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Foreword 

The Ministry of Health is responsible for the development of policy advice on children’s health and the future 
direction of the Well Child Tamariki Ora (WCTO) programme. The WCTO programme is the universal health 
service in New Zealand, which is responsible for protecting and improving the health and wellbeing of 
children from birth to 5 years of age. This is achieved through health and development screening and 
surveillance, whānau care and support, and health education.  
 
The current programme is based on the evidence available at the time of the last programme update in 2007. 
Therefore, the Ministry of Health is reviewing the current WCTO Framework and associated Schedule 
(developed in 2002) to ensure that WCTO services meet the current needs of children and their whānau, and 
address the issues they face. The present review was initiated in 2019 and is the second review of the 
programme, as the first was carried out in 2006. In preparation for this review, the Ministry of Health has 
commissioned an evaluation of the recent literature on some of the new and emerging issues for preschool 
children, as well as possible ways to address them. 
 
The purpose of this review includes ensuring that the programme is underpinned by the latest research and 
evidence. This is particularly pertinent to the current Schedule of Universal Contacts delivered, and one of 
the work-streams of the review is to consider the timing, content, and intensity of the Schedule, and 
associated additional contacts. This work stream will support the development of an integrated framework 
of universal wellbeing contacts for the pregnancy to 24 years of age life course.  
 
The Ministry of Health require the brief evidence reviews (BERs) to synthesise relevant evidence about what 
works in key areas for children, including development, vision, hearing, emotional and mental health, and 
growth. The BERs adopted the He Awa Whiria – Braided Rivers approach and include consideration of what 
will work for Māori tamariki and whānau, and Pacific children and families within each domain. The BERs 
have helped to identify any knowledge gaps where further work and research may be needed, to inform 
further development of the WCTO programme. 
 
The WCTO review is a key health contribution to the Government’s Child and Youth Well-being Strategy. It 
forms part of the Ministry of Health’s work programme to transform its approach to supporting maternal, 
child, and youth well-being. 
 
The Ministry of Health have commissioned A Better Start: E Tipu E Rea National Science Challenge to 
undertake 11 health related BERs that will inform the WCTO review and decision making on the future core 
service schedule, and additional health and social services for children in New Zealand. The aim of the BERs 
is to ensure that decisions are grounded in, and informed by, up-to-date evidence. BERs are intended to 
synthesise available evidence and meet time constraints of health care decision makers. Internationally 
health technology agencies have embraced rapid reviews, with most agencies internationally offering these 
alongside standard reviews. These 11 BERs that we have conducted have been performed in a very short 
time which was a very challenging task. 
 
A Better Start is a national research programme funded by the Ministry of Business Innovation and 
Employment (MBIE). The objective of A Better Start is to improve the potential for all young New Zealanders 
to lead a healthy and successful life. To achieve this, A Better Start is researching methods and tools to 
predict, prevent, and intervene so children have a healthy weight, are successful learners, and are 
emotionally and socially well-adjusted. A Better Start consists of more than 120 researchers across 8 
institutions. 
 



 

 

The BERs cover 11 domains critical to the WCTO programme, which are: neurodevelopment (#1); parent-
child relationships (#2); social, emotional, and behavioural screening (#3); parental mental health problems 
during pregnancy and the postnatal period (#4); parental alcohol and drug use (#5); excessive weight gain 
and poor growth (#6); vision (#7); oral health (#8); adverse childhood experiences (#9); hearing (#10); and 
family violence (#11). The BERs have synthesised relevant evidence about what works in key areas for 
children across these domains, which were assessed with careful consideration of what will work for Māori 
tamariki and whānau and Pacific children and families. They have also identified knowledge gaps where 
further work and research may be needed to inform further development of the WCTO programme. 
 
Within each domain, a series of 6–14 specific questions were drafted by the Ministry of Health, and 
subsequently refined with input from the large team of researchers assembled by A Better Start. A Better 
Start established discrete writing teams to undertake each BER. These teams largely consisted of a post-
doctoral research fellow and specialty expert, often in consultation with other experts in the field. 
Subsequently, each BER was peer reviewed by at least two independent experts in the field, as well as two 
Māori and a Pacific senior researcher. In addition, senior clinical staff from the Ministry of Health have 
reviewed each BER. These were then revised to address all the feedback received, checked by the editors, 
and finalised for inclusion in this report. 
  
Whilst each of these domains are reviewed as discrete entities, there is considerably inter-relatedness 
between them. In particular, neurodevelopmental problems can be impacted by parent-child relationships, 
parental mental health, and pre- and postnatal drug exposure. Similarly, children who have problems with 
growth, vision, or oral health may also have neurodevelopmental disorders. 
 
Most of the evidence available for these BERs comes from international studies with limited data from New 
Zealand, in particular there is limited information about Māori, Pacific, and disadvantaged families. These 
are the tamariki and whānau in whom the WCTO Programme services are more scarce, yet could potentially 
offer the greatest benefit. 
 
The criteria for screening include the requirement for an effective and accessible intervention; the corollary 
is that screening should not be offered if there is no benefit to the individual being screened. The essential 
issue is therefore to identify those infants and preschool children and their whānau who would have better 
outcomes following intervention; this includes better outcomes for the whānau.  
  
The current WCTO programme has had a greater emphasis on surveillance rather than screening. Many of 
the questions in the BERs address screening. A change in the WCTO programme that further extends into 
screening will require substantial upskilling of many WCTO providers, as well as redirection of resources. 
Importantly, Māori and Pacific iwi and community views must be considered before any new screening 
programmes are to be included.  
 
It should be noted that a shift towards screening rather than surveillance may prevent health and behavioural 
problems. The economic benefits of prevention and early intervention are well documented, with early 
interventions showing that for every dollar spent there are substantial savings to health, social services, 
police, and special education resources. 
 

 
Professor Wayne Cutfield 
Director of A Better Start National Science Challenge 
On behalf of the editors, authors and reviewers of the brief evidence reviews 
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Abbreviations 

AAS Abuse Assessment Screen 

CAN Child abuse and neglect include: physical, emotional or sexual abuse, physical or emotional 

neglect 

CAS Composite Abuse Scale 

CBT Cognitive Behavioural Therapy 

CTS2 Revised Conflict Tactics Scale 

HARK Humiliated, Afraid, Rape, Kick: IPV screening tool 

HITS Hurts, Insults, Threatens, Screams 

IPV Intimate partner violence can include physical, emotional, sexual or economic abuse 

ISA Index of Spouse Abuse 

SUDI Sudden Unexplained Deaths in Infancy 

WCTO Well Child/Tamariki Ora 

 
Summary 

 Family violence is common in New Zealand, though the exact prevalence is difficult to estimate 
due to heterogeneous and limited data particularly within the context of Well Child Tamariki Ora. 

 23.5% of New Zealand children are likely to be reported to Oranga Tamariki before 18 years of age 
due to concerns about their safety or wellbeing but is almost one in two for Māori children 

 33% of New Zealand women experience physical or sexual violence from an intimate partner in 
their lives. More than half of children may be exposed to emotional violence between their 
caregivers, and 15-20% witness physical violence at home. 

 Māori and Pacific whānau are disproportionately burdened with family violence, associated 
homicide, and involvement with child protective services. 

 Despite poor evidence that screening results in reductions in family violence, it provides an 
opportunity for education and intervention and may have benefits even for women who do not 
disclose abuse. 

 The Ministry of Health recommends regular, routine enquiry for family violence accessing 
healthcare for women and well-child checks, but it is unclear what screening occurs in practice. 

 As far as we are aware, no universal screening tools for IPV or CAN have been validated in New 
Zealand populations. 

 Screening for family violence should include management of associated issues (e.g. mental health 
problems, substance use disorders). 

 Programmes such as The Incredible Years Parenting programme, which has been offered to at-risk 
families as part of Family Start, has positive effects on parenting and on family relationships. 

 A Whānau Ora approach to addressing family violence appears to be an effective and empowering 
option for whānau who are ready to address violence in their homes. 
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 There is a lack of research about screening and interventions and what works for Māori and Pacific, 
aside from the Ngā Tau Mīraho o Aotearoa research recently published that focuses on the cost 
benefits of a cultural adaption of the Incredible Years Parenting Programme. 

 Testing of validated screening tools within NZ and ethnic settings is recommended, given the lack 
of tools within the NZ health context. 

 
Method 

We used the following strategy to identify and retrieve relevant evidence relevant to the questions 
guiding this rapid review. These questions are: 

1. What is the prevalence of family violence in New Zealand during pregnancy and childhood? 

2. What suitable tests are available and when is the optimal time to screen for family violence? 

3. What interventions or additional support for family violence is effective following detection? Is 
it currently well implemented in NZ? Does early intervention lead to significant improvements 
later in childhood/ adolescence? 

