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Lunch and Wellbeing Break
Please make your way down to Level 2 Pavilion

#DVandHealth2018

Wellbeing Session
Singing – Bayside 4A Level 2 (25 mins from 1pm)
Massage – Pavilion Level 2

Table Conversations
A-sis-stance – an action group for Women
Early Intervention
Culture, Kinship and Connection
Children and Young People

www.pollev.com/IDVH2018
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The power of eMR alerts 
for sharing information

Rosemaria Flaherty
Northern NSW Local Health District
20 November 2018

Examining the power of Child-At-Risk electronic medical record (eMR) alerts to 

share interpersonal violence, abuse and neglect concerns: Do child protection 
alerts help?



Introduction

• This presentation reports findings of 
research* conducted by NNSW LHD & 
the Aust. Centre for Child Protection

1. Systematic lit. search

2. Dept. of Health across AU

3. Impact in NNSW LHD

• Using the ‘alert’ function in eMR is a way 
for health workers to share information 
24/7

*Funded by ANROWS



Background



Child-At-Risk eMR alert

Health workers apply an alert to the client eMR after a child or pregnant woman 
is reported to the NSW Child Protection Helpline or NSW Health Child 
Wellbeing Unit 

*This system is not about re-reporting – it’s about 

additional referrals, sharing information if necessary and 

navigating barriers to missed appointments every time 

the health worker has the family in front of them*

*Dummy test client example of visual representation 

in Cerner Millennium® eMR



1. Systematic literature search

• England, New Zealand, some parts of: US, Canada 
and Australia use child protection alerts

• No evidence of domestic violence alerts in use

• Two systems described in literature – CP-IS system 
(England) & Physical Abuse eMR alert in US 
(Children’s Hospital of Pittsburgh)



2. Health Departments across Australia



3. NNSW LHD – impact of Child-At-Risk   
eMR alert

76.7% 
Agreed (53.9) 

or Strongly 
agreed (22.8) 

the system 
assisted in 
improving 

health 
worker 

responses

Impact:

- Made 
referrals 

(87.2%)

- Shared 
information 

(75%)

- Navigate 
barriers to 
non-attend 

(60%)

Perceived 
outcomes:

The alert system 
helps families 

(36.5%)

The alert system 
does not help 

families 

(0.6% n=1)

I don’t know if 
the alert system 

helps families 
(33.7%)

Factors in 
improving 
responses:

Health workers 
need ongoing 
professional 

development, 
knowledge of 

referral pathways, 
and more time to 

spend with 
clients/patients

Implications:
1. Research using case-file 

data

2. Implement using 
established procedures + 

ongoing training

3. Features should meet 
end-user needs

4. Tracking staff-users 
allows monitoring of uptake

5. General VAN training, 
include referral pathways 

6. National discussions on 
alert systems, their 

emerging use, evaluations

Graph shows %s for 3 survey items. 
Items were ‘tick all that apply’

Graph shows %s for 1 survey item Graph shows %s for 3 survey items



Innovative contribution to policy, practice, 
research

• First research of its kind looking at impact on health worker practice

• Demonstrates the system (established 2015) is sustainable & in the 
minds of health workers, is making a difference to service provision to 
this client/patient group

• Research findings identify practical & specific implications for practice 
that could apply nationally

• The alert system aligns with the National Health and Medical 
Research Council focus domain of Technology in Care (health services 
using technology to improve the health and well-being of patients and the 
populations they serve)

Resources: 

Research to practice paper; Research report, Infographic, Literature search journal paper (in 
preparation) available at: https://www.anrows.org.au/node/1428

https://www.anrows.org.au/node/1428


Questions & Thankyou

https://www.anrows.org.au/node/1428

https://www.anrows.org.au/node/1428


Lessons for social workers in providing crisis care to 
victim/survivors of sexual assault

PRESENTER: Samantha Clavant
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LESSONS FOR SOCIAL WORKERS IN 
PROVIDING CRISIS CARE TO 
VICTIMS/SURVIVORS OF SEXUAL 
ASSAULT 

SAMANTHA CLAVANT & DR. ALISSAR EL-MURR

International Domestic Violence and Health Conference: 

Sustainable Change in the Health Sector, Melbourne, 2018



KEY MESSAGES

• Victim/survivors of sexual assault are entitled to Rights, Options and Control 

• A collaborative and integrated whole-of-sector response is important to 

providing crisis care to victims/survivors of sexual assault.

• A victim/survivor centred approach to police work is a constant work-in-

progress and police response to reports of sexual assault cannot be 

separated from the wider social context.  

