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Background and literature evidence 

The World Health Organisation has classified violence against women as a public health issue and a 

violation of human rights, and affects more than a third of the world’s women (Garcia-Moreno, 2013). 

The most pervasive form of violence experienced by women in Australia is domestic violence (DV) 

which may include physical, sexual, financial, emotional or psychological abuse. Emotional or 

psychological abuse may include a range of controlling behaviours such as the use of verbal threats, 

enforced isolation from family and friends, restrictions on finances and public or private humiliation 

(Garcia-Moreno, 2013; Phillips & Vandenbroek, 2014). DV occurs in all Australian communities and 

across all socio-economic groups, although there are some groups of women that are at higher risk of 

experiencing DV than others. While the underlying causes are complex and not fully understood, it is 

generally accepted that gender inequality is a key determinant of violence against women (Wall, 

2014). 

Prevalence of domestic violence 
‘Prevalence’ in government reports and statistics estimates the number of people who have 

experienced DV in a certain population in a specified time period, while ‘incidence’ refers to the 

number of reported incidents of DV that have occurred within a specified time period. Significant 

under reporting of most incidents of DV (80% of women who experience DV never report this to the 

police) make it difficult to measure the true extent of the problem, however, prevalence estimates 

based on large scale self-reported surveys, as well as police statistics show that DV in Australia is 

widespread and occurs mostly to women (Phillips & Vandenbroek, 2014).  

The most up to date figures on DV come from the 2012 Personal Safety Survey, which interviewed 

13,307 women and 3,743 men across Australia. The key findings include: 

 Significantly more women (62% women vs 8% men) experienced a recent incident of physical 

assault by a male in their home. 

 The large majority of women (67%) did not contact the police after their most recent incident 

of physical assault by a male. 

 More women (17% women vs 5% of men) had experienced violence by a partner since the age 

of 15. 

 An estimated 17% of women and 4% of men had experienced sexual assault since the age of 

15. 

 Women were more likely than men to have experienced emotional abuse by a partner since 

the age of 15 (25% women vs 14% men) (Tarczon & Quadara, 2012). 

Risk factors increase the likelihood of a person experiencing DV but do not automatically mean that a 

person will become a DV victim or an offender. Some key risk factors are briefly discussed below: 
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 Alcohol and drug abuse – is one of the strongest risk factors for DV often leading to higher 

levels of aggression by perpetrators (53% of cases involve alcohol and drug abuse) (ABS, 

2012). Even more seriously, between 2000 and 2006, 44% of domestic homicides were 

alcohol related, a figure that rose to 87% in Aboriginal and Torres Strait Islander cases 

(Dearden & Payne, 2009). 

 Child abuse experiences – increase women’s likelihood of experiencing DV in adulthood with 

32% of women who had experienced child abuse also experienced DV compared to 13% of 

women who had not experienced child abuse (ABS, 2012). 

 Indigenous women – and children are more six times more likely to experience DV than their 

non-Indigenous counterparts, and Indigenous women are five times more likely to be 

homicide victims than non-Indigenous people (ANROWS, 2014). 

 Rurality – is associated with higher incidences of DV, linked to narrowly constructed notions 

of masculinity that emphasise traditional gender roles and patterns of increased alcohol 

consumption. DV in rural areas is also less likely to be disclosed due to notions of self-reliance, 

and informal sanctions and social control (Phillips & Vandenbroek, 2014). 

 Disabilities – make women particularly vulnerable to physical, sexual and psychological 

violence due to their situation of social and cultural disadvantage, and increased dependence 

and it is estimated that women and girls with disabilities are twice as likely to experience DV 

as those without disabilities (WWDA, 2013). 

 Culturally and linguistically diverse backgrounds – and immigration are thought to increase 

the likelihood of women experiencing DV, however the extent is difficult to establish due to 

language barriers, differing cultural and religious values, immigration status and a fear of 

authorities which prevents reporting (Ghafournia, 2011). 

Costs of domestic violence 
DV is the leading risk factor that contributes to death, disability and illness in women of reproductive 

age and costs our society and the economy enormously. Obviously homicide is the ultimate cost, and 

66% of homicides that occur on private property are DV related suggesting that the most likely 

scenario for the homicide of an Australian woman is at home at the hands of her partner (Chan & 

Payne, 2013).  

Physical injuries are most common, being experienced by 40% of women, and 29% require medical 

attention for their injuries (Mouzos & Makkai, 2004). However the health consequences of DV last 

long after the violence ceases with survivors having poorer physical health, higher level of severity and 

co-morbidity of mental disorders and mental-health related dysfunction (up to 70% of survivors have 

depression, anxiety and Post Traumatic Stress Disorder), as well as higher rates of suicidal ideation 

(Evans, 2007, Rees et al, 2011). 

Children and young people living in DV situations are at increased risk of experiencing various types 

of abuse themselves and witnessing or being exposed to DV is increasingly recognised as a form of 

child abuse (Richards, 2011). 

Homelessness due to DV is a major issue and accounts for 32% of all clients receiving assistance from 

specialist homelessness services in 2011–12 and DV contributes to 33% of youth homelessness (AIHW, 

2013). 
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Economically, DV costs the Australian economy substantially, with estimates putting the figure at $9.9 

billion including $3.9 billion attributable to pain, suffering and premature death (NCRVWC & KPMG, 

2009). 

Attitudes to domestic violence 
Attitudes to DV have improved significantly through the 1990’s-2000s but seem to have stagnated 

since (Phillips & Vandenbroek, 2014, VicHealth, 2014). Positive changes in attitudes among Australians 

include: 

 Increased recognition of the range of behaviours that constitute DV  

 Almost all people agree that DV is a crime (98%) and 

 Most people (81%) are willing to intervene in DV situations.  

Attitudes that have not changed or have worsened include: 

 A lack of understanding on why women do not leave violent relationships (80%) 

 The belief by a significant proportion (18% of the general community and 45% of culturally 

and linguistically diverse) that DV was excusable in certain circumstances or excusable if the 

perpetrator ‘truly regrets’ what they have done (22% of the general community and 59% of 

the culturally and linguistically diverse)  

 An increase in the proportion of Australians that believe rape results from men’s lack of 

control of their need for sex and 

 The belief that women often fabricate cases of DV.  

 A decrease in knowledge of where to turn to for help. 

Rationale for community prevention 
Best practice in prevention of social issues such as DV show that community level prevention works, 

particularly if the campaigns are funded for the long term and resources are directed to the right area. 

