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Objective: Family violence causes brain injury and trauma for many victim survivors.
Neuropsychologists play a central role in helping with these issues. We aimed to evaluate
rates of family violence training, knowledge and clinical skills in Australian neuropsychologists.
Method: An online, brief, self-report survey of psychologists practicing clinically in the area of
neuropsychology Australia wide. The survey assessed prior training, knowledge and confi-
dence together with awareness of specific family violence clinical skills, and barriers to
competent practice.

Results: Responses were received from every state and territory and represented more than
10% of the total registered endorsed clinical neuropsychology workforce (N = 92). Over 90% of
respondents had undertaken family violence training, however 57% reported having little or no
knowledge and 67% little or no confidence working clinically in the area. Knowledge of specific
family violence skills was reduced, with only 20% indicating that they knew how to respond,
when clients disclosed experiencing family violence.

Conclusions: Further work is needed to improve the ability of the Australian neuropsychology
workforce to respond to this important health issue. Response of neuropsychologists may be
sub-optimal, particularly in regard to the provision of psychological support following disclo-
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sures a central tenant of World Health Organization guidelines.

What is already known about this topic:

(1) Family violence is a significant public health issue in Australia.

(2) Family violence can cause both brain injuries and psychological trauma and attenuated
cognitive functioning has been associated with both of these conditions.

(3) Clinical neuropsychologists commonly work with clients who experience cognitive

attenuation.
What this paper adds:

(1) This paper is the first, to our knowledge, to survey training, knowledge, confidence levels
and specific family violence clinical skills in Australian neuropsychologists.
(2) Over 10% of the endorsed clinical neuropsychology Australian workforce participated in

this self-report online survey.

(3) Results indicated that most had received some family violence training, however, self-rated
knowledge, confidence and awareness of specific family violence skills were relatively low
and further training and professional development in this area is required.

Family violence is a significant public health problem,
particularly in Australia. As defined by the Victorian
Family Violence Protection Act (2008) family violence
includes physical, sexual, emotional, psychological or
economically abusive behaviour towards a family
member. It also includes behaviour that is threatening,
coercive, or in any other way controls or dominates
a family member that causes them to feel fear for their
safety and well-being (Family Violence Protection Act,

Caroline A. Fisher @ caroline.fisher2@mh.org.au

2008, 2008). Family violence occurs across the lifespan
and can be perpetrated against a person of any gender
or sexual orientation, but is most commonly directed
at women and children (Crime Statistics Victoria, 2017;
Office for National +Statistics, 2017). In Australia, one-
quarter of women have experienced physical or sexual
violence perpetrated by an intimate partner, with the
same proportion also experiencing emotional abuse
(Australian Bureau of Statistics, 2012; Cox, 2016). One
in four children in Australia has been exposed to family

© 2021 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group.
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License (http://creativecommons.org/licenses/by-
nc-nd/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited, and is not altered, transformed, or

built upon in any way.


http://orcid.org/0000-0002-4570-8526
https://www.psychology.org.au/
http://www.tandfonline.com
https://crossmark.crossref.org/dialog/?doi=10.1080/00050067.2021.1890978&domain=pdf&date_stamp=2021-04-01

16 (&) C A FISHERETAL.

violence, with more than half of the women who
experience violence having children in their care
(Campo, 2015; Cox, 2016; Office for National Statistics,
2017). The health and economic costs of family vio-
lence are very high. Family violence contributes more
strongly to death, disability and illness in women in the
15 to 44-year-old age group than any other preventa-
ble risk factor (VicHealth, 2004). The total combined
health, administration and social welfare costs of vio-
lence against women have been estimated to be 21.7
USD billion a year (PricewaterhouseCoopers, 2015).