• Coordination between police and health and support services, during crisis 

care, can be a good way for police to learn about trauma caused by sexual 

assault.



POLICE, CASA AND HEALTH SYSTEM SERVICES: 
NECESSARY COORDINATION

• The Victorian Law Reform Commission’s (VLRC) remit into sexual offences 

(that concluded in 2004) highlighted the need for shared definitions and 

common framework between police and support workers.

• The VLRC’s recommendations led to changes such as a formal working 

relationship between Victoria Police and Centres Against Sexual Assault 

(CASAs).



CASA AND VICTORIA POLICE

•This change was congruent with reforms taking in place in Victoria 

(circa 2003/2004) across sexual assault services that sought to 

correct fragmentation in system responses and foster coordinated 

processes.

•The changes led to greater accountability of police officers 

attending reports of sexual assault and emphasis on the safety 

and wellbeing of victims/survivors; and stressed that officers 

should engage victims/survivors in a supportive and non-

judgmental manner.



WORKING IN THE HEALTH SYSTEM 

•Why are counsellor/advocates important?

•What has this got to do with social work?





THEORIES UNDERPINNING PRACTICE

•Rights Options Control

•Feminist

•Trauma-informed 



QUESTIONS?

Samantha Clavant

CASA House

Email:

Dr Alissar El-Murr

Australian Institute of Family Studies 

Email: Alissar.El-Murr@aifs.gov.au

mailto:Alissar.El-Murr@aifs.gov.au


The survivor nurse: Implications for health professionals 
and their workplace

PRESENTER: Elizabeth McLindon
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THE
SURVIVOR
NURSE
Implications for health professionals and their workplace 

THEWAVPROJECT

Elizabeth McLindon, PhD Candidate, The University of Melbourne
Authors: Elizabeth McLindon, Professor Kelsey Hegarty and Professor Cathy Humphreys



Our   Sample

Survey of health professionals 

527 nurses, midwives, doctors and allied health 
professionals 

89.4% women

45.2% of permanent clinical staff at major 
tertiary hospital

67.5% nurse/midwives, 14.7% doctors, 13% 
Allied health 

Interviews with hospital managers

Executive, Directors (medical and nursing), 
CEOs, senior managers responsible for 
employing and managing healthcare 
professionals

18 interviews (14 female, 4 male)

Interviews lasted 30-60mins 



Health professional survivors

Previously, our study has found:

Domestic and family violence (DFV) is 
common in the lives of health professionals 

11.5% IPV during last 12 months, 45.2% lifetime DFV

Personal experience of DFV may be a 
facilitator to good practice with patients

Survivor HPs report greater preparedness to intervene with survivor 
patients consistent with patient best practice



47.2%

DFV had 
stopped 

from getting 
to work

A physical or 
physical or 
psychological 
injury had affected79.3%

16.7%
had worked 
to avoid 
violence at 
home

had been 
stalked or 
harassed 
while at 
work

15.7%

(n=123
)

The impact of DFV on employment 



Research

What do health professionals and 
hospital managers say their healthcare 
organisation needs to provide for staff 
who have experienced domestic and 

family violence?

Question



Theme 1

Staff Survivor Voices 

Understand Us, Support 

Us 
Understand that domestic and family violence are common and cumulative 

episodes in our lives as health professional women.  Support us by:

1. Developing a responsive workplace 

2. Ensuring formal and informal supports are in place



Equip the organisation to respond through:
- Supervision, debriefing and counselling 
- A culture of awareness that DFV happens to staff 
- Managers & HR better able to respond to disclosures
- DFV leave
- Workplace flexibility for survivors 
- A safe workplace
- Policy

Theme 1: Understand us, support us

Staff survivor voices  

“ I would like senior managers to understand the impact of 
violence on people and be compassionate.  Stop workplace 

bullying which can trigger memories of domestic violence…I 
would also like appropriate mentoring and supervision”

(Midwife, aged 45yrs, experiencing current IPV)



Theme 2

Manager 

Voices 

We can do better

1. We are already on this journey, but we can do better
2. We have a duty of care to our staff 
3. We can work towards a multifaceted organisational 

response 



“I don't know what systems are in place to support staff but I think, you know, if we 
expect staff to have a heightened awareness of DFV so that they ask patients about 
it, then by default you'll identify staff who will reflect on those questions and realize 
they are, or have been, in the same position”- David  

“I think we have to have the facilities, including a safe, protective 
environment where we can support them [staff survivors] if they want to 
talk about it…and we have to be able to offer them other workplace 
support if they need time off etc"- Paul

