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Foreword

The New Zealand Government Statement of Policy on Family Violence provides a framework for
a common policy approach by all government agencies working on family violence issues.
Reducing family violence is an important part of Government’s long term strategy to reduce all
forms of violence.

The family violence protocols already developed by the Justice and Welfare sectors (Good Practice
Guidelines and Breaking the Cycle: Interagency protocols for child abuse management) model
the way in which working collaboratively with other agencies can result in a more co-ordinated
response.  Family violence protocols for the health sector will complement these existing protocols.

Health and disability support service providers can make a key contribution to achieving the
Government objective through prevention strategies, improved identification and service responses
to people experiencing family violence.  Providers involved in consultation and the development
of this document, Family Violence: Guidelines for health sector providers to develop practice
protocols, gave a clear message of support for family violence protocols and training as a means of
assisting them to achieve best practice.

The seven principles and accompanying standards that form the core of this document are the
first step towards better practice and a more co-ordinated response by health workers to family
violence.  The next step, developing and implementing protocols and training, presents a challenge
requiring commitment and leadership from all levels of the health and disability support sector.

The Ministry of Health is responsible for disseminating these guidelines and will continue working
with the Health Funding Authority on a process for providers to determine appropriate family
violence training requirements.  Providers have the key responsibility for developing, and using,
practice protocols that are relevant to their local communities and service arrangements.

These guidelines and the protocols derived from them will require review and evaluation and
may change over time.  They are an important first step in ensuring that people affected by family
violence obtain effective, appropriate health and disability support services, including identification,
assessment, treatment and prevention measures.

Karen O Poutasi (Dr)
Director-General of Health
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Background 33

Forms of abuse 34

General principles 37
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Introduction

Family violence is defined in this document in accordance with the New Zealand Government
Statement on Family Violence (DPMC and DSW 1996):

a range of behaviours perpetrated by partners and former partners, family members and
household members, and within other close personal relationships.  Family violence
encompasses:

• physical abuse

• sexual abuse

• psychological abuse, which is defined as including intimidation, harassment, damage
to property, threats of physical, sexual, or psychological abuse, and (in relation to a
child) causing or allowing the child to witness the physical, sexual or psychological

abuse of another person.

In the context of family violence, these actions are invariably committed by a member of the nuclear
or extended family who normally maintains a position of power over the victim.  Family is defined
according to the 1996 Census of Population and Dwellings (Statistics NZ 1996), which includes
four types:

• An economic family is a person who is financially independent or a group of people who usually
reside together and are financially interdependent according to current social norms.

• An extended family is a group of related people who usually live together in the same household
and consists of a family nucleus and one or more related people, or two or more related family
nuclei, with or without other related people.

• A familial relationship is a relationship in which a person is related to another household member
by blood, marriage (registered or de facto) or adoption.

• A family nucleus consists of two or more people, who are members of the same household, and
who comprise either a couple, or at least one parent role/child relationship, or both.

The experience of family violence affects the physical, psychological, mental, cultural and spiritual
wellbeing of the victim and the abuser to varying degrees.  It affects people of all ages from childhood
to old age and occurs in all social contexts.  As well as actual physical injury, the effects of violence
may be manifested by depression, sleeping and eating disorders, and alcohol or drug use or abuse.
These are all conditions which may be related to violence and for which the victim may seek
assistance or treatment from providers in the health and disability sector.  If family violence remains
undiagnosed, then treatment will address only the presenting symptoms and necessary follow-
up, rather than the underlying causes.

Reducing the incidence of family violence and preventing family violence over the long term is a
key government priority that is integrated into the Government’s planning processes at a number
of levels.  As part of the implementation of the New Zealand Crime Prevention Strategy (DPMC
1994) the Ministry of Health, in partnership with the Health Funding Authority (HFA) and in
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consultation with providers, has developed guidelines for health sector family violence practice
protocols.  The purpose of developing protocols is twofold:

• to improve the co-ordination of health and disability support services in responding to family
violence, and

• to achieve a consistent response through collaborative working relationships with government
and non-government agencies working in the area of family violence.

The health and disability sector can make a significant contribution to family violence reduction,
through prevention strategies, improved identification and service response to people who
experience family violence.  The range of health and disability services used by individuals and
the variety of settings in which they are provided, place health and disability support workers in
a unique position to assist victims of abuse (Fanslow 1996).

These Guidelines for providers to develop local practice protocols complement family violence
protocol work already completed by the Justice and Welfare sectors.  The principles from the New
Zealand Government Statement of Policy on Family Violence have been adapted and used as the
basis for the principles and standards forming the core of the health sector family violence
guidelines.  Developing and implementing local family violence protocols is one way for providers
– as individuals, within service groupings or as provider organisations – to enhance service
responses and contribute to a decreased prevalence of family violence and its impact on victims,
their families/whänau and the general community.

Scope of these Guidelines
These Guidelines have been developed in consultation with providers and in partnership with
the Health Funding Authority (HFA).  Their purpose is to help those involved in the delivery of
health and disability support services develop family violence protocols for their own practice
settings.

The Guidelines are designed to be used as a resource handbook by provider organisations such as
hospital and health services, general practitioners and others when determining measures to ensure
best practice in the area of family violence.  Family violence protocols are not to replace existing
protocols, such as Breaking the Cycle: Interagency protocols for child abuse management (CYPFS
1996) which includes specific health provider protocols; they will sit alongside them.

The seven principles and standards that form the core of the document identify the key issues that
providers need to take into account.  The standards provide a base for a consistent health service
response to family violence, yet are flexible enough to apply to a range of service or organisation
groupings, such as maternity services, community and public health services or Independent
Practitioner Associations (IPAs).  Providers will need to involve other agencies working on family
violence issues in their communities to ensure effective co-ordination and practicable protocols.
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For those who want more detailed information, additional resource material about legislation,
intervention models and potential referral agencies is included as appendices.  Specific issues of
concern to Mäori, Pacific peoples and vulnerable groups such as people with disabilities and
migrants, are in the Key Population Groups section.

Implementation
The principles and standards for family violence protocols call for changes in behaviour and
attitudes, with the key focus being at the local service delivery level where practice protocols are
to be developed.  Changing attitudes and altering the behaviour of staff takes time and requires
effective leadership at all levels.  It requires commitment and leadership from the Ministry of
Health, the HFA, providers, professional organisations, the community and advocacy groups.

Leadership is needed at all levels in the sector:

• The Ministry will disseminate the Guidelines and promulgate their use.  This will be done
through liaison between the Ministry’s Chief Advisors, the HFA and providers, to encourage a
commitment to change.

• The HFA will encourage protocol use through supporting provider training and through
provider contract quality requirements; there is also scope for considering reprioritising service
responses to family violence within the context of limited resources and competing priorities.

• Providers, individually and in service groupings or professional organisations, will include
family violence protocols in their ongoing best practice planning and development.

• Senior management or clinical staff encouraging family violence protocol development will
support collaborative work within the sector, the community and other agencies involved in
family violence.

• Hospital and health service providers will share information about good practice by placing
family violence protocols on the Hospital and Health Services  Knowledge Network (Healthnet
NZ) now being trialled within the Ministry’s Web site.

• The Ministry will work with the HFA to facilitate a process for providers to determine
appropriate training requirements.

The services and staff more likely to come into contact with or identify family violence are primary
care services, such as emergency services and maternity services, general practitioners, practice
nurses and community health workers.  These groups should therefore be the focus of initial
protocol development and training requirements, though priorities may vary according to local
service arrangements and needs.
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Monitoring and evaluation
Monitoring is necessary to enable evaluation of how useful family violence protocols and training
are in influencing provider behaviour and achieving best practice.  Compliance with family violence
protocol development and implementation in the health and disability sector can be monitored at
a number of levels.

The Ministry of Health monitors HFA performance through the accountability arrangements and
the Funding Agreement, and this is operationalised through mechanisms such as quarterly
reporting, project assessment and evaluation.

At the service funding level, the HFA is able to monitor the quality of services funded through
contracting arrangements based on co-operative, collaborative relationships with service providers.

At the service delivery level, providers can monitor adherence to standards through performance
indicators, feedback from self- and peer-assessment, case management, evaluation of both the
process for family violence protocol development and the outcomes from protocol implementation.

Consumers may provide direct feedback to providers about the quality and effectiveness of services
or through complaints procedures and consumer satisfaction surveys.
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Setting the Scene

Government policy
The New Zealand Government supports two international declarations that address violence issues:

• The Declaration on the Elimination of Violence Against Women, which was adopted by the
United Nations in December 1993.  Violence between partners is predominantly perpetrated
by men against women.  This UN Declaration outlines the role of violence by men towards
family members.

• The United Nations Convention on the Rights of the Child (UN 1994a), which was ratified by
New Zealand in March 1993.  Article 19 states:

… parties shall take all appropriate legislative, administrative, social and educational

measures to protect the child from all forms of physical or mental violence, injury or abuse,

while in the care of parent(s), legal guardians or any other person who has the care of the

child.

The New Zealand Government Statement of Policy on Family Violence was released in June 1996
(DPMC and DSW 1996).  It provides a framework for a common understanding of the nature and
impact of family violence by all government agencies involved in developing strategies and
programmes.  This statement provides a clear set of principles that guides all Government action
on this issue, and it is reflected in Government’s strategic result area on enhancing community
safety (DPMC 1997).  Similarly, the interagency Responses to Crime Strategy, led by the Ministry
of Justice, is designed to develop an integrated approach to criminal justice policies across the
justice sector.  The strategy identifies family violence as one of five key focus areas in recognition
of its seriousness, prevalence, intergenerational effects, cost, and its links with Mäori and Pacific
peoples offending and offending in general.

The Treaty of Waitangi
The Government acknowledges that it must address the
health needs of Mäori and will do this through its strategic
policy directions for Mäori health, which include a Crown
objective for Mäori health status, so that Mäori will have
the opportunity to enjoy the same level of health as non-
Mäori.  This enables a focus on greater participation of
Mäori at all levels of the health sector, allows resource
allocation priorities which take account of Mäori health needs
and perspectives and encourages the development of
culturally appropriate practices and procedures as integral
requirements in the purchase and provision of health services
(Department of Health 1992).
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Intersectoral response
The New Zealand Crime Prevention Strategy focus on achieving greater intersectoral consistency
in the way services respond to family violence is reflected in other government strategies.  For
example, the Government’s Family Start service, which is being trialled in four areas over the next
five years, involves health, education and welfare services in working more closely together at the
community level to provide better services for high risk families.  The HFA is the lead health
sector agency, with hospital and health services and other providers participating in community
implementation committees.

Other recent Government initiatives that contribute to closer working relationships and more
collaborative service provision at the community level are the Good Practice Guidelines (DSW
1996) and the Breaking the Cycle: Interagency protocols for child abuse management (CYPFS
1996).  The first focuses principally on good practice guidelines for the management of family
violence by Police, Justice and Welfare agencies, while the second contains specific child abuse
reporting protocols for use by a range of agencies including hospital and health services.

Health and disability sector response
Responsibility for reducing the incidence and the social cost of family violence rests with many
government and not-for-profit agencies, including the health, welfare, justice and education sectors,
but appropriate identification, assessment and treatment of health problems incurred through or
exacerbated by family violence is singularly a health sector issue.

The health and disability sector’s response to family violence has been mainly in the area of child
abuse and to a lesser extent, elder abuse.  Activities have focused largely on assessment, treatment
and referral of victims of abuse.  Some individual health service providers have developed protocols
that are being adopted by other practitioners, for example, the general practitioner protocols
concerning partner abuse (Gardyne 1995).

Reducing the adverse health effects of violence, including family violence, and reducing death
rates, injury and disability from child abuse are two objectives identified in a recent review of the
strategic direction for public health action to improve, promote and protect the health of New
Zealanders (MoH 1997d).  A similar objective was earlier set for improving whänau health when
extensive consultation with whänau, hapü and iwi identified violence as an issue that was having
an adverse effect on Mäori health (PHC 1995a).

The Ottawa Charter (WHO et al 1986) provides a framework for action to achieve these objectives,
working through initiatives that focus on issues ranging from prevention of family violence through
to intervention in crisis situations.  Health promotion programmes to raise the community’s
awareness of violence and foster non-violent behaviour need to occur in appropriate settings
including schools, homes, marae, shopping complexes, and community centres.  People who
experience family violence also need to have easy access to medical treatment, counselling and a
safe environment in crisis situations.  To provide responsive services to victims of family violence,
personal health, public health, mental health and disability support services need to work
collaboratively.
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Costs of family violence
The economic cost that family violence imposes on the health sector is significant.  A recent study
(Snively 1994), using a model adapted from a similar study in New South Wales, identified the
estimated portion of the cost of domestic violence carried by the health sector in terms of government
subsidies and services purchased by Government.  The estimate included costs relating to general
practitioner subsidies, psychiatric and psychological services, community health/welfare, social
worker and group services, hospitalisation costs including accident and emergency, outpatients
and admissions, hospital costs for dental treatment and child guidance clinic costs.

Snively estimated overall cost for health care as $140.7 million per year, just over 10 percent of the
estimated total economic cost of domestic violence in New Zealand.  Personal health services or
services paid for by the victims accounted for a further estimated $16.5 million per annum.  Family
violence in New Zealand had an estimated cost in 1993/94 at between $1.187 billion (assuming a
prevalence rate of 1 in 10) and $1.352 billion (assuming a prevalence rate of 1 in 4) (Snively 1994).
These figures assumed that the number of people who sought help and services for family violence
equalled the number who reported it to the police.

The social cost is of equal concern and impacts across a range of sectors including justice, education
and police.  Family violence can be powerful in maintaining and compounding social, cultural,
political and economic inequality between men and women.  The direct effects of this violence are
borne by individuals and families but the cumulative loss of potential and erosion of life chances
hurts everyone.  A recent report on Mäori family violence suggests that Mäori male violence
adversely affects Mäoridom as a whole, not only partners or whänau members (Balzar et al 1997).

Summary of submissions
Overall, the 76 submissions received on the discussion document used for consultation supported
the concept of family violence protocols to facilitate an effective health sector response to family
violence.  This section identifies the key themes to emerge from those submissions and the
consultation.  Many of the issues raised have been addressed in the principles and standards
section of the Guidelines.  Suggested clarifications and refinements have also been incorporated,
where appropriate, throughout the text.

Providing training opportunities for health workers at the professional and community level,
including caregivers and rest home workers, and increasing the numbers of health workers with
expertise in the area of family violence were seen as key components in providing quality services.
There was also strong support for training to increase the responsiveness of mainstream services
to Mäori and for Mäori support groups.  Improving service responsiveness to Pacific peoples and
other ethnic groups and encouraging the development of specific cultural support groups were
also advocated.

Approximately one-third of the submissions supported practitioners making routine enquires
that would encourage individuals to talk about family violence if that was an issue.  Training for
health professionals to do this effectively was considered essential.  Knowledge of referral agencies,
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specialised support services and relevant legislation were other identified essential components
to ensure the safety of victims and workers was not compromised.

A similar number unanimously supported working collaboratively with other agencies and sectors
to improve co-ordination.  Strengthening links between health workers in hospital and community-
based services and between primary, secondary and tertiary services was considered as important
as building intersectoral relationships.

Increasing public awareness and promoting nonviolence in the community through public health
initiatives was supported by almost a third of submissions.  Nearly half the submissions made
specific comments about funding for family violence.  Increased funding was recommended for
referral and support services, training in family violence and in protocol development, and to
ensure equity of rural services.
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Principles and Standards

The seven principles in this section cover the key elements of a comprehensive, effective, high-
quality health and disability support service response to family violence.  The accompanying
standards identify particular issues that affect provider practice, service quality and outcomes for
individuals whose health is adversely affected by violence.  The principles and standards are
designed primarily as a starting point or guide for providers to develop, or amend, family violence
protocols that will encourage best practice.  As situations and service configurations vary around
the country, providers will need to look carefully at their local arrangements when applying the
principles and standards to their particular situation.