The World Health Organisation (WHO) has estab-
lished clinical and policy guidelines for responding to
family violence (World Health Organization [WHO],
2013, 2014). From an Australian context, the Multi-
Agency Risk Assessment and Management Framework
(MARAM) further outlines minimum clinical competen-
cies to establish a system-wide shared understanding
of family violence (Victorian Government, 2020).
Accordingly, best practice recommendations indicate
that clinicians should be aware of clinical indicators of
family violence and inquire about violence when asses-
sing clinical conditions associated with violence (includ-
ing but not limited to trauma-related injury, alcohol and
other substance abuse). Moreover, health care workers
should, as a minimum, offer first-line support for any
woman disclosing violence through sensitive inquiry. In
this regard, the WHO propose a multidimensional
approach to management, using the acronym LIVES
which advises that clinicians: Listen to and believe vic-
tim survivors, Inquire about their needs and concerns,
Validate their experience, Enhance safety, and offer
ongoing Support (WHO, 2014). Guidelines further high-
light the role of clinician training, competence and
confidence in managing family violence (Victorian
Government, 2020; WHO, 2013), with clear implications
for the likelihood of ongoing engagement and disclo-
sure in victim-survivors (Trevillion et al., 2012).

There is a link between family violence and brain
injury, although the accuracy and generalisability of
incidence and prevalence statistics have been difficult
to elucidate (Ayton et al., 2021). Australian data indicate
that in women hospitalised due to partner or spousal
assault, two-thirds experienced head and neck injuries,
with 7% resulting in brain injuries (Australian Institute of
Health and Welfare, 2019). For women hospitalised as
a result of assault-related brain injury in 2016-17, the
perpetrator of the assault was their spouse or domestic
partner in 47% of cases (compared to 2% of cases for
men) (Australian Institute of Health and Welfare, 2019).
A Victorian hospital data audit of family violence-related
injuries, between 2006 and 2016, indicated that family
violence was a common cause of brain injury (Gabbe

et al, 2018). Of the family violence victim survivors
attending Victorian hospitals during the 10-year audit
period, 40% (6,409 out of 16,296) had sustained a brain
injury, including 25% of child victim survivors (1,252 out
of 5,007). Brain injury accounted for 82% of the family
violence-related deaths. A bidirectional relationship
between brain injury and family violence has recently
been established by Pritchard and colleagues (Pritchard
etal., 2019). According to this model (termed the “nexus
model”) the presence of family violence makes the like-
lihood of brain injury more common, and vice-versa. The
model also highlighted cultural, psychological (mental
health, posttraumatic stress, alcohol and drug use), bio-
logical and relationship factors, exposure and life stres-
sors that increased the likelihood of both family violence
and brain injury. This model serves to not only to high-
light the shared relationship between brain injury and
family violence but also provides a useful framework to
evaluate their co-occurrence.

Family violence can result in brain injuries and brain
injuries can cause cognitive impairment (Draper &
Ponsford, 2008; Kinnunen et al., 2010). Furthermore,
family violence causes psychological trauma which
can also attenuate cognition (Brandes et al., 2002;
Twamley et al., 2009). Thus, it is easy to see why family
violence is a health epidemic with implications for
neuropsychological practice. Given the high preva-
lence of family violence in the Australian population,
and the proportion of their clients with brain injuries, it
is likely that clinical neuropsychologists will regularly
encounter clients who either have, or are, experiencing
or perpetrating family violence. As such, the cognitive
impact of family violence, as a result of both acquired
brain injuries and high levels of psychological trauma,
is an important clinical consideration, as is the capacity
of neuropsychologists to respond appropriately and
provide support to clients who disclose experiencing
or perpetrating violence. Despite this clearly deli-
neated need, the level of skill, confidence and training
in family violence among Australian practicing neurop-
sychologists is unknown. The current national survey
sought to answer this question by cross-sectionally
examining clinician confidence, skills, training and bar-
riers in the assessment and management of family
violence.

Ethics approval was obtained for this study from
Melbourne Health Human Research Ethics Committee
(HREC/17/MH/283). Participants were sought for the
survey who were Australian Health Practitioner
Regulation Agency (AHPRA) registered psychologists



working in a clinical neuropsychology, patient-facing

role. This included:
1) psychologists with clinical neuropsychology
endorsement

2) psychologists with a degree in clinical neuropsy-
chology who were undertaking registrar training
for clinical neuropsychology endorsement

3) psychologists with a degree in clinical neurop-
sychology who were working clinically in
a neuropsychological capacity, yet to under-
take registrar training for endorsement

Participants for the Survey were sought via the
NPinOz Google Group. This is an email list server for
people interested in clinical neuropsychology in
Australia. It is privately administered with 1113 mem-
bers (as of 17.12.2019), although membership is open
to all via application on the Google Groups platform.

