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We acknowledge the traditional
custodians and owners of the lands
in which wework and live on across
Australia.We pay our respects to
Elders of the past, present and
emerging.We are committed to
collaboration that furthers
self-determination and creates a
better future for all.

We acknowledge the world is
changing and that all of the
challenges facing our society will be
more deeply felt by Aboriginal and
Torres Strait Islander communities.
Embedding a cultural lens across all
of our workmust be a priority in
any strategy that is created and
implemented.
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Support services

This report details experiences of family,
domestic and sexual violence, including
child sexual abuse.

If this raises concerns for you, please
access the following supports:

Blue Knot Helpline (1300 657 380)

1800RESPECT (1800 737 732)

Mental Health Triage Service (13 14 65)

Emergency Services (call 000)

Lifeline Australia (13 11 14)

Beyond Blue (1300 22 4636,
chat, email or online forums)
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Recognition of victim-survivors
We recognise the lived and living experiences of victim-survivors of
family, domestic and sexual violence, including child sexual abuse, as
well as their family, carers, and supporters. We recognise that this
violence disproportionately affects Aboriginal and Torres Strait Islander
women and children. We thank those whose experiences have shaped this
report and the work leading up to it, and those who will continue to shape
this work moving forward.

We also recognise those who did not survive.

Across the time we have worked on this project, we recognise there have been a number of
significant events that have brought domestic and family violence to the front of public
conversation nationally.

In late 2023, The Advertiser in Adelaide released the Dying Rose Podcast, telling the story of their
investigation into the deaths of Aboriginal victim-survivors across the country. Reporters spoke
to the families of six women whose deaths were suspected to be linked with domestic violence
and were reported as suicide. Any work we do needs to support Aboriginal and Torres Strait
Islander victim-survivors who are disproportionately affected by violence.

In December, following the deaths of four women in separate and unrelated incidents of
domestic violence over the course of a week, a Royal Commission into family and domestic
violence was announced by the South Australian Government. Mary Leaver, from Embolden
(South Australia’s peak body for family, domestic and sexual violence) said, "We welcome the
Premier's commitment to this being an efficient and effective process that will deliver our state
a critical blueprint for change that will keep women and children safer in South Australia." Any
work on the place-based adaptation of this National model will need to work with the state to
build on the findings and recommendations of this Royal Commission.

In February, Luke Davies and Jesse Baird were murdered in Jesse’s home. His former intimate
partner, a NSW police officer, was charged with their murders. This tragic event has once again
uncovered the systemic challenges ingrained in the police force that result in inappropriate and
unsafe responses to domestic violence – particularly in relation to supporting victim-survivors
to feel safe to report instances of violence. Ben Bjarnesen, Managing Director of The LGBTIQ
Domestic Violence Awareness Foundation said, "When we look at the usual portrayal of domestic
and family violence, we're most often talking about heterosexual men perpetrating violence
against a heterosexual woman. Domestic and family violence affects our LGBTIQ communities
at disproportionate rates – the most recent survey found that over 60 percent of LGBTIQ people
had experienced domestic or family violence in their lifetime. And when you look at reporting
rates, they're incredibly low.”

At the time of writing this report, Counting Dead Women Australia estimates that 16 women
have died violently since the start of 2024 in Australia.
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Executive summary
The Adelaide PHN (in partnership with Country SA PHN) engaged The
Australian Centre for Social Innovation (TACSI) to conduct a
comprehensive needs assessment to help inform a model of care for
Family, Domestic and Sexual Violence, including child sexual abuse
(FDSV) in South Australia. This foundational work will take place as a
strategic process to inform a model of care to be piloted in 2024.

This project will inform a comprehensive needs assessment to support the identification of
community needs, service gaps, priorities and options for supporting victim-survivors of
violence. This will then inform the co-design of an appropriate model of care for the Supporting
the Primary Care Sector Response to Family, Domestic and Sexual Violence (FDSV) Pilot in South
Australia. The co-designed model of care will be a place-based iteration of the National pilot
initially developed by Brisbane South PHN and TACSI.

This project broadly focused on conducting research in the form of a horizon scan, followed by
interviews with people who have a lived and/or living experience of FDSV. The findings in this
report are synthesised to a level of fidelity to support Adelaide and Country SA PHN to
triangulate them with SA stakeholders’ and GP and general practice staff’s views and
perspectives. Following this, Adelaide PHN will enter a co-design phase, to progress the South
Australian adaptation to the FDSV model.

This report details what is needed, from a lived and/or living experience perspective, from
primary care and the broader sector to better support victim-survivors of violence with dignity,
respect and care. A thematic analysis of the data found that victim-survivors need to be
supported across three broad stages or interactions with primary care: before (creating the
conditions for disclosure), during (a supportive conversation), and after (referrals to
appropriate supports and following up) a disclosure of violence. Care needs to be underpinned
by four key principles – Self-determination; Holistic approach to body, family and spirit;
Culturally safe and sustaining practice; and Trust and dignity. These also need to be
supported by a systemic response beyond primary care. These findings have largely validated
relevant aspects of the original model developed by Brisbane South PHN, and this report
details considerations for the next phase of this work.
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A note on language
Language is a powerful tool.

We include here definitions and explanations of the language used in this report. We
acknowledge that language can hold the power to include or exclude, and that people and
services may use and prefer different terms than the ones we have chosen for this report.

Acronyms and language used in this report

We use FDSV, violence, or the full phrase interchangeably to refer to Family, Domestic and
Sexual Violence, including Child Sexual Abuse.

We use the terms ‘family’ and ‘whole of family’ interchangeably to refer to the family / chosen
family / caring adult / kinship unit around a person.

In the case study on Sarah’s Story, the primary pronouns used are she/her to represent the
gendered nature of FDSV, however we recognise and acknowledge that there are unique needs
and experiences for victim-survivors who identify as male.

AOD - Alcohol and Other Drugs

ANROWS - Australia's National Research Organisation for Women's Safety

CALD - Culturally and Linguistically Diverse

CPTSD - Complex Post-Traumatic Stress Disorder

GP - General Practitioner

LGBTQIA+ - is an overarching abbreviation of lesbian, gay, bisexual, transgender, intersex,
queer/questioning, and asexual people, including brotherboys and sistergirls.

PHN - Public Health Network

Project team - this term refers to the team comprising TACSI, Adelaide PHN and Country SA PHN
working closely together in this project.

Practice – in this report, this term refers to primary care practice or general practice

PUV - person / people using violence. We understand this is a preferred term to words like
‘perpetrator’ and ‘abuser’.

RRR - refers to Recognise, Respond, Refer, the name of the original model developed by Brisbane
South PHN.

5 | Needs Assessment – Family, Domestic and Sexual Violence

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


Methodology

Horizon scan
We undertook a horizon scan to gain a broad understanding of the family, domestic, sexual
violence and child sexual assault landscapes, both nationally and in South Australia, and to
identify lines of enquiry for interviews.

The scan comprised national data from a range of sources and perspectives, along with South
Australian (current state) data, which surfaced:

● barriers and enablers to help-seeking as experienced by victim-survivors;
● promising existing models of care;
● foundational practice principles for any integrated response to FDSV;
● the need for collaboration between all services who respond to FDSV; and
● the importance of recognising children as victim-survivors in their own right, and the

gaps in supports for children.

This research enabled the project team to:

● critically explore how FDSV currently intersects with primary care, including promising
existing pathways of care and service silos;

● identify professionals, organisations and community members to learn more from
through consultation;

● build an informed understanding of priority populations and starting points for any
further co-design; and

● develop consultation provocations to underpin interviews with people with lived
experience of FDSV. 

The horizon scan can be found here.

Interviews
Using findings of the horizon scan, TACSI developed lines of enquiry and held 10 interviews with
people with a lived and/or living experience of FDSV. These were designed to further illustrate
experiences of violence, as well as to test, iterate and validate elements of the existing RRR
model developed by Brisbane South PHN, in the South Australian context. The intention was to
gather data on the broad lines of enquiry below:

● What are current experiences of accessing support through primary care?
● What are current responses to disclosures of violence in primary care?
● How might primary care build the conditions for supporting disclosures of violence?
● How might primary care better support disclosures of violence when they are made?
● How do primary care providers need to support victim-survivors following a disclosure

of violence?
● What are some examples of promising practice that can be highlighted and scaled?
● What is needed for a systemic response to FDSV?
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Interview recruitment

Participants were recruited through the
project team’s known networks. TACSI
approached specific people, with priority
given to people who identified as Aboriginal
and Torres Strait Islander, culturally and
linguistically diverse, LGBTQIA+ and who
live outside the Adelaide metropolitan area.