Community prevention is important because DV is entrenched in our lifestyles, and is partly a result 

of how we organise our society (Dunn et al, 2014). While perpetrators of DV are responsible for their 

own behaviour, community prevention acknowledges that all behaviour is influenced by the social 

environment. Furthermore, the evidence indicates that coordinated community wide interventions 

are more effective because messages are reinforced when they are received in a number of settings 

and are more likely to lead to behaviour change (Dunn et al, 2014).  

To ensure ownership and locally specific understanding of the issue, the project will engage with 

stakeholders and community members via interviews, surveys and focus groups to: 

 Gain a more accurate understanding of the problem at a local level 

 Map the current services that exist in the sector 

 Assess the level of knowledge and understanding of the issue at a local level 

 Attempt to establish a more accurate picture of the magnitude of the issue locally 

 Understand what sort of prevention efforts would be acceptable to the community  

 Empower community to have a say about the issue. 
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Methodology 

This project has been divided into a number of phases for ease of implementation and for reporting 

purposes. This phase covers the stakeholder survey and the assessment of Wagga Wagga’s readiness 

to address DV. The next phase will comprise the assessment of the community’s attitude to DV and 

gender issues. The final phase will consist of strategic planning of interventions to address DV, based 

on the findings from the first two phases. 

Stakeholder survey 
An online survey was developed to obtain a current picture of the number and type of services that 

respond to DV in Wagga Wagga, and identify gaps, challenges, strengths and needs of service 

providers. A copy of the survey questions can be found in Appendix 1. Emailed invitations were sent 

out to the local offices of human services, health and welfare organisations inviting their participation 

in the survey via an included survey link. A project information sheet as approved by CSU Human 

Research Ethics Committee, a copy of which is available in Appendix 2, was also included in the email.  

Online survey data was analysed using descriptive statistics and thematic analysis of written 

responses. 

Readiness to address domestic violence 
The Readiness for Change Model (CRM) developed by the Tri-Ethnic Centre for Prevention Research, 

University of Colorado was used to assess Wagga Wagga’s readiness to address DV. The Model 

identifies nine stages of readiness and focuses on characteristics of problem awareness, readiness for 

change and the group process involved in making decisions.  The manual for using the model is 

available from http://triethniccenter.colostate.edu/docs/CR_Handbook_8-3-15.pdf 

The CRM can help Wagga Women’s Health Centre and its partners move forward and be more 

successful in its efforts to change DV issues in a variety of ways.  Some of these include: 

 Measuring Wagga Wagga’s readiness levels on several dimensions that will help diagnose  

where we need to put our initial efforts;  

 Helping to identify Wagga Wagga’s weaknesses and strengths, and the obstacles we are likely 

to meet as we move forward; 

 Pointing to appropriate actions that match Wagga Wagga’s readiness levels; 

 Working within Wagga Wagga’s culture to come up with actions that are right for our 

community. 

Key informants in the community were identified through a service scan and snow ball sampling.  

These individuals were all in some way connected with the issue either through knowledge of DV, any 

existing programs aimed at working with DV survivors or on community awareness of the issue.  A list 

of the key informants invited to participate, as well as those that accepted the invitation to participate 

http://triethniccenter.colostate.edu/docs/CR_Handbook_8-3-15.pdf
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is provided in Appendix 3.  A project information sheet was sent out with all the invitations. A reminder 

email was sent to stakeholder that did not respond to the initial invitation.  

In total 17 key informants were interviewed. Interviews were carried out by two interviewers (AS and 

LDB or LDB and JH) and took between 60-90 minutes to complete. The standardised Readiness for 

Change Interview Instrument was used and all participants were provided with a project information 

sheet (Appendix 2) and signed a consent form in accordance with CSU Human Ethics Requirements 

prior to the interview. Responses were recorded in writing by both interviewers as accurately as 

possible without interjecting persona biases or values.  

Scoring of interview responses was carried out in the same pairs as the interviews. Prior to scoring, 

each interview was read through to get an overall impression or feeling. Working independently, each 

dimension was rated separately. When the independent scoring was complete, the interviewers met 

and compared scores, and where scores were different, discussion ensued until a consensus was 

reached. Final scores in each dimension were tabulated and a mean calculated. This mean number 

refers to the Overall Readiness Stage of the community. As per instructions of the authors of the 

model, scores were rounded down (eg. scores between 1.0 and 1.99 are rounded down to 1 and so 

on). 

The findings from the stakeholder survey and the readiness for change interviews are discussed in 

relation to the literature and implications and recommendations were developed. 

Organisational data 
In addition to completing the online survey and the Readiness for Change interviews, stakeholders 

were asked to provide relevant de-identified data specifically related to DV in the Wagga Wagga postal 

code of 2650.  The type of data requested includes: 

 Total annual numbers of clients where DV was an issue, by year, for the past three years 

(2013-2016), where available. 

  Number of clients where DV was an issue by gender, age and Aboriginal status where 

available. 

Data was analysed using descriptive statistics and is presented in tabulated and chart form and the 

results are discussed with reference to the literature. 
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Results and Discussion 

Stakeholder survey 
A total of 34 responses were received to the online stakeholder survey. Some organisations, 

particularly the larger ones had more than one respondent complete the survey. This is an expected 

result as large organisations tend to have several different programs that may come in contact with 

the issue of DV and may respond to it differently, and it is important to have representation from as 

broad a service perspective as possible. The coming sections will summarise and discuss the responses 

to the individual questions in the survey. 

1. Defining domestic violence 

The fact that there is no one definitive definition of DV is clearly represented in the stakeholder survey 

results. One in five organisations (7/33) that responded to the survey did not have a formal definition 

of DV, or the person completing the survey was not aware of the definition. Of the remaining 

responses, definitions ranged from simple statements listing the types of abuse included in their 

definition (54% or 18/33 responses) to comprehensive statements that mentioned the role of power 

and control as well as the effects of DV (24% or 8/33). 

The literature finds that definitions continue to vary in the legal fields as well as among the social 

sciences and health and welfare service providers with differing definitions reflecting differing 

assumptions and differing emphases regarding the broad nature of violence, particularly DV 

(Australian Law Reform Commission & NSW Law Reform Commission, 2010). Inconsistent definitions 

across the sector can result in cases of DV not being reported, detected or addressed, providing an 

incorrect picture of the extent of the issue in the community and ultimately resulting in inadequate 

funding allocated to address the problem. Furthermore, there is a lot we still do not know and are not 

able to understand because of inconsistent definition of the problem and differences in the way 

services collect and report data. For example, most services do not currently include information on 

victims with disabilities so the extent of abuse relating to this vulnerable group is not quantifiable. 

Similarly, with growing culturally and linguistically diverse populations in our community, recording of 

ethnic background is also relevant information that is not being collected. 

