed workplace cultures, adopt strategies and take actions to promote child wellbeing and prevent harm to 

children and young people. 

This strategic priority will be achieved through: 

• The Ministry and ACI completing, and LHDs/SCHN implementing, the Trauma-Informed Care Framework. 

• The Ministry, Pillars, LHDs/SCHN promoting and facilitating child safety within their organisational context, including 

through implementation of the Principles for Child Safe Organisations.44,45 

Were activities undertaken as planned and, if not, why? 

Whilst stakeholders said VAN Services tended to be trauma-informed, they reported 

limited progress towards embedding trauma-informed approaches across the health 

system but noted that the Trauma-Informed Care Framework was soon to be 

released.  

   
Ministry, Pillars, 

LHDs/SCHN 

The Ministry and ACI are still in the process of completing the Trauma-Informed Care Framework, and 

therefore LHDs/SCHN have not been able to implement this.  

Some stakeholders progressed steps to become trauma-informed organisations. As noted previously, in 

September 2019 the ACI Executive endorsed the ACI Trauma Informed Care – Supervision Support and 

Education Strategy. A number of LHDs/SCHN also reported developing and delivering trauma-informed 

care as part of their activities under the IPARVAN Framework.  

At the local level, only one LHD explicitly reported in the Self-Assessment Tool that they delivered trauma-

informed care training to their staff. However, in focus groups, VAN services staff and other NSW Health 

staff reflected that many VAN Services, as well as psychosocial services, are built on trauma-informed 

principles. Expanding trauma-informed care throughout the whole health system, and even to interagency 

partners, was identified as an ongoing challenge, but something that would deliver enormous benefits.  

Stakeholders reported limited progress with embedding child-safe standards in VAN 

Services and across the NSW Health system (with the exception of services that are 

designed specifically for children) but noted that the Child Safe Standards were 

endorsed in late 2018.  

   
Ministry, Pillars, 

LHDs/SCHN 

The Child Safe Standards were released in July 2016 but formally endorsed by the NSW Government in 

late 2018, which was less than a year prior to when LHDs/SCHN completed the Self-Assessment Tool.  

Seven LHDs/SCHN explicitly reported in the Self-Assessment Tool activities to promote and facilitate child 

safety within their organisations. Activities included senior manager attendance at workshops, delivery of 

relevant education and training, inclusion of child safe standards in LHD/SCHN strategic plans, completion 

 
44 Whilst the IPARVAN Framework directs the Ministry, Pillars and LHDs/SCHN to implement the Principles for Child Safe 

Organisations, since the IPARVAN Framework was published NSW has adopted the Child Safe Standards, rather than the 

Principles. The Office of the Children’s Guardian considers organisations in NSW that are implementing the National Principles 

will be simultaneously implementing the Child Safe Standards. This report uses the word Principles when directly referencing 

the IPARVAN Framework and Standards in other instances. Further information on the Child Safe Principles is available here: 

https://www.kidsguardian.nsw.gov.au/ArticleDocuments/838/ChildSafeStandardsGuide.pdf.aspx?Embed=Y. 
45 Implementation of the Principles for Child Safe Organisations requires a collaborative approach and is the responsibility of 

all organisations in the NSW health system. 
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of child safe organisation training by management, and development of local level child safe 

documentation.   

In the Self-Assessment Tool, LHDs/SCHN identified further work to be done to embed child-safe 

standards. These included identifying key people within the LHD/SCHN to serve as child safe champions, 

undertaking a gap analysis against the Child Safe Standards, and developing working groups and 

governance mechanisms to progress implementation of the Standards.  

Child-specific VAN Services such as New Street were generally seen by stakeholders to be aligned with 

Child Safe Standards and best practice, however stakeholders reported that more work was required to 

embed child safe principles in other VAN Services and in the broader health system.  

Strategic priority 4.2: Identification, response, referral and coordination46 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

In an integrated NSW Health system for the prevention and response to interpersonal violence, priority actions are the 

identification that violence, abuse and neglect has occurred, and the identification of risks to safety for individuals and 

families resulting from interpersonal violence. Staff across the broad health system require the skills and confidence to ask 

about violence, abuse and neglect and to identify risks to safety.  

To respond appropriately to identification or disclosure of violence, abuse and neglect, NSW Health workers need sound 

knowledge of referral pathways, including into VAN Services, and of the roles and responsibilities of staff and agencies 

across the NSW Health system.  

Finally, local linkages need to be made between VAN Services and broader health services to support case coordination. 

This strategic priority will be achieved through: 

• The Ministry continuing to progress initiatives concerning domestic and family violence screening and risk assessment 

and using these as a foundation and knowledge base to inform Phase 2 of the Project. 

• As part of Phase 2 of the Project, the Ministry will explore whether to develop a consistent statewide approach to 

identifying (screening and assessing risk) and responding to violence, abuse and neglect across the NSW Health 

system. 

• The Ministry ensuring that the suite of VAN service strategies, policies and procedures provides clear guidance on 

referral pathways into VAN Services and roles and responsibilities of other Health services in an integrated response. 

• LHDs/SCHN supporting existing local linkages, and the establishment of new ones, between VAN Services and other 

health services, as well as the involvement of appropriate staff in interagency case coordination mechanisms. 

Were activities undertaken as planned and, if not, why? 

Most LHDs/SCHN made good progress developing case coordination mechanisms 

and other linkages between VAN Services and other NSW Health services, and 

between NSW Health and interagency partners.   

 
LHDs/SCHN 

The average Provider Survey score for the case coordination Making it Happen indicator was 4, higher 

than the overall average score for this objective (3.9). By contrast, the average Self-Assessment Tool 

response was 2.6, although this was also higher than the average score for all responses under this 

objective (2.6). This indicates that staff at the service level saw greater progress with regards to 

implementation of an involvement in case coordination meetings. 

In focus groups, staff reflected that case coordination meetings provide an opportunity to discuss and 

confirm the diverse clinical needs of clients, agree whether clients need support from additional clinical 

specialities, and ensure that clients are adequately and appropriately followed up.  

 
46 Note that most activities under this strategic priority relate to Phase 2 implementation, and so are not in scope for this 

evaluation report.  
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There are ongoing challenges with linkages between VAN and other health services. Focus groups 

highlighted that poor communication channels between services hinders care coordination. Limited 

staffing resources are an additional challenge, particularly for staff providing an acute response who wish 

to refer to community VAN services. These staff reported long wait time for access to community services, 

resulting in clients not receiving care in a timely manner, and increasing 

the risk of loss to follow up.  

NSW Health staff were represented in inter-agency coordination 

meetings; however, some staff questioned the usefulness and impact of 

these meetings. Stakeholders reported that this tended to be because 

the outcomes of these meetings were not fed back to front-level staff or 

were not used for ongoing service improvement activities.  

There was mixed progress on referral pathways; some LHDs/SCHN reported progress 

but stakeholders from a majority of LHDs/SCHN said that more work was required to 

develop formal and consistent referral pathways.   

  
Ministry, 

LHDs/SCHN 

The Ministry ensured that all relevant clinical policy and procedures included close attention to referral 

and guidance to other services. 

Several LHDs/SCHN reported in the Self-Assessment Tool that they developed formal referral pathways 

between relevant services, reflected in the average score against this Making it Happen indicator (2.6, 

higher than the overall average of 2.4). Focus group attendees agreed that referral pathways had 

strengthened, which is reflected in the high Provider Survey average score (3.9). Attendees noted that 

these are likely taking the place of existing informal pathways. VAN Services staff reported benefits in 

formalising these, as they noted that there is a risk that informal pathways are reliant on longstanding 

interpersonal relationships, and these can quickly disappear if and when staff leave a service. Focus group 

attendees reflected that more work is needed to embed formalised referral pathways. The impact of 

referral pathways on system integration is discussed further in Section 4.2 (below).  

In interviews and responses to the Self-Assessment Tool, 

stakeholders suggested activities that could serve to develop more 

formal and consistent referral pathways, including: 

• codifying existing informal and relationship-based pathways 

• developing shared and agreed procedures and forms to support 

joint case planning and onward referral 

• investing effort to build the case for formalised and integrated 

referral pathways, in order to generate stakeholder buy in, 

particularly from services that provide a response to those who 

experience violence, abuse and neglect but are not VAN Services 

• co-locating services, where appropriate, 

Strategic priority 4.3: Integrated electronic clinical information systems 

What implementation activities were planned and what was the rationale? 

Summary of IPARVAN Framework activities for this strategic priority  

Reliable systems and processes for sharing information between health services that are able to provide a response to 

people and families who have experienced violence, abuse and neglect are critical to delivering comprehensive, 

coordinated and integrated care. They enable services to better identify people who have experienced violence, abuse and 

neglect, and have the information they need to deliver responses that meet people’s and families’ need and preferences. 

Whilst better sharing of information across VAN Services and other health services would improve each service’s ability to 

deliver a more comprehensive and effective response, this need to be balanced against the need for privacy, 

confidentiality and safety. 

“There are meetings, but they’re 

attended by people who go on 

behalf of us – we don’t get 

feedback on them” 

Focus group with workers who 

provide a psychosocial response 

“My concern is that sometimes 

these things [case coordination and 

referral pathways] become 

relationship based. I think we need 

pathways and processes locally so 

that if people leave or move on the 

processes remain” 

Focus group with medical and 

forensic staff 



 

Nous Group | Evaluation of the implementation of the IPARVAN Framework | 30 June 2021 | 68 | 

 

This strategic priority will be achieved through: 

• The Ministry working with eHealth, LHDs, SHNs, ACI and CEC in developing State Based Designs of clinical systems to 

meet business requirements on information sharing and to support client safety. This will include guidance on 

implementation. 

• LHDs/SCHN locally testing and implementing the state-based solutions and/or ensuring locally developed solutions 

meet the same requirements. 

• The Ministry working with LHDs/SCHN, including by providing guidance and support, to establish common protocols 

and tools across VAN Services and other NSW Health services for recording information on violence, abuse and 

neglect in eMR and other systems. 

• LHDs/SCHN developing comprehensive guidance and training for VAN Services and other NSW Health services to 

understand how to manage information, and balance the confidentiality needs of clients in accordance with relevant 

policies and legislation. 

Were activities undertaken as planned and, if not, why? 

There has been limited progress on the development of guidance and processes to 

support information sharing using electronic clinical information systems.  
   

Ministry, Pillars 

The Ministry has progressed the development of clinical systems to meet business requirements on 

information sharing and to support client safety. Activities that have progressed by the Ministry, in 

partnership with eHealth and LHDs/SCHN included: 

• Development of a new electronic Violence, Abuse and Neglect Service Event Form and VAN Progress 

note. These are currently being road tested in five districts. 

• Updates to an electronic Child Safety Welfare and Wellbeing Risk Assessment Form.  

• Piloting in six hospitals of an electronic flagging mechanism and screening tool for eligible women in 

the Domestic Violence Routine Screening in the Emergency Departments Pilot Project 

• Building routine consideration of VAN risks for all Adult and Paediatric Inpatients into standard risk 

screening and assessment.  

• Implementation of P2Sentinel, auditing solution used to track user access to confidential patient data. 

• Publishing of the Information Bulletin IB2020_022: Electronic Medical Records of Information Exchange 

to reduce Domestic and Family Violence Threat, which provides supplementary information and 

guidance to IB2016_056 and documentation in e-Health records. 

LHD/SCHN stakeholders reported that information sharing between services had 

increased but not enough to support the delivery of integrated and safe services; 

several stakeholders suggested nuanced privacy settings where some information on 

a patient’s record can be shared across services, but more sensitive information is 

kept private.  

 
LHDs/SCHN 

In focus groups, staff from both VAN services and other NSW 

Health services raised concerns about cross-service access to 

patient information. All stakeholders agreed that it is 

imperative to protect the privacy, confidentiality and safety of 

VAN Services clients, including through limiting access to 

sensitive patient records. However, there was a feeling from 

staff in some districts that strict privacy protocols were 

hampering clinical care and coordination and integration of 

services. Staff not working in VAN Services were unable to see 

whether a client had previously, or was currently, accessing 

VAN Services, whether they had a history of experiencing 

violence, abuse and neglect, and whether further referrals were 

necessary.  

“DCJ have only one system but NSW 

Health…we have lots of systems 

across the acute setting, community, 

everything. I think that’s really 

dangerous” 

Focus group with staff who provide a 

psychosocial response 
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Different electronic medical record systems are used across districts, with some permitting greater access 

to information about VAN clients than others. In some districts, those not working in VAN Services are 

unable to see any private or confidential information. In others, there 

are ‘shades of grey’ within the medical record that allows permissions 

to be granted to specific staff, with clear policies and procedures for 

oversight. Focus group participants tended to prefer the ‘shades of 

grey’ approach. 

Protecting patient privacy and safety may be more difficult in rural 

and regional LHDs. Focus group participants noted that rural and 

regional LHDs tend to have higher numbers of smaller facilities where 

staff and patients may know each other well outside of the clinical 

environment.   

“Information sharing is a big issue. 

VAN files sit on a different system 

and are locked down. It makes sense 

for client confidentiality, but the 

ability to share more patient 

information would improve patient 

experience and safety” 

Focus group VAN services staff 
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4.2 How well have the activities contributed towards system 

integration? 

The previous section (Section 4.1) described the activities that have been undertaken to date to implement 

the IPARVAN Framework. This section begins to explore how these activities are contributing towards 

system integration, with more comprehensive findings to be provided in the Final Report for the Stage 1 

Evaluation (due in November 2021). The following section (Section 4.3) explores how enhanced integration 

is contributing to changes in health and wellbeing, client experience and system sustainability outcomes. 

There are four research questions under the key line of enquiry, ‘How well have the activities contributed 

towards system integration:’ 

1. Overall and within each LHD/SCHN, how integrated is the VAN Service system? 

2. Overall and within each LHD/SCHN, to what extent has system integration changed since 

implementation of the IPARVAN Framework commenced? 

3. To what extent have the implementation activities contributed to change in VAN Service system 

integration? 

4. How have other factors contributed to changes in integration? 

This section begins to answer the first question, based predominantly on qualitative responses from 

stakeholders in the Self-Assessment Tool, Provider Survey and focus groups. This section also begins to 

identify how the evaluation team are defining integration in this evaluation, based on published literature 

and quantitative data on the activities under the IPARVAN Framework that are having the greatest impact 

on integration. The Final Report will more clearly define integration for the purposes of the evaluation and 

use this to answer the remaining three research questions above. 

The approach to measuring integration for this evaluation is described further below. 

Why is integration important and how are we measuring it? 

The IPARVAN Framework is designed to develop and embed an integrated public health approach to violence, abuse and 

neglect across NSW. The Framework focuses on ‘system integration’ – which includes integration within the health system 

as well as integration with other service systems that support people impacted by violence, abuse and neglect. System 

integration is critical to achieve the vision of the IPARVAN Framework, ‘All children, young people, adults and their families 

are supported by the public health system to live free of violence, abuse and neglect and their adverse impact.’  

The IPARVAN Framework defines integrated service responses to violence, abuse and neglect as ‘the provision of service 

responses, in accordance with a person-centred approach, that provides seamless care across multiple services, adopts a 

multidisciplinary and trauma-informed approach, and is designed around the holistic needs of the individual throughout 

the life course.’  

The IPARVAN Framework sets out evidence-based activities under each objective that collectively are designed to increase 

system integration and ultimately improve health, client experience and system sustainability outcomes. It is important to 

be able to objectively measure whether these activities are contributing to integration (and ultimately outcomes) and which 

activities should be prioritised to achieve the vision of the Framework. This list of activities could, in time, be used to 

develop a scorecard to measure progress on integration for each LHD/SCHN and guide decisions on which activities should 

be prioritised (based on benchmarking against outcomes to assess the level of importance). 

This evaluation seeks to understand the extent to which these activities are contributing to system integration through two 

steps: 

1. Define integration and indicators of integration for the purpose of the evaluation: In order to measure integration, 

it is important to define it and how it is operationalised (i.e. what activities contribute to integration). This includes 

identifying indicators that can be used to measure progress towards integration. This evaluation will use published 

literature and analysis of Self-Assessment Tool and Provider Survey responses to understand which activities are 

having the greatest impact on integration. The evaluation team will then use these activities to identify indicators of 

integration which can be measured over time. This process means that the evaluation team can develop an objective 

definition of integration based on quantitative data from the evaluation. 

This Interim Progress Report begins to define integration and indicators of integration based on Self-Assessment Tool 

and Provider Survey responses provided to date. The Final Report will finalise the definition and indicators of 
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integration by assessing changes in responses to the Self-Assessment Tool and Provider Survey from 2019/20 to 

2020/21. 

