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Good morning everyone. Thank you for the invitation to speak at your
conference.

| apologise in advance for my presentation not matching my abstract and
for a rather liberal interpretation of the topic you asked me to address. |
will begin with a case study which | will then place in the context of what
we know about the prevalence of child abuse and neglect and family
violence before discussing routine screening of pregnant women for
family violence as well as what broader preventative strategies are
needed to address the issues of family violence and child abuse.

My case study, the case of baby Bjay Johnstone is the subject of an on
going coronial inquest investigating the death of a 45-day-old baby, a
story which has received considerable media coverage in Tasmania over
the last year.! The baby was born in the Mersey Community Hospital in
October 2012 and died on 28th November 2012 after being taken to
hospital with serious injuries to his skill, brain and legs. A specialist
doctor, who gave evidence at the inquest, stated that the scans showed
that Bjay had suffered multiple fractures to his skull, ribs and pelvis, as
well as signs of spinal damage and multiple brain trauma. The medical
evidence was that the injuries were inflicted on at least two separate
occasions in the first three weeks of the baby’s life. A paediatric nurse
described Bjay’s injuries as the worst case of child abuse she had seen.

After the baby’s death, the baby’s father, Simon Johnstone, pleaded
guilty to one charge of ill-treating a child and three charges of assaulting
the baby’s mother, Fleur Atkin. He received a sentence of two and a half
year’s imprisonment in 2013. He was not charged in relation to Bjay’s
death because the police could not determine who inflicted the fatal
Injuries.

! The material which follows is taken from the numerous newspaper and online media
accounts of the coronial proceedings.



Bjay’s mother, Fleur Atkin, told the inquest in October that whilst they
were still in hospital, she discovered the baby’s father, Simon Johnstone,
holding their new-born son by the throat around 30 centimetres off the
bed. She said his abuse of the baby started when Bjay was just two days
old and he would regularly smother, choke drop and punch his son. She
graphically demonstrated some of this conduct to the court with a doll.
She also told the inquest that she feared for her life and suffered daily
beatings from Johnstone, who would also put knives against her throat.
She said he told her he would throw her down a mineshaft if she left him.
She alleged that Johnstone was enraged by the thought that he might not
be the biological father.

It is difficult to uncover the precise chronology of events from the
newspaper reports of the coroner’s inquest which began in August 2015
and is on going. However, it is clear that nursing staff were aware of the
risk when a midwife saw Simon Johnstone and Fleur Atkin when she was
29 weeks pregnant. The midwife reported the pair giggled inappropriately
during the consultation, and admitted to using cannabis and having no
place to live. They were staying with Simon Johnstone’s mother at
Railton but reported that this was not working out. Fleur Atkin had a
bruise on her face and the midwife suspected she had been subjected to
domestic violence. She logged an ‘unborn baby alert’ with child
protection services by calling an after hours number. Her colleague
logged a subsequent report in following weeks on the basis that the
mother reported smoking two bongs a day in the 33™ week of pregnancy.
It seems that the couple often attended appointments in dirty clothes and
were so drug affected they slurred their words and were unsteady on their
feet. A ‘code black’ — relating to violent behaviour — had been issued
against Mr Johnstone during a hospital appointment when Bjay’s mother
was going into labour.?

Whilst midwives and social workers who dealt with Bjay’s parents could
not recall hearing back from child protection services,? it is clear that CPS
began working with the parents after receiving the unborn baby alert and
they visited the couple and baby very soon after they went home from
hospital. However, they considered closing the case after an
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unannounced visit on 18" October to Simon Johnston’s mother’s Railton
house where the couple were living because there was nothing sinister
about the appearance of the baby, the parents engaged appropriately and
did not seem drug affected and the matter had been referred to Gateway.
It seems that there appeared to be no reason to unwrap and examine the
baby. However, bruising to the baby’s thigh was observed by a health
employee during a home visit six days later (when the baby was just ten
days old) and a report was made to Child Protection Services. CPS went
to the house and were told that the baby suffered extensive bruises to the
thigh when the father, Simon Johnstone, walked into a door in the dark.
The CPS workers said they did not unwrap the baby because the
explanation was consistent with the bruising reported by the nurse. The
inquest heard that the CPS workers received a hostile reception from Mr
Johnstone’s mother and were told “kids were dying whilst they were
wasting their time in this house.” The court heard that the mother, Fleur
Atkin, denied being the victim of family violence when asked by the CPS
worker, and said that her relationship with the baby’s father was the best
she had had.*

