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The	Victorian	Government	funded	the	Royal	Women’s	Hospital	(the	
Women’s)	and	Bendigo	Health	to	develop	the	Strengthening Hospital 
Responses to Family Violence	(SHRFV)	service	model	in	2014	and	2015.

Introduction

This guide to the SHRFV service model has 
been developed based on that experience.

The purpose of the guide is to assist 
your hospital to create an environment 
where patients feel safe and supported 
in disclosing their experiences of family 
violence.

This work has been developed in 
recognition that the hospital system is 
an early contact point for many people 
who have experienced family violence. 
The critical importance of a strengthened 
hospital response is also highlighted 
by the recommendations of the Royal 
Commission into Family Violence 2016 
(Victoria) regarding the role of the health 
system as an initial point of contact.

The aim of this work is twofold. Firstly, 
to introduce practices into hospitals 
which will support people experiencing 
family violence to disclose and seek help. 
Secondly, to ensure that clinical staff 
feel confident, and have the capacity, 
to provide the necessary support and 
referrals.

The SHRFV service model is one 
implementation framework for achieving 
these aims.

By following this guide and adopting this 
SHRFV service model, hospitals will be in 
a position to strengthen their response to 
family violence through:

• the development of relevant policies,
procedures, guidelines and assessment
forms

• improved capability of clinical staff
within the hospital environment to
better identify and respond to family
violence

• improved data collection

• expanded partnerships with
organisations that provide family
violence services.

Implementing the SHRFV service model 
in your hospital requires the commitment 
of your hospital board and executive and 
a multidisciplinary implementation team 
committed to change. Like all change 
processes it will be a journey that takes 
time. It will not happen overnight and 
it cannot be the responsibility of an 
individual working in isolation.

It is important that a realistic and 
achievable work plan is set to  
implement the service model. This  
project management guide will assist 
you to do that.

The SHRFV service model encompasses 
a traditional project management process 
without being cumbersome  
for practitioners.

The service model is framed by two 
overarching principles and six key elements 
to ensure successful implementation.

It is recommended you read through the 
guide at the outset to fully understand 
the model and the recommended steps 
and activities to create an environment 
where patients feel safe and supported 
in disclosing their experiences of family 
violence.

A comprehensive set of tools accompanies 
this guide to help you to plan, implement 
and track the progress of the project to 
successful outcomes.

It should be noted that the scope of this 
project has limited the SHRFV service 
model to a particular focus on violence 
against women, and substantially on 
intimate partner violence (IPV). 
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INTRODUCTION

Australian statistics indicate that family 
violence is predominantly committed by 
men against women, children and other 
vulnerable individuals. But clearly, all 
violence is wrong, and anyone can be a 
victim or perpetrator of family violence.

As violence against women has major 
social and health impacts, and accounts 
for substantial repeat presentations at 
hospitals, clinical staff need to develop the 
skills to effectively identify and respond 
to family violence. If you have been tasked 
with implementing the SHRFV service 
model (as the project coordinator or as a 
member of the implementation team) you 
can be proud to know that this is vitally 
important work and your efforts will make 
a positive difference to patients using your 
hospital services.

Defining	family	violence
The SHRFV service model aligns with 
the Family Violence Protection Act 2008 
which defines family violence as including 
a range of behaviours such as physical and 
sexual abuse; emotional or psychological 
abuse; economic abuse; behaviour that 
is threatening, or coercive, or in any way 
controls or dominates that person or 
causes them to feel fear. This definition 
also includes behaviours that cause a child 
to witness or hear or otherwise be exposed 
to the effects of family violence.

As described by the, Royal Commission 
into Family Violence 2016 (Victoria), 
family violence ‘may involve partners, 
siblings, parents, children and people 
who are related in other ways. It includes 
violence in many family contexts, including 
violence by a same sex partner, violence by 
young people against parents or siblings, 
elder abuse, and violence by carers in a 
domestic setting against those for whom 
they are responsible.’

Family violence incidence data 
demonstrates that the experience of family 
violence is often gendered, and is most 
frequently and most severely perpetrated 
by men against women.

Our Watch www.ourwatch.org.
au use the following statistics 
to demonstrate the severity of 
such violence, its prevalence, and 
the groups most vulnerable to 
experiencing it: 

•  On average, at least one woman 
dies at the hands of a current 
or former partner every week in 
Australia.1

•  One woman in three has 
experienced physical violence, 
since the age of 15.2,	3

•  One woman in five has experienced 
sexual violence.4,	5

•  One woman in four had 
experienced emotional abuse by a 
current or former partner.6

•  Women in Australia are at least 
three times more likely than men to 
experience violence at the hands of  
a partner.7

•  More than half of the women who 
experienced violence had children 
in their care when the violence 
occurred.8 

•  Young women (18–24 years) 
experience significantly higher 
rates of physical and sexual 
violence than women in older age 
groups.9

•  There is growing evidence that 
women with a disability are more 
likely to experience violence. For 
example, 90% of Australian women 
with an intellectual disability have 
been subjected to sexual abuse.10

•  Aboriginal and Torres Strait 
Islander women experience 
disproportionately high levels of 
family violence  and more severe 
forms of violence compared to 
other women.11

•  Aboriginal and Torres Strait 
Islander women are 34 times more 
likely to be hospitalised due to 
family violence related assaults 
than non-Indigenous people.12
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Setting	up	for	success
Undertaking a project of this nature 
will involve a significant investment of 
resources for any hospital. The work 
undertaken to date at the Women’s and 
Bendigo Health has revealed several key 
factors to successful implementation. 

Hospital	commitment,	investment	
and	support
A demonstrated commitment to this 
project from the top down will significantly 
enhance the outcomes and benefits that 
can be realised.

Past	history	of	related	initiatives	
Having a clear understanding of any 
previous initiatives, projects and services 
undertaken by the hospital in any way 
related to family violence (for example, 
Victoria’s Family Violence Risk Assessment 
and Risk Management Framework (CRAF) 
training) will make a valuable contribution 
to the implementation of this model. 
Knowing what worked well and what didn’t 
in relation to the implementation of other 
change initiatives will also provide valuable 
insights.

A	committed	multidisciplinary	
implementation	team	led	by	a	
dedicated	family	violence	project	
coordinator	
Nominating a multi-disciplinary team of 
staff from across programs and divisions 
who are committed to the project and 
to attending team meetings to guide 
the project is crucial. Inviting external 
representatives from family violence 
services, government partners and peak 
bodies in your area will promote greater 
collaboration between the hospital and 
community services.

Visibility	
The project will benefit from having high 
visibility across the hospital. A strong 
communication strategy and plan, 
developed in consultation with relevant 
stakeholders (including consumers), 
will help build and maintain knowledge. 
Awareness raising materials are also 
available as part of the SHRFV tool kit that 
you can adapt and use.

Project	management	approach	
A project management plan as outlined 
in the guide will help you to determine 
success factors and undertake actions 
in the right order to achieve the desired 
outcomes.
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Adapting	the	service	model	
to	suit	your	hospital
The SHRFV model has been developed 
in recognition that all hospitals should be 
taking steps to better respond to family 
violence, while acknowledging that each 
hospital is unique in its size, structure, 
resourcing and cultural. The degree to 
which your hospital utilises the tools 
offered to fully implement the service 
model will also largely be dependent  
upon these factors.

A large metropolitan or regional hospital 
that has previously implemented family 
violence related initiatives, and has 
developed a Family Violence Policy and 
Procedure, is likely to already be working 
collaboratively with its social work 
department. In such cases social work 
staff may already be highly experienced 
in assessing patient experiences of family 
violence.

A small rural hospital on the other hand 
may only have a part time or visiting social 
worker. In this situation strong knowledge 
of local services by all staff is likely but 
access to specialist family violence services 
may be limited. Where social workers are 
not accessible or available, the senior nurse 
or doctor may need to take on the role of 
referring to local family violence specialist 
services.

Your hospital may choose to establish 
an implementation team and appoint a 
family violence project coordinator from 
within the hospital, or make an external 
appointment to build capacity and 
capability within the hospital to better 
respond to family violence.

Resourcing should take into account the 
need to ensure sustainability of the model 
by embedding practices and procedures 
across the organisation, including 
procedures for reflective practice and 
ongoing quality improvement.

While the SHRFV project was piloted for 
hospitals, it will have relevance and can be 
adapted to suit other health care settings.
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As	the	project	coordinator	or	member	of	the	implementation	team		
it	is	important	for	you	to	understand	the	SHRFV	service	model	and	
consider	what	it	means	for	your	hospital	and	how	it	may	need	to	be	
adapted	to	suit	your	setting.

Understanding	the	
service	model

This section explains the key components 
of the service model and provides a 
description of the elements as well as hints 
on adopting it in your hospital setting.

The SHRFV service model has two 
overarching principles and six key 
elements.