2. Measure integration: The evaluation will use the definition and indicators of integration to objectively measure how 

activities in the IPARVAN Framework are contributing towards system integration by synthesising information from 

the following data sources: 

a. views of NSW Health staff on changes in integration, based on qualitative responses to the Self-Assessment 

Tool, Provider Survey and focus groups 

b. views of clients on the services that they experienced in response to violence, abuse and neglect, based on 

interviews with clients of VAN Services that will be conducted during the deep dive site visits in May 2021 

c. quantitative data from the Provider Survey and Self-Assessment Tool on the average scores for the indicators 

of integration. 

This Interim Progress Report presents the views of NSW Health staff on integration. The Final Report will synthesise 

information from all three data sources to measure integration and understand how integration has changed over 

time.  

Preliminary insights to define integration 

Summary of findings 

• Defining integration is integral to assessing the relationship between activities and progress towards system 

integration; this report begins to develop a definition, which will be iteratively refined over time. 

• 13 integration indicators were identified based on literature and preliminary insights. 

• A regression analysis of the Provider Survey indicates three activities had a positive relationship with progress towards 

successful integration, which is also confirmed by qualitative findings: joint case management47, client journey 

mapping and 24-hour crisis responses 

• Ultimately, factor analyses will help to identify a subset of activities which are related to integration. 

Defining integration is integral to assessing the relationship between activities and progress towards 

system integration; this report begins to develop a definition, which will be iteratively refined over time 

To explore the relationship between activities and progress towards system integration, a definition of 

integration must be iteratively developed and tested. Progress on activities, preliminary quantitative 

insights, and qualitative interpretations of progress towards system integration will help to define 

integration more objectively for the purposes of the evaluation. 

There are a number of ways to begin to define integration, including: 

• Using the evidence that supports the IPARVAN case for change, assuming that the progress of all 

activities associated with the Framework is synonymous with progress towards integration 

 
47 As noted above, this report uses the term ‘case management’ as this is the language used in the IPARVAN Framework data 

collection tools. In this context, ‘case management’ refers to formal arrangements for joint client case work and care 

coordination. In a NSW Health context this could include activities such as providing input into case meetings and other case 

coordination processes; providing information, support or referral to other services; assisting clients to negotiate multiple 

systems through active collaboration. 

It is important to note the specific meaning of ‘case management’ in the child protection context. According to the 

Department of Communities and Justice (DCJ), case management is a process whereby an individual and/or family’s needs are 

identified, and services are coordinated and managed in a systemic way. The core elements of case management include 

assessment, care planning, implementation, monitoring and review. DCJ usually retains case management responsibility where 

there is a risk of significant harm and there is an open and active child protection case with DCJ. In some cases, there may be a 

designated NGO with contracted case management or family preservation services. 
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• Identifying and isolating outputs of integration from activities towards integration to explore 

relationships between activities towards these outputs (using literature on integration indicators in 

other health systems) 

• Interpreting survey respondents’ response patterns through a factor analysis to identify activities 

which are progressed simultaneously, determining which clusters of activities are progressed 

together 

Exploring these different approaches to defining integration will provide a robust base to assess progress 

towards integration once data has been collected across multiple points in time. 

13 integration indicators were identified based on literature and preliminary insights. 

Evidence from published literature and preliminary qualitative insights have supported the categorisation 

of the following indicators as outputs of integration (i.e. what is happening when better integration is 

achieved), as distinct from activities that support progress towards integration. These indicators are 

outlined in Figure 14 below. 

Figure 14 | Identified integration indicators based on literature and preliminary insights48 

 

 
48 The published literature that informed these indicators includes the following, alongside literature used in the IPARVAN 

Framework Case for Change: Aarons, G. A., Ehrhart, M. G., & Farahnak, L. R. (2014). The implementation leadership scale (ILS): 

development of a brief measure of unit level implementation leadership. Implementation Science, 9(1), 45; Local Government 

Association, NHS Confederation and NHS Clinical Commissioners (2016). Stepping up to the place: the key to successful health 

and care integration; Organizational Assessment Toolkit for Primary and Behavioral Health Care Integration (2014), SAMHSA-

HRSA Center for Integrated Health Solutions. 



 

Nous Group | Evaluation of the implementation of the IPARVAN Framework | 30 June 2021 | 73 | 

 

Each indicator aligns to activities that are progressed as part of the IPARVAN Framework. These indicators 

are included in the Self-Assessment Tool and the Provider Survey. 

Based on this categorisation, a regression analysis has been developed using Provider Survey responses. A 

summary index was defined as the average of each respondent’s answers to the integration indicators in 

Figure 14 and used as the response variable. All other activities in the Framework were used as explanatory 

variables. 

The regression analysis indicates three activities had a positive relationship with progress towards 

successful integration, which is also confirmed by qualitative findings: joint case management49, client 

journey mapping and 24-hour crisis responses 

The regression analysis50 explored the relationship between service provider’s scores for all activities 

associated with the Framework, with those that have been identified as integration indicators, as 

presented in Figure 15 below. Only the responses from the Provider Survey were used (n=84) because 

there were too few respondents to the Self-Assessment Tool (n=16) for the analysis. 

Figure 15 | Provider Survey questions most associated with indicators of successful integration 

identified through regression with integration indicators as response variable 

 

For most activities there was no statistically significant evidence yet in the survey responses of a 

relationship with integration. However, three key activities were identified to have a positive relationship 

with progress towards integration (i.e. if you’re doing these things, it appears integration is progressing 

well): 

• formal arrangements for joint case management, 

• mapping client journeys to inform service improvements, and 

• providing access to a 24hr crisis response 

At this stage of implementation, based on the reported progress towards implementation from service 

providers and the definition of integration, these three activities can be associated with early progress 

 
49 See reference 48 above. 
50 Regression analysis estimates the relationship between a number of different explanatory variables (in this case, survey 

questions about activities that are part of the process or inputs to integration) and a single response variable (in this case, the 

average score of the 13 questions in Figure 14 that collectively form an indicator of the extent of integration). The regression 

model used for this analysis tested for the impact of around 60 activity-based survey questions on the integration indicator, 

using appropriate modern statistical methods (‘bootstrap’, ‘elastic net regularisation’ and ‘multiple imputation’) to identify the 

activities with the strongest relationship to integration. 
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towards integration. This means that increased focus on these activities in the future is likely to contribute 

to enhanced integration across the health system. 

Ultimately, factor analyses will help to identify a subset of activities which are related to integration  

Factor analyses51 identify groups of activities that appear to be related to each other. This is useful for this 

evaluation as ultimately the evaluators may be able to use this to reduce the number of activities which 

appear to be important to achieve integration. That is, we will be able to identify a relatively small 

number of underlying factors to both diagnose challenges and prioritise effort towards activities that 

address a range of indicators, knowing they are related. We will get better at identifying these as we 

collect more data throughout this evaluation.  

A factor analysis of Provider Survey 2020 responses identified six groups of activities that appear to be 

related to each other (four of these are noted in Table 5 below).52 These groupings indicate that survey 

respondents who are progressing these activities, are progressing them together. For example, those VAN 

service managers who responded that there is a 24-hour integrated crisis counselling response also 

identified that it is available to all cohorts, provides a clear pathway to an ongoing psychosocial response, 

and provides a timely medical and forensic response. 

At present, this analysis tells us which activities are moving together. With further datapoints, and with a 

stronger understanding of integration through qualitative responses and the earlier described integration 

indicators, the analysis will tell us which activities are related and therefore what activities best represent 

progress towards integration. This is a more objective way of identifying the key factors that have a 

positive impact on integration. 

 
51 A factor analysis identifies a small number (six in this case) of unobserved latent variables or ‘factors’ that are hypothesised 

to underly the observed data on a large number of variables i.e. survey questions. Factor analysis provides estimates (‘scores’) 

for each respondent on each of the six latent factors, and ‘loadings’ showing the importance of each question for each factor. 

Factor analysis is a dimension-reduction method – it reduces complexity and allows the evaluation to focus on a relatively 

small number of issues for analysis and possible intervention, even while those underlying issues manifest in many survey 

questions and relatively large, ‘noisy’ data. 
52 As discussed above, only the Provider survey was used (n=84) because there were too few respondents to the Self-

Assessment Tool (n=16) for the analysis. More information can be found in Appendix B and Appendix H. 
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Table 5 | Grouped indicators from the Provider Survey 2020 

 

Further information on the method for the regression and factor analyses that is informing the 

understanding of integration for this evaluation is provided in Appendix H. 

 

Views of NSW Health staff on system integration 

Summary of findings 

• The following findings reflect the current views of NSW Health staff on system integration; the Final Report of the Stage 1 

Evaluation will explore the extent to which the IPARVAN Framework has contributed to changes in integration over time: 

• Stakeholders reported that integration had improved between VAN Services and to a lesser extent with other health 

services but that siloes remained a challenge in some areas. 

• Several stakeholders reported that integration had improved between crisis/hospital and community VAN Services but 

hospital staff from a small number of LHDs felt they had been excluded from integration efforts. 

• Many stakeholders reported that co-location of services and case coordination mechanisms had improved integration. 

Stakeholders report that integration had improved between VAN Services and to a lesser extent with 

other health services but that siloes remained a challenge in some areas 

Stakeholders from across the health system reported that they thought the IPARVAN Framework had 

contributed to increased integration of services. Focus group attendees from many LHDs/SCHN, both 

those working in VAN Services and the broader health system, said they felt more connected with their 

colleagues and provided a more integrated response to violence, abuse and neglect. 
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It was not possible to quantify the level of integration at 

this stage of the evaluation, however stakeholders 

reported that most LHDs/SCHN were early in their 

integration journey and that long-term reforms were 

needed to achieve a fully integrated service response for 

people who experience violence, abuse and neglect. 

Many stakeholders said a strong and supportive 

Executive team, who championed the importance of 

integration, was important to enable integration across 

the health system, especially given LHDs/SCHN have 

multiple priorities competing for their time. 

Some VAN Services staff said there had been delays in activities to improve integration and develop 

integrated VAN service models (for example, due to COVID19, bushfires or competing priorities). A small 

number of VAN Services staff said they had observed no progress on the development of integrated VAN 

service models in their LHD (based on Provider Survey responses). 

The vast majority of VAN Services staff appeared to support 

integration (based on all consultations). However, stakeholders said 

a small number of staff objected to being asked to provide a 

broader range of VAN Services under new integrated service 

models. For example, there were reports that in some rural VAN 

Services, staff did not want to take on child protection or domestic 

violence cases. 

Some VAN Services staff said that while progress had been made, 

it was difficult to break down pre-existing siloes between VAN 

Services and other health services. This included emergency departments, mental health services and 

some child and family health services. Staff said this was often because other services lacked the time to 

focus on violence, abuse and neglect alongside their existing priorities, particularly in busy service 

environments like emergency departments.  

Several stakeholders reported that integration had improved between crisis/hospital and community 

VAN Services but hospital staff from a small number of LHDs felt they had been excluded from 

integration efforts 

Several stakeholders said they had observed improvements in integration between crisis responses to 

violence, abuse and neglect (for example, those delivered in hospitals) and post-crisis responses by VAN 

Services in the community (based VAN Services, psychosocial and medical and forensic focus groups). This 

was particularly the case where there were strong case coordination mechanisms, referral pathways, co-

location of services and strong relationships. However, many workers in hospitals said that they often 

struggled to refer clients to broader community services, often due to waitlist and strict intake criteria or 

lack of service availability. 

A small number of hospital staff who provide psychosocial responses to violence, abuse and neglect 

reported that the IPARVAN Framework had led to worsening relationships between them and VAN 

Services in the community. They felt that they had been left out of the integration process and that their 

expertise was not valued. They reported that they had little involvement in governance processes and 

decision making related to VAN redesign and that there was a lack of communication from VAN Services 

managers on the VAN redesign process. 

Many stakeholders reported that co-location of services and case coordination mechanisms had 

improved integration. 

VAN Services staff with co-located services said that co-location had helped to build relationships between 

VAN Services staff and other NSW Health staff and formalise referral and case coordination arrangements, 

which led to better referrals between services and coordination of care. However, several staff said co-

“I think we have some great documents that 

can drive integration, but we need a better way 

of promoting them across the health system. 

PARVAN is yet to come into the broader 

system space (e.g. the mental health space). It 

would be good for PARVAN to be more ‘high 

profile’ and aligned with some of the other 

priorities in health.” 

VAN Services staff 

 

 

“There is growing recognition 

amongst staff that patients aren't 

siloed, they are seeing other services 

and that the responses being 

delivered to patients are different 

depending on what service they see.” 

Medical and forensic worker 
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location alone was not enough and that it was important to also have integrated governance mechanisms 

and partnerships between co-located services as well as with other services in the area (recognising that 

not all services can be co-located). 

 

Many VAN Services staff said that case coordination and other coordination mechanisms such as SAMs, 

YAMs and JCPRP had been effective for improving integration of care for clients (based on VAN Services, 

psychosocial and medical and forensic focus groups). They also said that the IPARVAN Framework had 

provided an impetus to formalise case coordination and referral processes as well as clinical governance 

arrangements between services.  

However, staff in other LHDs said that further work was required to formalise case coordination and 

referral mechanisms in their district. Many staff (including VAN Services, psychosocial and medical and 

forensic workers) reported challenges with lack of formal referral pathways, particularly for referrals to 

other health services, which meant clients often faced delays or were unable to access the services they 

needed (see further discussion above on case coordination and referral pathways in the preliminary 

findings under objective 4 in Section 4.1, above.)  

Case study – Co-location of NSW Health, DCJ and other agency services supports  

In Central Coast LHD, community VAN Services are co-located with DCJ and other agency services. Stakeholders 

said this had supported sharing of information between agencies and more timely responses from all agencies to 

people who have experienced violence, abuse and neglect. 
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4.3 To what extent has the purpose of the IPARVAN Framework 

been achieved? 

This section presents early findings on the extent to which the purpose of the Framework is being 

achieved by examining progress towards three outcomes – health and wellbeing outcomes53, client54 

experience and system sustainability.55 These findings are largely descriptive and based predominantly on 

qualitative data, as limited quantitative data was available at this stage of the evaluation to measure 

progress towards the three outcomes domains. 

The outcomes statements and indicators from the Monitoring and Evaluation Plan for the IPARVAN 

Evaluation are provided in Figure 16 below, noting that the Stage 2 Evaluation (2024-2025) is focused on 

evaluating outcomes and that the Stage 1 Evaluation (2020-2021) will only explore limited findings on 

changes in immediate outcomes based on available data. 

Figure 16 | Outcome domains for the IPARVAN Evaluation56 

 

The purpose of the IPARVAN Framework is to progress system integration to ultimately improve outcomes 

and experience for people experiencing violence, abuse and neglect and those involved in their care. As 

such, the research questions listed below for this key line of enquiry (‘to what extent has the purpose of 

the IPARVAN Framework been achieved’) focus on the extent to which this purpose of the Framework is 

being achieved by exploring the relationship between system integration and changes in outcomes: 

1. Overall and within each LHD/SCHN, what are the current levels of health and wellbeing, client 

experience and system sustainability outcomes in the VAN Service system? 

2. Overall and within each LHD/SCHN, how have levels of health and wellbeing, client experience and 

system sustainability outcomes in the VAN Service system changed since implementation of the 

IPARVAN Framework commenced? 

3. To what extent has VAN Service system integration contributed to change in outcomes? 

4. Are there specific integration elements or sets of integration elements necessary for change? 

 
53 The Monitoring and Evaluation Framework originally labelled this outcomes domain as clinical outcomes, however, the 

outcomes statement and objectives of the Framework encompass the broader range of health and wellbeing outcomes for 

people impacted by violence, abuse and neglect. Therefore, the term ‘health and wellbeing outcomes’ rather than ‘clinical 

outcomes’ is being used in this report and the evaluation moving forward. 
54 The Monitoring and Evaluation Framework originally labelled this outcomes domain as patient outcomes, however, however, 

the outcomes statement and objectives of the Framework refers to clients, rather than patients, to encompass the broader 

range of people that are impacted by violence, abuse and neglect. Therefore, the term ‘client experience outcomes’ rather 

than ‘patient experience outcomes’ is being used in this report and the evaluation moving forward. 
55 The Stage 2 and 3 Evaluations will also explore changes in staff experience outcomes based on available data. 
56 The Monitoring and Evaluation Framework will be updated to include staff experience outcomes, in line with broader work 

by NSW Health to measure staff experience more systematically across the NSW health system. 
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5. Have other factors contributed to changes in outcomes? 

This section begins to answer the first question based predominantly on qualitative responses from 

stakeholders in the Self-Assessment Tool, Provider Survey and focus groups and limited available 

administrative data. The Final Report will include further information based on interviews with VAN 

Services staff and clients at the deep dive site visits. 

