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Introduction 

In recent years, significant attention has been paid to ensuring risk 

identification, assessment and management practices are in place 

for domestic and family violence (DFV) victim survivors, yet there 

is scant understanding and practice in relation to perpetrators. As 

a result, opportunities to screen for, identify, assess and manage 

the risk that a perpetrator poses are often missed. The range of 

services that have the opportunity to screen for and identify male 

perpetrators of DFV are broad and include specialist men’s 

services, police, courts and corrections as well as child protection, 

mental health, and alcohol and other drug (AOD) service 

providers. Effectively identifying the risk of DFV perpetration along 

with its escalation is a crucial element in working towards safer 

lives for victims and children affected by DFV across Australia. 

 

Policy context 

In 2014 family violence was declared a ‘national emergency’ in 

Australia. The last five years have seen unprecedented attention 

at the national and state level to improving and reforming 

responses to DFV. The findings from recent reviews including the 

Victorian Royal Commission into Family Violence (RCFV, 2016), 

the Queensland Special Taskforce, and the work of the Council of 

Australian Governments (COAG, 2011) Advisory Panel on 

Reducing Violence against Women and their Children have 

revealed the need to develop new policies and practices to better 

respond to perpetrators of family violence. Alongside consultation 

with experts, key stakeholders and service providers, these 

reviews have revealed the need for wholesale reform of the 

integrated family violence systems across Australia and the need 

to keep perpetrators in view and hold perpetrators to account. Of 

critical importance to such reform is the development of an 

evidence base on how to effectively identify, assess, monitor and 

manage the risk perpetrators pose to victims and, where 

applicable, children. Findings from Australian based death review 

teams have consistently highlighted the need for more DFV-

informed perpetrator screening and risk assessment, especially in 

mental health, child protection and AOD services along with using 

common risk assessment tools across services including police, 

corrections and men’s behaviour change programs (MBCPs). 

 

Research and Evidence 

Currently, there is a body of work relating to screening for DFV 

with victim survivors in mental/health services, child protection, 

and AOD services (Beck & Raghaven, 2010; Howard et al., 2010; 

Jenney et al., 2014). There is also a well-established body of work 

on interventions for male perpetrators (see for e.g. Tarzia et al., 

2017) and risk assessment more generally, for example risk 

assessment practices used in social work to determine perpetrator 

suitability for different forms of treatment more broadly (Morgan & 

Gilchrist, 2010). Yet there are fewer recent studies, particularly in 

an Australian context, that explore screening for DFV with 

perpetrators across mental/health, AOD, or child protection, or the 

benefits of doing so (Miller & Jaye, 2007; Penti, Timmons & 

Adams, 2018). Those that do, tend to combine risk assessment of 

victim survivors and perpetrators into one group, making it difficult 

to differentiate findings (McEwan et al., 2017), or focus on the risk 

of DFV for victim survivors only (ANROWS, 2016). There are very 

few Australian studies that specifically examine the use of risk 

assessment for those perpetrating, or at risk of perpetrating, DVF 

(Storey et al., 2014) within the police, corrections, and in MBCPs. 

 

Of the research that does exist, it predominantly stems from the 

healthcare sector based on physicians’ and general practitioners’ 

(GPs) accounts (see, for example, Kimberg, 2007; Miller & Jaye, 

2007). Health studies have found that men are unlikely to disclose 

their use of violence to clinicians (Hegarty et al., 2008). Instead, 

perpetrators of DFV may present with other difficulties, such anger 

management (Hegarty et al., 2008), or mental health issues, such 

as symptoms of depression or anxiety (Hester et al., 2015; Oram 

et al., 2013). A systematic review of literature relating to health 

system responses to DFV in Australia and internationally identified 

best practice for responding to DFV (Spangaro, 2017). Several 

studies found that perpetrators present for health-related 

behaviours unrelated to DFV as GPs are often seen as the primary 

source of available professional help (Spangaro, 2017). Other 

research has found that screening by physicians is more likely 

where patients have a known history of DFV, are not married, and 

for those presenting with ‘low relationship quality’ (Burge et al., 

2005, p. 251). Yet this correspondingly highlights the lack of 

screening processes for those who are married, who do not have 

a history of violence, and are in what could be perceived as a 

relationship of ‘high’ or ‘moderate’ quality. Although most men do 

not explicitly seek help around DFV, there is a need for screening 

practices in health services, including mental health, for men 

presenting with symptoms of depression or anxiety (Hester et al. 

2015) in order to prevent onset of or repeat DFV. Earlier research 

further revealed that men who perpetrate IPV also have a high 

prevalence of psychiatric diagnosis and substance abuse 

diagnosis (Gerlock, 1999), pointing to the need to develop 

screening tools for patients presenting to AOD and mental health 

services. Yet screening for DFV perpetration is not commonly 

practiced within the healthcare sector and is predominantly 

developed for victim survivors (Penti et al., 2018).  