The survey instrument was a short, targeted online
survey collecting demographic and professional role
information, in addition to knowledge, confidence and
practices working clinically in the area of family vio-
lence. These areas were chosen to reflect best practice
guidelines as outlined by the WHO (2014) and MARAM
framework (Victorian Government, 2020). This survey
has previously been used in two settings, a large
metropolitan tertiary teaching hospital (534 clinician
respondents) and a child and family health service (35
staff respondents) (Fisher, Rudkin, et al., 2020; Withiel
et al., 2020; Withiel, Gill, & Fisher, in press). This mea-
surement tool demonstrated high internal reliability in
this study (Cronbach’s alpha = .805), with comprehen-
sive psychometric evaluation to follow by this research
team in the near future. The survey content is included
throughout the results section, below.

The survey link was emailed to the NPinOz member-
ship list, with information explaining the study, includ-
ing the voluntary nature of participation and
anonymous nature of the responses. Information was
also provided about both state specific and national
services participants could contact if they were dis-
tressed as a result of participation. The data were col-
lected over 6 weeks (October—-November 2019), and
two reminder emails were sent to the list over this time.

Descriptive statistics were calculated for all nominal
and Likert type response questions. Free text
responses were analysed using qualitative content
analysis (Graneheim & Lundman, 2004), with cate-
gories developed inductively. For each free text ques-
tion, all answers were extracted and compiled into one
text. The text was initially read for familiarity with the
content and meaning units (words/phrases) were
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identified. Through reading the text, categories were
developed to label meaning units, then themes were
identified to describe the underlying content of the
categories for each question. The categories and
themes for each question were discussed and agreed
upon by two researchers to enhance the reliability of
the analyses. The utilised categories were those
derived from groups of content that shared
a commonality, including the manifest content of the
text expressed to a descriptive level of the content.
Themes, which could occur across categories, repre-
sented an underlying thread of meaning, encompass-
ing the latent context of the text (Graneheim &
Lundman, 2004).

Responses were received from a total of 92 eligible and
consenting psychologists practicing clinically in the
area of neuropsychology. Specifically, this included 74
Endorsed Clinical Neuropsychologists (80.43%), 16
Clinical Neuropsychology Registrars (17.93%) and two
Generally Registered Psychologists working clinically in
a neuropsychological capacity (2.17%). The response
rate is unclear, as not all members of the NPinOz
Google Group are practising Australian neuropsychol-
ogists. However, the response rate represents 10.54%
of all Endorsed Clinical Neuropsychologists in Australia
(N = 702) at the time the survey was administered
(Psychology Board of Australia, 2019).

Responses were received from every state and ter-
ritory in Australia. Table 1 shows the responses by
state, relative to the national state-by-state proportion
of the endorsed clinical neuropsychology workforce.
The highest proportion of respondents came from
Victoria, and the lowest from the Northern Territory.
Queensland was moderately underrepresented in the
survey, relative to workforce size, and New South

Survey responses by state.

National Respondents  Respondents

State Endorsed NP % % (N=92)
Victoria 45.73 51.09 47
New South Wales 25.07 19.57 18
Queensland 15.67 3.26 3
Western Australia 5.13 435 4
South Australia 3.84 13.04 12
Australian Capital 1.42 435 4

Territories
Tasmania 0.85 3.26 3
Northern Territory 0.57 1.09 1
No place of primary 1.71 - -

practice

NP: Neuropsychologists
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Wales mildly underrepresented, while South Australia
was moderately overrepresented, and Victoria mildly
overrepresented. The response rates of all of the
remaining states roughly paralleled their national pro-
portional percentage.

Demographically the sample comprised of 90.22%
female and 9.78% male respondents, with no respon-
dents endorsing a non-binary/gender fluid or differ-
ent gender identity. The majority of the sample
(63.04%) had completed their neuropsychology train-
ing in Victoria and nearly quarter in New South Wales
(22.85%) with small proportions in other states or
countries (ACT = 1.09%; QLD = 1.09%; SA = 3.26%;
WA = 6.52%; Other or Overseas = 2.17%). A clinical
doctorate was the most common highest qualifica-
tion in clinical neuropsychology (45.65%), followed
by a master’s degree (38.04%), clinical PhD (11.96%)
and masters combined (4.35%). Just over half of the
sample had 10 years or more experience in the pro-
fession (51.09%), a further 16.30% had six to 10 years,
29.35% one to 5 years and 3.26% and less than 1 year.