Contacts were warmly referred to an
appropriate TACSI team member when they
expressed interest in being involved. A
number of recruitment materials were
developed in order to inform interested
people about the project and give them
more information about what the
conversation might look like.

Participants were also recruited through an
EOI process via the Adelaide PHN’s
Community Councils.

10 people with a lived and/or living
experience of family, domestic and sexual
violence, including child sexual abuse were
recruited.

Figure 1: Example of recruitment poster

Interview format and materials

Prior to interviews, participants were contacted a number of times in order for the TACSI team to
give information about the project, the conversation format, and how what they shared would be
used. A consent form was also developed. As part of this, participants were offered the
opportunity to identify any supports, including: bringing a trusted person, choosing the location
and format of the interview, and having the option to revoke consent or stop at any time.

Interviews were approximately two hours long, with 5 held in person in the TACSI Adelaide office,
4 held on zoom and one held over the phone. Present in each interview were one TACSI team
member, leading the conversation, and one person from Adelaide PHN or Country SA PHN,
note-taking.

Participants were remunerated with a $100 gift card.

TACSI developed two key materials to support the generative, semi-structured interviews. These
focus on two key questions and stages of the conversation:

● Thinking back: reflecting on a past experience with primary care. What did you see, feel,
hear, do?

● Looking forward: mapping an ideal experience. What would be an ideal way to make sure
there is a safe place to share, the right response and the right supports?
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Figure 2: Examples of generative prompts developed for interviews

TACSI also developed a set of 27 prompting cards to support the conversation. These included
prompts such as

● Places you might feel comfortable sharing your story
● Relationship with your GP
● Cultural framework

All interview materials can be found here.

Limitations

We spoke to 10 people with a lived and/or living experience of family, domestic and sexual
violence, including child sexual abuse. Of this group, 5 were CALD people with lived experience of
migration, 2 people identified as Aboriginal, 2 people identified as LGBTQIA+, and 2 lived in
regional areas outside of Adelaide. We did not speak to anyone who expressed to us that they are
living with disability. We spoke to 9 women and 1 man. 4 of the people we spoke to work in the
FDSV sector or community services, in paid or unpaid, formal and informal roles.

We recognise that this is not a true representation of the population, nor do these individuals
represent their whole communities. We understand further co-design activities will work closer
with more people from these priority populations identified in the horizon scan.

Participants had a mixture of experiences of telling their story – some were public advocates,
some have been involved in many lived experience roles across workplaces and projects, and
some had only been involved in lived experience storytelling a few times before this.

We did not specifically ask about which experiences (pertaining to family, domestic and sexual
violence, including child sexual abuse) people identified as bringing to these conversations,
although through conversations we know that all participants had experienced domestic and
family violence, and a vast majority of people we spoke to had experienced at least one other
form of violence as well. We identified a gap in our research pertaining to experiences of sexual
violence by a non-partner. This will be an important perspective to capture in future activities,
which we note in Dating Violence.

We understand that these experiences of violence are often co-occurring and participants could
well have held more experiences than they disclosed to us in these conversations. We made a

8 | Needs Assessment – Family, Domestic and Sexual Violence

https://docs.google.com/presentation/d/1kCMzk7HJcwIROPRHpRcDbQvJPqfPMgv44XOqN39alEQ/edit?usp=sharing


trauma informed decision in this context to ensure the safety of participants to not ask specific
questions about exact instances of violence when they were not offered up, and instead focus
on experiences where FDSV intersected with primary care.

Team member preparation and safety

Given the subject matter, the safety of the project team was paramount throughout the process.
Team members attended 2 days of training with the Blue Knot Foundation on Foundations for
Building Trauma Awareness and Responding to Complex Trauma. They also attended a
preparation session and debriefing session with Connected Self.

TACSI also developed a document, Pathways to support and respond to distress, in preparation
for supporting participants in interviews. We always ensured there was time and space around
our schedules to adequately prepare and debrief.

Interview analysis and triangulation

A notetaker from either Adelaide PHN or Country SA PHN was present at each interview to
transcribe the live conversations being held. At the conclusion of each interview, the project
team members were encouraged to note key ideas that surfaced. A session was held with the
project team to gather key insights and themes that stood out across the interviews.

TACSI conducted interview analysis and triangulation with key points / statements from all
interview notes transcribed onto boards on Miro software for analysis. Key findings from the
insight gathering session and findings from the horizon scan were also transcribed into Miro.

All notes were then sorted into frames under the following headings:

1. Before: what are the conditions for disclosure?
2. During: what makes a supportive conversation?
3. After: what does it look like to refer to appropriate supports and follow up?
4. System considerations: what needs to change in the system to enable the above?

During analysis, some notes were also duplicated into boards named:

5. Hunches on principles
6. Implications, changes and validations of the model.

We looked for points of similarity, repetition and divergence in order to categorise and group
ideas. All themes were then tested against the original RRR model, with similarities and gaps
identified. Specific practices that were mentioned were also incorporated, along with
considerations for priority populations in South Australia.

The thematic areas, principles and implications were then reviewed by the Adelaide and Country
SA PHN teams and interview participants to test their validity, comprehensiveness and degree
to which they accurately reflected the experiences of victim-survivors and the data collected.
Adelaide and Country SA PHN team members were also prompted to consider stories and
experiences shared in interviews to demonstrate the key themes, which supported the
development of the case study – Sarah’s story – throughout.

This sense-checking was a key step in enhancing the validity and rigour of the conceptual
model, and to keep the perspectives and experiences of lived experience at the heart of the work.
After receiving feedback, the TACSI team revised and developed the final version of this report.
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What did we learn?
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What did we learn?
Analysis of data from the participant interviews and the horizon scan has
uncovered the following guiding principles, themes, and implications for the
model and next steps. These are detailed in the section below.
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Guiding principles
In this section we refer to principles that have surfaced across
conversations and the horizon scan. These principles are foundational in
setting up an integrated and effective health response to family,
domestic and sexual violence, including child sexual abuse in South
Australia.

We note that these principles are intended to sit across the pilot as a
whole. Adelaide PHN began this work by consulting with lived experience
to prioritise their perspectives, so these principles can only be seen as a
starting point. For these principles to be implemented effectively in the
wider sector, more work needs to be done to understand the full lived,
learned and practised experiences that underpin them.

We note that the term 'trauma informed' was not explicitly named by lived
experience participants. However, the language used by participants
directly referred to the need for trauma-informed responses, including the
established principles of safety, choice, collaboration, trustworthiness and
empowerment. These are also reflected in the key themes detailed
throughout this report.
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Self determination
This principle foregrounds all of this work in self determination, supporting victim-survivors to
make an informed and empowered choice about their lives.

We know that victim-survivors know what they need to do to keep themselves safe, and that
this safety is the most important part of any response. Any practice and work in this space will
need to hold broader options and stronger scaffolding to create the conditions for a
victim-survivor to have the best chance at self-determination.

In relation to a victim-survivor’s experience, this might include the following behaviours in a GP:

● always offering choice, with clear information about this choice;
● always considering how much bandwidth a victim-survivor may have to make

choices/decisions at any given time – and adapting their approach based on this;
● always recognising practices that people are currently doing to keep themselves safe;
● supporting the victim-survivor even if they are unable and/or choose not to leave the

violent situation; and
● having a trusted person to refer their patients to provide support.
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Holistic approach to body, family and spirit
In order to truly understand and respond to violence, all work needs to acknowledge, accept and
prioritise trauma’s impact on a whole body, and all responses need to provide wraparound
support for a whole family system. A crucial part of this is understanding that FDSV is a health
issue that affects a person's body, mind and spirit, and subsequently that of their entire family,
including past and future generations. In practice, this does not look like assessing a person's
experiences and making judgements or drawing conclusions about them, but rather
recognising patterns and connections to violence that can impact health and wellbeing.

In relation to a victim-survivor's experience, recognising and embedding a holistic approach to
body and family might look like:

● understanding and believing that children are victim-survivors in their own right;
● considering the diverse and unique needs of whole family/kin systems, even when

working with an individual;
● taking a response to violence that considers the social determinants of health;
● recognising how trauma presents physically in the body and what this might mean for

overall health and wellbeing; and
● recognising the mental health impacts of trauma.