2. Contact with domestic violence 

As expected, organisations come in contact with DV issues in a number of ways. A small proportion 

(15% or 5/33) routinely screen and assess for the issue during intake, while half (51% or 17/33) accept 

referrals (self or via other services). 

It is understandable that organisations that address DV as part of their core business eg. NSW Police, 

Sister’s Housing Enterprises, tend to assess for DV as part of their intake procedures. However 

considering how commonly DV occurs, all human service organisations should screen on intake to 

create a no wrong door system. 
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The fact that all services that responded promoted self-referral alongside soft and formal referral 

pathways is a positive result as the practice increases client accessibility and decreases obstacles to 

seeking help.  

3. Responding to domestic violence  

The majority of organisations (63% or 19/30) are able to respond in house when clients raise issues of 

DV through the offer of practical support (food, housing), counselling and education or referral to 

other agencies that can provide other types of support (crisis payments). They also have documented 

processes and protocols in place to deal with the issue. A further quarter of the respondents (23% or 

7/30) stated that they refer to other specialised services when clients disclose DV, and/or report it to 

relevant organisations in particular if children are involved. The remaining respondents (13% or 4/30) 

were not aware of how their organisation deals with clients that disclose DV. 

Of the organisations that are not DV specific, 85% (22/26) believed that they have the capacity to 

respond effectively when DV issues are identified because they have to deal with clients with DV issues 

frequently, because they received regular training on the matter and attend interagency and 

community meeting which enables them to have a good understanding of the issues and the sector. 

A small proportion of respondents (15% or 4/26) did not believe they had the capacity to respond to 

disclosures or DV because it is not their core business, or their staff lack of training and resources.  

4. Direct domestic violence service provision 

Just over half the respondents (53% or 16/30) said their organisation had a program or service that 

directly addresses DV. These services consisted of specialised DV services such as crisis response, 

counselling and/or accommodation for victims of violence, to less direct services such as education 

programs, awareness raising activities and provision of crisis payments. A number of respondents 

stated that they used to have specific programs for DV however the recent reforms in the sector have 

resulted in funding being withdrawn from some of these programs. The self-rated effectiveness of in 

house programs addressing DV is presented in Figure 1.  

 
Figure 1: Self-assessed effectiveness of in-house programs 

A third (33% or 10/30) assessed their agency’s programs are neither effective nor ineffective, with 

17% (or 5/30) assessing them a little bit or somewhat effective. A small proportion (13% or 4/10) 
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assessed their in-house programs as very effective and a similar proportion assessed them as 

completely ineffective.  

The evidence used by the respondents to reach the above conclusion was based on regular client 

feedback (43% or 9/21) and evaluation of programs, and provision of regular staff training (29% or 

6/21). Four respondents (13%) stated that their organisation did not collect this kind of information 

on the programs they deliver or the respondent was not aware of evaluative information if it was 

collected. 

5. Referrals to specialist domestic violence services 

The majority of respondents (79% or 23/29) refer clients to other services to address the specific DV 

needs eg. internal services if available and external to Police, Sisters Housing Enterprises, DV Court 

Advocacy Service, Wagga Women’s Health Centre. One fifth of the responding organisations did not 

make referrals. Referrals were made based on assessment of type of need of the client eg. clients with 

counselling needs referred to Wagga Women’s Health Centre or Relationships Australia.  

6. Knowledge of and relationships with local specialist domestic violence services 

An overwhelming majority (82% or 23/28) of respondents had sufficient information and knowledge 

about local specialist DV services to enable them to refer clients appropriately. The same number also 

work together with these organisations when it comes to addressing DV issues.  A small proportion of 

the respondents (18% or 5/28) did not have relationships with DV specific service providers because 

of time restraints, lack of appropriate services in Wagga Wagga and some organisations’ unwillingness 

to work with clients with alcohol and drug issues. 

7. Needs for effective domestic violence response 

Respondents identified the need for increased dissemination of information and training with respect 

to DV issues and local services (42% or 11/26) as the biggest requirement to enable them to respond 

more effectively to DV. Figure 2 below, provides a graphical representation of the results. 

 
Figure 2: Needs for improving responses to DV 

This result reflects the reality of the ongoing sector restructuring and the associated funding cuts, 

which is difficult to address locally. However the fact that more information and training on DV issues 

and services was the largest need can in fact be addressed at a local level through for example the 



 
12 

production and dissemination of an online searchable service directory, and the delivery of ongoing 

training modules (either online or face to face via in-reach) as part of stakeholder awareness and 

education efforts. 

8. Estimation of domestic violence incidence among client base 

Although the majority of respondent (65% or 17/26) organisations collect data in relation to DV, the 

type of and the way data is collected varies across organisations with some collecting detailed 

information in a searchable format, while others collect de-identified data only, or notes in case files. 

Some organisations that used to collect such information have stopped doing so since the sector 

restructuring. Access to most of this information is either strictly controlled through specialist 

departments, or difficult to extract easily. 

Estimates of the proportion of the each organisation’s client base that meet the criteria for being 

victims of DV varied from 100% to a low of 2-5% depending on the organisation and the programs 

within organisations. Of interest is that 46% (12/26) of respondents reported that more than half of 

their client base also have DV issues, with 70% being the median value. These high figures are 

understandable to some extent as human services organisations, whether government or non-

government, tend to work with the most vulnerable and needy people in our community who often 

have multiple co-existing issues. 

Furthermore, 60% of respondents (16/27) believe that the proportion of clients with DV issues has 

increased in the past few years. Respondents believe this is due to increased community education 

and awareness raising at the national and state level (TV advertisements) and ongoing local 

community campaigns, changes in service focus leading to increase in identification and disclosure of 

DV as well as improvements in organisational processes. A third (33% or 9/27) believe that the 

proportion of their clients experiencing DV has remained the same or they are unable to determine if 

there has been a change. These findings echo the literature in that increased disclosure of DV by 

survivors is a reflection of increased community awareness and education as well as improved legal 

processes rather than an increase in DV incidences per se. 

Estimates of the proportion of Culturally and Linguistically Diverse (CALD) and Aboriginal and Torres 

Strait Islander (ATSI) clients varied, with the majority of respondents unable to provide a figure. Of 

those that did provide estimates, these varied from 2% to 30% for CALD and 5% to 60% for ATSI with 

most estimated closer to the higher end. These figures are quite high in comparison to the proportion 

of both groups in the general Wagga Wagga community 12.2% CALD and 4.6% for ATSI (ABS Census 

2011). 

Even more difficult to obtain was data on clients with disabilities that also have DV issues. Most 

organisations do not collect disability related information on their clients, however estimates varied 

from 2% to 30%, while the ABS 2011 census reports a disability prevalence rate of 18.2% in the general 

Wagga Wagga population. 

