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Always was. Always will be.

3

WESNET
The W omen’s Services Network

NATIONAL PEAK
BODY

350 members from around
Australia, including refuges, legal
services, housing and
homelessness services, etc.

POLICY
WESNET provides high level
advice to Governments and other
decision makers and influencers.

WOMEN &
CHILDREN

Ensure the safety of women and
children; empower them to live
free of violence; and improve the
social, political and economic
status of women
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1. What is family violence
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Understanding violence against women
One in 3 women,
world-wide will
experience violence
in their lifetime

1 in 5 women have
experienced sexual
violence from the age
of 15

In Australia, nearly
one woman a week
is killed by a current
or former intimate
partner

Violence against
women intersects
with other social,
political, and
economic
inequalities
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Definition of
Family
Violence in
Victoria

1. Behaviour that is
• Physically, sexually, emotionally,
psychologically or economically abusive
• Threatening or coercive
• Controls or dominates the family member
and causes that family member to fear for
the safety or well-being of that family
member or another person
2. Behaviour that causes a child to hear, witness
or otherwise be exposed to the effects of any
behaviour referred to above.

Family Violence Protection Act 2008
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It is not necessarily physical and can
include:
• sexual abuse,
• emotional or psychological abuse,
Family or domestic violence
is an abuse of power within a
close relationship, or after
separation. It involves one
person dominating and
controlling another, causing
intimidation and fear.

• verbal abuse,
• spiritual abuse,
• stalking and intimidation,
• social and geographic isolation,
• financial abuse,
• cruelty to pets, or
• damage to property.
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Family violence
An ongoing, pattern
of power and control
where one partner
chooses to misuse
power to control the
other partner.
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Group exercise:
What are some common myths?
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Common myths and beliefs
• Drugs/alcohol
• Anger management
• Mental health/personality
disorder
• Poverty
• Stress
• Witnessing/being a victim of
family violence in childhood
• Biology

• She drove him to it/provoked
him
• She grew up with violence
• She should leave
• She’s making it up
• It’s a private matter
• Only in lower socioeconomic
groups/communities
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Facts about sexual violence
Many rapists are serial.
It isn’t about sex.
It’s about power.

Sexual assault is
underreported.
Victims are assumed to be lying or
blamed.

Rape culture is
pervasive, even online.
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2
Indicators
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Indicators - Physical
• Unexplained bruising and other injuries
• Bruises of various ages

• Injuries sustained do not fit the history
given

• Head, neck and facial injuries

• Bite marks, unusual burns

• Injuries on parts of the body hidden from
view (including breasts, abdomen and/or
genitals), especially if pregnant

• Ulcers

• Chronic conditions including headaches,
pain and aches in muscles, joints and back

• ‘Accidents’ occurring during pregnancy

• Dizziness

• Miscarriages and other pregnancy
complications

• Sexually transmitted disease

• Injuries to bone or soft tissues

• Other gynaecological problems
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Indicators – Psychological/behavioural
• Emotional distress, eg, anxiety,
indecisiveness, confusion, and hostility

• Partner does most of the talking and
insists on remaining with the patient.

• Sleeping and eating disorders

• Seeming anxious in the presence of the
partner.

• Anxiety/depression/pre-natal depression
• Psychosomatic and emotional complaints

• Reluctance to follow advice

• Drug abuse

• Social isolation/no access to transport

• Self-harm or suicide attempts
• Evasive or ashamed about injuries

• Frequent absences from work or studies

• Multiple presentations at the surgery/client
appears after hours

• Alcohol or drug abuse

• Submissive behaviour/low self esteem
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Indicators in children - Physical
• Difficulty eating / sleeping
• Slow weight gain (in infants)
• Physical complaints
• Eating disorders