Respondents were asked to nominate the client
groups they work with, and were able to nominate
more than one area. A wide range of clinical areas
were endorsed (see Table 2). The most common clin-
ical area was traumatic brain injury, followed by reha-
bilitation and neurology. In the “Other” category
(9.78%) medico-legal, forensic mental health, general
adult private practice, drug and alcohol and adult
Down Syndrome services were nominated.

The far majority of respondents indicated that they
had received some family violence training (91.31%
n = 84), with 58.70% having received training in the
last two years. The most frequent type of training was
self-taught, followed by in-service sessions at the
respondents’ hospital or clinic (see Table 3). While

Respondents’ areas of clinical practice.

Patient Group % Patient group %
Traumatic Brain Injury 58.70 General Medical 23.91
Outpatients
Rehabilitation 46.74 Learning Disorders 23.91
Neurology 44.57 ASD/ADHD 23.91
Geriatrics 38.04 Paediatrics 18.48
Adult Mental Health 38.04 Epilepsy 15.22
Aged Mental Health 26.09 Child/Youth Mental Health  11.96
General Medical 26.09 Other 9.78
Inpatients

ASD: Autism Spectrum Disorder, ADHD: Attention Deficit Hyperactivity
Disorder

Percentage of respondents’ hours of family violence
training by location/provider.
1-3 4-6 7-9 10- 16

Training type None hrs  hrs hrs 15hrs +hrs
Self-taught 40.22 4130 652 326 435 435
In-service session/s at 4239 38.04 13.04 326 217 1.09

hospital/clinic
In-service session/s at 9130 652 1.09 0.00 1.09 0.00

another health location

One-off workshop, 7935 1413 543 1.09 0.00 0.00
external training

External short course 9783 1.09 0.0 0.00 0.00 1.09

During your professional  76.09 19.57 1.09 217 1.09 0.00
training

Other 8587 652 217 109 1.09 3.26.

“self-taught” was not further defined in the survey,
leaving this to the interpretation of the respondents,
it was anticipated by the researchers that this would
encompass ad-hoc, self-guided and unstructured
learning that an individual may undertake. More
than three-quarters of respondents reported that
they did not receive any family violence education
as part of their professional training. Respondents’
hours of training were summed (taking the medium
number in each training bracket, e.g., 2 hours for the
1-3 hours bracket, other than 16+ responses, which
were taken as 16 hours), to provide some idea of
overall training exposure. Respondents’ training
hours ranged from 0 to 42.5 hours, with the mean
number of training hours 7.84 hours (SD = 8.82).

More than half of the respondents rated themselves
as having little or no knowledge of working clinically in
the area of family violence (see Table 4). More than
two-thirds rated themselves as having little or no con-
fidence working in the area. One in six respondents
indicated that they often or always screened clients for
family violence, although 45% indicated that they
never or rarely screened clients. Ninety-three percent
of respondents indicated that they work with clients
who have disclosed family violence experiences at
least some of the time.

Respondents were asked to provide information about
their knowledge of specific family violence clinical
skills. To the question, Do you believe you know how
to appropriately ask patients/clients about family vio-
lence?, just under one-quarter of the sample responded
Yes (22.83%), half of the sample responded Somewhat
(50.00%) and the remainder responded No (27.17%).
Those responding Yes or Somewhat were asked to
provide details about the process of asking the clients,
and 49 responses were received. Five categories were
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Respondents self-ratings of knowledge, confidence and experience in family violence.

Question
No
How would you rate your knowledge of working Knowledge
clinically in the area of FV? 10.87
How confident are you working clinically in the area of FV?  Not at all
confident
28.26
How often do you screen patients/ Never
clients for their experiences of FV? 11.96
How often do you work with patients/clients who have Never
disclosed FV, to your knowledge?
6.52

FV: Family Violence

developed for the text data responses that were
encompassed by two broader themes.