It is not possible in the Stage 1 Evaluation to directly attribute changes in outcomes to the IPARVAN 

Framework (and the level of integration). This will require improvements in the data landscape and 

additional indicators aligned to each of the three outcomes to be agreed and collected. This is important 

to understand the relationship between IPARVAN Framework activities, integration, and the extent to 

which progress towards outcomes is being achieved over time (see Appendix B for further discussion on 

data limitations). Section 4.4 (below) of this report includes recommendations and guidance on what data 

is important to collect to measure outcomes in the Stage 2 Outcomes Evaluation and Stage 3 Economics 

Evaluation. 

Health and wellbeing57 

Summary of findings 

• The following findings report on available data related to the health and wellbeing outcomes (outcomes statement: 

client health, wellbeing, safety and access to support is optimised and sustained): 

• Almost two thirds of Provider Survey respondents agreed or strongly agreed that VAN system integration had led to 

improvements in health and wellbeing outcomes. 

• New programs and expansion of services has resulted in an increase in the reported number of clients receiving 

services. 

• Views of LHD/SCHN stakeholders indicate that improved supervision and support for other health workers may be 

contributing to improved quality of care for clients. 

Almost two thirds of Provider Survey respondents agreed or strongly agreed that VAN system 

integration had led to improvements in health and wellbeing outcomes. 

VAN Services staff who responded to the Provider Survey (n = 84) were asked the extent to which they 

agreed that VAN system integration had led to improvements in the health and wellbeing outcomes 

domain and outcomes statement: ‘VAN client health, wellbeing, safety and access to support being 

optimised and sustained.’ A total of 61 per cent of respondents agreed or strongly agreed with this 

statement. 21 per cent neither agreed nor disagreed and 18 per cent disagreed or strongly disagreed.  

New programs and expansion of services has resulted in an increase in the reported number of clients 

receiving services. 

Most LHDs/SCHN have introduced new VAN programs and expanded existing programs, resulting in more 

clients receiving a clinical service. This included introduction of new services for domestic and family 

violence and children and young people with harmful and problematic sexual behaviours, additional 

psychosocial services and improved availability of 24-hour responses. This contributed to an increase in 

the reported number of clients being supported and service events. Across all VAN Services, the reported 

number of service events increased by 29 per cent from 2016/17 to 2019/20 and the number of distinct 

clients increased by 59 per cent over the same period (see Figure 4 in Section 3).58 

 
57 The emerging findings described below relate to improvement and expansion of VAN Services under the IPARVAN 

Framework which are likely to have impacted on this outcome. As discussed above it is not possible to directly attribute these 

activities to changes in outcomes as data was not available for this evaluation to measure the specific impact of the framework 

on outcomes. 
58 While there has been an increase in the reported number of service events and distinct clients in the NAP data, this increase 

may also reflect improvements in the reporting by service providers. There was also an increase in number of services 
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Views of LHD/SCHN stakeholders indicate that increased supervision and support for other health 

workers may be contributing to improved quality of care for clients 

LHD/SCHN stakeholders noted the following activities that may have impacted on client experience, 

noting that data was not available to directly attribute activities to changes in outcomes: 

• Stakeholders from all LHDs/SCHN reported that VAN Services were providing additional supervision 

and support (informal mentorship, clinical supervision and training) to other NSW Health staff who 

respond to violence, abuse and neglect. Some said this was building the capability of other health 

workers to provide a higher quality and safer services. 

• Despite this progress, several VAN Services staff said there was a need to continue improving clinical 

supervision arrangements, particularly for other health staff, in order to improve the quality and 

consistency of service (see further Section 4.1 above). 

Client experience59 

Summary of findings 

• The following findings report on available data related to the client experience outcomes (outcomes statement: VAN 

clients have trust and confidence in health services): 

• Around half of Provider Survey respondents agreed or strongly agreed that VAN system integration had led to 

improvements in client experience. 

• Most clients accessing acute sexual assault services received a timely medical and forensic response. 

• There was little change in the proportion of Aboriginal people, people born overseas, and people aged under 18 

accessing VAN Services. 

• Views of LHD/SCHN stakeholders indicate that case coordination may be improving client experiences, but that 

further work was required to ensure consistent, trauma-informed, child safe and culturally safe experiences for 

clients. 

Around half of Provider Survey respondents agreed or strongly agreed that VAN system integration 

had led to improvements in client experience. 

VAN Services managers who responded to the Provider Survey (n = 84) were asked the extent to which 

they agreed that VAN system integration had led to improvements in the client experience outcome 

domain and outcomes statement: ‘VAN clients have trust and confidence in health services.’ 52 per cent of 

respondents agreed or strongly agreed with this statement. 32 per cent neither agreed nor disagreed and 

16 per cent disagreed or strongly disagreed.  

Most clients accessing acute60 sexual assault services received a timely medical and forensic response 

As illustrated in Figure 17 below, NSW VAN Services made progress towards providing a timely response 

to VAN service clients. In 2019/20, 68 per cent of sexual assault clients requiring an acute medical or 

medical forensic examination received a response within 2 hours of request. This varied greatly between 

LHDs/SCHN, which might suggest that a timely response for sexual assault clients requiring an acute 

medical examination has not been progressed at the same rate across the state. Some variation might also 

be due to the need for clients in some rural and remote locations to travel more than two hours in order 

 
reporting which impacted the numbers reported (an additional 40 services between 2016 and 2020 reporting clients, and an 

additional 25 services reporting service events). See Appendix B for further detail. Source: Non-Admitted Patient Data, 2016-

2020. 
59 The emerging findings described below relate to improvement and expansion of VAN Services under the IPARVAN 

Framework which are likely to have impacted on this outcome. As discussed above it is not possible to directly attribute these 

activities to changes in outcomes as data was not available for this evaluation to measure the specific impact of the framework 

on outcomes. 
60 Acute sexual assault services refer to services that provide crisis responses to people who have experienced sexual assault, 

generally within 24 hours of a person seeking a service for sexual assault. They are often but not always provided in a hospital. 
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to receive a medical forensic response. In this latter case while meeting policy requirements, there still may 

be little scope for improving response times due to extensive geographical areas needing coverage.    

Figure 17 | Proportion of sexual assault clients requiring an acute medical or medical forensic 

examination receiving a response within 2 hours, 2017/18-2019/20 

 

 

There was little change in the proportion of Aboriginal people, people born overseas, and people aged 

under 18 accessing VAN Services 

Among VAN Services clients, there was no significant change in the proportion of Aboriginal clients and 

clients born overseas using VAN Services, nor in the age split of VAN clients. Overall, there was a slight 

increase of 4 per cent in the number of Aboriginal clients (see Figure 18) and a slight decrease of 3 per 

cent in the number of clients born overseas61 who accessed VAN Services from 2016-2017 to 2019/20 (see 

Figure 19).  The total number VAN clients who are over and under 18 is roughly equal across NSW, and 

this did not change in the last four years (see Figure 20). 

 
61 “Born overseas” is used as a proxy indicator for culturally and linguistically diverse (CALD) populations. 
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Figure 18 | Proportion of Aboriginal or Torres Strait Islander VAN Services clients, 2016/17-2019/2062 

 
Source: Non-Admitted Patient Dataset 2016-2020.63 

 
62 For comparative reference, according to 2016 Census data 2.9% of the broader NSW population are Aboriginal and/or 

Torres Strait Islander people. Australian Bureau of Statistics. (2016). 
63 Notes: Total n is calculated based on the total number of clients recorded in each distinct dataset, which is what is used as 

the denominator for calculating the proportions for each sub-group. Analysis presented here may be incomplete or incorrect 

for NSLHD and SLHD due to issues with reporting of client level data in the Non-Admitted Patient Dataset. 

Client values of <5 or <10 were suppressed in the extracted dataset to mitigate potential identifiability. These values were 

recoded based on a predictive imputation model, as outline here: freerangestats.info/blog/2018/11/06/suppressed-data 
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Figure 19 | Proportion of VAN clients identified as “born overseas”, 2016/17-2019/2064 

 
Source: Non-Admitted Patient Dataset 2016-2020.65 

 

Figure 20 | Proportion of VAN clients above and under 18 years of age, 2016/17-2019/20 

 

Source: Non-Admitted Patient Dataset 2016-2020.66 

 
64 For comparative reference, according to 2016 Census data 24.5% of the broader NSW population were between the ages of 

0-19, and 75.5% were 20 years and over. Australian Bureau of Statistics. (2016). Analysis presented here may be incomplete or 

incorrect for NSLHD and SLHD due to issues with reporting of client level data in the Non-Admitted Patient Dataset. 
65 Ibid. 
66 Ibid. 
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Views of LHD/SCHN stakeholders indicate that case coordination may be improving client experiences, 

however further work was required to ensure consistent, trauma-informed, child safe and culturally 

safe experiences for clients 

LHD/SCHN stakeholders noted the following activities and challenges that may impact on client 

experience, noting that data was not available to directly attribute activities to changes in outcomes: 

• Stakeholders from all LHDs/SCHN reported good progress with 

case coordination mechanisms, particularly SAMs. Several focus 

group attendees observed that these mechanisms had 

contributed to better working arrangements between workers 

from different services, which generally meant that clients 

experienced better coordinated multidisciplinary care. 

• Stakeholders from several LHDs/SCHN said that statewide 

services and local improvements in clinical governance arrangements had led to some improvements 

in consistency of services. However, stakeholders from around half of LHDs/SCHN reported that 

despite improvements, clients were not receiving a consistent service across their LHDs/SCHN, often 

due to lack of or inconsistent use of formal referral pathways, protocols, clinical supervision, 

governance processes as well as lack of services in some areas and for some populations (for example 

lack of 24 hour responses for domestic violence and child abuse in some areas). 

• Stakeholders from several LHDs/SCHN said that while VAN Services tended to be trauma-informed 

and services designed specifically for children were generally child safe, there had been limited 

progress in expanding trauma-informed and child safe principles across other health services. Some 

stakeholders noted that ECAV and HETI training programs had increased the capability of some staff 

to provide trauma-informed and child safe care. Many LHDs/SCHN reported plans to implement child 

safe and trauma informed principles. 

• Stakeholders from most LHDs/SCHN reported limited progress in increasing access, equity and 

cultural safety of services though LHDs with a greater proportion of Aboriginal clients did better. Most 

LHD/SCHN senior managers that responded to the Self-Assessment Tool reported low scores on 

progress towards activities to ensure services are culturally safe for Aboriginal clients and accessible to 

all, as presented in Figure 21 below. Provider Survey scores were slightly higher, noting that this survey 

was completed one year after the Self-Assessment Tool when implementation was further progressed. 

However, those LHDs/SCHN with a higher proportion of Aboriginal or Torres Strait Islander clients 

than the NSW average reported slightly higher scores for this activity. 

“Implementation of the SAM meetings 

has, at times, improved the patient 

journey… empowering the patient and 

their family to be part of their care.” 

VAN Services staff 
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Figure 21 | Self-Assessment Tool and Provider Survey responses regarding implementation of a “VAN 

service expansion strategy to address access and equity issues" 

 

Source: Self-Assessment Tool 2018-201967, LHDs/SCHN = 16 and n = 16;  

The IPARVAN Evaluation Provider Survey 2020, LHDs/SCHN = 15 and n = 84  

  

 
67 Note: Self-Assessment Tool responses were collected in 2018-2019 based on the original template. The responses were 

rescored in 2020 by the PARVAN team and Nous according to the new Self-Assessment Tool template, and were finalised 

following a review by LHD/SCHN managers, n = 16 

The Provider Survey was conducted in 2020, with 15 LHDs/SHN represented, n = 84 
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System sustainability68 

Summary of findings 

• The following findings report on available data related to the system sustainability outcomes (outcomes statement: 

Reduced duplication of service provision improves cost effectiveness and health system efficiency): 

• Around half of Provider Survey respondents agreed or strongly agreed that VAN system integration had led to 

improvements in system sustainability. 

• Significant additional funding supported the expansion of VAN Services; FTE and service costs varied across the 

system; this may reflect different service contexts and/or inconsistencies in how FTE is reported and will be explored 

further in the next phase of the Stage 1 Evaluation. 

• Most services were delivered through individual sessions though some LHDs used group sessions more often than 

others (it was not possible to assess the effectiveness or appropriateness of these services.) 

• Views of LHD/SCHN stakeholders indicated despite funding enhancements, resource constraints continued to 

impact on the implementation of the IPARVAN Framework 

Around half of Provider Survey respondents agreed or strongly agreed that VAN system integration 

had led to improvements in system sustainability 

VAN Services managers who responded to the Provider Survey (n = 84) were asked the extent to which 

they agreed that VAN system integration had led to improvements in the system sustainability outcome 

domain and outcomes statement: ‘Reduced duplication of service provision improves cost effectiveness 

and health system efficiency.’ 49 per cent of respondents agreed or strongly agreed with this statement. 

28 per cent neither agreed nor disagreed and 22 per cent disagreed or strongly disagreed. In six LHDs the 

average scores of respondents disagreed with this statement and in one LHD the average scores of 

respondents strongly disagreed. 

Significant additional funding supported the expansion of VAN Services; FTE and service costs varied 

across the system; this may reflect different service contexts and/or inconsistencies in how FTE is 

reported and will be explored further in the next phase of the Stage 1 Evaluation. 

This includes $10 million per annum from 2017/18 to provide 24-hour integrated psychosocial, medical 

and forensic crisis responses and $67.1 million for NSW Health from 2018/19 to 2022-2023 (and $19 

million per annum thereafter) to implement recommendations of the Royal Commission into Institutional 

Responses to Child Sexual Abuse.69 As reported above, this contributed to the establishment of new VAN 

Services and expansion of existing VAN Services, with a 29 per cent increase in the number of service 

events from 2016/17 to 2019/20 (see Figure 4 in Section 3).70 

In the Self-Assessment Tool, many VAN Services managers reported additional positions to support the 

expansion of VAN Services. The ratio of annual service events to FTE varied considerably between different 

types of VAN Services in 2019/20, which likely reflects different client needs and service delivery contexts 

(see Table 6 below). This will be further explored in the final report for this stage of the evaluation, 

including an examination of how these ratios have changed over the previous year. 

 
68 The emerging findings described below relate to improvement and expansion of VAN Services under the IPARVAN 

Framework which are likely to have impacted on this outcome. As discussed above it is not possible to directly attribute these 

activities to changes in outcomes as data was not available for this evaluation to measure the specific impact of the framework 

on outcomes. 
69 NSW Health (2019). Integrated Prevention and Response to Violence, Abuse and Neglect Framework. NSW Health Violence, 

Abuse and Neglect Redesign Program. August 2019. Retrieved from: 

https://www.health.nsw.gov.au/parvan/Publications/iparvan-framework.pdf. 
70 While there has been an increase in the reported number of service events and distinct clients in the NAP data, this increase 

may also reflect improvements in the reporting by service providers. There was also an increase in number of services 

reporting which impacted the numbers reported (an additional 40 services between 2016 and 2020 reporting clients, and an 

additional 25 services reporting service events). See Appendix B for further detail. Source: Non-Admitted Patient Data, 2016-

2020.. 
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Table 6 | Service Events and Clinical FTE in VAN Services by service type in 2019/20 

Service Type Number of Clinical FTE 2020  
Total no. service 

events 2019/20 

Clinical 

FTE: 

Service 

Events 

Ratio 

Sexual Assault Services 125 57,294 1:458 

Number of services as per FTE data/NAP data† FTE Original: 55 FTE Adjusted†: 50 NAP: 75 
 

Child Protection Counselling Services 65 27,751 1:427 

Number of services as per FTE data/NAP data FTE Original: 39 FTE Adjusted: 36 NAP: 59 
 

Joint Child Protection Response Program 34 5,894 1:168 

Number of services as per FTE data/NAP data FTE Original: 19 FTE Adjusted: 19 NAP: 21 
 

Domestic Violence Services 32 8,904 1:278 

Number of services as per FTE data/NAP data FTE Original: 20 FTE Adjusted: 16 NAP: 21 
 

Child Protection Unit/Service†† 38 8,776 1:231 

Number of services as per FTE data/NAP data FTE Original: 4 FTE Adjusted: 4 NAP: 4 
 

New Street Services 13 2,294 1:176 

Number of services as per FTE data/NAP data FTE Original: 12 FTE Adjusted: 4 NAP: 7 
 

DV and Sexual Assault Services 20 8,305 1:415 

Number of services as per FTE data/NAP data FTE Original: 3 FTE Adjusted: 3 NAP: 3 
 

Total 327 119,218 1:365 

Total Number of Services as per FTE data/NAP 

data 

FTE Original: 152 FTE Adjusted*: 132 NAP: 190  

Source: Service Events | EDWARD, Non-Admitted Patient Data Collection 2016/17-2019/2071 

FTE | Data manually collected by the PARVAN team, based on template distributed to LHD managers72 

† Adjusted number of services refers to the number of individual service records included in analysis after exclusions have been 

applied. The number of Services has been extracted from two data sources: (1) the evaluation team asked VAN Services to provide 

the number of FTE per Service (FTE data) and (2) the evaluation team extracted the number of VAN Services identified in the NAP 

data set (NAP data). The discrepancy in the number of services reported is due to factors including: NAP data includes all services 

which serve VAN clients, although these services may not include FTE aligned with VAN Services funding; those responding to the 

FTE request may not have been aware of and/or included all services that serve VAN clients; recently established VAN services 

may have FTE aligned but have yet to record VAN Service Events. The difference is shown here to indicate that there may be 

further FTE for these service types which are not represented in Table 6 above. 