For Aboriginal and Torres Strait Islander victim-survivors, this might look like:

● recognising that during times of violence and illness, spirit, Country and kin need to be
treated as equal, if not more important, to the body;

● recognising the ongoing impacts of intergenerational trauma, including the Stolen
Generations, on families and communities; and

● recognising what kinship and family relationships may look like in Aboriginal families
and responding to disclosures in a way that respects the needs of the victim-survivor
and children.

"Violence will make your body
and spirit sick."

"When [violence] is happening,
I feel sick, I feel unwell."
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Culturally safe and sustaining practice
In order to embed culturally safe and sustaining practice across this work, all levels of the pilot
(from the PHN to practice staff) need to be guided by a cultural framework. This should shine
through practices and training – with time, space and permission for staff to learn, reflect and
act along their cultural journey. In primary care settings, this safety should be signalled to
others through representation and a willingness to learn and act.

There should be specific work undertaken to understand cultural safety from an Aboriginal and
Torres Strait Islander lens, and the different ways that racism can manifest in the system.

These actions need to be considered for all groups that experience discrimination, to ensure all
victim-survivors receive culturally safe support that is tailored to, and understands, their
unique needs.

In relation to a victim-survivors experience, this might look like:

● practices consult with local Aboriginal peoples, elders, and organisations to co-design
and act upon a cultural framework;

● co-location and/or regular in-practice collaborations with First Nations and other
culturally safe organisations and groups;

● representation of different identities throughout a practice;
● demonstrate signals of safety and follow through on these;
● diverse primary care workforce representing the communities they are supporting.
● enabling knowledge to be shared between the GP and victim-survivor in supportive

ways; and
● spend time and energy learning about privilege, discrimination the barriers different

people face when disclosing violence and experiencing trauma.

"When an Aboriginal person is experiencing
trauma, the spirit leaves the body, which is
considered dissociating, which is considered a
mental health response not a trauma response
and this sets off another pathway."

"I want to see more people that look like me –
with tattoos, not so white and clean cut."
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Trust and dignity
This work is not only about providing choice and support, but creating trusting relationships,
where victim-survivors are respected and trust the system to provide empowering and dignified
supports. A principle of trust and dignity sees services creating the conditions for
victim-survivors to easily access supports that are a human right, to be seen as peers and
equals, and to even access a range of supports well beyond their immediate needs in a crisis.

We know that victim-survivors are constantly assessing risk, and that the trust built in a
practice needs to outweigh the risk of speaking out or staying in the same situation. For many,
this trust takes a long time to build and can be broken in an instant.

In relation to a victim-survivors experience, this principle might look like:

● taking time to get to know things about victim-survivor that are important to them,
beyond but not exclusive of their basic needs;

● practice staff focus their services on building trust and ensuring dignity;
● GPs embodying actions that speak to being in partnership with the victim-survivor and

build a reciprocal relationship;
● understanding that good intentions are often the start of trusting relationships – “GPs

need to think with their hearts and not their heads” in these moments; and
● a service sector that can meet more than basic needs, but empowering and dignified

supports that a victim-survivor can choose.
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Thematic analysis
In this section we refer to the key themes that have surfaced across
conversations and the horizon scan. These themes underpin an effective
health response to family, domestic and sexual violence, including child
sexual abuse, in South Australia from a lived experience perspective.

As Adelaide PHN began with consulting with lived experience to prioritise
their perspectives, these themes follow the journey of a victim-survivor,
and express their needs for a safe and supportive primary care response.
These might be used in subsequent phases of this work to support other
stakeholders to understand the needs of victim-survivors and hold the
lived experience perspective at the heart of this work.

Included in each stage are a set of subthemes – outlining how a theme
could be delivered, considerations for Aboriginal and Torres Strait
Islanders and priority populations, quotes, and a victim-survivor story
throughout - representing amalgamations of the stories we heard in
interviews. This is intended to support further stakeholder conversations
to understand the needs of victim-survivors.
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Sarah’s Story

Meet Sarah.

Sarah is a 37-year-old Aboriginal woman
living in Nuriootpa. She is a mother to 2
children, who are 14 and 5 years old.

Sarah has decided to go to her GP to talk
about her anxiety and rapid weight gain.

Sarah’s partner, and the father of her children, uses violence in the home. She lives in fear
for her and her children's safety. He frequently threatens Sarah with DCP or child removal if
Sarah tries to seek help or tell anyone what she is going through. She feels isolated from
her local community and is unsure who to talk to. Sarah wants to seek help, and thinks
that her anxiety and weight gain might have something to do with this violence.

We will check in with Sarah throughout this report as she visits her GP.
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Conditions for disclosure

In this stage we refer to the conditions that support GPs and practices to
create a safe space for all patients, regardless of disclosure. We heard that
patients felt comfortable sharing their experience of violence if they felt
their GP was consistent in their willingness to support within all
appointments.

Across this stage, we use the term ‘patient’, referring to anyone who
comes into a practice to see a GP, including victim-survivors coming in to
seek support for a particular health issue or need. Patients are
victim-survivors should they identify as such following disclosure.

Understand the role of first impressions

We heard that creating the conditions of disclosure requires a whole of practice response,
including receptionists, practice managers, nurses and other staff, as well as GPs. We heard that
victim-survivors are hyper-vigilant, constantly scanning for signs of safety and risk, and that
trust and warmth can take a long time to build, but can be broken in an instant. Participants
mentioned that first impressions are a key part of influencing a decision to disclose or not. Past
experiences with GPs are also crucial to this – patients who have poor experiences of sharing
their stories in the past might not expect to be listened to or believed. We also heard instances
of GPs changing demeanour to be more kind and empathetic once they realised the patient
wanted to share something sensitive, and heard that these behaviours need to be present
throughout an appointment, not just in important moments.

Making an effort to be warm, friendly and focused on wellbeing, from the outset and regardless
of the nature of an appointment can determine whether a patient feels safe enough to share
past or ongoing experiences. This is particularly important in a number of key interactions, such
as with receptionists, in waiting rooms and when considering body language. We heard that
reception staff are often the first point of contact with a practice, so a warm and friendly phone
call to book or confirm an appointment can go a long way in making a patient feel welcome and
valued. We also heard that wait rooms are not often inherently child-friendly spaces, meaning
that when a person enters a waiting room, the expectation to keep children calm and engaged
might contribute to stress and lead to a decision not to disclose.
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We heard that practices need to support victim-survivors across all staff and spaces, to make
patients feel calm, supported and welcome, putting the patient at ease prior to and during an
appointment.

Some helpful practices for GPs include:

● walking into the reception area and warmly greeting the patient, helping them feel held
until they sit down;

● using the patient's name in the appointment; and
● ensuring conversations do not require a patient to assess or quantify the urgency of

their appointment. For example we heard unhelpful examples of practice staff asking
questions like ‘how much of an emergency is it?’, which can discourage patients from
honestly sharing their need for support.

Build trust by demonstrating curiosity and willingness to support a patient

We heard that patients are more likely to disclose their experiences of violence to a GP they
trust, which needs to be built regardless of disclosure, as every interaction can support or
hinder a person from sharing their story in the future. Trust is built over time, and crucial to this
is believing and validating patients' stories, making an active effort to create a safe and gentle
space to share, and signalling clearly to patients that they will be supported should they share
their experience of violence.

Trust is particularly important in enabling a patient to disclose their experience – it is important
that a patients’ trust that the GP will support them outweighs the perceived risks of disclosure
or staying in their current situation.

Several participants felt their GP was not listening or dismissive when they tried to talk about a
health issue or specific needs in the past. This discouraged them from sharing their experience
of violence or asking for support in following appointments, as they anticipated a similar
response.

GPs and practices need to be aware of what a patient is holding when they come into their
appointment: the GP may be the only person outside of their home they can interact with, they
might only seek help when "something feels really, really hard", they might feel unsure or
burdensome for sharing their experience, they might feel like a 15-minute appointment is not
enough time to "lay groundwork" of their story, or they might not be receiving care or
consideration from any other place in their lives.

We heard that in order for GPs to create a safe space for victim-survivors to share their story,
they need to be curious and open to a reciprocal relationship. A good, supportive conversation
regardless of disclosure is when GPs and patients can work together to explore possible support
pathways, based on an individual patient's need. We also heard that patients felt more
comfortable sharing their experience of violence if they felt their GP was consistent in their
willingness to listen and support within all appointments, regardless of the nature of the health
issue.

