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Executive summary
Project aim
This research aimed to inform the development of guidelines 
for tertiary response services to respond effectively to the 
needs of women with disabilities. 

Method
The mixed methods project surveyed tertiary women’s services 
in Australia to understand the models and approaches that are 
currently used to provide support to women with disabilities. 
Following this, five sites were recruited for qualitative research 
to develop a more nuanced picture of how the services work. 
Two of these were identified because they are specialist service 
models working specifically with women with disabilities and 
demonstrate promising practice. Case studies were developed 
to understand what could be learned from their approach. 
Three more sites were selected as case studies. A two-step 
process was used to select sites: (a) expression of interest by 
services in survey response, and (b) follow up discussions 
with these sites and short listing by researchers. Interviews 
were conducted with managers and staff; interviews and focus 
groups were conducted with women with disabilities; and two 
sites undertook a more comprehensive action research process 
to learn from the research and plan service improvement. 

Data analysis
One hundred and thirty-eight valid responses were received to 
the survey. Data were analysed using SPSS Statistics V21 for basic 
statistical analysis, including frequencies of responses, cross 
tabulations, and descriptive statistics. An inductive approach 
was taken to analysis of the qualitative data, including interview, 
focus group, and action research data, which were analysed 
using QSR NVivo 10. Transcripts were closely read by each of 
the researchers. Initial themes and interpretations were reviewed 
by the research team (consisting of the three lead researchers 
from Deakin University, La Trobe University, and Southern  
Cross University) in telephone meetings and in a full-day 
workshop.

Findings
Accessibility requires more than physically modified
accommodation or providing interpreters for people with 
sensory impairments. Access must be understood to include: 
how services think about disability (described as attitudinal 
factors), how information about services is made available, 
and going beyond the development of procedural access 
plans as required by the Disability Discrimination Act 1992 
(Cth). Women with disabilities who participated in the 
research provided insights drawn from their experiences 
that suggest a need to extend the definition of “access” to 
include appropriateness, approachability, and acceptability 
as core components. By addressing broader issues of access 
in addition to disability-specific needs (such as the way 
information is provided to meet broad information access 
needs), the interface between what services offer and 
what women with disabilities need can be better aligned.

Many women who come to tertiary response services for 
support have disabilities. However, their disabilities may 
not be “officially” recognised for a variety of reasons: some 
have disabilities as a direct result of living with sustained 
violence and some are not easily identified because they are 
compounded by other life experiences. Tertiary response 
services are not experts in disability and meeting some 
women’s specific access needs can be challenging. A “clash 
of cultures” between tertiary response services and other 
services that support women with disabilities was identified 
that hampered collaboration. High-quality collaboration 
between tertiary response services and disability services  
can overcome some of the challenges identified.  

At times, agencies providing services to women with disabilities 
who have experienced violence tended to act in ways that sought 
to “protect them” from further re-traumatising, which led to 
less rather than more access to supports and services. From the 
perspective of some of these women, the result was that they 
had been denied information, had not had their experience 
acknowledged, or had missed out on having contact with 
other women in similar positions to share experiences and 
get support. In the effort to protect women with disabilities, 
often their ideas and opinions about service improvements 
were not sought or heard.
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Work undertaken in the case study sites in the action research 
phase demonstrated how service improvements and cross-
sector collaboration could be incorporated into practice 
through reflection and facilitated planning processes. Rather 
than simply referring women with disabilities to disability 
services for support, a process of collaborating and engaging 
with disability services (rather than handing over to them) 
was developed. This established continuous improvement 
and cross-sector collaboration as underpinning principles 
for working with women with disabilities. Other key findings 
included that a one-size-fits-all approach does not meet all 
access needs; adequate time for counselling, case management, 
and consultation must be permitted to meet individual 
needs; and that women value relationships with workers that 
involve trust and taking as much time as is needed. Finally, 
many women seek social support from others who have had 
similar experiences.

Recommendations
At the time of completing this report, the Third Action Plan 
2016-2019 of the National Plan to Reduce Violence against 
Women and their Children 2010-2022 (“Third Action Plan”) 
was released by the Commonwealth, state, and territory 
Governments (Department of Social Services, 2016). Women 
with disabilities are identified as a priority group in the Third 
Action Plan. This research supports the key national actions 
for women with disabilities identified in the Third Action 
Plan and contributes evidence to inform its implementation. 
A number of promising practices were identified from this 
research which can be articulated as underpinning principles 
for effective practice. These include:

•	 �“Accessibility” is more than providing physical access: 
services must be approachable, acceptable, appropriate, 
affordable, and available to women with disabilities.

•	 �Women with disabilities, like all people, experience 
complexity in their lives and are multi-dimensional; 
disability is in play with other personal and social factors. 
Service planning and delivery must be enhanced by the 
use of an intersectional lens. 

•	 �Women with disabilities need more than a focus on 
personal safety skills; they need social and relational 
support in a safe and inclusive environment. 

•	 �Service and practice planning, development, and 
improvement must be informed by high-quality data 
collection and qualitative and quantitative research.  
This must also be informed by the ideas and opinions  
of women with disabilities who have used the service.

•	� All aspects of tertiary response services for women 
with disabilities must be informed and enhanced by  
cross-sector collaboration.

Recommendation 1:
promoting access and accessibility
Services should review their understanding of “disability” 
and “access” and draw on the evidence from this research 
and the work of Levesque et al. (2013) to ensure that they 
provide services that are:

•	 �Approachable: women with disabilities know they exist 
and feel comfortable with approaching them. 

•	 �Acceptable and appropriate: barriers to communication, 
housing, and understanding what is offered are removed.

•	 �Affordable and available. 

Recommendation 2:
building cross-sector collaboration
In order to support initiatives for cross-sector collaboration, 
the emerging models of promising practice identified in this 
research should be further developed and informed using a 
facilitated process of reflection, consultation and engagement 
with other tertiary response services. 

This process should aim to ensure positive outcomes for 
women with disabilities in all parts of the tertiary response 
sector through collaboration. It should not be in the form of 
didactic training, but use a facilitated process that involves 
and is informed by women with disabilities. 

Recommendation 3: 
involving women with disabilities
Domestic and family violence (DFV) services should consider 
establishing peer support groups for women who survived or 
are escaping from violent and abusive relationships.

Service improvement and cross-sector collaboration must 
be informed by women with disabilities who have used 
tertiary response services. Women with disabilities should 
be consulted about their experiences using tertiary response 
services and their advice incorporated into planning and 
practice development. 

The Consultative Research Group model, which ensured that 
the voices of women with disabilities informed this research, 
should be used in work with future sites to contribute to 
both service and sector-wide reform.
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Recommendation 4: 
high-quality data collection
DFV services should collect data on the disability experiences 
of clients. Qualitative and quantitative data measures across 
all programs offered in DFV services should be developed 
and implemented, and tied to the same measurement and 
reporting metrics for other demographic characteristics (e.g. 
age, Indigenous status, and so on). Women with disabilities 
should be involved in providing qualitative data and be 
engaged to co-produce information from it that can be used 
in service improvement and wider sectoral reform at local, 
state or territory, and national levels.
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Gender-based violence is a problem of global proportions. 
Internationally, 30 percent of women have experienced 
physical or sexual intimate partner violence and 7 percent 
have been sexually assaulted by someone other than a partner 
(García-Moreno et al., 2013).1 In Australia, the issue has 
been identified as a public health problem that is prevalent, 
serious, and preventable (Ayre, Lum On, Webster, Gourley, 
& Moon, 2016) and considerable work has been undertaken 
in recent decades to respond to and prevent intimate partner 
violence and sexual assault. Australian data demonstrates 
that “nearly one in three women over the age of 15 years have 
been subjected to physical violence and one in five report 
having experienced sexual violence at some time in their 
lives” (Australian Bureau of Statistics, 2012). What is less well 
understood is how women with disabilities fare in tertiary 
response services funded to provide safety and support for 
women escaping family violence. 

Women with disabilities who have experienced violence 
seek help and support from tertiary response services for 
similar reasons that other women (or non-disabled women) 
do, including family and intimate partner abuse, sexual 
harassment and assault, coercive control, and stalking. 
However, women with disabilities also experience abuse related 
to their disabilities, including institutional violence, such as 
forced or coerced contraception, sterilisation, and psychiatric 
interventions; withholding of or forced medication; violations 
of privacy; deprivation of liberty; and denial of provision of 
essential care (Chenoweth, 1996; Dowse, Soldatic, Didi, van 
Toorn, & Frohmader, 2013; Frohmader, 2010). 

Gender inequality is at the root of gender-based violence. 
However, violence against women is not limited to any 
particular group or class in society. Gender intersects with 
other forms of difference to compound discrimination, 
which in turn affects experiences of violence and abuse for 
individuals. The complexity of lived experience is very much 
dependent on factors such as age, class, culture, Indigenous 
status, intersex status, race, religion, sexuality, and so on, in 
addition to gender and disabilities. These factors also differ 
across time, according to geographic location, and are not 
the same for everyone. Taking account of these differences 
has been theorised as “intersectionality” (McCall, 2005). 

1  Sections of the introduction also appear in the publication Frawley, P., 
Dyson, S., Robinson, S., & Dixon J. (2015). What does it take? Developing 
informed and effective tertiary responses to violence and abuse of women 
with disabilities in Australia. (Landscapes, 03/2017).  Sydney: ANROWS 

Understanding how these intersecting forms of difference 
affect access is particularly relevant for tertiary response 
services (Ortoleva & Lewis, 2012).

Between 2015 and 2016, the What does it take? research 
project was carried out to understand the ways in which 
services responding to the safety needs of women who have 
experienced family violence or sexual assault are accessible 
to women with disabilities. The project aimed to develop new 
knowledge to inform the development of guidelines for tertiary 
response services to respond effectively to the needs of women 
with disabilities in Australia. These guidelines aimed to be:

•	 �based on a thorough and critical review of evidence 
concerning world best practice;

•	 �informed by the experiences of Australian women with 
disabilities;

•	 �developed in collaboration with locally based cross-sector 
communities of practice; and

•	 �designed to inform a gendered understanding about 
violence in the disability sector.

This report details the findings of that research. It starts 
with a summary of international and Australian literature 
published in 2015 as an ANROWS state of knowledge  
report (Frawley, Dyson, Robinson, & Dixon, 2015). 
Following the summary literature review, this report  
details the project methodology, the qualitative and quantitative 
research findings, and concludes with discussion about the 
implications of this research for practice and for future research.

Introduction
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A note on language
This project sought to identify how women with disabilities who 
have experienced violence fare in tertiary response services. 
“Tertiary response services” is a broad term that encompasses 
a wide range of services aimed at ensuring safety and support 
after violence has occurred, including first responders, such 
as emergency and crisis services, as well as legal, health, and 
medical services. The scope of tertiary response services 
is detailed below in the literature review. The focus of the 
research has been on crisis response services, sometimes called 
domestic violence, sexual assault, or family violence services 
or women’s refuges. The Commonwealth funds these services 
under the National Partnership Agreement on Homelessness 
and they are administered by the states and territories.2 There 
are some differences between states in terms of approaches 
and language used. For clarity, crisis response services 
responsible for ensuring women’s safe housing are referred to 
as “domestic or family violence response services” (shortened 
to DFV services). When the wider tertiary response system 
is implicated, the term “tertiary response services” is used. 

2  Under the National Affordable Housing Agreement. http://www.aph.gov.
au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/
pubs/rp/BudgetReview201516/DV
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A literature review was carried out to establish the current state 
of knowledge concerning models of tertiary response services 
for women with disabilities who have experienced family or 
domestic violence or sexual abuse. Although literature reviews 
commonly focus on published, peer reviewed literature reported 
in high-quality academic journals, a comprehensive search of 
such databases revealed limited results to answer the following  
literature search questions:

•	 �What models and approaches have been used in Australia 
and internationally for tertiary responses to violence 
and abuse for women with disabilities?

•	 What does the evidence say about effective models?

Although academic research was limited, many community, 
advocacy, and activist reports and monographs were found. 
As a result, this “grey literature” was included in the review, 
as it offered a rich source of evidence concerning the 
literature search questions. Therefore, in this review we  
have drawn on both academic and grey literature from sources 
we judged to be reliable.3

Disability research

Around one in five people in Australia report having a 
disability (Australian Bureau of Statistics, 2011). Of these, 
almost 6 percent have a severe or profound level of disability. 
Definitions of “disability” differ, although increasingly the World 
Health Organization’s (WHO) International classification of 
functioning, disability, and health’s (ICF) “bio-psycho-social” 
definitions are used (World Health Organization, 2011a).4 
Drawing on the ICF, disability can be understood as complex, 
dynamic, multi-dimensional, and contested (WHO, 2011a). 
The ICF asserts that the experience of disability should be 
mainstreamed and that it should be recognised as a universal 
human experience, as all humans can experience “a decrement 
in health and thereby experience some disability” (WHO, 2011a, 
p. 3). This multi-dimensional, “mainstreamed” definition of 
disability is informed by critical theorising about disability 
and the grassroots advocacy of people with disabilities over 
at least the past three decades. 

3  This section includes material published in Frawley, P., Dyson, S., 
Robinson, S., & Dixon J. (2015) What does it take? Developing informed 
and effective tertiary responses to violence and abuse of women with 
disabilities in Australia (ANROWS Landscapes, 03/2015). Sydney: ANROWS.

4  The “bio-psycho-social” model suggests that disability or illness is due to an 
interaction of biological, psychological, and social factors. 

Despite the high rates of violence and abuse reported in the 
international peer-reviewed and local grey literature, research 
about effective prevention and response is lacking (Lund, 
2011; Mikton, Maguire, & Shakespeare, 2014). The WHO 
advocates an approach to violence against women that is 
based on a public health model of disease prevention. This 
model has been adopted by the Commonwealth of Australia 
and underpins its responses to the prevention of violence 
against women.

In this three level model, primary prevention aims to prevent 
violence from occurring through attitude and behaviour 
change; secondary responses provide early intervention (e.g. 
with perpetrators), and tertiary responses ensure safety and 
support for women after violence has occurred. In addition 
to responding to the immediate safety and support needs of 
women who have been affected by violence, tertiary responses 
also aim to minimise the impact of violence and prevent 
ongoing negative consequences and repeat events (Flood, 2011; 
Martin et al., 2009; World Health Organization, 2002). Each 
of these approaches is more complex than this explanation; 
however the focus of this review is on tertiary responses and 
thus we go into no further detail about primary prevention or  
secondary responses. 

The public health model of prevention is central to the 
Australian Government’s National Plan to Reduce Violence 
against Women and their Children 2010-2022 (National Council 
to Reduce Violence against Women and their Children, 2009; 
Council of Australian Governments, 2012). A significant body 
of primary prevention, and evidence-based knowledge and 
practice has been developed as a result of this plan (COAG, 
2012). However, there is less evidence available concerning the 
most effective and appropriate immediate tertiary responses 
needed for women who have experienced violence, for both 
the general population and minority groups, including women 
with disabilities (Healey, Humphreys, & Howe, 2013).

To be effective, immediate tertiary interventions require a 
rapid, coordinated response that ideally encompasses the range 
of services needed by victims/survivors. In the immediate 
term, this may include policing, medical care for physical 
injuries, safety planning, advocacy, legal services, and family 
or domestic violence response services. In the medium to 
longer term, this includes services such as trauma counselling, 
support groups, employment assistance, transitional housing, 
children’s services, and specialist support and advocacy services.
Women with disabilities experience issues with accessing 

Literature review 
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sexual assault and domestic violence services (Dowse et al., 
2013; Healey et al., 2013; Healey, Howe, Humphreys, Jennings, 
& Julian, 2008; Woodlock et al., 2014). In the disability sector, 
lack of awareness about family violence and other forms of 
violence against women compounds the problem of access 
to safety and support for women with disabilities (Mikton & 
Shakespeare, 2014). It has been argued that despite the public 
health approach to understanding disability and a rights-based 
approach to promoting equality to prevent violence against 
women, to date, there has been little attention paid to the 
intersection of the two fields of disability and domestic and 
family violence (Mikton et al., 2014).

Tertiary responses to violence against 
women with disabilities

International and domestic anti-discrimination legislation 
requires all community services and facilities to be “accessible”, 
with standards and guidelines that articulate what this means in 
given situations (Australian Human Rights Commission, n.d.). 
People with disabilities should not experience discrimination 
or exclusion due to their experience of disability. Australia’s 
disability discrimination legislation provides the legal 
framework for equality for people with disabilities and for 
addressing discrimination. It also includes provisions for 
providers to argue that they cannot meet these legislative 
responsibilities because of “unjustifiable hardship”. This means 
that while the expectation is one of “universal access”, the 
reality is that access is frequently limited or non-existent as 
a result of weighing up the costs and barriers to providing 
access (Frawley et al., 2015). 