4. Are there any known harms from screening for family violence? 

5. What do we know from a Māori and Pacific knowledge basis about screening in this domain? 

 
The strategy used for this rapid literature review included searching the PubMed and EBSCO databases 
for peer-reviewed articles published between 2000 and 2019. The Cochrane libraries were also accessed 
for systematic reviews on family violence. The following keywords were used to access the publications:  

 ‘domestic violence’, ‘child abuse’, ‘prevalence’, ‘mass screening’, ‘questionnaire’, ‘intervention’, 
‘New Zealand’, ‘indigenous’, ‘systematic review’, ‘meta-analysis’. 

 
The inclusion criteria were:  

 publications available in the English language; 

 published between 2000-2019;  

 focused specifically on screening, prevalence, and intervention for intimate partner violence (IPV) 
and/or child abuse and neglect (CAN); and 

 included, where possible, Māori or Pacific populations. 

 
We took initially searched evidence of screening and interventions demonstrating success in New 
Zealand; then indigenous populations in other countries; then meta-analyses or systematic reviews with 
strong evidence for interventions not used in either NZ or indigenous populations. 
 
Following the review of databases, relevant websites and databases focused on New Zealand research 
and policy were searched: These included the Family Violence Clearinghouse, the Centre for 
Interdisciplinary Trauma Research, the Dunedin Multidisciplinary Health and Development Study, and 
the Ministry of Health.  
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11.1 Introduction to concepts 

11.1.1 Family Violence 
 
Family violence describes violence between members of the same family, whānau, or household. Family 
violence encompasses physical violence and emotional, psychological, financial, and sexual abuse; and 
the physical and emotional neglect of dependent family members. Family violence affects the safety 
and development of an exposed child. This review focuses on intimate partner violence (IPV) and child 
abuse and neglect (CAN) due to the direct or indirect influence of exposure to violence on young 
children’s wellbeing. Fairhall1, commenting on the Treasury’s review of the family violence legislation 
stated: “There is a lack of clear and convincing evidence for what works in responding to family violence. 
This is impacted by a range of factors including inconsistent understandings of what constitutes family 
violence, and low reporting of family violence to Police”1 (p.1). It is within this context this rapid review 
was undertaken. 
 
Child maltreatment and IPV are significant financial and social burdens in New Zealand that include the 
loss of productivity, pain, suffering, and premature mortality experienced by victims. Kahui and Snively2 
estimated family violence costs NZD 4.1-7.0 billion in 2014. Recently the New Zealand Family Violence 
Death Review Committee (FVDRC) reported 194 family violence deaths between 2009 and 2015 
comprising 92 IPV and 56 CAN deaths3. The FVDRC highlights the deaths of women and children are a 
consequence of family violence, making up three-quarters of four family violence homicides.i  
 
11.1.2 Child abuse and neglect 
 
The FVDRC’s definition of CAN refers broadly to “…all forms of physical and emotional ill-treatment, 
sexual abuse, neglect and exploitation that actually or potentially harms a child’s health and 
development or dignity”3 (p. 62). The World Health Organization’s definition of child maltreatment is 
consistent and includes physical, sexual or psychological violence against persons under the age of 18 
years, and neglect of infants, children, and adolescents by a caregiver4. Psychological abuse in this 
context refers to harmful patterns of behaviour that include hostile treatment such as threats, 
intimidation, rejection, ridicule, or restricting a child’s movements4. For the purposes of this review CAN 
refers to maltreatment by an authority figure in the home setting, although CAN also take place in 
diverse settings such as schools or in state care facilities. Furthermore, CAN and IPV are intertwined 
forms of family violence whereby mothers and children together are likely to be exposed to the harm5.  
 
CAN and family violence are significant causes of long-term health issues – the physical, psychological, 
emotional, spiritual and social morbidity and mortality that affects children into their adulthood in 
diverse ways6-8. In addition to immediate effects on mood, behaviour, confidence, and perceptions of 
safety9, CAN strongly impacts psychological functioning and antisocial behavior later in life10. One meta-
analysis suggests CAN contributes to half of the depression and anxiety globally11. During adolescence 
and adulthood, physical, sexual, or emotional abuse and neglect are all associated with an increased 
risk for mental health problems including depressive and anxiety disorders, suicidal behaviours, eating 
disorders; and post-traumatic stress disorder and panic disorders are linked to physical or sexual 
abuse11-13. Sexual abuse is also associated with sleep disorders12 and somatic disorders such as pelvic or 
non-specific chronic pain, functional gastrointestinal disorders, and psychogenic seizures14.  
 

 
i The Family Violence Death Review Committee excludes deaths related to family violence due to suicide, assisted suicide, or chronic illness, or 
the death of non-family members who were bystanders or intervened in family violence episodes. 
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Exposure to CAN increases a child’s risk of developing several health disorders throughout their life as 
a result of both physiological and behavioural mechanisms (Figure 11.1). Table 11.1 itemises examples 
of the impacts CAN has on a person’s health. More detail about the impact of adverse childhood 
experiences is described in domain three of this Well Child Tamariki Ora review series. 
 
Table 11.1. Lifetime health disorders associated with CAN 

Non-Communicable Diseases (NCD) Risky Behaviours 

• Stroke 
• Heart Disease 
• Diabetes 
• Cancer4 
• Overweight/obesity 15 
• Arthritis 
• Ulcers  
• Headaches/Migraines 
• [less convincing evidence]13 

• Sexual activities leading to:  
 STIs and HIV 

• Alcohol and substance use 
• Smoking  
• Increased likelihood of being a victim or a perpetrator of 

violence in adulthood13 

 
 

 
Figure 11.1. Health effects in adulthood of exposure to child abuse and neglect. 
Source: World Health Organization INSPIRE report4 
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11.1.3 Intimate partner violence 
 
IPV results in physical, psychological, or sexual harm within an intimate relationship4,16 characterised by 
women’s fear of their partner and a partner’s control of a woman17. IPV, sometimes called intimate 
terrorism, is less common than and differentiated from situational or mutual couple conflict which is 
perpetrated by both men (55%) and women (44%)17. Though IPV can affect any person in an intimate 
relationship including same-sex relationships, it is commonly gendered – that is, a male offender abusing 
a female partner4, with women bearing the greatest burden of harm from assault requiring 
hospitalization and causing death3,18. IPV often combines several abusive and controlling behaviour 
patterns such as manipulation, coercion, harassment, intimidation, surveillance and talking, and 
gaslighting ii2,3,19. Such behaviours deprive victims of control over their finances, reproductive choices, 
time spent with family and friends, and increases their risk of precarity2,19-22. 
 
Reproductive control is a form of coercive control by abusive partners that often goes unrecognized. 
Such forms of control can result in increased sexually transmitted infections, HIV and unintended 
pregnancies. Partners use various forms of coercion that include contraceptive sabotage, threats of 
physical harm, verbal abuse, forced sex that result in women being afraid to ask their partner to wear a 
condom or refusing sex23,24. 
 
Intimate partner violence affects a child’s development before and after their birth - women with 
lifetime experiences of IPV are at increased risk for pregnancy complications including miscarriage and 
premature birth25. Pregnant or post-partum women are also at increased risk of IPV by their partners. 
Despite these events increasing contact with health professionals, they are unlikely to have been 
screened for IPV26. 
 
IPV and CAN commonly co-occur and have overlapping risk factors. Two US surveys suggested that 
between a third and half of the children lived in homes where they witnessed IPV and were also 
subjected to maltreatment27,28. There are several explanations for this co-occurrence: (a) an abusive 
parent may also abuse other family members, and (b) threatened or actual violence towards children is 
used to intimidate or control their partner3,20. Further, mothers who are victims of IPV are more likely 
to use physically or psychologically hypervigilant approaches to parenting28,29. Corporal punishment is a 
strong risk factor for physical abuse and other poor outcomes for children, although is not always 
considered to be abuse30. Children exposed to IPV in their homes are more likely to engage in disruptive 
behaviours, which contributes to a higher likelihood of receiving physical punishment or other harsh 
discipline29. 
 
The disruption of mother-child relationships as a result of dysfunctional family dynamics and poor 
maternal mental health are indirect effects of IPV on child outcomes (see Domains Two and Four of this 
Well Child Tamariki Ora review). Children who are living in households with IPV are at increased risk for 
health, behavioural, and mental health problems, which are likely to persist into adulthood29,31. They 
also have an increased chance of becoming either a perpetrator or victim of IPV, contributing to an 
intergenerational cycle of violence32,33. 
 
11.1.4 Context of family violence 
 
Family violence occurs across all social and ethnic groups in New Zealand, but often in environments 
with multiple risks to child development and family functioning25,34-37. Low income is associated with 
increased odds of both CAN and IPV25,37, while increasing vulnerable families’ incomes through welfare 

 
ii Gaslighting refers to the psychological abuse that leads the victim to question their own mental wellbeing. 
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benefits reduces their likelihood of involvement with child welfare services37,38. In New Zealand, Māori 
whānau are disproportionately affected by family violence3,35,39,40. Rouland et al.40 found income did not 
protect Māori children notified to and placed in out of home care for child maltreatment. Other risk 
factors include alcohol and illicit drug use, younger maternal age, fewer years of education, history of 
criminal offending, and more changes in the child’s primary caregiver35,39. Māori whānau exposed to 
family violence often have all these risk factors, and while adjusting for these factors in analyses 
significantly reduces the relationship between ethnicity and family violence it is not eliminated39. The 
social and cultural influences on violence in Māori whānau are discussed further in section 6 of this 
review. 
 