  

Some evidence on perpetrator screening practices is available in 

the international literature. One US study explored advice from 253 

patients (including both victim survivors and a smaller group of 

perpetrators) to physicians about screening for DFV (Burge et al., 

2005). It was noted that even though screening was important, in 

practice it was uncommon, especially in relation to perpetrators 

(Burge et al., 2005). Although almost all of the respondents 

believed that physicians should inquire about family conflict, only 

one-third of participants reported that their physician had ever 

actually asked about family conflict (Burge et al., 2005). Similar 

findings emerged from a study of south west England that 

examined the propensity of healthcare professionals to ask 

domestic violence and abuse (DVA) perpetrators about their 

behaviour and help seeking behaviours (Morgan et al., 2014). The 

study found that perpetrators were more likely to openly disclose 

DFV to family or friends than medical professionals. Findings from 

both studies point to the important role healthcare professionals 

have in asking male patients about DFV and the need for 

enhanced training and support in order to do so safely and 



effectively (Morgan et al., 2014).  

 

While there is a paucity of knowledge relating to assessing risk of 

DFV perpetration in MBCPs or corrections, studies that explore 

perpetrator risk within the police provide some guidance (Storey et 

al., 2014). One 2011 Canadian study examined risk assessment 

with perpetrators of intimate partner homicide (IPH) using the 

Ontario Domestic Assault Risk Assessment (ODARA) and found 

that 43% of the subsample (n=30) had a documented prior incident 

of partner assault before committing IPH (Eke, 2011). This had 

been documented by either police, community services, shelters, 

or health physicians. Further, the study found that a small group of 

IPH cases had previously come to the attention of someone who 

could have assessed risk. While not all high-risk offenders go on 

to commit homicide, they are at the highest risk of committing 

future assaults and causing the most injuries (Hilton et al. 2004; 

Hilton et al., 2008). These perpetrators therefore represent an 

important intervention for efforts directed at preventing DFV (Eke, 

2011). For many IPH offenders their identification as high risk 

could take place prior to the (attempted) homicide, for example 

when offenders come to the attention of criminal justice agencies 

and services. This point of contact offers an opportunity to identify 

perpetrators in contact with the criminal justice system as higher 

risk and allows assessment and monitoring of future risk (Eke, 

2011). As well as this, Messing and Thallar (2015) reviewed four 

risk assessment tools used to assess IPV-related risk. Of 

particular relevance here is The Spousal Assault Risk Assessment 

(SARA). The SARA combines validated lethality measures with 

professional judgement to assign a risk rating to those come into 

contact with the police and has been shown to have some 

predictive power in assessing perpetration risk of IPV (Kropp & 

Hart, 2000).  

 

Screening and risk assessment in practice 

In Australia, most screening and risk assessment in practice 

remains victim centred which has resulted in the development of 

key principles for organisations responding to victims (see for e.g., 

ANROWS, 2018). This focus prevails despite many service 

systems also coming into contact with (unidentified) perpetrators 

and highlights opportunities for more perpetrator focused 

screening and risk assessment. There is some international 

evidence of the use of perpetrator-focused screening tools used 

with first responders. For example, one US study, based on 

emergency department data, used a computer touch screen tool 

to ask males about perpetration of violence against someone close 

to them (Rhodes, Lauderdale, Howes & Levinson, 2002). As well 

as this, health research has identified communication as being 

crucial in the management and screening of FV with GPs (Burge 

et al., 2005; Miller & Jaye, 2007). Active listening with patients has 

also been identified as a significant opportunity for men who may 

not present in relation to DFV but disclose a range of concerning 

relationship behaviours where specifically being asked about it 

(Burge et al., 2005). More research is needed to determine 

whether the same would be true for perpetrators. In 2007 in the 

US, pilot guidelines were created as a response to healthcare 

providers’ need for guidance on inquiring about DFV with victim 

survivors and perpetrators. These provide questions that can be 

used for inquiring about victimisation and perpetration along with 

an assessment process for distinguishing between victimisation 

and perpetration (Kimberg, 2007). As these are all health based, 

international studies, and existing evidence is partly dated, more 

can be done in an Australian context to inform screening and risk 

assessment in services that frequently come in contact with men 

who may be using DFV, including mental/healthcare, AOD service 

providers, child protection, corrections, police, and in MBCPs. 

 

Further research 

The lack of current data relating to screening and risk assessment 

of perpetrators of DFV highlights the crucial need for more 

research in this area in order to identify current practices around 

screening and assessment across mental/health, AOD, and child 

protection as well as risk assessment within the police, MBCPs 

and corrections. 
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