The first theme was How. This related to how the
question was asked including the decision-making of
the clinician regarding professional judgement about
asking the question (n = 11) and specific processes that
the clinician followed when asking (n = 43). Examples
include:

It depends on the client and the context. | would routi-
nely ask in the context of gathering information regard-
ing relationship status, also when getting family
history ...

Sensitively inquire, ensure question is asked in an appro-
priate area away from perpetrator ...

Checking in with family members about violence toward
family in context of assessment of behaviours of
concern ...

Within NSW Health there is a standard DV screening tool
we use.

The second theme was What. Responses consistent
with this theme related to specifically what was asked
of clients during an enquiry. This included framing the
question in relation to safety, or asking about safety
directly (n = 33), using a patient-initiated strategy,
where the clinician builds on information the client
has already provided to ask further questions or asking

Respondent Ratings by Percentage of Sample

Moderate Strong Very
Little Knowledge ~ Knowledge  Knowledge Knowledgeable
46.74 35.87 5.43 1.09
A little amount ~ Moderately Confident  Very Confident
confident confident
39.13 27.17 435 1.09
Rarely Sometimes Often Always
32.61 39.13 10.87 5.43
Very Seldom Sometimes Often Most of the Always
time
27.17 51.09 10.87 3.26 1.09

if the client is comfortable to talk/answer questions
about the topic (n = 4), and asking the client if they
are aware of support (n = 3). Text categorised as
Process commonly fit under both themes and
described processes the clinician followed whilst
enquiring. Examples include:

Ask questions about whether they feel safe, whether
there have been times when they were worried about
their safety ...

| preface questions with concern that people may be
harmed in the family and ask direct questions.

... check they are aware of resources or how to seek help
if they feel the need (usually GP as a minimum).

For the question, Do believe you are aware of the key
indicators of family violence that may indicate a patient/
client is at risk?, just one in six respondents endorsed
Yes (16.30%). Half of the respondents endorsed
Somewhat (48.91%), while a third responded No
(34.78%). Further text information was provided by
44 respondents. Four categories were identified in
the responses, encompassed by three themes, see
Figure 1. The first theme was the Person in their
Environment, and included any psychological, social,
economic or cultural factors that may make family
violence more likely for a particular individual

(n = 27). Examples include:

Knowledge
of key indicators

| Person in their
|\ Environment

Behavioural
Signs  /

Neuropsychologists family violence clinical skills.

Asking
Enquiry Skills

Responding
to disclosures

Collaboration

Passing
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... if going through or recently have separated - during
pregnancy or soon post birth of a child.

. non English speaking background with limited
community.

Substance misuse, symptoms of trauma, mental health
issues.

The second theme was Physical Signs. This included
any indications suggestive of physical injury or medical
illness (n = 22). Examples include:

Physical  signs
presentations) ...

(bruising, repeated injuries or

... physical injuries with unusual explanations ...

The third theme was Behaviour. This included client
behaviour that was verbal or non-verbal and directly
observed by staff (n = 24). It also included the observed
dynamic between clients and their family member(s)
(n = 15). Examples include:

... if family member presents and insists on speaking on
other person’s behalf.

... psychological manipulation and violence including
restricting finances, restricted social support, verbal
aggression from family members, threats of suicide
from family members.

To the question, Do you have knowledge of what to do if/
when a patient/client discloses family violence?, one-fifth
of the sample answered Yes (19.57%), one fifth answered
No (19.57%), while the remainder answered Somewhat
(60.87%). Respondents answering Yes or Somewhat were
asked to provide details about what they would do.
A total of 62 responses were received in this section.
Six categories were developed for this response set,
grouping into three main themes, see Figure 1.

The first theme was Collaboration, which included
the response categories of Patient Led and Support.
Responses falling under this theme included those
that described the clinician providing support to the
client and/or providing education about what sup-
ports are available (n = 33), as well as responses that
took the patient’s direction or ideas into account
(n = 21). Examples included:

... offer validation and supportive communication ...

... discuss linking in with hospital/community based
supports with client.

... the response depends on what the patient wants (and
is capable of doing/deciding) ...

