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Domestic violence is the leading contributor to death, dis-
ability and illness in women aged 15–441 years and results
in health costs of $314 million annually in Australia.2

Routine screening is a low cost measure that is aimed at
the identification and early intervention of domestic vio-
lence. It has been introduced for women entering antena-
tal, early childhood, mental health and drug and alcohol
services operated by NSW Health. This paper describes
the background and key features of this program, current
patterns in disclosures and a recently commenced study on
the impact of screening.

Research and policy in support of routine screening for
domestic violence by health services emerged in the
1990s. This work was led by the USA. The American
Medical Association guidelines on partner violence issued
in 1992 stated:
‘domestic violence and its medical and psychiatric seque-
lae are sufficiently prevalent to justify routine screening of
all women patients in emergency, paediatric, pre natal and
mental health settings’.3

The NSW Health routine screening for domestic
violence program
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The introduction of screening, which comprises universal,
systematic questioning of all female patients in selected
services, was seen as an appropriate means to enable
health services to identify and respond to patients who are
experiencing violence.

The NSW Department of Health drew on this literature
when it began to develop a statewide domestic violence
policy in 1998. Issues identified were the serious health
effects of domestic violence and the high use of health
services by victims coupled with low identification of the
problem by health services.4 Low identification can lead
to missed opportunities to refer victims to appropriate
services as well as inappropriate health care responses.

The development of the NSW Health initiative
Following positive staff and stakeholder feedback, the
Department piloted screening for domestic abuse by part-
ners in 2000. The pilot took place in one rural and one
metropolitan Area Health Service. Review of case files
established that screening increased identification of vio-
lence. For example, in one of the two Area Health Services
where the pilot occurred, a file review of presentations in
the participating services revealed that domestic violence
was identified in 2% of cases in a one-month period, com-
pared with 13% during the pilot period.5 In addition, of
586 women who completed post-screening surveys, 97%
supported the program.5

In 2001, after further development of tools, all Area Health
Services were offered training by the NSW Education
Centre Against Violence to implement the screening
program. In 2003, the NSW Health document Policy and
procedures for identifying and responding to domestic vio-
lence, directed all public antenatal, early childhood health,
drug and alcohol and mental health services to introduce
screening.6 The focus on female patients and on partner
abuse, as opposed to all forms of family violence, high-
lights the populations most at risk of serious violence. So
too does the selection of these programs, which are those
with patient populations among whom prevalence of
abuse is either high, the onset of abuse is likely or risk is
elevated.

The screening questions are included in the assessment
process and built into existing tools such as the Mental
Health Outcomes Assessment Tool (MH-OAT). Prior to
asking the questions health workers inform patients that
all women are asked the same questions, the rationale for
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the questions (violence is widespread and affects women’s
health), that they may choose not to answer and that con-
fidentiality may be limited if serious risk of harm is dis-
closed.6

The questions asked are:
Q1: Within the last year have you been hit, slapped or hurt
in other ways by your partner or ex-partner?
and
Q2: Are you frightened of your partner or ex-partner?

If a woman answers ‘yes’ to either question, follow up
questions are asked to determine whether she wants help
and whether she is in immediate danger. Screening only
occurs if the woman is alone, and is done on subsequent
visits if it can’t be performed at first presentation.6

Dilemmas in introducing routine questioning
Asking women about their experiences of violence where
this is not the reason for their presentation creates several
ethical issues. These include:
• Should women be warned about reporting requirements

that will affect the confidentiality of a disclosure?
• Is it fair to ask women these questions if the health

system does not have domestic violence services to
respond?

• How can workers assist women who are being abused
but who may be too fearful to disclose?

• How can women’s safety be protected in this process?

Some strategies for addressing these are:
• the preamble which warns women about limited

confidentiality,
• the offer of an information card which contains a

24-hour telephone number and key messages, to all
women regardless of their response and 

• a policy of screening women alone.

The information card is wallet-sized and discrete. It is
intended that by giving the card to all women, primary
prevention may also occur.