Access for people with different experiences of disability is 
complex and multidimensional. To understand access requires 
an understanding of how disability is experienced and how 
the experience of disability is impacted by intersecting forms 
of difference. Despite this, there is an ideal of universal access 
that has been developed, particularly in relation to the built 
environment. Guidelines for physical access in building 
standards have been established and, in some countries, 
anti-discrimination legislation dictates the legal framework 
for determining what “access” means. In the United States, 
research has been undertaken on the extent to which domestic 
violence and sexual assault services comply with access 
legislation and has found considerable variability in physical 
accessibility (Chang et al., 2003; Frantz, Carey, & Bryen, 2006). 
Frantz et al. (2006) reported that while 87 percent of services 

in their survey said that they were able to provide services to 
all clients with disabilities who requested them, all fell short 
of actually doing so. Similarly, a study in the United Kingdom 
found that 76 percent of domestic violence services surveyed 
did not comply with the Equality Act 2010 (UK) (Hague, 
Thiara, & Mullender, 2011). Those researchers noted that 
disability access had been narrowly defined as “wheelchair 
access” in some services.

Tertiary response services are always under pressure from the 
sheer numbers of women requiring services and from limited 
(and diminishing) funding. Research with service managers 
found that (a lack of) funding and the need to prioritise budget 
expenditure to support physical access were key barriers to 
developing fully accessible services (Chang et al., 2003; Frantz  
et al., 2006; Healey et al., 2013; McClain, 2011).

Access and inclusion
In Australia, the disability advocacy sector and the domestic 
violence sector collaborated to develop a resource for tertiary 
response services to facilitate access for women with disabilities 
(People with Disabilities Australia & Domestic Violence NSW, 
2015). This resource calls for existing services to go beyond the 
procedural requirements of the Disability Discrimination Act 
1992 (Cth). The authors argue that no single change will make 
services more accessible and that specialist accommodation, 
programs, and supports targeted at women with disabilities 
need to be developed. The report has a significant focus on 
organisational change and readiness, highlighting the need for 
organisation-wide training that is underpinned by inclusive 
policies, and further argues that services must look broadly at 
what “access” means. Practical guidance on addressing physical 
access, information access, attitudinal access, and procedural 
access is incorporated in the resource. Similarly, Women with 
Disabilities Australia (WWDA) call for a broader human 
rights approach to recognising and responding to violence 
and abuse (WWDA, 2013). A human rights approach, they 
argue, acknowledges the need to address social structures 
that create barriers to equality and therefore have an impact 
on the incidence, prevalence, and severity of abuse and on 
approaches to preventing and responding to violence and 
abuse for women with disabilities in Australia.

The term “programmatic access” has been used in research and 
policy to cover all aspects of service responses that relate to 
working with women with disabilities. This covers approaches 
used from intake through to counselling and outreach, and 
includes service policies and staff training (Frantz et al., 2006). 
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Frohmader, Dowse, and Didi (2015) argue that programmatic 
access should incorporate both procedural and attitudinal 
components. Frantz et al. (2006) tested programmatic access 
in their research and reported that only 57 percent of services 
asked at intake if people required accessible accommodation 
or adaptations to the way services were provided.

Chang et al. (2003) found that while the vast majority of 
organisations reported that they provided services for women 
with disabilities, many had difficulty providing “full services” 
(meaning all aspects of the service that other women could 
use). Notably, only partial access to outreach and counselling 
was reported. In a UK study by Hague et al. (2011), only 
38 percent of domestic violence organisations were able to 
provide an accessible service (with physical access being used 
as the measure of access). Provision of accessible transport 
and accommodation was the focus of these services. 

Staff training and organisational policy to address skills and 
attitudes to access and inclusion were reported in the literature 
as key factors in addressing programmatic access, yet not all 
services provided such training or had these policies. In one 
study, staff members’ lack of knowledge and understanding 
about the needs of women with disabilities led to feelings of 
trepidation, anxiety, and concern when faced with providing 
services to women with disabilities (Hague et al., 2011). Frantz 
et al. (2006) found that while over a third of services reported 
having training for staff and volunteers, only 9 percent had 
training for board members. Despite the call for staff training, 
no studies were found that assessed the outcomes of training 
or policy on practice. In Australia, Healey et al. (2013; Healey, 
2015) argued that services lack a focus on inclusion policies 
for women with disabilities.

Recognising and responding to the breadth of needs and 
experiences of women with disabilities who experience 
violence and abuse can present challenges for service providers. 
Research in the United States that investigated the experiences 
of women with disabilities who accessed tertiary response 
services found that women with an intellectual disability 
and those with mental illness were the most represented 
groups (Chang et al., 2003; Frantz et al., 2006). Both of these 
studies reported that women with significant communication 
disabilities (including those with hearing impairments), women 
who used augmented communication devices, and women 
with other communication needs associated with speech and 
learning represented a small number of overall clients. For 
these women, barriers included lack of access to staff with 

specialist skills to support effective communication, or staff 
members’ lack of knowledge about how to engage with women 
with significant communication disabilities. Cost was cited 
as a barrier to accessing specialist communication supports 
and services for these women (Chang et al., 2003). 

The reported incidence of violence and abuse of women with 
disabilities is likely to be lower than the actual incidence as 
a result of a number of complex factors to do with reporting 
and data collection (Dowse, Soldatic, Spangaro, & van Toorn, 
2016; Dowse et al., 2013; Hughes, Lund, Gabrielli, Powers, 
& Curry, 2011; Jones et al., 2012; Lund, 2011; Mikton et al., 
2014). In Australia, Healey et al. (2013) found a lack of policies 
and standards concerning data collection about disabilities 
by family violence services. This lack of data collection keeps 
disability invisible in services, hiding the need for services to 
address physical and programmatic access for women with 
disabilities. 

The evaluation of the Safer and Stronger Program violence 
prevention program in the United States reported that women 
with disabilities were more likely to first reach out to someone 
they know and trust, such as a friend or a family member, 
rather than a domestic violence service (Powers et al., 2009). 
This is consistent with reports by women more broadly, as 
reported, for example, in the ABS Personal Safety Survey (ABS, 
2012). Participants that faced multiple types of abuse, such 
as physical, sexual, and emotional abuse, were more likely to 
have sought education and knowledge about abuse compared 
to those with little or no experiences of abuse.

Collaborations and partnerships
Cross-sector collaborations between the disability and domestic 
violence sectors were highlighted as an important factor for 
more effective outcomes for women with disabilities in much of 
the literature (Chang et al., 2003; Healey et al., 2008; McClain, 
2011). Despite this, cross-sector collaboration is reported to be 
low. A survey of UK disability and domestic violence services 
found that only 6 percent of the disability services surveyed 
had attended locally provided, multi-agency, domestic violence 
training (Hague et al., 2011). Similarly, research in the United 
States that studied interagency collaboration in the provision 
of domestic violence services to women with disabilities found 
that, despite agencies believing they collaborated well, women 
with disabilities reported frustration and anger at what they 
saw as a total lack of collaboration (McClain, 2011).
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Effective service delivery for women with disabilities requires 
that both the disability and the DFV response sectors should 
focus on and prioritise responses to violence against women 
with disabilities. In Canada, a survey of 579 disability centres 
found that very few provided staff training about domestic 
violence or advocated for improved access to these services 
(Ballan & Freyer, 2012). In the United Kingdom, a study of 
interagency collaboration found that while agencies had 
strategies in place that included cross-training and cross-
referral systems, as well as policies and funded activities to 
bring the sectors together, where interagency collaboration 
existed, it was difficult to sustain (McClain, 2011). 

In the United States, collaborative efforts to improve services 
for women with disabilities have helped to change the ways 
in which services interact both with women with disabilities 
and with each other (Smith & Harrell, 2011). The key factors 
for effectiveness were identified as: the environment in which 
the collaboration exists, its purpose, the characteristics of the 
organisations and people involved, the process and structure 
of the collaborators’ work, the quality and frequency of their 
communication, and the resources available. Similarly, in 
Australia, Women with Disabilities Australia, through the 
Stop the Violence project, developed a resource compendium 
that recommended adopting a human rights approach that 
consists of the following principles: empowerment through 
participation, removing barriers, working in partnership, 
building capacity, building and using an evidence base, 
preventing violence before it occurs, and promoting leadership 
and advocacy. (WWDA, n.d.). These are supported by a number 
of strategies, such as providing appropriate accessibility, 
ensuring transferable and open communication, creating 
inclusivity and equality for all stakeholders, and guaranteeing 
that clear accountabilities are agreed upon before program 
development and implementation (Dowse et al., 2013). 

Sexual assault services in Victoria have focused on providing 
services for people with disabilities who are victims or survivors 
of sexual violence for almost 2 decades, with cross-sector 
collaboration including staff training in both sectors being 
a key component (Frawley, 1997, 2000). One service, South 
Eastern Centre Against Sexual Assault (SECASA), developed 
the Making Rights Reality program, with support from the 
Federation of Community Legal Services, the Office of the 
Public Advocate, Victoria Police, Springvale Monash Legal 
Service, and Women with Disabilities Victoria (Frawley, 
2014). This program provides enhanced legal advocacy and 

counselling services to victims/survivors with cognitive 
impairments. 

Making Rights Reality addresses cross-sector collaboration 
in a number of ways: through disability training for sexual 
assault service staff, by engaging with the disability sector 
to develop Easy English resources about sexual assault, and 
through involvement of the disability project worker on 
advisory groups for projects involving women with disabilities. 
Evaluation of the program indicated that 40 percent of 
referrals to the program came from disability organisations 
and the police (Frawley, 2014). The number of people with 
disabilities using SECASA increased over the 2-year period 
of the pilot project, and clients received access to Victims of 
Crime Compensation through the legal advocacy component 
of the program (Frawley, 2014).
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Effectiveness of tertiary response services 
for women with disabilities
“Effectiveness” can be defined as the degree to which something 
is successful in producing a desired result. To provide effective 
tertiary response services for women with disabilities who 
have experienced violence, first clarity is needed about which 
results are desired. A search of the academic literature reveals 
that very little is known about how effective tertiary response 
services are for women with disabilities. A systematic review 
of effective interventions to prevent and respond to violence 
against persons with disabilities reported that there remains a 
dearth of literature on the effectiveness of interventions and 
that most evaluations are not rigorously executed (Mikton, 
Maguire, & Shakespeare, 2014). According to these authors, 
this makes it difficult for policy-makers and practitioners to 
make informed decisions about which model and approach 
would be the most effective. 

One of the key themes of the literature review was that women 
with disabilities who had experienced high levels of abuse 
across a number of different areas dealt with safety-promoting 
behaviours very differently to those who had experienced little 
or no abuse. What became apparent is that just as experiences 
of violence and abuse are different for each person, so too 
are the personal responses and needs for each person. Some 
women require more integrated levels of support and service 
provision, while others require more preventative levels of 
support (Powers et al., 2009).

Evaluation of an Australian program called A Safety Awareness 
Program for Women with Disabilities (ASAP) found that 
overall the program was effective on a number of qualitative 
measures (Hughes et al., 2011), including:

•	 �ASAP was effective in educating women with disabilities at 
risk of abuse, as well as those who had already experienced 
abuse. 

•	 �The program engaged women who had previously 
experienced abuse and violence and found that those who 
had experienced the most abuse were more likely to have 
greater gains in safety self-efficacy after completing ASAP. 

•	 �Participation in the program greatly improved the 
protective factors for women with disabilities.

•	 �Participants responded positively to the classes and found 
the learning materials to be engaging and effective at 
helping them learn safety-promoting behaviours.

•	 �The program was regarded as being easily accessible, 
relevant to, and feasible for participants (Robinson-
Whelen et al., 2014). 

ASAP is an education program rather than an immediate 
support service. There are, however, some lessons that can be 
learned from such a program for the development of guidelines 
for tertiary response services for women with disabilities, in 
particular the approach used to make information accessible.

A key factor that is noted in the broader literature is the 
importance of interagency collaboration. The literature 
that addresses the question of effectiveness also notes the 
importance of interagency collaboration and highlights the 
importance of this collaboration being supported by a broader 
authorising environment for prevention and intervention 
(such as support from the national and state governments). 
This can be accomplished by improving responses to services 
for women with disabilities in abusive and violent situations, 
such as enhancing crisis response services that are specifically 
designed for women with disabilities and for their children 
if required (Woodlock et al., 2014). One of the most crucial 
aspects of a successful program is the expertise of staff (Babic, 
2009; Hague et al., 2011; Hughes et al., 2011). 

A study of service collaboration in the United States reported 
that little research had focused on how effectiveness is 
understood or measured in tertiary response services (McClain, 
2011). This suggests there is a gap in the research about what 
characterises and determines effectiveness of tertiary response 
services from the perspective of women with disabilities 
(McClain, 2011). The following actions were recommended 
to ensure effective interagency collaboration:

•	 �Employ an outside facilitator who can broker 
communication and agreement between service providers 
and women with disabilities. This can be achieved by 
laying down the foundations of what the collaboration is 
trying to achieve; sharing philosophies; building common 
definitions of “abuse”, “domestic violence”, “disability”, 
and “accessibility”; and clarifying expectations of women 
with disabilities.

•	 �Develop awareness in the community and train staff in 
DFV services and disability services on the intersections 
of gender, violence, and disability.

•	 �Develop policies, procedures, and budgets that specifically 
include the provision of services to women with disabilities 
who are victims/survivors of domestic violence/sexual 
assault.

•	 �Create welcoming environments for victims/survivors 
with disabilities (McClain, 2011).
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Principles of good practice in tertiary 
response services for women with 
disabilities
The literature review sought to identify tertiary response 
approaches for providing services to women with disabilities, 
and gain an understanding of how these approaches have 
been implemented (process) and the extent to which they 
are effective (outcomes). While the review resulted in some 
insights about factors that need to be considered in developing 
services that are responsive to the needs of women with 
disabilities, very few actual models of tertiary responses were 
identified. As a result, the review was better able to identify 
principles of good practice rather than complete models. 
Three key factors stand out as important for effective tertiary 
response services: physical and programmatic accessibility, 
cross-sector collaboration, and evidence-based practices. 
Two reports in the literature provided key approaches to 
addressing these factors.
Healey et al. (2013) developed guidelines to assess the 
inclusiveness of domestic violence standards that are based on 
current understandings about best practice,  which include:

•	� Use the voices of women with disabilities to inform policy 
and practice.

•	 Collect disability data.
•	� Provide evidence that the service meets physical access 

standards (of all disabilities), as well as programmatic access 
though use of accessible information and approaches, in 
order to be eligible for funding.

•	� Provide evidence-based and rigorously-reviewed therapeutic 
and educational services. 

•	 Engage in cross-sector collaborations.
•	 Be based on an intersectional, human rights framework.
•	� Underpin the services’ programs, approaches, and workforce 

development with these principles.

The Stop the Violence project in Australia proposed the 
following principles that need to underpin practice to prevent 
violence in the broader community, in disability services, and 
to inform DFV service responses:

•	 Adopt a human rights approach.
•	 Promote empowerment through participation.
•	 Remove barriers.
•	 Work in partnership.
•	 Build capacity.
•	 Build and use the evidence base.
•	 Prevent violence before it occurs.

•	 Promote leadership and advocacy.
•	 Provide appropriate accessibility.
•	 Ensure transferable and open communication.
•	 Create inclusivity and equality for all stakeholders.
•	 �Guarantee that clear accountabilities are agreed upon 

before program development and implementation (Dowse 
et al., 2013).

Discussion
A key finding of this review is that effective, accessible services 
for women with disabilities must be built on multi-agency 
collaborations. Research in the United States suggests that 
collaboration must be based on having a clear purpose 
understood by all parties and developed within an environment 
conducive to the active and productive engagement of all 
parties. Other factors include the quality and frequency of 
communication and the existence of supportive resources 
(Smith & Harrell, 2011). Added to this, tertiary response 
services must engage women with disabilities as partners 
in the planning and strategic stages of service development, 
as they are the experts in their own lives and contribute a 
crucial perspective on appropriate services and support needs 
for women with disabilities (Healey et al., 2013). Effective 
collaborations must also be well-managed, and this requires 
substantial efforts from affiliated agencies and stakeholders 
that are not driven by financial gain or funding obligations 
but by a genuine desire to challenge existing barriers and 
make firm cultural and community change. Well-functioning 
collaborations must address access issues relating to multiple 
disabilities and intersectional characteristics (Dowse et al., 
2013).

Some researchers advocate that educating women with 
disabilities on the behaviours that constitute gender-based 
violence and how to escape if it happens will increase their 
access to tertiary response services (e.g., Powers et al., 2009). 
However, current research is unable to identify whether there 
is a link between increased knowledge and an increase in 
reporting abuse.

High-quality data collection processes must be based on a well-
developed understanding of disability, intersectionality, and 
accessibility so that women with disabilities using the service 
can shape responses. These data must in turn be analysed 
and used in the development of policies and practices that 
take account of the needs and experiences of women with 
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disabilities, as well as informing systemic and individual 
advocacy processes. 

A central tenet of effective tertiary response services for 
women with disabilities concerns empowerment and the need 
for those who use services to exercise agency in all aspects 
of the service experience. The perspectives of women with 
disabilities must increasingly inform both disability and tertiary 
response service delivery (Frawley, Barrett, & Dyson, 2012; 
Powers, Curry, Oschwald, & Maley, 2002; Robinson, 2013).

Research questions

Based on the findings of the state of knowledge report 
summarised above (Frawley et al., 2015), this project was 
designed to answer the following research questions:

•	 �How do women with disabilities in Australia experience 
tertiary responses to violence and abuse? What can these 
experiences tell us about good practice in mainstream 
and specialist services?