†† NSLHD Child Protection and Child Sexual Assault Service data is included here due to the combined service reporting. Further 

analyses are provided on pp90-91. 

Service costs also varied across service types and across LHDs/SHNs (see Table 7 overleaf). Across all VAN 

Services in NSW included in the analysis for this report, the weighted average cost per service event was 

$489 in 2018/19. This ranged from a weighted average cost of $695 per service event for Joint Child 

Protection Response Programs services to $425 per service event for domestic violence services. As with 

 
71 Suppressed values have been recoded -- previously <10 or <5, updated to be 5 or 3 respectively. Further information on the 

imputation model included in in Appendix B. 
72 Clinical FTE is reported and management FTE is not reported based on advice from the PARVAN as management FTE is not 

reported consistently across LHDs/SHNs. In some cases, managers may perform clinical duties, which is not reflected here. In 

some instances, clinical FTE were split across multiple services based on advice from the LHDs/SHNs that provided the FTE 

data. These FTE were divided appropriately across the noted services. 

Excluded service HERO IDs where there were no FTE, excepted those which noted FTE was recorded elsewhere. 

Excluded services which did not have NAP data reported in 2019/20 
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FTE, this variability is to be expected given the different service needs of clients for in different services and 

in different contexts, and that many new services were established with associated establishment costs. 

Table 7 | Weighted average cost per service event in 2018/19 by Service Type 

 Average cost ($)/Service Event 
Number of Individual Services 

included in analysis73 

Child Protection Counselling Services $494 41 

Child Protection Unit/Service $632 4 

Domestic Violence Services $425 12 

Integrated Domestic violence and Sexual Assault Services $607 3 

Joint Child Protection Response Program $695 17 

New Street Services $494 3 

Sexual Assault Services $429 51 

Overall $489 131 

Source: NSW District and Network Return (DNR) data, Activity Based Management74 

Note: Services classified as Under 10s, OOHC, CWU and WFT have been excluded from this analysis because they could not be 

directly compared with other VAN Services and/or data on these services types is reported against other non-VAN 

establishment types (e.g. Child and Adolescent Mental Health Services). These services are reported on separately in Appendix 

E of this report (with the exception of WFT where data is expected to become available in 2021). 

Most services were delivered through individual sessions though some LHDs used group sessions75 

more often than others (it was not possible to assess the effectiveness or appropriateness of these 

services) 

In 2019/20 only 2.1 per cent of VAN service events were delivered through group sessions, a drop from 3.4 

per cent in 2018/19. However, a small number of LHDs/SCHN used group sessions more frequently. Over 

the past three years, the proportion of service events delivered as group sessions was 12 per cent for 

NSLHD, 9 per cent for NBMLHD and 7.5 per cent for WNSWLHD. For the remaining LHDs/SCHN this varied 

from 1 per cent to 5 per cent. Services with a slightly higher proportion of group sessions in 2019/20 

included CPCS, which may be because sessions involve other family members.  It was not possible to 

assess the effectiveness or appropriateness of group sessions for this report, but this can be explored in 

future consultations for the evaluation. 

Further information on individual and group sessions by LHD/SCHN and service type from NAP data is 

presented in Figure 22, Figure 23 and   

 
73 These totals do not reflect the actual number of individual services in NSW as several services were excluded from the cost 

analysis and are not counted in this table. Exclusions include OOHC, CCMARC, Under 10s, CWUs and WFTs services. 
74 Weighted averages have been reported to appropriately address large variations in average cost. A weighted average will 

correct the data to ensure larger services are weighted more heavily when calculating an average across multiple services. 

The weighted average is based on number of service events. For those values which were suppressed to maintain 

unidentifiability (<5), the data has been recoded to 3. Further detail on this approach is included in Appendix B. 
75 The definition of when ‘Group’ session should be indicated for NAP activity is based on each participant in the group 

receiving the same intervention. If clients in a group activity are receiving individual care (e.g. family sessions where each 

family member has individual care plan) then this activity would be recorded as an individual session for each participant, 

rather than a group session. The proportions are calculated based on reported sessions, there is potential for individual or 

group sessions to take place and not reported, and therefore not represented in these values. 
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Figure 24 below. 

Figure 22 | Individual and group sessions as a proportion of service events, 2016/17-2019/2076 

 

Source: Non-Admitted Patient Data, 2016-2020 

 
76 Note: St Vincent’s Health are not included in totals or LHD/SCHN graph, as they only provide individual sessions. 
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Figure 23 | Individual and group sessions as a proportion of service events by LHD/SCHN, 2016/17-2019/2077  

 
Source: Non-Admitted Patient Data, 2016-202078 

  

 
77 Future evaluation reports may also compare the number of individual and group sessions as a percentage of overall FTE and/or population numbers, as this may contribute to overall lower 

activity levels.  
78 Non-Admitted Patient (National) Service Event Definition: A non-admitted patient (national) service event is an interaction between one non-admitted patient and one or more healthcare 

provider(s) who are working within the context of one service unit on one calendar day. The interaction must contain clinical and/or therapeutic content (i.e. an assessment, examination, 

consultation, treatment and/or education), that results in a dated entry being made in the patient’s medical record. For the purpose of this analysis on the volume of service activity, service events 

where the patient is not present (such as case planning and review, and case conferences) have been included. Client values of <5 or <10 were suppressed in the extracted dataset to mitigate 

potential identifiability. These values were recoded based on a predictive imputation model, as outlined here: freerangestats.info/blog/2018/11/06/suppressed-data. 
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Figure 24 | Individual and group sessions as a proportion of service events by service type, 2016/17-2019/20  

 
Source: Non-Admitted Patient Data, 2016-202079

 
79 Ibid. 
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The above analyses of the Child Protection Units/Service (CPU/S) includes the Child Protection Unit at 

NSLHD which provides a combined Child Protection Counselling and Child Sexual Assault Counselling 

service. The NSLHD CPU has been named a CPU as it was not possible to separate the data on child 

protection counselling and child sexual assault counselling service delivery. It should be noted that NSLHD 

CPU does not deliver the range or complexity of services that the 3 tertiary CPUs provide.  

The CPUs/S at Children’s Hospitals at Randwick, Westmead and Hunter New England LHD provide 24-hour 

crisis counselling and medical service, specialist psychosocial and medical assessment, forensic medical 

assessment, ongoing therapeutic and counselling services for victims of sexual assault and their non-

offending family members, medical treatment, advocacy and case management, court support and expert 

testimony in court. They also provide state-wide 24-hour specialist consultation and support to 

community services and health workers. These tertiary child protection services (Level 6 delineation) 

provide comprehensive paediatric medical, forensic and psychosocial assessments with access to intensive 

care, surgery and other subspecialties. Medical officers and paediatric sub-specialists are available for 

medical consultation and second opinions to staff across NSW. 

As the sexual assault counselling and child protection counselling services could not be separated in the 

data for NSLHD CPU, this data has also been analysed separately and is presented in Table 8, Table 9, 

Figure 25 below: 

Table 8 | Average cost per service event in 2018/19 

Average cost ($)/Service Event in 2018/19 

Northern Sydney Community Child Protection and Child Sexual Assault Service  $542 

Source: NSW District and Network Return (DNR) data, Activity Based Management 

Table 9 | Service Events and Clinical FTE in 2019/20 

 Clinical FTE 
Total no. service 

events 2019/20 

Clinical FTE:Service 

Events Ratio 

Northern Sydney Community Child Protection 

and Child Sexual Assault Service 

9 2,738 1:304 

Source: Service Events | EDWARD, Non-Admitted Patient Data Collection 2016/17-2019/20 

FTE | Data manually collected by the PARVAN team, based on template distributed to LHD managers 

Figure 25 | Individual and group sessions as a proportion of service events at Northern Sydney 

Community Child Protection and Child Sexual Assault Service, 2016/17-2019/20 

 
Source: Non-Admitted Patient Data, 2016-2020 

Views of LHD/SCHN stakeholders indicated that despite funding enhancements, resource constraints 

continued to impact on the implementation of the IPARVAN Framework 

LHD/SCHN stakeholders noted the following challenges that may impact on system sustainability 

outcomes, noting that data was not available to directly attribute activities to changes in outcomes: 

• Stakeholders from the Ministry and several LHDs/SHNs reported that insufficient FTE and staff 

vacancies meant that VAN Services and other health services were struggling to meet service demand, 

provide timely responses and conduct all activities necessary to implement the IPARVAN Framework. 

They said that VAN Services staff were struggling to manage their existing responsibilities alongside 

the expectation to implement new activities under the IPARVAN Framework. 
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• Ministry staff also reported that resource constraints contributed to a delay in the development of 

policies, procedures and standards, as well as planning for Phase 2 implementation (see further 

Section 4.1 above). 
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4.4 What are the opportunities to improve? 

This section presents preliminary insights on opportunities to inform and improve implementation of the 

Framework across the NSW Health system, drawing from triangulation of data collected as part of the 

evaluation to date. These insights focus on opportunities to enhance implementation in the coming 12 

months. The final evaluation report, which will be delivered in December 2021, will consider 

recommendations for implementation in the longer term.  

This section answers the key line of enquiry ‘what are the opportunities to improve’ and the following 

research questions under this line of enquiry: 

1. What are the opportunities to improve implementation (at the Ministry, LHD/SCHN and provider 

level)? 

2. Which opportunities should be prioritised to cost-effectively achieve the IPARVAN Framework’s 

purpose? 

a. Overall and within specific LHDs/SCHN. 

b. Within VAN services. 

c. Within the wider health service system. 

Summary of findings 

• Activities to date have laid a solid foundation for ongoing implementation. Future activities should focus on the 

release of remaining policies and standards, expanding training opportunities and embedding integrated service 

models. 

• Strong leadership and commitment to the IPARVAN Framework, particularly from LHD/SCHN executive teams is an 

enabler for driving forward integration. The next stage of the evaluation should focus on identifying those activities 

that are most effective at demonstrating leadership commitment.  

• Some LHDs/SCHN have more effectively managed the communications and change management process than others 

and are progressing implementation faster. All LHDs/SCHN should seek to enhance communications and change 

management processes to engage staff and support the continued implementation of the Framework. 

• There is limited use of data to measure progress and inform planning at the statewide and LHD/SCHN levels. Priority 

should be given to: a) ensuring the successful roll out of the VAN Data Set Extension to the Non-Admitted Patient 

Data Set; b) strengthening outcomes data to understand how the IPARVAN Framework is impacting on outcomes for 

clients and the system; and c) strengthening mechanisms to ensure LHDs/SCHN and the Ministry have timely access to 

data for planning, quality improvement, reporting and evaluation purposes 

• Additional efforts are needed at the statewide and LHD/SCHN levels to ensure that services are culturally safe, 

particularly for Aboriginal clients and communities, including through partnerships with Aboriginal communities and 

service providers, involvement of Aboriginal consumers in service design, enhanced support to expand the Aboriginal 

workforce and cultural competency training for VAN Services and other health staff. 

• Ongoing challenges with staffing levels are likely to continue impacting implementation at all levels of the system 

unless staff receive more support to focus on implementation of the Framework. Further work is required to identify 

strategies to decrease vacancies and reprioritise workloads to support staff to implement the Framework and meet 

demand for services. 

• COVID-19 has delayed implementation across the system, however, has also created opportunities to expand virtual 

care and online learning, which should be explored further in the next phase of implementation. 

Activities to date have laid a solid foundation for ongoing implementation. Future activities should 

focus on the release of remaining policies and standards, expanding training opportunities and 

embedding integrated service models. 

The evaluation found that stakeholders across all levels of the system appear to have focused their initial 

efforts on building a solid foundation for further implementation of the Framework. This includes the 

development of foundational policies and standards at the Ministry and LHD/SCHN levels, support to 

build the capability and capacity of staff, and efforts to enhance and bolster the VAN Services workforce 

so that they can deliver consistent, timely and high-quality care. 
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The extent to which this is established varies across the system – some districts are further along the 

integration journey than others. This is to be expected, as districts commenced implementation at 

different times, and some started implementation with a higher level of integration than others. 

Work in coming years should focus on embedding this strong foundation. This can include finalising the 

policies, strategies and standards that are still in draft or awaiting development and expanding training 

opportunities to NSW Health staff who do not work in VAN Services. Further support is also required for 

stakeholders to build from this foundation to co-design and implement integrated service models. 

Strong leadership and commitment to the IPARVAN Framework, particularly from LHD/SCHN executive 

teams is an enabler for driving forward integration. The next stage of the evaluation should focus on 

identifying those activities that are most effective at demonstrating leadership commitment.  

Strengthening leadership, governance and accountability is the core focus of objective 1, on the 

expectation that leadership plays a central role in enabling a culture of change within the system and 

facilitating integration of NSW Health responses. The Framework makes clear that leaders need to actively 

promote and support system-wide service integration, strengthened governance, evidence-based decision 

making and collaboration. Effective and engaged leadership is also important to ensure that staff have 

access to ongoing professional development as well as appropriate supports to address personal impacts 

of trauma and vicarious trauma. 

The evaluation found that strong and engaged leadership is driving forward implementation more 

effectively in some pillar organisations and LHDs/SCHN than others. For instance, the leadership of ACI 

endorsed and subsequently have supported a trauma-informed strategy for the organisation. In interviews 

with representatives from ACI, they reflected that this was integral in enhancing organisational awareness 

of the importance of trauma-informed approaches to their work – including work outside of the PARVAN 

space. The Ministry should encourage and support similar work in other pillar organisations, and across 

the Ministry as a whole.  

Similarly, focus groups with VAN Services staff, as well as other NSW 

Health staff who provide a response to violence, abuse and neglect, 

reflected upon the importance of leadership commitment.  It is 

possible that districts with engaged leaders are progressing 

implementation at a faster pace, as top down commitment creates 

impetus for change and places heightened focus on the IPARVAN 

Framework, which may otherwise be lost amongst other system-

wide and district-specific strategies and Frameworks. In these 

districts, it is also possible that staff feel empowered to take time 

away from clinical work to participate in activities such as 

governance groups and co-design workshops, as they are aware that 

these are valued by their management.  

By contrast, where leadership is not committed or engaged, or is focused on other priorities, this is likely 

hindering implementation of activities under the Framework. Staff may be less inclined to participate in 

foundational activities such as co-design sessions as they prioritise these activities below clinical workload. 

Whilst stakeholders reflected that strong and engaged leadership is vital for driving change, it is not yet 

clear what this looks like in practice. Districts and SCHN reported a variety of ways through which leaders 

are demonstrating their commitment to the IPARVAN Framework and to integration. These include: 

• Assigning ultimate oversight for the implementation of the IPARVAN Framework to a member of the 

executive team and tasking them with responsibility for driving forward progress. 

• Committing additional resources to support implementation, for example recruiting a dedicated VAN 

Redesign Program coordinator.  

• Ensuring that members of the executive and the Board receive regular reports on VAN Services 

performance, which may serve to heighten the visibility of violence, abuse and neglect as a public 

health concern and raise the profile of the VAN Redesign Program. 

“It’s about the visibility of the issue and 

service provision. VAN services are a 

very small part of a larger health 

system, so it’s difficult to get that 

visibility…perhaps something that is 

missing is how better supporting 

people who are experiencing violence, 

abuse and neglect translates into 

patient beds?” 

Focus group with VAN services staff 
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• Designating training related to violence, abuse and neglect as mandatory for relevant staff, for 

example domestic violence routine screening training for all services that are required to perform this 

service. 

The next stage of the evaluation should consider a focus on identifying those activities that are most 

effective at signalling committed leadership, as this may help to accelerate implementation.  

Some LHDs/SCHN have more effectively managed the communications and change management 

process than others and are progressing implementation faster. All LHDs/SCHN should seek to enhance 

communications and change management processes to engage staff and support the continued 

implementation of the Framework. 

Approaches to communications and change management varied across LHDs/SCHN. VAN Services staff in 

all LHDs/SCHN are aware of the IPARVAN Framework, its goals, objectives and intended outcomes, and 

their role in creating an integrated system. Awareness of the Framework by other NSW Health staff varies 

across NSW Health. 

