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   ABSTRACT  

  INTRODUCTION:   Domestic and family violence is a public health problem of epidemic proportions 

and a signifi cant issue facing the Australian community. It knows no boundaries, is indiscrimi-

nate to geographical location, social class, age, religious or cultural background.  

  AIM:   This study aimed to analyse the processes currently used to identify and respond to do-

mestic and family violence in a large tertiary hospital in Australia, and to classify the benefi ts 

and weaknesses of these existing systems.  

  METHODS:   A qualitative method used semistructured, face-to-face and telephone interviews 

with key informants in 16 key areas across the hospital. Thematic analysis of the interviews 

was used to defi ne the key issues and areas of interest identifi ed by participants.  

  RESULTS:   There was a dearth of existing guidelines or pathways of care for patients expe-

riencing domestic violence. Several strengths and weaknesses were identifi ed in relation 

to the protocols and systems used by the hospital, including limited training for staff and 

a lack of standardisation of processes, workplace instructions and clinical guidelines. 

With the exception of maternity services, no clinical service area used a guideline or work 

instruction. Most interviewees highlighted the need for the safety and protection of staff 

and victims as a priority.  

  DISCUSSION:   Domestic and family violence is an enormous burden on the health system. However, 

many staff have little or no guidance on dealing with it or are unaware of existing protocols or 

guidelines for detection or response. Participants recommended further education and training 

for staff, consistent guidelines, specialist liaison and more educational and information resources 

for staff and patients. Further investigation and discussions with patients affected by violence is 

warranted to provide robust recommendations for policy change.   

  Qualitative analysis of domestic violence 
detection and response in a tertiary 
hospital  

    K.   Baird ,   RM ,  PhD ,  MA Ed ,  PG Dip HE ,  BSc(Hons) ,  HDE ;  1  ,  2  ,  3       A.   Carrasco ,   BSW ,  MMH(Psychotherapy) ,

Grad.Cert(Dis.Mgt) ;  1       K.   Gillespie ,   BSc(Hons) ,  PostGradDipPsych ,  BA ,  BCI ;  1  ,  2       A.   Boyd ,   BA(Psych) ,

 BSW Grad entry(Hons 1)   1

  1 Gold Coast University Hospital, 1 Hospital Blvd, Southport, Gold Coast, Qld 4215, Australia. 

  2 School of Nursing & Midwifery, Griffi th University, Logan Campus University Drive, Meadowbrook, Qld 4131, Australia. 

  3 Corresponding author. Email:  k.baird@griffi th.edu.au  

2019;11(2):178–184

J PRIM HEALTH CARE

doi:10.1071/HC18058
Received 29 July 2018

Accepted 8 June 2019

Published 18 July 2019

  KEYWORDS:    Domestic and family violence; domestic violence; family violence; health-care 

services; research-to-practice.  