The second theme was Passing. This included
responses that involved passing information through
the health service in the form of a referral to, or seeking

assistance from, another discipline or supervisor
(n = 23), the passing of information via referral to an
external service (n = 35), and the passing of informa-
tion via the documentation of the disclosure in the
patient’s file/record (n = 3). Examples included:

Report to supervisor and clinical lead
Refer to Social Work ...
Refer to specialist service

Document in neuropsychology file notes.

The third theme was Risk. This included responses that
described assessing for family violence frequency, type
and severity (n = 27) and those attempting to ascertain
existing/available safety options (n = 23). Examples
included:

Assess history of past abuse. Check if there is family
support and a safe place to stay away from home.

Risk assessment if disclosed harm to others.

The text responses for all questions relating to specific
family violence clinical skills, where constructed into
diagrammatic representation, provided in Figure 1. This
figure summarises the main themes and categories from
the provided responses, and highlights family violence
as a complex and nuanced issue that requires a specific
clinical skill set, for best practice responses (WHO, 2014).

Respondents were also asked to indicate factors that
may act as challenges for them in addressing family
violence, see Table 5. The most commonly endorsed
challenge was the clinician’s perception that clients
will be reluctant to disclose family violence issues
when asked. This was followed by time limitations and
the suspected perpetrator being present. Concerns
about privacy issues in the clinical area, as well as

Challenges addressing family violence endorsed by

respondents.
Barrier %
Patient/client’s reluctance to disclose when asked 48.91
Time limitations when seeing a patient/client 41.30
The patient/client’s partner/child/parent (i.e. suspected 41.30
perpetrator) is present
| don’t know what to do or say 31.52
Concern about offending the patient/client or affecting rapport 29.35
Lack of supporting policies and procedures 21.74
Language barriers 18.48
Another vulnerable person is present (i.e. children) 17.39
Little or no access to supervision that supports safe and 15.22
reflective practice
The topic of FVis uncomfortable 13.04
Privacy issues in the clinical area in which | work 13.04
Other (please specify) 11.96

Concerns about staff safety in asking questions about FV and 7.61
initiating action

FV: Family Violence



concerns about staff safety when asking the question
were the least commonly endorsed barriers from the
provided options in the survey. In the Other category
barriers included lack of knowledge of policies and
procedures, difficulties working safely in this area in
private practice, family violence already being well-
documented, cultural barriers, not wanting to trigger
distress in the client when a neuropsychology assess-
ment needs to be conducted, lack of peer support, and
clinician’s lived experience of family violence resulting in
concerns that working in this area clinically would be
triggering for them.

This study sought to explore clinical confidence, skills,
knowledge and barriers to assessment and manage-
ment among psychologists practicing clinically in the
area of neuropsychology in Australia. The results indi-
cate that self-reported knowledge and confidence
levels working in the area of family violence are rela-
tively low. These results were obtained despite almost
all respondents having received some level of family
violence training and almost 60% having received
training in the last two years. There was a large degree
of variation in the type and duration of family violence
training that had been undertaken, although the
majority of respondents reported that they had not
received family violence teaching as part of their pro-
fessional training course. The majority of respondents
were currently practicing in Victoria and the majority
had also trained in Victoria. This reflects both the dis-
tribution of neuropsychologists nationally, as Victoria
has the highest number of endorsed clinical neuropsy-
chologists registered in Australia, as well as the distri-
bution of accredited post-graduate training courses,
with Victoria hosting three out of the six accredited
clinical neuropsychology training courses currently
operating within the country. Findings indicate that
clinical training in managing client disclosures is gen-
erally not occurring in a formal capacity as
a component of current post-graduate training, and
consequently falls short of World Health Organisation
(WHO) guidelines, which emphasise the need for train-
ing at pre-qualification level in first-line support for
victim survivors (WHO, 2013). Given the clear role of
neuropsychology in family violence, there remains an
important need for integration of appropriate training
into clinical training programs. Moreover, there is an
urgent need for continuing professional development
and peer supervision to help address low levels of
clinician confidence when working in this area.
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Only one in six respondents definitively endorsed
that they were aware of key indicators of family vio-
lence, although a further 50% indicated that they had
some knowledge in this area. Close to 30% of the total
sample reported psychological, social, cultural or eco-
nomic factors that may make family violence more
likely. Close to a quarter listed physical signs that
violence may be present, while behavioural and family
dynamic indicators were also commonly listed. The
vast majority of responses provided regarding key
indicators aligned with what had been identified in
the research as factors that are more likely to be pre-
sent in situations where family violence is occurring
(Australian Institute of Health and Welfare, 2019;
Pritchard et al., 2019). Thus, when clinicians report
knowledge about key indicators they are largely evi-
dence based, if incomplete.