SHRFV	service	model	diagram
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Two	overarching	principles

PRINCIPLE	1	 
Respect and gender equity

Research from the 2012 ABS Personal 
Safety Survey and Australian Institute of 
Criminology shows that both men and 
women in Australia experience substantial 
levels of violence.13 However domestic 
and sexual violence is overwhelmingly 
committed by men against women.14

The SHRFV training modules align with 
the Family Violence Protection Act 2008 
(Vic)15, which acknowledges that women 
and children are most likely to experience 
family violence at the hands of male 
partners.

The gendered nature of family violence 
is important to communicate to hospital 
staff whilst acknowledging that men can 
also be victims of family violence. However, 
this communication should include that 
men’s experience as victims of violence is 
different from that of women in that they 
are more likely to experience violence from 
other men;16 and when men do experience 
violence from a female partner they are 
less likely to report sustained experiences 
of fear.17 Accordingly men who present 
as victims of family violence require a 
considered response from a specialist 
men’s service. It is recommended that male 
victims call the Men’s Referral Service (who 
will do a primary aggressor assessment) or 
the Victims Assistance program (VAC).18

Women are:

• most likely to experience physical and 
sexual violence in their home, at the 
hands of a male current or ex-partner

• more likely to experience violence from 
someone known to them

• likely to experience more serious harms19

• more likely to experience fear and 
anxiety.20

Like anyone else, a lesbian, gay, bisexual, 
transgender, intersex (LGBTI) person can 
be the victim of many forms of violence 
used by their partner to establish and 
maintain control. In order to minimise 
the effects of the additional risks and 
vulnerabilities that might be experienced 

by people in LGBTI relationships, it is 
important that organisations as service 
providers and employers are respectful of 
people’s choices regarding the pronouns 
and identities they use to describe 
themselves and others in their family  
and community.21

A fundamental principle underpinning 
the SHRFV service model is that family 
violence is a serious health issue, 
determined and reinforced by gender 
inequality and adherence to rigid gender 
roles and stereotypes.

The promotion of gender equity, respectful 
relationships, and a zero tolerance to 
violence, are ways in which we can prevent 
family violence by addressing the key 
determinants. In doing this, hospitals 
contribute to improved health and social 
wellbeing of staff and service users, and 
improved hospital performance.

PRINCIPLE	2	  
Sensitive practice

Sensitive practice provides a framework22 
for health professionals to respond to 
patients who are experiencing family 
violence in a way that increases their sense 
of safety, respect and control.

It recognises person-centred care as a 
general principle in public health, allowing 
clinicians and hospitals to consider the 
many contributing factors to a person’s 
health and to target their health care 
responses appropriately.

The principles of sensitive practice are 
components of person-centred care.

Facilitating sensitive practice in the clinical 
setting involves:

• awareness of violence – respecting 
boundaries

• rapport – sharing control

• learning process – respect

• ebbs and flows – sharing information.

As per the framework of sensitive 
practice, ‘sensitive inquiry’ refers to an 
approach of routinely asking patients 
about their experience(s) of family 
violence if	risk	factors	are	identified	
(for example evidence based risk 
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factors such as pregnancy, mental 
health, isolation, separation or plans for 
separation or other). This practice of 
sensitive inquiry is informed by the World 
Health Organizations (WHO) clinical 
inquiry approach of ‘case finding’; and 
the principles of sensitive practice are 
informed by lessons learned from working 
with victims/survivors of childhood sexual 
abuse in Canada.23

It is recommended that inquiry should 
routinely occur for women accessing 
services relating to reproductive health, 
mental health and alcohol and drug 
services or in areas where assessment 
relating to these health issues occurs. 
Provider knowledge of patients’ 
experiences of violence can have 
momentous and positive impacts on  
the experiences of health care behaviours 
and outcomes.

The model of sensitive inquiry, 
underpinned by principles of sensitive 
practice and gender equity, is outlined in 
the SHRFV training package module 2. 
This training package has been developed 
based on the WHO recommendation 
that responding to both emotional and 
practical needs at the same time can  
be pivotal.24

This SHRFV sensitive practice approach 
has been developed by the Women’s and 
Bendigo Health during the pilot project, 
in partnership with Our Watch, and is 
included in the clinical training associated 
with this guide. The sensitive practice 
approach is described using six steps  
of brief intervention commonly referred  
to in these materials as the Model of  
Sensitive Inquiry.

As the service model focuses most on 
intimate partner violence as a part of 
family violence, it is recommended that 
hospitals prioritise the roll out of training 
in the model of sensitive inquiry into areas 
where conditions associated with intimate 
partner violence (as identified by WHO25) 
are likely to be most prevalent.

These two overarching principles are the 
focus of the training modules provided 
with this guide.

Six	key	elements
Underpinned by these two overarching 
Principles, the SHRFV service model 
is made up of six key elements (see 
diagram on page 6). It is drawn from 
the experiences of the Women’s and 
Bendigo Health and is an adaptation of 
the internationally recognised Kaiser 
Permanente’s systems-model approach 
that aims to support family violence 
responses across the whole healthcare 
system. Kaiser Permanente is one of the 
largest not-for-profit, integrated health 
care delivery systems in the United States 
of America.

The six SHRFV key elements are:

Create	cross	hospital	
leadership	and	momentum

• Strategies to engage hospital personnel
from the top down.

Laying	the	foundation	
through	policy,	procedures	
and	guidelines

• Adaptation or development of relevant
policies, protocols and guidelines to
identify and document consumers’
experiences of family violence and any
subsequent referrals.

• Relevant policies, procedures and
guidelines to support staff experiencing
violence, and those who may be
perpetrators of violence.

• Ensuring the hospital’s role
complements and recognises the role
and expertise of local family violence
services, and the need to integrate with
the family violence system.

Changing	
culture

• Identifying the prevailing culture
within the hospital and building
capacity for change.

• Partnerships with hospital consumers
who have experienced violence.

• Ensuring staff safety.

1

2

3
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Building	capacity		
and	capability

• Increasing the competence of key  
staff within the hospital environment  
to better identify and respond to family 
violence.

• Provision of clinical training aimed at 
improving the knowledge and ability of 
staff to identify and respond to family 
violence; and to increase understanding 
of risk assessment and family violence.

• Providing support to clinicians to 
undertake the work.

Building	partnerships	and	
connections	with	the	wider	
community	and	family	
violence	sector

• Supporting consumer participation and 
consultation in the process.

• Building partnerships with the wider 
community and the family violence 
sector.

• Increasing referrals of patients 
experiencing family violence within the 
health service and to external services.

Building	the		
evidence	base

• Improving data collection on 
identification and responses to patients 
experiencing family violence within the 
hospital context.

• Evaluating the implementation process 
and the success of the model.

Each of these six key elements is explained 
in detail on the following pages and 
includes suggestions on actions and 
activities to undertake during the typical 
project stages of establishment, execution, 
transition and sustainability.

The intent of this section of the guide is to 
provide a project management approach 
to enable the SHRFV service model to 
be implemented into the hospital setting 
with ease, based on the six key elements. 
It also identifies natural points in the 
process to assess the implementation and 
to adjust activities to suit your hospital’s 
environment.

These six key elements are described 
in this guide in a consecutive order, but 
realistically, these elements can overlap 
and be implemented either concurrently  
or in an order which best suits the capacity 
of your hospital.

Inevitably, issues will arise with projects 
that involve organisational change. This 
project has many internal stakeholders 
and some external stakeholders (including 
consumers), each with their own 
expectations and ideas about how the 
hospital might strengthen its response  
to family violence.

Applying this project management 
framework and adapting it to suit the 
needs of your hospital will promote a 
planned and well executed process.

4

5

6
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This	element	focuses	on	identifying	strategies	to	promote	strong	
leadership	from	the	top	down.	It	requires	establishing	structures	and	
processes	within	the	hospital	environment	as	enablers	to	successfully	
implement	the	service	model.

Element	1	
Create cross-hospital  
leadership and momentum

The intent is to create a momentum 
across the hospital that will promote the 
adoption of the service model and ensure 
sustainability over time. Change is a 
continuous process, not a single event, and 
includes the evolution of organisational 
culture including people, business 
processes, staff skills and knowledge, as 
well as policies and procedures.

A number of critical steps were identified 
by the Women’s and Bendigo Health to 
promote strong leadership from the top 
down and bottom up. These are included 
below as recommended activities for your 
hospital to undertake to implement this 
project.

Establish	a	governance	
structure	
Assign	or	appoint	a	family	violence	
project	coordinator
Assigning or appointing a dedicated family 
violence (FV) project coordinator (part or 
full time) will assist the hospital to establish 
the project and roll out the training. The 
level of EFT funding to this position will 
depend upon the size, complexity, funding 
source and priority and how well this 
project has been embedded within the 
hospital at that point.

This role may be seconded from an 
existing position. A staff member who 
already has family violence as a portfolio 
role e.g. a social work team leader or a 
clinical staff member who has training, 
capacity and interest in this area and 
project management skills would be ideal.

The FV project coordinator plays an active 
role in fostering change and acting as a 
catalyst in the implementation of change.

Key activities for the FV project 
coordinator at the commencement of, and 
during implementation of the project are:

• identifying change agents from within
the organisation to support the change

• building and maintaining effective
project sponsorship

• acknowledging and managing resistance

• using collaborative approaches

• executing a staged implementation

• monitoring and evaluating.