11.2 What is the prevalence of family violence in New Zealand during 
pregnancy and childhood? 

The exact prevalence of family violence is difficult to estimate, as family violence definitions and 
information sources vary substantially. Under-reporting and non-disclosure further impede establishing 
family violence prevalence. We do know 55% of women (ever partnered) reported IPV in their lifetime, 
with 33% experiencing more than one type of IPV41. In 2016, there were 118,910 family violence 
investigations by NZ Police, and 41% of frontline Police time is spent responding to family violence 
incidents42. Between the introduction of legislation criminalizing strangulation in December 2018, as of 
November 2019, over 1600 changes have been filed and Police charge on average 33 people a week for 
strangling or suffocating their partners (Inspector F. de Bes, National Prevention Centre, Personal 
communication, November 25, 2019). 
 
Even when directly asked, many women choose not to disclose violence for a variety of reasons,43-47 
such as:  

 fear their children will be taken by child protective services;  

 fear the consequences of disclosure from either the perpetrator or their community; 

 their abuse is normalized; 

 feel they are to blame; 

 protecting their partner from potential arrest; 

 Or they will not get the help needed or it is unavailable. 

 
Further language, cultural, and social barriers to disclosure also exist for women who want to seek 
help43,44. Similarly, only a third of adults reported they disclosed abuse as children at the time it 
occurred48. 
 
11.2.1 Prevalence of CAN 
 
Hospital admissions and deaths 

Fifty-six children in New Zealand died in family violence events between 2009 and 20153. Of these 
children, 80% were younger than five years of age, and two-thirds of these deaths resulted from fatal 
physical abuse and/or grossly negligent treatment. Notably, 74% of offenders were male and the 
majority were known to the police for abusing the mother of the deceased child or another female 
partner3. Children (n=114) lived in households where another child died as a result of family violence3. 
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In 2015, 63 children aged <16 years were hospitalised with injuries inflicted by a family member42. 
Between the 1990s and 2000s, referrals for children with abuse-related traumatic head injury increased 
almost threefold, from 88 cases to 25749. While the total number of traumatic head injuries from any 
cause (abusive and non-abusive) remained stable, non-accidental injuries accounted for 23% of fatal 
head injuries50. Most hospitalisations were for children under two years of age, but mortality was higher 
for those who were three years or older49,50. Most children aged under two years hospitalised with 
abusive head trauma had no known history of abuse49, meaning that first instances are very severe or 
that oftentimes abuse goes undetected until it is severe.  
 
Notifications to child protective services (Oranga Tamariki) 

Based on the number of notifications to the police or Oranga Tamariki, one in four (23.5%) New Zealand 
children born between 1998 and 2015 were a notification of concern within the first full 17 years of 
their life38, while 9.7% of children were substantiated as victims of abuse or neglect38. Though these 
data indicate CAN is common in New Zealand, they describe a specific subset of children whose abuse 
is detected and substantiated through a child and family assessment or investigation by Oranga Tamariki 
and New Zealand Police. When abuse is not suspected to be severe, families may not undergo this 
assessment19. Report volumes are also subject to changes in awareness and policy and to systemic 
biases36,40. Therefore, the underestimation of the number of children subject to CAN is likely. 
 
Data from longitudinal studies  

Longitudinal studies provide prospective data about family violence. It is important to separate 
prospective from retrospective measures of childhood maltreatment as there is disagreement between 
the two approaches51. The measures used differ considerably, as retrospective measures tend to be self-
reported, whereas prospective measures are often based on observation or parental report51. 
Prospective measures are typically considered more accurate as they have the potential to identify 
behaviours that an infant or child may not understand or remember to be abuse or neglect. However, 
prospective studies can still be subject to desirability biases and have less specificity than retrospective 
measures51. 
 
Participants in the Dunedin Multidisciplinary Health and Development Study (14%) retrospectively 
reported they experienced sexual abuse as children, although the perpetrator was not necessarily a 
family member39. Women reported sexual abuse in childhood three times more than men52. More than 
three-quarters of participants regularly received physical punishment, but only 4.5% experienced harsh 
or abusive punishment39. Harsh and abusive punishment was less commonly reported by participants 
in the Christchurch Health and Development study, affecting only 2%. However, over a third of 
participants who reported ‘regular physical punishment’ had an injury53. 
 

11.3 Prevalence of IPV 

Between 2009 and 2015, for most of the 92 IPV deaths, men were the predominate abuser of their 
female partner3. 
 
Population prevalence 

The Violence Against Women Survey randomly sampled 2855 ever-partnered women living in Auckland 
and North Waikato households using a questionnaire based on a similar World Health Organization 
Multi-Country Study survey conducted internationally54. IPV is common in these regions, with 33% of 
Auckland and 39% of North Waikato participants reporting lifetime physical or sexual IPV. Nearly a fifth 
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of Auckland and a quarter of North Waikato respondents experienced severe physical IPV, and 5% of 
participants overall had experienced IPV in the previous 12 months with 55% experiencing at least one 
form of violence41,54.  
 
Prevalence of IPV in pregnancy 

The Violence Against Women Survey indicated 6% of Auckland and 9% of rural women experienced 
physical violence while they were pregnant, and almost half had been kicked or punched in the 
abdomen during a violent episode55. This is considerably higher than the approximately 2% of women 
in Australia and Denmark who reported being victims of physical IPV during pregnancy56. For the 
majority of women, the perpetrator was the father of the unborn child, and 25% of women experienced 
IPV for the first time during pregnancy55. For most of those who had previously experienced physical 
violence, the violence was similar to or worse than previous violence. Although, 26% of women reported 
their partner was less violent during pregnancy55.  
 
Prevalence of children exposed to IPV 

In addition to an increased risk for abuse, children whose caregivers are in abusive relationships live in 
a fearful environment and may have complex and dysfunctional relationships with other household 
members57. Of the adults involved in IPV death events between 2009 and 2015, 92% had children. A 
total of 254 children lost a parent to an IPV death, while 65 children witnessed the death of a family 
member3. Almost all women who screened positive for IPV in a Māori health provider clinic had one or 
more children living with them58. 
 
The Dunedin Multidisciplinary Health and Development Study reported 24% of adults witnessed 
violence or threats between their parents while growing up59. Of these, 9% of participants witnessed 
infrequent assaults between parents and 10% reported witnessing physical violence between their 
parents on at least five occasions. Fathers were most likely to be the offenders, although 28% of 
participants reported that both parents were violent towards each other, and 16% reported their 
mother perpetrated the violence59. 
 
In the Growing Up in New Zealand study (n=>6000), mothers reported 62% of children witnessed some 
form of conflict (including arguments) between their parents at four years of age, but exposure to 
regular or severe conflict was rare60. Four percent of children were reported to ever witness physical 
conflict between parents, and 2% were usually present when their mother was insulted or threatened 
by her partner60. 
 
The Youth 2000 series surveyed secondary school students in 2001, 2007 and 2012, found almost 60% 
of students witnessed emotional violence, and in 2012 16% witnessed physical violence, a significant 
reduction from the 19% reported in the 2007 survey36. These higher numbers potentially reflect the 
capacity of the older age of the young people to report violence, and because they may witness more 
violence than their parents report. 
 
Inequities in the prevalence of family violence 

Stark disparities exist in family violence in New Zealand, with Māori, Pacific families, and those living in 
neighbourhoods with high levels of deprivation bearing the burden of family violence. Historical, 
political, and social forces contribute to multiple social, economic and health inequities for Māori and 
Pacific families in New Zealand. While disparities shine a light on two population groups, what is less 
obvious is complex and intersecting relationships between:  
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 ongoing effects of colonisation and historical trauma for Māori and subsequent social, political 
and economic disenfranchisement61.  

 long histories of immigration, generational immigration differences, and settlement of Pacific 
peoples within New Zealand, and during the 1990s economic reforms loss of employment leading 
to high levels of unemployment and social disadvantage; and 

 higher experiences of adversity and poverty.  

 
Moreover, social frameworks rooted in a racist, Western neo-liberal or exclusionary ideology62 further 
contribute to disparities in family violence.  
 
While Māori made up 15% of the total population between 2009 and 2015 and 25% were aged under 
19 years, they comprised 50% of CAN deaths and 44% of CAN offenders. Between 2009 and 2015, 
compared to non-Māori children, Māori children aged 0-4 years were four times more likely to die from 
CAN. Intentional injury comprises 28.7% of deaths and is the second-highest cause of death in Māori 
children and adolescents, although not all are family violence deaths63. One study suggests higher rates 
of preventable blindness in Māori children can be explained by higher rates of severe non-accidental 
injury64. 
 
Māori ethnicity and deprivation combined predicts victims and offenders of family violence deaths 
(rather than ethnicity alone)3, Less than half of non-Māori women who died in an IPV event lived in 
neighbourhoods in the highest deprivation quintile, compared to 77% of Māori women3.  
 