These principles and standards provide a consistent base line for health care providers to review
how they deal with family violence in their everyday practice.  Hospital or community service
provider organisations, multidisciplinary health sector service groupings, or health professional
groups can use the principles and standards to develop specific family violence practice protocols.
Mental health workers, general practitioners, independent nurse practitioners, health social workers
and disability needs assessment services, for example, are only a few of the range of health and
disability sector providers for whom family violence protocols are relevant.

The principles set out the key objectives of a comprehensive health and disability sector service
response to family violence.  The standards contain more detail about how those principles may
be achieved.  Suggested performance indicators are included as a basis for measuring how well
those standards are implemented through protocols, and their impact on services.  The underlying
aim is to decrease the prevalence of violence and the impact of family violence on all victims, their
families/whänau and the general community.

Written protocols, policies and procedures are a transparent means of identifying effective and
culturally appropriate responses by health and disability sector workers to family violence.
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Principle 1:
Health sector providers will develop family
violence protocols, procedures and
policies to ensure best practice
Providers involved in consultation and the development of this document supported specific family
violence protocols, procedures and policies as a means of ensuring best practice.  These Guidelines
are to help those involved in the delivery of health and disability support services develop family
violence protocols for their own practice settings.

The development of local protocols will be based on the pattern of service delivery in hospitals
and communities, and the cultural and demographic composition of the area.  Protocol development
groups need to include those providers who will be implementing the protocols in hospital and
community settings and involve all local agencies working in family violence.  There must be
processes to facilitate adequate input from Mäori.

Existing family violence protocols that meet specific practice requirements may be adapted to
comply with these principles and standards and ensure a consistent national response.  Working
with other agencies involved in family violence issues is essential.  Examples of existing protocols
can be found in Appendix 1.

The first step in developing effective protocols is for provider or service groups to assess their
practice setting for what they have by way of:

• resources (eg, human, financial, environmental, expertise)

• support services (eg, individuals, groups, organisations)

• training needs

• information systems.

Protocol development process

A suggested process which can be used to draw up health sector protocols for provider
practice is described below.  It is based on the experiences of existing family violence
networks in developing protocols in their communities.

1. Identify reporting protocols currently in use, eg, Breaking the Cycle: Interagency
protocols for child abuse management (CYPFS 1996).

2. Define the broad areas that the protocols will cover, such as procedures for accident
and emergency services, involvement of health, welfare and education
professionals.

3. Decide on the range of matters to be subject to protocols.  As well as operational
matters and information exchange, other key areas are monitoring arrangements,
complaints procedures between agencies, interagency meetings and protocol
review processes.
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4. Confirm agency agreement about involvement in the protocols.

5. Set up a small group to write up the protocols for approval by the wider groups.
The development of protocols should include procedures by which their
effectiveness will be evaluated.  Include in the small group a person, or people,
able to provide the predominant local cultures.

6. Consult with local Mäori groups, such as Mäori family violence service providers
or whänau services to ensure protocols and services are culturally effective for
Mäori.

7. Test the operation of the protocols over an agreed period using the evaluation
procedures developed by the working group.  Ensure documentation of outcomes.

8. Make any amendments needed.

9. Establish regular reviews of the protocols.  The interagency meetings can feed
into this process, but formal review, perhaps annually, will help maintain
commitment to the protocols as well as adapt to any changes in the environment,
such as new providers.

(Based on DSW 1996 protocol process.)

Standard 1: Written protocols, procedures and policies

Standard 1.1: To develop and maintain written protocols, procedures and
policies

All protocols or practice guidelines should comply with the Ministry of Health’s guidelines on
family violence and government policy on family violence (see ‘Setting the Scene’).  To address
local conditions, it is strongly recommended that health and disability providers work in
conjunction with people who have the relevant knowledge and expertise in external agencies/
groups such as iwi, child protection agencies, violence intervention projects, and the National
Collective of Women’s Refuges when using these national standards in addition to statutory
agencies such as the Police and CYPFS.

Issues:

• Ensure that provider organisations and/or management supporting and promoting the
development of service protocols comply with the Ministry of Health guidelines.

• Write protocols, procedures and policies which reflect current knowledge and principles of
family violence.  These will be consistent with the objectives of the service and with statutory
legislation and regulations (see Principle 2 and Appendix 2) and codes of conduct for
professional bodies.

• Develop policies which recognise and are responsive to the unique needs of Mäori, and are
responsive to the cultural aspects of other ethnic communities, including Pacific peoples.

• Have clear written statements for staff regarding the scope or limitations of their responsibilities
and activities and the roles of other agencies with statutory responsibilities in the area of family
violence.
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• Ensure that clear steps for referral and information sharing are established, that maintain the
safety of the worker and the victim.

Performance indicators:

1. What system does the service have for ensuring that staff know and follow the clearly
documented protocols, procedures and policies in place to deal with family violence?

2. Can the service demonstrate that the family violence protocols, procedures and policies ensure
services are appropriate, accessible and responsive to the needs of Mäori, and take account of
Pacific peoples and other ethnic cultures?

3. Does the service have staff who are appropriately trained or experienced in writing protocols?

4. How does the service encourage staff to contribute to the development of protocols?

5. Is there a review process to evaluate and refine the family violence protocols over time?

Standard 1.2: To ensure that family violence protocols are based on
comprehensive research and information that assists good
practice

Recognition of accurate and adequate information is essential when developing evidence-based
protocols, procedures, policies and programmes on family violence.  For example, inconsistencies
in collecting and recording ethnicity data make it difficult to determine an accurate picture of
social and economic factors which impact on Mäori and other ethnic communities’ health status
generally, and family violence in particular.  People with disabilities are another group not always
identified in data collection or research on family violence.  Accurate documentation by providers
can help to address this issue.

Issues:

• Collect accurate and adequate information for developing policies and programmes relevant
to family violence.

• Ensure the collection of accurate ethnicity data, based on self-identification, regarding the nature
of family violence in Mäori, and other ethnic communities, including Pacific peoples.

• Involve disability support workers and groups in improving data collection on family violence.

• Collect data on gender, age and other witnesses of family violence (in particular child witnesses).

Performance indicators:

1. How does the service ensure the collection of accurate Mäori data and data from Pacific peoples
and other ethnic communities?

2. What steps is the service taking to develop or improve family violence information sources
and data collection procedures?



13Family Violence – Guidelines for Health Sector Providers to Develop Practice Protocols

Principle 2:
Family violence protocols will be
consistent with legislation
Providers need to be aware of the pertinent legislation that impacts on their role when dealing
with victims of violence.  The legislation not only outlines the rights of individual providers in
family violence situations, but also informs the victim and their families of their rights.  Some
understanding is required of the way these pieces of legislation interact.  Providers should not in
any way jeopardise the victim’s safety or the ability to prosecute the abuser.  Certain statutes
directly pertain to family violence and are particularly important in addressing the safety of victims
(see also Appendix 2).

Provider organisations and services should ensure that information about relevant family violence
legislation is available to staff.

Standard 2: Legislative context

Standard 2.1: To ensure providers are aware of the legislation related to
family violence and the responsibilities that pertain to them

Legislation provides a framework that governs the way that health care providers exercise their
roles and responsibilities and share information when dealing with victims and perpetrators of
family violence.

Issues:

• Provide and/or participate in training opportunities on relevant legislation.

• Ensure providers have adequate knowledge of the following Acts:

Legislation governing roles and responsibilities of health sector providersLegislation governing roles and responsibilities of health sector providersLegislation governing roles and responsibilities of health sector providersLegislation governing roles and responsibilities of health sector providersLegislation governing roles and responsibilities of health sector providers

– Health Act 1956

– Children, Young Persons and Their Families Act 1989

– Privacy Act 1993

– Health Information Privacy Code 1994

– Health and Disability Comissioner Act 1994

– Code of Health and Disability Services Consumers’ Rights 1994

– Mental Health Act 1992

Legislation dealing with violenceLegislation dealing with violenceLegislation dealing with violenceLegislation dealing with violenceLegislation dealing with violence

– Domestic Violence Act 1995

– Domestic Violence (Programmes) Regulations 1996
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– Domestic Violence (Public Registers) Regulations 1996

– Guardianship Act 1968

– Guardianship Amendment Act 1995

– Crimes Act 1961

– Trespass Act 1980

– Protection of Personal and Property Rights Act 1988

– Victims of Offences Act 1987

Performance indicators:

1. How do staff within the service demonstrate that they understand the relevant legislation?
How does the service ensure that staff practice within that relevant legislation?

2. What steps have been taken to establish or strengthen networks with other local agencies
involved in family violence work?

3. What processes are in place for interagency problem resolution?

Standard 2.2: To ensure that providers of services work within the
privacy legislation when responding to family violence

Issues:

• Recognise that all information gathered will be subject to the Health Information Privacy Code
1994 and the Privacy Act 1993.

• Ensure that providers comply with the requirements of the Code and the Act.  The person
being assessed should be made aware of their rights under the Code and the Act.  Where
information is to be kept confidential, the provider should ensure that this is done.

• Ensure that providers can apply the provisions of the Privacy Code on disclosure of information
and limitations on disclosure.

• Ensure that providers understand and are able to apply the Principles and Rules of the Act and
Code when referring victims to other statutory agencies, such as the CYPFS and Police.

Performance indicators:

1. How can the service demonstrate it is aware of its rights and responsibilities under the Health
Information Privacy Code 1994 and Privacy Act 1993?

2. How does the service ensure client confidentiality as well as secure storage and transfer of
information?
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Principle 3:
Health and disability service providers will
be appropriately trained to respond to
family violence
Providers in the health and disability sector need to not only recognise and ask about abuse in
routine medical examinations (Elvidge 1997), but they also need to understand the complexities
and dynamics of family violence.  Evidence shows that following the introduction of protocols
that include direct questioning of all female trauma patients about violence in a Pennsylvania
emergency department, the percentage of female trauma cases positively identified as stemming
from domestic violence rose from 5.6 percent to 30 percent (McLeer and Anwar 1989).  Training
must be made available to sector providers in order for them to accurately recognise, assess,
intervene and make appropriate referrals of victims and abusers.

Training should:

• promote appropriate and sensitive support to victims that assists in the development of good
working relationships

• ensure staff understand that violence is a social, criminal, psychological and health issue

• ensure a consistent approach to people who experience family violence.  This will be sensitive
to specific needs in local areas, for example, isolated rural communities, Mäori communities

• promote services that are acceptable to people living in a multicultural society

• ensure appropriate and sensitive support to Mäori victims of family violence.

Family violence training should be available at both the pre-registration and post-registration
levels for providers in the health and disability sector.  Such training will require liaison with the
HFA and may involve relevant registration boards and the Clinical Training Agency.  Certificated
courses should also be offered to community health workers.  Implementation of such courses
will require liaison with the Education Training Support Agency.  In areas with a high Mäori
population, family violence training may need to focus on increasing the Mäori workforce within
mainstream services and in Mäori provider services.  Specific cultural support groups and
workforce training may be required where there are large communities of Pacific peoples or other
ethnic groupings.

Training and support for providers to develop practice protocols may be required or included in
family violence training if this expertise or experience is lacking.
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Standard 3: Trained workforce

Standard 3.1: To ensure that all staff have the necessary knowledge and
skills to deliver essential services

Training programmes need to take into account the dynamics of abuse, in particular power and
control analysis, effects of victimisation and repeat victimisation, level of self-blame, levels of
intimidation, harassment and violence.  An understanding of the cycle of recovery, the need for
validation, empowerment and practical support of the victim should also be included.

Training programmes for health providers in the assessment and treatment of family violence
should cover:

• awareness – identification of signs of abuse or signs of abusiveness (particularly where there
may be no obvious physical signs eg, in relation to sexual/psychological abuse); best results
are obtained by routinely asking all patients about abuse as part of taking medical history

• consultation – creating an environment in which the victim will disclose information to the
provider

• assessment – assessing and treating the victims and abusers

• referral – active referral of victims and abusers to specialists in the area of abuse, or to support
groups, including Mäori and other ethnic groups working with family violence (Appendix 3)

• follow-up – active follow-up by the initial contact, of any medical treatment, or of referral

• safety – developing strategies that ensure both the safety of the victim, especially women and
children, and the worker throughout the process of intervention, referral and follow up

• access to information – making clear who has access to information on victims or abusers
(an important aspect of safety for women and child victims)

• prevention – developing and implementing health promotion programmes

• self-assessment – examining workers own beliefs and value systems around issues of abuse

• Mäori perspectives of family violence

• cultural safety, culturally appropriate responsiveness.

Issues:

• Provide opportunities for workers to attend training programmes that address the issues of
recognition, assessment, intervention and referral.

• Provide access to training programmes to meet the needs of Mäori, and to respond appropriately
to Pacific peoples and other ethnic groups.

• Use people already trained and experienced in family violence to train providers and health
professionals.

• Use qualified Mäori, where available, with experience in family violence in the training of
mainstream providers.
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• Incorporate screening procedures, where possible, to ensure that people with a history of
perpetrating family violence do not treat victims of abuse.

• Identify minimum competency levels of staff before they work with victims or abusers.

• Train community workers, supervisors and caregivers.

• Ensure staff, especially internationally trained health workers, undertake courses in cultural
awareness.

• Ensure that training includes the identification of issues for vulnerable groups, such as older
people, children and people with disabilities.

• Ensure staff have access to ongoing support and supervision when engaged in active work
with victims and abusers.

Performance indicators:

1. Does the service provide training programmes for staff that include all aspects of family violence?
If not, how does it plan to do so?

2. How does the service ensure that family violence trainers are experienced in the area of family
violence?

3. What type of cultural awareness training programmes does the service provide, or have access
to, for staff?  Who monitors this?

4. How do staff demonstrate their understanding of family violence assessment and referral
processes?
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Principle 4:
Effective and comprehensive community
and hospital-based services will be
available to family violence victims and
abusers
Both primary health care and hospital-based services are available to victims of family violence
and abuse.  Effective service provision is predicated by the need for providers to recognise that a
violence situation exists.  There is a need to encourage links between primary health care and
hospital-based providers and other family violence intervention services, counselling services and
self help groups.

Standard 4: Easy access to services

Standard 4.1: To provide and distribute widely to the community and
health sector providers clear information about health and
disability sector services available to victims of family
violence

Essential information and education resources concerning family violence should be provided.
Information on how victims and abusers can access available services, as well as information on
prevention, especially for potential victims, should be widely distributed to health sector providers
and the community.  A good example of such material is the Safer Community Council’s education
resource, Community Action to Prevent Family Violence (Lambourn 1997).

For example, HFA contracted resource development providers have a role in the development of
general family violence information.  Health education and promotion staff in hospital and health
services, in liaison with relevant agencies/groups and the community, have a role in disseminating
information about local services and community referral agencies, such as Women’s Refuge services.
Compiling information about available services is the responsibility of the particular service or
practice, which may produce its own service information for people using its services, or make
use of community directories or other local distribution systems.

Issues:

• Provide clear information about where and how to locate family violence services.

• Distribute information widely in the community through community networks and
organisations such as Rape Crisis, alcohol and drug counselling services, hospitals and Citizens
Advice Bureaux, or through health and disability sector providers such as general practitioners,
nurses, midwives and community workers.
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• Develop and distribute information in a variety of forms, such as large text, and in languages
other than English, including Mäori, and in Pacific or other ethnic languages where appropriate
and feasible.

Performance indicators:

1. What methods have been developed to inform people of services available?

2. What steps has the service taken to ensure that language barriers do not prevent people accessing
services? (eg, information published or delivered in languages other than English).