The FV project coordinator is responsible 
for coordinating all of the activities to 
successfully implement the model across 
the hospital environment. This includes 
monitoring and reporting on progress and 
overseeing the collection of data.

The FV project coordinator would report 
to the implementation team.

»» See»Tool»1A»Sample»FV»Project»
Coordinator»Position»Description

Appoint	an	executive	sponsor
Appointing an executive sponsor is 
important to support the role of the 
FV project coordinator and to make 
decisions on behalf of the hospital. 
The executive sponsor will need to be 
available to meet with the FV project 
coordinator at regular intervals to discuss 
how the implementation is going and to 
identify any issues that require executive 
endorsement, for example seeking 
ratification of any policies or protocols 
developed. The executive sponsor would 
be involved from the start of the project 
and would be available in a formal 
supervisory arrangement for the FV 
project coordinator throughout the project. 
The executive sponsor would also chair the 
implementation team meetings.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/0302999cd6e92144ed524cb87b8b0e711432d2fc/documents/attachments/000/039/214/original/Tool_1A_Position_description.docx?1468890704
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The role of the executive sponsor is to:

• ensure the project aligns to the 
hospital’s strategic plan

• ensure resolution of issues identified by 
the FV project coordinator

• sponsor the communications program 
and communicate the project goals 
across the hospital to increase visibility 
of the project

• ensure availability of essential project 
resources

• review and approve changes to plans, 
priorities, deliverables and schedule

• gain agreement amongst the 
stakeholders (including consumers) 
when differences of opinion occur

• chair the implementation team meetings

• encourage stakeholder (including 
consumers) involvement and build and 
maintain their ongoing commitment

• advise the FV project coordinator of 
protocols, political issues and potential 
sensitivities

• report progress to the hospital 
executive.

Confirm	membership	of	your	
implementation	team
Establish an implementation team as the 
governance body with representation 
from the hospital executive. The mandate 
would be to build hospital engagement 
and buy-in and ensure successful 
implementation and ongoing sustainability 
of the model. Membership should ensure a 
multidisciplinary team with a range of  
staff from across the hospital represented 
as well as representatives from external 
family violence agencies.

An implementation team that has sufficient 
‘authority’ will be able to:

• provide clear direction and control over 
the use of resources and time

• ensure alignment of activities across 
the hospital to enable successful 
implementation

• engage external partners and 
stakeholders (including consumers) but 
more specifically those in the broader 
family violence sector across the region

• undertake some of the tasks relevant to 
their area

• provide a two-way communication 
conduit to and from colleagues in their 
respective areas

• invite external family violence service 
representatives onto the implementation 
team

• increase the family violence agencies’ 
understanding of the hospitals approach

• increase the hospital’s understanding of 
the role and responsibilities of specialist 
family violence services

• enable the family violence agencies 
to make presentations to the 
implementation team to raise awareness 
of family violence and family violence 
interventions

• enable the family violence agencies to 
be involved with the teaching team.

Establish	project	objectives
Every project requires a set of clearly 
defined, practical objectives against which 
the implementation can be measured. 
Not too many! Think SMART when 
writing objectives: Specific,	Measurable,	
Achievable,	Realistic	and	Time	
appropriate.

As the implementation team drafts the 
project objectives, ask yourselves what the 
team wants to achieve. For example:

• When do you want to have policies and 
procedures in place?

• Which staff do you want trained and  
by when?

• How do we measure that our 
service practice has improved post 
implementation?

• How have we improved our links and 
partnerships with family violence 
organisations in our local area?

• How will we know if our communication 
to all stakeholders has been effective?
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Establish	the	terms	of	reference
The terms of reference (ToR) document 
describes operational working 
arrangements for the implementation 
team. The ToR is generally drafted prior to 
the first meeting of the group and tabled 
for discussion and endorsement at the 
meeting.

The terms of reference would include:

• purpose

• role

• membership

• meeting schedule

• administration and other systems 
support.

These terms of reference may need to 
be formally endorsed by the hospital 
executive.

»» See»Tool»1B»Implementation»Team»
Terms»of»Reference»(ToR)

Confirm	hospital	scope	of	project		
and	rollout
The implementation team will need to 
advise the hospital executive on the 
options for scope of the implementation. 
Scope refers to the boundaries of the work 
that is to be undertaken. Detailing what is 
out of scope can be really valuable so as 
not to lose time and resources on tasks 
that aren’t required or considered relevant.

It is critical that the hospital executive is 
involved in defining the extent to which 
the model is adopted in your hospital and 
that this is understood by all areas of the 
hospital.

This will ensure appropriate resources are 
committed to the project.

In terms of defining scope in the pilot, 
Bendigo Health focused on three primary 
roll out areas – the emergency department, 
women’s health and mental health 
services – whilst the Women’s chose their 
emergency department.

A way forward for the executive 
sponsor, FV project coordinator and 
implementation team to generate interest 
in this model, might involve a formal 
briefing paper with an accompanying 
presentation to the hospital executive 
team to seek their endorsement.

»» See»Tool»1C»Executive»briefing»
presentation

Develop	a	position	statement	for	the	
project	aims	and	objectives
This statement should detail why your 
hospital should adopt a stronger response 
to family violence that can then be 
communicated to all hospital staff.

»» See»Tool»1D»Sample»family»violence»
assessment,»response»and»referral»
policy

QUICK»CHECKLIST»

Are»you»governance»ready?

 ■ Are all members that need to  
be at the table signed up?

 ■ Are governance and shared 
management arrangements 
clear?

 ■ Are the executive and practitioner 
(operational level) managers 
engaged?

 ■ Is the scope of the project clear – 
what is and isn’t included?

 ■ Is there a set of common values 
and common language about  
the project?

 ■ Are the roles and accountabilities 
clear?

 ■ Are time frames realistic?

 ■ Does the governance group have 
‘authority’ to make decisions?

 ■ Are there processes for members 
to report back to their areas on 
the progress of the project?

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/31fa88e8ad3e218764d0af20e854a377fe885e2f/documents/attachments/000/039/215/original/Tool_1B_Terms_of_Reference.docx?1468890726
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/4fbe1ba430c75877e35bc9cb0af45d7658d0758a/documents/attachments/000/039/216/original/Tool_1C_Executive_briefing_presentation.docx?1468890755
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/c88f54df955bb453c16f5f0f94aa0fc397d0a504/documents/attachments/000/039/217/original/Tool_1D_Policy.docx?1468890773
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Develop	a	project	
implementation	plan
Implementation of the project relies on 
a staged rollout of activities. This guide 
has been designed to support this project 
approach. The project implementation plan 
should comprise: 

A	training	schedule
The SHRFV materials include a 
comprehensive service model training 
package which addresses the different 
needs of clinical and non-clinical staff. 
While training your clinical staff is a critical 
and vital aspect of the SHRFV service 
model it should be the last component 
implemented – after the preparatory 
cultural change work has been initiated.

• Identify training facilitators and conduct 
familiarisation sessions on the intent of 
the project and the training modules

• Set timetable for rollout of training 
modules

• Identity target staff to be invited to 
participate in training, in priority order

• Identify venues and supporting logistics 
for training rollout, and budget/
resources required

Reporting	processes	for	rollout
There is a range of monitoring and 
reporting methods available depending 
upon the size, profile and requirements of 
the hospital. For this project, less formal 
methods can be used which include 
regular update meetings between the FV 
project coordinator and executive sponsor 
to discuss the progress and any issues 
arising in implementation. This can be 
combined with monthly progress report 
updates to the Implementation Team and 
a quarterly progress report to the hospital 
executive.

A simple written monthly report on how 
the project is progressing may suffice  
for your hospital. Key areas for inclusion  
might be:

• status of work being performed 
compared to the plan (timelines)

• volume of work being completed

• quality of work being completed

• resources utilised

• issues encountered

• updated risk assessment

• general comments

• how the project is being received across 
the hospital.

The next question to decide is to whom 
the reporting is to and from:

• FV project coordinator to executive 
sponsor

• FV project coordinator to 
implementation team

• executive sponsor to hospital executive.

»» See»Tool»1E»Agenda»for»reporting»to»
Implementation»Team

Risk	management	plan
In the context of project management,  
risk refers to any factor (or threat) that 
may affect adversely the successful 
completion of the project in terms of 
delivery of its outputs and securing 
of outcomes, or adverse effects on 
resourcing, time, cost and quality.26

The purpose of risk management is to 
ensure levels of risk and uncertainty are 
properly managed so that the project is 
successfully completed.

A risk management plan summarises the 
proposed risk management approach for 
the project and includes:

• a description of the risk

• the impact should this event actually 
occur

• the probability of its occurrence

• a summary of the planned response 
should the event occur

• a summary of the mitigation (the 
actions taken in advance to reduce the 
probability and/or impact of the event)

• who is responsible for managing the risk

• how often the plan will be reviewed.