9. Gaps in local response to domestic violence 

The biggest perceived gap in the local response to DV identified by stakeholders was the availability 

of a 24 hour crisis response, in particular emergency accommodation. This is in contrast to data and 

feedback from Sisters Housing Enterprises who manage the former women’s refuge, that demand for 
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after-hours accommodation is low. This feedback is based on after-hours calls and requests for 

emergency accommodation for women in DV situations or from services on behalf of such women.  

A number of variations on the 24 hour crisis response service were identified including one stop shop 

type of service, and access to ongoing legal and counselling services not just for the woman but 

children as well. Lack of specialist services on the ground in the smaller outlying towns, and services 

that engage with clients with co-morbidity issues (mental health and alcohol and other drugs) were 

also identified gaps. On the other side, several respondents identified a lack of services for male 

victims of DV as well as community based perpetrator programs and early intervention programs. 

Such one stop shops with police, health, counselling and legal services all operating under one roof 

have been set up in some of the capital cities, and these are well utilised and very effective, however 

they may not be economically feasible in a small rural community like Wagga Wagga. Instead, a more 

appropriate response would be the implementation of a community wide no wrong door policy where 

services use a consistent approach to DV across the board, with common intake and warm referrals. 

10. Challenges to addressing domestic violence 

Not surprisingly, the biggest service related challenges to addressing DV in Wagga Wagga were found 

to be a lack of adequate funding, staff numbers and ongoing training. Additional issues identified were 

funds to allow women ongoing access to specialist counsellors and to cover or contribute to relocation 

costs for the survivor. Many organisations have access to brokerage funding that would allow for some 

of these costs to be covered eg. relocation costs or travel costs, so it may be a matter of ongoing 

information sharing to address these gaps.  

From a community perspective, the biggest challenge identified was the conservative attitudes in 

Wagga Wagga which continue to condone DV despite public rhetoric. There is the view that despite 

the recent efforts of people like Rosie Batty and national campaigns, community attitudes to DV have 

not progressed and continue to stigmatise survivors. Police and court systems are found to be 

unsupportive and unsafe to survivors, leading to re-traumatisation.  Despite the recent education and 

awareness campaigns, the only long term solution to changing community attitudes is further and 

ongoing education at all levels of community from schools to workplaces to community groups. 

Implementation of workplace policies that support employees that experience DV issues, or provision 

of funding to community groups being made dependent on achievement of gender quotas on 

governing bodies are examples of different ways of educating and changing attitudes in relation to 

women and DV.  
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Readiness to address domestic violence 
Community readiness is the degree to which Wagga Wagga is willing and prepared to take action on 

the issue of DV. A total of 28 key informants were invited to participate, and 14 actually participated 

resulting in a response rate of 50%. The overall score for Wagga Wagga on the Readiness for Change 

Model was 2.6, between the Denial/Resistance and Vague Awareness, and this is pictured in Figure 3 

below. 

 
Figure 3: Readiness of the community 

Community readiness is composed of five dimensions or aspects that can help guide Wagga Wagga in 

moving our readiness levels forward.  These dimensions are: 

1. Community Knowledge of Efforts – How much does the community know about the current 

programs and activities? 

2. Leadership – What is leadership’s attitude toward addressing the issue? 

3. Community Climate – What is the community’s attitude toward addressing the issue? 

4. Community Knowledge of the Issue – How much does the community know about the issue? 

5. Resources – What are the resources that are being used or could be used to address the issue? 

Table 1 below summarises the average scores for each of the five dimensions, which are all very similar 

and indicate a relatively low level of readiness on all dimensions.  Scores below 2.5 were rounded 

down and those above 2.5 were rounded up.  

Wagga Wagga’s readiness 
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Dimension Readiness level 

(Andreia) 

Readiness level 

(Lauren) 

Readiness level 

(Total) 

Readiness Stage 

Knowledge of efforts 2.20 2.70 2.45 Denial/resistance 

Leadership 2.30 3.00 2.65 Vague awareness 

Community Climate 2.90 2.50 2.70 Vague awareness 

Knowledge of Issue 2.75 2.20 2.48 Denial/resistance 

Resources 2.70 2.50 2.60 Vague awareness 

Table 1: Individual dimension readiness levels and stages 

The model describes Stage 2 – Denial/Resistance as follows: 

 Leadership and community members believe that this issue is not a concern in their 

community or they think it can’t or shouldn’t be addressed. 

 Community members have misconceptions or incorrect knowledge about current efforts. 

 Only a few community members have knowledge about the issue, and there may be many 

misconceptions among community members about the issue. 

 Community members and/or leaders do not support using available resources to address 

this issue. 

“We can’t (or shouldn’t) do anything about it.” 

 

The model describes Stage 3 – Vague Awareness as follows: 

 A few community members have at least heard about local efforts, but know little about 

them. 

 Leadership and community members believe that the issue may be a concern in the 

community. They show no immediate motivation to act. 

 Community members have only vague knowledge about the issue (eg. they have some 

awareness that the issue can be a problem and why it may occur). 

 There are limited resources identified that could be used for further efforts to address the 

issue. 

“Something should probably be done, but what? Maybe someone else will work on this.” 

 

The above summary is reflected in the responses of the stakeholders, which are detailed below: 
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1. The majority of the Wagga Wagga community believe that DV is not an issue of concern, and 

it only ‘occurs to others’.  The conservative nature of the community was used to explain the 

ongoing tolerance and acceptance of DV.  

‘[The community believes that it] Doesn’t happen in Wagga’ 

‘It’s only an issue if and when they are personally impacted’ 

‘Because Wagga is a conservative town, other issues take priority’ 

‘Strong gender politics in the community, minimise and reframe DV events as something 

else eg. mental issues’ 

‘Traditional values promote acceptance and toleration of [DV] behaviour, old fashioned 

thinking about public versus private info’  

‘There is the belief that it only happens in certain parts of the community eg. lower socio-

economic class or Aboriginal communities’ 

‘It’s the drugs and alcohol that cause it’ 

2. There are great misconceptions about what exactly DV is, with ongoing physical violence being 

the only type of abuse usually associated with the issue. There is also little accurate knowledge 

of the magnitude and extent of the problem in our community. 

‘They don’t see the other types of violence [psychological, emotional, financial, sexual] as 

domestic violence’ 

‘It’s seen as a private issue, not a criminal issue’ 

‘Not a big issue in our community’ 

 ‘It’s excused with ‘she provoked him’ or ‘it’s her fault because she won’t leave him’ 

‘It will get better one day’ 

‘It’s just the way we love [Koori love], proud to sport a black eye’ 

3. There is little knowledge in the community about the causes and effects of DV particularly the 

long term mental effects, effects on children and ongoing costs to the local and national 

economy. 

