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Evaluation Research Summary
The purpose of this report is to describe the process
and findings from a community engaged research
evaluation of the Guelph Wellington Sexual Assault
and Domestic Violence First Response Protocol. The
Guelph-Wellington Action Committee on Sexual
Assault and Domestic Violence (the Action Committee)
represents 27 organizations from various sectors
across Guelph-Wellington, Ontario. These agencies
offer services to women and children who have
experienced sexual assault and/or domestic violence
(SADV). Similar to Domestic Violence Community
Coordinating Committees (DVCCCs) and Sexual Assault
Response Teams (SARTs), the Action Committee
functions as a vehicle to help facilitate a coordinated
and collaborative response to domestic violence and
sexual assault.
In 2003, the Action Committee developed a First
Response Protocol (the Protocol) with funding from

the Ontario Ministry of the Attorney General. SADV
protocols like this one have been developed and
implemented in communities to clarify and formalize
principles and practices for agencies to follow in
an effort to enhance victim safety and offender
accountability. The latest version of the Protocol was
published in 2010 and outlines steps to a “consistent,
caring and effective first response.”
Community engaged evaluation research was
conducted through a community-university (CU)
partnership between the Action Committee and the
University of Guelph. The purpose of this research
was to assess the implementation of the Protocol by
hearing from women about their experiences with
service providers, to hear from service providers about
using the protocol, and to assess whether the protocol
helped to facilitate coordination and collaboration
among Action Committee agencies.

Data Collection and Analysis
Semi-structured interviews were conducted with
33 women who disclosed SADV to one or more
Action Committee member agencies. The interviews
asked women about their experiences with service
providers and their use of the Protocol. Five focus
groups were conducted with a total of 32 service
providers. Ninety-eight service providers from
various Action Committee agencies completed an
online survey. Service providers were asked about
their experiences using the Protocol (e.g. explaining

confidentiality and ensuring client privacy during
disclosures) and about their work with other service
providers who are part of the Action Committee.
Annual service delivery numbers and reported
occurrences of sexual and domestic violence in
Guelph-Wellington were complied from available
agency statistics. Quantitative data were analyzed
using frequencies and other descriptive statistics.
Qualitative data were analyzed collaboratively and
systematically using thematic analysis.

Findings
Is the First Response Protocol being
implemented as written?

To what extent are the objectives of the First
Response Protocol being achieved?

The majority of service providers (59%) agreed that
their response to a disclosure of SADV fits with the
Protocol. While some Protocol expectations are being
implemented as written across agencies (e.g
explaining confidentiality), others, such as ensuring
client privacy during disclosures, and providing a
differential response to clients, are not implemented
regularly or consistently.

Overall, while some objectives (e.g. explaining
confidentiality, informed consent, asking preliminary
questions about risk) are performed regularly across
agencies, other objectives, such as safety planning, are
only practiced regularly by some agencies. Providing
a caring response is dependent on the individual
worker and is not consistent within or across agencies.
Additionally, agencies frequently provide referrals, but
due to agency mandates or other constraints, follow-up
beyond occasionally checking in at appointments does
not often occur.

EVALUATION RESEARCH SUMMARY
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Do collaboration, co-ordination and planning
between protocol member agencies facilitate
the implementation of the First Response
Protocol?

To what extent do the current protocol
objectives meet the needs and issues facing
women and children who experience sexual
and/or domestic violence?

An essential ingredient for facilitating and
sustaining cross-sector and cross-agency collaboration
and coordination was the existence of individual
positive relationships among service providers.
Referring clients from one agency to another was the
most common kind of collaboration. For example, a
service provider might refer a woman to an agency like
Women in Crisis because they are seen as an ‘expert’
in risk assessment and safety planning. Other types of
interagency collaboration and coordination, such as
case conferences, were infrequent.

Overall, the Protocol is addressing and meeting
some of the needs and issues facing women.
However, women identified gaps in service delivery
(e.g., parenting support, PetSafe program, detox
program, accessibility for rural women), which impact
safety and their ability to manage, cope and rebuild
their lives. Additionally, women identified larger
systems issues such as a lack of knowledge about SADV
services, lack of offender accountability, restrictive
organizational policies as well as economic security
and housing. These issues impact their ability to access
services and their experiences with service providers.

To what extent does the First Response
Protocol meet the needs of service providers
in their work with individuals who have been
impacted by sexual assault and/or domestic
violence?
While the Protocol has been useful for service
providers in some ways, a more accessible format
and additional training would be helpful, particularly
for those agencies whose main focus is not SADV.
Cross-sectoral training was requested as a way to
increase collaboration and help service providers
more effectively support women and hold offenders
accountable. A number of barriers, challenges (e.g.,
conflicting agency mandates, lack of trust) and benefits
(e.g., time saver and efficient use of resources) to
collaboration were identified.