Of the Māori participants in the Dunedin Multidisciplinary Health and Development Study, 14% were 
exposed to harsh or abusive punishment, almost three times more than non-Māori participants39. A 
cohort study of children born in 1998 found 42.2% of Māori children were notified to child protective 
services, compared to 27.2% of Pacific children and only 17.4% of New Zealand European children40. 
Compared to New Zealand European children, Māori children were more than three times likely to have 
abuse substantiated (6.3% vs 20.4%, respectively), and placed in care (2.0% vs 7.1%). Although other 
data sources confirm that Māori children are at greater risk for family violence, this research suggests 
increased surveillance of Māori families40.  
 
The Violence Against Women survey demonstrated ethnic differences in lifetime prevalence of physical 
and/or sexual violence: 57.6% of Māori, 32.4% of Pacific, 34.3% of European/other, and 11.5% of 
Asian65. Māori women were more likely to have been recently affected by violence, three times as likely 
to be physically assaulted while pregnant, and six times more likely to be hospitalised as a result of 
assault or attempted homicide compared to non-Māori New Zealanders, indicating the likelihood of 
severe violence18.  
 
The repeal of section 59 of the Crimes Act enacted in 2007 (removed the legal defence for “use of 
reasonable force” parents charged with assault of a child), was associated with changes in public 
attitudes toward physical punishment of children66. In 2007, more than 75% of four-year-old Pacific 
children were smacked regularly by either parent and around a quarter regularly hit with an object by 
their mother, although 17.3% were smacked and 2.4% were hit with an object. Fathers tended to use 
harsher punishment on children aged 1 to 2 years than mothers, with 13.2% of fathers of two-year-olds 
regularly punishing their child by hitting them with an object67. In 2011, the Pacific Island Families Study 
reported physical punishment was a common element of parenting in Pacific families, with 81.7% of 
two-year-olds receiving a smack at least sometimes as part of regular discipline68.  
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Pacific cultural norms around raising children and the role of biblical teachings shed light on discipline 
and violence. For instance, from a Samoan perspective, responsible parenting is about raising ‘good 
citizens’ who are respectful and dutiful. Therefore, educating children on appropriate behaviour may 
involve physical discipline, something that is influenced by biblical teachings. Poorly behaved children 
are a reflection on their parents and their quality of parenting69. 
 
The Pacific Island Families Study found 77% of Pacific mothers experienced verbal aggression from their 
partner, and 23.2% experienced physical violence, and almost half had experienced severe violence 
(48%)70. Pacific mothers self-reported severe IPV that increased over time: 10.1% of mothers when their 
child was six weeks old, and 14.2% when the child was two years of age68. The Youth 2000 survey series 
of secondary school students reported Pacific Island students were less likely than Māori or European 
students to report emotional abuse between their parents, but almost twice as likely as Māori students 
to report physical IPV36. Poor food security was also associated with witnessing physical IPV and with 
Pacific ethnicity, suggesting adversity may play a role in strained relationships that lead to aggression36. 
 

11.3 Summary 

• Family violence is common in New Zealand, although the prevalence is difficult to accurately 
estimate due to heterogeneous and limited data and underreporting. 

• One in four New Zealand children are likely to be reported to Oranga Tamariki before 18 years of 
age due to concerns about their safety or wellbeing, but this is almost one in two for Māori children. 

• A third of New Zealand women experience physical or sexual violence from an intimate partner in 
their lives. 

• More than half of children may witness emotional violence between their caregivers, and 15-20% 
witness physical violence at home. 

• Māori and Pacific whānau are disproportionately burdened with family violence, associated 
homicide, and involvement with child protection services. 

 

11.4 What suitable tests are available and when is the optimal time to 
screen for family violence? 

There are several terms used for screening family violence: screening, routine screening and routine 
enquiry. Screening describes to the universal assessment of whole population groups, while routine 
enquiry is similar to screening it refers to the routinely asking women about IPV in the healthcare setting 
without applying public health criteria for screening programmes71. In New Zealand, the latest 
guidelines for family violence assessment intervention has shifted terminology from screening to 
routine enquiry5. 
 
While several experts and medical associations recommend screening for family violence72-74, it is not 
universally believed to be of value. The World Health Organization71 recommends against screening 
unless conditions such as mental health, substance use, unexplained health conditions and traumatic 
caused or complicated by IPV are present because insufficient evidence to suggest screening results in 
a reduction of family violence for those screened, and lack of availability of appropriate interventions. 
Although, the WHO does recommend antenatal care as an opportunity for screening to take place. 
Limited evidence is available, and randomised controlled trials have failed to demonstrate screening 
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and provision of a brief family violence resource has a benefit on quality of life, IPV exposure, or 
hospitalisation and emergency department visits after a three month to three year follow-up75-77. Such 
research cannot provide any information about the efficacy of screening for women who experience 
abuse but do not disclose it, nor consider women’s subjective reports that screening is of value and 
provided relief and comfort78.  
 
Screening and providing information for Australian women improved their knowledge and attitudes 
around IPV, with 34% reporting positive benefits of screening that helped them to evaluate their 
situation and feel less isolated79. The value of screening depends on follow-up with effective 
intervention. Screening presents an opportunity to create a safe space for a person to discuss IPV and 
to receive information, whether they disclose abuse or not. This may have immediate positive effects 
or be of value in the future if they experience abuse, can draw on information provided, or ask for help78. 
 
11.4.1 Timing of screening 
 
We are not aware of any empirical evidence about the optimal timing for screening, but in general, 
interventions provide the greatest benefits when they are applied early80. Healthcare engagement 
provides an opportunity for screening for family violence, especially in antenatal settings81. In general, 
women who have experienced moderate or severe IPV are more likely to have recently visited their GP 
or pharmacist, providing further opportunities to screen54.  
 
The antenatal period may be an important time to enquire about family violence, because it is a time of 
increased contact with healthcare services and increased risk for IPV26. This time provides an 
opportunity for intervention before a child is brought into an environment of family violence. Suicide is 
the leading cause of death for New Zealand women during pregnancy or during the six weeks following 
pregnancy82. Family violence was known to be experienced by 73% of Māori maternal suicides between 
2006 and 201583. A Cochrane review suggests that universal screening in healthcare settings using 
validated screening tools improves identification of women experiencing IPV but still does not identify 
as many women that experience IPV based on prevalence estimates16.  
 

11.5 What screening takes place in practice? 

11.5.1 Routine screening for IPV 
 
The Ministry of Health recommends routine enquiry about IPV should occur for all females aged 16 
years and over at any hospital admission or discharge, emergency department visit, mental or sexual 
health appointments, during prenatal and postpartum care, and at least annually in primary care 
settings. Males should be questioned about IPV if they have signs or symptoms of abuse5. There are 
limited published data to ascertain who is screened for family violence and the frequency of screening. 
 
Data from the Perinatal and Maternal Mortality Review Committee indicates an increase occurred in 
antenatal screening for IPV between 2014-2015 for the first time. IPV status was known for 51.0% of 
women whose babies died as neonates in 2014 and for 64.2% of women in 2015. Overall, 2.4% of 
women were known to be experiencing IPV in 2014 (4.7% of those screened), and 4.3% in 2015 (6.7% 
of those screened)83. 
 



FAMILY VIOLENCE SCREENING AND INTERVENTION 
MAESSEN SE, WILSON D 

A BETTER START E TIPU E REA  321 

 

11.5.2 Screening for family violence at well-child checks 
 
The Well Child/Tamariki Ora (WCTO) programme provides health assessments, referrals, and support 
services to children and their families from birth to 5 years84. The schedule indicates that a family 
violence assessment should be carried out at 11 visits, beginning within 48 hours of the child’s birth 
(Table 11.2).  
 
Table 11.2. Schedule of Well Child/Tamariki Ora visits that include a family violence assessment 

Child age The usual person undertaking the assessment 

Within 48 hours of the child’s birth Lead maternity carer 

Up to one week from the child’s birth Lead maternity carer 

2-6 weeks  Lead maternity carer 

4-6 weeks Any well-child provider 

8-10 weeks Any well-child provider 

3-4 months Any well-child provider 

5-7 months Any well-child provider 

9-12 months Any well-child provider 

15-18 months Any well-child provider 

2-3 years Any well-child provider 

4 years (B4 School Check)  

From the Ministry of Health’s Well Child/Tamariki Ora National Schedule 201384. 

 
The WCTO practitioner handbook recommends against routine enquiry about child abuse and neglect. 
Instead, practitioners are instructed to be attentive to interactions between the caregiver and child to 
detect signs of possible abuse. However, many of the signs listed in the handbook are not relevant for 
pre-verbal children, so may be limited to detect early abuse85. Furthermore, the assessment of CAN is 
largely subjective and prone to error or unsubstantiated judgment. 
 