16

17

Indicators in children - Psycho/behavioural
•
•
•
•
•
•
•
•
•
•

Aggressive behaviour and language
Depression, anxiety and/or suicide attempts
Appearing nervous and withdrawn
Difficulty adjusting to change
Regressive behaviour in toddlers
Delays or problems with language
development
Psychosomatic illness
Stealing and social isolation
Abuse of siblings or parents
Alcohol and other drug use

• Restlessness and problems with
concentration
• Dependent, sad or secretive behaviours
• Bedwetting
• ‘Acting out’, for example cruelty to animals
• Noticeable decline in school performance
• Fighting with peers
• Over protective or afraid to leave mother
• Psychosomatic and emotional complaints
• Exhibiting sexually abusive behaviour
• Feelings of worthlessness
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How to ask
18
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You may be the only person she will tell

Your skills and sensitivity are essential

It is important to realise that women who have
been abused want to be asked about domestic
violence and are more likely to disclose if asked
– Hegarty et al, 2000

After family and friends, victims are most
likely to tell health professional about
violence.
--GP Toolkit
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How to ask your patients
Broad questions

Direct questions

• You can ask broad
questions about whether
your patient’s
relationships are
affecting her health and
well being.

• You can ask direct
questions, if appropriate

Specific questions

• If you see specific clinical
symptoms, you can ask
specific questions about
these.

‘In any situation that you suspect underlying psychosocial problems you can ask indirectly
and then directly about partner abuse’ ---Hegarty 2001
(c) 2017 WESNET
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Responding to a
disclosure
21
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Key steps after a disclosure of family
violence
Listen
Communicate belief
Validate the decision to disclose
Emphasise the unacceptability of violence
Be clear that she is not to blame
22
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Do not ask

“Why don’t you
leave?”

“What could you
have done to avoid
this situation?”

“Why did he hit
you?”
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Initial safety planning
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Aspects of best practice risk assessment
Evidence (including any threats of
violence)

RISK

Victims own perception of risk

ASSESSMENT

Your professional judgement
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Continuing care
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Continuing Care
• Consider your patients safety
as paramount issue
• Empower her to take control
of decision-making
• Respect knowledge and
coping skills she has
developed

• Provide emotional support
• Ensure confidentiality to avoid
escalation
• Be familiar with appropriate
referral services and their
processes
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Your safety

29

Safety Tips
• Check your agency policies and procedures
• Personal information – don’t give out your home address,
consider suppressing name on electoral role
• Home visits
• Take a mobile phone with emergency numbers
• Ensure your office knows where you are going and what time you are
due back
• Avoid visits where perpetrator is still residing
• Leave the situation if feeling unsafe. Call police. Have an exit plan
• Have code words to alert colleagues at the office that you need help.
• Don’t park where you can get blocked in.
29
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Working with refugee
clients
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• Barriers to reporting may include:
• Language
• Financial insecurity
• Concern over immigration status
• Fear of police and state authority
• Fear of isolation from community or
reprisal
• Negative experiences
• Cultural or religious beliefs forbidding
separation and divorce
(InTouch, 2010)

Women and
children from
CALD
communities
are less likely
to report
violence
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Family violence & Refugees
The refugee experience is one of violence
Majority of all refugee women and
children have experienced sexual
violence in conflict, flight and in
camps.
Domestic violence often hidden or
minimised.
DV causes as much, if not more
grievous bodily and psychological
harm to women and children as
armed conflict.

‘Violation by state or enemy
soldier is not more devastating
than violation by an intimate’
Some refugee women have expressed a wish to
return to situations of armed conflict where their
husbands were preoccupied with combat violence
rather than languishing in refugee camps.
(Human Rights Watch 2000)
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Family violence & Refugees