Some helpful practices for GPs to show up in a way that is curious include:

● being open to building a reciprocal relationship by learning about the patient's needs as
they relate to their family or community, and taking time to explain options for
treatment or support and terminology;

● Providing choice throughout appointments, by making it clear that a patient can talk
about anything they would like, and they can stop at any time;
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● Understanding that asking questions need not be an inherent invasion of privacy:
"wouldn't you rather be wrong?";

● Listening first before typing notes on the computer, which is particularly important
when wearing face masks - extra effort needs to be taken to demonstrate listening;

● For patients whose first language is not English, being clear in body language to
demonstrate warmth and interest;

● Turning the computer screen towards the patient showing them their notes or looking at
options together;

● Making an effort to shift the power imbalance by smiling, using the patient's name,
asking specific questions rather than "are you ok?"; and

● Being realistic in how you can support someone by saying "I'm not sure but let's look it
up together" or "I know [name] at [service] who might be able to help you, shall we have a
look at their services?".

Notice and keep track of red flags

We heard about a number of red flags that might be indicators of trauma and/or ongoing
violence. Participants noted times where these signs were either ignored or assumed to be
one-off instances that were unrelated to the health issue the patient had come in for. In many
cases in the lived experience interviews, we heard this felt like the GP was actively ignoring or
choosing not to uncover signs of violence.

While signs may look different for each person experiencing violence, there were some
consistent red flags that participants noted. They are:

● partners coming to every appointment without fail;
● patients seeking support for mental ill-health, such as anxiety or depression;
● patients seeking support for tightness in the chest and difficulty breathing;
● patients sharing they don't know much about their local community, or that they feel

isolated or disconnected from it;
● patients not reacting to news of a pregnancy;
● patients presenting with children who seem anxious or unhappy;
● patients mentioning traumatic events during childhood or unhealthy understandings of

violence ("I told my mum I got hit and she said that was normal"); and
● patients asking about billing or payment plans frequently, or struggling to make an

outstanding payment.

When GPs noticed and asked about red flags in the appropriate time and context, patients
typically felt that they were validated, and this was often seen as a signal from a GP that a
victim-survivor could talk about their experiences of violence. Suggestions for asking about
violence include:

● ensure a person has the best chance at being able to answer truthfully. For example,
ensure questions are asked without children or a PUV in the room, or if using a
translator, it is clear that the patient is comfortable with this person hearing their story;

● give space if a person says they are fine – don’t prod for a disclosure, but ensure there
are further chances in the future to ask again;

● frame questions as a 'standard question' and embed these in daily practice. These
questions could include, ‘Do you feel safe at home?’, ‘Do you have access to your own
money?’, ‘Have you ever had an unwanted sexual experience?’, 'Do you have trouble

21 | Needs Assessment – Family, Domestic and Sexual Violence



breathing at home?' or 'Do you feel anxious waking up in the morning or going home
after school or work?';

● train GPs and practice staff to use tools like the MARAM assessment to assess violence;
and

● provide frequent and up-to-date training for GPs and practices on red flags of abuse and
how trauma shows up in the body (for example, Emerging Minds SA's self-led training).
"GPs need training to do justice to the need."

Create a child-friendly space

We heard that child-friendly practices can support patients to feel comfortable with sharing
their story or making a disclosure - when a practice is child-friendly, parents feel more confident
their child will be respected and seen as an individual.

While patients may not share their story in front of their child during an appointment, signifiers
of being family friendly contribute to the trust to support a disclosure another time.

Child friendly practices can signal safety through separate waiting rooms for families or spaces
for children to play with toys, a GP being child-led in their body language – by talking to the
child, smiling and giving them the space to be themselves

We also heard that it is necessary for GPs and practices to understand the pressure put on
women to meet their children's needs and connect them to supports or services. Children
experiencing violence will need a diverse support team with a strategy to provide long-term care.
GPs need to be supported to see themselves as one part of this team, alongside allied health
and school teachers.

In relation to older children, young people or teenagers may often mask their experiences in
different ways to young children or adults. They may also not have the tools or confidence to talk
about their experiences and advocate for themselves. GPs need to understand these nuances to
recognise red flags, ask helpful questions and enable disclosure to connect young patients to
appropriate supports.

"A lot ingrained self blame led to me not identifying
abuse, let along disclosing, until much later"

Ideas about what this theme might look like in primary care practices

We heard a number of ideas from participants that might support a victim-survivor to identify a
practice as a safe space for disclosure:

● Offer appointments with female GPs;
● Ensure continuity of care through appointments with the same GP if the patient has a

preference;
● Record all information with consent in order to spot patterns that may otherwise feel

like one-off instances. This also enables GPs to internally refer their patients to other
GPs within a practice in case they feel ill-equipped or unsure of how to support their
patient with a disclosure; and
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● Using an 'Ask Mandy' approach with posters in toilets, where people can ask to speak to
Mandy at the reception and will be confidentially connected to a person with FDSV
training.

Conversations also validated practices noted in the horizon scan, particularly in relation to the
Safer Families Model, which included:

● GPs who had attended training to provide supportive counselling to patients were more
likely to enquire about the safety of women and their children.

● Co-locating a domestic violence advocate in primary care increased disclosures and
referrals to services.

● Leading education and training modules relative to family and domestic violence
through The Safer Families Centre. Training is delivered by skilled local General
Practitioners and Family Violence Practitioners, with a focus on organisational capacity,
trauma-informed care and cultural sensitivity.

"My GP goes out on a limb for me by bulk-billing
even though it affects the practice's profitability -
they get in trouble for this internally, but she is my
champion, and she understands my story."

Considerations for Aboriginal and Torres Strait
Islander People
We heard that for an Aboriginal and/or Torres Strait Islander person, a helpful GP goes
above and beyond to understand that racism is embedded in the health system and
how this may worsen existing health conditions. Aboriginal patients may carry
intergenerational fear and distrust of health professionals and the system due to their
parents and family members being part of the Stolen Generations. We also heard that
referrals to culturally safe services were essential. GPs suggesting that patients
experiencing violence should go to the police is not only unhelpful, but also puts the
patient at greater risk through interaction with other forms of systemic racism.

We heard that a helpful GP recognises that Country and a person are not distinct, and
that GPs can support Aboriginal patients to connect to Country and spirituality as a way
to support their healing. It was suggested that a helpful GP would understand that
trauma "looks different" for different people, that "trauma sits outside the body for
Aboriginal women", and that the patient could also experience "cultural violence" in
addition to individual violence from the PUV.

Some helpful practices for GPs include:

● Not only asking if a patient identifies as Aboriginal and/or Torres Strait Islander
on a form, but also asking about their family, Country, mob; and

● Acknowledging and respecting the need for separate spaces for Men's and
Women's Business.
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Considerations for priority populations

Culturally and linguistically diverse people

We heard that Culturally and Linguistically Diverse (CALD) patients experienced little to
no cultural sensitivity or awareness in their first interaction with reception staff or a
new GP, making them feel like they would feel judged or disrespected if they shared
their experience.

We also heard that CALD patients have had positive experiences with GPs who shared a
little bit about their cultural background in appointments, or came from similar
family-oriented cultures and were aware of traditional expectations or family pressures
a patient might experience. Patients felt like they could connect with GPs who had
experienced racism and discrimination through their own lived experience, that "seeing
someone like me" can help a patient feel "safe and normal" in sharing their story. We
heard that diverse representation within practice staff supported CALD patients to feel
like they would be accepted and understood during their appointments.

LGBTQIA+ people

We heard that GPs need cultural sensitivity and awareness to support LGBTQIA+
patients. GPs may be unaware of relationship dynamics within the community - one
patient's experience of violence may look different from that of cisgender heterosexual
relationships.

Other examples of not signalling cultural safety include showing uncertainty about
medical advice for LGBTQIA+ people. We heard instances where GPs did not have
knowledge about PREP or the nuances of STI screenings for men who have sex with
men, which may be particularly relevant to patients disclosing experiences of sexual
violence. This means a victim-survivor may need to advocate for their needs, unsure if
they will be listened to or believed, and have to explain their identity and why they need
a particular support - all of which further limit confidence in a GP being able to help.
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Let’s check in with Sarah

Today, Sarah has gone to the GP,
as she feels like it is time to get
some support for what she is
experiencing. When she gets
there, her GP is cold and rushed,
seeming like she is keen to move
through the appointment quickly
– so Sarah mentions that she
would like a flu vaccine instead.

Sarah feels upset and agitated,
tired of feeling like she can’t get
help despite how hard she tries.