3. What information does the service make available free of charge?

4. What information and education resources does the service have available for individuals?

5. Does the service provide a liaison officer or support person whom victims or abusers may
access?

Standard 4.2: To ensure simple, efficient and sensitive access to services

Victims of family violence, and perpetrators of abuse, will often feel hesitant about acknowledging
their situation.  Adequate and appropriate information should be available from providers in the
health and disability sector and from community groups.  Assistance should be sought and
appropriate support people should be contacted early in the assessment (see Appendix 3).

Issues:

• Make access to the service as easy as possible.

• Deliver care and support to victims and abusers, and refer to other groups such as family
violence intervention services, counselling services and self-help groups.

• Deliver specialised care and support to victims and abusers in a range of settings, including
mainstream and by Mäori for Mäori environments in urban and rural areas.

• Ensure that staff have sufficient training and support to make routine enquiries that encourage
the disclosure of family violence where it is an issue.

Performance indicators:

1. What kind of support does the service provide to victims and abusers?

2. What is the range of settings in which services are available (eg, rural communities, ethnic
communities)?

3. How are the services made easily accessible to people seeking support?

4. Do staff in the service routinely enquire into family violence?  What support does it offer to its
staff and the victim during this process?

5. What systems are in place to monitor effective access by victims of family violence to services
and referral?



20 Family Violence – Guidelines for Health Sector Providers to Develop Practice Protocols

Standard 4.3: To provide information about the action people can take if
they are dissatisfied with the services

Issues:

• Make victims and their families aware of complaint procedures including the Code of Health
and Disability Services Consumers’ Rights.

• Ensure information can be easily understood by all users of the service.

• Be aware that perpetrators may use whatever formal processes are available to them to harass
their intended victims.  Complaints procedures should not be used to infringe victims rights to
good health treatment and safety.

• Develop a problem-resolution process for responding to complaints involving other agencies.

Performance indicators:

1. Has the service developed complaints systems for individuals who are dissatisfied with services?
Is there a system for appeal if the individual remains dissatisfied?

2. Does the service ensure individuals are aware of the complaints procedure?  How do they
inform the individual of this procedure (eg, pamphlets, information on doctors’ surgery wall)?

3. Is information of the complaints procedure available in any language other than English?  Does
the service provide appropriate interpreters or advocates?

4. How does the service ensure appropriate protocols and procedures for complaint that allow
Pacific peoples to maintain personal and cultural dignity?

5. How does the service ensure appropriate protocols and procedures for complaints that allow
Mäori to maintain personal and cultural dignity?

Standard 4.4: To refer abusers to effective and accessible family violence
prevention programmes and services

Discovery of family violence in itself will not necessarily protect a victim from an abuser.  Abusers
often need official intervention and help to stop.  Conviction of abusers is not enough (Geddes
1986).  While it is recognised that health services provide varying degrees of treatment for abusers
(eg, mental health services), it is essential to clarify the roles and responsibilities on the issues of
assessment, counselling, therapy and treatment of abusers.  In many instances health and disability
sector providers will be referring abusers to other organisations for family violence programmes
and services.

Issues:

• Work with other agencies to develop suitable programmes to address the behaviour of abusers.

• Establish relevant networks to clarify responsibilities.

• Provide effective monitoring, evaluation and accountability systems for these programmes.
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Performance indicators:

1. Does the service provide specific programmes/services for abusers?  If not, does the service
have effective referral systems to specialist help for abusers?

2. Does the service have a directory of support services that may be accessed by abusers?  How is
this directory kept up to date?

3. How does the service ensure that abusers know where to get assistance?
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Principle 5:
The health and disability sector will
provide a co-ordinated, culturally effective
response to family violence
Providers need to incorporate culturally safe practice into services and have adequate numbers of
appropriately trained staff who practise in a culturally safe manner.  ‘Cultural safety’ involves
recognising the victim’s cultural values, norms and beliefs, including disability group, ethnicity,
gender and sexual orientation.  Providers need to be aware of how their own cultural values,
norms and beliefs impact on their service delivery.  The physical environment within which the
service is delivered will positively or negatively affect the participation of whänau and extended
family in the assessment process.  Culturally effective service delivery is the macro level outcome
of service provision which recognises and addresses the cultural safety of victims.

Consultation with Mäori is an essential part of ensuring that services meet their specific health
needs and priorities.  Services and provider organisations need to take account of Government’s
obligations as Treaty partner to address the inequitable position of Mäori, who are over-represented
in family violence statistics.

Consultation with Pacific peoples, other ethnic groups and those with a disability or gender focus,
is necessary to ensure that local protocols take account of culturally defined needs.

Standard 5: Services will be culturally effective

Standard 5.1: To develop and maintain policies that ensure that family
violence services are undertaken in a culturally effective
manner

Issues:

• Take account of the cultural background and preferences of the person seeking intervention by
consulting with cultural groups in the community, including those groups with a gender,
disability or sexual orientation focus.

• Help workers recognise their own limitations and refer to a more appropriate service provider
if necessary.

• Ensure that staff are aware of the impact of their own cultural beliefs and values upon people
from other cultures, particularly upon Mäori.

Performance indicators:

1. How does the service consult with other ethnic communities to ensure their services are
culturally appropriate?
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2. Does the service provide cultural training for staff?  Who monitors this?

3. What standards does the service have in place to ensure that all workers are able to provide
services in a culturally effective manner?

4. How does the service ensure that staff understand the processes involved in effective
consultation?

Standard 5.2: To ensure that services are responsive to and meet the
needs of Māori people

Mäori are not a homogeneous population group.  In developing family violence protocols,
procedures and policies, there is a need to provide for a range of whänau and iwi world views,
age- and gender-specific needs, and rural, urban and socioeconomic differences (Durie 1994).  By
Mäori for Mäori programmes and services should be resourced to address the specific needs of
Mäori people requiring this service.  Family violence assessment will ensure that, where possible,
Mäori people are assessed by Mäori and are able to use their own language.  The development of
Mäori providers in the area of family violence needs to be encouraged.  Protocols specific to Mäori
providers of family violence services may be preferred by some community groups.  Mainstream
services also need to ensure that they are able to meet the cultural needs of Mäori who, through
choice or lack of Mäori alternatives, use their services.

Issues:

• Develop protocols, procedures and policies which enable the delivery of culturally effective
services to Mäori.

• Provide appropriately trained staff who practise in a culturally safe manner.

• Let (where possible) Mäori people be assessed by other Mäori and use their own language.

• Use Regulation 27 of the Domestic Violence (Programmes) Regulations 1996, which states that
programmes designed for Mäori or primarily accessed by Mäori must take into account Tikanga
Mäori as a framework for culturally effective services for Mäori victims of family violence.

Performance indicators:

1. How does the service provide culturally effective induction and continuing training?

2. Is service provision in line with Mäori protocols and procedures?  How have Mäori been
involved?

3. Who monitors the service to ensure that it is appropriate for Mäori?

Standard 5.3: To ensure Māori involvement in planning, implementing and
evaluating protocols, procedures, policies and services

Mäori are entitled, as Treaty partners, to be consulted about their specific health needs, particularly
where these differ from those of non-Mäori.  Providers should consult with iwi authorities and



24 Family Violence – Guidelines for Health Sector Providers to Develop Practice Protocols

Mäori community-based groups to ensure the needs of tangata whenua are met in the areas of
family violence assessment, treatment and counselling.  Mäori should be involved at all levels of
decision-making and in the design and management of services.

Issue:

• Consult with local iwi, and other Mäori groups, such as community groups involved in whänau
or family violence services, in the development of protocols, procedures and policies.

Performance indicators:

1. What steps were taken to develop protocols, procedures and policies to meet the specific needs
of Mäori?

2. How have tangata whenua been consulted and how have they participated in the development
of protocols?

Standard 5.4: To ensure that services are responsive to and meet the
needs of Pacific peoples and other ethnic communities

Pacific peoples and other ethnic communities are comprised of many different cultures and nations.
Each community is unique.  Protocols, procedures and policies need to be developed to ensure
that assessments, intervention and referral of victims of family violence are undertaken in a way
that is culturally safe for Pacific peoples and other ethnic communities.  Providers need to consult
with Pacific peoples and other ethnic communities and take account of the ways in which services
should meet their needs. It may be necessary to strengthen the Pacific peoples workforce, make
greater use of Pacific people in the delivery of services, and monitor mainstream and referral
services.  In particular, potential language barriers need to be addressed.  The Code of Health and
Disability Services Consumers’ Rights (Right 5[1]) stipulates the consumer’s right to a competent
interpreter where necessary and reasonably practical, when receiving health or disability services.

Issues:

• Develop protocols, procedures and policies to ensure that services are provided in a culturally
safe way for Pacific peoples and other ethnic communities.

• Ensure providers recognise and address language barriers.

• Ensure there are appropriate counselling services as well as written information available for
Pacific peoples.

Performance indicators:

1. How do the services family violence protocols, procedures and policies make provision for
culturally safe assessment, treatment and referral of Pacific peoples and other ethnic
communities?

2. How has the service involved Pacific peoples and other ethnic communities in the development
of family violence protocols?
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3. What is the process for services responding to family violence to be culturally evaluated by
Pacific peoples and other ethnic groups?

4. How is staff understanding of the process demonstrated?
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Principle 6:
Health and disability services will provide
a timely, quality response to family
violence
Providers in the health and disability sector are in a unique position to assist victims of abuse as
well as abusers and to minimise the occurrence of future violence (Fanslow 1996).  Once an
individual is identified as being abused or at risk of being abused, providers should refer them to
an appropriate support agency.  Identification can be complex and may be assisted by health
workers who are in regular contact with families, such as in a home visiting role, taking time to
build relationships.  Providers must recognise their role in encouraging victims of family violence
to take the next step in seeking help or protection from the abuse when they are ready to do so.
Some providers in the health and disability sector feel they do not have the time to identify and
address abuse.  However, because of the escalating nature of abuse and the repeat victimisation
nature of family violence, the victim may return with increasingly serious injuries if the health
provider fails to identify and address the abuse.  This puts the individual at prolonged risk and
drains health care resources (Fanslow 1996).

Quality assurance is an important part of the contractual agreements between provider
organisations and the HFA.  Providers developing family violence protocols will add quality
assurance measures in this area.  Further quality improvements and service responsiveness to
family violence can be achieved through consultation with consumers, the community and other
agencies involved in family violence work.  Consultation should be a component of all aspects of
family violence protocol planning, policy, purchasing and service provision.

Standard 6: Quality assurance

Standard 6.1: To ensure responsive services for people in crisis

Victim safety is paramount.  Providers must ensure that staff have both a basic knowledge and
understanding of the indicators of abuse, and the appropriate reporting procedures.  Providers
need to establish local protocols, procedures and policies for their own group/organisation’s
practice to ensure that people in crisis are appropriately supported.  These national Guidelines
will be known to providers in the health and disability sector and used as a basis for local family
violence protocols.

The effectiveness of strategies and procedures for reducing abuse is contingent upon the availability
and quality of counselling and treatment services.  Protocols need to take account of the specialised
crisis and treatment services that are required, and available, for the victims of abuse and for non-
offending family members (Geddes 1986).
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Issues:

• Develop protocols for identification and appropriate management of a family violence crisis
situation, and ensure all staff are familiar with these.

• Ensure staff know the appropriate 24 hour services in their area, including culturally appropriate
people or services to whom they can refer people in crisis.

• Ensure victims receive adequate information, appropriate referral and support to enable them
to access the services and additional support which may be required to ensure their safety
(Appendix 3).

• Provide consistent services for the victim.

• Ensure that abusers receive adequate information to assist prompt, culturally appropriate
attention from the most appropriate person or service.

• Ensure that people in areas without 24 hour services, such as rural areas, have access to crisis
services.

Performance indicators:

1. What steps are in place to ensure that all staff are familiar with, and use, the protocols, procedures
and policies for identifying people in crisis as a result of family violence?

2. How does the practice/service regularly review and update the after-hour contacts and directory
of services?  How is information about family violence support contacts made readily accessible
to all people using this service?

3. Does the practice/service have sufficient staff to provide a prompt and appropriate response
to family violence crisis situations?  How is this monitored?

4. Does the service have a policy and/or procedure to ensure that staff show proper respect for a
person‘s cultural and personal beliefs?  Who monitors the service to ensure that policies are
being carried out and that services are culturally appropriate?

Standard 6.2: To provide support to victims and establish victim and
family safety

Providers should be aware of strategies that will keep victims and their family safe.  These strategies
may include protection orders, Women’s Refuges and crisis intervention.  Ensuring the safety of
the victim is paramount (Lambourn 1997).  It is vital that victims are assured that all information
regarding their assessment and referral will remain confidential, or informed about what
information may need to be disclosed, and to whom, as part of referral.  Otherwise, people may
not disclose incidents of family violence.  Older people or people with disabilities, for example,
who are dependent on family or caregivers, may be hesitant to disclose violence if the provider is
unable to assure future safety and care.

Issues:

• Develop procedures to assess victim safety and implement a safety plan.

• Provide appropriate documentation and reporting procedures.
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• Ensure victim confidentiality.

• Monitor complaints procedures to ensure that victim safety is not compromised by perpetrators
using these formal mechanisms to harass intended victims.

Performance indicators:

1. Has the practice developed strategies that ensure victim safety?  What are these strategies?

2. How does the practice/service reporting procedures and records systems protect the
confidentiality of family violence victims?

3. Does the practice/service have effective links with local agencies that can help to minimise the
risk of further injury to the victim?  How is this being achieved?

Standard 6.3: To promote co-ordination among agencies involved in the
services and to ensure that clear lines of accountability exist

A co-ordinated approach to the reporting, investigation and management of abuse cases will
enhance protection of the victim, accountability of the offender and, if desirable, partial or full
reintegration of the family.  Specialised personnel are best equipped to accomplish this task.  An
effective response requires the full co-operation and co-ordination of all concerned (Geddes 1986).

Working with other sector agencies involved in family violence issues, such as Women’s Refuge
services, police and welfare, iwi and community organisations, community support agencies and
Mäori organisations, can contribute to a more co-ordinated service response.  Improving
communication through regular meetings and updates between organisations, combining training
and developing directories of local support agencies are suggested strategies for strengthening
links with family violence intervention services.  The lack of appropriate support agencies in many
rural areas needs to be addressed by local providers when determining how they will manage
family violence in their area.

Issues:

• Develop effective working relationships with other providers to deliver effective services.

• Develop protocols, procedures and policies to ensure that clear lines of accountability exist in
the delivery of services (Appendix 1).

Performance indicators:

1. Has the service consulted with relevant agencies and services (such as hospitals, general
practitioners, Women’s Refuge, schools and community agencies) about working together on
family violence?

2. How does the service/provider organisation participate in the local family violence network?

3. What steps has the service taken to distinguish between interagency accountabilities and the
particular health or disability service accountability?  How is that being measured?
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Standard 6.4: To ensure that systems are established to monitor and
evaluate services and that the results of these systems are
used to improve services

Regular and ongoing monitoring and evaluation of the services provided to victims is required to
enable emerging issues to be accurately identified and dealt with as well as to ensure the service
standards are maintained.  Essentially this will involve a processprocessprocessprocessprocess evaluation to ensure protocols,
procedures and policies were well planned, evidence based and responsive to emerging information
about their feasibility, appropriateness and effectiveness.

An outcomeoutcomeoutcomeoutcomeoutcome evaluation would also be beneficial to determine if the implementation of the protocol
increased the identification of victims of family violence; improved the management of identified
victims by increasing both the documentation of abuse and use of appropriate interventions; and
increased referrals to support services.