Though the Ministry of Health does not recommend a specific screening tool5, instructions for enquiring 
about IPV at well-child checks include examples of specific, direct, and clear questions about different 
types of IPV and a women’s feelings of safety and fear (Figure 11.2)85. However, it is unclear what 
screening takes place in practice. Our search did not reveal recently published data about how many 
families are screened at each visit, although screening at well-child checks is historically low, particularly 
beyond the first core visit at 2-5 weeks86. Data from Plunket visits in 2005 indicated that 64% of women 
were screened in the first visit (2-5 weeks), 18% at 6-9 weeks and fewer than 5% of women were 
screened at any further visits, with no women screened more than once86. Repeat screening may be 
important for detecting abuse. The likelihood of disclosure may increase as a woman’s relationship with 
the well-child provider develops, and because the dynamic nature of abuse, risk can change quickly over 
time86. Equally importantly, the manner in which the assessment is undertaken greatly influences the 
likelihood of disclosure of abuse87.  
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Figure 11.2. Recommended questions for enquiring about intimate partner violence at Well Child/Tamariki Ora 
visits. Reproduced from the Ministry of Health’s Well Child/Tamariki Ora Programme Practitioner Handbook: 
supporting families and whānau to promote their child’s health and development85. 

 

11.5.3 Barriers to screening and disclosure 
 
Aside from the myriad factors outside of a screening setting influencing a woman’s decision to disclose 
abuse, many barriers exist to screening being undertaken or being an acceptable opportunity for 
disclosure. 
 
A systematic review cited common barriers to screening for healthcare providers were personal 
discomfort asking the questions, time constraints, and lack of knowledge or training about IPV88. Newly 
trained nurses were influenced by senior staff who documented they had completed an IPV screen but 
had not undertaken the screen89. It was commonly believed that universal screening was not necessary 
because women who needed to be screened could be identified, despite no evidence supporting such 
practice89.  
 
Plunket well child providers cited privacy, time constraints and personal fears of overstepping their 
perceived role as a visitor in their clients’ homes as key barriers to screening during well-child checks. 
Some Plunket providers intentionally screened in a way that fulfilled their obligation to enquire about 
family violence while reducing the likelihood of needing to deal with a positive response, because they 
felt underprepared to respond86. Two of four women who shared their experiences of IPV screening by 
Plunket providers were unaware screening had taken place, reinforcing the importance of enquiring 
directly and clearly about abuse86. Asking the single question “Are you safe at home?” was reported to 
have very low sensitivity for identifying women experiencing IPV (8.8%)87. Unless asked directly, most 
women agreed they would not disclose abuse45. Further, the use of standardised questions (rather than 
relying on the practitioners’ questioning styles and preferences) improved the practitioner’s perceived 
readiness to ask about IPV and reduced fear of offending the patient90. 
 
Although healthcare workers report reluctance to screen for IPV due to the invasiveness of asking about 
relationship violence and their own discomfort86,88,89, the majority of women are happy to be asked 
about IPV, including Māori and other New Zealand women78,91. In one study only 3% of women found 
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the questions to be unacceptable, whether women had or had not experienced IPV themselves91. 
However, women who support screening may still choose not to disclose abuse45.  
 
Whether women have or have not experienced IPV, they prefer that healthcare providers to explain to 
women why they are asking about partner violence, and to create an atmosphere of safety, support and 
privacy86,92. Women also indicated practitioners should show they actually care about the women and 
her safety, and take their time asking such sensitive questions45,92 These factors improve the likelihood 
of disclosure45. Some women suggested that posters, information cards and pamphlets about IPV could 
also provide an anonymous way for them to access help when they are unable or unwilling to disclose 
their abuse92. Many women who had experienced IPV thought that providing information to all women, 
regardless of whether she disclosed abuse, was a good idea92. Other factors likely to influence a 
woman’s decision to disclose IPV is her perception of safety from institutional control, the abuser, and 
shame perspectives45. Women who disclose abuse grapple with real, complex, and sometimes systemic 
barriers and issues93. 
 
11.5.4 Screening tools that have been evaluated/validated  
 
Calculating predictive validity for family violence screening tools is difficult because a person’s real-life 
exposure to family violence is often unknown. Screening tools are therefore often validated in 
comparison to other screening tools or questionnaires intended for research settings. Therefore, the 
exact sensitivity and specificity for identifying cases of those experiencing family violence are unknown. 
 
Screening for IPV 

Our search did not identify any IPV screening tools intended for general populations validated 
with New Zealand populations. Table 3 provides examples of common screening tools intended for use 
with a general (or healthcare) population to identify women experiencing IPV with available specificity 
and sensitivity data. Most screening tools either favour specificity at the expense of sensitivity or vice 
versa87. The HITS demonstrated high sensitivity and specificity for identifying women who had already 
disclosed they were victims of IPV but did not report sensitivity and specificity for identifying IPV victims 
in a general population94. The HARK screening tool, while showing promising specificity and sensitivity, 
is plagued by a reduced external validity because of a 54% response rate, and concerns about the 
inability to confirm false positives for those women who screened positive on the HARK but negative on 
the CAS95. The vast difference in reported specificity and sensitivity between two studies evaluating the 
Abuse Assessment Screen (AAS)96,97 demonstrates the importance of assessing a tool in a specific 
population as well as the manner of its intended use. A Cochrane review suggested that women may be 
more likely to disclose family violence if screening was on paper or a computer, rather than a face-to-
face interview16. 
 
Table 11.3. Sensitivity and specificity of selected screening tools for IPV 

 Screen  
 name 

Screen description Validation study Sensitivity and specificity Comparison   
measure 

HARK Four-item screen 
(face-to-face 
interview) 

Sohal 200795 UK n= 232 
women in GP office 

Sensitivity = 81%, specificity = 
95% with cut-off score of 1 

Compared to CAS 

AAS Five-item screen – 
‘ever’ or ‘within the 
last year’ (pen-and-
paper questionnaire) 

Weiss 200396 
USA n=856 men and 
women in emergency 
department 

Sensitivity = 93%, specificity = 
55% with cut-off score of 1 

Compared to ISA 
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 Screen  
 name 

Screen description Validation study Sensitivity and specificity Comparison   
measure 

 Three-item screen 
(face-to-face 
interview) 

Reichenheim 200497 Brazil 
n=748 women post-delivery 
in maternity wards 

Sensitivity 31.9% (95% CI 24.9 
to 40.3) for minor and 61.4% 
(95% CI 47.6 to 74.0) for 
severe physical violence, 
Specificity ≥97% 
Using only the pregnancy 
question 

Compared to CTS2 

OAS Five-item screen (one 
pregnancy-specific) – 
‘presently 
experiencing (pen-
and-paper 
questionnaire) 

96 USA n=856 men and 
women in emergency 
department 

Sensitivity = 60%, specificity = 
90% with cut-off score of 1 

Compared to ISA 

HITS Four-item screen with 
5-point scale for 
frequency 
(pen-and-paper 
questionnaire) 

94 USA n= 160 female family 
practice patients, 99 
women from domestic 
violence crisis shelters or 
who self-identified as 
victim of domestic violence 
at emergency department 
presentation 

Sensitivity = 96% 
Specificity = 91.2% 
With cut-off score of 10.5 

Self-identification 

HARK: Humiliated, Afraid, Rape, Kick. CAS: Composite Abuse Scale. AAS: Abuse Assessment Screen. ISA: Index of Spouse Abuse. CTS2 – Revised 
Conflict Tactics Scale. HITS: Hurts, Insults, Threatens, Screams. 
 

Screening for CAN 

The Ministry of Health’s recommendation against routine enquiry about child abuse and neglect85 is 
based on evidence that screening results in a high number of false positives, and therefore, is likely to 
do more harm than good98. Nevertheless, given the prevalence and seriousness of CAN and false 
disclosures attention should be paid to the signs of non-accidental injury, abuse and neglect. The review 
upon which this recommendation is based does not include any research published in the last 20 years. 
Our literature search did not find any many recently developed screening tools intended for universal 
screening in a well-child setting. 
 
The majority of screening tools that have been developed to identify CAN are intended to identify non-
accidental injury in children presenting to healthcare settings with traumatic injury or other injury or 
illness99-101. One screening tool based on the Child Abuse Potential Inventory (CAPI), the Brief CAPI 
(BCAPI)102, was validated in Finland103,104 and Germany105. The BCAPI was considered to have the 
potential for screening in these populations, with the caveat that cut-off points were likely to be 
different. However, this screen is not intended to identify children subjected to maltreatment, but to 
identify families with high risk for CAN, based on known risk factors. The inventory did not consistently 
relate to the likelihood of notifications to child protective services102. Further, while intended to be brief, 
the BCAPI includes 33 questions and a complex scoring system102. Published data do not seem to clarify 
whether the BCAPI is likely to have a high false-positive rate. 
 
11.5.5 Other important considerations for screening 
 
Though this section has focussed primarily on screening for victims of family violence, known risk factors 
for being a perpetrator of abuse could be identified and potentially managed in a primary care setting. 
Mental health problems, particularly when untreated, problem drinking, and substance use are factors 
identified as leading to violence for perpetrators of family violence in New Zealand33,106. Family violence 
prevention should include the screening and provision of support for those with mental health and 
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substance use problems and the caregivers of children. New Zealand parents recently discharged for 
treatment of serious mental illness or substance use disorders were less likely to have committed 
violence against their children than a comparison group from the general community, according to both 
self- and informant-report107. However, the authors of this research were unable to compare these 
parents to parents with untreated disorders. 
 