The design and introduction of the initiative was under-

taken in close collaboration with service providers. The
provision of staff training, scripted questions, an imple-
mentation protocol and the use of short and concrete ques-
tions are features designed to facilitate and sustain
implementation. The literature supports the importance of
these factors in implementing screening. The absence of
training,7 written questionnaires,8–10 staff time,7 policies
and institutional support11 and monitoring12 have all been
identified as impediments to maintaining screening for
domestic violence.

Monitoring the program
The NSW Health program is currently monitored by an
annual one-month snapshot in which all screening sites
copy the screening forms, which are retained in the file,
and record the numbers screened. These data are collated
and analysed by the Primary Health and Community
Partnerships Branch in the Department of Health. The
decision not to collect continuous data was made to both
minimise staff workload, and to retain an emphasis on the
strategy as a clinical rather than a data gathering exercise.

In the month for which the most recent data are available
(November 2005), a total of 10090 women were
screened.13 This is an increase of almost 25% from the pre-
vious year,14 and more than double the number screened in
2003.15 If this figure is consistent for all months, then
approximately 120000 women presenting to NSW Health
Services are asked the questions annually.

Antenatal services are the largest service of those partici-
pating in the program, comprising 38% of the total women
screened, followed by early childhood, mental health and
alcohol and other drug services.13 In addition to the serv-
ices that were directed by the policy to introduce the ques-
tions, several other programs in some Area Health
Services have elected to adopt them. These include child
health, women’s health and sexual health services.

The disclosure rate for domestic violence, defined as a
positive answer to either or both of the screening ques-
tions, is 7.3%. This figure has remained relatively constant
throughout the expansion of the initiative and correlates
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Table 1. NSW Health routine screening for domestic violence program – preliminary results for November 2005

Number of Number % screened Number who % who answered 
eligible women screened answered ‘yes’ to ‘yes’ to Q1 
who presented Q1 and/or 2 and/or 2

Antenatal 4679 3881 83 216 5.6

AOD 906 754 83 238 31.6

ECH 5744 3188 56 73 2.3

Mental health 1577 898 57 119 13.3

Women’s health 451 361 80 20 5.5

Additional programs 2933 1008 34 70 6.9

Total 16290 10090 62 736 7.3
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with the most recent Australian findings that 8% of
women have experienced physical abuse within the past
year.16 There are, however, significant differences between
the different programs, as shown in Table 1.These differ-
ences are consistent with the literature describing domes-
tic violence in these populations.

The most common reason for not screening in NSW
Health settings in 2005 was the presence of a partner or
other person (60%). Less than 1% of women declined to
answer the questions.13

Current debates in relation to the strategy
The challenge of maintaining a high screening rate is one
of several issues being debated in the literature. Another is
whether there is sufficient evidence to justify universal
screening. Three systematic reviews question the suffi-
ciency of the evidence to warrant universal screening for
domestic violence.17–19 Because of these findings, several
commentators have proposed that case finding, or asking
only where there is a high index of suspicion, is preferred
to universal screening.20,21 It is not clear, however, how the
evidence supports this alternative approach. There is
agreement that the term ‘screening’ is problematic
because systematic questioning about violence is not a
highly sensitive tool and the problem it identifies, domes-
tic violence, does not have an agreed effective treatment.
It is generally considered by proponents of evidence-based
medicine that meeting these two tests is necessary before
a new screening test is introduced.22,23 However, some
argue that screening is more than a test, acting as a form of
intervention,24,25 and enables diagnosis and ongoing clini-
cal care of patients.25, 26

There also appears to be agreement that further evidence
is needed to answer the questions: Does screening reduce
abuse? Does it cause harm? What outcomes can be
expected?

Impact study
Under a partnership between the University of New South
Wales School of Public Health and Community Medicine
and the NSW Department of Health, a mixed methods
study is being undertaken that follows up women six
months after they are screened. The aim is to determine
women’s perceptions of the impact of screening on the
level of abuse being experienced, actions taken as a result
of the screening and changes in attitudes towards abuse
and health services. The research will also consider
whether the screening has any adverse effects. It is
intended that as a result of this study greater understand-
ing of the impact of the NSW Health program will be
gained. In addition, it should contribute to the evidence on
intervening safely in the health system to interrupt domes-
tic violence.
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