After the vaccine, the GP turns to
her, looks her in the eyes, and
asks Sarah if there is anything
else she needs. In the rush of her
agitation and exhaustion, Sarah
says 'yes and it's important'.

The GP notices that Sarah is
upset and adapts her body
language to make sure Sarah
feels comfortable and safe. As her
GP gets closer to her, Sarah feels
she can start talking.

What if…

When Sarah is welcomed into the
space, her GP is warm and caring
- she looks her in the eye,
disregards her computer and
asks about her day.

She leads with the question,
"What has brought you here
today that I can support with?"

Sarah feels important and safe
from the start of her
appointment.
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During a supportive conversation

In this stage, we refer to the mental models and practices that primary
care should hold and demonstrate when supporting a conversation
regarding a disclosure of FDSV. We note that if the conditions outlined in
the previous section are present, the feel of a conversation and
behaviours would not change significantly when a disclosure takes place.

Space and time to have a conversation

We heard that, when considering disclosing, a victim-survivor might feel that they are a burden,
opening up a ‘can of worms’ or oversharing by talking about what is happening to them. This is
exacerbated when a patient does disclose and they feel rushed, dismissed, or are not given the
time and space to talk openly and comprehensively and within their comfort level about what is
happening to them.

We heard that a feeling of regret can often come hand in hand with talking about experiences of
violence – these conditions are key to encouraging people to know they have made the right
decision by disclosing, and may determine whether a victim-survivor will trust the GP and/or
continue to engage with supports.

We heard that victim-survivors need space and time from the GP in order to trust them to hold
their story, and that when these conversations do have space, they feel warm and empathetic. A
participant noted that a good response from a GP means the conversation "is an ease, there is
often a burden [when sharing]. She carefully listens.”

We also heard many instances of GPs going above and beyond to give time and space where it is
needed for victim-survivors, despite reprimand from practice managers. We suspect there is an
opportunity for permission to be granted to GPs to extend time for appointments and provide
follow-ups.

"We need to feel seen, valued, heard."
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A respectful conversation that seeks to understand and validate

We heard that during a disclosure, victim-survivors need to feel seen, valued, and heard. A GP
needs to hold a conversation and relationship in a way that is calm, caring and empathetic.
Their response needs to be respectful, non-judgemental and validating.

We heard instances of victim-survivors feeling dismissed, judged and not believed, including
being told to "get over yourself" or being asked for evidence of violence. This judgement and lack
of respect for a victim-survivor's experience can often perpetuate and mimic the behaviours of a
PUV, who might gaslight and manipulate to dismiss a victim-survivor's feelings, experiences
and emotions. Victim-survivors are also incredibly perceptive, reading the room to protect
themselves, so they pick up on this judgement and lack of respect quickly. We know that
because of these behaviours, victim-survivors are often doubtful of their own experiences, and
GPs have a responsibility in this moment to hold and validate their feelings.

In addition to this judgement and lack of respect, GPs may put the victim-survivor in a position
where they need to advocate for their needs. We know that victim-survivors may not be able to
articulate the ways in which their trauma is manifesting throughout their body, or have the
tools to advocate for themselves and know what they need. A GP needs to recognise and
acknowledge the time, energy and often desperation that comes with deciding to disclose,
including an understanding and recognition that the effects of violence continue on for a
victim-survivor well after a crisis.

We heard a good and appropriate response is one that acknowledges the victim-survivor's
experiences, is curious, shows an intention to listen, and is empathetic, calm and genuine. In
these moments, "doctors need to use their heart, not their brain", validate experiences, seek to
understand their circumstances, show compassion, and ask "how best can I help you?"

"Survivors are unsure of your opinion – if you don't receive a
sensitive response from the system you feel very isolated"

A response that considers children as victim-survivors in their own right

As identified in the horizon scan, ANROWS named a foundational principle required in
responding to FDSV is Recognising children through practices that centre children’s voices and
therapeutic supports. We heard in our consultations that there is minimal recognition and
support for children as victim-survivors in their own right. GPs need to understand and believe
children from the outset, and have the appropriate tools to specifically support children and
families.

There is also a need for more services across South Australia that support children, especially
teenagers. Many programs and practices directed at families fail to support older children in a
way that is age-appropriate and supports transitional periods in childhood and adolescence.

The horizon scan identified engagement with children to contribute to safety planning, providing safe
spaces for children, and therapeutic interventions focused on children are amongst useful practice
implications to support children experiencing violence. This might look like asking "how is your child
dealing with all this?" in conversation with an adult victim-survivor, or genuine acceptance and
interaction with a person's children.
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An informed response grounded in self-determination, reciprocity, and
transparency

We heard that a response and action(s) from a GP need to be first grounded in informed
self-determination, where the victim-survivor is the leader in their next steps. Participants we
spoke to identified that a patient often discloses to seek support and/or change. This looks
different for everyone – for some, it could be an immediate referral, whereas for others, there
might be the preference to be supported by a GP for that point in time. A victim-survivor might
wish to make an informed choice of appropriate services to access, whereas another might trust
the doctor to make an informed decision on their behalf.

We heard instances of other inappropriate responses, for example when a person disclosed
violence, rather than discussing supports for the violence and learning about their needs, the GP
asked why a victim-survivor didn't call police, and organised contraception, "so if he abused me
again, I wouldn't get pregnant." We also heard many instances of victim-survivors needing to
learn a lot about their local service system and supports that were available out of necessity, to
be able to advocate for their own needs in the GP office, as GPs did not hold this knowledge.

We heard that an appropriate response is choice-led, with a GP seeking to understand the needs
of each individual from the outset and supporting them to self-determine. Crucial to this is a
reciprocal, respectful relationship between practitioner and patient. We heard GPs can create a
power imbalance between themselves and a patient by being dismissive and paternal, whereas
a good response sees the expertise in both the patient and the GP, creating an environment of
working and learning together, to support the victim-survivor to make a dignified choice.

This reciprocal relationship is strengthened further by supporting a victim-survivor to feel
informed, so they can be set up well to make their own choices. This looks like supporting a
victim-survivor to navigate a complex service system, "explaining what phrases and words
mean in that context for that particular support - what happens if I choose this path?", abating
any fear about losing their children, and being clear and directive when need be, "when you're
traumatised, you need simple messages repeated."

Transparency is also key to supporting an informed, reciprocal relationship – GPs need to set
clear expectations about what next steps look and feel like, not make any false promises, be
clear about what they don't know, and work openly with any other services, "complete
transparency and visibility with women/mothers with DCP is so important".

"A good response provides choice, working within their
knowledge and the victim-survivor's expertise"

Take action

It is important to note that while we heard that many people need action, these decisions still need to be
self-determined. For some, action is not the most appropriate way forward.

Following a response that is informed, transparent and respectful, we heard that GPs need to
understand how to take various kinds of action, and that action and decision-making about the
best paths forward need to be an ongoing conversation.
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Often when there is a disclosure in a primary care context, there is a real, urgent need to find
support for the victim-survivor in the moment (if they choose to) as they might be at breaking
point or have urgent health needs as a result of violence. We heard many instances of a
victim-survivor feeling abandoned after a disclosure, which impacts whether they feel they can
disclose again. In these moments, patients may feel the disclosure should be the start of a
turning point and might need someone to support them with complex service navigation.

We heard that GPs need to take responsibility for holding the disclosure and taking action on
the chosen first steps to supporting a victim-survivor to get help, "whoever gets the disclosure
has to own it in the first instance and hold it until it is clearly handed over to someone." We
heard that paramedics do this well, providing "immediate help and care without bias and
prejudice." This doesn't look like providing advice without action or a clear solution, where a GP
might "say you should do something but don't provide a pathway to do it." Nor does it look like
immediately providing a referral if the victim-survivor has not chosen or expressed interest in
doing so.

Hearing that GPs need the tools to be able to take appropriate, trauma-informed action,
validates the training part of the original model. We heard these ‘tools’ could be knowledge,
relationships, or rapport. This is further evidenced in the horizon scan which noted mechanisms
to assist general practitioners to support individuals who experience sexual violence are critical.
The debriefing aspect of the local link function was also validated. Participants noted that it
would be useful for a GP to have someone external to learn from and bounce off, when they are
unsure about what to do in certain situations.

Considerations for Aboriginal and Torres Strait
Islander People
We heard that for some Aboriginal and Torres Strait Islander people, we must focus on a
response that treats a person's spirit first, before treating the body - "Ngangkari healers
should be the first port of call for me, family and community".