Effective communications and change management is integral for ongoing implementation of the 

Framework. Focus groups revealed that where this has been done poorly, or not at all, this greatly 

hampered implementation. In these LHDs, NSW Health staff not working in VAN Services expressed 

uncertainty about the impact of the Framework, and fear that implementation of the Framework would 

devalue their work or take away core aspects of their roles – including those aspects where they 

considered themselves expert. In some circumstances, this uncertainty and fear appears to have led to a 

breakdown in the relationship between broader Health services staff and VAN Services, which has 

undoubtedly hampered integration. Where staff do not trust each other, there is little incentive for them to 

work together to deliver comprehensive and integrated services.  

The recent IPARVAN Roadshows were well received by stakeholders and believed to be an effective 

mechanism for communicating the goals and purpose of the IPARVAN Framework to a broad audience. 

The Ministry could consider expanding these and using them as an opportunity to support locally driven 

communications and change management initiatives.  

There is limited use of data to measure progress and inform planning at the statewide and LHD/SCHN 

levels. Priority should be given to: a) ensuring the successful roll out of the VAN Data Set Extension to 

the Non-Admitted Patient Data Set; b) strengthening outcomes data to understand how the IPARVAN 

Framework is impacting on outcomes for clients and the system; and c) strengthening mechanisms to 

ensure LHDs/SCHN and the Ministry have timely access to data for planning, quality improvement, 

reporting and evaluation purposes. 

At the system level, the Ministry has had difficulty progressing the collection of key data assets, and their 

use in ongoing strategic planning. The VAN Data Set Extension to the Non-Admitted Patient Data Set has 

been endorsed by governance groups, with statewide implementation expected by 1 July 2021. Until this 

Data Set is fully implemented, there will continue to be difficulties measuring and reporting on the impact 

of the IPARVAN Framework. In addition, there is currently no statewide data asset in which the VAN 

workforce can be identified, which inhibits the ability of the Ministry to undertake statewide systemic 

workforce planning. It is imperative that any additional data that is collected, is collected in line with the 

data governance and structures outlined in the NSW Health Data Governance Framework.80  

 

 

 

 

 

 
80 NSW Health. (2019). NSW Health Data Governance Framework. Available from: 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2019_002 accessed 13 October 2020 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2019_002
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As discussed in Section 4.3 above, very limited data was available on health and wellbeing, client 

experience and system sustainability outcomes. The current data landscape makes it difficult to 

understand the impact of implementation of the IPARVAN Framework on intended outcomes. There is a 

lack of access to outcomes data which can identify people experiencing violence, abuse and neglect to 

provide a stronger base for understanding prevalence, and associated service access changes as a result of 

the IPARVAN Framework – for example to interpret whether VAN service resources meet local needs, or to 

identify whether people experiencing violence, abuse and neglect are safe. Furthermore, data must be 

linked to understand how clients use different services across the health system. 

This means it is not currently possible in the Stage 1 Evaluation to measure progress towards immediate 

outcomes or establish a baseline for the 2024-2025 Outcomes Evaluation. Senior NSW Health stakeholders 

have emphasised that measuring outcomes is important to understand whether the IPARVAN Framework 

is achieving its purpose and improving outcomes for clients and the system. Opportunities to strengthen 

data and reporting on outcomes that have been discussed with Ministry stakeholders include the 

following: 

• Hold discussions with data and policy experts from NSW Health and other agencies that respond to 

violence, abuse and neglect to refine the outcomes indicators. These discussions should consider: a) 

which indicators are important to understand progress towards outcomes; b) whether data is available 

of sufficient quality to measure these indicators, and if not the feasibility of collecting new data.  

• Work with Ministry and LHD/SHN stakeholders to review and improve the quality of reporting for 

existing datasets, such as SAS, NAP and ABM cost data, to ensure they are of sufficient quality and 

consistency to use for monitoring and evaluation purposes. 

• Explore opportunities to develop a dashboard or other mechanism for timely reporting of outcomes 

data to Ministry, LHD/SHN and other stakeholders, to inform ongoing service improvements. 

• Consider creating a linked dataset of VAN Services data, other NSW Health data and data from other 

agencies that respond to violence, abuse and neglect. This would allow VAN Services clients to be 

identified in these datasets and enable an understanding of their broader experiences in the NSW 

service system. 

• Hold discussions with the NSW Data Analytics Centre, Centre for Health Record Linkage (CHeReL) and 

other relevant stakeholders on linking VAN Services clients with the NSW Human Services Dataset. 

This would provide the opportunity to explore client trajectories across the service system and enable 

a strong understanding of pathways and outcomes.  

Some LHDs/SCHN are collecting specific data at the local level, 

but this is inconsistent across NSW. Where data is being collected, 

it does not appear to be being used for district-wide strategic 

workforce and service planning, quality improvement, or 

reporting and accountability. This includes Patient Reported 

Experience Measures, which are recorded across various mediums 

(for example ad hoc surveys, Clinical Care Plans, Incident 

Information Management System (IIMS and ims+), held on different platforms (including electronic 

medical records, paper-based surveys, and online survey platforms), and record various measures 

depending on the LHD/SCHN collecting the data, and even the service type within the LHD/SCHN. There 

may be opportunities to strengthen mechanisms to ensure that LHDs/SHNs and the Ministry have access 

to timely data to inform service and workforce planning and their ongoing implementation of the 

Framework.   

“The availability of contemporary data 

for strategic planning is a challenge – 

were not getting the data to know 

where our ‘pressure points’ are” 

Focus group with VAN services staff 
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Additional efforts are needed at the statewide and LHD/SCHN levels to ensure that services are 

culturally safe, particularly for Aboriginal clients and communities, including through partnerships with 

Aboriginal communities and service providers, involvement of Aboriginal consumers in service design, 

enhanced support to expand the Aboriginal workforce and cultural competency training for VAN 

Services and other health staff. 

Stakeholders at all levels of the system reflected on the importance of ensuring that services that support 

people who have experienced violence, abuse and neglect are culturally safe. However, there was mixed 

progress on activities designed to build cultural safety and competence. 

At the system level, ECAV made progress reviewing and identifying system-level issues, such as those 

barriers that inhibit recruitment and retention of Aboriginal staff into the VAN workforce. Further work 

with other parts of the Ministry, including Government Relations Branch and the Centre for Aboriginal 

Health and Aboriginal Workforce, to address these barriers should be prioritised. 

For LHDs/SCHN, there are opportunities to enhance the cultural safety of VAN Services through 

partnerships with Aboriginal communities and service providers, involvement of Aboriginal consumers in 

service design, and cultural competency training for VAN Services and other health staff. 

There is more work to be done within LHDs/SCHN to enhance recruitment and retention of Aboriginal 

staff. Strategies that staff believed had been successful included development of Aboriginal workforce 

strategies, targeted recruitment of Aboriginal workers, and provision of culturally safe supervision for 

Aboriginal workers. Strategies should be reviewed, and those found to be effective highlighted for further 

expansion.   

Ongoing challenges with staffing levels are likely to continue impacting implementation at all levels of 

the system unless staff receive more support to focus on implementation of the Framework. Further 

work is required to identify strategies to decrease vacancies and reprioritise workloads to support staff 

to implement the Framework and meet demand for services. 

Stakeholders appreciate that VAN Redesign Program funding has been provided to support recruitment 

and retention of staff. Limited resources, including staff, was raised as an issue by stakeholders at all levels 

of the system. It was believed to have hampered progress towards many key activities including the 

development of foundational policies, implementation of relevant training programs, and progress 

towards the development of co-designed local integrated service models.  

At the LHD/SCHN level, staff reported difficulty with incorporating activities to implement the IPARVAN 

Framework into their existing workloads. Whilst some may have been interested in sitting on governance 

groups or assisting with VAN Services workforce planning, they were unable to do these activities on top 

of providing clinical care.  

In the absence of an increase in staff resources, it is important that leaders and staff are supported to 

undertake activities required to implement the Framework, such as strategic planning, communications, 

coordination and training. Workforce planning is important to ensure the right mix of capabilities in VAN 

Services and minimise vacancies, while recognising that there are significant challenges with recruiting 

staff for some positions and in regional and rural areas. There may also be opportunities to deliver services 

in innovative ways that support clients to achieve their therapeutic goals, such as group sessions and 

telehealth, while recognising this will only be safe and appropriate in some circumstances. 

COVID-19 has delayed implementation across the system, however, has also created opportunities to 

expand virtual care and online learning, which should be explored further in the next phase of 

implementation. 

All stakeholders reflected that the COVID-19 pandemic impacted their ability to progress implementation 

of the IPARVAN Framework, as NSW Health staff were directed towards pandemic preparation and 

response.  

Whilst the pandemic has led to delays across the system, focus groups with VAN Services staff revealed 

that it also offered opportunities for enhanced integration. In particular, staff noted that there has been a 

rapid acceleration towards online training and professional development. This was welcomed by staff, as it 
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enabled them to complete training on their own time and without needing to travel. This is particularly 

important for staff in rural and regional LHDs, who noted that they often are unable to attend in-person 

training, especially when this happens in Sydney.  

In addition to online training, staff noted that there has been a shift towards opportunities for online 

clinical supervision, including peer support. This may have enhanced the availability of clinical supervision 

for staff, especially those in rural and regional LHDs or in isolated facilities. Importantly, staff cautioned 

that online clinical supervision is not appropriate in all circumstances – and that meeting face-to-face 

remains important, particularly when discussing potentially traumatic issues. There are also often 

pragmatic challenges to online clinical supervision – such as poor internet connection, lack of dedicated 

computers, or lack of private space in facilities.  

The pandemic may also have accelerated the shift towards virtual care for people who are experiencing 

violence, abuse and neglect. As these models are further developed, it will be important to ensure that 

they are delivered in such a way that maximises the safety, privacy, and confidentiality of those seeking 

care and support.  
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 The IPARVAN Framework on a page 

This appendix provides the one-page summary of the IPARVAN Framework. The full Framework is available online. 

Figure 26 | IPARVAN Framework on page 

 

 

 

 

 

 

 

https://www.health.nsw.gov.au/parvan/Publications/iparvan-framework.pdf
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 Data sources and considerations 

This appendix describes the data collection methods, including stakeholder consultations, along with data 

limitations and considerations for the Interim Progress Report 

Table 10 | Data sources for the Interim Progress Report 

Data collection method Time Sample Size & Representation Implication for the report 

Telephone focus groups Aug 2020 • 4 telephone focus groups 

• 24 VAN Services staff members 

• 13 LHDs/SCHN represented 

• 1 JRU representative 

Overall, the data represented throughout 

this report considers perspectives across 

all LHDs/SCHN in some capacity. These 

sample sizes indicate that not all 

LHDs/SCHN perspectives were included in 

each data collection method.  

We are confident the triangulation of 

these data sources provides a 

representative view across LHDs/SCHN.  

• 1 telephone focus group 

• 10 social workers and 

psychologists  

• 5 LHDs/SCHN represented 

• 1 telephone focus group 

• 10 medical and forensic workers 

who respond to violence, abuse 

and neglect 

• 6 LHDs/SCHN represented 

Telephone Interviews June 2020 • 1 interview with ECAV 

• 1 interview with ACI 

Self-Assessment Tool • Originally 

completed in 

2018/19 

• Reviewed in 

2020 

• n = 16 

• 16 of 16 LHDs/SCHN 

represented 

Provider Survey • July 2020 • n = 84 

• 15 of 16 LHDs/SCHN 

represented 

 

Kids and Families Data 

Warehouse on Sexual 

Assault Services 

• FY2017/18–

2019/20 

• Data refers to sexual assault 

victims (child under 16, young 

person 16-17, adult 18+). 

• Sexual assault clients represent a 

subset of the broader VAN client 

population. This data should be 

considered as a small representation of 

some VAN clients’ experiences with 

VAN services. 

• Includes all LHDs except for 

Hunter New England (excluded 

due to incomplete data). 

• Insights cannot be drawn for HNELHD 
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Table 11 | Data limitations and considerations 

Data source Consideration/limitation Implication for the report 

Self-Assessment Tool Questions related to activities not yet expected to 

be implemented in the Phase 1 time period (e.g. 

due to policies not yet released), scores were 

recoded as 1 = Not at all or almost never. This 

will allow more realistic longitudinal analyses 

during Phase 2 of the evaluation. 

This may have resulted in lower average 

scores when reporting aggregate Making It 

Happen indicators (e.g. Figure 6 – 12) 

The Self-Assessment Tool responses noted 

throughout this report were originally collected in 

2018/19. The questions asked in the original tool 

were asked at a higher level and did not 

necessarily target specific elements of Strategic 

Priority activities outlined in the Framework. 

The updated Self-Assessment Tool asks specific 

questions about each activity outlined in the 

Framework. The original scores submitted in 

2018/19 were reviewed and rescored by PARVAN 

and Nous in 2020. The rescored values were 

reviewed by LHDs/SCHN managers and changes 

were made accordingly. 

• The rescored values may not have 

captured the accurate implementation 

progress. However, they were reviewed 

by LHD/SCHN managers to ensure they 

were as accurate as possible 

• There were a number of indicators 

where there was “not enough 

information available” recorded in the 

original 2018/19 responses in order to 

rescore these in 2020. Where possible, 

information collected through 

LHD/SCHN manager reviews were used 

to inform the new scores. 

Provider Survey In order to develop the regression outlined in 

section 4.2, an imputation model was required to 

address data gaps where no answer was 

provided. This is further outlined in Appendix H. 

See Appendix H. 

Kids and Families Data 

Warehouse on Sexual Assault 

Services (SAS) 

• “Response time” has been derived using 

timestamp variables: Date and time medical 

forensic requested / Date and time medical 

forensic commenced 

• n = 2937 overall 

• 2017/18 n = 1,074 

• 2018/19 n = 1,013 

• 2019/20 n = 850 

• Requests for non-acute medical or medical 

forensic examinations were also reported, 

however these services are not expected to be 

provided within 2 hours and have been 

excluded. 

• 2019/20 FY may have been affected by the 

COVID-19 pandemic and known data quality 

and completeness issues in some LHDs. 

•  

Given these limitations, the insights drawn 

out in Section 4.3 should be considered 

with caution. 

Non-Admitted Patient data 

collection 
Client values of <5 or <10 were suppressed in the 

extracted dataset to mitigate potential 

identifiability. These values were recoded based 

on a predictive imputation model, as outlined 

here: 

freerangestats.info/blog/2018/11/06/suppressed-

data 

The recoding of these datapoints may 

overstate or understate the extent to 

number of service events or clients. 

However, the risk of this is low given the 

predictive modelling applied. 
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 VAN Service Events and Clients  

VAN Services 

Figure 4 in the report presented the number of service events and individual clients for VAN Services from 

2016/17 to 2019/20. This information is presented below in table form as requested by PARVAN. 

Table 12 | Number of Individual Clients by service type from 2016/17 to 2019/20 

Service Type 

Number of Clients 

2016/17 2017/18 2018/19 2019/20 

Sexual Assault Services 6,480 7,948 7,386 9,226 

Number of services n= 42 n= 49 n= 47 n= 50 

Child Protection Counselling 

Services 3,030 2,918 2,947 2,811 

 Number of services n= 47 n= 44 n= 43 n= 43 

Joint Child Protection Response 

Program 931 1,880 2,229 2,523 

Number of services n= 14 n= 15 n= 17 n= 20 

Child Protection Unit/Service† 455 967 1,288 1,704 

Number of services n= 2 n= 4 n= 4 n= 4 

Integrated Domestic Violence and 

Sexual Assault Services 1,096 1,005 977 1,277 

Number of services n= 3 n= 3 n= 3 n= 3 

Domestic Violence Services 387 677 901 2,003 

Number of services n= 2 n= 9 n= 11 n= 19 

New Street Services 146 230 203 321 

Number of services n= 3 n= 3 n= 3 n= 7 

Aboriginal Domestic and Family 

Violence 0 12 0 10 

Number of services n= 0 n= 1 n= 0 n= 2 

Total number of clients 12,525 15,637 15,931 19,875 

Source: Non-Admitted Patient Data, 2016-202081  

† NSLHD Child Protection and Child Sexual Assault Service is included here. 