Feedback is also important and should be sought through self- and peer-assessment processes
and through anonymous evaluation of services by customers.  Services should then be refined to
ensure that victims who are seeking the service find it accessible and acceptable.

Issues:

• Seek feedback on the development process from those consulted/involved in planning family
violence protocols, procedures and policies.

• Determine how to evaluate the effect of family violence protocols on outcomes such as an
increase in victim identification, improved acute management, an increase in referrals of both
victims and abusers, and a reduction of repeat visits.

• Review providers both through self- and peer-review, as well as anonymous evaluation of
services by customers and other external agencies (eg, Women’s Refuge).

• Evaluate how appropriate services are to the needs of Mäori, and how responsive to Pacific
peoples and other ethnic communities.

• Determine how acceptable the services are to particular groups such as older people, people
with disabilities or a mental health problem, or children.

• Ensure that monitoring processes are identified early in the protocol development process.

• Liaise with community agencies to develop co-operative working relationships with community
referral agencies and to solve problems as they arise.

Performance indicators:

1. Does the service have in place a system of evaluating both the process of developing protocols
as well as the evaluation of outcomes?  Who monitors this?

2. How does the service evaluate and monitor its own performance?  Does it encourage people
using the services to provide feedback on the service, or does it rely on self- and peer-review
alone?
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Principle 7:
Strengthening public health action on
preventing and reducing the prevalence of
family violence and abuse
It is necessary to prevent abuse before it occurs and to promote strategies for prevention and early
intervention.  These include:

• public education

• professional education

• intersectoral collaboration

• advocacy for healthy public policy.

Public health services have expertise in intersectoral collaboration and facilitating community
participation and are in a strategic position to action these strategies (Elvidge 1997).  Personal
health service providers working with families, such as well child services, GPs and maternity
services, have a key role in violence prevention, early intervention and information about available
services.

Secondary and tertiary intervention includes:

• role endorsement and awareness raising within the medical profession

• protocol development and staff training

• priority areas of health intervention, mental health services, alcohol and drug counselling
services, maternity services and hospitals (Elvidge 1997).

Standard 7: Promotion and prevention strategies

Standard 7.1: To increase public awareness of the nature, causes and
effects of family violence and to promote an informed
response in the community

There are many negative attitudes and misconceptions of family violence.  The provision of
community-based health promotion and prevention programmes is one means of contributing to
family violence prevention and creating a more supportive environment for people who are living
with and recovering from family violence.  These may involve:

• promoting public awareness about the benefits of healthy family relationships

• improving resources for health promotion campaigns on family violence and for services to
respond to potential increased demand

• using an interagency approach to family violence prevention programmes based on the Ottawa
Charter strategies

• strengthening community action on abuse
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• enhancing the ability of the general public to respond effectively to assist friends and family
affected by family violence

• raising awareness of particular forms of family violence such as elder abuse, child abuse, male
partner abuse, same sex partner abuse

• special awareness campaigns, targeting Mäori, with a focus on the message that violence is not
OK

• whänau/hapü responses in the area of family violence

• mobilising the community for social change, involving kaumätua and kuia hui for the
development of leadership and guidance

• developing kaua e patua ngā tamariki messages in all Mäori forums

• promoting campaigns aimed at reduction of violence in specific groups, such as Pacific peoples,
people with disabilities, abusers

• closer censorship of the violence shown on television.

Issues:

• Develop community awareness programmes that identify key factors involved in abuse.

• Promote consistent family violence messages at the local and national level.

• Make sure that promotion, prevention and intervention strategies for Mäori will be culturally
relevant in content and delivery.

Performance indicators:

1. What health promotion programmes or interventions has the service developed for the
prevention of family violence?

2. How does the service participate in community health promotion and support networks?

Standard 7.2: To develop policies for promoting nonviolent attitudes and
behaviour in educational settings

There are indicators of abuse that may be evident in victims.  Protocol development to address
these issues amongst school-aged children and young people will require collaboration between
the health and disability sector and schools.  A number of education programmes and resources
pertinent to abuse prevention are available on request or on a voluntary basis.  Many schools
promote nonviolent behaviour as part of ensuring a healthy school environment.  However,
although some schools have policies in place, the responsiveness to family violence varies greatly.
Other suggested strategies that providers working with schools may want to consider include
parenting and relationship training, improved teacher training in the recognition and referral of
family violence, and improved drug and alcohol education programmes in schools.
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Issues:

• Develop and implement abuse prevention programmes in the education sector, aiming at
primary and secondary prevention.

• Make sure that promotion, prevention and intervention strategies for Mäori are culturally
relevant in content and delivery.

Performance indicators:

1. What involvement does the service have in prevention and intervention programmes for school
settings?

2. How does the service ensure that promotion programmes are culturally relevant for Mäori?

3. How does the service ensure that promotion programmes cater for Pacific peoples and other
ethnic groups in their community?

Standard 7.3: To promote safe, violence-free families through prevention
programmes

Primary prevention through universal programmes, like well child and maternity services, are an
important component of strategies to reduce and prevent abuse.  For example, family violence
prevention is an aspect of the injury prevention and safety promotion work of primary health care
providers, like practice nurses and public health staff, who work with young children and their
families.  Early implementation of such programmes will enable maximum gains in this area.
Prevention programmes are provided by a variety of agencies, including education, health and
community groups.  Programmes that focus on positive parenting, nonviolent problem resolution,
and stress management can provide an opportunity to involve the wider family and to address
issues such as discipline of children and distinguishing between discipline and abuse.

Issues:

• Develop primary prevention programmes at a variety of levels.

• Develop public health intervention/prevention programmes aimed at the victims and
perpetrators of child abuse.

• Support whänau and hapü development as a way of improving support networks for parents
and achieving better outcomes for Mäori.

• Support culturally relevant and appropriate parenting programmes for Pacific peoples and
other ethnic communities.

Performance indicators:

1. What prevention and intervention programmes that support parenting does the service offer
or contribute to?

2. What culturally effective programmes for prevention and intervention of family violence does
the service offer or participate in?

3. What educational material to support these programmes is available free of charge?
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Key Population Groups

This section refers to issues about key population groups whose experience of family violence is
significant:

• Mäori

• Pacific peoples.

It also refers to those who are particularly vulnerable to family violence:

• people with disabilities

• older people

• the mentally ill

• migrants and refugees.

Key population groups may be assisted to develop and implement culturally effective strategies
for the prevention of violence rather than have them imposed from the outside.  The perceptions
about violence vary from culture to culture.  Thereby more can be learned about the whole human
condition of violence by accounting for the special needs of key population groups (Haines 1988).

Issues for Māori
The purpose of this section is to survey the issues of family violence as they relate to Mäori in a
way that will supplement the principles cited earlier.  The document is directed at mainstream
providers, but Mäori providers may also benefit from information contained in this section.

Background
Because whänau violence can maintain and compound social and
economic inequality between men and women, it enhances the
alienation at-risk Mäori feel in relation to the rest of society.
Ethnic status alone is not an indication of stress inducing
violence, but it carries a sense of alienation from a
defined sense of community that may be expressed
as violence (Moritsugu and Stanley, cited in Glover
1993).

Whänau, hapü and iwi have consistently identified
violence as an issue having an adverse effect on
Mäori health (PHC 1995a).  Mäori victims of
whänau violence include not only those who
are abused, but also those who witness or
are exposed to an abusive lifestyle within
the whänau or their local community.
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The New Zealand prison population is 52 percent Mäori.  Violence constitutes the highest
proportion of crimes requiring custodial sentences – 60 percent (Young et al 1997).  In 1989, 47
percent of the prison population was Mäori (Sharples 1993).  This increase indicates the critical
need for an integrated response between the health, employment, justice, education and social
welfare sectors.

Mäori whänau violence is disproportionately higher than violence in non-Mäori families (Young
et al 1997); Mäori women receive disproportionately high levels of medical treatment as a result of
partner violence and are more likely to be victims of repeat whänau violence (Morris 1997).

The National Collective of Independent Women’s Refuges has produced statistics (NCIWR 1997)
to show that:
• 45 percent of all women accessing Refuge services are Mäori

• 53 percent of all children accessing Refuge services are Mäori

• 41 percent of abusers are Mäori men.

Mäori women who use Refuge services tend to have limited access to other forms of support
(NCIWR 1997).  They have fewer avenues of support with the increased alienation from traditional
whänau structures (TPK 1997).

Education and employment barriers, together with low socioeconomic indicators, contribute to
the disparity between Mäori and non-Mäori (TPK 1997).  The significant incidence of Mäori whänau
violence enhances that disparity.

Forms of abuse

Child abuse

There is a link between violence towards women and violence towards children.  Where women
are at risk, their children may also be at risk.  Children who have both witnessed and experienced
violence appear to manifest more severe effects than those who have only witnessed it, and manifest
more inclination for anxiety, violence towards others and an increased potential for child abuse
(Henderson 1996).  Children exposed to an abusive lifestyle are more at risk for sexual abuse from
fathers or male partners of mothers (Jaffe 1996).  They are also more likely to become involved in
future violent relationships (Suderman et al cited in Jaffe 1996).

Consideration may be given to the impact on young people who have observed violence during
childhood in terms of the influence on their attitudes, beliefs and behaviour.  Some of the effects
are lowered social competence and impaired school performance.  The severity of the problems
increases with the severity of the violence.

The perception of traditional Mäori society is that children were nurtured within the collective
responsibility of the entire hapü.  This was vital to the survival of the iwi (MoH 1996).  It was
common practice for a child to be removed and put into the care of another whänau member
when the extended whänau considered they were being neglected or abused by a parent (Durie
1994).
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At-risk Mäori are isolated from whänau networks for support and participation in the nurturing
role of parents.  This isolation is due to the breakdown of traditional support systems in modern
society.

There is a higher risk of child abuse associated with unsatisfactory housing, overcrowding, living
with a single parent, spousal abuse, unplanned pregnancy and social isolation or lack of support
(MoH 1996).

Child hospitalisation data from 1995 shows the rate of admissions for child abuse is 3.7 times
greater for Mäori children than for non-Mäori children.  Hospitalisation rates represent only a
small proportion of actual physical violence against children.  In many instances, medical attention
will not be sought (MoH 1997b).

Partner abuse

Mäori refer to women as te wharetängata, the carrier of future generations and they are considered
tapu.  Any violence against a woman violates that tapu and has repercussions for the whänau as
a whole (Lambourn 1997).  The traditional and highly valued role of Mäori women has been
realigned, and perhaps devalued, with the transformation of society from the discrete tribal domain
of the past to its fragmentation in the present.

Mäori women’s struggle for identity, status and autonomy has been as much against Mäori

men as with (non-Mäori) culture (TPK 1997).

Abuse of Mäori women by their partner affects their ability to carry out their pivotal role in the
wellbeing of whänau, hapü and iwi (PHC 1995a).  This has implications for future generations
and the limited ability of Mäori women to reduce the incidence of abuse that they experience.
Mäori women at risk need help to comprehend and conduct the positive role they may play in
eliminating their own victimisation, as well as that of their whänau.  Mäori male abusers may be
viewed in the same light, where they too are victims of their own violence, and the consequences
of it to their whänau lifestyle and wellbeing.

The rate of partner abuse reported by women is two to three times higher than that reported by
men.  It is higher for Mäori women than for non-Mäori women (Young et al 1997).  Mäori women
often face the dilemma of having to make the violence public before they are able to get help.  The
decision is never easy.

… if we come out and talk about it then we are letting the side down … we are not being
loyal to who we are … within Mäoridom … abuse gets covered up … rather than the men
dealing with (their) abusive behaviour it’s Mäori women who sit on it so that their man

can go ahead.  There is a lot of that abuse that is still being hidden … (TPK 1997).
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The Women’s Safety Survey (Morris 1997) gives the following findings:

• Mäori women were more likely than non-Mäori women to report that they had experienced
multiple acts of physical or sexual violence.

• Partner violence for Mäori women is physically more serious in its consequences than for non-
Mäori women.

• 24 percent of Mäori women with recent partners (living with a male partner within the last two
years but no longer living with him) reported they had received medical treatment from a
doctor as a result of their partner’s violence.  The comparable figure for non-Mäori was 7 percent.

• 19 percent of Mäori women with recent partners reported they had received treatment or were
admitted to hospital as a result of their partner’s violence.  The comparable figure for non-
Mäori was 8 percent.

• 76 percent of Mäori women experience serious acts of violence.

• 90 percent of Mäori women with recent partners have experienced at least one act of violence.

• One in seven New Zealand families are affected by family violence: one in four Mäori women
currently living with a partner had experienced at least one act of physical or sexual abuse in
the previous 12 months.

Elder abuse

Mäori regard kaumätua as taonga (to be valued).  Kaumätua are accorded status and mana for
their knowledge and wisdom, rather than for the attainment of a certain age.  They are the
repositories of knowledge about tikanga, te reo, and whakapapa.  As guardians of the whänau,
hapü and iwi, kaumätua are essential to the wellbeing of Mäori society and are therefore worthy
of particular care and consideration (MoH 1997e).  In traditional Mäori society kaumätua could
rely on whänau to provide a caring and protective environment.  However, with urbanisation and
the stresses of modern-day living on whänau networks, the security of kaumätua is reduced (PHC
1995a).

Population projections indicate that the proportion of kaumätua in the Mäori population will be
much higher in the future as the birth rate declines and life expectancy increases.  The economic
and cultural resources available to kaumätua are likely to be less in the future, as current generations
of Mäori adults suffer persistent levels of socioeconomic disadvantage, and kaumätua of the future
are likely to be exposed to greater health risks.  They will have limited access to services because
of reduced economic resources to support them and their whänau during their retirement years
(PHC 1995a).

Mäori comprise approximately 3 percent of the total population aged over 65, yet 4 percent of
clients using elder abuse services were Mäori.  Elder abuse is an issue for kaumätua, and it is
probably under-reported (Age Concern 1997).
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General principles

Workforce development

Services delivered by Mäori for Mäori may enhance Mäori access to culturally effective services.
During the decade from 1982 to 1992 Mäori participation in the provision and delivery of health
services increased (Department of Health 1992).  Since then this participation has flourished and
can only be developed with added emphasis on the further growth of a Mäori and a culturally
enhanced mainstream workforce in the health sector.  Accordingly, more Mäori providers need to
be trained to lead or work in partnership with mainstream providers in the prevention of whänau
violence.  This training may occur in liaison with the Education Training and Support Agency,
and may cover specific skills for programmes in:

• parenting

• self-esteem for women

• self-esteem for men

• whänau development and well health

• training for the caregivers of kaumätua.

Mäori development is essentially about finding Mäori solutions to Mäori problems (Durie 1994).

Access to services

Mäori victims of whänau violence may be reluctant to face professional or public scrutiny.  Health
and community workers need to be alert to signs of violence and provide an environment where
women feel supported to disclose incidents of abuse.  Culturally appropriate follow-up services
are required to address the needs of both the victim and the abuser.

Marae, kura kaupapa, and preschools may be easily accessed sites for support services and
prevention programmes to at-risk Mäori children and parents, both victims and abusers.

Culturally effective service delivery

Mäori and mainstream providers of services for whänau violence must recognise the importance
of whänau, hapü and iwi development as a way of improving support networks for parents and
achieving better outcomes for Mäori generally.  The health sector in general and providers in
particular can work in a culturally effective partnership with Mäori organisations, and with hapü
and iwi authorities.  Prevention and support programmes sponsored by a range of agencies from
the health, education, police and justice sectors, for example, may be a useful starting point.