An Aboriginal participant highlighted the need for GPs to "understand what the
response means for an Aboriginal woman".

Considerations for priority populations
We heard a good response is trauma-aware and culturally responsive. A culturally safe
and informed approach is needed and can be the difference between a supported or
inappropriate response.

Identified in the horizon scan, ANROWS noted a foundational principle required in
responding to FDSV is Responding to diversity through tailored practices that consider the role
of structural inequalities in compounding the effects of violence and trauma.

LGBTQIA+ people
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There is a clear knowledge gap for GPs in understanding the dynamics of queer
relationships and the way violence presents in them.

While responses specifically focus on supporting women (given the prevalence and
data about the volume of women experiencing violence), there is a large gap in
recognising the nuances of FDSV in LGBTQIA+ relationships.

Culturally and linguistically diverse people

We heard that for people of whom English isn't a first language, explaining the
meanings of each word within their context is crucial.

In relation to translation, we heard that people need someone who can understand
nuances in their story and communicate it clearly. This needs to be choice-led, as some
might prefer a trusted friend, while others might prefer a neutral third-party. Some
participants had the idea for an optional Lived Experience worker to translate.
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Let’s check back in with Sarah

Sarah just had a very important
conversation with her GP. In this
conversation, the doctor asked
about her family and Country. The
doctor validated her feelings, and
thanked her for opening up. She
confessed she doesn't have all
the answers, but asked Sarah if
she would like to work together to
find the best supports.

Sarah feels her GP understands
her cultural and familial needs.

The two have worked together to
learn from each other - they have
found some appropriate supports
and have made a plan about
what Sarah would like to do next.

The doctor confidentially emails
her the plan and a list of
numbers for Sarah to call to
access holistic supports. Sarah
feels relieved, but overwhelmed
about making her next steps. She
feels she has taken enough of her
GPs time so doesn’t express this.

What if…

Her GP sits with Sarah and calls
the supports that they have
jointly decided to access, so she
has appointments set up and the
next steps in motion. The GP
might also save these numbers
into Sarah’s phone under
pseudonyms for her safety.

Sarah might feel like she has
someone to help her continue to
access supports, and that the
service navigation challenges are
not hers to manage alone.
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After a disclosure

In this stage, we refer to navigating supports post-referral, the role of local
community and ongoing care.

Support to access and move around the system

There is a clear need for warm referrals to trusted services and supports, with participants
noting that they do not want to tell their story over again, there is no transfer of records between
some services, systems are hard to navigate, it is difficult to find the right services and that the
onus is currently on victim-survivors to make many cold calls to find services to support them,
at the pace and time that they need it.

Many victim-survivors are not looking for a GP to hold a case load, and are rather looking to be
referred to a trusted specialist. However, they are often given a list of names to call with no
sense of whether they will be a good fit. Where there is criteria for a service that a
victim-survivor doesn't meet, it can feel like the system is mimicking the behaviours of a PUV -
by gaslighting or minimising the validity of their experiences. This can strengthen the PUV’s
power as their message is re-enforced.

It was widely noted that there is a gap in support between a GP referral and the first
appointment, especially given the long wait times for specialist or public services, and there is
an opportunity for bridging support while someone is waiting to connect in. As well as warm
referrals, there is an opportunity for this support to extend to service navigation across the
sector, as victim-survivors move between services and supports based on their need. This role
could extend to identifying supports and services in the system. In many cases, it was
suggested that a social worker could be an appropriate person to support this stage of the
referral process. Access to a social worker is limited in the current system.

Participants noted that the GP could refer a victim-survivor to a more specialised practitioner
for bridging support. We heard that this person could be a social worker, case worker,
information broker, system integrator, care co-ordinator or peer worker, that they could be
embedded in the practice, or a service, and could hold the intake, case management, service
navigation, and/or further support for a victim-survivor. We spoke to a number of participants
who were playing this role in an informal, unpaid way in their local community. We feel this
validates the 'local link' function in the original model.
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This need is also validated in the horizon scan, which noted current service system responses to
FDSV are siloed and focused on crisis intervention, which results in poor coordination of
referrals and knowledge-sharing between sectors. In the horizon scan, the Safer Families Model
was identified as having co-ordinated referrals.

In relation to safety, we heard that practices need to ensure the PUV cannot see the same GP as
the victim-survivor, and details such as visibility of children's medical history need to be
overcome for a person to safely access GPs.

Supportive services named throughout the engagement were SARA, SONDA, SHINE, Yarrow Place
and university GPs.

Helpful practice: follow up and communicate with patients
We heard that GPs or practice staff could be following up with patients to ensure they get the
support they need. A call before and after an appointment could help someone to feel heard and
less isolated, and could help the practice build supportive relationships.

If a referral to a service does not go well, this might also help a victim-survivor to feel supported
by the practice to try again with more appropriate supports, by providing feedback to GPs about
good or bad referral experiences for continuous improvement - "the GP should ask ‘Did that work
for you? What could we do differently?’"

Participants noted that a couple of days after a disclosure, a sense of worry would set in, and
reassurance is useful. If a person has not decided to engage with services immediately, a check
in could help a GP and practice to continue to support the victim-survivor's needs, and also help
reassure them that a disclosure was a good idea and they have not overshared.

If the GP has noticed red flags but the person has not disclosed, these ongoing contact points
could build trust within a patient, meaning a GP could learn more about a person's needs and
seek to support them to disclose or gain support in the future.

"A good GP gives me referrals to get help, supports broader
needs like housing, and follows up with me over the phone"

Diverse and comprehensive options for children

There is a gap in service provision for support options for children as victim-survivors in their
own right. It was noted that there needs to be a diverse set of options for children to be
supported at different ages and stages, and for these to be wraparound supports that interact
with schools in particular.

We heard that services need to be in alignment to enable continuity of care for children, so they
can transition out of early intervention and into services that can continue to offer support into
adulthood. This was supported in the horizon scan, with the Family Centred Child and Family
Roadmap noting there is a need to improve early intervention services for children and families with
complex needs – create a service system which is aligned with the needs of families. This needs to
extend to whole of family supports, as also mentioned in the horizon scan, family supports are
also suggested as an important prevention strategy for multi-type child maltreatment.

"CPTSD in children lasts a lifetime, services cannot stop at age 14."
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Support to connect to community

We heard that there needs to be support for victim-survivors to connect with community and
prevent social isolation. It was suggested that strengthening community-based recovery is a
crucial part of support for victim-survivors across South Australia, seeing beyond a traditional
model and towards building relationships, increasing social participation, and extending
individuals and families' circle of support, "referral to supports doesn't have to be a FDSV
service, it could be a community group or program."

This also situates the GP as a facilitator to accessing their local community – creating a more
holistic response and shared responsibility, "support is not one GPs job - it's whole of
community".

We heard that a part of this could be a peer support element, where people are connected to and
supported by someone who has gone through something similar. It was noted that there is
value in having someone with lived experience who can act as a referral point while people are
waiting, which we know has worked in the homelessness and AOD sectors.

"I received the best and most meaningful support from
my child's multicultural daycare - they gave me practical
help like nappies and clothes when I left the PUV"

Ongoing support for whole of health

We heard that GPs will need to understand and support the long term effects of violence,
whether it is current and historical, both for current and future patients. We heard this is
particularly important when providing mental health support, with GPs needing to understand
the effects of trauma and how it can manifest in body, mind and spirit across any stage of life.
This is supported by the horizon scan, “almost half of women presenting to general practice clinics
have experienced some form of SV [sexual violence], yet, health practitioners have little data from their
own clinical population to guide practice.” Health practitioners should “explore past experiences of
coercion or reproductive control – in addition to rape and sexual assault – as a possible factor in otherwise
unexplained mental health symptoms, particularly PTSD and anxiety.”

We also heard that supports need to see broader aspects of the social determinants of health,
such as housing, employment, transport, childcare and finances. Aside from trauma, we heard
of other lasting effects of abuse, including still being married to a PUV, financial repercussions
such as a low credit score, and experiences of ongoing financial abuse through child support.

While patients might also be accessing specialists, understanding the long-term health
implications of violence is also a key part of general practice, and needs holistic, coordinated
care across a lifespan. We heard ideas about a FDSV health care plan to support coordinated
care, much like a mental health care plan. It was noted in the horizon scan that the Safer Families
Model “promotes integrated, interdisciplinary and sustainable supports.”