Theme 2: We can do better

Manager Voices 

“Some of it's directly about supporting [survivor staff], and some of it's 
actually about having a primary prevention role… helping to advocate and 
create a world in this organisation in which women are respected and 
valued and have the same opportunities as men, ie. pay equity”- Sarah



Theme 3

Manager Voices 

There are barriers to better responding to staff 

survivors 

1. A workplace DFV response would be complex (ie. cost)
2. It can be difficult to talk about DFV 
3. Survivor staff are hidden 
4. Supervision is a barrier



Theme 5: Barriers

Manager Voices 

I think it's not straightforward because of cost.  It's always going to be 
an issue.  How much?  What's the right amount?  Can we afford it?  -

Sarah

Look, it is uncomfortable asking about it [DFV]. It's a little bit like asking, you know, 
when you're a medical student or a young doctor and you're asking someone about their 
sexual history. The first few times you're pretty self-conscious 
- David

If doctors are experiencing violence at home and it's having an impact on their mental health, 
they're going to be very reluctant [to discuss it]. Through my job I know that doctors are often 
reluctant to admit depression, anxiety. …There's a professional stigma – it’s too strong a word -
but there is a potential for impairment in career progression as we may be obliged to report 
them to APHRA [medical regulation agency]. Doctors are very reluctant to see another doctor to 
start with, let alone talk about these types of issues - Paul



elizabeth.mclindon@unimelb.edu.au



Improving domestic violence capture in national 
hospitals data
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Ann Hunt

Family, Domestic and Sexual Violence Unit

Improving domestic  
violence information in  
national hospitals data



Australian Institute of Health and Welfare

4
2

Our Vision

Stronger evidence, better decisions, improved health and welfare

Our Purpose

To create authoritative and accessible information and statistics that

inform decisions and improve the health and welfare of all Australians



What can national hospitals data tell us  
about domestic violence?

4
3



What can national hospitals data tell us  
about domestic violence?
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What can national hospitals data tell us  
about domestic violence?
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What can national hospitals data tell us  
about domestic violence?

1,000

500

0

1,500

2,000

Bodily force Blunt object Sharp object Strangulation

Females

Males

Cases

2,500

Head and  
neck

46

Trunk Shoulder, Hip, leg  
arm and/or and/orfoot

hand

Burns

Body region injuredType of assault



What can national hospitals data tell us  
about domestic violence?

40
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What can national emergency department  
data tell us about domestic violence?

48



What can jurisdictional emergency department  
data tell us about domestic violence?

In 2016-17

(Source: https://www.crimestatistics.vic.gov.au/family-violence-data-portal)
49

http://www.crimestatistics.vic.gov.au/family-violence-data-portal)


What can jurisdictional emergency department  
data tell us about domestic violence?

In 2016-17

(Source: https://www.crimestatistics.vic.gov.au/family-violence-data-portal)

50

http://www.crimestatistics.vic.gov.au/family-violence-data-portal)
http://www.crimestatistics.vic.gov.au/family-violence-data-portal)


Improving national capture of domestic  
violence in emergency department data

51

Next steps

• Establish a working group of jurisdictional and other members with expertise in  

emergency department data

• Identify data development processes utilising national committees

• Liaise with data providers and other stakeholders

• Arrange for the provision of data through established hospital data supplies



Where to go for further information?

Search Domestic Violence on AIHW website

52



Questions

53



Community of Practice Supporting Health Sector 
Responses to Family Violence

PRESENTER: Simone Meade
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Ms Simone Meade
Regional Engagement Coordinator
simone.meade@bhs.org.au
+ (61) 455 660 840 

Is a community of practice feasible to promote best 
practice health sector responses to family violence?

Seven health services attend quarterly sessions to:

Access 
resources

Develop 
working 

relationships

Exchange 
skills and 

knowledge

Problem 
solve

Initial findings indicate value in sharing knowledge and 

devising shared approaches to practice. 

mailto:simone.eade@bhs.org.au


A Gender Sensitive Approach in Psychiatric Inpatient 
Units

PRESENTER: Carol O'Dwyer
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Dismissing and denying

Empathising but 
despairing

Acknowledging 
but unprepared

Carol O’Dwyer1 PhD Candidate | Supervisors: Prof. Kelsey Hegarty1, 3, Dr Laura Tarzia1, 3, Dr Sabin Fernbacher2 | Advisory Panel: Dr Phyllis Lau1 , Prof. Jayashri Kulkarni 4

The Department of General Practice, The University of Melbourne1, Northern Area Mental Health Service, Melbourne Health2, The Royal Women's Hospital3, Monash 
Alfred Psychiatry Research Centre (MAPrc) Melbourne4



Sexual Violence and Mental Illness: 
A Gender Sensitive Lens on 
Psychiatric Inpatient Units

Carol O’Dwyer, MA CLIN Psych, BA 

PhD candidate & Psychologist 

The University of Melbourne

carol.odwyer@unimelb.edu.au



Assisting Patients/Clients Experiencing Family Violence: 
A Hospital Wide Staff Survey

PRESENTER: Caroline Fisher
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Assisting Patients/Clients Experiencing Family 
Violence: A Hospital Wide Staff Survey 

Fisher, C.A., May, A., Ludbrook, C. Allen, B., O’Brien, E., Bradbury, E., 
Pincus, S. Withiel, T., Rudkin, N.  & Willis, K.