The child’s parents were assessed by child protection workers but it
seems that whilst the case was passed on in mid-October 2012 to
Gateway, the family support organisation, the final risk assessment,
which weighed risk factors (in this cases drug and mental health issues)
against strength factors, failed to be handed over to Gateway.®> Once a
case was passed on to Gateway, further involvement from CPS depended
on concerns being raised by Gateway workers. In any event, CPS
workers had visited the home on 18™ October, the 24" October and again
on 30" October. At twenty days old the baby was admitted to the Mersey
Hospital at Latrobe and then transferred to the Royal Hobart Hospital.

Days before he was admitted to hospital, police were also alerted to the
case by an unusual source. Posts made on social media by the baby’s
grandmother about injuries to Bjay sparked concern from a British
woman and other members of an online mental health support group who
called Tasmania Police on their behalf. The call was logged on an internal
police system but the information was not passed on to child protection
workers. The sergeant who took the call checked the police system for
any alerts about the grandmother and called the local Devonport station
for any recent reports involving the baby. He found nothing and filed a
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report.® This passed through the hands of a number of officers and ended
up on the desk of a detective constable in Devonport who told the court
that he was unable to investigate the call because he had multiple cases to
cover that week which were of higher priority and he did not follow it up
because it was third hand information. So none of the four officers who
knew of the report referred it on.

This is undoubtedly an extreme case but unfortunately a similar case has
just has hit the news this week in Launceston.” The Baby Bjay case
demonstrates how a case can fall between the cracks with fatal results.
Despite midwives and social workers identifying the parents as at risk
and notifying CPS a number of times, despite CPS accepting the case, a
child health nurse alerting CPS to bruising, a follow-up CPS visit and
then a report to the police about the case, the baby was so badly beaten it
died. Both the baby’s grandmother and uncle were present during the
CPS visits and could have reported any concerns. Instead they were
hostile to the CPS workers. At the inquest, the grandmother initially said
that reporting the matter was up to Fleur, it was neither her baby nor her
responsibility. And it was Fleur’s fault that the baby had died as she
could have left the violent relationship. She was asked to explain her
motivation for posting the material on Facebook and responded:®

[ don’t have any family. My family dumped me. The only place I
have to talk is Facebook. I don’t have friends either.

She said she was not responsible because she had been through domestic
violence her whole life. Later in her evidence she admitted knowing of
the abuse to the mother and baby, gave details of it and said she regretted
not talking to the authorities. The mother, Fleur Atkin, appears to also
have had a troubled life. The inquest heard she had been subjected to
childhood trauma and had suffered six miscarriages before she gave birth
to Bjay. The evidence from Johnstone’s mother suggested Fleur was
terrified of Johnstone. The vulnerability of this family is tragic. No
doubt the coroner will have some suggestions for how this particular
baby’s death could have been avoided and for a better information flow
between police and CPS.

Child abuse in Australia
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Prevalence estimates for physical abuse of children have been found in
the majority of studies to have rates between 5% and 10%.° The latest
child protection data indicates that around 143,000 children received
child protection services in 2013-14, a rate of 1 in 37 children.°

At an individual level we know the risk factors associated with child
abuse and neglect: poverty, lack of education; serious marital problems;
frequent changes of address; violence between family members; lack of
support from the extended family; loneliness and social isolation;
unemployment and inadequate housing.!