The empowerment of whänau, positive parenting programmes and emphasis on well child
programmes may provide a pathway to a safer environment for children to be supported, nurtured
and protected.  Some Mäori health services have already developed strategies to access whänau
and hapü to identify and address the issue of whänau violence.  This indicates the viability of
maintaining support for existing Mäori providers and developing further intervention programmes
to attempt to reduce the intergenerational cycle of violence for Mäori.
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Co-ordination

No single agency can by itself effectively address the issue of whänau violence.  It requires a
co-ordinated and unified intersectoral strategy.  All agencies in the community need to act on the
same message that violence will not be condoned.  This may take the form of strategic alliances
between mainstream providers, Mäori providers, Mäori stakeholders in the community (hapü
and iwi), non-government organisations, and relevant government agencies to deliver victim
support and whänau violence prevention programmes.

Quality assurance

Services could be evaluated on process and outcomes according to:

• accessibility – for example, mobile clinics to reduce the barrier of distance, especially in rural
areas

• cultural effectiveness – for example, is the service culturally appropriate for the particular issues
of whänau violence, and is information readily understood and available to Mäori?

• information from at-risk Mäori whänau who use victim support, or who act on whänau violence
prevention services.

The following documents discuss in detail quality assurance of culturally effective services for
Mäori: CHI Model (PHC 1994c) and He Taura Tieke (MoH 1995).

• The CHI Model: A culturally appropriate auditing model.  This looks at positive Mäori health
development, health gains for Mäori and cultural appropriateness of services as a way of
monitoring provider contracts (PHC 1994c).

• He Taura Tieke: Measuring effective health services for Mäori.  This provides a checklist for
providers to plan, develop and manage health services for Mäori consumers (MoH 1995).

Māori intervention models

There are three current types of intervention model to address whänau violence:

• Te Rōpū o Te Whänau Rangimarie o Tāmaki Makaurau: A Mäori model for non-violence
proposes traditional ways of dealing with conflict, conducted in a group setting for men and
women, and considers the benefits of a whänau process for resolution (Gilgen 1991).

• Runanga Tane, Taihoa Tane, and Mäori men’s collectives are all programmes developed for
Mäori men.

• Kokona Whänau is a marae-based programme that focuses on the victim and the abuser in
addressing sexual abuse (MoH 1998).

These are explained in detail in Appendix 1.
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Issues for Pacific peoples
Written and oral submissions were received from Pacific peoples during the public consultation
process of this section’s development.  It will explore some of the key concerns around family
violence as it relates to Pacific peoples in New Zealand.  It will examine the relevance of some of
the principles discussed earlier in this document, discuss some intervention models that are in use
both in New Zealand and overseas, and offer some suggestions for best practice based on available
literature and anecdotal evidence.  While this document as a whole is aimed at mainstream health
providers, this section will serve as a useful resource for Pacific health providers to develop their
own practice protocols.

Background

Family violence, said one submission, is:

an issue that is at the heart of most cultures, as the family as an institution is often the
backbone of any society.  As such the issue of family violence is an important concern for

all including the Pacific peoples of New Zealand.

Anecdotal evidence tells us that family violence is prevalent among Pacific communities in New
Zealand as it is for Mäori.  Social change brought about by migration from the Pacific has made it
difficult for families to import or recreate traditional family support structures within the New
Zealand environment and therefore led to the social isolation of some families.  This has contributed
to more Pacific peoples having a lower socioeconomic status as a result of high unemployment,
lower incomes, poor housing and poor health status.  Pacific families tend to be larger than European
families, which means that scarce resources must be stretched between the demands of everyday
living as well as customary obligations such as those to the church and remittances to family
members who have remained in the Pacific.

In 1994, the Public Health Commission’s consultations with the Pacific community found a widely
held perception that family violence was more prevalent in New Zealand than in the Pacific.  The
community submitted that this was due to the combination of stress caused by financial discontent
as well as a lack of traditional social controls (PHC 1994b).  An alternative, and possibly contentious
view, would refute this perception altogether and argue that the level of family violence in New
Zealand is perhaps no greater than its prevalence in the Pacific, but that in New Zealand there are
better mechanisms for detecting family violence because it is relatively less accepted, there is
more stringent legislation against it, and greater awareness of human rights.  By contrast, in the
Pacific, where culture and tradition prevails, there is less exposure of family violence due to the
veil of secrecy often created as incidents are either accepted or ‘resolved’ by the family or the
community.

We also know that the occurrence of violence per se is more common among Pacific communities
than in the general population.  Data being released by the Ministry of Justice (MoJ in press)
indicate that Pacific peoples have been over-represented in violence offence convictions throughout
the 1990s.  In 1996, 13.9 percent of the total of all violence cases involved Pacific peoples, while the
1996 projected Pacific population aged 17 years and over was only 4 percent (MoJ in press).  The
data also indicate that Pacific peoples were involved in 15.1 percent of offences classified as ‘male
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assaults female’, most of which are domestic violence cases.  Note that these figures are based on
convicted cases, which went right through the court system.  However, evidence from a national
survey of crime victims (which provides a measure of both reported and unreported crime) indicates
that the trends suggested in these figures may be correct (Young et al 1997).  In particular, though
sample sizes were small, the national survey found a very high average number of violent offences
among people from the Pacific, especially offences committed by those well known to the victim.

Forms of abuse
The New Zealand Government Statement of Policy on Family Violence (DPMC and DSW 1996)
describes family violence as primarily a learned behaviour resulting from pervasive socialisation,
which often occurs in families, and is reinforced by the wider community.  The origin or cause of
a learned behaviour can usually be isolated by examining earlier patterns of behaviour or
considering factors which may have led to the development of that behaviour.  To get a sense of
the prevalence of family violence in Pacific communities consider the historical context of Pacific
cultures regarding family violence and how this context impacts on the issue today.  Although a
review of the available literature has provided some interesting information on violence against
partners and children, there is little if anything on other forms of abuse involving Pacific
communities.

Partner violence

Available evidence suggests that the cultural heritage of Pacific societies helps explain why domestic
violence is present in some societies and not in others (MoJ in press).  To clarify this point, Counts
(1990a), states that some societies:

... have a warrior ethos, or define gender roles in terms of male domination and female
submission, or emphasise restraint and gentleness in interpersonal relations.  In others the

notion of control is extremely important.

Studies have found two societies that did not condone violence (MoJ in press).  These two societies
(the Nagovisi from the island of Bougainville and the Wape from Papua New Guinea), where
conciliation, gentleness, and self-control are valued, have little or no family violence.  Counts
adds that, by contrast, family violence was common in warfaring societies which considered
violence to be an acceptable expression of anger.

As for why partner violence occurs in some Pacific societies and not others, Counts (1990b) suggests
the following.

• Domestic violence is associated with the position of women.  In assessing the status of women
in a society consider male attitudes toward women, whether men exercise control over women,
and whether women have political equality with men.

• People are socialised to consider violence as an appropriate (or inappropriate) response to
stress, anger, or frustration.

• A society’s patterns of social organisation – particularly marriage rules and post-marital
residence – may bear on whether domestic violence is common.
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• Modernisation and rapid social change may be responsible for change in the frequency of
domestic violence.

Much family violence is not reported.  To understand why Pacific women often do not report their
experiences to the authorities, it may be useful to consider the results of some recent research in
Christchurch (Cribb 1997), which explored the attitudes of 30 Samoan women on the issue of
domestic violence, and Western Samoa (Mapusaga O Aiga 1996) which reported on a survey of
257 women from four villages and the percentage of them who actually reported their violent
experiences to the police.

Cribb concluded that there was an association between the acceptance of domestic violence and
an inability to access support services and traditional social support structures. There were distinct
differences between the women interviewed who accepted domestic violence and those who did
not.  Women who did accept domestic violence were mostly over the age of 40, born in Western
Samoa, lived in a nuclear family with a matai (chief) as the family head and socialised within the
Samoan community.  These women did not feel they were able to access support services.  By
contrast, the women who did not accept domestic violence were mostly under 40 years of age, had
five or more years of secondary schooling in New Zealand, and while most were involved in
Samoan church activities, their families did not acknowledge a matai as the family head.  These
women had knowledge of both fa’asamoa (the Samoan way) and fa’apalagi (the European way)
and were able to access support services if needed.

The Mapusaga O Aiga research found that 28 percent of those interviewed had been victims of
domestic violence.  When asked about what action should be taken in response to violence, most
of these women suggested reporting the matter to police.  However, only 3 percent of these victims
actually reported the matter to the police.  This illustrates the disparity between the ideal and
what actually happens.

This disparity may also be due to the achievement of other positive outcomes which may not have
been reflected in the research findings.  For example, while some individuals may have considered
reporting their violent experiences to police as being the ideal, their desired outcomes may have
been less punitive and more restorative or preventative in nature.  In such cases, the intervention
of family, elders or community leaders may have achieved the desired outcomes for the victims.

Child abuse

According to Schultz (1995), Pacific communities often do not interfere with instances of child
abuse, as it is seen as a private matter.  Schultz, going by work in Fiji, concluded that the lack of
acknowledgement of child abuse may be due to:

• no specific laws relating to the physical or sexual abuse of children

• a lack of consistency among professionals about the definition of child abuse and the presence
of a certain mind-set among professionals which often prevents them from recognising it when
encountered

• no formal requirement for professionals such as teachers and health care workers to report
abuse cases
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• the weakening of traditional support networks resulting from social change and the growing
number of people living in nuclear families

• cultural tolerance of excessive discipline on ‘traditional’ or ‘religious’ grounds.

Schultz explains:

The Biblical injunction ‘spare the rod and spoil the child’ is often interpreted literally and
applied diligently. As a consequence, disciplining a child may take the form of a beating
and be regarded as a parental or religious right or obligation. In such circumstances it
becomes easy to assume that the child is to blame, not the caregiver.  In other words, in

this context it is the victim rather than the abuser who is typically blamed.

Similarly, Mokuau and Chang (MoJ in press) describe Samoan children in the United States,
particularly in Hawaii, as being at the bottom of the social hierarchy.  Kavapalu (1991) suggests
that in Tongan society physical punishment and abuse are still seen as separate categories, instead
of looking at how they are interrelated.  She points out that in Tongan culture children are seen as
inherently and naturally foolish, naughty, lazy, disobedient and ‘crazy’.  Therefore children have
to be taught ‘correct values and behaviour, and physical punishment is regarded as the most
effective teaching method’.  This view was generally supported by the feedback recently received
from consultation with the Pacific community.

Kavapalu describes how Tongan socialisation is based on three important values: ‘ofa (love,
kindness), faka’apa’apa (respect), talangofua (obedience).  According to Kavapalu, children are
punished on the grounds of ‘ofa, which often distorts the distinction between a parent’s role of
providing for their children and hurting them.

In New Zealand, there is not enough information for assessing the prevalence of child abuse in
Pacific communities.  In Hawaii, however, Samoan children are over-represented in the statistics
for child abuse and neglect.  In 1991, Furuto suggested that one of the reasons for this is that
multiple parenting is not available to relieve the adult from child rearing or to keep the abuser
from disciplining the child too harshly (MoJ in press).

Furuto’s point fits with the responses of Pacific parents interviewed in a recent New Zealand
study (Schoeffel et al 1996), who said that in the Pacific Islands the whole community would be
responsible for the socialisation of their children but in New Zealand, the parents took over that
responsibility alone.  These comments support the premise that there is a link between social
change and child abuse in Pacific communities based in a non-traditional setting.  The move from
traditional to a Western society and the absence of extended family support, clearly impacts
adversely on Pacific families.  Suddenly it is up to the parents alone to instil values and discipline,
whereas this role was formerly the responsibility of the kinship network.

The need to define discipline was raised during consultation in the context of violence against
children.  One submission commented that this document fails to address discipline as being a
necessary part of parenting.  It needs to be made clear that this document is not concerned with
debating the merits of various parenting methods.  That is not its purpose.  Its purpose is to assist
health sector providers to develop practice protocols for dealing with family violence, as defined
in the glossary of this document.  The issue of discipline will not be discussed here.  It is envisaged,
however, that Pacific health providers will assess each case carefully on its merits against a set of
criteria, as a matter of process, before deciding on the necessary action to take.
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General principles

Submissions from Pacific peoples commented mainly on the principles and standards to do with
workforce development, access to services, culturally effective services and promotion and
prevention strategies.  The principle which cuts across all of this is quality assurance.

Quality assurance

It is critical for Pacific peoples that issues such as the provision of timely and responsive services,
appropriate victim support, ensuring client safety and confidentiality, and clear systems for
monitoring and evaluation are continuously addressed and refined.  Also important is that Pacific
providers strive to co-ordinate better within the health sector, with external agencies and with the
wider Pacific communities.

The aim of an effective quality assurance measure for a Pacific provider wouldThe aim of an effective quality assurance measure for a Pacific provider wouldThe aim of an effective quality assurance measure for a Pacific provider wouldThe aim of an effective quality assurance measure for a Pacific provider wouldThe aim of an effective quality assurance measure for a Pacific provider would
be not only to ensure that services are effectively addressing the needs of thebe not only to ensure that services are effectively addressing the needs of thebe not only to ensure that services are effectively addressing the needs of thebe not only to ensure that services are effectively addressing the needs of thebe not only to ensure that services are effectively addressing the needs of the
community by assessing, treating and referring incidences of family violence,community by assessing, treating and referring incidences of family violence,community by assessing, treating and referring incidences of family violence,community by assessing, treating and referring incidences of family violence,community by assessing, treating and referring incidences of family violence,
but more importantly, by contributing to the successful reduction of the impactbut more importantly, by contributing to the successful reduction of the impactbut more importantly, by contributing to the successful reduction of the impactbut more importantly, by contributing to the successful reduction of the impactbut more importantly, by contributing to the successful reduction of the impact
of family violence involving Pacific peoples.of family violence involving Pacific peoples.of family violence involving Pacific peoples.of family violence involving Pacific peoples.of family violence involving Pacific peoples.

The Ministry of Justice report (in press) describes some key mechanisms for maintaining quality
assurance and concludes:

Programmes [and services] would have more chance of success if evaluation was built in
from the beginning with the evaluator working alongside the providers and feeding in
relevant information to help modify the programme ... identifying problems before they

occur.

Making a Pacific Difference (MoH 1997a) identified quality assurance monitoring as a key strategy
for improving the health of Pacific peoples.  It also proposed some useful mechanisms for achieving
continuous improvement in the provision of health services to Pacific communities.  The
mechanisms it identified were:

• setting quality requirements and expectations on the part of both the provider and the
community

• assisting providers to improve their service, through appropriate delivery of education,
information and advisory services

• establishing a set of relevant and dynamic indicators to allow measurement of, and therefore
feedback on, the services offered

• creating good communication both within the provider organisation and between the provider
and the relevant community.
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Workforce development

In 1995, the Public Health Commission found that Pacific peoples were under-represented in the
health workforce across all disciplines (PHC 1995b).  Since then the Ministry of Health has identified
workforce recruitment and training as a priority strategy for increasing health gains for Pacific
people (MoH 1997a, 1997b).

Consultation unanimously confirmed the importance of workforce development as a principle
for guiding the development of family violence practice protocols for Pacific health providers.

It was felt imperative that training should include a self-assessment componentIt was felt imperative that training should include a self-assessment componentIt was felt imperative that training should include a self-assessment componentIt was felt imperative that training should include a self-assessment componentIt was felt imperative that training should include a self-assessment component
in which workers examined their own values and beliefs around the issues ofin which workers examined their own values and beliefs around the issues ofin which workers examined their own values and beliefs around the issues ofin which workers examined their own values and beliefs around the issues ofin which workers examined their own values and beliefs around the issues of
power and powerlessness, definitions of discipline versus abuse, gender rolespower and powerlessness, definitions of discipline versus abuse, gender rolespower and powerlessness, definitions of discipline versus abuse, gender rolespower and powerlessness, definitions of discipline versus abuse, gender rolespower and powerlessness, definitions of discipline versus abuse, gender roles
and cultural values.and cultural values.and cultural values.and cultural values.and cultural values.