.

Baseline Survey of FV training, knowledge, confidence, skills and barriers
534 clinical staff (Nursing, Allied Health, Medical) 

• 65% of respondents had received some prior FV training

• 76% rated themselves as having little or no knowledge working in the area

• 72% rated themselves as having little or no confidence working in the area

• 7-9 hrs training was required for 50% + to rate knowledge as moderate or above

• 10-15 hrs training required for 50% + to rate confidence as moderate or above

• 69% never or rarely screen patients for FV

• 60% indicated that they do not know how to ask patients about FV

• 52% were not aware of key indicators of FV

• 34% did not know what to do when a FV disclosure was received



Approaches of Emergency Nurses in Caring for Victims of 
IPV

PRESENTER: Vijeta Venkataraman
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Hiding in Plain Sight: 
Recognising the Approaches of Emergency Nurses in Caring for Female 

Victims of Intimate Partner Violence 

Vijeta Venkataraman 
RN (hons.) 

University of Sydney , ACT Health  



Finding safe spaces in a busy public hospital

PRESENTER: Anne Ingram 

Assunta Morrone
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FINDING SAFE SPACES IN A BUSY PUBLIC HOSPITAL
Ms Sarah Booth; Ms Anne Ingram; Ms Assunta Morrone; Ms Karina Rosa

Background
• Family violence has been long identified as a 

major health and welfare issue in our 
communities

• It is recognised that a health-care provider is 
likely to be the first professional contact for 
survivors of intimate partner violence

• In most major acute hospitals, space is 
prioritised for medical beds, theaters and other 
clinical interventions, leaving disciplines such as 
Social Work to compete for space



The Challenges

This project has identified that patient safety and quality of 
care is compromised when 
• Clinicians are unable to find appropriate and safe rooms 

for private and sensitive conversations relating to family 
violence, sexual assault and child abuse 

• Appointments are rescheduled due to a lack of 
appropriate rooms, putting patients and children at risk

• Patients don’t feel safe disclosing sensitive and private 
issues in shared rooms or public spaces such as corridors 
or café areas

• Patient rapport and engagement is comprised when they 
are walked around multiple areas looking for a safe space 
to conduct and assessment 



What we found

Data collected from audits completed by Social Work clinicians  
when conducting assessments with patients

0.00%

25.00%

16.67%

25.00%

16.67%

8.33%

0.00%

8.33%

0.00%
0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

30.00%

Interrupted use (by staff) Room Publicly  Accessible Space not Private

Child Safeguarding

Family Violence

Sexual Assault



What we did to address 
the issue of safe space

1. Identified rooms that could be used as 
Safe Spaces
2. Developed definition and agreed 
principles of the use of safe spaces
3. Education and awareness raising as part 
of culture change in ward and areas



Now what? 
· Re-Audit availability of safe 
spaces to measure change

· Expand Audit to Western 
Health Emergency  
Department and other areas



An electronic interdisciplinary care plan to enhance 
safety for victim/survivors

PRESENTER: Kellie Muir
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An Electronic Interdisciplinary Care Plan to 
Enhance Safety for Victim/Survivors 

Kellie Muir BA, BSW, MA

o Designed to address information sharing & security concerns in caring for 

survivor/victims in hospitals

o Aims to create a technological pathway for :  

o early identification  

o information safety

o continuity of safe care

o Care plan provides range of goals & interventions for clinicians

o Designed in consultation with victim/survivors, interagency 

and organisational stakeholders

o Evaluation with quality assurance framework



Quantifying Health Social Work Assessment of Risk in 
Family Violence

PRESENTER: Louisa Whitwam
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Quantifying Health Social Work Assessment of Risk in 

Family Violence
M.O’Brien, L.Whitwam, J.Sharp

Peninsula Health, Melbourne, Australia

RISK

Involvement of a Child

Confidence

Louisa Whitwam
Project Lead, SHRFV 
Peninsula Health 
Lwhitwam@phcn.vic.gov.au
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