Family violence and pregnancy

In 2015, Rosie Batty’s selection as Australian of the Year highlighted the
issue of family violence. The fact that one in four Australian women will
experience domestic violence during their lifetime and that across
Australia, at least one woman is killed every week by a current or former
partner became well known facts. One Australian study has found
Intimate Partner Violence to be the leading contributor to death, disability
and illness for women aged 15-44.12 But perhaps what is less well known
is that women are especially vulnerable to domestic violence when
pregnant. They are less likely to leave a relationship because they are
financially dependent or have so much invested in raising the child with
their partner. And because it is more difficult to leave, men who choose
to use violence, take advantage of that.> Unsurprisingly, a history of
violence before pregnancy is one of the strongest predictors of pregnancy
violence. For these women, the frequency and intensity of violence can
often increase during pregnancy. Pregnancy can also be a trigger for
domestic violence. A quarter of Australian women, who have
experienced partner violence, experienced it for the first time during
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pregnancy.'* The period following birth is also a time of increased risk of
domestic violence for women, as parental stress increases while caring
for a newborn infant.

Domestic violence at any stage of life results in poorer health, reduced
quality of life and higher use of health services. During pregnancy,
violence can also contribute to miscarriage, premature labour, low birth
weight and a higher incidence of infant death.’®> Moreover, studies have
shown that there is a strong relationship between a mother’s prenatal
abuse by a male partner and postnatal trauma symptoms in her child.®
Pregnant mothers may erroneously believe that abuse will not affect or
harm a child until they are aware of it.

In Australia more than 300,000 women seek antenatal care each year,
suggesting that those who care for them, midwives, obstetricians and
gynaecologists, are well placed to identify women experiencing violence
and to provide immediate support and referrals to other agencies for
emotional, financial and practical support.

Baird and Creedy from Griffith University suggest that maternity services
that offer care by the same midwife allow women to form a trusting
relationship with their midwife throughout the pregnancy, labour and
after the child is born. Such a relationship allows midwives to routinely
inquire about the nature of a woman’s relationship, her sense of safety,
available support and health education needs. However, their research
found that midwives were not equipped to talk to their clients about
domestic violence. Two thirds did not know about the risks and signs of
domestic violence. One third did not know that younger women were
more at risk. And around 25% incorrectly believed that perpetrators were
violent because of alcohol or drug use. Most felt unprepared and
unsupported to conduct routine screening. Baird and Creedy cite a
Bristol study which showed that training and supporting midwives to use
sensitive questioning can lead to a willingness to screen for domestic
violence and to increased disclosure. They approve of the Queensland
Domestic Violence Task Force’s recommendation to routinely ask
women who attend ante-natal clinics about their exposure to family and
domestic violence. Some hospitals, such as Perth’s King Edward
Memorial Hospital have clinical guidelines indicating that screening for
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family and domestic violence occurs for all ante-natal women and that all
medical officers and midwives administering screening are trained to
implement it.%’

What is the evidence about the effectiveness of routine screening for
intimate partner violence? Does it lead to greater disclosure and
importantly does it lead to reduced abuse? Routine screening for Intimate
Partner Violence began in the United States following a recommendation
of the American Medical Association in 1992 that all women entering the
primary care setting be routinely asked about recent experiences of
violence regardless of the reason for presentation.*® Since then it has
been adopted in other countries in various settings, including in a pilot
project in New South Wales and in a Maori health provider clinic in New
Zealand.'® There is considerable debate about whether enough is known
about the benefits and risks of screening for IPV to recommend its
routine introduction. Some argue that the solution is only to ask
symptomatic patients, whereas others have argued that the prevalence of
IPV and the subsequent health effects warrant universal screening despite
the absence of conclusive evidence. The reviews of effectiveness have
been inconclusive and there are methodological difficulties in assessing
the effect of routine screening independently of the intervention or
treatment provided.?® The assessment and referral may possibly itself
have a positive effect on abuse victims by altering the way patients view
their situation and they may obtain validation and support from the health
care provider. But testing this, e.g. by a randomised control trial, is
difficult.

| consider there is a danger in being overcautious here. Perhaps we
should proceed without conclusive proof that routine screening is in itself
effective? The studies, which have been attempted, show that it unlikely
to be harmful.