This was viewed as a fundamental starting point for the training of all health providers dealing
with family violence.

It is critical to ensure that when developing training programmes for workforce development that
the courses are NZQA accredited and allow the recognition of cultural and/or life skills of Pacific
workers.  Also important is the recognition of how these specialised skills might enhance working
with Pacific clients.  Training programmes should ideally be linked to the identification of specific
Pacific networks and support services that work in the area of family violence and how such
services can be accessed.  They should also identify Pacific trainers with specific expertise in the
area of family violence and use the skills that they provide.

Adequate workforce development not only involves training new staff to deliver specific services,
but is also about training and developing existing mainstream staff to be aware of and responsive
to the specific health needs of Pacific peoples.

Ensuring that mainstream services are responsive to Pacific health needs recognises that
assumptions cannot be made about Pacific peoples’ preference for providers and that some Pacific
peoples will prefer mainstream providers.  Also some geographical areas do not have the population
numbers to support specialised Pacific health providers.  As well as the importance of presenting
clients with a range of service options, where it is possible, it is equally vital to acknowledge that
the sensitive nature of family violence may cause some clients to seek assistance from mainstream
or non-Pacific providers.  This option may be seen as a way of reducing the risk of detection,
therefore avoiding the possibility of family stigmatisation or any loss of face that may result from
confiding in a Pacific provider.

It is therefore imperative that training methods for Pacific providersIt is therefore imperative that training methods for Pacific providersIt is therefore imperative that training methods for Pacific providersIt is therefore imperative that training methods for Pacific providersIt is therefore imperative that training methods for Pacific providers
stress the importance of client confidentiality and professionalism above all else.stress the importance of client confidentiality and professionalism above all else.stress the importance of client confidentiality and professionalism above all else.stress the importance of client confidentiality and professionalism above all else.stress the importance of client confidentiality and professionalism above all else.

Access to services

The lack of access to services has long been identified as a major barrier to health care for Pacific
peoples.  Equity of access was identified as a key working principle for the development and
delivery of health services for Pacific peoples (MoH 1997a).  The principle is seen as reflecting the
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desire to achieve greater equity in the allocation of health resources, as measured by health outcomes
and health status.  For health services to be easily accessed by Pacific peoples there needs to be
effective, culturally appropriate, comprehensive and flexible community and hospital-based
services.  All providers should therefore ensure that these factors are taken into consideration
when developing practice protocols for dealing with family violence.

The need to deliver specialised care and support to victims of family violence and abuse in a range
of settings that include both mainstream and Pacific health providers has been identified as a way
of ensuring simple, efficient and sensitive access to services.

Good access includes having a clear process for recourse if people are dissatisfiedGood access includes having a clear process for recourse if people are dissatisfiedGood access includes having a clear process for recourse if people are dissatisfiedGood access includes having a clear process for recourse if people are dissatisfiedGood access includes having a clear process for recourse if people are dissatisfied
with the service.with the service.with the service.with the service.with the service.

Consultation participants suggested that Pacific peoples often do not complain because the process
for doing so is invariably unclear or is threatening to their personal or cultural protocols.  To
counter this, family violence protocols should include the provision of appropriate interpreters or
advocates, the provision of information in the appropriate languages, such as pamphlets outlining
complaint procedures and appropriate protocols, and procedures for complaints that allow Pacific
clients to maintain personal and cultural dignity.

Written protocols, procedures and policies

These will assist Pacific providers to improve the quality and accessibility of their services.  The
key is transparency.  It is important that detailed information about protocols, policies and
procedures is clearly and accurately documented in a consistent and culturally appropriate manner.

Protocols need to be user friendly.  Accurately recorded information also helps to ensure that
workers remain safe within their practice and provides a mechanism for maintaining accountability.
While this principle is important for the reasons already stated, the contextual realities that Pacific
peoples often operate under, such as poverty, marginalisation, and poor education may affect its
applicability.

One of the difficulties with providing sound, evidence-based policies and protocols for Pacific
peoples is  the scarcity of statistical data on the issue of family violence, and a lack of consistency
in methods of data collection.  There is therefore a need to support increased research into family
violence in Pacific communities.  There is equally a need to support greater consultation and
debate which examines people’s perspectives and beliefs about definitions of abuse versus
discipline, and culturally relevant ways of addressing family violence.

Culturally effective services

The key here is acceptability by Pacific peoples.The key here is acceptability by Pacific peoples.The key here is acceptability by Pacific peoples.The key here is acceptability by Pacific peoples.The key here is acceptability by Pacific peoples.

Acceptability was also identified as a key working principle for the development and delivery of
health services for Pacific peoples (MoH 1997a).  There can be no fixed rules to ensure services are
appropriate to specific Pacific cultures.  Instead, programmes need to be designed and evaluated
on a case by case basis, with clear objectives and population groups in mind.
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There was general consensus from consultation about the significance of this principle in relation
to dealing with family violence in Pacific communities.  Suggestions about the development of
comprehensive, specialist, Pacific health services that are community based and take into account
culturally defined needs, were common.  It was also considered that policies should encompass a
holistic approach in which issues around spiritual, mental and physical matters were taken into
account.

While it is clearly important to maintain culturally effective services as a way of recognising that
Pacific peoples have different ways of dealing with matters and preserving cultural safety, it is
critical to acknowledge that some Pacific peoples will continue to access mainstream services.
This calls for the implementation of a range of strategies which are viable in the long term and recognise
the scope of diversity within the Pacific population.  As one submission aptly summed up:

There are two distinct Pacific Island cultures in New Zealand – the New Zealand born and
the Island born – in many cases the Island-born people are making decisions for New

Zealand-born people who are rapidly becoming the majority.

Promotion and prevention strategies

To effectively reduce the impact of family violence in Pacific communities a multi-pronged approach
to health promotion and prevention programmes is required.  The Ottawa Charter identifies the
key principles which provide the framework for a multi-pronged approach to health promotion.
Programmes need to target specific populations, taking into consideration the varying
circumstances of Pacific peoples, including their diversity and geographical location and differing
needs according to gender and age.  It is important that in the planning of health promotion,
special attention is given to developing health information resources appropriate for both new
migrant and established Pacific communities.

Strategies should provide for maximum community participation, with Pacific peoples increasingly
involved as full partners in health services, from the identification of needs, selection of priorities,
planning and implementation, to the evaluation of activities to improve their own health.

Whatever the method of communication used, it is important to consider veryWhatever the method of communication used, it is important to consider veryWhatever the method of communication used, it is important to consider veryWhatever the method of communication used, it is important to consider veryWhatever the method of communication used, it is important to consider very
carefully the language and literacy needs of those receiving the information.carefully the language and literacy needs of those receiving the information.carefully the language and literacy needs of those receiving the information.carefully the language and literacy needs of those receiving the information.carefully the language and literacy needs of those receiving the information.

 Successful health promotion programmes will result in a desired change of behaviour.  For Pacific
peoples, this also includes the development and encouragement of realistic alternatives that
incorporate Pacific values.

Consultation with Pacific communities has provided some useful feedback on this principle and
its associated standards.  One submission suggested, in relation to increasing public awareness of
the nature, causes and effects of family violence, that intervention programmes include definitions
of abuse which reflect Pacific peoples own understanding of what constitutes family violence and
abuse.  Another point made was the need to develop a diverse range of activities to promote keep-
safe messages through spiritual, traditional and contemporary mediums effective for Pacific
peoples.

The promotion of violence-free families through parenting programmes has been identified as a
vital component of this principle.  This might include developing parenting programmes for Pacific
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parents and caregivers that allow them to address issues around family violence with a focus on
behaviour modification.  It is important that such programmes take into account factors such as
maintaining personal and cultural dignity, and explore culturally and spiritually viable means of
discipline that do not compromise children’s safety.

Equally important is that the programme is targeted at the right caregiver.Equally important is that the programme is targeted at the right caregiver.Equally important is that the programme is targeted at the right caregiver.Equally important is that the programme is targeted at the right caregiver.Equally important is that the programme is targeted at the right caregiver.

In Pacific cultures the role of the grandparent is important.  Sometimes grandparents are the most
appropriate teachers or the ones who hold the authority to sanction a change in attitude for the
whole family to follow a new pattern of behaviour.  The parents often do not have the power or
cultural freedom to make choices in an interdependent relationship.  The key here is that providers
maintain the flexibility to involve other key caregivers in the intervention programme as necessary.

Community education programmes which raise awareness of family violence and provide support,
need to be ongoing to be effective and result in positive behaviour change.  The issue of family
violence will only be a matter for discussion and debate as long as awareness programmes remain
ongoing.  Without any publicity there is a risk of this violence continuing to be a hidden issue
which remains behind the closed doors of Pacific families (MoJ in press).

The Children, Young Persons and their Families Service (CYPFS) has produced several videos
and booklets on parenting issues which are readily available.

Models of intervention

As discussed above, an effective intervention to reduce the incidence and prevalence of family
violence in Pacific communities will encompass a range of strategies which recognise, not only the
diversity, but also the similarities within the group.   A common feature of Pacific communities is
that of collectivism.  Cultures and societies that value the collective over the individual are often
disadvantaged when they migrate to a society that promotes individualism.  Individualism goes
against the values of most Pacific societies where the collective or group is more important than
the individual.  Therefore interventions which focus on the individual rather than the collective
are likely to create conflict.

What intervention methods are being used and what works?

The Healthy Start programme in Hawaii is heralded as being a success story in child abuse (MoJ
in press).  For example, Magida found that during 1985 to 1990, 99.3 percent of the participating
families had been free of child abuse and neglect (MoJ in press).  The programme started developing
in 1975 until its demonstration project in 1985.  In its three-year demonstration project with 241
high-risk families in Ewa, there were no cases of child abuse and neglect.

Potential Healthy Start families are identified and approached while a mother is still in hospital
after having had her baby.  At-risk families are identified by a Family Stress Checklist. If the
family agrees to participate, they are assigned a home visitor for the next five years.  Magida
describes the concept of a home visitor in this programme as a combination of friend, advocate
and support system.
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Two programmes in New Zealand which use the concept of home visiting successfully are the
Anau Ako Pasifika programme and the HIPPY programme.

In April 1998, the Ministers of Health, Education and Social Welfare announced the start of a new
intensive home-based service for families whose social and family circumstances put their children
at risk.  The services, known as Family Start, will be trialled in Ranui-Massey, West Auckland,
Whangarei and Rotorua for five years.  The Early Start programme, which began in Christchurch
in 1993, will be extended and come under the umbrella of the trial.

The Family Start service, like the Healthy Start programme in Hawaii, is based on a home visitor
who works with families for a period of time designated by the family.  Families can be referred
by lead maternity carers, GPs and well child care providers as well as hospital maternity service
providers.  Referral criteria include relationship problems such as family violence, or a family
history of abuse, being an unsupported parent or being a young mother.  Every family referred to
Family Start will have their needs assessed to identify their strengths and determine the level and
intensity of home-based services to be provided.  This also enables the home visitor and the family
to agree to a plan which aims to address the family’s needs.

The family worker will help families access services that best meet their needs, help parents access
the support of their own family, whänau, extended families and social networks in caring for their
children, help families resolve issues of family conflict, as well as many other issues families face.
It will also include a focus on parenting skills and child development.  While Family Start specifically
aims to provide support to families right from the beginning of the child’s life so that serious
problems like child abuse are less likely to occur, it is generally aimed at improving health, education
and welfare outcomes for children.

Violence prevention programmes that involve work with families have proven to be successful.
A recent report prepared for the Department of Corrections on the characteristics of rehabilitation
programmes that were most successful for Pacific offenders also found that family involvement
programmes were viewed positively by participants (MoJ in press).

Where to from here?

Violence towards women and the harsh physical discipline of children is not tolerated by the law
in New Zealand.  Pacific peoples have now increasingly become aware of this.  It would appear
that violence in Pacific families is still very much hidden behind closed doors and is not a public
issue, although this is likely to be the case in other communities as well.  This may explain why
there is little information available on the prevalence of family violence.  Another reason for the
lack of information may be inconsistent approaches to ethnicity data collection.

In developing practice protocols for dealing with family violence, Pacific health providers need to
take into account issues around promoting and maintaining safer Pacific communities, especially
for women and children.  Part of that safety involves rebuilding support systems to take the place
of the traditional collective support structure.  In addition, providers need to be supportive of
ongoing community education programmes to ensure that the issue of family violence continues
to be addressed by Pacific communities.
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Clearly, a range of approaches is needed to cater for people of different Pacific cultures, different
ages and in different situations.  It takes time to change people’s attitudes, and people are often
resistant if they feel they are being targeted.  Successful programmes have the support of the
communities and listen to what the communities have to say, involve whole families rather than
individuals, are long term rather than one-off, and explore a variety of methods of delivery (such
as storytelling, interactive practices and a variety of visual methods) as well as more conventional
ones.  Critical to the success of these programmes is that they are owned and operated by the
Pacific community.

Perhaps the most important role of Pacific health providers is to help address Pacific peoples’
perceptions of family violence and to work alongside communities, supporting them to help
themselves.  In support of challenging these existing attitudes, towards the harsh physical discipline
of children for example, a Cook Islands pastor from Sydney wisely advised:

Those days of smacking our children with a piece of wood are past.  We know it is not
really the best way.  There is a need to communicate with and understand them so you

know how they feel – to then be able to provide guidance.  (MoJ in press.)

Other vulnerable groups
Three groups identified in submissions and consultation as warranting specific comment about
family violence are people with disabilities, older people and people with mental health problems.
Factors that can place people in these three groups at particular risk of violence are briefly considered
here.

There can be some overlap between them.  An older person may have restricted physical mobility
because of arthritis and be suffering from a dementia such as Alzheimer’s disease.  A person with
a physical disability who has been abused as a child may have mental health problems as an adult.

The factor common to all three groups is their frequent dependence on family members for care,
which can place them in a vulnerable position.  This dependence can give rise to neglect or violence
such as physical, emotional or sexual abuse.  Because of their dependence on family or other
caregivers, individuals in these groups may be reluctant to reveal abuse.

The role of caring increases stress on families and may compound other stress factors such as poor
housing, low income, or distance from services.  Most families cope well with caring for family
members with a disability.  However, lack of understanding of the individual’s disability, negative
attitudes in society, the local community or the family can all contribute to the occurrence of abuse
or neglect (UN 1994b).

The possibility of violence or abuse is not confined to the family and can occur in institutional
settings or with alternative carers.  Children and adults with a disability are susceptible to all
forms of abuse, including physical and sexual abuse, because of the intimate nature of care often
required.  Behaviour changes may be attributed to the disabling condition or other factors when
they could be indicators of abuse (Sobsey 1992).
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There is increasing research evidence that violence and sexual violence in childhood affect later
emotional and mental wellbeing.  Women with histories of child sexual abuse have higher rates of
seeking formal help for depression and relationship difficulties compared with non-abused (Morris,
Martin, Romans 1998).  The long-term impact of abuse is reflected in the high percentage of men
and women hospitalised for attempted suicide and who have a history of physical or sexual abuse
(Read 1998).

Health and disability sector providers need to be alert to the possibility of violence when people
in these three categories present to services.  Where violence is being perpetrated due to the
incidence of mental illness, it is important that services have agreed ways of addressing this
situation, such as using forensic psychiatric services.  It is important that health workers, families
and caregivers receive training and education to assist them to recognise when extra support may
be necessary in stress or conflict situations that increase the potential for family violence.  Ensuring
a safe environment in hospital and community service settings is a key factor in minimising the
risk of abuse for people in these vulnerable groups.