»» See»Tool»1F»Risk»Management»Plan

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/7218156d9ab52b30b5a77d73ab9ac1e05f314ba0/documents/attachments/000/039/218/original/Tool_1E_Agenda.docx?1468890790
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/d210a11a0b19c7091c35bd31c6920713852f6be6/documents/attachments/000/039/219/original/Tool_1F_Risk_management_plan.docx?1468890813
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Communication	plan
The impact of project timing and the 
importance of strong intra-organisation 
communication are important 
considerations for your hospital. It is vital 
for not only the successful introduction 
of the model into the hospital setting but 
to embed the clinical practice changes 
anticipated from this project. Often people 
affected by the change need to hear 
about change on multiple occasions and in 
multiple forms.

A good communication strategy is 
initiated at the commencement of the 
project, with pre-agreed processes for 
seeking input and approval from relevant 
stakeholders and consumers, and keeping 
key representatives and personnel 
informed. Identifying the target audiences, 
crafting clear messages, identifying clear 
communication roles and rules, and then 
effectively communicating these messages 
to the various audiences within the 
hospital will increase the likelihood of the 
success of implementation.

A good communication flow keeps 
hospital staff informed about what is 
going on; it promotes trust and creates 
a more productive environment for 
implementation. The implementation 
team is responsible for approving the 
communication plan. All media releases, 
communications, and publications  
should follow your hospital standards  
for promotion.

»» See»Tool»1G»Communication»plan

Hints

• Identify who is responsible for 
communication between all sites 
and areas of the hospital.

• Identify what information needs  
to be shared and with whom.

• When it comes to change, it is 
impossible to over-communicate!

Promotion»ideas

• Launch of the service model.

• Signing of the memorandum of 
understanding (MoU) between 
the hospital and family violence 
service provider partners 
formalising referral processes.

• Hospital executive and staff CEO 
forum to introduce the model.

• Announcement via hospitals 
e-bulletin of the model’s 
introduction.

• Establishing a dedicated website 
or page on your website.

• Delivering presentations of local 
data and information to executive, 
manager and staff meetings to 
raise the awareness and the call  
to action within the organisation.

• Promotions in internal media, 
such as newsletters and posters, 
and promotion in external local 
media, such as interviews with 
executive/senior managers create 
cross hospital leadership and 
momentum.

• Engagement and participation  
in sector days of relevance, e.g.   
25 November – 10 December are 
the 16 Days of Activism Against 
Gender-Based Violence including 
the International Day for the 
Elimination of Violence against 
Women (and White Ribbon Day), 
Human Rights Day in December 
and International Women’s Day  
on 8 March.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/e219df8688d41fb87b27923f1cc9258b41d55353/documents/attachments/000/039/220/original/Tool_1G_Communication_plan.docx?1468890834
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Budget	and	resource	commitment
This section should list the resource 
requirements needed for your hospital  
to proceed with this project.

Determining an accurate estimate of 
resources will assist the hospital executive 
to consider the investment the hospital will 
make to the project. Areas to consider are 
human resources; physical and technical 
resources; training costs; backfill; financial 
and ongoing support.

»» See»Tool»1H»Project»Budget»Projection»
Template

Developing	an	implementation	plan	
(Gantt	chart)
A list of implementation activities across a 
timeline is referred to as a Gantt chart and 
is the internal management document for 
the project. This document assists the FV 
project coordinator and implementation 
team to check actual progress against 
planned activities and timelines.

Each step of the project is represented 
by a line placed on the chart in the time 
period when it is to be undertaken. When 
completed the chart shows the minimum 
total time for the project, the proper 
sequence of steps and which steps can  
be commenced or underway at the  
same time.

The implementation plan also identifies 
who has responsibility for completing 
each task or activity and this should be 
determined by the FV project coordinator 
and implementation team as early as 
possible.

»» See»Tool»1J»Implementation»Plan

QUICK»CHECKLIST»

Estimating»time

A few rules will help ensure that an 
accurate and realistic estimate is 
produced for each activity and task:

 ■ Assume that people assigned to 
tasks will only be productive for 
80 per cent of the time.

 ■ People are generally optimistic 
and often underestimate how 
long tasks will take.

 ■ Make use of other people’s 
experiences and your own – 
contact the Women’s FV project 
coordinator.

 ■ Always build in a contingency for 
problem solving, meetings and 
other unexpected events

Note that the implementation plan 
provided within the Toolkit has 
a 15-month timeline that can be 
adjusted to meet the requirements of 
your hospital.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/7a7358d764f9bd1dfbdbaf4d2996cb17a206d86d/documents/attachments/000/039/221/original/Tool_1H_Budget.docx?1468890856
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/7c859be6a04adfcf88922f7a28f72c796b20d1ca/documents/attachments/000/039/222/original/Tool_1I_Implementation_Plan.xls?1468890876
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Element	2	refers	to	the	development	of	policies,	procedures	and	guidelines	
that	support	staff	to	identify,	respond,	and	document	patient’s	disclosures	
of	family	violence,	as	well	as	documenting	the	supports	and	referrals	
provided	to	the	patient.	

Element	2	
Laying a foundation through  
policy, procedures and guidelines

In addition, as part of a ‘whole of system’ 
approach to addressing family violence 
and supporting gender equity, policies 
and procedures should be developed to 
support staff who may be experiencing 
family violence in their own lives. 

Conduct	a	policy	stocktake	
Existing	policy
If your hospital already has a policy 
and procedure on Family Violence 
Identification and Response:

• Check that the procedures are 
contextualised for each clinical area 
or site (e.g. maternity, emergency 
department or urgent care).

• Check that the procedures include the 
principles of sensitive practice.

• Are patient referral pathways clearly 
defined?

• Are accompanying forms and 
documentation available for staff to 
refer?

• Check that details of referral agencies 
are accurate and up to date.

• Are there cross links with other key 
hospital policies (e.g. OH&S)?

• Have all family violence policy directions 
and papers developed by the hospital 
been referenced?

• Ensure that the policy and procedure 
is distributed and known by all hospital 
staff.

New	policy
If your hospital does not have a policy, 
procedure or guideline, draft one for your 
hospital. A policy should define the broad 
areas it covers, for example, family violence 
policy (as distinct from policies for child 
abuse, elder abuse and partner abuse).

This policy should include:

• purpose

• definitions

• scope

• principles

• policy statement

• relevant legislation

• associated documentation

• review/audit processes.

A procedure should detail the:

• responsibilities

• clear intervention process with a referral 
pathway (algorithm)

• related documents.

Review	sample	documents
Review the sample documents in this 
guide to ensure consistency and clarity in 
your own.

Sample documents are available as part of 
the SHRFV Tool Kit including:

• Tool 1D Sample family violence 
assessment, response and referral policy

• Tool 2A Sample family violence 
assessment and response procedure

• Tool 2B Sample family violence 
assessment form.
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LAYING A FOUNDATION THROUGH  
POLICY, PROCEDURES AND GUIDELINES 2

Policies,	procedures	and	
guidelines	implementation	
and	training
Overall responsibility for implementing  
and monitoring organisation-wide policies 
sits with your hospital board via your 
quality and safety committee. Effective 
monitoring may involve a clinical audit  
or staff survey to determine adherence  
to the policies.

A clinical audit provides a means of 
quantifying practice compliance with 
relevant policies, procedures and 
guidelines. A survey offers staff the 
opportunity to comment on how familiar 
they are with them post implementation. 
Consulting via a survey enables staff to 
input anonymously and may also serve 
to identify specific requirements and 
challenges in different areas. If your 

hospital already conducts an annual 
survey, questions could be included to 
reduce the impact on staff responding to 
multiple surveys.

The following actions are recommended: 

Policy,	procedure	and	guideline	
endorsement
Once drafted, the relevant policies, 
procedures and guidelines will need to 
be endorsed by the hospital’s relevant 
committees and incorporated into the 
communication plan prior to any workforce 
training and development activities. 
The implementation team is responsible 
for undertaking the process to develop 
and seek endorsement of the policies, 
procedures and guidelines.

QUICK»CHECKLIST»

Gap»analysis

Consider conducting a gap analysis  
of current policies and practice.

It is a good idea for a hospital to 
conduct a gap analysis or stock take 
of existing policies and procedures to 
identify gaps in current family violence 
alignment, resources, references, entry 
points and referral options.

Policy,»procedure»and»»
guideline»development

Consulting with the many people 
who will use the policies, procedures 
and guidelines will ensure accurate 
information is collected for inclusion in 
their development, and engages all sites 
and areas in the process. It can also 
serve as an educative process for staff 
at all levels.

Issues»to»consider

• Differentiation of levels of risk and 
hospital responses aligned with 
components of the Common Risk 
Assessment Family Violence Risk 
Assessment and Risk Management 
Framework that determine 
appropriate referral pathways into  
the family violence sector.

• Clarifying the roles and 
responsibilities of clinicians, social 
workers (if you have one/any), 
and local family violence services 
in responding to family violence 
with regard to your local operating 
environment.

• Documentation processes required  
by the hospital.