 
81 Client/Service event values of <5 or <10 were suppressed in the extracted dataset to mitigate potential identifiability. These 

values were recoded based on a predictive imputation model, see detail: freerangestats.info/blog/2018/11/06/suppressed-

data 
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Table 13 | Number of service events by service type from 2016/17 to 2019/20 

Service Type 

Number of Service Events 

2016/17 2017/18 2018/19 2019/20 

Sexual Assault Services 47,187 50,780 52,085 57,294 

Number of services n= 58 n= 56 n= 54 n= 58 

Child Protection Counselling 

Services 
27,286 25,883 33,146 27,751 

 Number of services n= 57 n= 46 n= 45 n= 46 

Joint Child Protection Response 

Program 
1,859 5,280 6,372 5,894 

Number of services n= 14 n= 15 n= 17 n= 20 

Child Protection Unit/Service† 2,986 5,884 7,324 8,776 

Number of services n= 2 n= 4 n= 4 n= 4 

Integrated Domestic Violence and 

Sexual Assault Services 
5,878 5,643 5,104 8,305 

Number of services n= 3 n= 3 n= 3 n= 3 

Domestic Violence Services 6,237 3,807 6,715 8,904 

Number of services n= 3 n= 10 n= 12 n= 20 

New Street Services 944 2,260 1,302 2,294 

Number of services n= 3 n= 3 n= 3 n= 7 

Aboriginal Domestic and Family 

Violence 
0 40 0 10 

Number of services n= 0 n= 1 n= 0 n= 2 

Total 92,377 99,577 112,048 119,228 

Source: Non-Admitted Patient Data, 2016-202082  

† NSLHD Child Protection and Child Sexual Assault Counselling Service is included here. 

 

 
82 Client/Service event values of <5 or <10 were suppressed in the extracted dataset to mitigate potential identifiability. These 

values were recoded based on a predictive imputation model, see detail: freerangestats.info/blog/2018/11/06/suppressed-

data 
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 List of NSW Health VAN Services 

This appendix provides a list and description of VAN Services under the IPARVAN Framework. 

Table 14 | NSW Health VAN Services 

VAN Service Acronym Service Description 

• Aboriginal Family Wellbeing and 

Violence Prevention Program 

AFWVP The NSW Aboriginal Family Health Strategy provides a 

framework for responding to family violence in Aboriginal 

communities within a culturally competent, family based 

context with a focus on healing. The strategy describes a model 

of care and presents positive action-based solutions which aim 

to: 

• Reduce the incidence and impact of family violence in 

Aboriginal communities. 

• Build the capacity and strength of individuals and 

communities to prevent, respond to and recover from 

family violence. 

• Nurture the spirit, resilience and cultural identity that 

builds Aboriginal families. 

• Child Protection Counselling 

Services 

CPCS The CPCS is a child and family-centred trauma-specific therapy 

service. Its overarching purpose is to work towards the 

recovery and ongoing safety and wellbeing of children and 

young people involved with the care and protection system. 

• Child Protection Units/Services CPUs The Sydney Children’s Hospitals Network has a Child 

Protection Unit at Westmead and at Randwick. The John 

Hunter Children’s Hospital at Newcastle has a child protection 

team. These units and team provide specialist paediatric and 

child protection services for NSW. These tertiary child 

protection services provide comprehensive paediatric medical, 

forensic and psychosocial assessments with access to intensive 

care, surgery and other subspecialties. Medical officers and 

paediatric sub-specialists are available for medical consultation 

and second opinions to staff across NSW.  

• Child Wellbeing Units CWUs NSW Health has three CWUs, which align with the existing 

NSW Child Health Networks, and are located in Dubbo, 

Wollongong and Newcastle. Trained staff in CWUs assist 

mandatory reporters to use the Mandatory Reporter Guide and 

ensure that all concerns that reach the threshold of risk of 

significant harm are reported to the Child Protection Hotline.  

• Domestic violence services 

• Joint Child Protection Response 

Program, including JRU (previously 

the Joint Investigative Response 

Teams or JIRTs) 

JCPRP The JCPRP aims to provide a seamless service response to 

children and young people at risk of significant harm, as a 

result of sexual assault, serious physical abuse and extreme 

neglect. JCPRP is a tri-agency program delivered by the NSW 

Police Force, Department of Communities and Justice, and 

NSW Health. 

• New Street Services (for children 

and young people aged 10-17 

years and engaging in harmful 

sexual behaviours) 

New Street New Street Services provide therapeutic services for children 

and young people aged 10 to 17 years who have engaged in 

harmful sexual behaviours towards others, and their families 

and caregivers. New Street Services work with the young 

person to assist them to understand, acknowledge, take 

responsibility for and cease the harmful sexual behaviour. 

https://www.health.nsw.gov.au/aboriginal/Pages/pub-family.aspx
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VAN Service Acronym Service Description 

• Responses to children under 10 

displaying problematic or harmful 

sexual behaviours (e.g. 

Kaleidoscope Sparks Clinics) 

Children under 10 NSW Health provides a range of services to support children 

under 10 with problematic sexual behaviours, and their 

families. These services include: 

• Sexual Assault Services 

• Child Protection Units 

• Child Protection Counselling Services 

• Child and Adolescent Mental Health Services 

• Child and Family Health Services 

• Child Sexual Assault Services 

SAS 

NSW Health has a network of specialist Sexual Assault Services 

delivered by LHDs. Every LHD has an SAS that operates 24 

hours a day, 7 days a week 
• Adult Sexual Assault Services 

• Specialist Services for Children and 

Young People in Out-Of-Home 

Care 

OOHC NSW Health provides health assessments, reviews and 

interventions for children and young people who enter 

statutory out of home care (OOHC). This is a critical health 

intervention for children in OOHC who have significant health 

care needs including poor mental and physical health 

compared with the general population. Health assessment 

services are provided through LHDs/SCHN upon referral from 

Community Services.  

• Whole Family Teams WFTs Whole Family Teams (Drug and Alcohol and Mental Health) 

have been established to provide specialist tertiary health 

services for families where there are drug and alcohol and/or 

mental health problems and child protection concerns.  
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 Additional data on services 

This appendix presents data on VAN Services clients and service events, as well as additional data on 

service types that were not able to be included from data analysis in the body of the report. These service 

types were excluded because they could not be directly compared with other VAN Services and/or data on 

these services types is reported against other health services datasets (e.g. Child and Adolescent Mental 

Health Services). Data on the following service types is reported on separately below: 

• Under 10s 

• Out of Home Care 

• Child Wellbeing Unit 

• Central Coast Multi-Agency Response Centre (CCMARC) 

Under 10s 

NSW Health provides a range of services to support children under 10 with problematic sexual behaviours, 

and their families. While there are many services that provide these responses in NSW, only two services 

were classified as ‘Under 10s’ in the NAP data (the rest were likely classified under other service types such 

as sexual assault services). Therefore, the two services that were classified as ‘Under 10s are reported on 

separately in this appendix. 

The two tables below outline the number of service events and clinical FTE overall for these two services, 

and then broken down by each individual service.  

Table 15 includes a ratio to illustrate the workload for Clinical FTE in 2019/20. For Under 10s, the ratio was 

1:235, which is in line with the average ratio across other service types (see further discussion on FTE in 

Section 4.3 above). 

Table 15 | Service Events and Clinical FTE in VAN Services categorised as “Under 10s” in 2019/20 

 Number of Individual 

Services 

Number of Clinical FTE 

(2020) 

Total no. service events 

2019/20 

Clinical FTE : Service 

Events Ratio 

Under 10s 2 2.87 706 1:246 

Source: Non-Admitted Patient Data, 2016-202083  
FTE data collected by the PARVAN team, based on template distributed to LHD managers84 

 
83 Client/Service event values of <5 or <10 were suppressed in the extracted dataset to mitigate potential identifiability. These 

values were recoded based on a predictive imputation model, see detail: freerangestats.info/blog/2018/11/06/suppressed-

data. Further information on the imputation model included in Appendix B. 
84 Clinical FTE is reported and management FTE is not reported based on advice from the PARVAN as management FTE is not 

reported consistently across LHDs/SHNs. In some instances, clinical FTE were split across multiple services based on advice 

from the LHDs/SHNs that provided the FTE data. These FTE were divided appropriately across the noted services. 

In some instances, clinical FTE were split across multiple services based on advice from the LHDs/SHNs that provided the FTE 

data. These FTE were divided appropriately across the noted services. 
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Table 16 | Detailed breakdown of Service Events and Clinical FTE in VAN Services categorised as “Under 

10s” in 2019/20 

LHD/SCHN Service  Service Unit Standardised Name Number of 

Clinical FTE 

(2020) 

Total no. service 

events 2019/20 

HNELHD Under 10s John Hunter Children's Hospital - Community 

Paediatric Child Development Team SPARKS 

1.8 408 

Tamworth Community Health Centre Problematic 

Sexualised Behaviour - Under 10s 

1.07 298 

Source: Service Events | EDWARD, Non-Admitted Patient Data Collection 2016/17-2019/2085 

FTE data collected by the PARVAN team, based on template distributed to LHD managers86 

The average cost per service event for VAN Services classified as ‘Under 10s’ was $231 in 2018-19 (based 

on cost reporting for two services). In comparison, the average cost per service event across all VAN 

Services types was $489 in the same year.87 

Out of Home Care 

NSW Health provides specialist services for children and young people in out of home care who have 

experienced violence, abuse and neglect. While some of these services are captured in VAN Services data, 

many are reported on in other NSW Health datasets which were accessed for this evaluation. Therefore, 

OOHC services are reported on separately in this appendix. 

The number of service events and clients attending an Out of Home Care service has increased over the 

2016/17 to 2019/20 period (see Figure 27 below).88 

 
85 See above, nError! Bookmark not defined.. 
86 See above, n84 
87 Weighted averages have been reported to appropriately address large variations in average cost. A weighted average will 

correct the data to ensure larger services are weighted more heavily when calculating an average across multiple services; 

Source: NSW District and Network Return (DNR) data, Activity Based Management. The weighted average is based on number 

of service events. For those values which were suppressed to maintain unidentifiability (<5), the data has been recoded to 3. 

Further detail on this approach is included in Appendix B. 
88 Changes to number of service events/clients over time may be as a result of improved reporting, or an increase in the 

number of OOHC services over the 2016/17-2019/20 period (see number of services columns for further detail) 
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Figure 27 | Number of Service Events and Clients in VAN Services categorised as “Out of Home Care” 

from 2016/17 to 2019/20 

Source: EDWARD, Non-Admitted Patient Data Collection 2016/17-2019/2089 

Table 17 | Number of Service Events in VAN Services categorised as “Out of Home Care” from 2016/17 

to 2019/20 

Service Type 
Total no. service events 

2016/17 

Total no. service events 

2017/18 

Total no. service events 

2018/19 

Total no. service events 

2019/20 

OOHC 3357 4010 4986 7209 

Number of 

services: 

n = 18 n = 20 n = 21 n = 21 

Source: EDWARD, Non-Admitted Patient Data Collection 2016/17-2019/20 

Table 18 | Number of Clients in VAN Services categorised as “Out of Home Care” from 2016/17 to 

2019/20 

Service Type Total no. clients 2016/17 Total no. clients 2017/18 Total no. clients 2018/19 Total no. clients 2019/20 

OOHC 1835 1984 1915 2901 

Number of 

services: 

n = 16 n = 20 n = 21 n = 21 

Source: EDWARD, Non-Admitted Patient Data Collection 2016/17-2019/2090 

 
89 Both Service Events and Client values include Non-Patient values 

Number of Service Events derived from “Count of DERIVED_NATIONAL_SERVICE_EVENT_RECORD_NK” and “Distinct count of 

CLIENT_ENCRYPTED_ID_NK” in EDWARD. Number of Clients derived from “Distinct count of CLIENT_ENCRYPTED_ID_NK” in 

EDWARD  

90 Ibid. 
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The average cost per service event for VAN Services classified as ‘OOHC’ was $551 in 2018-19 (based on 

cost reporting for 19 services). In comparison, the average cost per service event across all VAN Services 

types was $489 in the same year.91 

Child Wellbeing Units 

NSW Health operates three CWU teams. Along with being a service for all NSW Health employees, certain 

other public and primary health services can also access the Health CWUs. These are Aboriginal 

Community Controlled Health Services (ACCHS) and Affiliated Health Organisations (as defined in the 

Health Services Act 1997). Since 6th May 2016 all medical practitioners in NSW, (including General 

Practitioners), as well as General Practice Nurses, have been able to access the Health CWU for assistance, 

information and to report child safety, welfare or wellbeing concerns. The Health CWUs are located at 

Dubbo, North Wollongong and Wallsend. 

The Health CWUs provide advice and support to NSW Health staff and other staff that respond to 

violence, abuse and neglect, but they do not provide services directly to clients. Therefore, CWUs are 

reported on separately in this appendix. 

The following tables outline the total number of contacts to Child Wellbeing Units from 2016/17 to 

2019/20, and FTE data based on the 2020 Child Wellbeing organisational structure.  

The Primary Contact Reason has been classified slightly differently since 20 December 2017. As a result, 

the tables below report on the number of contacts for each year, based on groups of similar classifications 

together to indicatively illustrate changes over time. 

Table 19 | Total contacts to NSW Health Child Wellbeing Units by grouped primary contact reason* 

from 2016/17 to 2019/20 

Primary Contact Reason 2016/17 2017/18 2018/19 2019/20 

Receive a C/YP Concern/Prenatal Concern 4,502 4,949 6,660 9,671 

Legal Request 255 101 0 0 

Obtain Information/Information Exchange 1,558 3,270 5,153 4,877 

Provide Advice/Case Discussion/Coaching/Service and 

System Advice 
7,114 6,087 2,892 2,081 

Service Gap 1 2 6 3 

Provide Information/Feedback to CWU 459 195 95 41 

TOTAL: 13,889 14,604 14,806 16,673 

Source: Child Wellbeing Unit Activity Data92 

 
91 Weighted averages have been reported to appropriately address large variations in average cost. A weighted average will 

correct the data to ensure larger services are weighted more heavily when calculating an average across multiple services; 

Source: NSW District and Network Return (DNR) data, Activity Based Management. 

The weighted average is based on number of service events. For those values which were suppressed to maintain 

unidentifiability (<5), the data has been recoded to 3. Further detail on this approach is included in Appendix B. 
92 Ibid.   
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Table 20 | Children or young people appraised by NSW Health Child Wellbeing Units by primary farm 

concern* from 2016/17 to 2019/20 

Primary Harm Concern 2016/17 2017/18 2018/19 2019/20 

Domestic Violence 1218 1098 1755 2310 

Parent/ carer mental health 923 901 1549 2235 

Parent/ carer substance abuse 862 723 1298 2070 

CYP is a Danger to Self and/or Others 440 488 891 1274 

Unborn Child 1403 923 981 1231 

Physical Abuse 272 289 496 710 

Psychological Harm 325 282 384 568 

Neglect 890 831 1310 1873 

Sexual abuse 307 301 395 565 

Child/Young Person Problematic Sexual Behaviours 0 0 47 78 

Relinquishing Care 29 27 52 58 

Other 211 166 64 167 

TOTAL: 6,880 6,029 9,222 13,139 

Source: Child Wellbeing Unit Activity data93 

Table 21 | Number of FTE in NSW Health Child Wellbeing Units (per the NSW Health Child Wellbeing 

Organisational Structure 2020) 

 Number of FTE 

LHD 

Child Wellbeing 

Coordinators 

Assessment 

Officers 

Administration 

Officer 
Manager 

Hunter New England LHD 1 7 1 1 

Western NSW LHD 0.6 7 1 1 

South Eastern Sydney LHD 0.6    

Far West LHD 0.4    

Illawarra Shoalhaven LHD 0.4    

Murrumbidgee LHD 0.5    

Northern Sydney LHD 0.5    

Southern NSW LHD 0.5    

Sydney LHD 0.5    

Nepean Blue Mountains LHD 0.63    

South Western Sydney LHD 0.5    

Western Sydney LHD 0.5    

 
93Typically, only those contacts classified as a ‘Receive a child/young person concern’ (until 19/12/17) or ‘CYP Concern/Prenatal 

Concern’ (since 20/12/17) that the CWU appraise and document the harm type/s relevant to the concern/s. 
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Central Coast LHD 0.5    

Mid North Coast LHD 0.5    

Northern NSW LHD 0.5    

Sydney Children’s Hospitals Network  6 0.4 1 

TOTAL: 8.13  20 2.4 3 

Source: NSW Child Wellbeing Organisational Structure 2020 

Data was not accessed on CWU costs to include in this Interim Progress Report. 

CCMARC 

Central Coast Multi-Agency Response Centre (CCMARC) is a multi-agency child protection response centre 

with staff from Health, FACS, Education and Family Referral Service, working collaboratively sharing 

decision making about vulnerable children/young people and their families who reside on the Central 

Coast where risk of harm concerns have been identified. 

CCMARC primarily has two functions: 

1. Localised Helpline – Gosford / Wyong area – Local Helpline call centre receiving reports from 

mandatory and non-mandatory reporters and is staffed by CS caseworkers. 

2. Interagency collaboration and decision making about how best to respond to children/young people 

and their parents/carers where risk of significant harm concerns have been identified. This includes 

sharing information under 16a legislation with agencies participating in Local Planning Response 

Meetings (LPR's) twice a week. 

Health's role also includes case navigation, advocacy and troubleshooting / escalating child protection 

matters and identification of practice gaps both within the interagency environment but also practice in 

our own agency. 