•	 �In what ways can tertiary responses be improved to deliver 
effective services for women with disabilities based on 
the knowledge developed from this research?
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Methodology 
This mixed methods project was underpinned by the principle 
of social inclusion for people with disabilities, as well as an 
understanding of intersectionality (discussed on page 6). 
To ensure the voices of women with disabilities were at the 
forefront of informing the findings, principles of participatory, 
inclusive research were drawn on. These methods are somewhat 
conventional in participatory feminist and disability research 
and are based on acknowledging power differentials between the 
researchers and research participants. Two key approaches were 
used to ensure the research was able to draw on and privilege 
the experiential knowledge of women with disabilities. The first 
was the development of a research advisory role for women 
with disabilities whose voices we perceived to be “harder to 
hear” — the Consultative Research Group. The second was 
maintaining a commitment to conducting interviews and 
focus groups with women with disabilities rather than their 
proxies, despite this being difficult as a result of “gatekeeping”.5

The methodological approach aimed to eliminate barriers 
to participation in the research by women with disabilities 
as far as possible and ensure the participants’ experiences of 
seeking and receiving responses to violence and abuse were 
heard. The research project aimed to capture inclusive and 
intersectional data based on the principle of “nothing about 
us without us”, which is the foundation of inclusive research 
with people with disabilities. 

Research and advisory structure
A multi-level research and advisory structure and a range of 
communication processes were created and implemented 
to complement and enrich the project as it developed and 
to ensure a reflexive approach was built into the study.  
These included:

•	 �Early in the life of the project, the research team recognised 
the potential for women with intellectual disabilities, dual 
disabilities, and complex communication needs to be 
marginalised. A Consultative Research Group made up of 
women with these disabilities was formed to provide advice 
to the research team. Their advice and input was used to 
shape the research approach, support recruitment, and 
gain insight to support analysis. This group will also assist 

5  “Gatekeeping” is a term used to describe the phenomenon of services 
excluding women with disabilities or denying them information in order 
to “protect them” (Frawley et al., 2012). In disability research, proxies are 
sometimes used to speak on behalf of people with disabilities, a process  
that has been labelled biased (e.g. see Houtenville, 2009).

with disseminating the research findings. Membership 
and participation in this group was negotiated with 
individual members as part of the research ethics of this 
project. The group met six times between October 2015 
and September 2016 with two members of the research 
team and a counsellor with expertise in working with 
women with disabilities who have experienced sexual 
assault, who attended in a support role. 

•	 �Regular fortnightly telephone conferences between the 
research team, as well as biannual face-to-face meetings. 
The aim of these meetings was to share information, 
solve problems, and reflect on the research process as  
it developed.

•	 �Quarterly face-to-face meetings between the research team 
and the research partners (representatives from Women 
with Disabilities Victoria and the Centres Against Sexual 
Assault [CASA] forum). The aim of these meetings was to 
strengthen the research focus of the study by drawing on 
the expertise of the research partners in research, policy 
advocacy, and practice. A partnership agreement was 
developed between the research team and the research 
partners early in the life of the project.

•	 �Quarterly meetings (face-to-face or teleconference, 
depending on the location of the participants) between 
the research team, the research partners and a research 
advisory group (representatives from advocacy, policy, 
and practice organisations with a stake in this research, 
including PWDA, DVNSW, Australian Women Against 
Violence Alliance, and Advocacy for Inclusion [ACT]). 
The role of the research advisory group was to advise the 
researchers on access to and engagement with the sector, 
provide advice and information on key policy and practice 
issues that could impact the study, and to support the 
dissemination of information about the project and its 
findings. A terms of reference agreement underpinned 
the relationship between the research team, the research 
partners, and the research advisory group.
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Research methods
A mixed-methods approach was used to capture the 
complexity of the field and ensure the voices of women 
with disabilities were heard in the research. This involved:

•	 A survey of DFV services in Australia
•	 �Selection of three case study sites for qualitative research 

and inclusion of two specialist service case studies. 
•	 �Interviews and focus groups with the managers and staff 

in the three selected case study sites.
•	 �Interviews and focus groups with women with disabilities 

who had used DFV services.
•	 �Action research cycles within the case study sites (n = 2). 

The action research groups included representatives from 
the case study sites, women with disabilities, and broader 
representation from disability and DFV services in the 
geographic areas of the case study sites. The aim of the 
action research group meetings was to: present research 
findings, contribute to analysis of the data collected, and 
plan and implement locally based approaches to address 
identified gaps in services. 

Recruitment, sampling, and the research process for each 
aspect of the research is detailed below. Ethics approval 
for the conduct of this research was granted by the Deakin 
University Human Ethics Committee. Although the identity 
of the services surveyed and the case study sites was known to 
the research team, all participating services were guaranteed 
anonymity and are therefore not named in any part of this 
report, other than to identify the state-location of the service. 
All individual research participants were informed about their 
rights and guaranteed anonymity. An example of a participant 
information statement (approved by the Deakin University 
Human Ethics Committee) is included in Appendix A.

Survey
The main purpose of the survey was to identify and recruit 
three case study sites for the qualitative phase of the research. 
In addition, the survey sought to understand ways in which 
DFV services in Australia respond to the needs of women with 
disabilities and how they address access and inclusion. An 
online survey was developed by the research team and piloted 
with the service representatives of the research advisory group 
prior to its distribution. The survey included a number of 
open-ended questions, as well as multiple choice and multiple 
response questions. The survey asked questions about:

•	 �the kinds of access (if any) that services provided for 
women with disabilities;

•	 �how services established whether a woman had disability 
or support needs;

•	 barriers to providing accessible services;
•	 modifications made to improve accessibility;
•	 policies that addressed disability;
•	 disability awareness training for workers; and,
•	 �cross-sector tertiary response and disability services 

collaboration.

Over 300 sexual assault and DFV services were invited via email 
to participate in the survey. Email addresses were identified 
through an online search that included several databases, such 
as the 1800RESPECT service and Australian Government–
funded service lists. All members of the ANROWS Practitioner 
Engagement Group were also emailed a link to the survey 
with a request to distribute it within their networks.

A total of 165 service representatives started the survey 
After incomplete or ineligible data were cleaned, 138 
completed surveys were returned. The valid response rate 
was approximately 33 percent. Services in Victoria were 
most likely to participate, followed by New South Wales 
Services in the Northern Territory were least likely to 
participate in the survey. There was a good representation  
of services from regional, rural, suburban, and urban areas.

Although the main purpose of the survey was to identify 
case study sites, the survey findings included both qualitative 
(responses to open-ended questions) and quantitative findings 
that contributed to answering the research questions. As a 
result, the survey findings are integrated into the findings from 
the case studies and action research cycles throughout this 
report, and identified as such when this occurs. Descriptive 
statistical analysis of the quantitative data from the survey was 
completed using SPSS Statistics V21 and a thematic analysis 
of the qualitative data was completed using NVivo 10.

Figure 1 �Summary of research participation from all sources.

Data Source Number
Survey of DFV services 138

Women with disabilities: interviews and 
focus groups

34

Managers in DFV and disability services 5

Staff members and associates in  
DFV services

31
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Case study sites
As discussed above, the main purpose of the survey was to 
identify potential sites for the case study research. Respondents 
were asked at the end of the survey to indicate their interest 
in participating as a case study site in the next stage of the 
project. Interest was indicated by 40 survey respondents, who 
were asked to identify the name and contact details of their 
agency. A shortlist of potential case study sites was developed 
by reviewing the nominated agencies’ websites. Criteria for 
selection was then identified based on responses to some of the 
survey questions and the research team reviewed the possible 
sites based on the extent to which they met the criteria for 
promising practice. These included that services had:

•	 �adapted their services for physical and programmatic 
access;

•	 �identified women with disabilities as a target group in 
their practice; and 

•	 �described their engagement with cross-sector collaboration.

A priority list of 12 services that met the criteria was identified. 
The first three services (in Northern Territory, Queensland, and 
Victoria) were approached and invited to participate; however, 
each of these declined the invitation, so approaches were made 
to the next three preferred services on the shortlist. The final 
site selection resulted in the participation of three services, 
one in a major city in South Australia, one in a regional city 
in Victoria, and one in a regional city in New South Wales. 
The aim of this qualitative phase of the research was threefold:

•	 �to understand how services respond to the needs of 
women with disabilities from the perspectives of staff 
and managers; 

•	 �to understand how women with disabilities experience 
the services provided to them; and

•	 �to bring together local, cross-sector agencies to promote 
and support the research locally, develop local action 
plans, and contribute to knowledge exchange. 

Case study sites agreed to participate in interviews and focus 
groups with managers and staff, to assist with recruiting women 
with disabilities who had used the services for focus groups 
and interviews, and to participate in the action research phase 
of the project. Each of these are described below. Despite the 
expressed desire to participate in the research, from the outset 
there were some challenges to data collection in the sites due 
in part to workload demands.

Interviews and focus groups

Managers and staff 

A condition of acceptance of the invitation to become a case 
study site was that service managers would make themselves 
available for interviews and would recruit staff to participate 
in a focus group. Women’s DFV services are busy places 
dealing with complex problems, and even after accepting our 
invitation to be a case study site, negotiating access that did 
not add unnecessarily to staff members’ workloads proved 
challenging. The researchers made every effort to fit in with 
the needs and timelines of the services, but, in some cases, 
this meant data collection was delayed.

Women with disabilities

At each case study site, the researchers aimed to recruit 
up to ten women with different experiences of disability 
to participate in interviews, focus groups, or both. To be 
included, participants had to be: women with disabilities 
who had used the service, able to communicate with the 
researchers, and able to give consent for participation in  
the study. 

The case study sites agreed to assist with recruitment of women 
with disabilities for this phase of the research, which presented 
another challenge. Often women who are current users of 
DFV services have recently experienced violence and abuse 
and many live in fear. Services are protective of the women 
in their care and fear re-traumatising them. Women who are 
out of danger and living in secure accommodation may no 
longer be engaged with the service; indeed, they may want 
nothing to do with a service that reminds them of trauma. 
Additionally, services may not have follow-up information 
about women who have left the service, and the ongoing 
pressure of new referrals militates against follow-up. These 
factors meant that not all case study sites were able to put 
the research team in touch with the number of women with 
disabilities originally anticipated. 

This meant that the researchers had to be resourceful in 
order to recruit women who were willing to participate and 
who would not be harmed in the process. Some women who 
met the inclusion criteria were recruited through disability 
services to participate in interviews and focus groups. In one 
case, a group of women in a disability service who had not 
used DFV services but who had concerns about their own 
safety in relationships agreed to participate in a focus group. 

At one site, only one woman with a disability was recruited 
through the case study site (three others who were invited 
refused to participate). In the interviews with managers and 
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staff, it became clear that they had an important partnership 
with a local disability support service, so permission was 
sought from the case study site manager to approach the 
disability service to recruit women. With their agreement 
the disability support service was approached and agreed to 
recruit women who met the inclusion criteria for interviews.

Women from the Consultative Research Group (discussed 
on page 15) also agreed to participate in a focus group. This 
group consisted of five women with intellectual disabilities 
and complex communication needs, the majority of whom 
had used DFV services in the past. They were also experienced 
self-advocates, knowledgeable about issues concerning violence 
against women with disabilities. 

Across the three case study sites, two disability support 
services, one specialist service, and the Consultative 
Research Group, 28 women with disabilities participated  
in interviews or focus groups.

Action research cycles
After the qualitative data collection and analysis phase, the 
project planned to bring together representatives from each 
case study site and its local community, including women with 
disabilities, to present the research findings and to facilitate 
a process in which gaps between the services’ and women’s 
perspectives could be discussed. The aim of this process was 
to assist services to collaborate with other local stakeholders 
to modify existing approaches or develop new models based 
on the findings from the research. The outcome would be 
action plans based on the learnings from the project. 

This plan also met with challenges, and the approach had 
to be flexible to fit in with the participants. At one site, no 
action research cycle occurred because changes in staff and 
workload pressures prevented the service from participating 
after the qualitative data collection phase was completed. To 
address this, and with the permission of the case study site 
manager, a local disability service to which the case study site 
referred women with disabilities was recruited. The manager 
of the disability service was interviewed and assisted with the 
recruitment of women with disabilities who had used a DFV 
service for interviews. We will arrange further meetings with 
the case study site and disability service to report on the study 
findings and, if desired, facilitate further work if and when 
they are ready to re-engage.

Profiles of each of the case study sites at the time they were 
recruited are detailed next. Further details about the process 
and outcomes of the action research cycles are detailed  
on page 33.

Case study site profiles
In this section, we provide profiles of the three case study sites 
where data were collected. Case study sites were promised 
anonymity, so, for ethical reasons, other than the state where 
the service is located, identifying information is not included. 
All three of these services were DFV crisis

response services with some adaptations for women with 
disabilities.

New South Wales
The New South Wales site is a large, multi-program service 
located in a small regional city. The service provides a range of 
family support services to the town and surrounding local area. 
Its stated aim is to “help people in need”. In addition to DFV 
responses, the service also provides children’s and homelessness 
services and financial counselling. The women’s and children’s 
services have operated for some decades and have purpose-
built facilities. These include secure, crisis accommodation, 
and transitional properties that can be used by women, women 
with children, men, men with children, and larger families. The 
service provides limited services to women with disabilities, 
responding to women who are referred to them or who 
incidentally come to the service, but not actively promoting the 
service to them. It does not have a specific focus on supporting  
women with disabilities or families that include women  
with disabilities. 

Building from a social justice foundation, the service has a 
history of increasingly professionalised services that focus on 
supporting families. The current focus on family support is 
evident in the underpinning service principles, which focus 
on capacity building and empowerment of families.

South Australia
The South Australian site is a medium-sized, geographically 
defined, urban service located in a metropolitan region, 
which has operated for some decades. It is an independent, 
domestic violence service run by a board of management. 
It incorporates two sites, with one that specifically works 
with Aboriginal women and children. Both sites offer secure 
accommodation and outreach services. These sites offer crisis 
accommodation, case management, and a range of counselling 
and support for women to be safe in the short-term and to 
achieve long-term stability free from violence. The service 
belongs to a number of community networks in the region 
that link community organisations working to prevent violence 
through community education, service collaboration, and 
innovative approaches to support women and children who 
have experienced violence.
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The service describes itself as woman-centred using a feminist 
approach. The Aboriginal service also incorporates an in-
depth understanding and respect for Indigenous cultures. 
These principles incorporate respect, empowerment, equity, 
inclusiveness, and belief in women and children’s stories. 
They include that:

•	 �violence against women is a crime that denies their 
human rights;

•	 �all women and children should live in a safe and secure 
place; and

•	 �Aboriginal and Torres Strait Islanders are the First People 
of Australia and have a special connection to country 
that needs to be supported. 

Women with disabilities access the full range of services, and 
physical access has been addressed in the secure accommodation 
services. One unit in the mainstream service has been developed 
to be accessible for women with physical disabilities, and all 
units at the Aboriginal service address physical access needs. 
The organisation has engaged a woman with a disability as a 
consultant at different times to advise on access for women 
with disabilities.

Victoria
The Victorian site is part of a large, statewide, independent 
child and family welfare service that has been in existence for 
over 100 years. The branch where the research was carried out 
is in a large, regional city. This multi-service agency covers 
family violence, child and youth services, residential care, 
education, and employment, and does not have a disability 
support component. The agency identifies people with a 
disability as an element of their service-user population and 
although the youth area has specialist disability services, the 
family violence service does not. They do, however, have a 
strong focus on partnership with relevant external organisations 
and refer women with disabilities who have particular support 
needs to local disability services for assistance. The focus of 
the family violence service is immediate response to “high risk  
women and their children”.

Specialist response services
In addition to the three case study sites discussed above, two 
specialist services were included as case studies. In the original 
project proposal, these two services were identified as case 
study sites because they were the only specialist violence and 
abuse response services in Australia for people with disabilities. 
After consultation on the project proposal, it was decided that 
it was more feasible to recruit generic services as one group 
of case studies and deal with these specialist service models 

separately, as their service approaches were very different 
to the generic services. One of these organisations provides 
a specialist service to people with disabilities who have 
experienced sexual assault alongside their generic service; 
the other is a specialist women-with-disabilities service. 
Descriptions of these two sites are included in the section 
that discusses the findings from the case study site action 
research cycles on page 37. 
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Findings 
The findings of this research are reported against the aims that 
have driven the project and the research questions. The aims 
were to develop promising practice guidelines for effective 
tertiary responses to gendered violence for women and girls 
with disabilities in Australia that are:

•	 �Informed by the experiences of women with disabilities.
•	 �Based on a thorough and critical review of existing models.
•	 �Developed in collaboration with locally based, cross-

sector communities of practice.
•	 �Based on an understanding about gendered violence in 

the disability sector.

Throughout this report the findings are informed by quantitative 
and qualitative data from the survey and qualitative data from 
the three case study sites. This project was not an evaluation 
of each site but an attempt to understand the ways in which 
models and approaches have been used in Australia and to 
identify principles for good practice. In the findings section, 
the data from the survey, interviews, and focus groups are 
integrated and data courses are clearly identified. 