• Consultation with relevant 
stakeholders, including those in the 
family violence sector and consumers, 
to ensure that policies, procedures 
and guidelines align with current 
policies and best practice in the field.
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LAYING A FOUNDATION THROUGH  
POLICY, PROCEDURES AND GUIDELINES 2

Distribute	the	policy,	procedure	and	
guidelines	to	staff
Once the relevant policies, procedures and 
guidelines have been developed, staff will 
require access to these new documents 
to ensure practice is consistent. Choosing 
a way to disseminate the policies, 
procedures and guidelines will depend 
upon your hospital’s preferred methods.

It is strongly advised that all policies, 
procedures and guidelines relating to 
family violence identification and response 
are incorporated into training Module 2  
and the Condensed Module 1 & 2.

Review	and	reference	any	linked	
policies
Each hospital will potentially have a 
workplace development strategy and 
public population health strategies (or 
similar) as a way of meeting Australian 
Council on Health Care Standards. It 
would be advisable that these documents 
are either linked or referenced in the 
development of your Family Violence 
policies, procedures and guidelines.

Likewise, it is important to link this SHRFV 
policy to existing Human Resources 
policies, procedures and guidelines in 
relation to staff who are also experiencing 
family violence.
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This	element	focuses	on	recognising	that	introducing	change	into	any	
hospital	environment	requires	careful	planning	and	strong	leadership		
to	ensure	staff	embrace	new	ways	of	practice.

Element	3	
Changing culture

The success of the adoption of the service 
model into everyday hospital practice (at 
both organisational and operational levels), 
ultimately depends on how receptive 
staff are, at all levels, to embrace cultural 
change.

One of the key questions for the 
implementation team might be to ask 
‘how well has our hospital implemented 
major change in the past?’ Understanding 
your hospital’s prevailing culture and 
its capacity or readiness for change will 
determine the strategies adopted in this 
element.

It is paramount that key stakeholders, 
including senior and executive 
management, are informed and engaged 
in the change process. Initially, garnering 
support and buy-in from ‘receptive’ senior 
managers will facilitate positive influence 
with other key managers.

When frontline staff are involved in  
and feel some ownership of the change 
process, sustained cultural change is  
more likely.

Cultural	change	process
The cultural change process involves:

Senior	management	engagement
Engaging your senior management 
as early as possible in the project 
establishment phase will promote stronger 
adoption of the service model across all 
levels of the hospital workforce. Senior 
staff can act as champions of the approach 
being introduced.

An information session on primary 
prevention and hospital responses to 
family violence will enhance and build 
upon the existing knowledge of your 
executive and leadership team and people 
managers. It should encompass a level 
of training around the role of hospitals 
as employers and give managers the 
education they need to support and 
respond to employees experiencing family 
violence.

This information session might cover:

• the nature and impact of family violence 
on individuals and communities

• effective prevention and response 
strategies

• overview of the SHRFV service model 
and its intended outcomes

• actions to promote gender equity in  
the workplace

• their role and responsibilities in 
supporting staff experiencing violence 
as well as supporting them in capacity 
building for service delivery.

A senior management engagement 
PowerPoint presentation to support this 
process is provided in the Toolkit.

»» See»Tool»3A»Senior»management»
engagement»presentation

Suggestion: If you do not have 
someone working within your 
hospital who is a family violence 
subject matter expert, you should 
consider bringing in an external 
expert to conduct this session/s, 
such as a local family violence 
service provider.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/aa341e1193fe848618c3f1df441885ecad54772c/documents/attachments/000/039/224/original/Tool_3A_Senior_Management_Engagement_Presentation.pptx?1468890930
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CHANGING CULTURE 3

Rollout	of	communication	plan		
to	stakeholder	targets
Clear continuous communication before, 
during and post-implementation is 
essential to ensure staff engagement 
and buy-in and reinforce the hospital’s 
commitment to responding to family 
violence.

Communication should demonstrate  
a top-down endorsement of this policy,  
to engender staff support.

»» See»Tool»1G»Communication»plan

Managing	issues	as	they	arise
Being able to identify and address areas 
of concern and resistance with key 
stakeholders initially will enable positive 
momentum to build.

Some key strategies to influence cultural 
change:

• provide information on the rationale  
for adopting changes such as why, what 
and how

• promote tangible benefits that will 
arise from the changes, describing the 
benefits in ways that appeal to both the 
rational and the emotional

• promote opportunities and 
encouragement for staff to develop 
the skills and knowledge required for 
change, i.e. sensitive practice

• develop feedback loops to encourage 
staff response – formal and informal/
anonymous, e.g.
• email contact point
• staff suggestion box
• pre and post-launch staff survey
• capturing any ‘lessons learned’  

to date.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/e219df8688d41fb87b27923f1cc9258b41d55353/documents/attachments/000/039/220/original/Tool_1G_Communication_plan.docx?1468890834


PROJECT MANAGEMENT GUIDE • EDITION 2 • AUGUST 201621STRENGTHENING HOSPITAL RESPONSES TO FAMILY VIOLENCE

The	SHRFV	training	package	recognises	that	all	hospital	staff	need	to		
have	a	basic	understanding	of	family	violence	and	its	drivers.

Element	4	
Building capacity and capability

Clinical staff need to be specifically trained 
in how to identify and respond to patients 
who disclose they are experiencing family 
violence.

Managers need to be trained to have 
the necessary skills to support staff who 
work with patients experiencing violence, 
or who may be experiencing violence 
themselves. 

Hospitals should also consider developing 
a no tolerance policy for staff that 
perpetrate family violence. The next 
stage of the SHRFV project will provide 
additional tools to support organisations 
to implement policies and procedures in 
relation to this area.

The training modules developed as part 
of the SHRFV model have been designed 
for face to face delivery by an experienced 
family violence trainer. The modules 
include:

MODULE	1	 
A shared understanding 
• (for all hospital staff) covers the 

definitions and drivers of family violence, 
particularly intimate partner violence as 
a health issue and the gendered nature 
and impacts of violence.

MODULE	2	 
Identifying and responding 
• (for clinical staff only) covers clinical 

risk indicators, the six-step model of 
sensitive inquiry for responding to 
patients who disclose, professional 
responsibility and staff support.

CONDENSED	MODULE	1	&	2	
• A combined and condensed version of 

Modules 1 and 2 has also been provided 
for health practitioners with time 
limitations.

The training modules have been designed 
so that they can be delivered in a range of 
formats and settings. For example:

• 30- to 45-minute presentations during 
staff handovers and double staff time 
(e.g. the two modules are presented 
over two sessions on different days, or 
the condensed module is presented as 
one 55-minute presentation)

• including the modules into mandatory 
professional development days

• as a standalone training session that 
can allow additional time for facilitated 
discussion and role plays and case 
scenarios (e.g. a three hour session).

Important: While training your 
clinical workforce is a critical  
and vital element of the SHRFV 
service model, it should be the  
last component implemented.

The best practice approach is to 
ensure all other elements of the 
service model are in place prior  
to ANY clinical training occurring.  
This will ensure your staff have 
whole of organisation support and 
the necessary operational structures 
in order to respond most effectively 
to family violence disclosures.
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BUILDING CAPACITY AND CAPABILITY 4

Preparing	for		
training	delivery
A training checklist is provided for the 
family violence project coordinator or 
clinical education team to assist in the 
preparation of training delivery to staff. 

»» See»Tool»4A»Pre»and»post»training»»
to»do»checklist

The SHRFV service model training package 
provides comprehensive details and 
instructions on training delivery.

Training	for	different	staff	groups
Different staff groups will require tailored 
information to suit their role. The SHRFV 
service model training package has 
categorised staff into two groups:

• clinical staff

• non-clinical staff.

Clinical	staff

All clinical staff should be provided with 
access to the SHRFV service model 
training modules 1 and 2, or the condensed 
module. These modules can be delivered in 
whichever format or mode is most suitable 
for your hospital setting.

Clinical training is best delivered by two 
highly experienced facilitators; drawing 
from a combination of internal ‘subject 
matter’ experts and industry professionals.

Where there is an opportunity and a skill 
set exists, collaboration between your 
internal staff subject matter experts with 
staff from the family violence sector to 
deliver this training would be ideal. This 
collaborative approach would both utilise 
the sector’s expertise and inform hospital 
staff of the agency’s role.

Before clinical staff can begin to effectively 
apply the process of sensitive inquiry all 
other elements of the service model should 
have been implemented/considered. This 
is why training of clinical staff should only 
occur once the necessary systems and 
procedures are in place.

Non-clinical	support	staff	training

It is crucial to recognise that while capacity 
building is required for service delivery, 
capacity building among internal staff to 
support the workforce is also necessary. 
The focus of training for targeted non-
clinical staff – for example administrative 
staff, food services and security – is to 
increase their understanding of family 
violence and its drivers. Non-clinical staff 
should only undertake SHRFV service 
model training Module 1.

QUICK»CHECKLIST»TIP
The Women’s and Bendigo Health 
approached the delivery of training 
to clinicians in slightly different ways.