ORIGINAL RESEARCH PAPER

ORIGINAL RESEARCH: HEALTH SERVICES

J OURNAL OF PRIMARY HEALTH CARE 179

        Introduction 

 Domestic and family violence in this article 

refers to any act of violence or control that is used 

to dominate another member of the household, 

such as an intimate partner, parent, child or oth-

er family member. Domestic violence contributes 

to more death, disability and illness in women 

aged 15–44 years than any other preventable risk 

factor.  1   Th e adverse outcomes of domestic vio-

lence range from the acute consequences (fatality, 

injury, homelessness) to long-term health conse-

quences, chronic complaints, risk-taking behav-

iours and mental health issues.  2   Th e eff ects on 

children who witness domestic violence can also 

be severe and long-standing, such as increased 

risk of anxiety, depression, mood problems and 

other health problems, low self-esteem, aggres-

sion, peer confl ict, lower social competence and 

antisocial behaviour.  2   ,   3   

 Women who are living with domestic violence 

are likely to be high users of health-care ser-

vices and have an estimated 30–50% higher rate 

of emergency department (ED) use than other 

women.  4   ,   5   Despite this, health-care responses 

are oft en inadequate, with family and intimate 

partner violence not regularly screened for and, 

consequently, oft en undetected. Up to 88% of 

victims of murder or attempted murder may 

present to EDs in the previous 12 months.  6   Th ese 

fi gures highlight the missed opportunities for 

health-care providers to interpose in such cases, 

provide information, referrals and safety plans, 

or improved alert systems and documentation for 

follow-up care. Much of the domestic violence re-

search is focused on women and children because 

they make up the majority of victims. However, 

the same principles apply to male victims. 

 Routine universal screening for domestic 

violence is now recommended by many profes-

sional bodies and organisations, but the execu-

tion of screening, and the particular parts of the 

health system in which it is appropriate, is widely 

contested.  4   ,   7   Although around 80% of victims say 

they would disclose about a history of abuse if 

asked but are unlikely to disclose without being 

asked, only 12–20% report being asked.  8   EDs 

in large regional hospitals are most commonly 

associated with presentations related to domestic 

violence, and are therefore a clinical area com-

monly targeted for screening. However, in light 

of evidence suggesting that pre- and postnatal 

women may be at high risk,  9   there is an argument 

that the net of screening and detection should 

be wider and include maternity services.  7   In ad-

dition, the evidence for an increase in, and close 

association of, drug and alcohol use and mental 

health issues in both victims and perpetrators of 

domestic violence suggests that screening should 

also be undertaken for people presenting to 

mental health clinicians and to drug and alcohol 

departments for treatment.  10   

 In this study, a large tertiary hospital in south-

east Queensland aimed to identify current 

responses and processes used across the hospital 

for managing the care of people who are experi-

encing domestic violence, explore the challenges 

in service provision for such people and identify 

opportunities for care improvement. Th e study 

was developed in response to the Not Now, Not 

Ever — Putting an End to Domestic and Family 

Violence in Queensland, 2014 Taskforce Report.  6   

Following the release of that report, the Hospital 

Board and Executive committed to implement-

ing its recommendations. Th e present study was 

undertaken in May 2016 and provided a baseline 

assessment of current health service responses to 

people experiencing domestic violence and enter-

ing the hospital. It also identifi ed some gaps in 

  WHAT GAP THIS FILLS  

  What is already known:  Domestic violence is a problem with long-

term health consequences for affected people. The true extent 

of the problem is likely to be underestimated because domestic 

violence is often an unseen problem, hidden within the home, 

with most incidences of domestic family and sexual violence 

going unreported. Domestic violence affects approximately 30% 

of women worldwide and, in Australia in 2014–15, almost eight 

women and two men were hospitalised due to domestic violence 

each day, signifying that it cannot be ignored by the health sector. 

  What this study adds:  The results of the domestic violence analysis 

can be implemented in any health-care setting. Hospital manag-

ers in this study identifi ed ways to improve their staff’s ability to 

care for people affected by domestic violence. 
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the delivery of services and highlighted potential 

areas for further development.  

  Methods 

  Design 

 Th e project used semistructured, face-to-face 

or telephone interviews with key informants. 

Th ematic analysis of interviews was used to de-

fi ne the key issues and areas of interest that were 

identifi ed by participants.  

  Setting 

 Sixteen areas across the hospital were considered 

possible entry points for people who may have ex-

perienced domestic violence. Th ese included EDs, 

Maternity Services, pre-admissions and out-patient 

departments, Mental Health Acute Care, Mental 

Health Inpatient Unit, Mental Health Continuing 

Care, Mental Health Homeless Health Outreach 

Team and Alcohol and Drugs Service, and Com-

munity Health — Adult and Child. Other relevant 

specialist services included the Homeless ED 

Liaison team, Sexual Health Service, Indigenous 

Health Liaison Service and the Child Safety Unit.  