To what extent are service users satisfied
with their experiences of service providers
as mandated by the First Response Protocol?

Based on the evaluation research findings,
the researchers have created “action points”
and “tension points” to highlight the key issues

identified by women and service providers. Action
points are key findings to consider for improving SADV
service delivery. Action points include issues related to
the Protocol as it is currently written (e.g., more clearly
defining objectives and recognizing distinct service
provider roles), and key messages from women about
their experiences with service providers (e.g., the
importance of tangible supports). Tension points reflect
more complex issues both for women and service
providers that require redress beyond Protocol
changes. Tension points include larger systems’ gaps,
differing mandates and philosophies between
agencies, and different understandings of concepts
such as “high risk”.

Women tended to focus on their overall impression
or experience of service providers, rather than their
first disclosure. The how of service delivery was
paramount for women, which often came down to
service provider personality and skill. Women felt
supported when service providers were attentive,
accommodating, compassionate, respectful,
empathetic, non-judgmental, patient, understanding,
and validating. Tangible and material supports, like
providing bus tickets or clothing, were very important.
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Action and Tension Points
Below is a summary of the Action and Tension Points identified by the current research findings.
It is beyond the scope of this research to examine if and how the Action Committee and the larger
community addresses these Action and Tension Points.

Action Points
Considerations for improving SADV
service delivery. These represent key findings
from women about their experiences with
service providers and/or are suggestions
from service providers.

Tension Points
Differences identified by women and service
providers in definitions/interpretation, service
delivery styles, agency mandates, philosophies.
Challenges, or tensions experienced at the
Action Committee level.

• How service providers treat women is crucial
• A woman’s overall service delivery experience
is memorable
• Demonstrate non-judgment and acceptance
• Bridge services through advocacy,
accompaniment & support
• Offer all clients privacy to facilitate a disclosure
• Each service provider explain the limits of
confidentiality to every woman
• Provide basic safety planning to every woman
experiencing violence
• Revise safety planning expectations for historical
occurrences of abuse
• Develop and build a common safety planning tool
• Revise risk assessment expectations & use a
common risk assessment tool(s)
• Increase availability of practical & tangible
resources
• Increase services & resources for specific
populations
• Define & explain “follow-up”
• Increase accessibility of the Protocol
• Provide cross-sectoral training to increase
awareness and understanding of agencies’
mandates, services & resources
• Increase awareness of sexual assault & domestic
violence services
• Facilitate discussions on working collaboratively
• Increase public education about violence

• Balancing the duty to report and service providers’
own values and approach
• Disagreement about definitions of high risk & how
to respond
• Tension between trying to ensure women are
connected with services and support, and
ensuring women are able to freely choose which
service providers to contact
• Increased collaboration among service providers
can have a negative impact on a woman’s choice
and agency
• Different philosophies, mandates, and agendas
• Illusion of entire agency implementing the
Protocol
• Communication
• Trust issues between agencies
• Lack of engagement & resources to facilitate
collaborative work
• Benefits vs. challenges of case conferences
• Selective membership on the High Risk Team
• Lack of personal relationships
• Service providers’ limited knowledge on violence
• Limitations of the justice system related to
charging
• Women’s frustration with the court system
• Child welfare agency placing the onus on the
mother to protect her children and failing to hold
the abuser accountable

INTRODUCTION
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Introduction
The Guelph-Wellington Action Committee
on Sexual Assault and Domestic Violence
The Guelph-Wellington Action Committee on Sexual
Assault and Domestic Violence (the Action Committee)
is one of approximately 48 Domestic Violence
Community Coordinating Committees in Ontario.
Domestic Violence Community Coordinating
Committees (DVCCCs), and Sexual Assault Response
Teams (SARTs) are part of a larger community response
to violence against women known as community
coordinated responses (CCRs).
Historically, the community response to violence
against women has been characterized by inadequate
services and a lack of coordination across systems.i
Since the 1980s, efforts to improve the response
to violence against women have included bringing

relevant stakeholders together (e.g., criminal
justice, social services, health, education, governments,
religious organizations) to respond in a more
coordinated and comprehensive manner. CCRs have
become a one way to attempt to create a
coordinated response and meet the collaboration
requirement commonly attached to state funding.ii
In Guelph-Wellington, the Action Committee
currently represents 27 local organizations from
various sectors that provide services to women and
children who have experienced SADV1 (Figure 1). The
vision of the Action Committee is “a community free

of sexual and domestic violence and human
trafficking.” ii

There are 9 sectors that are represented on the Action Committee:
•
•
•
•
•
•
•
•
•

Child Welfare
Community
Justice
Education
Government (Social Assistance)
Health
Mental Health
Violence Against Women
Faith

Each Action Committee agency sends a person from their agency to be their Action Committee
representative. This person attends monthly meetings and their role is to represent their agency at the

Action Committee table in discussions and decision-making processes, and to bring information from the
Action Committee back to their agency. The Action Committee is chaired by the Executive Director of the
Guelph-Wellington Women in Crisis and staffed by the Action Committee Coordinator.