• Bendigo Health combined 
Module 1 and Module 2 into one 
presentation that they delivered 
to staff within the training time 
available. For instance they 
delivered the training in 20 
minutes or one hour.

• The Women’s delivered the two 
training modules in a variety of 
ways. The two 45-minute modules 
are delivered to clinicians over 
a period of two weeks, with 
Module 1 delivered the first 
week during double staff time 
and Module 2 delivered the 
following week. The Women’s 
also delivers the two modules in 
professional development days 
for nurses and midwives and in 
the Acting on the Warning signs 
training (a full day of training on 
responding to violence that is part 
of the Women’s Health Justice 
Partnership with Inner Melbourne 
Community Legal Service).

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/5f7661fd8ae4ec9c32edad408f39f18394ba9228/documents/attachments/000/039/225/original/Tool_4A_Training_checklist.docx?1468890956
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Preparation	for	training	delivery
Action required in preparation for training 
delivery include:

Coordinate	training	delivery

• FV coordinator to meet with nurse unit 
managers (NUM) in targeted roll out 
areas – discuss and agree delivery dates; 
participant numbers; venue and delivery 
mode.

• Advertise and promote training sessions 
to targeted roll out areas.

• Schedule training dates and venue.

• Nominate second trainers or training 
pool.

• Evaluate the impact of training delivery.

Utilise	awareness-raising	materials

Ideally, suitable resources for staff should 
be available before the two clinical staff 
training modules are delivered. Resources 
include:

• readily available policies, procedures and 
guidelines to support and direct practice

• pamphlets on family violence including 
referral options

• community directories

• flow charts in care areas

• posters (only displayed in areas where 
staff have completed training)

• family violence documentation form

• support for staff for vicarious trauma 
and personal experiences that may be 
triggered by the work, i.e. employee 
assistance programs as well as 
information on where and how to access 
your local specialist family violence 
services.

Project	reporting

• Prepare monthly progress reports for 
implementation team.

• Prepare quarterly progress reports for 
hospital executive.

»» See»Tool»4B»Project»Progress»Report

Post-training
After staff training modules are completed, 
the following should be undertaken to 
reinforce the learning and help staff put 
the training into everyday practice.

Distribute	prompting	tools

Posters in waiting, and bathroom areas 

»» See»Tool»4C»Family»violence»posters»for»
health»practitioners»and»service»users

Wallet cards with referral information

»» See»Tool»4D»Wallet»cards»containing»
referral»information

Post fact sheets on your website to raise 
awareness and educate the community 
about the health impacts of family violence 
and to encourage patients experiencing 
violence to talk to health professionals in 
your hospital.

Conduct	staff	surveys

Issue pre and post training surveys to 
evaluate the impact of training on staff 
knowledge and practice. 

»» See»Tool»6A»Sample»pre»&»post»training»
staff»survey

Important:»Family violence is 
also a workplace issue which 
affects attendance, performance, 
productivity and the safety of the 
person experiencing family violence 
and their colleagues.27 Therefore, 
hospitals need to implement staff 
support strategies including training, 
in conjunction with service delivery 
and capacity building as outlined 
in this guide. Best practice would 
ensure that all staff are informed 
about how family violence may affect 
their workplace and colleagues. This 
will typically involve work led by 
your human resources and employee 
assistance program provider, 
alongside the family violence 
project coordinator and your local 
family violence service and/or 
women’s health and men’s health 
organisations.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/545d040632e2d41e527e2e3c43bfec8d3906eb55/documents/attachments/000/039/226/original/Tool_4B_Progress_report.docx?1468890985
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/51df824a8d286a4ca648f117f642b9fa2da4f9ae/documents/attachments/000/039/555/original/COMMUNICATION_MATERIALS_-_READ_THIS_FIRST.pdf?1468994441
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/51df824a8d286a4ca648f117f642b9fa2da4f9ae/documents/attachments/000/039/555/original/COMMUNICATION_MATERIALS_-_READ_THIS_FIRST.pdf?1468994441
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/d1fe98a984a4c03015c97e5e08b7520fa3097815/documents/attachments/000/039/228/original/Tool_6A_Staff_survey.docx?1468891029
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Clinical	staff	are	often	the	first	point	of	contact	for	those	experiencing	
family	violence	and	therefore	have	the	opportunity	to	identify	abuse	early,	
provide	immediate	support	and	offer	referrals,	which	could	prevent	serious	
harm	or	death.	Staff	require	sound	knowledge	of	the	referral	pathways	in	
your	hospital	and	how	to	integrate	this	into	their	everyday	clinical	practice.

Element	5	
Building partnerships and connections  
with the wider community and family  
violence sector

By establishing strong working 
relationships with local family violence 
services, your hospital can improve referral 
processes and the outcomes for patients 
experiencing family violence.

This element focuses on building 
partnerships with the wider community 
and the local family violence services 
sector.

The particular demographic groups 
served by your hospital will inform 
which agencies your hospital chooses 
to partner. Building partnerships in the 
community should not be limited to 
the family violence sector; hospitals 
may want to seek out partnerships with 
other allied health agencies that can also 
contribute to supporting patients and their 
families. Family, legal, women’s and men’s 
health, Centres against Sexual Assault, 
Aboriginal organisations, and community 
policing services are examples of where 
partnerships could be formed.

The core of the family violence service 
system in most states and territories 
consists of crisis response, prevention 
and early intervention, case management 
and high-security refuge accommodation. 
Traditionally hospitals have used social 
workers to refer patients experiencing 
family violence to these services within the 
family violence sector.

Working in partnership with other agencies 
recognises the diverse expertise within 
the wider community and family violence 
sector, and strengthens the ability of the 
hospitals to respond to family violence in 
the most appropriate way.

A partnerships approach with the family 
violence sector should include:

• engaging family violence agencies early 
in the development of the hospital’s plan 
to strengthen its approach to family 
violence

• inviting family violence agencies to be 
part of the hospital’s implementation 
team

• establishing the sensitive practice 
approach in collaboration with family 
violence agencies

• enabling clinical staff to interact directly 
with family violence agencies via an 
established process

• increasing understanding amongst local 
family violence agencies of your hospital 
as a key referral source

• being part of or forming a local family 
violence network to share knowledge 
and strengthen the response at a 
community level

• involving family violence agencies in 
the delivery of training modules and 
information sessions.

Identify	current	referral	
pathways
Many hospitals use their social workers 
to coordinate referrals from clinicians. 
Once referred from clinical areas, social 
workers conduct a comprehensive 
psycho-social assessment and, where 
there is a disclosure, risk assessment, 
safety planning as well as supportive 
counselling, information and referrals into 
the integrated family violence sector.
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While this may be an available pathway 
in your hospital, for a variety of reasons, 
some patients experiencing family violence 
may choose not to accept or follow 
through with referrals. If they accept a 
referral, patients should be advised of their 
options, internal and external. Patients 
are more likely to engage with external 
providers where a ‘warm’ referral is made, 
i.e. the referring practitioner offers to call 
the service to make an appointment and 
provides information about that service to 
the patient.28

Regardless of their choice regarding 
a referral, it is important that a health 
care professional remains patient and 
supportive, allowing patients to progress 
at their own pace wherever possible and 
ensuring they do not pressure a patient 
into making any decisions (excluding when 
there are children at risk and professionals 
have a mandatory reporting requirement).

Secondary	consultation
The SHRFV model encourages clinicians to 
use secondary consultation when working 
with patients who may be experiencing 
family violence. Secondary consultation 
is where a health professional or clinician 
speaks with their line manager, or hospital 
social worker or family violence expert to 
seek information, advice and expertise on 
how to best support a patient experiencing 
family violence.

Secondary consultation:

• can be by telephone, email or in person

• promotes understanding of family 
violence considerations

• facilitates access to family violence 
services

• promotes improved practice in family 
violence responses to meet the needs  
of women accessing support

• provides reflection opportunities and 
support to staff responding to family 
violence.

When family violence training is provided 
to clinicians it is common for an increase in 
disclosures and referrals to family violence 
services to occur. For this reason it is 
important for your hospital to advise your 

local family violence agencies and internal 
social workers/social work department 
prior to any training being rolled out in 
anticipation of an increase in demand for 
their services.

In smaller rural health services, access to 
social work professionals may be limited 
making it even more important for hospital 
staff to be aware of local specialist family 
violence services, or those specialist 
agencies that provide outreach services 
to rural areas. Connecting with the wider 
community and family violence sector can 
be challenging in rural areas where these 
services may not always have a physical 
presence, however working with these 
services in developing referral pathways 
will assist to build these vital relationships.

Conduct	family	violence	
service	mapping
Undertaking a mapping exercise of the 
family violence service providers, resources 
and referral points within the local area in 
which your hospital is located will assist 
in understanding current and potential 
partners and referral pathways. Local 
family violence service providers can be 
easily identified on The Lookout ‘Find 
Support’ service map at http://www.
thelookout.org.au/sector-info/victorian-
services.

This mapping exercise will also help to 
determine which service providers and 
relationships require strengthening, and 
identify gaps in service linkages including 
protocols and pathways for referrals and 
secondary consultations.