Most interventions are ones implemented in other countries, and their suitability in terms of the New 
Zealand population and context, particularly with regards to culture and language has not been well 
established. This is particularly important to note for Māori and Pacific populations whose contexts have 
added layers of complexity that include their unique historical contexts and the roles of colonisation 
and immigration. Therefore, consideration should be given to implementing screening tools and 
interventions with care and the notion of developing specific interventions that are culturally relevant 
and meaningful to these population groups.  
 

11.5 Summary 

• Despite poor evidence that screening results in reductions in family violence, it provides valuable 
opportunities for education and intervention, and may benefit women who choose not to disclose 
abuse. 

• Screening allows for early support provision or intervention. 

• The Ministry of Health recommends regular, routine enquiry for family violence during healthcare 
interactions with women and well-child checks, but it is unclear what screening takes place in 
practice. 

¶ There are many barriers that may prevent screening from taking place at recommended time points. 

• Direct questioning and feeling safe are important factors that encourage a woman to disclose IPV. 

• As far as we are aware, no universal screening tools for IPV or CAN have been validated in New 
Zealand populations; testing of validated screening tools within NZ and ethnic settings is required. 

• Screening for family violence should include management of associated issues (e.g. mental health 
problems, substance use disorders)  

 

11.6 What interventions or additional support for family violence is 
effective following detection? Is it currently well implemented in NZ? 
Does early intervention lead to significant improvements later in 
childhood/adolescence? 

This section focuses on interventions that may be offered to families following the detection of family 
violence. Therefore, primary preventive approaches are beyond the scope of this review. In New 
Zealand, if child abuse or neglect is suspected, Oranga Tamariki or Police should be notified, who will 
carry out their own risk assessment. Interventions for family violence are not easily evaluated using 
traditional RCT studies and are often evaluated in comparison to a control group already receiving some 
support services. Few studies measure long-term outcomes of interventions – these are reported where 
available. Most interventions are multi-faceted due to the complexity of family violence and its wide-
reaching consequences, which means that it is difficult to identify exactly what parts of an intervention 
approach may be contributing to positive outcomes. However, a recent systematic review identified 
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that the interventions most likely to be successful tended to include (a) ongoing support services in the 
form of counselling, home visits, and parenting support; and (b) addressing multiple risk factors rather 
than family violence in isolation74. 
 
11.6.1 Interventions during pregnancy 
 
Early intervention is optimal for reducing suffering and preventing risk to a child’s development80. 
However, a Cochrane review found insufficient evidence that interventions aiming to prevent or reduce 
episodes of family violence during pregnancy are effective108. Only one trial included in the review 
reported a significant reduction in episodes of IPV108. This intervention targeted English-speaking 
women living in Washington, D.C. who self-identified as being of minority ethnicity. Women randomised 
to the intervention received an individualised series of psycho-behavioural counselling sessions at 
antenatal care visits, which included information about types of abuse, safety behaviours and safety 
plans, as well as a list of community resources109. Women receiving the intervention were about half as 
likely to experience minor, severe, or any physical IPV postpartum, although there was no difference in 
the likelihood of sexual violence between groups109. Other interventions with counselling components, 
though not necessarily effective in reducing domestic violence, exert positive effects by improving 
women’s coping strategies, stress levels, safety, and health108,110. 
 
Advocacy interventions aim to empower women to set their own goals for managing IPV by improving 
their understanding of their situation and possible solutions may be successful in antenatal settings 
according to a second Cochrane111. The DOVE intervention was incorporated into existing home visiting 
programmes for women who had experienced IPV during or in the year leading up to pregnancy112. The 
brochure-based, structured empowerment intervention comprised three antenatal and three 
postpartum sessions, delivered by nurses and nurse-supervised community health workers. The 
brochure contained information addressing the cycle of violence, the Danger Assessment (which 
assesses risk for homicide), choices available, safety planning information tailored to the context and 
level of danger, and IPV resources specific to the community along with national hotline information112. 
A control group received home visits without the DOVE intervention component and was screened and 
given basic referral information for IPV. Although there was no significant difference in IPV experience 
between the DOVE and control groups at the 24-month follow up, both groups had a significant 
decrease in IPV experience, which was greater for the DOVE group112.  
 
11.6.2 Other home visiting interventions 
 
Home visiting interventions vary in method and content, and are flexible to respond to the needs of 
those receiving them. They typically target vulnerable families and provide support for relationships, 
substance use problems, mental health problems, employment, and education112,113. A ‘screen and 
refer’ approach to addressing maternal depression, substance use, and IPV in home visiting was found 
to increase the likelihood of discussion about these issues, but not the likelihood of identification of IPV 
or referral of women experiencing them114. A recent systematic review reported home visiting 
programmes could not be recommended to reduce the occurrence of child maltreatment limited 
because of contradictory evidence113. However, because these interventions are typically designed to 
be culturally appropriate to the community they intend to serve there was significant heterogeneity 
between programmes examined113. Importantly, the New Zealand-based Early Start programme 
reported improved outcomes for children, though it did not appear to reduce the occurrence of IPV in 
enrolled families115. 
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Early Start was based in Christchurch for families with a new infant and facing stress and difficulty. 
Families received weekly-to-monthly visits depending on their needs until their child was five years 
old116. Of the children enrolled in Early Start, 43% were identified to be at high risk for maltreatment 
according to a population-based prediction model, reflecting the high support needs of the population 
the programme targeted117. The 443 families randomised to Early Start or a control condition had high 
levels of inter-partner conflict and violence that did not improve with programme participation116. 
However, at 36 months, children in Early Start had lower rates of severe or very severe physical assault 
by parents, reduced exposure to punitive parenting in favour of positive parenting styles, and lower 
rates of internalising and externalising behavioural problems. They were also less likely to have visited 
a hospital for accident, injury or poisoning and were more likely to attend well-child and GP check-ups. 
The effects of fewer injuries requiring hospital visits, less physical or harsh punishment, and improved 
parenting competence persisted at the nine-year follow-up115. Importantly, there was a trend towards 
stronger effects of the intervention for Māori families and those facing multiple disadvantages, although 
the trend did not reach statistical significance116,118. Notably, just over a quarter of eligible families 
declined to participate, so while home visiting may offer an alternative intervention pathway for families 
with children at risk for CAN, it may not be suitable for all families115. 
 
Family Start is another intensive home visiting programme, originally based on Early Start, that serves 
the Manukau and Franklin areas119. It is delivered by Māori, Pacific, faith-based, and other service 
providers to families before or shortly after the birth of a child in a manner that is culturally responsive 
to the communities they serve. Unlike Early Start, it has not been systematically evaluated using an RCT 
study design, but families receiving the intervention appear to have higher vaccination rates, higher 
engagement with early childhood education, and a small reduction in risk of post-neonatal deaths, 
including injury deaths and SUDI119. The programme continues to evolve but it is unclear whether it 
reduces family violence.  
 
11.6.3 Parenting programmes 
 
A review of treatment interventions found child-parent interventions are effective where mothers with 
IPV and their children undergo interventions both separately and jointly have positive psychosocial 
recovery and improved wellbeing120.  
 
The Incredible Years Parenting programme is an evidence-based intervention for addressing conduct 
problems in children aged three to eight years that have demonstrated improvements in child 
behaviour, parenting, and family relationships in New Zealand121. The programme is available to all 
families receiving Family Start home visits. Parents who completed the 14 group sessions reported 
significant improvements in child behaviour, and that programme participation resulted in a reduction 
in corporal punishment, hostile or over-reactive discipline, verbal aggression and physical assault 
towards children that persisted in the 30-month follow-up121. In addition to improvements to the 
parent-child relationship, there were modest improvements in the parental relationship, including a 
reduction in inter-parental violence121.  
 
Ngā Tau Mīraho o Aotearoa is intended for Māori whānau and is an adaptation of the Incredible Years 
programme that incorporates Māori tikanga and cultural elements122. The programme demonstrated 
cost-effectiveness, with conservative estimates forecasting a return on investment ratio of 3.75:1. Most 
parents who completed the programme reported improved parenting skills, family relationships, and 
mental wellbeing; and that their children had improved emotional, cognitive and social functioning122. 
Further benefits came from feeling supported by other parents in the programme and by the kaiārahi 
(facilitators), who provided information about and assistance with accessing further support for their 
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individual needs. Kaiārahi themselves also experienced positive effects on their personal and 
professional development and their own parenting skills122. 
 
The Triple P parenting programme has also demonstrated efficacy for reducing problem behaviours in 
children, though its effects on family relationships are less well-studied123. Though course length and 
content vary, in general, they are of lower intensity than the Incredible Years intervention. The Primary 
Care Triple P-Discussion Groups, which involves two two-hour group sessions, has been adapted to be 
culturally consistent with Māori values124. This adaptation was effective in improving child behaviour 
and reducing interparental conflict about child-rearing and was considered both culturally acceptable 
and valuable by participating parents124. 
 