CCMARC was reported on as its own separate service type and was therefore not able to be analysed 

under the other service types that are reported on in the report. Therefore, CCMARC is reported on 

separately in this appendix on separately in this appendix (see Table 22 below). 

Table 22 | Number of Clients and Service Events attending CCMARC from 2016/17 to 2019/20 

 2016/17 2017/18 2018/19 2019/20 Total 

Number of Clients 511 742 125 73 1,451 

Number of Service Events 541 1,005 131 85 1,762 

Source: EDWARD, Non-Admitted Patient Data Collection 2016/17-2019/2094 

Reliable data was not available on the average cost per service event for CCMARC to include in this Interim 

Progress Report. 

 

 
94 Both Service Events and Client values include Non-Patient values 

Number of Service Events derived from “Count of DERIVED_NATIONAL_SERVICE_EVENT_RECORD_NK” and “Distinct count of 

CLIENT_ENCRYPTED_ID_NK” in EDWARD 

Number of Clients derived from “Distinct count of CLIENT_ENCRYPTED_ID_NK” in EDWARD  
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 Making it Happen indicators 

This appendix provides the list of ‘Making it Happen’ statements under the IPARVAN Framework. There 

are a number of ‘Making it Happen’ statements, which appear under each objective and strategic priority. 

These statements clearly set out the activities expected across the system to progress integration. These 

statements formed indicators for data collection activities in this evaluation. Table 23 provides an overview 

of these Making it Happen indicators by objective and strategic priority. 

Table 23 | Making it Happen indicators 

Objective Strategic Priority Making it Happen indicator 

1: Strengthen 

leadership, 

governance 

and 

accountability 

1.1 Leadership driving 

NSW Health system 

reform and service 

improvement 

Ministry of Health to continue implementation of the VAN Redesign Program. 

NSW Health Pillars (i.e. BHI, EC, ACI, HETI) supported by the Ministry of Health, 

continue to expand their knowledge, capacity and capability to provide 

leadership on NSW Health’s response to violence, abuse and neglect.  

LHDs/SCHN to champion integration; actively include prevention and response 

to violence, abuse and neglect in strategic planning and service planning 

processes and resourcing decisions; and appoint and support clinical leadership 

to lead change at the service and practice levels. 

Whole NSW Health system to target relevant leaders and managers at all levels 

(including medical directors and clinical leads) with information and training 

about VAN initiatives and resources. 

1.2 Strong governance The Ministry of Health and ECAV will work with LHDs/SCHN to further refine the 

statewide governance mechanisms and meetings for VAN services. 

The Ministry of Health will release the full suite of VAN service standards, 

strategies, policies and procedures for NSW Health in 2018 and 2019. New policy 

directives to be released are: the VAN Service Standards; Aboriginal Family 

Wellbeing and Violence Prevention Strategy; Child Wellbeing and Child 

Protection Policies and Procedures for NSW Health; Child Protection Counselling 

Services Policy and Procedures; Domestic and Family Violence Strategy; 

Domestic Violence — Identifying and Responding; Joint Child Protection 

Response Program Policy and Procedures; and Sexual Assault and Children under 

10 Displaying Problematic or Harmful Sexual Behaviour Policy and Procedures. 

LHDs/SCHN, with support from the Ministry will implement the suite of VAN 

standards, strategies, policies and procedures with support from the Ministry of 

Health. 

LHDs/SCHN will endeavour to streamline management and reporting structures 

for VAN services at the local level to ensure there is appropriate oversight, 

integration and support for these services. 

LHDs/SCHN will actively work towards formalised governance arrangements 

between LHDs/SCHN where service provision crosses organisational boundaries 

(e.g. for Justice Health and Forensic Mental Health network clients). 

LHDs/SCHN will ensure that their clinical governance processes for quality and 

safety address their local violence, abuse and neglect responses. 

The Ministry of Health will explore with the Clinical Excellence Commission their 

capacity to support further improvements to governance processes to ensure the 

safety and quality of health service responses to violence, abuse and neglect. 
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Objective Strategic Priority Making it Happen indicator 

1.3 Robust system for 

monitoring NSW 

Health service 

performance 

The Ministry of Health is to develop a Minimum Data Set (MDS) to support 

accurate and consistent data collection across VAN services that will also 

facilitate improved visibility across the patient journey. 

The Ministry of Health is to develop and implement a performance monitoring 

system for violence, abuse and neglect that has clearly defined outcomes: 

• data collection, reporting and feedback mechanism about the patient 

journey 

• annual acquittals identifying how funding was invested. 

The Ministry of Health and BHI is to recognise violence, abuse and neglect as a 

serious public health issue and ensure it is profiled in key reports such as the 

Report of the Chief Health Officer and Bureau of Health Information. 

The Ministry of Health to undertake evaluation of investment in the VAN 

redesign process and its outcomes. 

LHDs/SCHN are to evaluate investment in services at a local level. 

2: Enhance the 

skills, 

capabilities 

and 

confidence of 

the NSW 

Health 

workforce 

2.1 Increasing the 

workforce to meet 

demand 

The Ministry of Health will undertake statewide systematic planning consistent 

with the Health Professionals Workforce Plan 2012-2022 to help grow the VAN 

workforce. 

ECAV will continue to develop and implement qualifications and strategies that 

assist priority groups (including Aboriginal workers and medical and forensic 

examiners) to achieve the entry level qualification, skills and experience for 

employment in VAN services. 

The Ministry of Health will work with ECAV, LHDs/SCHN to increase recruitment 

and retention of Aboriginal staff to VAN services by addressing current barriers 

for Aboriginal people entering ECAV’s dedicated qualification, appointing 

graduates of the advanced diploma to the NSW Health counselling positions 

covered by the NSW Health Services, Health Professional (State) Award, and 

mentoring Aboriginal staff into positions over a period of time alongside 

ongoing cultural competence training and supervision for non-Aboriginal 

managers and clinicians. 

The Ministry of Health will review the implementation of the Sexual Assault 

Nurse Examiner (SANE) program and Payment Determination to Visiting Medical 

Officers (VMOs) who conduct Sexual Assault Medical & Forensic Examinations 

and identify in partnership with LHDs/SCHN strategies to address workforce, 

policy and program issues identified. 

ECAV will upgrade its Graduate Certificate in Medical and Forensic Management 

of Adult Sexual Assault to a graduate diploma that includes a focus on domestic 

violence and child sexual abuse. 

LHDs/SCHN are encouraged to prioritise the recruitment of additional staff to 

VAN services and undertake systematic planning to increase their VAN specialist 

workforce. 

2.2 Education, training 

and professional 

development to equip 

NSW Health workers 

with the right 

The Ministry of Health and ECAV in collaboration with LHDs/SCHN and HETI will 

develop and implement a NSW Health Competency and Training Framework for 

Preventing and Responding to Violence Abuse and Neglect 

ECAV will explore opportunities to build higher education support for a violence, 

abuse and neglect curriculum with HETI. 
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Objective Strategic Priority Making it Happen indicator 

knowledge, skills, 

attitudes and values 

The Ministry of Health will ensure that learning pathways for VAN service 

workers are developed and communicated in all VAN service strategies, policies 

and procedures. 

ECAV and HETI will continue to deliver and further develop a suite of education, 

training and professional development for both VAN service workers and the 

broader health workforce. 

LHDs/SCHN will enable staff to access education, training and professional 

development opportunities, as well as flexible learning opportunities to acquire, 

maintain and build the necessary knowledge, skills, attitudes and values to 

recognise violence, abuse and neglect and to take effective action appropriate to 

their role 

2.3 Health workers 

receiving appropriate 

supervision and 

support 

LHDs/SCHN are encouraged to streamline line management and reporting 

structures for VAN services at the local level to ensure there is appropriate 

oversight and support for all violence, abuse and neglect responses, including 

on-call responses. 

The Ministry of Health and ECAV will work with HETI to incorporate guidance on 

clinical supervision of health staff who respond to violence, abuse and neglect 

into the NSW Health Clinical Supervision Framework and associated training and 

resources. 

The Ministry of Health will provide clear policy direction on clinical supervision 

for VAN services. 

The Ministry of Health will develop and release a policy for NSW Health on 

vicarious trauma and vicarious resilience and review and update other NSW 

Health policies on staff welfare to reflect knowledge and good practice in 

responding to violence, abuse and neglect. 

LHDs/SCHN will ensure VAN service workers and other NSW Health workers are 

provided with consistent, regular clinical supervision for violence, abuse and 

neglect as is appropriate for their role. 

The Ministry of Health, LHDs/SCHN and Pillars will ensure that they have a clear 

action plan to respond to vicarious trauma, that their employee assistance 

programs have the skills to respond to violence, abuse and neglect and vicarious 

trauma, and that their managers and staff are supported to implement available 

workplace provisions for staff who are experiencing violence, abuse and neglect, 

as well as to implement workplace practices likely to increase staff retention and 

decrease vicarious trauma. 

The Ministry of Health will include professional consultation and support as a key 

component of VAN service models and LHDs/SCHN will ensure this is provided 

by VAN services across the health system. 

The Ministry of Health, in partnership with the Sydney Children’s Hospitals 

Network and Hunter New England Local Health District, will continue the 

development and implementation of the Clinical Advice Sexual Assault and Child 

Abuse & Sexual Assault Clinical Advice Line (CASACAL). 

The Agency for Clinical Innovation, supported by the Ministry of Health, will 

develop a VAN clinical network for NSW Health workers. 

3: Expand 

Violence, 

3.1 Integrated VAN 

service models 

The Ministry of Health will provide LHDs/SCHN a Self-Assessment Tool to 

support local implementation of redesign. 
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Abuse and 

Neglect (VAN) 

services to 

ensure they 

are 

coordinated, 

integrated and 

comprehensive 

The ACI, with support from the Ministry of Health, will undertake a change 

management project in collaboration with LHD/SCHN to help support local 

implementation. This will include the development of models of care that take 

into consideration the good practice integrated VAN service model. 

The Ministry of Health will ensure that the key elements of the good practice 

integrated VAN service model are included in service models for VAN services in 

NSW Health strategies, policies and procedures. 

LHDs/SCHN supported by initial funding enhancements from the Ministry of 

Health will undertake a process of local implementation of redesign, including 

system reforms, service improvements and the development of local VAN service 

models guided by the Framework. These include the good practice integrated 

VAN service model. In local VAN service models LHDs/SCHN will, at a minimum, 

provide: client services with a 24-hour crisis counselling, medical and forensic 

services, and a clear pathway to a psychosocial response for all types of violence, 

abuse and neglect; professional consultation and support; interagency 

collaboration; systems advocacy; and community engagement, education and 

prevention. 

3.2 Enhancement and 

expansion of VAN 

services 

The Ministry of Health will provide funding allocations to LHDs/SCHN that 

include clear terms and conditions requiring LHDs/SCHN to use this new funding 

to increase their resourcing base for VAN services, and not substitute for existing 

funding sources. Funding will be contingent on meeting deliverables about the 

timely establishment and ongoing operation of the new and enhanced services 

with fidelity to relevant NSW Health VAN strategies, policies and procedures as 

well as the principles and objectives in the Framework. 

LHDs/SCHN will commence recruitment of permanent clinical staff to provide 

responses where gaps have been identified. Specifically, this funding will be used 

by LHDs/SCHN to ensure coordinated, integrated and comprehensive 

psychosocial, medical and forensic services are provided to victims of sexual 

assault (adult and child), domestic and family violence, and child physical abuse 

and neglect and exposure to domestic and family violence, and their families and 

communities. 

LHDs/SCHN will maintain VAN service positions through active recruitment and 

proactive succession planning. 

The Ministry of Health and ECAV will develop a NSW Health domestic and family 

violence integrated psychosocial, medical and forensic model to support the 

expansion of services to this cohort that are modelled on the NSW Health Sexual 

Assault Service approach. 

The Ministry of Health will work in partnership with LHDs/SCHN to implement 

several service expansions and establishments as part of the NSW Government’s 

response to the Royal Commission. 

The Ministry of Health will expand the referral pathways into Child Protection 

Counselling Services as part of the forthcoming policy and procedures for that 

VAN service. 

3.3 VAN services 

quality improvement, 

consistency and 

reducing clinical 

variation across NSW 

The Ministry of Health will review and update the NSW Health Guide to the Role 

Delineation of Clinical Services to incorporate the expanded range and scope of 

VAN services that LHDs/SCHN will be funded to deliver. This will reflect the good 

practice Integrated VAN Service Model. Each LHD or SHN will use this guide to 

plan and deliver clinical services to the level appropriate to meet the needs of 

the relevant population in their catchment area. 
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The Ministry of Health will produce Violence, Abuse and Neglect Service 

Standards. LHDs/SCHN will ensure that processes are in place to implement the 

standards and to demonstrate compliance as well as mechanisms for monitoring 

and review, with support from the Ministry of Health. 

The Ministry of Health will produce a suite of updated and evidence-based 

medical and forensic protocols for victims of all forms of violence, abuse and 

neglect. 

LHDs/SCHN will require medical and forensic clinicians to use NSW Health 

standard medical and forensic protocols as appropriate to the circumstances of 

the presentation and in accordance with NSW Health policy. They will also 

implement a quality assurance process for medical and forensic examinations. 

The Ministry of Health will continue to engage in several existing statewide or 

multi-region evaluation, quality assurance and service improvement processes 

with the involvement of the relevant LHDs or SHNs. 

LHDs/SCHN should identify and undertake local evaluation, quality assurance 

and service improvement activities for VAN services that are relevant to the 

unique needs of their region or focus population group. 

3.4 VAN services 

improving the patient 

journey and 

empowering people 

and families to be 

partners in their care 

LHDs/SCHN develop a good understanding of the patient journey by mapping 

this journey with consideration to the VAN service model or models developed 

in their local context to identify service gaps and inform quality improvement 

activities. 

The Ministry of Health and ECAV will partner with the Pillars, LHDs/SCHN to 

develop statewide training resources for staff in VAN services and other NSW 

Health services to develop and support a culture focussed on the patient 

experience 

The Ministry of Health will work with BHI, LHDs/SCHN to identify and implement 

appropriate mechanisms to capture and respond to feedback from people who 

have experienced violence, abuse and neglect and their families on their 

experience of the health system. 

LHDs/SCHN will involve consumers in local redesign implementation and service 

planning, with optional support from ACI. 

ACI is to include consumer representatives in the VAN Clinical Network. 

The Ministry of Health is to consider whether patient experience is improved in 

the Project evaluation. 

4: Extend the 

foundations 

for integration 

across the 

whole NSW 

Health system 

4.1 System 

improvement – 

trauma-informed care 

and child-safe 

organisations 

The Ministry of Health and ACI will complete, and LHDs/SCHN will implement, 

the Integrated Trauma-informed Care Framework. 

The Ministry of Health, Pillars, LHDs/SCHN will promote and facilitate child safety 

within their organisational context, including through implementation of the 

Principles for Child Safe Organisations 

4.2 Identification, 

response, referral and 

coordination 

The Ministry of Health will continue to progress initiatives concerning domestic 

and family violence screening and risk assessment and will use these as a 

foundation and knowledge base to inform Phase 2 of the Project. 

As part of Phase 2 of the Project, the Ministry of Health will explore whether to 

develop a consistent statewide approach to identifying (screening and assessing 
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risk) and responding to violence, abuse and neglect across the NSW Health 

system. 

The Ministry of Health will ensure that the suite of VAN service strategies, 

policies and procedures provides clear guidance on referral pathways into VAN 

services and roles and responsibilities of other Health services in an integrated 

response. 

LHDs/SCHN will support existing local linkages, and the establishment of new 

ones, between VAN services and other health services, as well as the involvement 

of appropriate staff in interagency case coordination mechanisms. 

4.3 Integrated 

electronic clinical 

information systems 

The Ministry of Health will work with eHealth, LHDs, SHNs, ACI and CEC in 

developing State Based Designs of clinical systems to meet business 

requirements on information sharing and to support client safety. This will 

include guidance on implementation. 

  LHDs/SCHN will locally test and implement the state-based solutions or ensure 

locally developed solutions can meet the same requirements. 

  The Ministry of Health will work with LHDs/SCHN, including by providing 

guidance and support, to establish common protocols and tools across VAN 

services and other NSW Health services for recording information on violence, 

abuse and neglect in eMR and other systems. 

  LHDs/SCHN will develop comprehensive guidance and training for VAN services 

and other NSW Health services to understand how to record and manage 

information, and balance the confidentiality needs of clients in accordance with 

relevant policies and legislation. 
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 Statewide governance groups 

This appendix describes the statewide governance groups under the IPARVAN Framework. 

As noted in Section 4.1, the Ministry established and refined multiple statewide governance committees to 

support the implementation of the Framework. These included 

• PARVAN Senior Executives Steering Committee. 

• PARVAN Senior Managers Advisory Group. 

• PARVAN Medical and Forensic Advisory Group. 