For many hospitals, a service mapping 
exercise will be a reasonably simple 
documentation of existing relationships. 
For smaller rural hospitals, this may 
necessitate contacting specialist 
agencies in the wider region to gain 
a clear understanding of the services 
and supports they can provide to rural 
communities.

http://www.thelookout.org.au/sector-info/victorian-services
http://www.thelookout.org.au/sector-info/victorian-services
http://www.thelookout.org.au/sector-info/victorian-services
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The next steps in this process should be:

Service	mapping
Conduct a service mapping exercise 
to identify all family violence service 
providers in your local area regardless  
of whether you currently work with them 
or not.

»» See»Tool»5A»Mapping»the»partnerships»
and»connections

Identify	and	strengthen	current	
pathways	available	to	your	hospital
Where good relationships already exist 
at a local level between your hospital 
and family violence services, further 
strengthening of these networks is 
important.

Take every opportunity to brief these 
services on the SHRFV service model, and 
call on them to work collaboratively with 
you to engage and train staff, and offer 
timely liaison on progress of rollout.

Service	analysis
This analysis may include identifying 
‘patient pathways’ through this network 
– that is putting yourself in the shoes of 
the patient and identifying the journey 
they would travel if they disclose and 
accept or decline a referral. For example 
mapping out the patient experience from 
initial contact or presentation, assessment, 
service receipt, referral, transfer, ongoing 
care and/or discharge.

Ongoing	work	with	the	broader		
family	violence	sector
Identify, schedule and attend local service 
provider meetings to introduce your new 
model and processes.

Engage in wider family violence networks 
and forums within your geographical area 
to strengthen the relationships between 
your hospital and the broader family 
violence sector.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/2bf4840c10669f7864879f91f0ebc08b9b45aadc/documents/attachments/000/039/227/original/Tool_5A_Mapping.docx?1468891005
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This	final	element	of	the	service	model	is	by	no	means	the	least	important	
and	should	be	considered	from	the	outset.

Element	6	
Building the evidence base

There are two outcomes achieved by the 
collection of data. Firstly to record and 
gather data around service delivery and 
secondly to evaluate the project itself.

Findings of evaluation reports are a 
precious input into the decision-making 
and planning processes. Evaluation enables 
continuous improvement by incorporating 
lessons learned from past evaluations into 
new strategies, programs and projects.

While ‘data’ relating to family violence is 
predominantly considered in relation to 
prevalence rates (identification of family 
violence) and response, there are other 
areas of information that will provide 
hospitals with the ability to monitor and 
evaluate (and therefore improve) the 
impact and efficacy of implementation, 
such as:

• partnerships with the family violence 
services

• change in organisational culture

• level of staff of knowledge

• level of staff comfort to apply sensitive 
inquiry.

To show marked change in organisational 
culture and clinical practice following 
implementation of the service model, it 
is fundamental to implement a baseline 
evaluation of each of these indicators, 
and repeat at periodic intervals to assess 
change in practice.

One of the key findings of the pilot project 
at the Women’s and Bendigo Health was 
that understanding the existing data 
sets within a hospital and the ability to 
capture family violence data, can take time 
and requires expertise from across the 
hospital.29 While each state funded hospital 
will be mandated to report information on 
the same ‘data sets’, how and where the 
raw data is extracted will vary from one 
area of the hospital to the next, and from 

one hospital site to another. Therefore, it 
is difficult to advise how hospitals would 
collect and report on data pertaining to 
family violence without there being an 
agreed mandate.

Health services hold the local expertise 
on clinical information systems and 
governance processes for their specific 
service. Until such time as specific data 
fields are mandated and included in 
reporting extracts generated by health 
services, there will not be a single 
software solution that can consistently 
capture family violence data within the 
health sector. As with other data fields, 
standardised definitions and agreed 
business rules must be established to 
ensure consistent interpretation and 
recording of data.

An	evaluation	approach
There are many definitions of evaluation. 
For the purpose of this guide, we will 
define evaluation as a structured process 
of assessing the success of a project in 
meeting its goals/objectives and to reflect 
on the lessons learned. This is why having 
SMART objectives for the project is so 
important at the outset (see Element 1).

Evaluation is part of the project cycle and 
is best planned for in the establishment 
phase by asking who is the evaluation for 
and what do they want to know?

Identifying your key target audiences for 
any evaluation will determine the type 
of data you need and what evaluation 
questions you ask.

If you have received external funding for 
this project your evaluation may be based 
on what your funder would like to see.
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You will also want to align the evaluation 
with the KPI reporting system your hospital 
uses as part of its strategic plan.

The terminology of evaluation can be 
daunting and there are a multitude of 
definitions. The important thing is to be 
consistent with what you choose to use.

Tool 6B provides an overview of an 
evaluation framework known as the RE-
AIM framework. RE-AIM stands for Reach, 
Effectiveness, Adoption, Implementation, 
and Maintenance. This framework was 
developed to evaluate public health 
interventions for short-term clinical 
engagement with patients. 

»» See»Tool»6B»Project»Process»Evaluation»
Form

EVALUATION»TERMINOLOGY
Activities

The tasks that are required to be done 
in order to achieve project outputs (e.g. 
run a workshop, conduct and audit).

Efficiency

Refers to the extent to which activities, 
outputs and/or the desired effects are 
achieved with the lowest possible use of 
resources/inputs (funds, expertise, time).

Effectiveness

The extent to which the project meets 
its intended outputs and/or objectives.

Impact

Refers to the measures of change 
that result from the outputs being 
completed, such as responses 
to surveys, requests for further 
information, or number of products 
taken up (e.g. lights installed).

Impact is sometimes used in place  
of short-term outcomes.

Qualitative

Refers to data that consists of words, 
or communication (whether that is text, 
voice, or visual).

Quantitative

Refers to data that are counts or 
numbers.

Outcome

Measures the change in behaviour or 
resource use in relation to the goal 
of the project. Outcomes are usually 
considered in terms of their expected 
timeframe:

• short–term (or immediate)

• intermediate

• long-term.

Without thorough outcome evaluation,  
it is not possible to demonstrate 
whether a behaviour change project has 
had the desired effect. It is important to 
capture both intended and unintended 
outcomes.

Outputs

Products or services delivered as part of 
the project’s activities (e.g. workshops, 
audits, brochures).

Relevance

The extent to which the project purpose 
and goal meet the target group’s needs 
or priorities.

Sustainability

In terms of a project, sustainability 
refers to the likelihood of the change 
continuing once the intervention 
activities have ceased.

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/cd1c7701e3eff020edd5b5e6bcc6d8f7b9d62216/documents/attachments/000/039/229/original/Tool_6B_Evaluation.docx?1468891048
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Data	collection
In the experience of the Women’s and 
Bendigo Health, a variety of data collection 
and evaluation methods were applied.

For the purpose of initial evaluation of this 
work, quantitative measures to collect data 
and evaluate will be a useful starting point 
and might include:

• baseline and post-implementation 
surveys on the level of knowledge and 
confidence of staff to identify family 
violence

• number of increased identification of 
incidents recorded in the hospitals 
database

• number of referrals to specialist family 
violence service

• set of policies, protocols and guidelines 
developed.

Staff	survey
To survey the clinical staff in the rollout 
areas on their level of knowledge and 
confidence in family violence before and 
after the training is a great way to see 
change and measure the success of the 
program.

Questions for consideration might include:

• level of current knowledge about the 
prevalence, causes and impact of family 
violence

• level of confidence in identifying a 
patient/client who is experiencing family 
violence

• level of confidence in identifying clinical 
risk indicators of family violence

• level of knowledge on the roles and 
responsibilities of the hospital in 
identifying family violence, preliminary 
risk assessment (where appropriate) 
and supporting the clinical needs of 
consumers experiencing family violence

• level of knowledge on the 
comprehensive risk assessment and risk 
management roles and responsibilities 
(providing service response) of the 
specialist family violence services in 
supporting consumers experiencing 
family violence

• level of knowledge of referral agencies 
and referral process

• barriers to applying knowledge in 
practice

• enablers to applying knowledge in 
practice.

»» See»Tool»6A»Sample»pre»&»post»training»
survey

Project	process	evaluation
The collection and observation of 
qualitative data will provide an insight into 
the culture of the hospital and its adoption 
of the changed practice. This could also 
be collected by way of focus groups, 
interviews, online discussion forums etc. 
Observation and attending staff meetings 
of the clinical staff and non-clinical staff 
who have completed various levels of 
training might provide an indication of how 
well the training has been integrated into 
everyday practice. 

Engagement with key stakeholders and 
consumers will also be a sound way to 
collect qualitative data, but will require 
that stringent ethical processes are met in 
order to so safely.

»» See»Tool»6B»Project»Process»Evaluation»
Form

https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/d1fe98a984a4c03015c97e5e08b7520fa3097815/documents/attachments/000/039/228/original/Tool_6A_Staff_survey.docx?1468891029
https://s3-ap-southeast-2.amazonaws.com/ehq-production-australia/cd1c7701e3eff020edd5b5e6bcc6d8f7b9d62216/documents/attachments/000/039/229/original/Tool_6B_Evaluation.docx?1468891048
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Definition	of	terms

Term Definition

Child	abuse Any action, or lack of action, that significantly harms the child’s physical, 
psychological or emotional health and development.