‘No understanding of inequality, objectification of women or how masculinity is abused’ 

‘Women don’t understand how DV works until the Power and Control wheel is explained to 

them’  

‘Seen as independent events rather than the continuum of power and control it actually is’ 

‘If the kids are not hit, they will be OK’ 

‘Not a concern for business leaders, they don’t see the link’ 
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4. Although there are several services in town that respond to DV, community knowledge about 

their work, programs or how to access them is limited mainly to those that work in the 

industry, or to existing clients. The exception to this is NSW Police. It is also not seen as an 

attractive effort to be involved in. 

‘There isn’t sufficient marketing of the services [acknowledging that most have no time for 

marketing purposes]’ 

‘People don’t want to know, deny it exists, until they need the information or services’ 

‘There is social stigma attached to it, it’s not sexy or cute so people don’t want to be 

involved’ 

‘Misconceptions on what services are provided also occur within the sector due to constant 

sector changes and restructuring’ 

‘People choose not to know or refuse to know anything attached to it’ 

5. Resources to address DV are restricted to state and federal funding, and these are constantly 

dwindling. The leadership of Wagga Wagga do not see DV as a priority issue. 

 ‘Mostly state government funding, and some small local donations’ 

‘Leadership concern should be high but… money spent on other things’ 

‘Don’t see leaders coming out on DV, unless it’s for some one-off event like White Ribbon’ 

‘We don’t see a lot of concern coming from council [WWCC] or the business community’ 

‘Happy to sweep it under the carpet’ 

‘Media priorities –they wouldn’t report 12 cases of DV but will report 12 stolen cars’ 

‘Some strong leadership in defence’   

6. Current efforts are well respected however there are issues which impact on their efficiency 

and capacity, such as inadequate funding, overwhelming demand, and lack of genuine 

collaboration. Furthermore stakeholders identified a lack of preventative and early 

intervention programs and programs that work with perpetrators, refugee groups and 

Aboriginal community.  

 ‘Services have genuineness to engage respectfully and focus on safety’ 

‘The passion and expertise of the people working in these organisations’ 

‘[Services are seen to be ] Accepting and non-judgemental and accessible’ 

‘Lack of long term, adequate funding to cope with demand’ 

‘[Funding] is a drop in the ocean compared to what is actually needed’ 

 ‘Working in silos, territorialism, lack of collaboration so services are seamless’ 
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‘Services not promoting themselves enough’ 

‘Nothing for perpetrators or early intervention/prevention’ 

‘Aboriginal families do not utilise services as well [as general population]’  

7. Policy, practice and legislation wise, respondents identified a number of issues. A small 

proportion stated that the Aboriginal community, recent migrants and the lower socio-

economic areas of Wagga Wagga may be subjected to informal practices by emergency 

services.  

‘Socio-economic status has an impact on response time’ 

‘AVOs and breaches not enforced or taken seriously by some officers’ 

‘In lower socio-economic areas, policies, practices and laws are applied less or given lower 

priority’ 

‘Policies that address DV need to integrate culture into their strategies’ 

‘The Staying home, leaving violence – getting the perpetrator out of the home was a good 

policy and needs to be revisited’ 

The interviews were then analysed again and a SWOT analysis was carried out to identify Strengths 

and Weaknesses of the sector as well as Opportunities and Threats related to the community of Wagga 

Wagga. The top 5 results for each item are listed below. 

Strengths/Assets within the sector: 

 High level of experience 

 Longevity of most organisations working in the sector 

 Willingness to engage and work on the issue 

 Commitment to address DV despite funding cuts 

 Rural city so networks are good 

Weaknesses within the sector 

 Lack of genuine collaboration/working in silos due to competition over the same funding 

bucket (market economy) 

 Different organisations have different priorities 

 Focus on crisis response not prevention and early intervention (best practice) 

 Services at capacity/high demand 

 Lack of qualified staff 

Opportunities outside the sector 

 Local media (could be used for education and awareness raising) 

 Rural city therefore have stronger networks, familiarity 

 Momentum from Rosie Batty/federal campaigns 
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 Government focus on prevention and early interventions 

Threats outside the sector 

 Conservative community attitudes (religion/gender roles/patriarchy)  

 Male dominated leadership 

 Lack of knowledge of the issue 

 Media (prioritise other issues) 

 Not a priority for leadership 

Future directions 
During the future strategic planning meeting the results from the above SWOT analysis will be used to 

develop future interventions to increase the readiness of the Wagga Wagga community to address 

DV. In working to raise readiness levels, awareness, knowledge, attitudes, and norms need to be 

changed. In doing this, special attention needs to be paid to the following: 

• targeting the right audience 

• the type of message 

• connections and relationships 

• communicating the message 

 

However, some generic recommendations can be made based on the above results and include to: 

 Establish or empower a local group eg. DVLC, to become the coordinator of a sector wide 

coordinated campaign on DV. Activities can be distributed among the various members as 

appropriate. 

 Increase knowledge and awareness of the extent of the problem in Wagga Wagga among the 

community and leadership through a combined sector effort.  Communicate strategically with 

influencers, local media and opinion leaders. Use locally specific data and emotional or moral 

appeals which are likely to be much more effective in gaining the attention of the audience 

instead of rational appeals. Include personal stories from affected individuals, which can be 

very powerful and these can still be supplemented with facts and figures. 

 Target the community at various levels and in small segments to start with eg. youths, African 

community, business people, older people through appropriate avenues eg. present 

information at local community events, business breakfasts and other unrelated community 

groups, put information in church bulletins, club newsletters, farming newspapers, Facebook, 

etc. 

 To overcome service delivery silos, engage the board members of not for profit organisations 

in a collaborative discussion on locally designed sector wide governance strategies to enable 

the streamlining of services and implementation of a no wrong door policy that does not 

require duplication of client assessments. 
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Organisational data 
Although data was requested from all the stakeholders interviewed, the majority were not able to 

provide the data because of confidentiality issues, the format DV specific data is collected does not 

allow for quick extraction, or time and capacity issues prevented access.  

1. BOCSAR and NSW Police (Wagga Wagga) 

Data for the past five years was downloaded from the BOCSAR website and tabulated in Table 2, 

below. This data only reflects incidences that were recorded as criminal offences for the Wagga Wagga 

Local Area Command.  