Despite showing a reasonable understanding of
clinical indicators of risk, respondents’ actual clinical
skills to ask about family violence were low. Fewer than
a quarter of respondents responded definitively that
they knew how to ask clients about family violence
experiences, although a further half of the sample
indicated that they had some knowledge about this.
These findings are particularly concerning as research
indicates victim survivors believe that partner abuse
should be raised in an encounter with a healthcare
professional and that enquiry should be repeated, to
allow victim survivors time and space to disclose
(Feder, Hutson, Ramsay, & Taket, 2006). Most of the
clinicians who endorsed having at least some knowl-
edge reported a specific process they followed when
enquiring about family violence, including following
their health service's screening protocols, using the
method of sensitive enquiry, and including enquiry as
part of their routine information gathering/history tak-
ing. This indicates that for a number of clinicians family
violence enquiry is a relatively routine part of their
practice, although may occur only when clinical judge-
ment indicates that it is necessary. When enquiry does
occur, the primary theme of the questions asked by
most clinicians was around safety.

Of concern, less than one-fifth of respondents indi-
cated definitively that they were aware of how to
respond to a disclosure of family violence. Disclosures
of family violence experiences can occur at any point
during a clinical interaction, and not just in situations
where a direct enquiry has been made by the clinician.
The response of the clinician when a disclosure occurs
is known to be a critical factor for determining how
comfortable victim survivors will feel to speak about
their experiences in the future (Trevillion et al., 2012).
Victim survivors have indicated their preferences are
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for responses that are individually tailored, not judge-
mental or directive, and show an appreciation of the
complexity of family violence (Feder, 2006). This is also
supported by the WHO LIVES guidelines, described
above (WHO, 2014). Similarly, avoiding collusion
when disclosures of perpetrating family violence are
received is also important (Hegarty et al, 2008;
Newman & lwi, 2015). Based on the responses pro-
vided from clinicians about what they do when
a disclosure is received, just a third of the total sample
indicated that their response would provide support to
the client, and fewer than a quarter reported that their
response would be client led. A similar proportion of
respondents indicated that they would investigate
either safety or risk in response to a disclosure. Thus,
based on the provided data, current responses to
family violence disclosures by psychologists practicing
clinically in the area of neuropsychology in Australia
may be falling short of both patient expectations and
best-practice guideline recommendations.

The data obtained in this study about barriers to
working effectively in the area of family violence gen-
erally parallel those obtained in a previous study in
large tertiary metropolitan hospital with a multi-
disciplinary cohort (Fisher, Rudkin et al., 2020). The
three most frequently endorsed challenges from the
option list were the same across both studies. The
perception of health professionals that victim survivors
will be reluctant to disclose when asked is interesting
and does not appear to be fully confirmed by the
research. Recent research indicated that a quarter of
health service users had disclosed family violence con-
cerns to staff at the health service, while one-fifth had
wanted to disclose concerns but did not feel comfor-
table to do so (Fisher, Galbraith et al., 2020). Of those
who had not disclosed, three-quarters had not been
screened for family violence at any point during their
time at the health service. Thus, the majority of clients
who had not disclosed family violence concerns, but
had wanted to, had not been asked about family vio-
lence as part of their care. Earlier research also indi-
cates that women provide higher ratings of the
acceptability of family violence screening compared
to clinicians, that victim survivors are more likely to
disclose when directly asked, and that blaming atti-
tudes from others and fear of not being believed by
the clinician are barriers for disclosures (Bacchus et al.,
2003; Feder et al., 2009; Rose et al., 2011). Thus, enqui-
ries about family violence that are conducted by clin-
icians in a sensitive but direct manner, and are
accompanied by a supportive response, are both
desired by victim survivors and often lead to
disclosures.