"Women are not only having to navigate their own trauma,
mental health and physical health but that of their children"
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Considerations for Aboriginal and Torres Strait
Islander People
We heard that there needs to be a specific First Nations led system navigator, and that
this is particularly pertinent as often GPs don't know where to refer an Aboriginal
person.

We heard there is no uniform approach for supporting Aboriginal women, and there
needs to be more community upskilling for Aboriginal women.

Considerations for priority populations
Cultural safety for some looked like having a GP who came from a family-focused
culture, and could direct her to appropriate holistic supports.

An understanding of the nuances of culturally safe services is important, for example
we heard that the Salvos is an unsafe referral for LGBTQIA+ victim-survivors.
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Let’s see how Sarah’s going

Sarah gets home and starts to
take on the first step of the plan
her and her GP have made –
making appointments with
holistic supports for her and her
family. She discovers long and
closed waitlists, and can’t access
any services.

She feels like she has spent a lot
of time and energy ‘doing the
right thing’ in telling someone
about her situation, and is still
alone and back to square one.

What if…

After she gets home from her
appointment, a person from the
local community gives her a call
and asks if she needs a hand
making her appointments?

What if after her first
appointments, that person
checks back in and supports her
with next steps, so Sarah can
take action and adapt her plan?
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System influence considerations

We heard a number of systemic challenges and opportunities throughout
the project, thereby validating the need for the System Influence part of
the existing model from Brisbane South PHN.

Though the following conditions are outside the scope of this needs
assessment, any model that is designed as an integrated response to
family, domestic and sexual violence, including child sexual abuse will
need to work within, and influence, the following systemic challenges.

We note these are priorities from a lived experience perspective. They are
therefore not comprehensive for systems change and would require the
input of many other stakeholders across the system in collaboration with
lived experience to build out clear actions.

Service sector challenges

We heard that there are a number of inherent challenges in the current service system that
contribute to difficulties navigating or engaging with supports. These include system siloing
and funding constraints. The details of these challenges are outlined below.

System siloing
We heard there needs to be closer integration between different sectors to work and learn
together. This would provide a more consistent, wraparound approach that does not solely focus
on primary care. These integrations are particularly important between

● schools, including school counsellors, nurses, teachers and leadership, with primary
care and FDSV services;

● Department of Child Protection with primary care and FDSV services – this is validated
in the horizon scan which noted a 3-pillar systematic approach to addressing FDSV including
primary prevention (changing the social and cultural conditions from childhood), Services and
Support, and Justice;

● mental health and alcohol and other drugs with primary care and FDSV services; and
● state and local services.
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This is reflected in the horizon scan, with the development of the Illawarra Women's Healing
Centre noting The impacts of FDSV are wide and varied, which is why responses need to go beyond
provision of mental health care: partnerships with ACCHOs, legal services and housing are critical. The
horizon scan also noted opportunities for people in the system to provide a networking role, per
The Office for Women who identify taking a lead networking role between stakeholders who are all
working on the issues associated with FDSV.

Funding constraints
We heard there are many financial challenges in relation to supporting people to receive
adequate supports. Systems need to better support women, families and children to rebuild
financially and socially – this can take time, be unpredictable and can place the onus on
victim-survivors. One participant noted "systems need to understand that [rebuilding and
gaining work] is not always possible to do even if mothers have the opportunity to receive
employment. Regardless of early intervention children may not be able to be successful in
educational settings, requiring women to give up their employment and be further stuck in
financial disadvantage."

We also heard that services cannot be driven by KPIs that focus on intake and discharge – and
that data on where else victim-survivors are being supported when they are not taken into a
service could be useful. This has prompted the question, what if service providers were
recognised (through a performance lens) for supporting people to get to the right service, even if
that means not the service they work for?

Any solutions also need ongoing, comprehensive funding, and to ensure that the power is not
solely leaving these solutions in the hands of government policy makers.

GPs accepting violence as a health issue in which they have a role in
responding

GPs need to be supported to see themselves as part of systemic change, as the individual
responses from each GP can be the catalyst for a safe or unsafe system. A GP's individual
actions will have a "ripple effect" and lead to positive outcomes for a victim-survivor – from
building trust and creating a safe space to share, to choosing to recognise red flags and
validating experiences of violence, to connections to the right supports. Without these choices,
a victim-survivor might not experience any outcomes or change.

Below are indicators from lived experience participants that these roles, responsibilities and
mental models might not be evident in all of general practice. We suspect these could be
explored further in stakeholder conversations.

● GPs who are supporting victim-survivors are often reprimanded by practices for taking
too much time and 'breaking the rules';

● Some victim-survivors wouldn't have thought to go to a GP or seen it as part of their role
(although the horizon scan found that women experiencing violence seek help primarily from
family and friends, followed by a health professional like a GP or psychologist (51.4%));

● Some GPs are not willing to support patients in family court;
● GPs need to see enough benefit in this work that they are willing to go to continuous

training (every 2-3 years); and
● It could be more difficult to train and bring older GPs along this journey.
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Barriers to accessing a GP for support

We heard of a number of systemic barriers that affect victim-survivors being able to access
support from a GP. These are related to financial barriers, fear of child protection, the challenges
that come with living in Australia on a visa, and transport/access.

In relation to financial barriers, we heard that bulk-billing is critical in determining whether a
victim-survivor chooses a particular GP or practice, which is challenging given the decreasing
numbers of primary care clinics that do bulk-bill. This is especially the case for victim-survivors
who experience structural economic inequality, such as Aboriginal and Torres Strait Islander
people, and for victim-survivors who are ineligible for Medicare, such as temporary visa holders.
Other financial barriers raised included the PUV controlling finances, challenges with the
number of therapies included in mental health care plans (particularly the inability to have
space to find the right person within these), and the NDIS's inability to cover therapies that
respond to trauma.

Fear of the Department of Child Protection was a large factor in a victim-survivor not seeking
support, with many noting that the risk of their children being taken from them was too high to
be able to disclose, "DCP are used as weapons for emotional control from a PUV causing intense
fear and anxiety." This is particularly pertinent for Aboriginal and Torres Strait Islander families
who hold deep intergenerational trauma from losing children during and after the Stolen
Generations.

GPs do not have the knowledge about the differences between visas and how this determines
access to services like Centrelink and Medicare. Visas are also used by the PUV as a tool for
control, meaning leaving relationships or making other decisions are more complex for
victim-survivors on visas. Additionally, we believe more needs to be learned in regards to
victim-survivors paying for primary care through private insurance providers – while automatic
Medicare rebates are facilitated in almost every practice, this is not afforded to people on visas
who have to manually process claims by sending detailed invoices to their insurance provider –
this could lead to vulnerabilities for victim-survivors.

Other barriers to receiving adequate care included limited availability of appointments, long
wait times and little to no public transport options, particularly for victim-survivors living in
regional and rural communities. In the Horizon Scan, we learnt that barriers to accessing a GP
included practices not taking new appointments and little to no service in the local community.

Gaps in service provision

Gaps in supporting children as victim-survivors in their own right

There is a clear gap in service provision for supporting children who experience violence and
trauma, which will need to be addressed in order to adequately support more people across
Adelaide and Country SA. This has been noted throughout this report. This is consistent with
gaps identified in the The National Plan to End Violence against Women and Children
2022-2032 which names a key focus to recognise children and young people as victim-survivors of
violence in their own right. It also notes that “physical abuse, emotional maltreatment, neglect,
sexual abuse and witnessing family violence are now all recognised as forms of child abuse and
neglect."

Specifically, we heard the following about these gaps:

● Children under two experiencing trauma are often seen as 'too young' for support;
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● Services providing crisis housing are often not funded to meet the needs of children,
either through child practitioners or child-centred therapies. This is important as the
horizon scan noted that The Safe and Well Kids service was developed in recognition
that 55% of women who received an Individual Safety and Support Package had children
in their care;

● There are limited age-appropriate supports for older children who are too young for adult
support and too old for children's support;

● Support for children is often combined with support for adults, meaning the services are
not specialised to support the unique needs of children; and

● Autonomy is often not respected when working with children.

There is a particularly large gap in support for male victim-survivors who are children. The
impact of this is a failure to work towards prevention – there is limited support for males as
victim-survivors rather than as PUV, potentially increasing the risk of violence in their
adulthood. One participant noted "It is important to take note that when boys are identified
within any health or educational setting as being part of 'their children', they are already
stigmatised with being labelled as PUV, no matter their age."