Understanding disability
In the survey, participants were asked how they identified or 
defined whether a “woman has a disability”. Many services 
rely on women to “self-identify as prompted by questions on 
intake form”. Others reported that they identify disabilities 
“through exploration and questions asked to the woman and 
one-on-one counselling”. One participant responded:

	� …ask as part of our assessment if the person has any 
disabilities. The client or their carer will usually let us 
know that the person has a disability and the nature of 
the disability. They define it for us. (Survey participant)

From interviews and focus groups in the case study sites, a 
more complex picture of “disability” emerged. Women who 
seek help from DFV services may have officially recognised 
disabilities (e.g. through “diagnosis”, receiving a disability 
pension, or having a carer). They may also have “observable 
disabilities” that require support or assistive equipment. Women 
in this latter category may or may not self-identify as disabled. 
Disabilities may be related to the violence experienced and 
may or may not be permanent. 

While the research participants identified a range of 
understandings of disability, the understanding used by the 
researchers draws on the following definition:

	� Disabilities is an umbrella term, covering impairments, 
activity limitations, and participation restrictions. An 
impairment is a problem in body function or structure; 
an activity limitation is a difficulty encountered by an 
individual in executing a task or action; while a participation 
restriction is a problem experienced by an individual in 
involvement in life situations. Disability is thus not just a 
health problem. It is a complex phenomenon, reflecting 
the interaction between features of a person’s body and 
features of the society in which he or she lives. Overcoming 
the difficulties faced by people with disabilities requires 
interventions to remove environmental and social barriers...
Evidence suggests that people with disabilities face barriers 
in accessing the services they need in many settings. (World 
Health Organization, 2011b)

For workers in DFV services, the experience of identifying and 
responding to functional disability is an everyday experience; 
women they see may have experienced sustained violence and 
have acquired brain injuries (ABI), mental health issues, or 
be self-medicating with alcohol or other drugs as a result of 
living with violence. When a woman first arrives at a DFV 
service, this can make the task of providing appropriate access a 
complex task. A worker in a focus group in Victoria explained:

	� …it’s hard to know—is this a disability that she has, or is 
it a mental health issue, or trauma—and often there’s no 
formal diagnosis one way or another. So it’s hard to know 
what you’re dealing with.

Staff in the New South Wales site described the challenges 
they face when working with women who appear to have 
cognitive impairments:

	 Worker 1: It’s when that falls on that borderline…

	� Worker 2: [Someone] who’s already suffering trauma from 
domestic violence, it's really hard to gauge…

	� Worker 1: Yep. So I feel, you know, that’s where it becomes 
really grey and really tricky. And I think the other thing 
in my experience is with women particularly that have a 
mild intellectual disability; it’s obvious to me, but it’s not 
obvious to them, so they don’t see themselves with an 
intellectual disability. They just see themselves as…with 
domestic violence it affects them a lot.

When meeting a woman who is escaping violence, the priority 
is to help her obtain safe, secure accommodation. Disability is 
only one of a complex set of needs that the intake worker must 
attend to in the process of meeting these needs. To understand 
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the ways that this plays out, the research team investigated 
how workers established whether a woman has a disability.

Identifying disability
The most common approach to identifying disabilities was 
a reliance on the woman to self-define whether or not she 
has disabilities, usually during intake procedures. Some 
services had specific questions on intake forms to establish 
disability status; others decided for themselves based on 
intake interviews or counselling. If a woman presents with 
support or mobility equipment, with a carer, self-identifies as 
disabled, or is referred by another agency that identifies her 
as having a disability, then her disability status is determined 
and acknowledged by the service. In these cases, services 
understand their duty of care is to ensure access needs are 
catered for. Some services approached disability from the 
perspective of potential “barriers”, for example:

	� [We] ask the person at initial contact if there are any 
barriers…there [are] a range of specific assessment 
questions in regards to mental health, physical disabilities, 
or difficulties in communicating. (Survey)

Others explained that this information can come from a 
variety of sources:

	� Often someone in the person’s life has identified that the 
person has an intellectual disability, or someone self-
identifies. Otherwise, we have discussion with people 
about whether they have difficulty with certain things or 
ask about whether they are on a DSP [Disability Support 
Pension]. (Survey) 

Another explained:

	� [We see people with] mental health disabilities, spina bifida, 
deaf, brain injuries, women who are assaulted about the 
head would be likely to sustain a brain injury, but many 
would go unrecognised or assessed. However, we would 
identify that this is a “hidden” disability for many of our 
clients. (Survey)

The case study sites had similar approaches to defining 
whether or not a woman (or her children) has support needs 
related to disability. Once it is known (through self-disclosure 
or referral) that a woman has been “officially” identified as 
having a disability, the service is able to make arrangements 
to meet her needs. 

Identifying whether a woman has a disability is complicated by 
the fear many women have about disclosing their disabilities. 
This fear emerged from interviews with women in each site, 

with one woman noting that she had never disclosed her 
disability in the past. It was also recognised by the workers:

	� Women with disabilities are often very frightened to talk 
about their disabilities because they think it’s going to reflect 
on her parenting capacity, and they worry about how they 
will be perceived by Child Protection and Family Law. So 
that’s another conflict area. And for us, I suppose it puts 
more pressure on us to then be—as well as doing family 
violence, trying to advocate on her parenting capacity, 
even though we might not see her all the time, or know 
the full extent of how she’s disabled (Workers focus group, 
Vic). 

Women who are not connected with disability services and 
do not have established disability supports in place present 
a challenge for services to make effective referrals and get 
adequate additional support in place for them. Workers at 
the South Australian site explained:

	� [A] lot of women that come here haven’t connected with 
any disability service before…when they come, often 
they haven’t even got a Medicare card or a key card, let 
alone, like, filled in a great big application for Disability 
SA or [disability assistance] so yeah, it’s not very often 
they come connected to those services already. (Workers 
focus group, SA)

This was also reported as an issue for children who workers 
suspected may have disabilities:

	� There’s been children that—and not that I’m making the 
[disability] assessment, you know, we cannot assess, but 
there’s definitely been some—it’s been later discovered or 
the assessments have happened but families haven’t been 
connected to kindergartens or childcare or schools, and 
so assessments haven’t occurred but there is clearly some 
issues. (Workers focus group, SA)

In each of the case study sites, workers faced similar challenges. 
Women with diagnosed disabilities who are registered with 
disability services are eligible for a range of disability supports 
through disability support services. When they meet a woman 
whose disability is not officially identified, she generally 
does not have easy access to disability supports and services. 
This is compounded by the bureaucracy involved in getting 
official recognition. The South Australian site noted that 
this was particularly the case for Aboriginal women at their 
service, and related to the transient lifestyles of many women 
escaping violence.

The case study sites were clear that they wanted to improve 
their services for women with disabilities. This was particularly 
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related to an understanding about the high incidence of 
violence against women with disabilities that was not reflected 
in their services:

	� Because it isn’t our area of expertise. And not that we want 
to become the experts. We just want to improve…how we 
reach those women that aren’t being serviced that we know 
are out there. I guess that’s my million-dollar question: how 
do we get to those women that we know are being abused?  
(NSW manager)

Similar sentiments came up at the South Australian site:

	� So when you’ve got all these women out there—they’re 
suffering DV—that don’t have a third party service or a 
disability service. They’re probably never getting to us. 
We wouldn’t…they won’t pick up the phone because they 
can’t. He’s probably sitting next to them. So there’d be all 
these women out there that probably aren’t even getting 
to us. (SA manager)

For DFV services, these two groups of women with disabilities 
(those who are officially identified as having disabilities and 
those who are identified by the service but do not self-identify 
as disabled) present different challenges. Most services have 
some adaptations to accommodate women with physical 
disabilities: most frequently adapting one unit with wide doors, 
accessible bathrooms, ramps, and emergency call buttons. 
Far less frequent were adaptations to support women with 
cognition, sensory, or memory impairments. 

DFV services described taking a “whatever it takes” approach 
to ensuring the safety of women escaping violence, and the 
flexibility of this approach helps women with disability in 
many instances. However, for services, the most challenging 
and difficult-to-resolve cases are those where a woman’s 
disabilities are not officially recognised. This is where high-
quality collaboration between disability support services 
and DFV services is critical. DFV services did not, for the 
most part, demonstrate knowledge about disability supports 
that disability services can provide and relied on disability 
services to assist women to access disability supports, services, 
and benefits. In cases where women are not connected with 
disability services, when they access a DFV service will not 
always be a priority for DFV services to seek out support 
from disability services. Addressing this issue in particular 
presents an opportunity for substantial improvement in 
the lives of women with disabilities who have experienced 
violence and abuse.

Models and approaches
In the survey, four options for types of service responses for 
women with disabilities were included: “limited services”, 
“generic services with adaptations”, “both special and generic 
services with adaptations”, and “no specialist services”. As 
depicted in Figure 2, 18 percent of the total number of 
participants that answered the question (n = 138) chose 
the fourth option. 37 percent offered generic services with 
adaptations, 20 percent offered limited special services,  
and 24 percent offered specialist and generic services with 
adaptations. 

Service adaptations
Survey respondents were asked to describe the ways in which 
their services had been adapted to ensure they were inclusive 
for women with disabilities. The most generic services they 
identified were: changes to processes and procedures, making 
buildings accessible, adapting resources (including using large 
print or pictures or both), developing disability action plans, 
providing interpreter services, and employing workers who 
are skilled in disability services. 

Some indicated that they had purpose-built facilities, for 
example, “crisis accommodation [that is] wheelchair friendly”. 
Many others provided support and training for women with 
disabilities, some with specially trained workers:

	� …we have worker[s] that are trained in specific specialist 
fields so that we can cover all areas of speciality like, such 
as—youth—DV—disability—mental health—families—
prison.

Some offered disability employment services or healthy 
relationship education for people with intellectual disabilities. 
One service responded that they provided:

	� Intensive case management to assist women and their 
children with a disability to remain safely in their own 
home, including comprehensive risk assessment and safety 
plan, needs assessment, and case plan.

Survey respondents were asked to describe the ways in which 
their services had been adapted for women with disabilities. 
Responses related changes to processes and procedures, 
making buildings accessible, adapting resources (including 
using large print or pictures or both), developing disability 
action plans, providing interpreter services, and employing 
workers who are skilled in disability services. Reponses 
included the following:
	� Adapted rooms and more space if in wheelchairs or on 

crutches. If disability is mentally based, then access to a 
carer on site.
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	� Family Violence counselling and group work service 
provided with adaptations as required e.g. phone counselling 
or support people engaged.

	� Medical and counselling services for people who have 
been sexually assaulted and have a disability—disability 
access, disability beds, staff trained in the area of disability, 
intervention models that include therapeutic care teams 
(so working with other key carers etc.).

	� Outreach services, adapted transitional housing properties 
to assist women with disabilities, partnership with a local 
disability service to respond together.

In response to an open-ended question about barriers to 
inclusive service provision, respondents distinguished between 
physical access and appropriate services, such as specialist 
workers, communication aides, and carers. It is clear that 
services want to be accessible, but still see it as an add-on 
rather than a set of principles upon which the service operates 
on a day-to-day basis. One service drew attention to the lack 
of appropriate physical access:

	� Our high security women’s refuge has no access for full-
size wheel chairs. We are able to accommodate children 
with wheelchairs when accompanying their mother…Our 
office/counselling room facility has a wheelchair ramp but 

Figure 2 �Service types
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no full chair accessible toilet. We endeavour to bring in 
supports for women regarding other types of disabilities 
such as hearing or intellectual.

Other services indicated that stairs and multi-level buildings 
limited access or that they were inadequately funded to respond 
to the needs of women with disabilities. For example, one 
noted “[our] website is not accessible (i.e. no audio format 
info)”. Others also explained:

	� In refuge we do not have disability access due to funding 
not provided to create the necessary alterations to the 
units. 

	� Housing is a huge barrier, as often these women live with 
their carers, so, in a time of crisis, if there are no disability 
units available, it is difficult to get accommodation which 
is disability friendly.

Women with communication disabilities were poorly serviced, 
as one respondent noted: “No resources for a hearing-impaired 
client in a face-to-face interview…or reading material for the 
visually impaired”. This service also noted that they had “no 
current disability action plan/disability audit”. These limitations 
and barriers were noted repeatedly by survey respondents. 
No survey respondents noted any contact with women with 
communication boards or speech technologies.
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Another issue identified was a lack of workers with specialist 
skills to support women with disabilities, including workers 
who were trained to support women with disabilities, and 
training for all refuge and housing support workers in 
working with women with intellectual disabilities or mental 
health disabilities.

Each of the three case study site’s response to access was 
“generic with adaptations”. For the most part, these adaptations 
concerned adjusting the service to meet the specific needs of 
each person by collaborating with disability services. In some 
cases, this collaboration was limited to referral; in others it 
also involved ongoing engagement. 

Collaboration and referral
For DFV workers, referral or collaboration with disability 
services is important to ensuring the needs of women with 
disabilities are met. Sixteen survey respondents indicated that 
they referred women with disabilities to other agencies. Only 
two respondents identified the importance of the relationship 
between their service and the disability service to which 
they referred women with disabilities. One explained: “We 
speak directly to the service and try to go along with [the] 
person to support [clients] to connect with the new service 
(if appropriate)”. 

In the case study sites, the most common form of service 
adaptation was collaboration with, and referral to, disability 
support services. For example, a disability consultant engaged 
with the South Australian site explained: “We identify our 
limitations: think, reflect, and ask who else we need at the table.” 
This site reported that they had recognised the need to respond 
to disability as a result of two key factors. First, seeing women 
with disabilities and thinking about their access needs in relation 
to the accommodation services. Second, awareness that there 
was a disconnect between the number of women with disabilities 
in the population and the numbers they were seeing in  
their service:

	� I think we recognised in conversations with others in 
the disability sector…how can we be more responsive? 
Because if we look at the number of women that experience 
disability of one form or another, be it identified or non-
identified, we wouldn’t be getting a lot of those women 
into our service. (SA manager)

When collaboration with disability services does not function 
well, DFV workers needed to take on the role of advocate for 
women with disabilities:

	� I’ve worked with disability clients before, but you know, 
that’s—it’s not something that comes formally with family 

violence…we sort of just find ourselves advocating and 
falling into that role as part of it. Because no one else will. 
(SA manager)

Like the South Australian site, the Victorian site relied on 
collaboration with a local disability support service, as the 
service manager described. “They will actually come on board. 
You know, if we need some carers or what have you, we don't 
have the capacity to do that” (Vic. manager).

A feature of the “whatever it takes” approach used in each 
of the three sites is an individualised, creative approach to 
ensuring that women receive appropriate support. A worker 
at the Victorian site explained how this worked with the 
disability support service with which they collaborate:

	� …there’s no after-hours support for women who have 
disabilities and who need accommodation, need safety 
stuff. There’s no one out there, no after-hours disability 
number. So we’ve worked out our own system with [the 
local disability service] now through [our manager] 
meeting with them. If we accommodate someone who 
has a disability who needs a worker, they’ll organise the 
worker. (Workers focus group, Vic)

The South Australian site’s work is also underpinned by a 
community partnership approach. The manager described 
how a collaborative approach with a local disability service 
helped to deal with a challenging situation:

	� We had…a young woman came in, was in a wheelchair, had 
slight intellectual disability…[Her partner] was extremely 
abusive and there’d been some serious incidents. So we 
were able to work with [the disability service] and they 
were able to get her out. (SA manager)  

The manager explained that the woman’s disabilities prevented 
her from being able to reach her alarm button when she was 
in bed and went on to explain how their collaboration with 
the disability service had worked:

	� We were able to get a different type of [mobile] alarm 
system in. [The disability service] were fantastic in putting 
carers in place because they had those links so we had 
around-the-clock carers because of course he’s out of the 
picture…she needs that support, meals, all of that. That 
co-working together, that belief in each other and that 
learning…we’ve built those relationships with one service. 
(SA manager)

The manager qualified this comment about building a 
relationship with a specific disability service: “We’ve had 
some real challenges with other disability services”. 
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In the past, the Victorian service had the assistance of a 
disability advocate. They emphasised that this was not a 
regular occurrence, but had been very helpful:

	� …having a disability advocate who can help navigate 
through the system. Joint case management with specialist 
disability services, where we can come in and help with 
the family violence side, and they can help the holistic 
other aspects. (Workers focus group, Vic.)

The Victorian workers focus group drew attention to a $7000 
fund that is available for disability crisis support. The disability 
advocate knew how to access these funds:

	� That worker…was a sort of conduit. She understood the 
disability service system, so she could help us find the 
right way. The problem was that they had a quite narrow 
definition of disability. So we had to have disability as 
according to DHS criteria. (Workers focus group, Vic.)

While this was useful, they also noted that the cost 
would only cover some women with complex needs for a  
short period:

	� What didn’t work is, as a crisis service, you might spend the 
seven grand in two or three nights. Then you’re moving her 
to the case work, and DHS going, “You spent the money 
already”, so that's difficult. (Workers focus group, Vic.)

DFV workers need to be creative and “think outside the box” 
to ensure women with disabilities receive appropriate supports. 
They are not resourced specifically to address the disability 
support needs of women and it is only collaboration that 
ensures women’s safety. For disability support, DFV services 
are dependent on “outside support which sometimes isn't 
always available” (workers focus group, Vic.).  