Wagga Wagga 2011/12 2012/13 2013/14 2014/15 2015/16 

Female victims 203 251 222 226 259 

Male victims 61 93 96 70 82 

Total 265 344 318 296 342 

Alcohol  89 102 114 69 90 

Female offenders 47 44 36 38 34 

Male offenders 218 300 282 258 308 

Table 2: Number of DV incidences in Wagga Wagga 

The 5 year trend indicates that recorded incidences of DV in Wagga Wagga have increased by 22% 

with the numbers of both male and female victims increasing, however the number of female 

offenders has decreased while the number of male offenders has increased by 29%. This suggests that 

there may be a gap in service provision for male victims of DV as there are no male specific services in 

town at the moment. This also supports the theory that DV is gendered with the majority of the 

offenders being male and the majority of victims being female.  However it needs to be acknowledged 

that 1 in 5 victims in Wagga was male, although from the data it is not possible to tell if the male 

victims referred to male children or adults. The role of alcohol in a DV incidence has remained stable, 

indicating that the additional incidences were not alcohol related. 

By comparison, in Wagga Wagga, the DV rate per 100,000 people was higher than the NSW average 

for all categories except for male victims. These results are shown in Table 3 below. Wagga Wagga’s 

rate of DV is 29.4% higher than the NSW average for 2015/16 and shows an increasing trend (40% in 

5 years), whereas the NSW average has stayed stable. The rate of female offending in Wagga Wagga 

has decreased over the past 5 years, whereas the NSW average has increased, so this is a positive 

outcome for our community. 
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   2011/12 2012/13 2013/14 2014/15 2015/16 

Female victims NSW 562.1 577.6 579.1 577.8 582.7 

  WW 708.2 873.7 766.2 773.8 886.8 

Male victims NSW 250.8 264.7 271.3 264.1 258.1 

  WW 222.2 338.1 346.2 250.3 293.2 

Total victims NSW 407.7 422.7 426.6 422.5 422 

  WW 472.3 611.7 560.8 517.7 598.2 

Alcohol involved NSW 140.6 141 134.1 125.8 120.2 

  WW 158.6 181.4 201 120.7 157.4 

Female offenders NSW 89.7 92 99.9 102.9 109.1 

  WW 190.4 177.1 143.5 150.4 134.5 

Male offenders NSW 318 330.7 326.7 319.6 312.9 

 WW 281.9 434.6 367.3 367.3 463.7 

Table 3: Domestic violence rate per 100,000 people in NSW and Wagga Wagga 

The following three figures pictorially represent the DV hotspots in Wagga Wagga for the past three 

years. Figures are based on BOCSAR data by suburb of the victim. 
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Central Wagga Wagga, Ashmont, Mount Austin, Kooringal and Tolland are the areas with the highest 

rates of reported DV, although there seems to have been a significant decrease in the Mount Austin 

area in the 2015/16 year.  
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2. Department of Justice, NSW  

This data refers only to the previous financial year of 2015/16 and describes the referrals received by 

Department of Justice, NSW. Table 4 contains the total referrals for family violence, by victim gender 

and by relationship to perpetrator. For non-intimate relationships, the victim was a sibling, parent, 

step parent or other family member. 

Relationship Gender of victim Numbers Proportion (% ) 
Proportion of total cases 
(intimate +non intimate) (%) 

Intimate Female 779 84.1 51.4 

 Male 147 15.9 9.7 

Total  926 100 61.0 

Non intimate Female 417 70.6 27.5 

 Male 174 29.4 11.5 

Total  591 100 39.0 

Total cases     1517 

Table 4: Family violence referrals from Wagga Wagga to the Department of Justice, NSW, 2015/16 

This data provides an interesting picture of the cases of DV in Wagga Wagga in the past year. The 

majority (61%) involved intimate partner violence and just over half of all incidences (51.4%) were 

against women. Another quarter of the incidences were against women where the perpetrator was 

not a partner, so 77.9% of victims of family and DV were female. When looking at only violence 

perpetrated by a partner, 84.1% of the victims were female. 

The next few figures refer only to violence perpetrated by an intimate partner. Table 5 provides a 

breakdown of the victims by Aboriginality, with 12.6% of the females and 7.5% of the males identifying 

as Aboriginal or Torres Strait islander. These figures are significantly higher than the proportion of 

Aboriginal and Torres Strait Islander population in Wagga Wagga, supporting the literature findings 

that being Aboriginal increases the risk of experiencing DV. 

 Female % Male % 

ATSI 98 12.6 11 7.5 

Non ATSI 328 42.1 78 53.1 

Unknown 353 45.3 58 39.5 

Total 779 100 147 100 

Table 5: Gender and Aboriginality of victims, 2015/16 
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Figure 4, shows the age distribution of the victims of DV. Similar to the literature, women in the 18-50 

age group are the most likely to be victims of DV. The chart also shows the significantly higher 

proportion of female victims across all age groups including into old age (60+ years). 

 
Figure 4. Domestic violence victimology by gender and age groups, 2015/16 

 

Table 6 summarises the types of assaults experienced by the victims of intimate DV in Wagga Wagga 

for the year 2015/16 by gender. Verbal abuse was the most common type for both men and women. 

Women were more likely to experience physical violence and AVO breaches when compared to male 

victims, while males were more likely to experience verbal abuse and property damage compared to 

women. No males experienced sexual violence, while 5 women did.  

The results support findings from other studies that show DV against women is more repetitious, 

severe and longer lasting than DV against men (Tjaden & Thoennes, 2000; Hester, 2013). So not only 

are more women being abused than men but the abuse they experience is more severe and 

prolonged. 

Johnson (2006) describes the archetypal DV incidence where one partner is the primary aggressor, the 

abuse tends to escalate and results in serious injury as ‘intimate terrorism’. This kind of violence is 

perpetrated almost exclusively my men, while women use violent retaliation to defend themselves. 

The data obtained from BOCSAR suggests that most of the incidences reported in Wagga Wagga would 

fit into the ‘intimate terrorism’ category.   
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 Type of assault Numbers Proportion (%) Proportion of 
final total 

Female     

 Verbal 392 56.6  

 Physical 194 28.0  

 Sexual 5 0.7  

 Property damage 32 4.6  

 AVO breach 70 10.1  

Total  693  84.4 

Male     

 Verbal 89 69.5  

 Physical 27 21.1  

 Sexual 0 0.0  

 Property damage 10 7.8  

 AVO breach 2 1.6  

Total  128  15.6 

Final total  821  100 

Table 6: Type of assault by gender, Wagga Wagga, 2015/16 

3. Wagga Women’s Health Centre 

The following table summarises the total number of clients with DV issues that received services 

from this organisations in the past 5 years. 

 2011/12 2012/13 2013/14 2014/15 2015/16 

Total clients 465 377 571 833 1191 

Clients with DV 311 214 326 469 1036 

Proportion (%) 67 57 57 56 86 

Table 7: Counselling for DV at Wagga Women’s Health Centre, 2011-16 

Client numbers have risen steadily over the past 5 years but the proportion of clients receiving 

counselling for DV issues showed a big increase over the past year. The large increase in client 

numbers over the past two years is attributed to a number of reasons including: 
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 The Victorian Royal Commission into Family Violence created awareness of the issue and 
available services. 