Another important consideration raised by the
responses to the survey was that clinicians’ own lived
experience of family violence may be a barrier to them
seeking further training, or exposure to working in this
area with clients. Given high prevalence of family vio-
lence in Australia, it is probable that a proportion of
clinicians have experienced family violence personally
(McLindon et al., 2018). Importantly, however, there is
likely to be variation in the way clinician victim survi-
vors approach this issue. Research by McLindon et al.
(2019) indicated that clinician victim survivors report
a greater preparedness to assist patients experiencing
family violence in a manner consistent with ideal clin-
ical care. This lead study authors to suggest that per-
sonal family violence experiences are not necessarily
a barrier to the provision of clinical care to patients. As
such, sensitivity and consideration should be given to
these issues when family violence training is offered,
participation should always be optional, and attendees
should be informed that they are welcome to leave
straining sessions if they become distressed.

There are several limitations of this study, one is the
sample size. The sample size is appropriate for the con-
tinuous data obtained to be generalisable to endorsed
clinical neuropsychologists within Australia, with
alpha = 0.10 and a margin of error = 0.03 (t = 1.65)
(Bartlett et al., 2001). However, a slightly larger sample
size would have been required to allow generalisation
of the of the data to an alpha of 0.05, and approximately
double the sample size would have been required to
allow the nominal data to be considered generalisable
at a p = 0.50, and margin of error = 0.05 (Bartlett et al.,
2001). Every effort was made to ensure that all available
psychologists practicing clinically in the area of neurop-
sychology linked in with the NPinOZ Google Group
were aware of the survey, through reminder emails
and a 6 weeks administration window. The response
volumes to the survey decreased dramatically following
the initial weeks after the survey launch, with only
a small spike in responses received after the second
reminder. Thus, it was considered of limited utility to
extend the survey time. Practicing neuropsychologists
in Australia who were not NPinOZ members may not
have been aware of the survey, and thus, a reasonable
proportion of the workforce may not have had the
opportunity to participate. A second limitation is that
the full statistical properties of the survey tool remain
unknown. While Cronbach’s alpha was derived for the
current sample data, full understanding about the relia-
bility and validity of this measure requires elucidation.
The tool has been used in two previous characterisation
studies (total combined N = 569) (Fisher, Rudkin et al.,
2020; Withiel et al., 2020), and a study evaluating
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model (N = 45) over a 12- to 15-month follow-up period.
However, the latter study, and an analysis of the
psychometric properties of the scale, also being under-
taken, are not yet published. The previous use of the
tool allows for some comparison to other clinician sam-
ples, but the utility of the tool to the broader literature is
yet to be determined. Finally, the nature of the data
collection does not allow for further understanding of
respondent features which may have influenced out-
comes. For instance, it is unclear if any respondents had
dual qualifications or psychology endorsements which
may have influenced their perceptions and skills in
family violence.

The current work does not occur in isolation, and is
a part of broader awareness of the impact of family
violence on health, across Australian healthcare services.
There have been several recent state government-led
initiatives that have investigated in detail the impact of
family violence, and provided recommendations for
improvements to responses within the healthcare
system (Queensland Special Taskforce, 2015; Victorian
Government, 2016). Further, as highlighted in the
data presented above, New South Wales Health has
a standardised family violence assessment tool, result-
ing in a consistent assessment response across the state.
Thus, a number of positive changes in this clinical area in
Australia have been made recently. However, the cur-
rent data highlights a strong need for further training
and focus on this area for psychologists practicing clini-
cally in the area of neuropsychology. A health service or
clinic may be the only service a victim survivor has
contact with and they need to be provided with support
and made aware of community organisations that can
assist them with their family violence-related needs
moving forward. Clients may not desire a referral to
social work, and/or they may not have access to this
service. Thus, neuropsychologists need to be equipped
and adequately trained to support people experiencing
family violence by providing a supportive response to
disclosures, understanding risk assessment and safety
planning, and being aware of available health or com-
munity services to refer clients to. This study provided
the impetus to incorporate family violence training into
clinical training programs to build knowledge and con-
fidence for emerging clinicians. Work of this nature has
recently been commenced, with evaluation imbedded,
by the research team and three university training part-
ners across Australia. Further research is also needed to
better understand the prevalence of family violence
among individuals presenting for neuropsychological
assessment.
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