For women whose lives are transient, which is often the 
case for many who experience family violence, particularly 
Aboriginal women, making and keeping links with disability 
services can be challenging:

	� The transient nature of a lot of the women’s lives and the 
crisis that’s happening in communities and whatever means 
it’s really important to try and link in, so you’re hoping 
that, even if they do move on, you may have been able to 
establish some link with another service, [particularly] 
for the children. (SA manager)

This was described as a “culture clash” between the domestic 
violence services’ “woman-centred practice” and disability 
services’ “protective approach” (SA manager). A woman-
centred approach acknowledges women as experts in their 
own lives with the capacity to make choices. This was discussed 
in a staff focus group:

	� Our difference is our focus is on empowering women to 
be independent. It doesn’t matter who you are, where you 
come from, what’s your language, [they have a right] to be 
independent, to feel safe, secure…you know, they’re adults; 
they have a right to choose. Especially…being a victim, 
normally they never had a voice to choose or to speak out 
or to have, you know, input in any decision-making. We 
don’t want to take them here as well. We want them to 
feel like, I’m a free woman; I’m an independent person. 
(Aboriginal service worker, SA)

The workers went on to explain how this position conflicted 
with that of a disability service:

	� There was a girl here for a long time…and our team leader, 
she just fought and fought and advocated constantly for 
this client…around housing…you know, finding her 
appropriate housing...supported housing, you know? 
And there were real clashes with other services about, you 
know, with negotiations about her needs being met kind 
of thing…Supported independence…in a property on her 
own, a little flat, but, you know, with support. (Workers 
focus group, SA)

The conflict continued, with the disability services arguing 
that the client could not take care of herself even as she started 
to develop her own sense of independence:

	� They’re saying to her [what you’re doing] is not enough…
and when she started to make her own lists, they’d say, 
what do you mean you want? We will tell you what you 
can have…They wouldn’t even let her…she wanted a 
Coke, she couldn’t have a Coke…then they controlled 
her. (Workers focus group, SA)

They went on:

	� There were a number of clashes with the woman, they 
were insensitive, you know, dominating…judgemental…
yeah, very, judgemental and looking down upon…It’s very 
problematic for people dealing with Aboriginal people 
because they’re over—they’re sick of people telling them 
what to do. (Workers focus group, SA)

The staff responsible continued to advocate for the woman:

	� Our team leader kept saying, “Hey come on, she can do 
this stuff; engage with her”. You know, it's about showing 
her how to do stuff, encouraging her to do stuff, engaging, 
but, you know, unfortunately the workers that were coming 
in weren't interested in engaging with her. They wanted 
to…clock their 2 hours, get in, get out, you know, and that 
wasn't meeting her needs. (Workers focus group, SA)
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The staff in the Aboriginal service related other similarly 
disturbing conflicts between their service encouraging women 
to be agents of their own destiny and disability services 
controlling and limiting Aboriginal women’s agency. They 
also described how, when cross-sector collaboration did not 
work, this added to their workload: “it’s ten calls to make 
one thing happen…To and fro just to get one thing done”. 
At the Victorian site, workers identified similar problems 
where their service and disability service cultures clashed 
to the detriment of women with disabilities. In one case, 
although a client lived in the regional city where she 
sought help, her disability case management was handled  
in Melbourne. 

	� We had a lady and her daughter, who had multiple 
disabilities. Huge issues. And they were case-managed 
in Melbourne, and it took us what, at least 2, 3 weeks to 
work out how it all worked. And who to ring and who to 
contact. (Workers focus group, Vic)

In many cases it is the complexity of the life of the woman 
with disabilities (which might include alcohol or other drug 
issues, mental health, physical health, intellectual disabilities, 
and the disability pension and support service systems) that 
is most challenging:

	� It can be quite confusing at times about what services 
do this, different packages. It depends on the disability 
levels, depending on what disability help they get. I find 
that very hard to navigate for myself, let alone the lady 
that’s in the situation or the child that’s in the situation. 
(Vic. manager)

Some women supported by the case study services were facing 
serious problems, such as having children removed from their 
care. Supporting these women included negotiating with a 
range of different government departments and within the 
judicial system. Family violence workers needed to take on 
a range of issues because of their commitment to ensuring 
women’s safety:

	� Quite often we’re drug and alcohol workers, quite often 
we’re mental health workers. I don’t have skills in those 
areas. But—but often when there’s one with the lot, as we 
call it—one with multiple complex issues—we find that 
drug and alcohol won’t get involved because she hasn’t 
dealt with her family violence issues. Or you find that 
mental health won’t get involved because she hasn’t dealt 
with her drug and alcohol and her family violence issues. 
(Workers focus group, Vic.)

The findings in the section highlight the importance of 
resourced, high-quality, cross-sector collaboration to ensure 

true access for women with disabilities to the range of services 
and supports they need to live in secure accommodation free 
from violence and abuse. It also shows that there is a great 
deal of room for improvement across sectors if this is to be 
achieved. 

Access and accessibility
Fundamental to this research is the concept of access for women 
with disabilities and, conversely, what makes services accessible. 
The literature review (see page 35) found recommendations 
for services to be made as accessible as possible: for access 
to go beyond the physical to include information, attitudinal 
and procedural access, and to go beyond what is required by 
the Disability Discrimination Act 1992 (Cth). Programmatic 
access is called for from intake through to counselling and 
outreach that should incorporate both procedural and 
attitudinal components. These recommendations expressly 
identify the things that are needed to make a service accessible 
for people with disabilities. However, the literature does not 
make clear what it is that makes a service accessible to all in 
the first place. Here, we do not argue that the modifications 
and adaptations recommended in the literature are incorrect, 
rather that there are some fundamental structural and 
philosophical issues that lie at the core of accessibility that 
precede modification and adaptation of existing programs. 

According to Levesque, Harris, and Russell (2013), access is 
central to the performance of services. Whilst Levesque et 
al.’s work focuses mainly on health care services, it is equally 
relevant to tertiary response services; accordingly, here we 
adapt Levesque’s model to focus on tertiary response services.

Dictionary definitions of “access” address it as “the means or 
opportunity to approach or enter a place” (Oxford Dictionaries, 
n.d.). Access to a service refers to opportunity or ease with 
which people in need of a service are able to obtain and use 
those parts of the service that are appropriate to meet their 
needs. For Levesque et al. (2013), access is the interface between 
an individual or household’s social and physical environment 
and the characteristics of the service. They draw a distinction 
between “access” and “accessibility” as follows: 

•	 �“Access” is being able to enter or obtain services: for 
example, “I have access to…”

•	 �“Accessibility” describes the nature of services, how 
they are designed, and what opportunities are provided 
for people who need the service to obtain them: “It is 
useable to me”.

Where there is a mismatch between what is available and what 
is needed, there is a barrier to access. Levesque (et al.(2013) 
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identify five dimensions of accessibility. To be accessible, 
services must be:

•	 approachable;
•	 acceptable;
•	 available;
•	 affordable; and
•	 appropriate.

If all of these features are not in place, then a service is not 
accessible. Thus, adapting or adding disability modifications 
to a service that is not fundamentally accessible is unlikely to 
create access. Each of the five dimensions mentioned above 
must be in place before minor modifications are made. 

Most of the services participating in this research only had 
wheelchair access and usually only in one unit. If a woman 
with complex disabilities wants to access a tertiary response 
service and the service does not understand the range of 
her needs, or if it is not acceptable or affordable to her, then 
adding communication aids does not necessarily make the 
service accessible. It may address one of her needs, but not 
all of her needs.

Women with disabilities’ insights about access
In focus groups and interviews, women with disabilities 
expressed a number of ideas about how services could be 
made more accessible to them. Although many of the women 
have complex social, physical, and mental health issues that 
are challenging for many services, their ideas for improving 
service access were straightforward and match the model 
presented by Levesque et al. (2013) discussed above. Following 
Levesque, the women’s ideas about access will be discussed 
under these sub-headings: approachable access, acceptable 
access, and appropriate access. Affordability and availability 
of services were not strong themes in the women’s interviews 
and focus groups, so are not covered here. The main issue 
relating to affordability and availability access is housing, 
which is an important issue to address in future research. 

Approachable access

In the Levesque et al. (2013) model, the starting point for 
approachability is that those in need of a particular service 
know that it exists, how it can be reached, and that it can help 
them. Knowing that a service exists and what it offers is thus 
the first step to accessibility. Elements such as transparency, 
information about available services, and outreach can make 
services more approachable. In interviews and focus groups, 
women had ideas about matters that made it difficult for them 

to engage with tertiary response services. For some, the idea 
of asking for help from the police was frightening:

	� They’d be shaking…because the police, they’re all tough 
and they’ve got guns and walkie-talkies and so they’d be 
scared. But when they’re in the room, like one-on-one, 
like, they’re not scary, but it’s getting in there. (Women’s 
focus group, NSW)

When asked about how approaching the police could be made 
less scary, a woman explained:

	� Just have a smiling face, like, when they walk in, like, say 
“hello” back, and then they’re alright…and be happy… 
they can have a cup of tea, and sit there and talk to them 
and explain it to them. (Women’s focus group, NSW)

Women also mentioned the importance of being able to speak 
to other women about experiences of violence, rather than 
having to tell their stories to men. 

Speaking about tertiary response services in the broader sense, 
another woman made a plea for patience and understanding:

	� You have to be nice to those customers, or, umm, you have 
to be able to deal with, you know, what comes out…they 
have to have the right words to tell, like they have to say 
it properly. (Women’s focus group, SA)

To be approachable, services need to address matters of 
quality, adequacy, co-ordination, and continuity (Levesque 
et al., 2013). 

Acceptable access

Acceptable access is about the professional culture in 
organisations that facilitates or impedes the ability of women 
with disabilities to seek help. The “culture clashes” between 
services (discussed above) affect access, as do clashes between 
women’s personal and social values, culture, and sense of 
autonomy and that of the service from which she is seeking help.

When a service expects a woman with disabilities who has 
experienced violence to fit into its culture and has expectations 
that are in direct conflict with her own needs, this can have 
major implications for access. For example, one woman 
explained how her needs were not met by the disability service 
she sought help from:

	� People with disabilities are each individual; I think people 
think they are all the same but they are not. And they 
need to do higher supports; if that means someone needs 
more support or a different way or whatever. At the start 
I just wanted to go away. I didn’t want to be here, to have 
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people know where I was. But there was no funding or 
support for that. And that’s what I needed, just time to get 
my own head into [a] place where I could cope with what 
was going on. And he had people going past my house, 
and things like that so I just needed to be out of my house. 
Time out and time away but they wouldn’t do that…but 
it’s about helping me with the budget to try and get time 
out, to do time away, if that’s what I needed. (Interview, 
Vic).

In disability services, women want to feel safe. If services 
remain silent about the possibilities of violence and fail to 
provide appropriate information and education on the matter, 
women with disabilities’ access to acceptable support is limited. 
One woman explained:

	� …get a better place for girls with disabilities where they 
can go if they don’t feel safe or something like that…with 
lounges, umm, people to talk to… (Women’s focus group, 
NSW) 

This draws attention to the ways in which services limit choices 
by “protecting” women with disabilities from information 
and from each other. The women identified protectionism 
as a problem. 

In other tertiary response services, confidentiality and 
privacy were matters of concern. Two women spoke 
about how unacceptable it was for them to have to speak 
about their private business in the foyer. For them, it was 
more reassuring to discuss their business in spaces that 
were private and comfortable. For others it was knowing  
their rights:

	� I think the client needs to know their rights, and a lot 
of the time they’re not told of their rights. When you go 
in there [DV service/refuge], you’re not told what your 
rights are or what services are available, like [advocacy] 
and all your different things. If you have an appeal process. 
(Women’s focus group, SA) 

Acceptable access to tertiary response services for women with 
disabilities who have experienced violence can be achieved 
when services are flexible in the way they respond to women, 
understand the challenges women face when they seek 
help, and value their rights to information, knowledge, and 
autonomy. To be acceptably accessible, all tertiary response 
services must start from this position.

Appropriate access

Appropriate access is about the fit between the service and the 
client’s need. It is about the time spent on understanding what 
the individual needs and planning appropriate responses. It 

is also about the technical and interpersonal qualities of the 
service (Levesque et al., 2013). For the service-user, it is about 
their ability to engage with the service. This includes women 
feeling empowered and in control of their own future. This is 
enshrined in a woman-centred approach, but may not always 
be achieved for women with disabilities. 

In this research, women with disabilities showed a great desire 
for services to provide accessible information in digestible 
forms, such as easy-read booklets placed strategically where 
women could pick them up and read them at leisure: “like 
a booklet, with all of it, then she can go for a walk and go 
through it with the girls [workers]”. Central to this provision 
of more information was having enough time to take in the 
information gradually without feeling rushed, overwhelmed, 
or confused. Effective communication skills were also seen as 
important in services: “meeting in person, not on the phone” 
was mentioned as something that would help them and others 
to feel more comfortable.

For women with disabilities, appropriate access can also be 
addressed through having workers who are knowledgeable 
about disability. In a focus group, the following exchange 
took place:

	� Woman 1: Well, shouldn’t they have workers that have 
training in disability?…There should be. 

	� Woman 2: Yeah, there definitely should be [suggestion by 
interviewer that women with disabilities be involved in 
this]…Yes, definitely. (Women’s focus group, SA)

For women with disabilities, the lack of knowledge and 
understanding about tertiary response services for those 
not in the system was also mentioned as a way of providing 
appropriate access:

	� I think by getting out there and promoting themselves 
in organisations. I think there needs more awareness for 
women with disabilities themselves. That these services 
are…exist for them. They are not only for people, women, 
without disabilities. And I think that’s part of the problem. 
(Women’s focus group, SA)

The Consultative Research Group had a range of suggestions 
about how to improve accessibility. Importantly, they called 
for services to recognise that “every woman with a disability is 
different—[there is] no one thing that will work for everyone”. 
They argued that “It’s about communication and support and 
advocacy”. For these women, independence and autonomy 
are vital; they talked about “hard won independence” and 
wanting to have the right to learn from their own mistakes 
without people saying “I told you so”. 
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The findings in this section on access suggest that to ensure 
tertiary response services are as accessible as possible for 
women with disabilities, services can make relatively minor 
changes by taking into account women’s needs and hearing 
from the women about their experience of using the service. 
Through addressing broader issues of access in addition to 
disability-specific needs, the interface between what the 
service offers and what women with disabilities need can be 
better aligned.

Women’s experiences using services
In this section we turn to the findings concerning women’s 
experiences using DFV services. As discussed in the 
methodology section, because of the difficulty experienced 
in recruiting women with disabilities who had used the case 
study services to participate in interviews or focus groups, 
women were recruited from a wider range of sites. As a result, 
this section includes data from women who had used the 
case study sites; women from disability services who had 
experienced sexual assault, domestic violence, and other 
experiences of violence and had used some support services 
to address the violence; and women from disability services 
who had not experienced abuse but had concerns about their 
personal safety. Two distinct groups emerged: women who 
knew about and had used a range of services (n = 18) and 
women who had no knowledge about DFV services or what 
to do if they were a victim of abuse (n = 5). 

Women’s knowledge about family
violence services 
In this section, we first discuss women with disabilities’ 
knowledge (and lack of knowledge) about DFV services.  
We then turn to the women’s positive and negative experiences 
with DFV, disability, and other services to identify features 
of effective services and service systems, which includes 
relationships, practical support, service co-ordination, and 
collaboration.

Established family violence service–users

Participants in the case study sites were asked in interviews 
about their experiences with DFV services. Women who 
were established family violence service–users (n = 18) often 
had multiple, complex problems related to their disabilities 
and the social, mental, and physical effects of experiencing 
family violence. The DFV service was part of the fabric of 
their lives, and when the relationship with their worker or 
the service in general worked well they were full of praise. 
When asked what was the best thing about the service, one 
woman referred to her worker:

	� She was great; she took me to appointments, made sure 
I was safe in the house, spoke with my estate agents. 
Followed up to make sure everything went well. Does 
that frequently; she’s great. Everything they’ve done has 
been top notch. (Interview, Vic.)

Many of the women who were established service-users were 
embedded in a web of systems in addition to the case study 
site and did not necessarily separate these, providing insight 
into the complexity of their lives. When services worked well 
together or when one worker emerged as a strong advocate 
for a woman across systems, women were grateful and felt 
empowered. When the system did not work well, it could 
be disastrous. A woman who had used a family violence 
service and was recruited through a disability service told 
the interviewer:

	� They wanted me to get an intervention order, but I wasn’t 
ready. So instead of spending the time to get me ready, 
they just said “We’re going to close your case,” and it took 
probably another 2 months maybe to get to the point where 
I was OK to do the first order. Nervous as hell because he 
was living with me, so it was nerve-racking trying to do 
that and not for him to know that that’s what I was in the 
process of doing. So I got the first order, went to court 
and they pretty much didn’t stay with me or anything. 
(Interview, Vic.)