Other gaps in service provision

There are a number of other gaps in service provisions that were identified throughout lived
experience interviews and the horizon scan. We note these are not an exhaustive list of all
service gaps. We are also aware that some of these gaps named are perceived gaps from
victim-survivors who are unaware of some services available to them, which, in some cases,
also reflects how difficult it is to learn about local services. These gaps are:

● limited service provisions in Port Augusta;
● limited services and supports for prevention in the system;
● few visible services available across Adelaide, making it difficult for victim-survivors to

know where to get support. One participant noted, "what people go through has to be
confidential, not the services themselves. We need to know and see that you exist";

● limited culturally safe supports for Aboriginal and Torres Strait Islanders, Culturally and
Linguistically Diverse people and LGBTQIA+ people;

● services who can work with different co-occurring challenges. For example the AOD
sector is not equipped to support victim-survivors, even though AOD challenges and
FDSV is a common correlation; and

● support for male victim-survivors, particularly male children, who are often overlooked.
One participant noted, "Throughout all frameworks it is always stated ‘violence against
women and their children’, and they all speak of the gender inequality but do not
recognise that a lot of these children are male/boys and the impact that FDSV has on
them particularly."
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Implications for themodel and next steps

Implications for the model
Wholly, we believe that this work has validated the Recognise, Respond, Refer model to the best
of its ability and has not surfaced any high-level changes or additions. This work has validated
the local link function, workplace training, the primary care role, and provided some narrative
on systems influence, from the perspective of how victim-survivors would like the system to
change. We've noted the instances in which various aspects of the model have been validated
throughout this report.

Other aspects of the model, such as Locality Integration, and Evaluation, Design and Iteration
have not surfaced in this work, however we believe that these are not the focus of people with
lived experience, and are more likely to be tested in other stakeholder conversations.

Figure 3 - the original Recognise, Respond, Refer model developed by Brisbane South PHN

The primary care role

All aspects of the primary care role, as demonstrated and detailed in the Primary Care Role
diagram below, have been validated at a high level throughout this process. The stages creating
a climate for disclosure; working with disclosure; making meaningful referrals and staying
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involved align with the key themes in this report being before, during and after disclosure. These
will need to be further validated through other stakeholder conversations, particularly with GPs,
practices and other primary care environments to ensure their needs are supported.

Figure 4 – The Primary Care Role function of the original RRR model developed by Brisbane South PHN

Workplace training

There are clear opportunities noted in this report for better sector-wide training in FDSV for
general practice, including noticing the signs and patterns of violence, recognising the
experiences of children as victim-survivors, responding appropriately, understanding the
complex nuances of support and developing the mental models that enable a trauma-informed
response from everyone in the practice. There are also best-practice precedents noted through
the horizon scan.

System influence

From a lived experience perspective, we have validated the need for the system influence aspect
of the model, with many acknowledging that the onus should not be placed on GPs alone to
make a change. These are noted in the System influence considerations section of this report.
These are not comprehensive and would require the input of many other stakeholders across
the system, as is the nature of systems change, to build out clear priorities.
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Local Link role

This phase of work has particularly uncovered a number of ways that, from the lived experience
perspective, the Local Link role could be implemented in Adelaide and Country SA. We believe
these could be tested with a number of different stakeholders who will also intersect with the
local link function, and should be further explored through co-design. We also believe this
should be iterated with any commissioned services to adapt to their unique contexts, and
prototyped throughout implementation alongside people with lived and/or living experience
where appropriate.

Included below are a number of provocations about the role of the Local Link, for testing with
relevant stakeholders and in co-design.

This role could be performed by people with a range of different kinds of expertise.

Participants named peer supporters, case workers, service navigators, counsellors and social
workers as ideas.

This role could be embedded in a number of different services.

Participants noted that they could be embedded in a primary care practice, in a service, in
partnership with a number of services or across and accountable to community. This could
include a local link being co-located in a range of services. Participants noted that, especially in
crisis, it would be good to have someone who could come and sit in on an appointment in the
moment to gain supports and referrals. Alternatively, this person could be accessible over the
phone, and the GP could facilitate and support that phone call.

This role could be involved with many different parts of the system, including performing a
number of different functions for lived experience.

We heard a number of opportunities for the Local Link role to work with victim-survivors and
practices, which could be tested in collaboration with stakeholders and lived experience in
co-design. Ideas included that a Local Link could carry someone's whole case load through a
journey, play a one-off navigation role to an appropriate wrap around service, support
de-identified case coordination, provide ongoing training support for GPs, and could bridge the
gap between local supports and services and primary care (as an interim support during long
wait times, and/or as the holder of a story to enable a warm referral). It is clear that this role
would need to play a role supporting people to access a number of local, tailored supports and
services across Adelaide and Country SA – so that a victim-survivor can choose to access
services that are culturally safe and appropriate for their circumstances.

We assume the Local Link will support both victim-survivors and GPs and practices. The role
might lean much closer towards one or the other. Both of these assumptions will need to be
tested in co-design and in consultation with relevant stakeholders.

The role could support different stages of a victim-survivors journey.

Based on conversations with lived and/or living experience participants and the original model
in practice, we assume the Local Link is likely to be supporting victim-survivors more during
crisis than long term recovery. This would likely require a Local Link to have a comprehensive
understanding of the service sector for both the unique needs of individuals, but also for their
whole family units - including specifically supporting their children. This is an assumption that
should be tested in co-design.
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Other hunches on next steps
We note below a number of other considerations for co-design. The below ideas have surfaced as
requiring potential further investigation while TACSI have been working on this project, as well
as supporting the National scale work with Brisbane South PHN. These may have come up
throughout conversations, in the media or in other parts of our work.

Aboriginal and Torres Strait Islander peoples

We heard that consultation with local Aboriginal and Torres Strait Islander peoples, Elders, and
organisations to design and act upon a cultural framework will be a crucial next step in order to
bring First Nations community into this work as leaders. Consultation and subsequent
co-design with Aboriginal and Torres Strait Islander people would need to recognise the ongoing
impacts of colonisation, Stolen Generations and systemic racism, including the ways in which
existing systems perceive and respond to the needs of Aboriginal victim-survivors and children.

International students and partner visas

We heard that the experiences and needs of people living in Australia on visas are diverse,
including those on student visas and partner visas, and any co-design work should aim to
capture this diversity. We believe more needs to be learned about the varied experiences of
temporary visa holders in seeking support, particularly in regards to complexities like being
ineligible for services like Centrelink and Medicare, staying on a partner visa with a PUV, and
having a family on a student visa (where one adult is the visa-holder and a partner or children
are dependents).

LGBTQIA+ people

We spoke to two people from the LGBTQIA+ community, however it would be important to speak
to more people to deeply understand the challenges and nuances of supporting LGBTQIA+
victim-survivors. Creating trusted generalist spaces is particularly crucial given mistrust in
police and other authorities. We believe this will be a National focus in the coming months and
this work could play an important role in supporting LGBTQIA+ victim-survivors.

Dating violence

While we have spoken to people with a range of experiences within family, domestic and sexual
violence, including child sexual abuse, every person we spoke to had co-occurring experiences
of at least two of the above forms of violence. While we understand that it is incredibly common
to hold experiences of multiple types of abuse, we believe there could be different
considerations for people who have experienced sexual violence outside of the home, who
haven't also experienced domestic violence or child sexual abuse (e.g dating violence,
peer-on-peer sexual abuse).

We believe the intricacies and functions of the model need to be tested against this cohort of
experiences – there may be differences in the needs of people who have experienced sexual
violence from a peer who they are not in a relationship with, and we need to understand what
that support looks like. We also understand that while this violence does affect people below the
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legal age of consent, the nature of this abuse might be different from child sexual abuse that
occurs between an adult and child.

In the 21-22 financial year, the ABS reported that approximately 30.8% of sexual violence
experienced by women was with a known person who was never considered an intimate partner
(friend, housemate, acquaintance, or co-worker), and 25.4% of sexual violence experienced by
women was with a date or boyfriend of different levels of commitment, including an
ex-boyfriend, who was not a defacto / cohabitating partner.

There is movement in this space in relation to advocacy, and this has resulted in changes in law
(e.g. consent laws and the introduction of laws against stealthing), and education (e.g. consent
education for all ages), however we are not aware of any changes in health practice as yet –
although there could be some. We recommend seeking the voices of young people who have
experienced sexual violence (but not domestic and/or family violence and/or child sexual
abuse) to shape the next phases of this work.
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