  Participants 

 Managers from the 16 key services were invited 

to take part in the study because they would be 

able to recognise the strengths and challenges 

for their staff  and teams when responding to 

and working with people experiencing domestic 

violence.  

  Ethics 

 Ethics approval for the study was granted by the 

Gold Coast University hospital ethics committee 

(Reference HREC/16/QGC/327).  

  Data collection 

 Th e semistructured interviews included the 

following topics: current domestic violence iden-

tifi cation; screening; privacy and confi dentiality; 

staff  training; and referral pathways. Interview 

questions were developed by the researchers 

based on existing literature and aft er repeated 

consultations between members of the research 

team with expertise in the areas of qualitative 

research and domestic violence.  

  Data analysis 

 Two researchers (KG and KB) analysed the data 

using a process of inductive thematic analysis. 

Each interview transcript was read several times 

to develop familiarity with the data. Initial codes 

were generated within the transcripts and record-

ed as individual notes by the researchers. Coding 

across the transcripts was continued until all the 

data extracts were coded.  11   Potential patterns in 

these coded data were examined by exploring any 

similarity or overlaps in the codes and the rel-

evance to the entire dataset. Provisional themes 

were developed and refi ned as the data analysis 

continued over time. As themes and subthemes 

were formed from the data, a thematic map was 

developed to explore and refi ne the connections 

between the developing candidate themes.  11     

  Results 

 All 16 managers invited to contribute to the study 

agreed to participate in an interview. Analysis of 

the data identifi ed several strengths in hospital 

responses to domestic violence. Barriers to iden-

tifi cation of domestic violence incidents were also 

identifi ed in the processes and system responses 

of the hospital. Th ese are discussed below. 

 Th e following main themes emerged from the data: 

limited opportunity for staff  training, appoint-

ment of a specialist domestic violence coordinator, 

standardised referral pathways, improved com-

munication processes, safety concerns for both 

patients and staff  and multicultural support for In-

digenous and culturally and linguistically diverse 

(CALD) victims of domestic violence. 

  Limited opportunity for staff training 
in domestic and family violence 

 Most clinicians who participated in the study 

disclosed that although they worked in key 

areas of the hospital for patient presentations 

related to domestic violence, they had not had 

any relevant training. Th ey felt unable to off er 

support or provide informed and evidence-based 

information to patients experiencing domestic 
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violence who accessed the hospital for health 

services. In some of these parts of the hospital, 

due to a lack of training and education, some 

staff  members failed to respond eff ectively when 

domestic violence was disclosed. Some frontline 

team members who may have received a limited 

amount of training openly acknowledged that 

they may not be providing evidence-based and 

practice and assistance to victims due to a lack 

of confi dence and training. At the time of the 

study, only three clinical areas across the health 

service had access to regular domestic violence 

training: Maternity Services, the ED and Child 

Protection Services. With the exception of the 

Maternity Services within Women, Newborn and 

Children’s Services, domestic violence training 

tended to be ad hoc, primarily due to time pres-

sures and availability of clinical staff  to attend 

training and education.  

  Specialist domestic violence coordinator 

 All respondents expressed the necessity for 

an established domestic violence specialist 

coordinator for consultation, liaison and guid-

ance, stating that they would use this service 

if it were available. They also believed it was a 

necessary resource to provide safe and effec-

tive support to women, families and staff in 

complex situations. Four of the 16 participants 

identified Social Work (ED and Community 

Health) as the designated ‘go to’ domestic 

violence specialists. Maternity Services also 

liaise closely with the maternity social work 

team and have a designated domestic violence 

midwifery champion that midwives can 

approach for support and advice. The 

Homeless Health Outreach Team currently 

have two designated domestic violence special-

ists. The Sexual Health Service uses the sexual 

assault community service as their specialist 

resource. However, this still left a resource 

gap with at least nine clinical areas across the 

hospital and health services with no access to 

direct support when a person presents 

disclosing a history of domestic violence 

or requesting help and support. There was 

an imbalance in resources of the different 

departments. Although this may be somewhat 

warranted, practitioners from all departments 

encountered patients experiencing domestic 

violence, yet many feel poorly equipped to 

provide adequate care and support.  