• PARVAN Aboriginal Advisory Group.  

• VAN Evaluation Advisory Group. 

• VAN Data Working Group. 

• Domestic Violence Routine Screening Data Working Group. 

• New Street Committee. 

• Safe Wayz Program Committee. 

An additional statewide VAN governance meeting, called the VAN COVID-19 Community of Practice, has 

was established to discuss the impact of COVID-19 on the sector. The Community of Practice meets every 

six to eight weeks. 
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 Detailed data analysis: regression and 

factor analysis 

This appendix describes the method for the regression and factor analyses to inform the measurement of 

integration for this evaluation. 

Integration indicator regression 

As noted in Section 4.2, the regression analysis was developed using Provider Survey responses. Only the 

responses from the Provider Survey were used (n=84) because there were too few respondents to the Self-

Assessment Tool (n=16) for the analysis. The regression analysis explored the relationship between service 

provider’s scores for all activities associated with the Framework, with those that have been identified as 

integration indicators (see Figure 28 below).  

Three key activities were identified to have a positive relationship with progress towards integration: 

• formal arrangements for joint case management, 

• mapping client journeys to inform service improvements, and 

• providing access to a 24hr crisis response 

Figure 28 | Provider Survey questions most associated with indicators of successful integration 

identified through regression with integration indicators as response variable 

 

The response variable of the regression was the mean numerical response (where 1 = ‘Not at all or almost 

never’ and 5 = ‘Always or almost always’) of the 13 questions set out in Figure 14 of Section 4.2. That is, for 

each respondent, a single number was calculated as an indicator of integration progress, from the average 

answer to those 13 questions. 

The explanatory variables were the individual answers to the 63 other questions about integration 

activities. 

There were 84 responses to the survey. Using classical methods, we would need at least 650 responses to 

meaningfully test for the effect of 63 candidate explanatory variables. To mitigate the problem of a 

relatively low number of observations given the number of explanatory variables creating noisy estimates 

of coefficients, we used “elastic net regularisation”, a method that shrinks estimates of coefficients towards 

zero. Effectively, a budget of “total effects that can be gleaned from this small data” is set and assigned to 

the variables showing the strongest noise. Unlike stepwise selection methods that discard variables which 
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aren’t statistically significant, the estimates resulting from this process are not biased away from zero, i.e. 

our estimates are not biased to appear more significant than justified by the evidence.  

The models were fit with the glmnet R package by Friedman et al.95 We used cross validation to set the 

value of the ‘budget’ (the ‘lambda’ parameter in glmnet), and used 0.5 for alpha, so the resulting approach 

is midway between the ‘lasso’ and ‘ridge regression’ methods. 

A small number of observations were missing answers to some questions. These results were imputed with 

the mice R package by van Buuren et al.96 For valid and robust inference, the whole process (including 

imputation, and cross-validation to estimate of the best value of lambda) was wrapped in a bootstrap with 

999 replicates, using the boot R package by Canty et al.97  

95 per cent confidence intervals for the estimate of each coefficient were calculated using the bootstrap 

percentile method and are presented in Table 24 below. These coefficients can be interpreted as the 

expected impact on combined integration indicator (average of 13 questions) of a one-point shift in the 

relevant explanatory variable i.e. one of the 63 survey questions on integration activities. Note that nearly 

all the confidence intervals include zero as their lower bound, suggesting that the apparent impact may be 

due to noise. This is to be expected given the relatively small amount of data available. 

The first three activities in bold in Table 24 below refer to the three activities with statistically significant 

relationships and are those which are reflected in Figure 27. 

Table 24 | Coefficients for integration regression 

# Activity lower mid-point upper 

 
Intercept 0.15 0.63 1.06 

1.2 In your LHD/SCHN, there are formal governance arrangements for joint case 

management and referral between NSW Health services and VAN services 

0.01 0.07 0.11 

3.4 In your LHD/SCHN, the patient experience journey is mapped with consideration 

to the VAN service model or models developed in your local context, which is used 

by your organisation to inform service practices 

0.00 0.06 0.11 

3.1 In your LHD/SCHN, there is a 24-hour integrated crisis counselling response, which 

is available to all cohorts of people who have experienced violence, abuse and 

neglect 

0.01 0.06 0.09 

4.2 In your LHD/SCHN, there are processes in place to support your appropriate and 

consistent involvement in VAN inter-agency initiatives 

0.00 0.06 0.12 

3.3 In your LHD/SCHN, activities have been identified and undertaken unique to the region or 
focus population group, specifically including local evaluation 

0.00 0.06 0.09 

2.2 In your service, VAN staff are given assistance to identify violence, abuse, and neglect, and 
respond appropriately, specifically through access to training and professional development 
opportunities 

0.00 0.05 0.11 

4.2 In your service, health workers have sound knowledge of referral pathways and are able to 
provide clients with appropriate referrals 

0.00 0.05 0.10 

2.2 In your service, VAN staff are given assistance to identify violence, abuse, and neglect, and 
respond appropriately, specifically through attending training to assist them to provide high-
quality, competent and non-judgmental services 

0.00 0.04 0.09 

3.3 In your LHD/SCHN, there are processes in place to implement and maintain the VAN Service 
Standards 

0.00 0.04 0.09 

 
95 Jerome Friedman, Trevor Hastie, Robert Tibshirani (2010).  Regularization Paths for Generalized Linear Models via Coordinate 

Descent. Journal of Statistical Software, 33(1), 1-22. URL http://www.jstatsoft.org/v33/i01/. 
96 Stef van Buuren, Karin Groothuis-Oudshoorn (2011). mice:  Multivariate Imputation by Chained Equations in R. Journal of 

Statistical Software, 45(3), 1-67. URL https://www.jstatsoft.org/v45/i03/. 
97 Angelo Canty and Brian Ripley (2020). boot: Bootstrap R (S-Plus) Functions. R package version 1.3-25.  Davison, A. C. & 

Hinkley, D. V. (1997) Bootstrap Methods and Their Applications. Cambridge University Press, Cambridge.  ISBN 0-521-57391-2 
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1.2 In your service, practices align with the LHD/SCHN clinical governance processes and 
systems 

0.00 0.04 0.08 

1.2 In VAN services at the local level, management and reporting structures are streamlined to 
promote service integration, 

0.00 0.03 0.08 

2.3 In your service, VAN staff are appropriately supported, specifically through clear 
professional reporting lines to escalate professional matters 

0.00 0.03 0.08 

3.2 In your service, capacity meets demand for responses, 0.00 0.02 0.06 

3.1 In your LHD/SCHN, there is a 24-hour integrated crisis counselling response, which provides 
a timely medical and forensic response (i.e. within 2 hours of request) to those who need it 

0.00 0.02 0.06 

3.3 In your service, local evaluation, quality assurance, and service improvement activities 
undertaken by your LHD/SCHN have informed your service's practices 

0.00 0.02 0.08 

4.2 In your service, there are partnerships with local Aboriginal community-controlled health 
services and Aboriginal non-government organisations 

0.00 0.02 0.08 

2.3 In your service, VAN staff are appropriately supported, 0.00 0.02 0.06 

2.1 In your service, workforce requirements meet local needs, specifically including staff 
expertise 

0.00 0.02 0.09 

3.2 In your service, there are ongoing participatory planning processes to develop appropriate 
procedures and strategies with local priority populations 

0.00 0.02 0.07 

2.1 In your service, workforce requirements meet local needs, specifically including diversity of 
staff (e.g. high culturally and linguistically diverse workforce, Aboriginal, gender diverse etc.) 

0.00 0.01 0.05 

1.2 In VAN services at the local level, management and reporting structures are streamlined to 
promote service integration, specifically through clear reporting lines, including leadership 
and boards which provide effective oversight and accountability of your service 

0.00 0.01 0.05 

1.2 In VAN services at the local level, management and reporting structures are streamlined to 
promote service integration, specifically through clear escalation pathways for operational 
and clinical issues 

0.00 0.01 0.06 

2.1 In your service, workforce requirements meet local needs, specifically including adequate 
staff levels 

0.00 0.01 0.06 

3.4 In your LHD/SCHN, the patient experience journey is mapped with consideration to the VAN 
service model or models developed in your local context, which is used to understand 
service gaps, inform quality improvement and avoid duplication to identify gaps across 
services 

0.00 0.01 0.06 

3.1 In your LHD/SCHN, there is a 24-hour integrated crisis counselling response, 0.00 0.01 0.05 

3.3 In your LHD/SCHN, activities have been identified and undertaken unique to the region or 
focus population group, specifically including service improvement 

0.00 0.01 0.06 

4.2 In your LHD/SCHN, there are policies and procedures which provide guidance regarding 
referral pathways into VAN services 

0.00 0.01 0.06 

3.2 In your service, capacity meets demand for responses, specifically to adults and children 
who have experienced child abuse, neglect or exposure to domestic and family violence 

0.00 0.01 0.04 

3.1 In your service, VAN clinical teams have a shared language, and good formal and informal 
communication 

0.00 0.01 0.04 

2.3 In your service, VAN staff are appropriately supported, specifically through a culture of peer 
support, where staff attend and participate in debriefing and critical reflection 

0.00 0.01 0.05 

3.2 In your service, services are culturally safe and culturally competent in line with the NSW 
Aboriginal Health Plan 2013-2023 

0.00 0.0029 0.06 

1.2 In VAN services at the local level, management and reporting structures are streamlined to 
promote service integration, specifically through formal alignment of strategic decision-
making and operational management of violence, abuse and neglect, psycho-social, medical 
and forensic responses 

0.00 0.0011 0.05 

4.2 In your LHD/SCHN, service protocols provide guidance regarding the standardised use of 
evidence-based approaches to identify violence, abuse and neglect 

0.00 0.0009 0.04 
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3.4 In your LHD/SCHN, the patient experience journey is mapped with consideration to the VAN 
service model or models developed in your local context, 

0.00 0.0004 0.06 

1.2 Your service has established local partnerships, local protocols and procedures consistent 
with NSW Health VAN Service Standards 

0.00 0.0003 0.07 

1.1 In your LHD/SCHN, information about prevention and response to violence, abuse and 
neglect is an influence on service practices in your service 

0.00 0.0000 0.04 

1.1 In your LHD/SCHN, information about prevention and response to violence, abuse and 
neglect is visible in strategic and business plans 

0.00 0.0000 0.05 

1.1 In your LHD/SCHN, information about prevention and response to violence, abuse and 
neglect is included in service planning processes 

-0.03 0.0000 0.01 

1.1 In your service, there are provisions for staff experiencing domestic and family violence (per 
the NSW Govt. Policy guidelines) 

0.00 0.0000 0.02 

1.2 In your LHD/SCHN, there are robust clinical governance processes and systems in place to 
ensure the quality and safety of service responses, 

0.00 0.0000 0.04 

1.2 In your LHD/SCHN, there are robust clinical governance processes and systems in place to 
ensure the quality and safety of service responses, specifically including training for front-
line staff who respond to violence, abuse, and neglect to provide evidence-based, trauma-
informed care 

0.00 0.0000 0.03 

1.2 In your LHD/SCHN, there are robust clinical governance processes and systems in place to 
ensure the quality and safety of service responses, specifically including clinical supervision 
for front-line staff who respond to violence, abuse, and neglect to improve capability  

-0.03 0.0000 0.00 

1.2 In your LHD/SCHN, there are robust clinical governance processes and systems in place to 
ensure the quality and safety of service responses, specifically including support for front 
line staff who respond to violence, abuse, and neglect 

0.00 0.0000 0.02 

1.2 In your LHD/SCHN, there are robust clinical governance processes and systems in place to 
ensure the quality and safety of service responses, specifically including quality and safety 
committees to address violence, abuse, and neglect issues 

0.00 0.0000 0.03 

1.3 In your service, data is captured and reported in line with the requirement for the VAN 
Minimum Dataset. 

0.00 0.0000 0.04 

2.2 In your service, VAN staff are given assistance to identify violence, abuse, and neglect, and 
respond appropriately, 

0.00 0.0000 0.03 

2.2 In your service, VAN staff are given assistance to identify violence, abuse, and neglect, and 
respond appropriately, specifically through access to flexible learning opportunities (e.g. 
online training, diverse learning models) 

0.00 0.0000 0.06 

2.3 In your service, VAN staff are appropriately supported, specifically through regular clinical 
supervision arrangements 

0.00 0.0000 0.03 

3.1 In your service, VAN staff are involved in advocacy to influence and change systems based 
on local needs 

0.00 0.0000 0.03 

3.1 In your service, your current service model includes community engagement and education 
and prevention activities to prevent violence or minimise its impact 

-0.02 0.0000 0.00 

3.1 In your service, your current service model includes professional consultation and support 
for staff to build capacity and collaborative practice (e.g. through case analysis and problem 
solving) 

0.00 0.0000 0.04 

3.1 In your service, VAN clinical teams have a high level of trust in other workers' knowledge 
and expertise 

0.00 0.0000 0.02 

3.1 In your service, VAN clinical teams have a shared vision, goals and principles that are clearly 
articulated and transparent 

-0.02 0.0000 0.01 

3.2 In your service, capacity meets demand for responses, specifically to adults and children 
who have experienced sexual assault 

0.00 0.0000 0.04 

3.2 In your service, capacity meets demand for responses, specifically to adults and children 
who have experienced domestic and family violence 

-0.04 0.0000 0.01 

3.3 In your LHD/SCHN, activities have been identified and undertaken unique to the region or 
focus population group, specifically including quality assurance 

0.00 0.0000 0.05 
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3.4 In your LHD/SCHN, the patient experience journey is mapped with consideration to the VAN 
service model or models developed in your local context, which is informed by consultation 
with consumers (patients, carers and family) 

-0.03 0.0000 0.01 

3.4 In your LHD/SCHN, consumers participate in health service design and quality improvement 0.00 0.0000 0.04 

4.1 In your LHD/SCHN, child safety is promoted, and implementation of the National Principles 
for Child Safe Organisations is facilitated 

0.00 0.0000 0.01 

4.2 In your LHD/SCHN, there are formal arrangements in place (e.g. inter-agency meetings, 
integrated governance) to support effective case coordination 

0.00 0.0000 0.00 

4.2 Your service participates in formal arrangements (e.g. inter-agency meetings, integrated 
governance) to support effective case coordination 

-0.02 0.0000 0.01 

4.2 In your service, you apply standardised evidenced-based approaches to identify violence, 
abuse and neglect 

0.00 0.0000 0.03 

4.3 In your service, staff receive guidance and training to establish and use common protocols 
to record and manage information on violence, abuse and neglect 

0.00 0.0000 0.03 

Factor analysis 

As noted in Section 4.2, a factor analysis is useful for this evaluation as ultimately, we will be able to use 

this to reduce the number of activities which appear to be important to achieve integration. That is, we 

will be able to identify a relatively small number of underlying factors to both diagnose challenges 

and prioritise effort towards activities that address a range of indicators, knowing they are related. 

We will get better at identifying these as we collect more data throughout this evaluation. 

A factor analysis on 2020 Provider Survey responses98 identified six groups of activities that appear to be 

related to each other, which were noted at a high level in Table 5 in Section 4.2. The factor loadings are 

more explicitly outlined in Figure 29 overleaf. For visual impact, questions with relatively low impact on any 

of the factors are omitted from this chart.  

A factor analysis identifies a small number (six in this case) of unobserved latent variables or ‘factors’ that 

are hypothesised to underly the observed data on a large number of variables i.e. survey questions. Factor 

analysis provides estimates (‘scores’) for each respondent on each of the six latent factors, and ‘loadings’ 

showing the importance of each question for each factor. Factor analysis is a dimension-reduction method 

– it reduces complexity and allows the evaluation to focus on a relatively small number of issues for 

analysis and possible intervention, even while those underlying issues manifest in many survey questions 

and relatively large, noisy data. 

The psych R package by William Revelle99 was used for the factor analysis. The choice of six factors was 

based on the lowest value of eBIC while using the “very simple structure” method for exploring choice of 

number of factors, which was in agreement with the “parallel analysis for factors” estimate of best number, 

and which gave interpretable results. 

The actual factor analysis was fit on polychoric correlations (which consider the fact that answers to survey 

questions are ordinal, not continuous, data) and used the “varimax” method to rotate factors for best 

interpretability. 

 

 
98 As discussed above, only the Provider Survey was used (n=84) because there were too few respondents to the Self-

Assessment Tool (n=16) for the analysis. 
99 Revelle, W. (2020) psych: Procedures for Personality and Psychological Research, Northwestern University, Evanston, Illinois, 

USA, https://CRAN.R-project.org/package=psych Version = 2.0.7, 



 

Nous Group | Evaluation of the implementation of the IPARVAN Framework | 30 June 2021 | 125 | 

 

Figure 29 | Most important sub-priorities from the factor analysis of the 2020 Provider Survey 

 