Sanguen, Parkwood Gardens Church, and Child Witness Centre joined the Action Committee after the start of the research and
did not participate.
1
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COMMUNITY
SECTOR

FAITH SECTOR

Welcome In
Drop-In
Centre

2014

EDUCATION
SECTOR

MENTAL HEALTH
SECTOR
Sanguen
Health Centre

Guelph-Wellington
Action Committee on
Sexual Assault and
Domestic Violence
GOVERNMENT
SECTOR

JUSTICE SECTOR

CHILD WELFARE
SECTOR

VAW
SECTOR

HEALTH SECTOR

Crown Attorney’s
Office for
Wellington
County

Victim/Witness
Assistance
Program

Probation and
Parole Services,
Guelph and
Wellington County

*Parkwood Gardens Church, Sanguen Health Centre and
Child Witness Centre were not Acon Commiee members
at the me of the research and did not parcipate.
Abbeyfield Guelph Fund parcipated in the early stages of the research,
but is no longer an Acon Commiee member agency.

INTRODUCTION
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Demographic Snapshot of Guelph-Wellington iv 2
Guelph-Wellington is made up of the City of Guelph,
two towns, and five townships, and has approximately
200,000 residents.
In Guelph-Wellington, much like the rest of Ontario,
there are approximately equal numbers of males and
females and the population is aging. Approximately 60%
of the population is married or common law. Cultural
diversity is growing in Guelph-Wellington. Immigrants
make up 17% of the population of Guelph-Wellington,
and are most likely to settle in the City of Guelph.
More than half of the population (58%) has
completed post-secondary education. The
unemployment rate in Guelph-Wellington is 4.5%, which
is below the provincial average (6%). Women (3.5%)
are slightly more likely than men (2.5%) to be
unemployed. The number of low-income residents
in Guelph-Wellington (8.5%) is below the provincial
average (14.7%). Similar to the rest of Ontario, women in
Guelph-Wellington are more likely to be the lone parent
in a household (9%) than men (2.5%). Households

with a lone female parent are significantly more
likely to be low income (23%) than households
with a lone male parent (12%).

Social assistance (i.e. Ontario Works) caseloads have
increased significantly in Guelph-Wellington since 2007.
In 2007 there were approximately 275 social assistance
cases in Wellington county and 900 social assistance
cases in Guelph. In 2010 social assistance cases jumped
to approximately 400 in Wellington county and 1500 in
the city of Guelph. There has also been a 71% increase
in the number of families on the wait-list for affordable
housing in Guelph-Wellington since 2007.

2014

Experiencing SADV in
Guelph-Wellington
In Guelph-Wellington, as throughout Canada and
the rest of the world, women and girls are at risk of
victimization based on gender. The rates of sexual
assault and domestic violence against women are high:
• Almost 40% of women in Canada have
reported being sexually assaulted since the
age of 16v,
• Any given day in Canada, 3,300 women
have to sleep in emergency shelters to
escape domestic violencevi, and
• On average, every 6 days a woman in
Canada is murdered by her intimate
partnervii.
Aboriginal women, younger women and women
with disabilities are especially at risk of violence, while
immigrant women and women in rural communities
face additional barriers in seeking servicesviii.
Women often need and seek out a variety of
supports during or after abuse by an intimate
partner or sexual assault. There are a number of
services and systems that women may come in contact
with in Guelph-Wellington, either by seeking support
for themselves and their children, or through
involuntary contact with mandated services such as
police or child welfare agencies.
In general, women may face a number of challenges
accessing appropriate support for SADV. Women may
not know what services are available in the community
and/or they may have to re-tell their story to each new
service provider they have contact with.ix Since

women in Guelph-Wellington are less likely
than men to be employed, and more
likely to have low income and be the lone
parent of a household, they may face
additional barriers to accessing services (e.g.
not having time to seek out or receive
professional support). Therefore, a coordinated

and collaborative response to SADV can be an essential
part of Guelph-Wellington’s response to sexual assault
and domestic violence.

2
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The First Response Protocol
The Action Committee developed a First Response
Protocol (The Protocol) in 2003, with funding from
the Ontario Ministry of the Attorney General, after
recognizing the need to increase service provider

collaboration to better assist women who have
experienced SADV in Guelph-Wellington.

Protocols are often developed and implemented in
communities to outline expectations, strategies,
key issues, and goals for SADV service delivery x.