Both the Incredible Years and Triple P have parenting programmes targeting children from birth, but 
their efficacy and effect on family violence have not been evaluated on a large scale in New Zealand for 
children younger than three years. 
 
11.6.4 Interventions for perpetrators of abuse 
 
The most widely used interventions for perpetrators of family violence are the Duluth model and 
cognitive behavioural therapy (CBT). The Duluth model focusses on changing patriarchal views that 
support violence towards women while providing education about alternative methods of conflict 
management and problem-solving to avoid the use of violence. CBT helps individuals to change harmful 
behaviours by identifying and addressing the disordered and biased ways of thinking that lead to the 
behaviours. A Cochrane meta-analysis demonstrated no clear effect of CBT on reducing reoccurrence of 
violent behaviour125.  
 
A systematic review of reviews also suggests there is no clear impact of either approach on recidivism, 
particularly when looking at victim reports compared to administrative data126. Reoffending may be 
lower when the abuser is self-referred and higher if the program is not completed, suggesting that 
motivation for change may be an important moderator of the programmes’ effects126. Another 
systematic review of perpetrator programmes within the healthcare setting demonstrated weak 
evidence, although when combined with alcohol treatment authors indicated they could be 
promising127. These findings must be considered within the complexity of interrelated factors that 
surrounds IPV contributing to perpetrators’ behaviours – motivation to change, for instance, may only 
be one of several factors affecting an individual.  
 
A review of IPV interventions for perpetrators (in addition to those for victims and children) found a lack 
of evidence for the effectiveness of interventions including the Duluth model and CBT. They noted 
significant attrition from these programmes, although noted the promise of motivational enhancement 
therapy (MET) used in substance abuse studies, by focusing on the parenting role, perpetrators 
attachment to their children and developing an awareness of the effect the violence has on their 
children128. Another study found the use of motivational interviewing techniques in combination with 
CBT or other family violence reduction interventions improved the effectiveness of the interventions, 
particularly for offenders who were less motivated to change their behaviour. There was no clear effect 
on the likelihood of completing an intervention programme129. 
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11.6.5 Whānau Ora and whānau-centred interventions for indigenous early childhood 
wellbeing 

 
Whānau-centred (or family-centred) approaches to improving outcomes for children at risk provide 
support and care for the whole family and intend to be consistent with the viewpoints of indigenous 
cultures130. Whānau Ora, a whānau-centred approach, empowers and supports whānau. Shaped by 
Māori values and culture it delivers support within Māori and other communities35,131. Interventions 
operating within this framework improve attitudes towards, and actual, home safety, and reduce 
childhood injury and illness for indigenous children130. A whānau-centred approach may be particularly 
important to address family violence, for those Māori whānau who are at risk for violence, and for those 
affected by family violence who want to keep their whānau together and safe, rather than separating 
the abuser(s) from the victim(s)132.  
 
Te Manu Tu Tuia is a recently-developed Hawke’s Bay-based initiative to address domestic violence 
informed by a whānau-centred approach and community voices132. It offers two-weekend wānanga 
(forum) for couples at high-risk who are both willing and motivated to make behavioural changes. In the 
first wānanga, couples attended group workshops, therapy sessions, and activity-based learning. The 
wānanga included couples’ children, who participated in separate workshops on the first day and came 
together with their caregivers on the final day for whānau activities. For the 37 participating couples, 
the program significantly reduced reoffending behaviour and police callouts (estimated a 69% decrease 
in violence). Further, participants were almost six times more likely to be in employment a year after 
the programme than at the start of the programme. All couples had positive feedback and for some 
couples, the intervention was life-changing. All felt that it had reduced violence in their homes, and gave 
the tools to prevent, reduce, or de-escalate violence, and access further support132.  
 
 
11.6.6 Implementation of family violence interventions in New Zealand 
 
Protective interventions for victims of family violence are available in New Zealand through the justice 
and legal systems. However, the National Collective of Independent Women’s Refuge estimates at least 
80% of family violence incidents go unreported to the police. A lack of understanding of the dynamics 
of IPV by the general community and those interacting with women in or leaving an abusive relationship 
(e.g. WINZ, family court, social services) undermine policies and formal sanctions (e.g. protection 
orders)43. Many women find legal sanctions to be ineffective, and child access by abusive fathers 
burdensome, particularly when it involves unwanted contact with her abuser, and having to leave 
children with fathers who lack the skills to safely care for them43,133. 
 
Applying for a protection order has been described as one of the most frightening experiences in an 
abused woman’s life, and they are not often sought until being re-victimised multiple times133. Still, 
around two out of five applications do not result in a protection order being granted134. Many women 
do not know about or understand that they may benefit from a protection order until told by a lawyer 
or by police – who do not always have correct knowledge about who may access them133. Many women 
describe a lack of faith in police to enforce protection orders due to previous negative experiences in 
family violence situations133. Women can end up paying thousands of dollars in legal fees to access legal 
protections from their abuser133. 
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11.6 Summary  

• Home visiting programmes have demonstrated long-lasting improvements in child safety in New 
Zealand. The inclusion of an advocacy/empowerment element may improve outcomes for women 
experiencing IPV. 

• The Incredible Years Parenting programme, which has been offered to at-risk families as part of 
Family Start, has positive effects on parenting and on family relationships. 

• Existing interventions targeting perpetrators of family violence depend on the perpetrator’s 
motivation to change. 

• A Whānau Ora approach to addressing family violence appears to be an effective and empowering 
option for whānau who are ready to address violence in their homes. 

• Many women have negative experiences of accessing legal protections from perpetrators of family 
violence. 

 

11.7 Are there any known harms from screening for family violence? 

A Cochrane review found no reports of adverse events as a result of screening for family violence. 
Instead, inquiring about family violence in healthcare settings was associated with increased patient 
satisfaction16. However, it should be acknowledged that for some women who have previously 
experienced IPV, screening can bring up painful memories, feelings of shame, and may make an already 
stressful healthcare visit worse78. Six percent of women who screened positive for IPV in Australia 
reported feelings of sadness or depression after being prompted to think about their situation79. These 
feelings are not universal, and women who experience them are not necessarily opposed to screening78. 
The women’s risk of emotional harm needs to be balanced the opportunity to talk about their IPV78, and 
the potential screening offers for providing support and addressing family violence. 
 
 

11.8 What do we know from a Māori and Pacific knowledge basis about 
screening in this domain? 

11.8.1 Context of Māori family violence 
 
Māori families are disproportionately affected by violence between family members. Despite 
normalisation of violence in some Māori families and suggestions that Māori is inherently violent, family 
violence is antithetical to Māori cultural values and tikanga (practices and protocols), and would not be 
tolerated in Māori society prior to colonisation61. Pre-colonisation, Māori culture valued children as 
active participants in all aspects of community life135. Early European accounts documented an absence 
of violence and physical discipline in Māori domestic life and provide evidence of affection between 
adults and children135,136. Raising and nurturing tamariki was a collective responsibility, shared between 
men and women of the wider family group, and did not depend on rigid Western nuclear family 
structures61,135. Instead of coming from within Māori culture, the causes of violence are rooted in the 
intergenerational trauma experienced by Māori due to the historical subjugation and ongoing 
oppression as a result of colonisation137. 
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The destabilisation of gender and power relationships Māori experienced with the loss of land, language 
and cultural expression resulting from colonisation was driven by Western ideologies of patriarchy and 
Christianity20,47. The loss of the protections embedded in cultural values and practices left Māori 
susceptible to disparities, and to being both perpetrators and victims of violence. As with any family, 
growing up with violence increases the odds of a child growing up and becoming either a perpetrator 
or victim (or both) of family violence32. Intergenerational patterns of violence and harm increase the 
likelihood that children have limited opportunities to learn other ways of interacting. However, while a 
‘cycle of abuse’ model is commonly used to explain violence in Māori whānau, not all Māori women, 
children and men affected by IPV and CAN (respectively) come from whānau with intergenerational 
family violence135. Therefore, it is important to note that contemporary Māori are diverse in cultural and 
whānau backgrounds. 
 
Though physical punishment of children is usually intended to teach a child right from wrong, it is often 
associated with frustration, anger, and alleviation of the stress of parenting135. Physical punishment is 
seen to deter misbehaviour outside of the home, informed by the belief that if the parent is hard on the 
child it will make the child better able to deal with people that might pick on them135. Some Māori 
caregivers described using physical punishment in order to make children conform to Pākehā ideals so 
that their children would not be the targets of racist stereotyping135. They also seem to internalise 
Pākehā ideas that Māori are naturally violent, despite historical evidence suggesting the opposite47,135. 
 
In one study, the desire to protect children from the negative effects of IPV was the main motivation for 
Māori women leaving past abusive relationships47. However, the fear that children will be removed from 
their care is a barrier for women to seek help. Women’s fears are compounded by frustrated people 
working within the system who are judgemental and racist and do not practically solve the problems 
they present with47. 
 