  Need for standardised domestic 
violence systems and processes 

 Respondents expressed the need for workplace 

instructions, clinical guidelines and referral 

pathways. Th e only referral pathways identi-

fi ed were the ED Social Work domestic violence 

pathway and Women’s and Newborn Services 

domestic violence clinical guideline. A lack 

of access to workplace guidelines can lead to an 

increased risk of unsafe practices. At the time 

of the study there was no standardised clinical 

handover or referral system to identify domestic 

violence across the service. In addition, aside 

from the Maternity Services, currently there are 

no standardised recording mechanisms for the 

statistics of domestic and family violence across 

the rest of the services.  

  Communication and patient 
information systems 

 Because there are several documentation systems 

currently in use in diff erent clinical areas across 

the hospital service, this presents a barrier to 

eff ective communication. Currently, there is no 

standardised patient documentation record-

ing system across the hospital, which can lead 

to fragmented care, which, in turn, can result 

in increased risk for domestic violence victims. 

Robust and safe documentation is important be-

cause the health service may be the only service 

that people may access where they feel able and 

safe to disclose domestic violence.  

  Patient and staff safety 

 Sharing patient information across services is 

challenging because there is currently no way to 

automatically ensure that patient details recorded 

on one system transfer safely to another. Th is 

allows for human error and omission, placing 

victims of domestic violence at further risk, 

especially if a perpetrator calls the hospital look-

ing for them. Despite attempts to make patient 

details anonymous on electronic systems, staff  

perpetrators who have access to electronic medi-

cal records or other databases may access patient 
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records and see confi dential information. Th ere 

are also no secure in-patient areas that can pro-

vide safe spaces for people experiencing domestic 

violence, away from perpetrators. Some areas do 

not have access to security staff  or emergency 

response alarms, placing both staff  and patients 

at risk.  

  Domestic and family violence resources 

 Most areas across the hospital do not display or 

provide domestic violence brochures or informa-

tion, and many staff  are unaware of how to access 

domestic violence resources, or know which re-

sources are available. It is important for all areas 

to openly display information, because this shows 

that the services recognise that domestic violence 

exists and that they do not tolerate such behav-

iour. Every service within the hospital is respon-

sible for becoming domestic violence aware and 

all staff  should have, as a minimum, education to 

identify and refer people experiencing domestic 

violence to community services. Lack of avail-

able of resources minimises the opportunity for 

education and awareness raising for people who 

visit the hospital and are living in or surviving a 

violent relationship.  

  Multicultural support for Indigenous and 
CALD victims of domestic violence 

 People from vulnerable populations who experi-

ence domestic violence frequently use hospital 

services. Indigenous women are 35-fold more 

likely to be hospitalised due to domestic violence 

than other Australian women,  1   yet currently 

there are no Indigenous interpreters employed in 

the study’s hospital service. Th e current practice 

is for Community Elders or friends to translate 

for Indigenous women.   

  Discussion 

 We found from this study that the hospital 

already has some established foundations and 

processes to build upon, including a commit-

ment from the hospital board and executive to 

prioritise domestic violence as a health response. 

Another strength of the service response was that 

the ED of the hospital already has a trained and 

experienced senior social worker who knows how 

to manage the care of people experiencing do-

mestic violence. Th e hospital’s Maternity Services 

also have a policy of routine antenatal inquiry 

about domestic violence for all pregnant women, 

and the Homeless Health Outreach Team has do-

mestic violence-trained staff  based within their 

service. Th e hospital is also part of an established 

network of government and non-government 

agencies that provide a coordinated response to 

domestic violence, with several members of the 

hospital staff  holding key positions on several lo-

cal and state domestic violence committees. 