The refugee experience is one of violence

Cumulative risk

‘Cultural Pressure Cooker’
• Women’s gender roles and traditional notions of
masculinity are rigorously defended when cultures are
threatened by strong external pressure.
• Greater rigidity, heightened gender equality.
Traditional masculine identities & trauma
• Strong link between violence and masculinity. Actively
fosters violence against women.
• Males feeling traditional roles have been usurped and/or
that they have failed to protect women and children.
• Exacerbated by PTSD and other psychological problems
Traditional notions of women’s honour
• Women vulnerable in armed conflict and persecution.
• Women defined as property of husbands and defender of
family honour.
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A note about tech-abuse
The group most commonly identified as
facing particular risks in relation to
technology-facilitated abuse was women
from non-English speaking countries.
Abusers exploit social isolation and
language barriers faced by these women,
and deliberately isolated them further
Women from CALD backgrounds
receive threats through third parties on
social media more than other groups.
Often, whole families get involved in the
abuse of a victim

“Australian men who sponsor their
partners, who are women from CALD
background, will often take away their
phone and internet access, causing
social isolation.”
DV Practitioner from the Recharge Survey
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When your Patient is
the perpetrator
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• Consider the safety of female victims and their children as the
highest priority,
• If violence is suspected, start with broad questions.
• If violence is disclosed, ask more specific questions.
• Acknowledge without colluding, recommend help from specialist
services.

36
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When both partners
are your patients
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Special care
required
• Primary duty is to victim and her children
• Refer the perpetrator if you can
• If both remain take extra caution
• Establish staff protocols to ensure
confidentiality of records
• Don’t discuss abuse with perpetrator
unless victim consents
• If she consents, have a safety plan in
place first.
• Couple or marital counselling is not
appropriate
38
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Mandatory Reporting
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Mandatory Reporting - Victoria
Who is mandated to
report?

Registered medical practitioners, nurses, midwives, a
person registered as a teacher or an early childhood
teacher under the Education and Training and Reform Act
2006 or teachers granted permission to teach under that
Act; principals of government or non-government schools
within the meaning of the Education and Training Reform
Act 2006; and police officers.
What must be reported? Belief on reasonable grounds that a child is in need of
protection on a ground referred to in Section 162(1)(c) or
162(1)(d), formed in the course of practising his or her
profession or carrying out the duties of his or her office,
position or employment as soon as practicable after
forming the belief and after each occasion on which he or
she becomes aware of any further reasonable grounds for
the belief
Abuse and neglect types • Physical injury
that must be reported
• Sexual abuse
Legal provisions
Sections 182(1)(a)-(e), 184 and 162(c)-(d) of the Children,
Youth and Families Act 2005 (Vic.)

Any adult

A reasonable belief that a sexual offence has been
committed in Victoria against a child under the age
of 16 years by another person of or over the age of
18 years must disclose that information to a police
officer as soon as it is practicable to do so, unless
the person has a reasonable excuse for not doing
so. Failure to disclose the information to police is a
criminal offence.
• Sexual offence
Section 327 of the Crimes Act 1958
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Referrals
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Safe Steps

42
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Other organisations
• Connect with your local specialist family violence service and
your local CASA.
• 1800 RESPECT – National Sexual Assault, Domestic Violence
Counselling Service -- www.1800respect.org.au
• Sexual Assault Crisis Line – www.sacl.com.au 1800 806 292
• Men’s Referral Service – www.mrs.org.au – 1300 766 491
• InTouch Multicultural Centre against Family Violence –
www.intouch.asn.au -- 1800 755 988
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Resources
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Resources
• GP Toolkit for NSW by Women’s Legal Services NSW & National
GP Toolkit - available at http://www.wlsnsw.org.au/gp-toolkit/
• IWDVS, Rees & Pease (2006) Refugee Settlement, Safety and

Wellbeing: Exploring Domestic and Family Violence in Refugee
Communities. Paper Four of the Violence Against Women

Community Attitudes Project, Vic Health
• Domestic Violence Resource Centre Victoria – www.dvrcv.org.au
(03) 9486 9866
• Domestic Violence Victoria – www.dvvic.org.au – (03) 99210828
• www.ANROWS.org.au
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