The Child Youth and Families Act 2005 (Vic) enables consideration of the 
pattern and history of harm and the impacts on a child’s safety, stability and 
development. There is an overwhelming body of evidence which indicates that 
chronic neglect, abuse and family violence are harmful and have a cumulative and 
detrimental effect on a child’s development. Child abuse can occur within a single 
incident or on multiple occasions and is categorised in the following manner:
1. physical abuse
2. sexual abuse
3. emotional/psychological abuse
4. neglect.30

Elder	abuse Any act occurring within a relationship where there is an implication of trust, 
which results in harm to an older person. Abuse may be physical, sexual, financial, 
psychological, and social and/or neglect.31

Family	
violence

As per the Family Violence Protection Act 2008 (Vic);

(a) Behaviour by a person towards a family member of that person if that 
behaviour —
i. is physically or sexually abusive; or
ii. is emotionally or psychologically abusive; or
iii. is economically abusive; or
iv. is threatening; or
v. is coercive; or
vi. in any other way controls or dominates the family member and causes 

that family member to feel fear for the safety or wellbeing of that family 
member or another person; or

(b) Behaviour by a person that causes a child to hear or witness, or otherwise be 
exposed to the effects of, behaviour referred to in paragraph (a);

(c) The Act also contains a preamble that states that ‘The Parliament also 
recognises the following features of family violence;

(d) That while anyone can be a victim or perpetrator of family violence, family 
violence is predominantly committed by men against women, children and 
other vulnerable persons’;

(e) That children who are exposed to the effects of family violence are 
particularly vulnerable and exposure to family violence may have a serious 
impact on children’s current and future physical, psychological and emotional 
wellbeing;

(f) That family violence — 
i. affects the entire community; and 
ii. occurs in all areas of society, regardless of location, socioeconomic and 

health status, age, culture, gender, sexual identity, ability, ethnicity or 
religion;

(g) That family violence extends beyond physical and sexual violence and may 
involve emotional or psychological abuse and economic abuse;

(h) That family violence may involve overt or subtle exploitation of power 
imbalances and may consist of isolated incidents or patterns of abuse over  
a period of time.
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Term Definition

Family	
member

As per the Family Violence Protection Act 2008 (Vic)

(a) a person who is, or has been, the relevant person’s spouse or domestic 
partner; or

(b) a person who has, or has had, an intimate personal relationship with the 
relevant person; or

(c) a person who is, or has been, a relative of the relevant person; or

(d) a child who normally or regularly resides with the relevant person or has 
previously resided with the relevant person on a normal or regular basis; 
or

(e) a child of a person who has, or has had, an intimate personal relationship 
with the relevant person

(2) For the purposes of subsections (1) (b) and (1) (e), a relationship may be an 
intimate personal relationship whether or not it is sexual in nature.

(3) For the purposes of this Act, a “family member” of a person (the “relevant 
person”) also includes any other person whom the relevant person regards 
or regarded as being like a family member if it is or was reasonable to 
regard the other person as being like a family member having regard to the 
circumstances of the relationship, including the following:

(a) the nature of the social and emotional ties between the relevant person 
and the other person;

(b) whether the relevant person and the other person live together or relate 
together in a home environment;

(c) the reputation of the relationship as being like family in the relevant 
person’s and the other person’s community;

(d) the cultural recognition of the relationship as being like family in the 
relevant person’s or other person’s community;

(e) the duration of the relationship between the relevant person and the 
other person and the frequency of contact;

(f) any financial dependence or interdependence between the relevant 
person or other person;

(g) any other form of dependence or interdependence between the relevant 
person and the other person;

(h) the provision of any responsibility or care, whether paid or unpaid, 
between the relevant person and the other person;

(i) the provision of sustenance or support between the relevant person and 
the other person.

Example

A relationship between a person with a disability and the person’s carer may 
over time have come to approximate the type of relationship that would exist 
between family members.

(4) For the purposes of subsection (3), in deciding whether a person is a family 
member of a relevant person the relationship between the persons must be 
considered in its entirety.

Partner A person’s spouse or domestic partner irrespective of gender.

Two women living together in an intimate personal relationship have the same 
legal rights and obligations as a heterosexual couple.
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Term Definition

Domestic	
partner

A person who is in a registered relationship within the meaning of the 
Relationships Act 2008 32	with the person;

(b) an adult to whom the person is not married but with whom the person is in a 
relationship as a couple where one or each of the persons provides personal 
or financial commitment and support of a domestic nature for the support of 
the other person.

The definition of domestic partner
- is inclusive of all genders
- whether or not the persons are living under the same roof.

Intimate	
partner	
violence

This refers to behaviour by an intimate partner that causes “physical, sexual or 
psychological harm, including acts of physical aggression, sexual coercion, and 
psychological abuse and controlling behaviours”.33

This definition covers violence by both current and ex-partners and other intimate 
partners.

Victim/survivor A term used in conventional practice and throughout this document to refer to 
those that may have identified as experiencing family violence. It is in recognition 
of language on our patterns and behaviours. ‘Victim’ is commonly understood as 
emphasising the innocence of one against who a crime is perpetrated, the term 
‘survivor’ alone does not alert us to this major actor.34

Guidelines	or	
protocols

Also known as standard procedures/Clinical Practice Guidelines.

Patient Generally refers to the consumer/client of the health service who is experiencing 
violence, also known as the ‘victim/survivor’.

Policy Statements of principle that guide decision-making and service delivery.

Procedures More detailed instructions about how policies should be carried out by staff.

Primary	
prevention

Refers to the efforts of society to promote, protect and sustain the health of the 
population. In family violence and violence against women it involves seeking 
to prevent violence before it occurs by addressing the root causes; the unequal 
distribution of power between men and women, rigid gender roles and attitudes, 
norms, behaviours and practices that support violence.35

A holistic approach to prevention involves also challenging structural inequalities, 
negative stereotypes and discrimination, including those based on Aboriginality, 
disability, class and socio-economic status, ethnicity, religion, sexual identity and 
refugee status.36

Secondary	
prevention

Secondary prevention within the context of family violence and violence against 
women is targeted towards individuals and groups who display early signs of 
perpetrating violent behaviour or of being subject to violence.37 Secondary 
prevention is also known as Early Intervention.

Tertiary	
prevention

Tertiary prevention in relation to family violence and violence against women 
involves providing intervention, support and treatment to those who are affected 
by violence or to those who use violence. Intervention strategies are implemented 
after violence occurs.38 Tertiary prevention is also known as Response.

Response Action or strategy to prevent or minimise risks of family violence from  
re-occurring.

Sensitive	
practice

A World Health Organization framework39 for a way of operating as a health 
professional that is designed to increase a patient’s sense of safety, respect and 
control, ultimately reducing the risk of re-traumatisation for victim/survivors, who 
may chose not to disclose it.
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Term Definition

Sensitive	
inquiry

An approach of routinely asking patient’s about their experience(s) of family 
violence underpinned by a framework of sensitive practice. The approach used 
here is based on the World Health Organization’s clinical40 inquiry approach and 
Health Canada’s principles of sensitive practice, which drew on lessons from 
victim/survivors of childhood sexual abuse.41

Sexual	
violence

Defined by the Australian Bureau of Statistics as “any incidents of sexual assault 
and/or sexual threat”42

This describes a range of sexual behaviours that make someone feel 
uncomfortable, frightened, intimidated or threatened.

These behaviours are all ‘violent’ in the sense that they are a violation, whether 
they involve physical violence or not. Some can be life-threatening. They 
include43:
• sexual harassment (for example, unwanted sexual comments or jokes)
• sexual coercion (pressuring or forcing someone into having sex)
• unwanted sexual touching of any kind
• being forced to watch sexual things, including pornography
• voyeurism (being watched doing intimate things without having given your 

permission)
• sexual assault, including rape
• threats or other kinds of intimidation of a sexual nature.

Sexual	assault Any sexual behaviour that makes a person feel uncomfortable, frightened or 
threatened. It is sexual activity to which a person does not consent. The use 
of emotional or physical violence to force another person to engage in sexual 
activity also constitutes sexual assault. Sexual assault can take various forms, 
some of which are criminal offences: touching, fondling, kissing, being made 
to look at, or pose for, pornographic photos, voyeurism, exhibitionism, sexual 
harassment, verbal harassment/innuendo, rape, incest/intrafamilial child sexual 
assault, stalking.44

Violence	
against	women

A broad umbrella term, defined by the United Nations as “any act of gender-
based violence that results in, or is likely to result in, physical, sexual or mental 
harm or suffering to women, including threats of such acts, coercion or arbitrary 
deprivation of liberty, whether occurring in public or in private life”. It includes 
many different forms of violence against women and girls, such as intimate 
partner violence, non-partner sexual violence, trafficking, and harmful practices 
such as female genital mutilation.45
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