 Th ere were also many identifi ed barriers to an 

eff ective response to domestic violence, most no-

tably the lack of suffi  cient training and education 

for staff , as well as limited available resources. 

Previous studies indicate that a domestic violence 

specialist can provide valuable ongoing train-

ing and support to staff . A specialist adviser can 

also give staff  the confi dence to discuss domestic 

violence with patients, where no discussion may 

have previously occurred.  12   

 A prior longitudinal study found that the in-

troduction of standardised domestic violence 

instruments improves data collection and docu-

mentation by staff , obtaining valuable data that 

may be otherwise unrecorded due to staff ’s lack 

of knowledge or confi dence.  13   Implementation 

of standard documentation was more eff ective 

than training when it came to history taking and 

identifying risk of harm. When domestic violence 

is not identifi ed or notifi ed to other relevant staff  

across the health service, it can result in lack of 

continuity of care and potentially increase the risk 

for aff ected patients. Lapses in continuity of care 

mean patients may have to retell their stories many 

times to diff erent people, causing unnecessary 

distress. Similarly, failure to collect relevant and 

accurate statistics may lead to underestimation of 

both the magnitude and eff ect of dealing with the 

consequences of domestic violence. Th is will lead 

to under-resourcing and an inability to provide 

adequate services to domestic violence victims. 

 Although a consistent protocol for screening and 

responding to domestic violence has been en-

dorsed by several studies, it is also recognised that 

not all departments or patients can be approached 

or cared for in a uniform manner.  14   It is evident 
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that more clearly defi ned guidelines need to be 

created and made more readily available to staff . 

 For Aboriginal and Torres Strait Islander women, 

the incidence of violence is disproportionately high 

compared with the same types of violence within 

the Australian community as a whole.  15   Intergen-

erational trauma, dispossession and colonisation 

play an important role in the experience and 

perpetration of violence, expressed in continued 

distrust of non-Aboriginal people, fear of retalia-

tion or alienation from kinship community, lack 

of accurate information and awareness of services, 

lack of local service with capacity to assist and lack 

of culturally competent service providers.  16   Women 

from CALD populations, and whose fi rst language 

is not English, are also at an increased risk of not 

receiving appropriate or culturally acceptable sup-

port for domestic violence. 

  Limitations 

 Th is study is the fi rst in a series of research 

projects designed to identify the current hospital 

position of domestic violence identifi cation and 

response, barriers and enablers, and necessary 

amendments and updates to existing policy and 

practice. Th e present study was of limited scope, 

interviewing only staff  members, primarily of 

managerial ranking, within key hot spots of the 

hospital where it was considered that victims and 

survivors of domestic violence may likely be seen. 

Further research will be conducted with front-

line staff , external organisations working closely 

with staff  to provide services for people aff ected 

by domestic violence and women who have been 

directly aff ected by domestic violence and able 

to discuss their experiences and requirements of 

health-care services.   

  Conclusion 

 Results from the study demonstrate that, apart 

from Maternity Services, who routinely carry 

out routine antenatal enquiry for all pregnant 

women, no one discipline or profession is more 

likely to identify domestic violence. All clini-

cians in the key areas require training and sup-

port in identifying and responding to domestic 

violence. Although some services would explore 

domestic violence further once identifi ed, at 

the time of the study no service was using a risk 

assessment tool. 

 Th e overall rates of family violence in Australia 

continue to be high and, as a result, many victims 

of domestic violence require hospitalisation 

for various forms for treatment. Th is can range 

from treatment for physical injuries to engaging 

with mental health services or drug and alcohol 

services. Health services have an important role to 

play in identifying and responding to domestic vi-

olence, but this requires health services to develop 

processes to support staff  in responding eff ectively 

and safely, and to include workforce development 

and capacity-building policy development and 

implementation, and the development of evidence-

based guidelines and policies.  
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