When they had no knowledge about how to get help prior to 
being referred to the DFV service, many of the women had 
lived with violence for sustained periods of time. One woman 
had found help through Lifeline:

	� I didn’t know, and I was too scared to open my mouth, 
because I didn't want no one to get into trouble the one 
who was abusing me. So it took me over 30 years to open 
my mouth. And I actually rang up Lifeline. So I got a 
number from Lifeline and they were starting a loss and 
grief [program for people with disabilities]. And I rang up, 
and I spoke to this nice man, he was a social worker. And 
he—he was the one suggested—when I first seen him…
And it—it took me months to agree for him to bring me 
here [to the case study service. (Women’s focus group, SA)

The theme about a prior lack of knowledge about DFV services 
was common. Women came to services as a result of a sense 
of desperation or through a referral from the police, other 
counselling services, doctors, or disability services. In another 
group, responding to the question, “How do women with 
disabilities find out about DV services?”, one woman said, 
“You don’t…but if you are at a disability service and you have 
the courage to tell someone they might help”. An Aboriginal 
woman at the South Australian site described her life of 
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violence at the hands of her father and partners. Even though 
she had tried to get help, she had been unsuccessful until:

	� I finally got a phone call from [an Aboriginal women’s 
shelter in another town]. And they said that they had a 
vacancy there. So when I came back down, after all that, 
then I finally got my house, and I moved in. I’m starting 
to get things… (Women’s focus group, SA)

She went on to explain that later, she had returned to her 
family and the violence had started again:

	� Then my dad almost married me off to about a busload 
of blokes, ’cause they were all my right skin. So I took off 
from there too…And then after everything happened and 
everything started building up, and I didn’t have anybody 
to talk to, then I had a bit of whatsaname [a breakdown], 
so I left my kids with my mum, and I took off up to my 
step-mum up in [a remote town]. And I ended up with 
a traditional man, and then he bashed me every day. 
(Women’s focus group, SA)

After a series of violent relationships, she tried again to get help:

	� Well, I just ended up ringing up Crisis Care. So when I 
got down here, that's when I rang up; [they said] “we need 
to call the DV mob, we can get you help now”. But these 
mob [Aboriginal refuge service] lately—these mob have 
been a lot more helpful. (Women’s focus group, SA) 

The theme of lacking knowledge about how to get help 
highlights the lack of information sources and education 
available to women with disabilities. Constrained by fear  
and a lack of information, they often live with abuse until  
the situation reaches breaking point and the police  
become involved.

Women who have not used DFV services

Women who were recruited through disability services and 
had not used DFV services (n = 5) were part of a disability 
support service but had no knowledge about how to get 
help if they were in an abusive relationship. All of these were 
younger women (aged 18-24 years) who had experienced 
bullying (mostly at school) and were currently employed 
in a program for people with intellectual disabilities. They 
recalled learning about places where they could get help 
when they were at school. The police were most commonly 
named as where to go if they needed help. Headspace 
was named by three of the five women and described as a  
place where:

	� Lots of girls go there when they have problems and then 
they cut themselves and they go there. That’s the one at 
the skate park. Then if they’re going to kill themselves 

they go there, that’s where, that’s a really good one, 
I know heaps of girls that go there. (Women’s focus  
group, NSW)

Hospitals, counsellors, and a helpline were also discussed as 
places where they felt they would go if they were concerned 
about their safety. The woman who nominated the helpline 
was not able to name it, or relate the number or where to 
locate the number to call it. She did recall:

	� It was on my school laptop I can’t remember…it 
was like a green or red phone and it said “get help”.  
(Women’s focus group, NSW)

The women in this group remembered how to get help from 
school but had no access to information in their current 
workplace or support service. While they could speak easily 
about work-related occupational health and safety concepts 
(e.g. wearing safety boots, watching out for cords), handling 
animals, and physical safety in the general community (e.g. 
“watch where you’re going”, “look around; make sure no-one’s 
acting strange”), in terms of safety within relationships, they 
were less knowledgeable. One woman talked about looking 
out for her friends and another about communicating with 
everyone so that “everyone gets along together”. A third woman 
talked about a system at work that she connected with safety: 

	� We get a red flag. If you get three red flags if you’re 
playing up or something, your parents come in, it’s like 
a—a behaviour thing? If you’re playing up or swearing  
or something they get a red flag. (Women’s focus  
group, NSW)

From this woman’s comment it is possible to suggest that safety 
within relationships for the women in this group was not 
addressed within a DFV framework: their self-determination 
was not paramount in addressing concerns about safety. 

Women in the Consultative Research Group discussed how 
they might access information about where to get help. One 
woman said: “you have to go looking for it”. The researcher 
suggested the internet might be a source of information, to 
which someone else replied “they might not have or know 
how to use a computer or have access to the internet”. Another 
participant mentioned helplines:

	� The 1800 number will take you to the nearest service that 
helps with violence. But sometimes people don’t know 
about this number until they need it—you learn how to 
access the services by using them. (Consultative Research 
Group focus group)

Regardless of whether they have had contact with DFV services 
or not, the findings in this section reveal that women with 
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disabilities lack knowledge about how and where to get help 
if living with or in fear of violence in relationships. The raises 
the importance of prevention education about domestic or 
family violence for women with disabilities. Rather than 
shielding women from information about violence, they have 
a right to know that that it is never acceptable and how to get 
help if they are in fear or it happens. 

Although it was not the focus of this research, disability 
services are notoriously protective of the women in their care, 
a phenomenon called “gatekeeping” (Frawley et al., 2012). 
This was particularly apparent with the group of women who 
had only had contact with a disability service. 

Another kind of gatekeeping for women with disabilities may 
also take place in some DFV services. Although each of the 
case study sites presented their work as “woman-centred”, not 
all of the women experienced the assistance they received as 
such. An Aboriginal woman from the South Australian site 
explained: 

	� They need to let the client make—I don’t know how to 
word it. Not make the decision for us. We know what we 
need better than anybody…But they also need to find 
out why we have that disability, and then understand the 
disability, then get into where they can sit down with us 
and understand what we know, what we need. (Women’s 
focus group, SA)

Although it is not clear whether this passage is a criticism of 
the South Australian site, it is clear that self-determination is 
very important to this woman. Well-meaning efforts to shield 
women with disabilities from information or making decisions 
that can help them gain control over their lives are unacceptable. 
It is important that a “woman-centred approach” be central 
to day-to-day practice by DFV workers and not just service 
rhetoric. This approach is also important for the other services 
that support the needs of women with disabilities who have 
experienced abusive relationships. Critical reflection on the 
implications of this approach and continuous improvement 
should be an ongoing part of DFV service practice, with a 
particular focus on intersectionality. We expand on this in 
the action research section below.

Given the high incidence of family violence and sexual abuse 
experienced by women with disabilities, ongoing health 
promotion, social marketing, and prevention education is 
essential to ensure women can determine what constitutes 
violence and how to get help if it is needed.

Features of effective DFV services

Relationships 

Women at all the case study sites told stories about relationships 
with workers or services that were positive, in which they were 
treated respectfully as individuals. They also told stories about 
poor-quality relationships. Women with disabilities who have 
experienced violence and abuse in relationships are dependent 
on a web of services that often do not function together to 
adequately meet their needs. Fundamentally, they value a 
worker who is friendly, supportive, and helps them to find 
safety. In many cases these women have been isolated and, 
although it is not the role of DFV workers, at times they just 
need a supportive friend to help them navigate the system. 
At times the worker fulfils this role because they do home 
visits. One disabled woman explained:

	� I think [workers] just need to think about, that service 
is for women who are at their most vulnerable and most 
of the time that they are in need. Because I don’t drive, it 
was about going to their offices and things like that and 
a lot of the time it might be that they need to come out 
and do some things at home once the order is in place, 
or just try and find ways around. (Interview, Vic.)

Sometimes the kind of support women with disabilities need 
is companionship to alleviate the stress and fear associated 
with being in a violent relationship. A participant from the 
Victorian site explained:

	� Probably the biggest support I need is someone to come 
in and maybe just take me out and do something. Or just 
come to my house and just chill out with me for a while 
and do de-stress stuff. I was in my house pretty much 
housebound for the first 2 or 3 weeks after the full order. 
I wouldn’t go out and I was scared, even now I’m thinking 
that and making sure he’s not near me. (Interview, Vic.)

For women at the New South Wales site, it was important that 
workers noticed and told them when they were doing well. 
They needed both acceptance and positive feedback even on 
the trivia of their lives: 

	� Woman 1: You can be yourself around them, like, if I’m 
having a really shitty day and I’m swearing and stuff, my 
worker is just like, “Oh you”. 

	� Woman 2: It makes you feel really good because sometimes 
they come to your house real bubbly and they go, “Oh, 
your house looks really lovely today”, and stuff like that. 
(Women’s focus group, NSW)



32

ANROWS Horizons | August 2017

“Whatever it takes”: Access for women with disabilities to domestic and family violence services: Final report

Trust and confidentiality were particularly important. One 
woman explained: “Yeah, they don’t go and talk about your 
business behind your back, like, after they’ve spoke to you 
about it” (Women’s focus group, NSW). 

The women also valued consistency in their relationship 
with workers. Having to relate stories of abuse repeatedly 
to different workers can be painful or re-traumatising for  
some women:

	� I first had [a DFV worker] and she got promoted or 
something, so she left; then I got another worker. So it’s 
been three different people and that doesn’t have to make 
it helpful because then you have to explain yourself all 
over again. (Interview, Vic.)

Women at all sites were particularly positive about the 
consistency of support they experienced over time and felt 
it was important to be able to build a relationship with their 
caseworker. At the New South Wales site, the relationship with 
the DFV worker was appreciated for the sense it gave women 
of feeling valued and respected. It also generated a sense of 
purpose for each woman. They described a range of roles that 
were fulfilled by their caseworkers, from the intake process to 
the ways they were supported to attend appointments, find 
secure housing, get medical check-ups, enrol in parenting and 
other courses, and get practical help with “the little things 
and the big things” (e.g. dropping bread off once a week and 
helping with getting a new fridge).

The combination of disabilities and living with or recovering 
from violence or the threat of violence can be draining and 
even overwhelming. Trying to navigate multiple systems while 
attempting to live independently can seem insurmountable. 
Having a trusting relationship can be key, as one woman 
explained: 

	� It really helps you get things done. Because if you’re sitting 
around home by yourself and, you know, you’re too worried 
about cleaning the house or doing—or dinner, that’s all 
you think about, oh, what am I going to have for dinner? 
What—I’ve got to clean this, I’ll do that. So when they’re 
on your back about things, like the important things that 
you don’t like [to] think about, it’s really good and then 
you can actually go to sleep at the end of the night and 
think, well, that’s done, I don’t have to worry about that 
any more. (Interview, Vic)

While it is not the role of DFV workers to befriend their 
clients, for the women in this study, a warm, supportive 
relationship was a critical part of the journey to recovery and 
independence. Knowing there is someone to fall back on in 
a crisis is also seen as an important part of the worker’s role:

	� The worker I had back in January 2015 wasn’t very good. 
Then I got my own home, um, but then I got involved 
with my partner, and I had to move, yep, because he was 
abusive. And the police contacted the agency and I got 
my current worker [sighs]. She organised the removalist 
and all the help I needed, she was great, she was brilliant. 
(Interview, Vic.)

This raises the importance of practical support to manage 
day-to-day life. The ways in which workers related to women 
through small acts, such as recognising when women and 
their children were doing well, in addition to providing 
practical and emotional parenting support and taking as much 
time as needed for individuals to gain confidence, were all 
mentioned in interviews and focus groups by participants. 
The women who had lived in shared crisis accommodation 
also appreciated sharing cooking and child care tasks as ways 
of supporting others and gaining support themselves. There 
is evidence that being linked into group activities empowers 
women and enables them to both learn new skills and teach 
others (Mejias, Gill, & Shpigelman, 2014).

For many women with disabilities who have children, the threat 
of losing custody is constant. It therefore is not so surprising 
that providing support for the whole family is an important 
issue. As one woman put it: “It helps the kids when you help 
me too” (Women’s focus group, NSW).

Another theme from the research relates to the importance of 
group social support that brings together women with similar 
experiences. This aspect of social support is seldom provided 
and this leaves women with disabilities isolated, ashamed, 
and fearful, even after they have escaped from violence. In 
the Consultative Research Group, one woman suggested “a 
drop-in place that people can pop into to have a chat and a 
coffee”. Another woman, who was herself a self-advocate, 
mentioned greater self-advocacy would help women to break 
down the isolation.

In one of the specialist sites, women with disabilities met 
together in an ongoing social support group. In a focus group, 
they talked about how they liked the ongoing nature of their 
group and that they didn’t meet just to talk about violence, 
but rather chatted about all kinds of other things. The safe 
place philosophy that underpinned the group, as well as the 
relationships of trust with workers that they knew, was very 
important to these women. 

Service co-ordination and collaboration

Many of the women with disabilities at the case study sites 
had experienced disruption to support services. In part, 
this was because they had moved around to escape violent 
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relationships, and “When you move around…you can’t get 
services”. However, it was also due to a lack of co-ordination 
and collaboration between the various services on which 
they depended to live independently without violence. A key 
challenge identified by the participants was losing one service 
because another service was involved (e.g. “When disability 
services stop because you are using a DV service”). As one 
woman commented, “You are not getting help from either 
DV or disability, and need ongoing counselling and case 
management, but nobody is giving you this.”

Another woman with multiple challenges outlined the ways 
in which services had failed her:

	� I’ve always had bad experiences of the psych services, and 
when I was in the refuge I was OD’ing pretty much every 
day, at least; the minimum was two-to-three times a week 
and psych services were like, “You’ve got a disability; you 
don’t fit into our category, so go away. Because our category 
is alcohol and mental health, or drugs and alcohol and 
mental health.” So disability wasn’t a big perception of 
what they wanted in their little group. So it made it really 
hard. (Interview, Vic.)

These experiences had occurred in the past when this woman 
was living in a different area. Having moved to a new location, 
the services were better coordinated and things had improved:

	� But now they are good and they are doing crisis care for 
me if I need it. I have a really good psychiatrist; I can call 
him any time. I’ve got a really good psychologist and a 
good mental health together. (Interview, Vic.) 

Some women fear disclosing that they have multiple problems. 
As one Aboriginal woman noted:

	� I was too afraid to tell them [the refuges] that I had a 
disability. I went from shelter to shelter to shelter in different 
places and back to abusive relationships because I didn’t 
tell them I had a disability…didn’t get the help I needed. 
(Action research workshop, SA)

The women’s stories about their experiences in DFV services 
show that, when it is working well, there is a strong relational 
connection between a service or worker and women with 
disabilities. The women value consistency in their contact 
with workers and trust that they will be treated with respect 
and dignity. They also value being supported to take as much 
time as needed to manage their lives and get back on track. 
A whole-of-family approach to care is essential to ensure 
women are able to keep and care for their children. Above 
all, access to group support from other women who have had 
similar experiences was identified as imperative and lacking.

Action research cycles
As discussed in the methodology section, this stage of the 
research was grounded in an action research methodology 
in order to put into practice the collaborative principles that 
underpin the project and build new knowledge. This strategy 
responds to the experiences and perspectives of participants 
in the interview and focus group stages of the research 
process. Action research is a participatory, democratic process 
concerned with developing practical knowledge. It brings 
together action and reflection, theory and practice, with the  
aim of solving community problems (Bradbury, 2015).

The action research cycle brought together key DFV and 
disability stakeholders in two of the case study sites to 
collaborate on identifying, planning, and starting to implement 
service improvements. In this section, we start with the 
findings from the action research cycles, then draw together 
overall findings to suggest some ways in which the tertiary 
response sector can deliver more effective services for women  
with disabilities. 

South Australia: action research process 
and outcomes 
At the South Australian site, the researcher and site 
manager together developed the service’s action research  
aims after the initial data collection phase. Two key aims  
were identified:

•	 �to have more meaningful and ongoing contact with 
women with disabilities; and 

•	 �to revisit the development of a collaborative and cross-
sectoral working group that would focus on access for 
women with disabilities. 

Over 7 months in 2015-16, the site manager worked on these 
two aims and reflected on the approach and outcomes with 
the researcher via emails and phone calls. One proposed 
action to achieve these aims was bringing together a group 
that would form the local action research group. Membership 
comprised a disability consultant (a woman with a disability), 
other disability activists, and community and government 
organisations. The researcher provided consultation to the 
manager on the ongoing development of this group. 

In September 2016, the action research group was brought 
together for a workshop, facilitated by the researcher, at 
which the research findings from the project were presented. 
Discussion then focused on the group’s action research aims 
and the development of an action plan. 

The researcher conducted a 2-hour reflection meeting with 
the manager 2 weeks after the initial workshop, where 
further analysis of the local aims and progress was discussed. 
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Reflections from this meeting also fed into the final analysis 
of the site data and the key themes emerging from this site.

The action research approach enabled the service manager to 
reflect on the place of women with disabilities in the service 
and conclude that the service did not really engage with women 
in roles other than that of service-users. This raised questions 
about increasing the participation of women with disabilities 
and ways to draw on their expertise in what works best for 
them and others like them. The service manager identified 
two influential learnings from the research process. First is the 
importance of hearing the views of women with disabilities:

	� Women with disabilities bring their experiences to the 
service; the service responds but needs to see and reflect on 
what the women teach us in the process…We need to hear 
from women with disabilities…woman with a disability  
says “X”; we critically reflect and use this for change.  
(SA manager)

Second is the importance of cultural change within the service 
and across the sectors that impact on the lives of women with 
disabilities. Some of these changes were already underway; 
for example, workers now recognise that they know little 
about what happens for women with disabilities after they 
leave the service. As a result, the service is now following-up 

with women with disabilities to check in and see how they are 
managing. In many cases, this has resulted in a celebration of 
how far the women have come. This is particularly important 
for Aboriginal women service-users, as they often lose 
important community networks and contacts when they 
escape from abusive relationships. The staff also noticed that 
women with disabilities wanted to remain involved because 
it was a “way of helping other women with disabilities”. The 
service is working out how best to incorporate this learning 
into their practice.