Migrants and refugees are an additional, growing population group within New Zealand who
encounter family violence issues specific to them and their circumstances.  The way in which
Government, agencies, the community and provider groups will acknowledge, identify and
appropriately address the specific needs of this group is still being developed.
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Appendix 1:
Examples of Existing Protocols
and Intervention Models

Eighteen submissions on the draft document supported the inclusion of model protocols, or an
appropriate framework to guide providers, or using existing protocols.  We have, therefore,
included some examples of existing protocols and models of intervention as additional resources
for providers.  However, some of these protocols have not been tested in New Zealand and may
not be appropriate for our communities in their present form.

Existing protocols

The General Practitioner and Partner Abuse

Family violence protocols dealing with partner abuse have been developed on an ad hoc basis by
some providers in the health sector.  Notable examples include the general practitioner protocols
concerning partner abuse (Gardyne 1995).  This protocol is a GP handbook that includes practical
tools to assist GPs to help those who are victims of partner abuse.  The protocol outlines summarise
the key elements of intervention for women and for men, as follows:

Intervention for women Intervention for men

H History B Bring him in
Check for indicators Invite perpetrator to discussion
Communicate – set up
     the environment E Explain
Encourage disclosure Explain observation of the injuries
Acknowledge, empower, Explain the consequences of
     declare abuse is wrong     violence
Take history of abuse

A Assessment E Enter agreement
Record injuries Enter agreement – need for
Record past injuries     change
Assess safety Contact men’s group

S Safety N Never again
Develop a safety plan Abuse is not acceptable
Look at safety options Not to go home and beat her up
Consent to phone perpetrator Follow-up – monitor the situation
Follow-up

(Gardyne 1995)
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The OASIS Protocol: Guidelines for identifying, treating and referring abused women

The OASIS protocols in Middlemore hospital represent protocols developed for an emergency
department (Fanslow 1996).

Promoting the Rights and Wellbeing of Older People and Those Who Care for Them:
A resource kit about elder abuse and neglect

Other protocols have been developed by non-government agencies, such as the comprehensive
resource kit concerning elder abuse and neglect compiled by Age Concern (Age Concern 1992).

Breaking the Cycle: Interagency protocols for child abuse management

These interagency protocols, developed by the New Zealand Children and Young Persons Service
(CYPFS 1996), take a comprehensive and collaborative approach to child abuse management.  The
purpose of the national protocol for CHE (now Hospital and Health Service) workers, included in
Breaking the Cycle, is to promote a consistent and comprehensive approach to the care and
protection of children and young people.  The CYPFS protocols are designed to:

• protect children

• manage young offenders

• ensure that children in need are cared for

• help families maintain and strengthen their child-rearing role.

Good Practice Guidelines for Co-ordination of Family Violence Services

These guidelines build on existing practice and are designed to ensure a co-ordinated response to
family violence once it has occurred.  The responsibilities and accountabilities of government
agencies are set out and areas of interface between government and non-government agencies are
highlighted.  The guidelines draw on the experiences of the Government’s pilot family violence
intervention project in Hamilton (DSW 1996).

Domestic Violence Policy and Protocol

The Northern Sydney Area Health Service has developed a protocol to assist staff to provide
consistent, high quality care and assistance for victims of domestic violence.  The protocol is based
upon the New South Wales Domestic Violence Committee’s Statement of Principles, 1991 and the
Department of Health Domestic Violence Policy, 1993 (Northern Sydney Area Health Service 1995).

Protocol for Study of Interpersonal Abuse of Children

The World Health Organization (WHO 1994) perceives child abuse as a hidden problem in many
developed and developing countries, due to lack of data and because the issue is laden with shame
and denial.  WHO has therefore designed a protocol to:

• obtain a clearer picture of the nature and severity of physical child abuse in a defined population

• explore possible risk factors for physical abuse in different countries
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• provide crude estimates of the incidence of physical abuse

• generate hypotheses concerning avenues of prevention at the national and local levels.

This protocol targets a very specific aspect of child maltreatment: those child victims with obvious
physical signs of abuse who are treated by physicians in hospitals and non-private health centres.

Protocol for Domestic Violence: Whittier Street Neighborhood Health Center

This protocol provides guidelines to support the routine assessment of all adolescent and adult
women patients at a Massachusetts, USA, community health centre.  The protocols assist the
identification of, and intervention in, domestic violence.  The definition used for domestic violence
covers partner abuse and battering, but excludes elder abuse and child abuse (Whittier Street
Neigbourhood Center 1996).

WomanKind

This hospital-wide domestic abuse programme offers around-the-clock case management and
advocacy services at three Minneapolis hospitals.  The focal point is emergency departments,
where women with a violent home life who are seeking help are offered the support of a
WomanKind volunteer worker.  The service includes crisis intervention and ongoing assistance to
women who suffer from physical, sexual or emotional abuse.  Staff training and policies and
protocols to improve early intervention and assessment of family violence are key elements in
WomanKind’s success (Hadley 1997).

Māori intervention models

Te Roopu o Te Whānau Rangimarie o Tāmaki Makaurau: A Māori model for non-
violence

This aim of this model is to provide Mäori-based programmes for Mäori who are either victims of
abuse or abusers.  It looks at traditional ways of dealing with conflict and problems associated
with colonisation.  The programme is delivered in a group setting that involves both men and
women to reflect a whänau-based approach (Gilgen 1991).

Rūnanga Tāne, Taihoa Tāne, Te Tetekura Tāne, and collectives of Māori Men

These are examples of programmes that have been developed for Mäori men to reduce family
violence.  While these programmes are aimed at reducing the use of violence in the home, these
programmes also promote positive messages such as parenting skills, reducing use of drugs, alcohol
and smoking reduction or cessation (Durie 1994).
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Kokona whānau

This programme is a marae-based programme which addresses sexual abuse within whänau and
focuses on both the victim and the perpetrator.  Kokona Whänau facilitates the treatment and
rehabilitation of the victim and engages them and their whänau in a positive process.  The
programme affirms the centrality of whakapapa in determining the victim’s identity and
re-establishes their place in the whänau.  It also acknowledges the marae as the spiritual centre of
whänau, and draws on the rituals of kawa as part of the healing process.  When focusing on the
perpetrator, Kokona Whänau seeks to resolve all aspects of the incident(s).  As a result, the
perpetrator can be stripped of mana and be ordered to make reparations to the victim and their
whänau.
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Appendix 2:
Family Violence Legislation

This is a brief description of relevant legislation that health sector providers need to be aware of
when working with victims of family violence.  Certain statutes, such as the Health Act, include
specific sections governing the roles and responsibilities of health providers.  Others, such as the
Domestic Violence Act, focus specifically on family violence and effective legal protection for
victims and their families.

Health Act 1956

Sections 22C and 22F of the Health Act 1956 provide for disclosure of health information and the
communication of information for diagnostic and other purposes.  These sections may impact on
health professionals supplying information regarding family violence.

Authorised persons working under section 125 of the Health Act 1956 have statutory power to
examine children in schools or early childhood centres for any condition affecting the health or
normal development of the child or of any disease or defect from which a child may be suffering.
This may include physical abuse.  However, its role has largely been overtaken by the Children,
Young Persons and Their Families Act 1989.

Children, Young Persons and Their Families Act 1989

The Children, Young Persons and Their Families Act 1989 was implemented with the express
purpose of providing support for families so that they can carry out their responsibilities to their
children.  The Act covers children in need of care, and young offenders.

Under the Act, medical practitioners are to carry out medical examinations in a way that causes
the least possible distress to the child or young person.  A health provider who believes a child or
young person has been or is likely to be harmed, ill-treated, abused, neglected, or deprived may
report the matter to a social worker or a member of the Police (section 15).  This section covers all
health professionals who suspect abuse.  This is not a positive duty, but is a discretion.  It is not an
offence to fail to report suspected abuse, although this may be a breach of professional codes of
conduct or ethics.

If a health professional were to report a matter pursuant to section 15, no civil, criminal, or
disciplinary proceedings would lie against them in respect of the disclosure or supply of information
concerning the child or young person, unless the information was disclosed or supplied in bad
faith.  This provision provides protection to a health professional who reports a suspicion.
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Sections 49–58 provide procedures relating to medical examinations, such as court ordered
examinations or medical examinations at the request of a social worker.  A court may order a
medical examination where it is satisfied that:

(a) there are reasonable grounds for suspecting that a child/young person is suffering ill-treatment,
abuse, neglect, deprivation, or serious harm, and

(b) it is expedient that a medical examination of that child/young person be carried out for the
purpose of determining whether that suspicion is well-founded.

A social worker (employed under Part V State Sector Act 1988) may also arrange for a medical
examination with or without the consent of the parent or guardian, although the social worker
must have made reasonable efforts to obtain consent.

This Act:

• is concerned with supporting the care and protection of children and young people (up to 17
years old) within their families where possible

• deals with harm, abuse, ill treatment, neglect and deprivation affecting children

• regards the welfare and interests of the child as the deciding factor of a situation

• deals with matters when children or young people have committed offences

• promotes and encourages services to support children and families.

Domestic Violence Act 1995

The object of the Domestic Violence Act 1995 is to reduce and prevent violence in domestic
relationships by recognising domestic violence as unacceptable behaviour, and ensuring that where
it does occur, there is effective legal protection for victims.

Domestic Protection Orders make it illegal for a named perpetrator to have any contact with the
victim, including telephoning, or being in the vicinity of that person’s home, place of work or
recreation without the victim’s express consent.  The purpose of the order is to restrict the
perpetrator’s ability to harass the victim.  Where a victim wishes to get a domestic protection
order but is incapacitated by fear of harm or physical or mental capacity, another representative,
including a health professional who meets the definition of ‘representative’ under the Act, can
make an application for a protection order on their behalf.  Following the granting of a protection
order, victims and their children have the opportunity to get free counselling through the court-
approved programmes, and perpetrators are required to attend stopping-violence programmes.

This Act:

• defines domestic violence and defines the types of relationships that are considered to be
domestic relationships for the purposes of the Act

• provides for a system of protection orders for victims of domestic violence

• provides for programmes that, in the case of recipients, have the primary objective of promoting
protection from domestic violence; in the case of children, have the primary objective of helping
individuals deal with domestic violence; and, in the case of respondents, have the primary
objective of stopping or preventing domestic violence.
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Domestic Violence (Programmes) Regulations 1996

Regulation 27:  Māori values and concepts

The object of this Regulation is that:

Every programme that is designed for Mäori or that will be provided in circumstances
where the persons attending the programme are primarily Mäori, must take into account
Tikanga Mäori, including (without limitation) the following Mäori values and concepts:

(a) Mana wahine (the prestige attributed to women)

(b) Mana tane (the prestige attributed to men)

(c) Tiaki tamariki (the importance of the safeguarding and rearing of children)

(d) Whanaungatanga (family relationships and their importance)

(e) Taha wairua (the spiritual dimension of a healthy person)

(f) Taha hinengaro (the psychological dimension of a healthy person)

(g) Taha tinana (the physical dimension of a healthy person).

Domestic Violence (Public Registers) Regulations 1996

The Domestic Violence (Public Registers) Regulations 1996 provide for a new privacy regime, that
allows the recipients of protection orders to apply to have their names removed from specific
public registers, for example, the Motor Vehicle License Register and the Electoral Roll.

Privacy Act 1993

The Privacy Act 1993 is intended to promote and protect the privacy of the individual.  Privacy is
an extremely important issue, and although a breach of the Act’s principles is not a criminal offence,
it may cause harm to the person whose privacy is breached, and can result in the Privacy
Commissioner making enquiries and possible claims for damages.

The Act contains twelve information privacy principles grouped around four major themes:
collection, use, disclosure and storage.  Essentially the Act states that information must be collected
only where necessary for a legal purpose connected with the function of the agency collecting it.
Individuals are accorded rights surrounding information, including the right to know that it is
being collected, the purpose for its collection, and who will receive the information.  Information
collected is to be stored in a manner that keeps it secure.

Perhaps the most important principle in relation to interagency working practice is Principle 11,
which establishes limits on the disclosure of personal information.  It states that personal
information should not be disclosed unless certain grounds for disclosure exist.
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Under this Act, agencies may disclose information that they have gathered if:

the disclosure of this information is necessary to prevent or lessen a serious and imminent
threat to –

a) public health or public safety

b) the life or health of the individual concerned or another individual.

This part of the Act is used by Police to disclose victim information to Women’s Refuge and Victim
Support to provide appropriate follow-up support to victims following their arrest of a perpetrator.

Further information about the purpose and appropriate application of the Privacy Act 1993 can be
found in The Privacy Act 1993: A summary of the available resources and guidelines to protect
personal information and assist case management in the health, education and social welfare sectors
(MoH, MoE and DSW 1996).

Many health care providers worry about breaching the Privacy Act and the Health Information
Privacy Code.  However, safe practice in family violence work demands that agencies attempt to
ensure victim safety.  The best way to do this is to ensure that they have access to specialist family
violence services.  Victims should be informed about information that will be passed on and have
the opportunity to refuse this service.

Health Information Privacy Code 1994

The twelve information privacy principles in the Privacy Act 1993 are modified by the Health
Information Privacy Code 1994 and its amendments, which apply to health information and health
agencies.  The Code defines what is meant by ‘health information’ and ‘health agency’ and sets
out a code of practice, with notes and commentary, for the health sector.  The twelve rules in the
Code encompass the twelve information privacy principles.

When releasing health information, agencies should ensure that they comply with the Official
Information Act 1982 (if applicable), the Privacy Act 1993, and/or the Health Information Privacy
Code 1994 and/or section 22F of the Health Act 1956.

Health and Disability Commissioner Act 1994

The purpose of the Health and Disability Commissioner Act 1994 is to promote the rights of health
consumers and disability services customers, and to facilitate the fair, simple, speedy and efficient
resolution of complaints relating to infringement of those rights.  The Act establishes the office of
the Health and Disability Commissioner and defines the Commissioner’s functions.  The Act also
establishes two other statutory positions: the Director of Advocacy to provide independent
advocacy services nationally, and the Director of Proceedings who decides whether to institute
proceedings against a person against whom a complaint has been made.
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Code of Health and Disability Services
Consumers’ Rights 1996

The Health and Disability Commissioner (Code of Health and Disability Services Consumers
Rights) Regulations 1996 set out the rights of all consumers.  The Code places obligations on people
and organisations providing services.  Providers are widely defined in the Health and Disability
Commissioner Act 1994.  They include anyone providing or claiming to provide any sort of health
or disability service, whether public or private.

Crimes Act 1961

The Crimes Act 1961 may indirectly affect health providers.  Part VIII of the Act establishes duties
tending to the preservation of life.  These duties include a duty to provide the necessities of life to
any persons in a parent’s or guardian’s charge who cannot withdraw themselves from that charge
for reasons including age (section 151).

Section 152 of the Act imposes criminal responsibility on a parent or guardian who omits to provide
the necessities of life to any child under the age of 16 years.  No immunity is given to health
providers reporting such cases to the Police.  A provider reporting such cases should ensure that
they comply with the Health Information Privacy Code 1994.  However, these sections should not
be used to usurp specific family violence legislation.

Trespass Act 1980

Under section 5 of the Trespass Act 1980, a trespassing warning can be served on any named
person who has been or is trespassing on a person’s property.

Guardianship Act 1968

The Guardianship Act 1968 and Guardianship Amendment Act 1995 provide a framework through
which custody and access disputes are dealt with by the courts.  A particular aspect of this Act
that health professionals should be aware of is that it allows the Family Court, in certain cases, to
place restrictions on access to a child by a person who has a history of violent behaviour.
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Appendix 3:
Examples of Potential Referral
Agencies

Community support services

Community support services provide an important service to victims of family violence and abuse.
They receive their funding from the Community Funding Agency, Department of Social Welfare.
Some examples of these services are as follows.