11.8.2 Context of Pacific family violence 
 
Pacific peoples are diverse, coming from different island nations within the Pacific, meaning they have 
different cultural backgrounds. Samoan people value cultural traditions and norms that privilege 
individual’s responsibilities and obligations to their family contrasting with Western concepts of 
individuality and independence. This can lead to pressure on women to remain with abusive partners, 
which is both internal and external in origin – that is, from “churches, from the extended family … or 
just from the community”43. Thus, ideas of ‘good wife’ who obey their husbands mean women may be 
more likely to be met with resistance within the community in terms of leaving them65.  
 
Pacific Islanders living in Aotearoa are diverse within and between the various island nations, and do 
not have access to the same traditional supports that exist in the village structure that is common to 
their home islands138. A collective social identity is common in Pacific cultures, which means that 
individual models of family and sexual violence have limited applicability to Pacific people138. The 
possibility of social exclusion or family estrangement for disclosing is a particularly strong incentive to 
keep family violence secret for people with collective social identities43. 
 
11.8.3 Implications for screening 
 
Common to many families, disclosure of abuse will be less likely for Māori whānau who believe it may 
lead to loss of their children to State care or disruption to their family structure. Some Māori women 
would prefer to be screened by a Māori woman using Māori processes and practices78. In contrast, a 
Pacific woman preferred a Caucasian person interviewed her because it felt easier than discussing 
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physical violence with a Pacific person78. The normalisation of physical violence is common in Pacific 
communities, as are perspectives that a woman who has been hit must have done something to deserve 
it43,65. Pacific women are more likely to endorse ideas that it is “important for a man to show his wife 
who is the boss” and that family problems should be discussed only within the family65, which may mean 
that they could benefit from provision of information about IPV even if they do not disclose abuse on 
screening.  
 

11.8 Summary 

• We need to avoid putting Māori and Pacific together as their backgrounds and needs vary 
significantly, and similarly recognise the different Pacific nations that are sometimes seen as a 
homogenous group. 

• There is a lack of research about screening and interventions and what works for Māori and Pacific.  

• Aside from the Ngā Tau Mīraho o Aotearoa research recently published that focuses on the cost 
benefits of an adaption of the Incredible Years Programme.  

• Māori whānau are over-represented in the IPV and CAN statistics.  

• Pacific families are over-represented but the IPV and CAN status are less clear. 
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11.9 Recommendations for future action 

Policy and practice 

 Explore ways to improve the routine enquiry about IPV with women during the antenatal and 
postnatal periods. Routine enquiry protocols exist, however, given the higher risks associated with 
pregnancy and following the birth of a baby for IPV these need to be better implemented. 

 Significantly improve the collection of data (and make it available) by antenatal, primary health 
care and WCTO providers screening for IPV and follow-up referral and intervention.  

 Include family violence as part of assessments for mental health and substance use disorders. 

 Establish structured evaluation protocols and measures that aim to capture the efficacy of 
programmes, such as home visiting, the Incredible Years Parenting, Family Start, which are all 
promising interventions that appear to have positive effects on parenting and family relationships.  

○ Design and implement a systematic evaluation programme examining interventions such 
as Whānau Ora and others adapted for use with Māori whānau and Pacific families. 

Future research 

 Undertake a programme of research that focuses on Well Child Tamariki Ora screening and 
interventions. Such a programme should include the following: 

○ Exploration of the efficacy of face to face versus electronic versus paper-based methods of 
screening/routine enquiry and identify potential barriers to screening and routine enquiry. 

○ Validation of routine enquiry/screening questions within the context of Aotearoa, and with 
targeted population groups such as Māori, Pacific, and other relevant population sub-
groups. 

 Undertake research with Māori and Pacific population groups that captures relevant and 
meaningful evidence to better inform screening and interventions. Note, these population groups 
should have separate programmes of research.  

○ For Pacific populations, parenting interventions that are culturally appropriate should be a 
research priority. 
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11.10 Graded Evaluations 

Table 11.4. Graded evaluation of screening tools and associated recommendations for policy and practice. 

Screening tool Grade Estimated 
net benefit 

Level of 
certainty 

Recommendation 

HARK I Insufficient Low May be applicable in some populations 
but needs further validation. 

AAS I Insufficient Low May be applicable in some populations 
but reported validity varies considerably 
between studies. 

OAS C Small Low May be applicable for evaluating ongoing 
IPV in some populations but reported 
sensitivity is low. 

HITS C Small-moderate Moderate It could be offered to both women and 
men but has not been validated in NZ. 
Validation should also include ethnic 
populations. 

Grade: A, B, C, D, or I. 
Estimated net benefit: substantial, moderate, small, nil or harmful, or insufficient (evidence). 
Level of certainty: high, moderate, or low. 
For more detailed explanation see Supplementary Information - Grade definitions and levels of certainty. 
 

Table 11.5. Graded evaluation of interventions and associated recommendations for policy and practice. 

Intervention Grade Estimated 
net benefit 

Level of 
certainty 

Recommendation 

Psycho-behavioural 
counselling 

C Moderate Moderate This intervention could be offered as part 
of a comprehensive intervention for IPV. 

Advocacy/ 
empowerment 
interventions 

C Small-moderate Moderate This intervention could be provided to 
everybody who needs it. 

Home visiting 
programmmes 

B Moderate-substantial Moderate This intervention should be provided for 
every family who needs it. Content 
should be tailored to the family’s needs. 

Parenting programmes B Substantial Moderate-high This intervention should be provided for 
every family who needs it. Needs to be 
evaluated for children younger than 
three years. Content should be tailored 
to the family’s needs, particularly Māori, 
Pacific, and other minority groups. 

CBT/Duluth model 
therapy for perpetrators 

C Small Moderate This intervention could be provided for 
every person who is motivated to change 
their behaviour, or in combination with 
motivational interviewing. 

Whānau Ora approaches C Substantial Low-moderate This intervention approach shows great 
potential, particularly for Māori whānau. 
Research is needed to systematically 
evaluate Whānau Ora interventions 

Grade: A, B, C, D, or I. 
Estimated net benefit: substantial, moderate, small, nil or harmful, or insufficient (evidence). 
Level of certainty: high, moderate, or low. 
For more detailed explanation see Supplementary Information - Grade definitions and levels of certainty. 
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Supplementary Information - Grade definitions and levels of certainty 

Table S1. Grade definitions for screening tools and interventions 
Adapted with permission from the U.S. Preventive Services Task Force 2012.iii 

Grade    Definition Recommendation for policy  
and practice 

A • The authors recommend this screening tool/intervention.  
• There is high certainty that the net benefit is substantial. 

• This screening tool/intervention 
should be offered or provided. 

B • The authors recommend the screening tool/intervention.  
• There is high certainty that the net benefit is moderate, or there is 

moderate certainty that the net benefit is moderate to substantial. 

• This screening tool/intervention 
should be offered or provided. 

C • The authors recommend selectively offering or providing this 
screening tool/intervention to patients based on professional 
judgment and patient preferences. 

• There is at least moderate certainty that the net benefit is small. 

• This screening tool/intervention 
should be provided for selected 
patients depending on individual 
circumstances. 

D • The authors recommend against this screening tool/intervention.  
• There is moderate or high certainty that the screening tool/ 

intervention has no net benefit or that the harms outweigh the 
benefits. 

• The authors discourage the use of this 
screening tool/intervention. 

I • The authors conclude that the current evidence is insufficient to 
assess the balance of benefits and harms of the screening 
tool/intervention. 

• Evidence is lacking, of poor quality, or conflicting, and the balance of 
benefits and harms cannot be determined. 

• If the screening tool/intervention is 
offered, patients should understand 
the uncertainty about the balance of 
benefits and harms. 

 
 
 

Table S2. Levels of certainty regarding net benefit 
Adapted with permission from the U.S. Preventive Services Task Force 2012 1. 

Level Of  
Certainty 

   Description 

High • The available evidence usually includes consistent results from well-designed, well-conducted studies in 
representative populations.  

• These studies assess the effects of the preventive service on health outcomes.  
• This conclusion is therefore unlikely to be strongly affected by the results of future studies. 

Moderate • The available evidence is sufficient to determine the effects of the preventive service on health outcomes, 
but confidence in the estimate is constrained by such factors as:  
     – the number, size, or quality of individual studies; 
     – inconsistency of findings across studies; 
     – limited generalizability of findings to routine practice; 
     – lack of coherence in the chain of evidence. 
• As more information becomes available, the magnitude or direction of the observed effect could change, 
and this change may be large enough to alter the conclusion(s). 

Low • The available evidence is insufficient to assess effects on health outcomes, because of:  
     – the limited number and/or size of studies; 
     – important flaws in study design and/or methods; 
     – inconsistency of findings across individual studies; 
     – gaps in the chain of evidence; 
     – findings not generalizable to routine practice; 
     – lack of information on important health outcomes. 

• More information may allow estimation of effects on health outcomes. 

 

 
iii https://www.uspreventiveservicestaskforce.org/Page/Name/grade-definitions 
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