One of the issues raised in the research is the tendency for 
services to “protect” women with disabilities, which can lead 
to limiting their agency and autonomy. The manager reflected 
that their “misguided desire to not re-traumatise” women with 
disabilities by recontacting them may have overshadowed 
ongoing opportunities to positively engage with them on 
further developing access and inclusion.

Another insight that emerged from the action research cycle 
was that some women with disabilities who experience 
violence in relationships may not recognise their experience 
as domestic violence. In particular, this may be the case for 
women with severe or complex disabilities who are reliant 

• Feedback to 
 researcher

• Research in sites
• Analysis

Feedback to 
local group

• Local group 
 workshops

Locally developed and 
implemented approaches

Local approaches fed into
research-informed

practice model

Figure 3 �South Australian action research cycle process
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on a carer. The women with disabilities who participated in 
the action research emphasised that they had not known 
that there were places where they could get the kind of help 
available through DFV services until they had started using 
the service.  

The work undertaken by the South Australian site to improve 
accessibility for women with disabilities led to new relationships 
with a number of other agencies and, perhaps as a result, they 
have also experienced an increase in referrals. Engagement 
with the research provided this site with opportunities to 
critically reflect on services for women with disabilities, 
and to identify gaps in existing services and strategies for 
addressing these gaps. This has provided opportunities to 
formalise the advocacy model that is depicted in Figure 4. 

Figure 4 �South Australian advocacy model

Respond

Refer

Collaborate
(Disability/DV services 

and women with 
disabilities)

Engage

Reflect

Improve

This model highlights the importance of collaboration with 
women with disabilities and other services as part of the 
“respond and refer” cycle.

New South Wales: action research process
and outcomes
The New South Wales case study site took an incremental 
approach to work more effectively with women with disabilities 
by building awareness, skills, and collaboration. Over the 
course of the research, four action research cycles took place, 
led by the service, supported by the researchers, and steadily 
involving an increasing number of collaborative relationships. 
The action research cycles in the New South Wales site involved 
three phases: identifying action goals, inviting cross-sector 
collaborators, and cross-sector training.
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Phase one: identify action goals

Following the initial research contact with staff of the service, 
the manager and researcher derived four action goals, which 
arose directly from the priorities identified in the focus groups 
and interviews. The manager was enthusiastic about embedding 
these goals in the work of the service and proposed taking 
them to management to link them into the service draft 
strategic plan. This gave the goals organisational weight and 
connected them into work flows (such as preparing for an 
upcoming audit). The four goals identified were:

•	 �To work with the quality assurance system to make sure 
that all policies and procedures were current and inclusive 
of women with disabilities. 

•	 �To review the service strategic plan to make people with 
disabilities a focus. The strategic plan was under review 
and the research prompted thinking about how the service 
could prioritise women with disabilities across a number 
of elements of the plan. Results are to be measured using 
the Results Based Accountability framework the service 
applies across multiple programs. 

•	 �To feed into the Regional Action Group. A regional 
domestic violence awareness forum held shortly before 
the research commenced produced an action plan for 
the organisation, which focuses on four core areas: 
community education, increasing community involvement 
in awareness campaigns, involvement of sporting clubs, 
and linking services together.

•	 �To develop a small group for women with disabilities 
to learn from their experiences and provide support. 
This responded to the expressed desires of women with 
disabilities participating in the focus groups to provide 
peer support to one other. 

Involvement in the research prompted the manager to reflect 
on the extent to which women with disabilities were included 
in the strategic development currently underway in the service. 
This led to prioritising women with disabilities and building 
in processes to measure the impact of the changes over time.

Phase two: invite cross-sector collaborators

The increased focus of the service on women with disabilities 
was conveyed to the regional domestic violence committee 
with the aim of stimulating interest and collaboration across 
services and sectors. A short presentation was prepared by 
the manager, with help from the researchers, that covered 
information about violence against women with disabilities 
and the key research findings. Fifteen members of the regional 
domestic violence committee committed to further action. 

The committee added women with disabilities as a priority 
group to the regional action plan. 
The focus of the discussions was disability; however, in addition, 
the group discussed the impact of poverty, Aboriginality, and 
cultural and linguistic diversity (CALD) on the experience 
of violence in regional women’s lives. For example, women 
from CALD backgrounds living in regional areas who 
experience language barriers often have to rely on family 
members to interpret for them. The group observed that this 
frequently resulted in arguments between family members 
and were concerned that family-member interpreters 
managed multiple concerns of the whole family, rather than  
representing the woman. 

Phase three: cross-sector training

The engagement of the regional domestic violence committee 
raised the profile of women with disabilities in some new 
initiatives in the region. In recognition of the siloed approach 
to different services, agencies have started to come together 
in one location on a monthly basis to ensure cross-sector 
collaboration and access for women with disabilities. 

A remaining area of concern in the service is workers’ skills to 
respond to the complex needs of women with disabilities. The 
manager reflected that referral between DFV and disability 
services remained rare, despite some improvement in on-
the-ground working relationships. 

A series of meetings were held with key people in the disability 
support sector to explore the possibility of jointly hosting 
training for DFV and disability support services. Due to the 
approaching rollout of the National Disability Insurance 
Scheme (NDIS), disability services felt under pressure and 
unable to contribute to planning at this stage; however, they 
remained supportive of the idea. After some consideration, 
the NSW site decided to host and fund the training and to 
offer it across sectors. A specialist trainer was sourced (with 
support from the researchers) to provide the training and 14 
workers from DFV services, disability support services, and 
the state government participated. Satisfaction ratings were 
high and indications were that participants found accessible 
safety planning, the opportunity to network with people in 
other sectors, and learning about each other’s complementary 
skill sets to be of particular value. A second training session 
is planned with women with disabilities.
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Figure 5 NSW action research process

Phase four: consolidate cross-sector collaboration and 
internal action goals 

At the time of writing, the fourth action research cycle 
is ongoing, with goals of consolidating the cross-sector 
collaboration and:

•	 �working internally on the service quality assurance system 
to make sure that all policies and procedures are up to 
date, current, and inclusive of women with disabilities;

•	 �reviewing the strategic plan to make women with 
disabilities a focus;

•	 feeding into the regional action group;

•	 �developing a small support group for women with 
disabilities; and

•	 �developing promotional material in Easy English language.

A constant tension at this site was balancing the agreed 
actions with competing priorities. Setting meetings to plan 
the training was helpful in progressing the action research, as 

each person involved had clear goals. Transformative change 
in the service is yet to be achieved. However, signs of change 
are apparent. For example, there is a desire to establish a 
peer support group in response to the expressed wishes of 
service-users, and training for women with disabilities will 
be forthcoming. The service is also interested in investing in 
a “train-the-trainer” model to embed this skilled support.

Specialist crisis response services
Profiles of two additional sites that demonstrate promising 
practice are included here. These agencies provide specialist 
services to people with disabilities who have experienced 
sexual assault. The purpose of including these services is to 
identify components of the specialist models that contribute 
to answering the third research question concerning how 
services can be improved to deliver effective services for 
women with disabilities. The sites agreed to be profiled as 
part of this research; however no qualitative evaluation was 
done in these sites. 
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Queensland specialist service for people with 
intellectual disabilities
This specialist service works with people with intellectual 
or learning disabilities who have been victims/survivors of 
sexual violence, other crimes, or exploitation. The service 
provides counselling, groups, support, information and 
referral, community education, and training for people with 
intellectual disabilities. It is jointly funded for its work by 
state government community services and justice agencies. 
The service grew from the collaborative endeavours of a 
disability support organisation and a women’s resource centre 
and continues to collaborate with both of these organisations. 
The approach of the service is grounded in the social model 
of disability, which leads to a strong focus on access and 
building capacity in individuals, supporters, and organisations 
to respond effectively to violence in the lives of people with 
intellectual disabilities.

The model

People with intellectual disabilities who use this service 
engage with it in ways that they find useful. They can access 
individual counselling, participate in a group, and access and 
have input into the development of information, resources, 
and training. Through accessing this service, they also have the 
opportunity to participate in community events that engage 
them with violence prevention activities in the community. 
The service describes this as “blended support” where women 
(and men) come in, often through individual counselling, and 
then move into a group and might also participate in some 
one-off community events. 

The second stream of service is the provision of training; there 
is a clear education focus for disability sector workers that 
includes people with disabilities as trainers. Training is provided 
for support workers and case managers of disability services 
and mainstream violence response professionals, including 
police, generalist counsellors, sexuality and violence counsellors,  
and case managers. 

A third area of work of the organisations is systemic advocacy. 
Issues that are raised through the two streams of service 
provision are collated and used to lobby government and to 
inform government and service policies and practice. The 
focus is on capacity building for individuals, supporters, 
and organisations to respond more effectively to the needs of  
people with intellectual disabilities who have experienced  
sexual assault.

What makes the model work?

Including women and being informed by women’s 
experience: Women with disabilities inform the service 
delivery in a number of ways: through contributing 
ideas in regular peer support groups, via complaints and 
feedback systems, and in contributing to the development of  
training programs.

Accessibility and flexibility: The service prioritises access above 
all else and takes a flexible and open approach to welcoming 
people into the service before they are asked to consent to 
receiving support. The manager explained that people often 
cannot imagine what the service might be able to offer and 
may be very apprehensive, so gently introducing them to the 
service and what is available is critical. Prioritising access and 
being flexible about how people access available services (on-
site, off-site, as an individual, with a partner or supporters, in 
groups, and at different times) means they get to “see what 
it’s like, what it’s all about” and then make a decision. This 
includes not excluding people who may, for instance, miss 
three scheduled sessions in a row, but instead being willing 
to look again at how the service can be flexible to meet their 
needs. Taking a flexible approach was also at times about 
having a gendered understanding about the experience of 
violence and ensuring individual’s emotional and physical 
safety in groups. This means, for example, ensuring that 
male clients are not seen when a women’s group is running. 

Victorian specialist sexual assault program for 
people with disabilities
This specialist program provides counselling and advocacy for 
people with cognitive disabilities or complex communication 
needs who have experienced sexual assault. The model was 
developed as part of a decade-long campaign in Victoria to 
address the justice inequities experienced by people with 
cognitive impairments who have experienced sexual assault 
(Goodfellow & Camilleri, 2003). A range of legislative reforms 
were enacted over the same period of time in Victoria to address 
identified issues in the Sexual Crimes Act 2006 (Vic.) for all 
victims/survivors, with some specific changes recommended 
and implemented that referred to people with cognitive 
impairments (Victorian Law Reform Commission, 2004). 
The Federation of Community Legal Services noted, however, 
that significant non-legislative reforms were required to meet 
the needs of people with cognitive impairments (Federation 
of Community Legal Centres, 2011). Improved advocacy 
was a key issue identified in the research that informed the 
development of the program. Camilleri (2010) noted that 
advocacy for victims/survivors of sexual assault with cognitive 
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impairments was vital and played a central role in progression 
of sexual assault reports by victims/survivors with cognitive 
impairments throughout the justice process.

The model

The program directly addresses advocacy for people with 
cognitive impairments or complex communication needs 
in three ways: 

•	 �It enhances the capacity of all counsellors and advocates 
in the service to work more effectively.

•	 �It increases access to legal advocacy for victims/survivors 
of crime compensation. 

•	 �It addresses systemic barriers to achieving justice for 
clients by acting as a platform to increase sexual assault 
services’ involvement in research and policy advice on 
sexual assault of people with disabilities. 

The service employs a dedicated counsellor or advocate to 
manage the program. This role includes:

•	 �providing secondary consultation to other counsellors 
or advocates when they are working with a client with 
cognitive impairments or complex communication needs;

•	 �maintaining a comprehensive resource database and 
providing training internally and throughout sexual 
assault service networks in Victoria on working effectively 
with clients with cognitive impairments or complex 
communication needs;

•	  �providing information access for people with disabilities 
through the comprehensive collection of Easy English 
resources that were developed during the pilot program 
and are available online;

•	 �funding clients to pay for additional support when they 
have appointments with the service or the police, or to 
attend court dates;

•	 �liaising with the Office of the Public Advocate to provide 
trained Independent Third Persons for interviews with 
people with disabilities who are victims/survivors of 
sexual assault; and

•	 �liaising with legal service workers to enhance their practice 
in working with people with disabilities wishing to access 
crimes compensation.

What makes the model work?

For almost 2 decades the service has actively sought to 
improve access for victims/survivors of sexual assault with 
disabilities through externally funded projects. This includes 
the development of Easy English resources on sexual assault 
and in-house training on disability. They have provided 

leadership within the sexual assault sector on issues of access 
to counselling, advocacy, and justice for victim/survivors with 
disabilities by providing their expert input to research and 
a variety of community and government groups. They have 
also trained counsellors from a range of agencies to support 
women with disabilities.

The program was evaluated in 2014 and a number of positive 
factors that influenced the program outcomes were identified:

•	 �It provides a focus in the wider service on access for 
people with disabilities, thereby engaging the service 
not only in continual improvement to their approach but 
also in giving them a platform to engage more broadly 
in systemic advocacy about sexual assault and disability, 
thereby ensuring disability is considered within the 
broader sexual assault sector.

•	 �The staff ’s expertise as sexual assault counsellors or 
advocates with or without experience in disability 
underpins the capacity of the service to provide a very 
high level of service and informed practice. 

•	 The multi-faceted approach, based on “enhancement” 
to counselling and legal advocacy practice, rather than 
“different” approaches (Frawley, 2014). 

A key finding from the evaluation was that when the service 
focused its attention on the specific needs of people with 
intellectual disabilities or complex communication needs, 
referrals increased, as did understanding about their experiences 
of sexual violence. This was enhanced by the program’s 
collection of data and the anecdotal reflections of workers, 
which strengthened the service’s systemic advocacy within 
the sector. 
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�Improving response services  
for women with disabilities
The research aimed to develop new knowledge to inform 
the development of guidelines for good practice in tertiary 
DFV services for women with disabilities in Australia. These 
guidelines aim to be:

•	 �based on a thorough and critical review of evidence 
concerning world best practice;

•	 �informed by the experiences of Australian women  
with disabilities;

•	 �developed in collaboration with locally-based, cross-sector 
communities of practice; and

•	 designed to inform a gendered understanding about 
violence in the disability sector.

The review of literature that preceded this research demonstrated 
that a great deal of work has been carried out in the past to 
identify good practice principles for working with women with 
disabilities who have experienced violence. Three key factors 
stood out in the review as important for accessible, effective 
tertiary response services. These are physical and programmatic 
accessibility, cross-sector collaboration, and evidence-based 
practices. This research confirms the importance of these 
principles and expands on them.

Good practice principles
Broadly defined, “good practice” is practice that has been 
proven to work well and produce good results. In this section, 
we draw together the findings from the previous sections and 
discuss the findings to the third research question: in what 
ways can tertiary responses be improved to deliver effective 
services for women with disabilities based on the knowledge 
developed from this research?

Models and approaches
The findings of this research indicate that although they are 
committed to providing safety and support for women with 
disabilities, for the most part, DFV services do not demonstrate 
high levels of knowledge about support services available for 
women with disabilities. They rely on referral to disability 
services to assist women to access disability supports and 
benefits and only limited cross-sector collaboration was 
found. This is not to suggest that DFV services fail women 
coming to them for help. Rather, a complex “whatever it takes” 
approach is used to ensure the safety of women escaping 
violence. The flexibility of this approach helps women with 
disabilities in many instances, and many disability services 

are responsive to requests. However, simple referral without 
effective collaboration may leave women without appropriate 
support. 

Both DFV and disability services may be overly protective 
of women with disabilities. For DFV services, this can be to 
avoid re-traumatising women after they have been resettled. 
As a result, women may not be consulted about the extent 
to which the service was accessible and appropriate to their 
needs. Furthermore, women with disabilities in this research 
called for opportunities to meet with other women who have 
experienced violence for social support and understanding. 
Services have not yet heard these calls and in their attempts to 
“protect” women, they may be denying them this important, 
ongoing form of support. This was recognised by services 
that participated in the action research phase of the project. 
Offering opportunities for women with disabilities to come 
together through the DFV services was identified as a promising 
approach and one that the Queensland specialist service 
identified as important for women with disabilities. 

Two clear “categories” of women with disabilities were found 
within DFV services. The first group are women whose 
disabilities are officially recognised and who, as a result, are 
eligible for a range of disability support services. These women 
often self-identify as having disabilities or have a friend or 
carer who will identify her support needs when she comes 
into the DFV service. The second group are women who are 
observed by intake or caseworkers to have disabilities (such 
as acquired brain injuries, mental health issues, or alcohol or 
other drug problems), often as a result of living with violence. 
These women may not be immediately eligible for disability 
support services, even though they are needed. It is more 
difficult for workers to access appropriate accommodation 
and support for women in this second group. This difficulty 
is compounded by the bureaucracy involved in getting official 
recognition for disabilities. It is further exacerbated by a lack 
of cross-sector collaboration: DFV workers are not experts in 
the disability sector and lack knowledge and information about  
disability services.

A further challenge for DFV services is that women with 
disabilities may avoid disclosing their disabilities when they 
do come to a service, which has implications for what the 
service can provide. Women may not disclose their disability 
because they do not understand or trust the service or because 
they do not identify strongly as a woman with a disability. In 
some cases, women do not disclose for fear of losing custody 
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of their children or connections with family and culture, 
which was particularly an issue for Aboriginal women who 
participated in the study. Although greater diversity was not 
achieved in the sample of women who participated in this 
study, it is possible to project that this is probably also an 
issue for women from CALD backgrounds. Many women 
with intellectual disabilities lack knowledge about domestic 
violence and sexual assault, so it is possible that some may 
not seek help until the violence becomes intolerable or is 
reported by a third party. 