 Increased publicity and word of mouth about the WWHC counselling services 

 Counsellor with specialisation in trauma informed counselling 

 Move of the centre to more appropriate premises that offer increased privacy and safety. 
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Conclusion  

The main conclusions of this report are as follows: 

 There are a broad range of services in Wagga Wagga that address DV directly and indirectly, 

however they face a number of challenges: 

o No uniform definition of what is DV, which may impact on the ‘no wrong door’ 

approach if clients are turned away because of inconsistent criteria 

o Most services are already operating at capacity, so any increase in client numbers 

will create waiting lists or put a strain on existing services 

o Addressing DV issues makes up a large proportion of client needs even for generic 

human services organisations  

o There is a constant need for ongoing training of staff on DV issues as well as 

dissemination of information about local DV services 

o High staff turnover and funding limitations are the biggest issues faced by 

organisations. 

 Wagga Wagga’s readiness to address DV is very low, currently somewhere between denial 

and vague awareness of the problem: 

o Leadership is unaware or unconcerned of the extent and impact of DV in the 

community. 

o There are many misconceptions in the community about what DV is, where it 

occurs, who it affects and what services are available. 

o Services tend to work in silos, and are probably not culturally appropriate to some 

sectors of the community. 

o Conservative community attitudes, overwhelmingly male leadership and a focus on 

crisis response rather than prevention and early intervention are the biggest 

obstacles.  

o A united approach to address DV at the community level is required to tackle the 

issue. 

 Organisational data from a number of local service providers paint a similar picture: 

o Increasing numbers of DV incidences being reported across the organisations. 

o The characteristics of DV in Wagga Wagga show that it is gendered, so the majority 

of victims are women, and the majority of perpetrators are male.  
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o There is a small proportion of male victims of DV who do not have any locally based 

male specific DV services to use. 

o DV rates seem to be higher among Aboriginal and Torres Strait Islander people in 

accordance with other literature findings. 

This phase of the study found that there are many strengths and opportunities for the community to 

build on when addressing DV, but it is necessary that there is support for this from all levels of the 

community from business and community leaders to individual members, and that any approach 

needs to be united and coordinated across the community and the sector. 
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Appendix 1 – Stakeholder survey questions 

 

STAKEHOLDER SURVEY QUESTIONS 

Survey introductory text:  The ‘Domestic Violence: Our Issue, Our Response’ project aims to raise 

the awareness of domestic violence in Wagga Wagga and bring together a whole of community 

response to the issue.  Thank you for participating in the first step, building the evidence.  This survey 

focuses on how your organisation identifies and responds to domestic violence including your 

programs and services, referral pathways, partnerships and your insights on domestic violence in 

Wagga Wagga. 

The findings from this survey and other research will be used to produce a locally-focussed report 

designed to address domestic violence and improve service coordination and delivery in Wagga 

Wagga. The findings may also be presented at relevant conferences and published in various forms.  

All the responses that you provide will remain confidential and the anonymity of all participants will be 

safeguarded at all times.  No individual will be identified as the source of any comments or opinions in 

any report, presentation, or publication of these research results. 

Your participation in this research is voluntary. You are also free to withdraw your participation at any 

time without prejudice in any way. If you do choose to withdraw from participation in this research all 

record of your involvement will be destroyed.  

1. Name of organisation [free text] 

2. How does your organisation define domestic violence? [free text] 

3. How do cases of domestic violence come to the attention of your organisation? [free text] 

4. How does your organisation respond to domestic violence when they are reported to you or when 

you become aware of domestic violence occurring? [free text] 

5. Does your organisation have a program or service that directly addresses domestic violence? 

[Yes/No]  (For example, services that assist victims, perpetrators or programs that raise 

awareness)  

If yes, please provide an overview [If No, go to question 7]. 

6. How effective are your programs/services, on a scale of 1-7 (1 = not effective)?  What evidence 

do you have to support this assessment? [free text] 

7. When you identify domestic violence occurring, do you make referrals to other services? 

[Yes/No/Sometimes]  If yes/sometimes, please specify.  [If No, go to question 9] 

8. Do you have sufficient information about who to refer to in which cases to make the most 

appropriate referral quickly? [Yes/No] 

9. Do you work with other organisations in relation to Domestic Violence? [Yes/No] 

If no, what are the barriers? 

10. If your organisation does not address domestic violence directly, do you believe it has the 

capacity to respond effectively when domestic violence is identified? [Yes/No] 

Why/why not? What is your evidence for this? 
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11. What would your organisation need to respond more effectively to domestic violence? [multiple 

choice – increased staff, increased funding, increased information/training, other (please specify)]  

12. Does your organisation collect any data in relation to domestic violence? [Yes/No] 

If yes, please specify the type of data collected. 

13. Estimate the percentage of your client base experiencing domestic violence in Wagga Wagga? 

[free text] 

14. In the past few years, has the percentage experiencing domestic violence increased, decreased 

or remained the same?  [Increased/Decreased/Remained the same] Why do you think this is? 

[free text] 

15. In your experience, what percentage of clients experiencing domestic violence are from CALD 

communities? [free text] 

16. In your experience, what percentage of clients experiencing domestic violence are from Aboriginal 

communities? [free text] 

17. In your experience, what percentage of clients experiencing domestic violence are disabled 

persons? [free text] 

18. What do you consider to be the gaps in Wagga Wagga’s response to domestic violence? [free 

text] 

19. In relation to services for domestic violence victims, are there significant gaps?  [Yes/No] If yes, 

please describe. 

20. In your opinion, how can these gaps be filled? [free text] 

21. In your opinion, what are the major challenges to addressing domestic violence in Wagga 

Wagga? [free text] 

22. What suggestions do you have about how these challenges can be overcome? [free text] 

23. What suggestions do you have about necessary policy or legislative changes to enhance the 

quality of responses to domestic violence in Wagga Wagga? [free text] 

24. Do you have any other comments about the issue of domestic violence? [free text] 
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Appendix 2 – Project information sheet 

Information Sheet 

Chief Investigator: 

Dr Andreia Schineanu,  

Charles Sturt University,  

Email: aschineanu@csu.edu.au 

Mob: XXXXXXXXXX 

 

Chief Investigator: 

Lauren Darley-Bentley,  

Wagga Women’s Health Centre,  

Email: 

projectworker@waggawomen.org.au 

Mob: XXXXXXXXXX 

 

The Wagga Women’s Health Centre, supported by Rotary of Wollundry and Army Recruit & 

Training Centre (Kapooka), are undertaking a project called ‘Domestic Violence: Our Issue, Our 

Response’.  This project aims to raise the awareness of domestic violence in Wagga Wagga 

and bring together a whole of community response to the issue.   