Women’s Refuge

There are now 48 service providers who support 56 houses.  More than 9,000 women with about
7,500 children were in contact with refuges in New Zealand during the period July 1995 to June
1996 (Young et al 1997).

Rape Crisis

Rape Crisis is a primary organisation for providing specialist help for some female victims.  About
24 local groups are affiliated to this.  Over the last five years about 12,500 women contacted Rape
Crisis services (Young et al 1997).

ACC-approved counsellors

ACC-approved counsellors are accessed either through general practitioners, or directly through
the register of approved counsellors held at local ACC offices.  The process of determining the
eligibility for financial support for abuse survivors is available at local ACC offices.  However,
there are very few Mäori ACC-approved counsellors.  There is a need to recruit, train and retain
Mäori workers in this area to enable a choice of delivery for victims seeking this specialised service
(MoH 1997c).

Women’s Support Groups and Women’s Centres

These agencies specialise in working with victims of domestic violence.  They run education and
support services both through groups and individual counselling, and may also offer parenting
and anger management for women programmes.
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Victim Support (crisis support only)

Victim Support is an organisation which provides emotional support, information and practical
help to victims in New Zealand.  There are 77 Victim Support groups.  In 1995 Victim Support
provided support services to 170,000 victims of crimes, accidents and emergencies (Young et al
1997).  These services are activated through the Police.

Other services

Other services include:

• Age Concern

• Alzheimer’s Society, Stroke Foundation, Parkinsonism Society

• Äwhina Wähine

• Church-based groups

• Doctors for Sexual Abuse Care (DSAC)

• Elder Abuse Support Team

• National Network of Stopping Violence services

• Parentline

• STOP (sexual abuse programme)

• Te Korowai Aroha Whitireia

• Women’s support groups for victims

• Women’s Centres

• Youthline.

Resources and support services

It is essential for providers to develop a resource directory of appropriate abuse services.  Mäori
specific services, where they exist, should be included in the directory.  Where agencies have both
mainstream and Mäori services, such as Women’s Refuges, Sexual Assault Services and Health
Social Workers, this should be indicated in the directory.  Some of the types of services to be
included are:

• crisis and general assistance

• interpreters

• Women’s Refuges and crisis accommodation

• Police

• legal support

• financial assistance

• housing assistance

• hospital emergency departments
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• sexual assault services

• child protection services

• health social workers

• domestic violence support groups

• family support services

• community based counselling services/support

• multicultural services

• services for people with disabilities

• alcohol and drug services

• women’s health collectives

• Citizens Advice Bureaux

• psychotherapists

• psychiatrists

• mental health services

• Children, Young Persons and Their Families Services.

Services funded by the Health Funding Authority

The Health Funding Authority (HFA) funds a range of services and programmes dealing with
aspects of family violence.  These are not specifically listed here as the mix of services varies
between regions.  The HFA contracts include CHE based services, community organisations, joint
service provision and national contracts.

The services provided include prevention, crisis intervention, treatment, assessment, counselling
and referral for physical, sexual and emotional abuse related to infants, children and young people.
Child abuse prevention and/or parenting programmes are components of well child promotion
in some regions, or funded as separate programmes.

Some contracts include a service co-ordination component.  Some rest home contracts include
policies and procedures for making and following up complaints that cover prevention of abuse,
and treatment and support should abuse occur.

Examples of contracts with Mäori providers include child and family services that focus on Mäori
women, and parenting programmes.  Further development of family health services to ensure
ongoing consultation with Mäori and intervention services to protect Mäori children and prevent
Mäori child abuse have been recommended.

Services offering medical assistance, post-crisis support, counselling, court advocacy services and
supplying information about support networks for adults who have been physically or sexually
abused, are also funded.

A national public health contract exists between the HFA and Age Concern, for the development
and distribution of an elder abuse and neglect information kit and supporting resources.
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Glossary

Child:Child:Child:Child:Child:  A boy or girl under the age of 14 years.

Child abuse:  Child abuse:  Child abuse:  Child abuse:  Child abuse:  Physical, emotional or sexual harm, ill treatment, abuse, neglect, or deprivation of
any child or young person.

Disability:  Disability:  Disability:  Disability:  Disability:  A person who has been identified as having a physical, psychiatric, intellectual, sensory
or age-related disability (or a combination of these) which is likely to continue for a minimum of
six months and result in a reduction of independent function to the extent that ongoing support is
required.

Elder abuse:  Elder abuse:  Elder abuse:  Elder abuse:  Elder abuse:  Occurs when a person aged 65 or more experiences harmful physical, psychosocial,
sexual, material or social effects caused by the behaviour of another person with whom they have
a relationship implying trust.  People aged between 55 and 65 face major life transitions, and some
of them may have chronic illness or disability, or experience premature ageing.  In such situations
neglect and abuse may occur.  It is therefore important that the age definition does not inhibit
action.

Emotional abuse:  Emotional abuse:  Emotional abuse:  Emotional abuse:  Emotional abuse:  Concerted attack on an individual’s self-esteem and social competence, as a
pattern of psychologically destructive behaviour.  It is any behaviour which causes anguish or
fear.  It may involve isolation, terrorising including threats of physical harm or threats of being
abandoned, ignoring, degradation and humiliation, or constant criticising and insulting.

Family violence:  Family violence:  Family violence:  Family violence:  Family violence:  Family violence is defined in accordance with section 3 of the Domestic Violence
Act 1995 and the New Zealand Government Statement of Policy on Family Violence (DPMC and
DSW 1996) as ‘encompassing a range of behaviours perpetrated by partners and former partners,
family members and household members, and within other close personal relationships.  Family
violence encompasses:

• physical abuse

• sexual abuse

• psychological abuse, which is defined as including intimidation, harassment, damage to
property, threats of physical, sexual, or psychological abuse, and (in relation to a child) causing
or allowing the child to witness the physical, sexual, or psychological abuse of another person.

Financial abuse:  Financial abuse:  Financial abuse:  Financial abuse:  Financial abuse:  The illegal or improper exploitation and/or use of a person’s funds or other
resources.  People with disabilities who are in residential care or older people may be more at risk.

Guidelines: Guidelines: Guidelines: Guidelines: Guidelines:  Suggestions that     guide actions.

Hapü:  Hapü:  Hapü:  Hapü:  Hapü:  Groups of whänau with common ancestral links.

HFA:HFA:HFA:HFA:HFA:  Health Funding Authority, a national health services funding body established in January
1998 to replace the Transitional Health Authority, which incorporated the four regional health
authorities.
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Incidence:Incidence:Incidence:Incidence:Incidence:  The number of new cases that occur in a given period in a specified population.

Iwi:Iwi:Iwi:Iwi:Iwi:  Tribe or people.

Partner abuse: Partner abuse: Partner abuse: Partner abuse: Partner abuse:  Also referred to as spouse abuse, and is included within the general definition of
domestic violence.  The term ‘spouse abuse’ has caused some confusion in that abuse can occur
with intimate partners who are not spouses and with same-sex partners.  It includes violence
involving physical, sexual, emotional, verbal, psychological and economic abuse.

Physical abuse:  Physical abuse:  Physical abuse:  Physical abuse:  Physical abuse:  Acts of violence that may result in pain, injury, impairment or disease.  This may
include pushing, shaking, slapping, punching, kicking, choking, hair pulling, burning, suffocation,
strangulation or tying up.

PrevalencePrevalencePrevalencePrevalencePrevalence:  The number of instances of a given disease or other condition at a designated time.
Prevalence includes both new (incidence) and existing instances of a disease.

Providers:  Providers:  Providers:  Providers:  Providers:  Organisations and  health professionals providing health and disabilities support
services (eg, hospital and health services, maternity services, community health workers, general
practitioners, rest homes).

Protocols:  Protocols:  Protocols:  Protocols:  Protocols:  A formal set of ideas, principles, rules or expectations governing the actions to be
undertaken; a standard applied to actions undertaken.

Sexual abuse: Sexual abuse: Sexual abuse: Sexual abuse: Sexual abuse: Any forced or coerced sexual behaviour imposed on an individual, including sexual
acts imposed on a person unable to give consent.

Victims:  Victims:  Victims:  Victims:  Victims:  The term ‘victims’ has been used to describe those persons who experience family violence.
It is acknowledged that in most service areas the preferred term is survivors.

Whänau:  Whänau:  Whänau:  Whänau:  Whänau:  Relationships that have blood links to a common ancestor.  Modern configurations can
also include a number of groups with common bonds and goals.

Young person:Young person:Young person:Young person:Young person:  A boy or girl of or over the age of 14 but under 17 years.
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National Collective of Rape Crisis & Related Groups of Aotearoa Inc., Wellington, Roberts, Ceridwyn
National Women’s Hospital Gynaecology Services, Auckland, Fisher, Prue
Newtown Union Health Services, Wellington, Regan, Gill
Ngaiterangi Runanga Social Services, Mt Maunganui, Arama, Nan
Ngati Kahungunu, Gisborne, Kingi, Mary Ellen
Ngati Kahungunu, Wellington, Mill, Julia
Ngati Mutunga o Wharekauri, Chatham Islands, Thomas S
Ngati Mutungo o Whare Kauri, Chatham Islands, McDonald, Teresa
Ngati Rangi Community Health Inc., Ohakune, Dixon, Jane
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Ngati Rangi Community Health Inc., Ohakune, Imhoff, Gail
Niuean Community, Dunedin, Kumitau, Vai
North Harbour Family Violence Prevention Project, Auckland, Helmondollar, Reese
North Harbour Family Violence Prevention Project, Auckland, Keys, Marg
North Shore Women’s Refuge, Auckland, Ford, Jenete
Nuiean Community, Dunedin, Jackson, Rida
NZCCS Canterbury, Christchurch, Doughty, Nan
NZCCS Canterbury, Christchurch, Jones, Ruth
NZCCS, Dunedin, Holmes, Ali
Otago Daily Times, Dunedin, Heenan, Cathy
Otago Polytechnic, Nursing and Midwifery Department, Dunedin, Burrell, Beo
Otago Polytechnic, Nursing and Midwifery Department, Dunedin, Conder, Jenny
Otautahi Women’s Refuge, Christchurch, Berryman, Jynine
Otautahi Women’s Refuge, Christchurch, Dick, Shane
Pacific Island Women’s Project, Auckland, Togalea, Raewyn
Pacific Island Women’s Refuge, Auckland, Temata, Tuakana-Harry
Pacific Island Women’s Refuge, Auckland, James, Ani
Pacific Island Womens Health Programme, Auckland, Lamkan, Avis
Pacific Island Womens Health Programme, Auckland, Ngau-Chan, Bessie
Pacific Islands Mental Health Services, Auckland, Fuimaono, Maini
Pacific Islands Mental Health Services, Auckland, Strickland, Koringo
Pacific Islands Mental Health Services, Auckland, Wilson, Amelda
Pacific Motu Trust, Auckland, Niumata, Monique
PACIFICA, SPIAR, Auckland, Taufauata, Laurel
PACIFICARE, Auckland, Pani, Uate
PACIFICARE, Auckland, Tealaiautoto, Roine
Pakuranga Children’s Health Camp, Auckland, Pihigia, Molly
Parentline, Hamilton, Hodgson, Maxine
Patients Rights Advocacy, Waikato Inc., Hamilton, de Jong, Anna
Patients Rights Advocate, Hamilton, Bertram, Muriel
PIDAS, Auckland, David, Rahui
PIDAS, Auckland, Meitangi, Havila
Plunket Kaiwhina, Bluff, Metzger, Barbara
Presbyterian Support, Auckland, Parene-Mizziebo, Ettie
Rehua Marae, Kaumatua, Christchurch, Williams, Ruruhia
Royal New Zealand Plunket Society, Invercargill, Pirie, Beryl
Royal NZ Foundation for the Blind, Pacific Island, Whänau Worker, Auckland, Halatau, Latoatama
Royal NZ Plunket Society, Dunedin, Tuohy, Pat
S.T.O.P,  Christchurch, Hora, Ruru
Safer Community Council, Auckland, Bartlett, Sarah
Safer Hamilton, Hamilton, Mathieson, Bernadette
Safer Hamilton, Safe City Coordinator, Hamilton, Rangiawha-Rautangata, Maria
SAYRS, Auckland, Taufua, Ben
South Link Health Inc., Dunedin, Melville, Don
Stopping Violence, Dunedin, House, Diane
Stopping Violence Service, Wellington, Prestidge, Paul
Tamaki ki Raro Trust, Auckland, Curtis, Teresa
Tamaki, Dee, Wanganui
Tangata Pasifika S.S.S. Dunedin, Canfiso, Mike
Tangata Pasifika S.S.S. Dunedin, Hosking, Vaine
Te Hapai te Hauora me Raukura Hauora o Tainui, Auckland, Pihana, Te Aroha
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Te Hauora o Te Wheke a Nuku Rongomaiwahine, Gisborne, Fan, Elyvia
Te Hauora o Te Wheke a Nuku Rongomaiwahine, Gisborne, Waddell, Michelle
Te Kete Hauora o Rangitane, Dannevirke, Pearse, Roger & Kura
Te Korimako Whänau Ora, Wanganui, Rehu, Oriwia
Te Oranganui Iwi Health, Whanganui, Ratana, Waretini
Te Puna Oranga, Christchurch, Te Tomo, Ata
Te Puni Kokiri, Christchurch, Snow, Atarita
Te Puni Kokiri, Hamilton, Raureti-Carson, Yvonne
Te Puni Kokiri, Wellington, Ratahi, Topsy
Te Roopu Awhina ki Porirua, Wellington, Enoka, Maria
Te Roopu Tautoko ki te Tonga, Dunedin, Dawson, Tuari
Te Roopu Tautoko ki te Tonga, Dunedin, Mariu, Dennis
Te Watea Community Services, Waikanae, Shaw, Jane
Te Whare Pounamu, Dunedin, Tamati-Elliffe, Paulette
Te Whare Pounamu, Women’s Refuge, Dunedin, Muir, Wenda
Tipu Ora, Christchurch, Crebble, Moana
Tipu Ora, Christchurch, Smith, Kate
Tonga Health Society, Auckland, Finau, Sitaleki A
Tuwharetoa Health Services, Turangi, Asher, Pam
Tuwharetoa Health Services, Turangi, Smallman, Mary
University of Auckland, Department of Mäori & Pacific Health, Pacific Health Research Centre,

Auckland, Calvert, Angela
University of Auckland, Department of Mäori & Pacific Health, Pacific SIDS, Auckland, Finau, Eseta
University of Auckland, Injury Prevention Research Centre, Auckland, Coggan, Carolyn
University of Waikato, Hamilton, Davis, Catherine
University of Waikato, School of Social Science, Hamilton, Robertson, Neville
Victim Support Wairoa, Gisborne, Nugent, Lovey
W.D.F.F. Otago, Ramsay, Ellen
Wai Health, Alcohol & Drug Services, Auckland, Te Rangita, Tini
Waiariki Women’s Refuge, Rotorua, Wharemate-Leathers, Mere
Wellington Polytechnic, Lecturer, Mäori Studies, Wellington, Wilson, Ross
Wellington Violence Intervention Programme, Wellington, Jarmulski, Mary
West Auckland Women’s Centre, Auckland, Lynch, Carol
Western Springs College, Auckland, Sapolu-Reweti, Pepe
Women’s Refuge, Frankton, Watts, Wendy
Womens Education Lobby, Hamilton, Nuttall, Noeline

Public meetings, hui and fono
Hamilton 22 September 1997

Auckland 23 September 1997

Auckland (fono) 24 September 1997

Wellington 26 September 1997

Rotorua (hui) 2 October 1997

Christchurch (hui) 6 October 1997

Dunedin 7 October 1997

A total of 76 written submissions were received, including seven reports from public meetings,
hui and fono.
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