One thing that comes out of the Baby Bjay case is that whilst the parents
did seem open to help, no one in the family felt comfortable or trusting
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enough to disclose either the violence to the mother or to the baby,
despite evidence of bruising to both. May be it is true that, as Baird and
Creedy argue, we need to develop better training, screening tools and
practice tools to assist midwives and other health providers to raise the
issue sensitively and offer support.?

By starting with the story of Baby Bjay, I don’t mean to suggest that
perpetrators of family violence are necessarily lower-class, uneducated,
and/or possible users of illicit drugs. Nor are the victims necessarily poor
or lacking in education. It is by no means socio-economically
disadvantaged families that are vulnerable to abuse. As Rosie Batty says,

Family violence happens to everybody. No matter how nice your
house is, how intelligent you are. It can happen to anyone, and
everyone.

This is perhaps a good argument for routine screening for intimate partner
violence. What is clear, however, is that there is an overlap between
intimate partner violence and child abuse. If a woman is abused by her
husband, this increases the likelihood of child abuse but the two kinds of
abuse often exist separately. In relation child abuse it has been shown that
parental socio-economic status is a risk factor for substantiated cases of
child abuse, together with other factors such as hospital admissions for
mental health, substance abuse and assault.??

As legal and medical professionals we tend to focus on responding to
issues like family violence and child abuse after the event rather than
dealing with the underlying causes. To finish, | would like to dwell for a
few moments on the underlying causes. Of course medical professionals
know a lot about ‘primary prevention’, stopping health problems before
they occur and primary prevention has been successfully applied to areas
such as smoking, HIV/AIDS and road safety in recent decades. We know
that we must address the underlying causes or drivers of a problem, not
just its direct antecedents or effects. And violence against women and
children is a more complex and socially entrenched problem than
smoking or road safety.

So what are the underlying causes of men’s violence, and men’s violence
against women in particular? We know that the key driver of men’s
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violence against women is gender inequality — both structural and
normative expressions of gender inequality in public and private life.
Other factors, such as alcohol or drug abuse and childhood exposure to
violence, are found to contribute only when interacting with gender
inequality.?

At the population level, we know that in societies and communities with
greater structural gender inequality, there are higher levels of men’s
violence against women. This is the most statistically significant
predictor of a higher incidence of such violence, above other social
political and economic factors.?*

At the individual level, men who hold violence-supportive attitudes and
beliefs, such as those relating to male dominance in relationships and
sexual entitlement, are more likely to make the choice to be violent
against women — and this is the single most significant predictor for
individual perpetration.?

At an individual level we know the risk factors associated with child
abuse and neglect: poverty, lack of education, serious marital problems
and so on, which | listed earlier. Certain community attitudes and
cultural norms are likely to encourage child abuse. These include:
acceptance of the use of violence and force; acceptance of the use of
physical punishment of children; acceptance of parents’ ‘ownership of
children’ and their right to treat children as they see fit and inequality
between men and women.?

So prevention must address gender inequality across its structural and
normative dimensions and it cannot be done in isolation to social justice,
human rights and public health endeavours in other areas to address
economic disadvantage.
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| think that what I am trying to say here is that we can’t change family
violence (partner violence and child abuse) at the individual level alone -
we need to change the social conditions that excuse, justify and even
promote violence in the family. So as well as intervening at the individual
level with mechanisms such as routine screening and the provision of
referral and support for victims, we also have, as citizens, a duty to assist
in addressing the underlying causes, gender inequality and cultural
attitudes which support both it and physical violence toward children, as
well as socio-economic disadvantage. And the link between poverty and
child abuse needs to be acknowledged. Low educational attainment, poor
mental or physical health can set up a cycle of poverty and stress which
puts children at risk. Socially disadvantaged populations need improved
access to affordable and stable housing, better access to primary health
care, early childhood child care and education to help establish a
protective environment for women and children. At the same time we
need to acknowledge that it is not just socially disadvantaged families
that are at risk of family violence.