The Disability Discrimination Act 1992 (Cth) makes it unlawful 
to discriminate against people on the basis of their disability 
or perceived disability and emphasises equality of access to 
information and physical premises (PWDA & DVNSW, 2015). 
Our research suggests that for women with disabilities in need 
of support from DFV services, “access” is more than adapting 
buildings to meet physical needs of people with disabilities. 
Some tertiary response services have a limited understanding 
about disability and accessibility beyond physical access. To 
be truly accessible, services must be approachable, acceptable, 
available, affordable, and appropriate. Unless these criteria for 
access are met in the first place, programmatic and physical 
access is unlikely to be possible.

Women’s voices
Not all of the women who participated in this study found 
DFV services approachable, acceptable, or appropriate to 
their needs. Women who had not used DFV services had little 
knowledge that such services existed or how to get help other 
than going to the police if they were in a violent relationship. 
The police were not seen as approachable (and even seen as 
scary). Some women who were service-users had continued to 
live with violence in the past because they lacked knowledge 
about where to get help or that it was available. 

Many of the women with disabilities interviewed for this 
project had long-term relationships with DFV services and 
disability services. These women were, for the most part, poor 
and living on the margins. For them, the relational nature of 
the support the service provided was important, as was the 
consistency of the support and the safety they had found. The 
women with disabilities who participated in this research 
valued above all:

•	� A consistent relationship with one worker rather than 
seeing a range of different workers. 

•	� Being able to trust the service and their worker to maintain 
confidentiality and to be there for them when they  
are needed. 

•	 Being treated with respect.
•	� Being seen as experts in their own lives and having access to 

the information and support they need to make their own 
decisions. For these women, independence and autonomy 
are vital; they talked about “hard-won independence”.

•	� Being trusted to make their own mistakes rather than 
being told what is best for them.

•	� Having access to social support, both from their workers 
and in groups with other women who have experienced 
violence in relationships.

Service improvements 
Later in the research, the case study sites recognised that they 
had at times not acknowledged women’s experiences or trusted 
them as experts in their own lives. This was an important shift 
that creates openings to incorporate their ideas into service 
improvements and planning. Although not easy, given the 
high-pressure environments in which DFV services work, 
many services that participated in this research recognised 
that they could improve their ways of working with women 
with disabilities and, in particular, this could come from 
taking (or having) the time to reflect on the experiences and 
perspectives of women with disabilities. Work undertaken 
at the sites as part of the action research cycle demonstrates 
how service improvements that are informed by reflections 
on practice can be incorporated into practice. Through the 
action research cycles, services had some opportunities to stop 
and reflect on what women with disabilities had to say about 
their complex experiences seeking support after violence and 
abuse. DFV services are high-pressure environments that 
are often under time and resource pressures that limit their 
opportunities to stop and reflect. Through this research, this 
opportunity was afforded to them and, for some, the insights 
gained will inform future service improvements.

A “clash of cultures” was identified between DFV services and 
other services that support women with disabilities. Women 
with disabilities highlighted that there are other ways in which 
clashes of culture occur in relation to women’s personal and 
social values, their culture and sense of autonomy, and those of 
the service from which she seeks help. These clashes of culture 
can be barriers to accessibility of services but understanding and 
reflecting on these can also be opportunities for improvement.
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Prior to the action research, the sites used a simple model 
of referring to disability services to address the access and 
support needs of women with disabilities. With support and 
facilitation from the researchers, services started to identify 
where cross-sector collaboration could contribute to improved 
services, and they began to develop stronger links with other 
stakeholders. As these relationships developed, a model emerged 
that involved the DFV service responding to the safety and 
accommodation needs of women with disabilities and referring 
them to disability support services, but added further steps. 
These involved: continuing to collaborate and engage with the 
service (rather than handing over to them), reflecting on the 
process and outcomes, and building new knowledge into the 
process in future. This established continuous improvement 
and cross-sector collaboration as underpinning principles 
for working with women with disabilities.
This confirms the learnings from the specialist crisis response 
services as models of good practice, which included:

•	� Working with women with disabilities who have 
experienced violence and abuse should not use a one-
size-fits-all approach. As a woman who participated in 
this research put it, there is “no one thing that will work  
for everyone”.

•	 The voices of women with disabilities must inform practice.
•	� Adequate time and flexibility must be allowed to meet the 

needs of individuals.
•	� Stakeholders across the tertiary response sector must be 

brought together to deliver consistent, appropriate services 
to meet the needs of individuals.

•	� High-quality training about working with women with 
disabilities is essential for all workers across-sectors.

To provide effective, accessible support and safety for women 
with disabilities requires a coordinated service system, which 
is greater than standalone DFV tertiary response services. 
The literature review for this project draws attention to the 
three-level public health model for preventing violence against 
women, in which tertiary responses ensue after violence had 
already occurred. A learning from this project is that while 
DFV services work with women who have already experienced 
violence, they also play a role in preventing violence from 
occurring again. Disability services can assist women who have 
experienced violence in getting appropriate access, but they 
also play an important role in prevention. Rather than creating 
rigid distinctions between levels of prevention in the public 
health model, prevention and response may be better conceived  
of together.
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Conclusions and recommendations
At the time of completing this report, the Third Action Plan 
2016-2019 of the National Plan to Reduce Violence against 
Women and their Children 2010-2022 (Third Action Plan) 
was released by the Commonwealth, state, and territory 
governments (DSS, 2016). Women with disabilities are 
recognised as a priority group in the Third Action Plan and 
the following key national actions have been identified:

•	 �Support the development of integrated, responsive, and 
more accessible services for women with disabilities.

•	 Explore how technologies can be better used to provide 
women with disabilities with safe, relevant services.

•	 �Develop free, accredited training on domestic violence 
for the disability sector.

•	 �Build evidence about the types of violence women with 
disabilities experience to inform future responses.

•	 �Work with women with disabilities and disability 
stakeholders to explore opportunities for collaboration 
and identify policy priorities.

This research supports the key national actions for women 
with disabilities. It also contributes evidence to inform the 
implementation of the Third Action Plan in terms of access for 
women with disabilities and accessible services, cross-sector 
collaboration, the inclusion of women with disabilities in 
service development, and the collection of high-quality data 
to better understand how tertiary response services respond 
to and collaborate to prevent violence against women with 
disabilities. 

This research aimed to inform the development of guidelines 
for DFV tertiary response services to respond effectively to 
the needs of women with disabilities. A number of promising 
practices were identified from this research that can be 
articulated as underpinning principles for effective practice. 
These include:

•	 �“Accessibility” is more than providing physical access: 
services must be approachable, acceptable, appropriate, 
affordable, and available to women with disabilities.

•	 �Women with disabilities, like all people, are complex 
and multi-dimensional; disability is in play with other 
personal and social factors. Service planning and delivery 
must be enhanced by the use of an intersectional lens. 

•	 �Women with disabilities need more than safety; they  
need social and relational support in a safe and  
inclusive environment. 

•	 �Service and practice planning, development, and 
improvement must be informed by high-quality qualitative 
and quantitative research. This must also be informed by 
the ideas and opinions of women with disabilities who 
have used the service.

•	 �All aspects of tertiary response services for women 
with disabilities must be informed and enhanced by  
cross-sector collaboration. 

Recommendations
To make services accessible, women with disabilities must 
be at the centre. Services must understand and respond to 
what women need and want. This research shows that what 
women with disabilities need and want is practical, supportive, 
respectful, and trusting relationships with workers in services 
that understand them, their experiences, and their needs.

1. Promoting access and accessibility
This research finds that access for women with disabilities is 
about much more than simply removing barriers. Ensuring 
physical access is important, but service accessibility needs to 
be understood and promoted, so that women with disabilities 
know services exist that can help them, and that they will 
be received, acknowledged, and heard by tertiary response 
services. Good practice principles for accessibility suggest 
that services must be approachable, acceptable, affordable, 
available, and appropriate. Through addressing broader issues 
of access for disability-specific needs, the interface between 
what the service offers and what women with disabilities need 
can be better aligned. This requires a shift in how “disability”, 
“access”, and “accessibility” are understood.

We therefore recommend:

Services review their understanding of “disability” and “access” 
and draw on the evidence from this research and the work 
of Levesque et al. (2013) to ensure that they provide services 
that are:

•	 �approachable: women with disabilities know they exist 
and feel comfortable to approach them; 

•	 �acceptable and appropriate: barriers to communication, 
housing, and understanding what is offered are removed;

•	 affordable and available. 
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2. Building cross-sector collaboration
The findings of this research indicate that DFV services 
are committed to providing safety and support for women 
with disabilities. They employ a responsive “whatever it 
takes” approach to ensuring their safety, which is complex, 
intersectional, and situational. However, DFV services may 
lack the time and knowledge to ensure women with disabilities 
have appropriate disability supports and benefits. To achieve 
this, they often refer women to disability services, yet only 
limited cross-sector collaboration was found.

Although disability services were not the subject of this research, 
the DFV services noted that many are responsive to requests 
for assistance. Nonetheless, simple referral to another service 
without effective collaboration may leave women without 
appropriate support or follow-up. There is an urgent need 
for the development of cross-sector collaboration that brings 
together all services that engage in tertiary response, including: 
DFV services and disability services in relation to immediate 
supports, and police, judicial services, housing services, and 
the range of other health and community services involved in 
supporting women with disabilities to escape from violence 
and access ongoing supports.

DFV services that participated in this research recognised 
that they could improve the way they worked with women 
with disabilities and began this process in the action research 
stage of the project. A key learning that emerged was the 
importance of flexibility, time, patience, persistence, and 
the development of trusting, respectful relationships. Those 
services that did embark on change processes benefited from 
an initial process of reflection and planning, developing 
relationships and then bringing all parties together for a 
facilitated, goal-oriented, practical process to draw on the 
expertise of all parties concerned to plan for high-quality, 
cross-sector collaboration. 

Different parts of the tertiary response sector have much to learn 
from each other about working with women with disabilities. 
Cross-sector collaboration will be enhanced by bringing all 
parties together to learn from each other and develop ways 
of working together. This process must be informed by the 
experiences of women with disabilities.

We therefore recommend:

In order to support initiatives for cross-sector collaboration, 
the emerging models of good practice identified in this 
research should be further developed and informed using a 
facilitated process of reflection, consultation, and engagement 
with other tertiary response services. 

This process should aim to ensure positive outcomes for 
women with disabilities in all parts of the tertiary response 
sector through collaboration. It should not be in the form 
of didactic training, but should use a facilitated process that 
involves and is informed by women with disabilities.

3. Involving women with disabilities
For a range of reasons discussed earlier in this report, women 
with disabilities’ ideas and opinions do not appear to inform 
service improvement. In part, this is due to well-meaning 
efforts to protect or not re-traumatise women by re-engaging 
with them once their case is resolved. However, that approach 
results in a lack of follow-up and ongoing engagement with 
women.

Women in this research valued the positive and trusting 
relationships they developed with workers and the opportunity 
this gave them in some cases to have ongoing involvement 
with the service. They also valued practical support and 
opportunities for social contact with others who have shared 
similar experiences. 

There was little evidence of women with disabilities being 
involved in services beyond their role of client, although when 
this opportunity was made available through the research 
in the focus groups and action research groups, women and 
service staff saw value in this.

We therefore recommend:

DFV services consider establishing peer support groups 
for women who survived or are escaping from violent and  
abusive relationships.

We further recommend:

Service improvement and cross-sector collaboration must 
be informed by women with disabilities who have used 
tertiary response services. Women with disabilities should 
be consulted about their experiences using tertiary response 
services and their advice incorporated into planning and  
practice development. 

The model of the Consultative Research Group (a group 
of women with disabilities engaged as research advisors in 
this study), which ensured that the voices of women with 
disabilities informed this research, could be used with future 
sites to contribute to both service and sector-wide reform.

4. High-quality data collection
It was clear in both the survey and case study data that 
measures to understand and monitor the effectiveness and 
outcomes of tertiary response services’ responses to women 



45

ANROWS Horizons | August 2017

“Whatever it takes”: Access for women with disabilities to domestic and family violence services: Final report

with disabilities are needed. Improving data collection will 
assist significantly in sustaining good practice in terms of 
access, inclusion, and cross-sector collaboration.

We therefore recommend:

DFV services should collect data on the disability experiences 
of clients. Qualitative and quantitative data measures across 
all programs offered in DFV services should be developed 
and implemented, and tied to the same measurement and 
reporting metrics as for other comparative data measures (e.g. 
age, Indigenous status, and so on). Women with disabilities 
should be involved in providing qualitative data and be 
engaged to co-produce information from it that can be used 
in service improvement and wider sectoral reform at local, 
state or territory, and national levels.

Project limitations and strengths
Disability is a complex, dynamic, and multi-dimensional lived 
experience and a contested phenomenon. This is highlighted 
in the literature review, which discussed the importance of 
understanding the ways that characteristics such as age, 
class, culture, gender, race, sexuality, and disability intersect. 
These aspects of identity are also affected by being a parent, 
partner, or lover, and connected or disconnected to family 
or a community.

This research was limited in a number of ways in relation 
to achieving diversity of research participants and diversity 
of geographical locality of case study sites. The scope of the 
project and the time frame for the project contract limited 
the capacity of the research to have a larger number of case 
study sites and therefore more geographical diversity, and the 
research methods used limited the gathering of demographic 
data. One of the case study sites has an Aboriginal program and 
provides services in a culturally specific site, and although there 
was some diversity in terms of race, culture, and experience 
of disabilities among the women who participated in the 
study, this demographic data was not collected, as discussed 
in the methods section. The project could also have been 
strengthened by working with an additional case study site, 
in particular a remote site.  

The strengths of this project have been discussed at length in 
the methodology section above and throughout the report. The 
approach was underpinned by the principle of social inclusion 
for women with disabilities, as well as an understanding of 
intersectionality. The Consultative Research Group contributed 
to the planning, implementation, and analysis of all aspects 
of this research, as did women with disabilities from the case 
study sites, making it truly inclusive, participatory research.
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Appendix A: participant information
and recruitment

Plain language statement: women with disabilities 

What does it take? Making services accessible to women and girls with disability who experience sexual 
assault and/or domestic violence

Hello,

[Insert photo]

My name is [name]. I am a researcher at [university].

I am doing a project about improving violence and abuse services for women with disability in Australia. I am working with 
[authors]. 

We want to know about what services women with disability who have experienced violence and abuse get. We want to learn 
what works and what needs to be improved. We hope this will help us to improve violence and abuse services for women with 
disability in Australia.

We are inviting women with disabilities to talk to us in either an interview or a focus group. We are talking to women with 
disabilities who have used services like counselling, accommodation and other services to talk about and get help after the 
violence has happened. 

You can choose to have an individual interview with me or you can talk in a group with other women with disabilities. This is 
called a focus group. The interviews and focus groups will take about the same amount of time, around one hour.

If you do an interview or participate in a focus group what we talk about will be recorded using a digital recorder. Only the 
researchers and a person employed by the University to write the notes from these recordings will hear what we talk about. 

Some of the questions might be:

•	 How did you find out about the service? Did you know why you were going there? How did they explain this to you?  
Was it easy to get to?

•	 What was it like there? Can you describe what it was like when you got there and while you were there?

•	 Describe the way the service worked with you. What did you do? How often did you go? Did you see the same person 
each time? 

•	 What is the best thing about the service?

•	 Were there any things that weren’t so good?

•	 What are some ways this service could be better for women with disabilities?

•	 How could the service be improved?

There are other parts to this research. There will be some groups formed of people who work in services, women and girls with 
disabilities and people from other organisations who are interested in improving these services. If one of these is in your area 
you might be invited to join that group too.

When all of the research has been done there will be two reports written: one short report and one longer report. We will also 
be writing some articles for journals and presenting at conferences. Your name or any way of recognising you will not be in the 
reports, the presentations or anything else we say about the research. 

The only time we would tell someone else about what you tell us is if we are worried that a child might be hurt in the past or 
the future, or if we are worried that you might hurt yourself or someone else.
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Participating in this project is up to you, and if you do but then you change your mind about it later, that is ok too. You just 
have to tell the researchers and you don’t have to explain why. We will take the things you said out of the information we gather. 

This research has been approved by the Human Research and Ethics Committee of Deakin University. If you have any 
complaints about the research or how we are doing it, or if you want to ask questions about your rights in the research, 
the person to contact is: The Manager, Office of Research Integrity, Deakin University, 221 Burwood Highway, Burwood 
Victoria, 3125, Telephone 9251 7129, Facsimile: 9244 6581; research-ethics@deakin.edu.au.

We know that talking about the way you got support and help after you experienced sexual assault or other abuse will be 
hard for you and might bring up bad memories. We will be giving you the support you need to manage this if it happens 
while we are talking to you or after you have talked to us.

Thank you for thinking about being involved. If you want to take part, you can say yes on the form attached to this letter. 
Or, you can talk it over with someone who might help you make up your mind. If you need some more information you can 
contact me these ways:

Contact Details

Phone

Email
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