The initial phase of the project includes investigating the prevalence and nature of domestic 

violence in Wagga Wagga, and mapping the city’s current responses to domestic violence.  

More specifically, Dr Schineanu and Ms Darley-Bentley will undertake a literature review, 

qualitative analysis of interviews with practitioners from relevant agencies, and a triangulated 

analysis of relevant quantified, de-identified agency data held across organisations. Through 

this scoping exercise, it will be possible to estimate the extent and characteristics of domestic 

violence in Wagga Wagga, to comment on the effectiveness of our current efforts to address 

this issue and to progress towards developing targeted, evidence-based awareness-raising 

strategies and service delivery improvements. 

As part of this research, stakeholders will be invited to:  

 participate in an online survey focused on how your organisation identifies and responds 

to domestic violence, any programs and services, referral pathways and partnerships; 

 participate in an interview with the researcher outlining your views on issues and 

challenges facing your agency with respect to domestic violence and the readiness of the 

Wagga Wagga community to address the issue.  Practitioners from other key agencies that 

respond to domestic violence will be undertaking the same interview process. Interviews 

are expected to take between 1-2 hours. 

 provide relevant data held by your organisation.  This data will be de-identifiable, that 

is, it will not contain names or other identifiable information.  It will therefore not compromise 

your organisation’s commitment to client confidentiality.  Examples of the type of data 

requested from your organisation may include the number of clients experiencing domestic 

violence; their gender, ethnicity, disability, and dependents.  As the data collected by each 

organisation varies, other data may also be collected if deemed relevant.  Our researcher 

will work with your organisation to identify and extract this data in the most resource efficient 

way, adhering to strict confidentiality. 

The research findings will produce a locally-focussed report designed to address domestic 

violence and improve service coordination and delivery in Wagga Wagga, at the completion of 

the project.  The findings may also be presented at relevant conferences and published in 

various forms.  

mailto:aschineanu@csu.edu.au
mailto:projectworker@waggawomen.org.au
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All the responses that you provide will remain confidential and will only be used for the purposes 

of establishing the key issues, challenges and possible future directions for responding to 

domestic violence in our city. With your consent the researcher will make written notes of the 

interview. Following the interview the written comments will be stored in a locked filing cabinet 

and electronic transcripts will be stored on password protected computers. Only members of the 

research team will have access to the notes and files. The anonymity of all participants will be 

safeguarded at all times throughout this research and no individual will be identified as the 

source of any comments or opinions in any report, presentation, or publication of these research 

results. 

Your participation in this research is voluntary. You do not need to answer any question during 

the interview unless you wish to do so. You are also free to withdraw your participation from the 

interview at any time without prejudice in any way. If you do choose to withdraw from 

participation in this research all record of your involvement will be destroyed. In the unlikely 

event participants experience stress/discomfort from participating in this study, counselling will 

be made available through the use of counsellor from the Wagga Women’s Health Centre. 

Questions: If you have any further questions about the research please contact Dr Andreia 

Schineanu on aschineanu@csu.edu.au or mobile 0404523926.  

Thank you, 

Andreia and Lauren 

 
NOTE: The School of Humanities and Social Sciences Research Ethics Committee has approved this 

project. If you have any complaints or reservations about the ethical conduct of this project, you may 

contact the Committee through:  

 

The Chair,  

Research Ethics Committee,  

School of Humanities and Social Sciences,  

Locked Bag 588  

Wagga Wagga NSW 2678  

Ph/Fax: (02) 69332249  

Email: humgen@csu.edu.au  

 

Any issues you raise will be treated in confidence and investigated fully and you will be informed of 

the outcome. 
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Appendix 3- Stakeholders invited to participate and those that responded 

Organisation name Participant name 
Date 

survey sent 
Attended 
interview 

Data 
requested 

Data 
provided 

Centrelink Carla Hall 10-Feb YES YES  NO 

Wagga Wagga Local 
Police 

Phil Malligan 10-Feb YES YES  YES 

Betty Egan 10-Feb YES     

LegalAid Lee Robbins 15-Feb NO     

Wagga Women's 
Health Centre Gail Meyer 10-Feb YES YES YES 

Relationships 
Australia Bernadette Carroll 10-Feb YES YES YES 

Centacare Paul Jensen 10-Feb YES YES  NO 

Wagga Wagga 
Family Support -  Leigh Rawell 10-Feb NO     

Sister's Housing Belinda McMahon 10-Feb YES YES  NO 

Anglicare Brad Addison 10-Feb NO     

Riverina Medical 
and Dental 

Jennifer Bell 10-Feb 

YES 

    

Darren Carr 10-Feb     

Calvary Hospital Ruth Morgan 10-Feb NO     

St Vincent's De Paul 
- Edel Quinn Mike Riley 10-Feb NO     

Wagga Wagga City 
Council Lisa Saffrey 10-Feb YES     

Intereach Kellie Clarke 10-Feb NO     

Multicultural 
Council of Wagga 
Wagga Belinda Crain 10-Feb NO     

NSW Service for the 
Treatment and 
Rehabilitation of 
Torture and Trauma 
Survivors Jeanette Ninnis 10-Feb YES     

Wagga Women's 
Health Clinic Jenny Jordan 10-Feb NO      

Partners in 
Recovery - 
Murrumbidgee Anita McCrae 10-Feb NO     

Linden Place Kay 10-Feb NO     
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Acute Unit, Wagga 
Base Hospital 

Paul Templeton 10-Feb 

YES 

YES   

Sharlene Brown 10-Feb     

Calvary Drug & 
Alcohol Unit   10-Feb NO     

Red Cross Kate Tralaggan 10-Feb NO     

Aboriginal Housing 
Joseph (Tim) 
Humphries 10-Feb NO     

Mission Australia Heather Manning 10-Feb NO     

Dept Family & 
Community Services Michael Whiteside 15/02/2016 YES YES  NO 

Disability Advocacy 
Network Swie Madden 15/02/2016 NO     

The Salvation Army Judy Allen 16/02/2016 YES YES  NO 

COMMUNITY 
LEADERS           

Wagga Wagga City 
Council Alan Eldridge   YES     

MPs Michael McCormack   NO     

  Daryl Maguire   NO     

Mayor Rod Kendall     NO     

Murrumbidgee 
Public Health 
Network Nancye Piercy    NO     

Wagga Aboriginal 
Lands Council Lorraine Lyons   NO     

 