The latest version of the Protocol was published in
2010 and outlines steps to a “consistent, caring and
effective first response”. As part of their membership

on the Action Committee, all 27 agencies committed
to using the Protocol in their work with women who
experience SADV. This includes:
• receiving training on the Protocol,
• Providing service to women and children
in a way that meets the objectives and
goals of the Protocol, and;
• collaborating with other Action Committee
agencies.

The Protocol Evaluation Research
Discussions and questions about the effectiveness of the Protocol at the Action Committee table inspired
the evaluation research. The Action Committee was particularly interested in hearing from women living in the
community about their experiences with SADV service delivery in Guelph-Wellington. Therefore, the current
evaluation had two main purposes:

1) To evaluate the implementation and effectiveness of the Protocol for women in the
community using SADV services, and the agencies that provide those services and;
2) To examine the ongoing coordination and collaboration and related challenges experienced by
Action Committee agencies in responding to SADV in Guelph-Wellington.

INTRODUCTION
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The Protocol Evaluation Research Team
This research study was conducted through a community-university (CU) partnership with the Action
Committee, and the University of Guelph.
When the Action Committee first discussed their interest in doing evaluation research in 2012, a Health
Promotion Specialist representing Wellington-Dufferin-Guelph (WDG) Public Health on the Action Committee
offered to conduct the evaluation along with the Action Committee Coordinator. The Action Committee Chair
also contacted a sociologist at the University of Guelph with expertise in violence against women and community
engaged evaluation research. The Protocol Evaluation Research Team (Research Team) was created in 2012. The
core research team was made up of:
•
•
•
•

The Action Committee Coordinator,
A sociologist from the University of Guelph,
A Health Promotion Specialist from WDG Public Health, and member of the Action Committee,
Two graduate students from the University of Guelph.

A Master’s of Social Work (MSW) student from the University of Windsor, two additional students from
the University of Guelph, the Knowledge Mobilization Coordinator from the Institute for Community Engaged
Scholarship at the University of Guelph, and the Executive Assistant at Women in Crisis also supported the
research at various stages. See Appendix A for research team profiles.

What Is In This Report?
This evaluation research report begins by
identifying the Action Points and Tensions that
came from the research findings. The report outlines
the methodology used to conduct this research study,
followed by a detailed discussion of the research
findings, specifically related to the Protocol objectives,
coordination and collaboration among service
providers, as well as larger systemic issues beyond
the Protocol. The findings include data collected from
women who have accessed services about their
satisfaction with service delivery as well as service
providers’ experiences implementing and using the
Protocol to guide their work. Subsequently, limitations
of this research study are presented.

12

The report concludes with connections between key
findings of the current research study and previous
academic research.
Women tended to focus on their overall
impression or experience with service providers,
but also discussed other relevant factors that shaped
their service delivery experiences. Women and service
providers often cited larger system issues beyond
the scope of the Protocol, which are highlighted
throughout and covered in the “Beyond the Protocol”
section of this report.
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Methodology
Evaluating collaborations is challenging because of
their complexity and evolving nature, broad range of
outcomes, and contextual issues. A community
engaged research (CEnR) methodology was an obvious
approach based on the members of our CU partnership
and our mutual interest in evaluating the Protocol.
A community engaged research approach involves

“collaboration between institutions of higher
education and their larger communities (local,
regional, national, global) for the mutually
beneficial exchange of knowledge and
resources in a context of partnership a context

of partnership and reciprocity.”Xi It is the

process of CU collaboration, rather than a rigid or
specific methodology or set of methods, that is
fundamental to a CEnR approach.xii This evaluation
research was guided by the principles of CEnR
(e.g., building trust, shared power, fostering
co-learning), but also fit with Community Based
Research (CBR) and Participatory Action Research
(PAR) methodologies, which informed the research
and decision making processes while also ensuring
a rigorous research designxiii.

Study Purpose
The purpose of the current research was to assess whether or not the Protocol is working well according to
service providers and women who use the services. The following research questions guided the current study:

1. a) Is the First Response Protocol being implemented as written?

b) To what extent are the objectives of the First Response Protocol being achieved?
The objectives are:
i) To provide a consistent and caring response, regardless of to which member agency an
individual discloses abuse;
ii) To explain confidentiality, the limits of that confidentiality and to obtain informed consent
for service;
iii) To offer safety planning and risk assessment; and
iv) To provide coordinated, effective follow-up and support.

c) Do collaboration, co-ordination and planning between protocol member agencies
facilitate the implementation of the First Response Protocol?

2. To what extent does the First Response Protocol meet the needs of service providers in their work with
individuals who have been impacted by sexual assault and/or domestic violence?

3. To what extent are service users satisfied with their experiences of service providers as they are
mandated by the First Response Protocol?

4. To what extent do the current protocol objectives meet the needs and issues facing women and
children who experience sexual and/or domestic violence?

METHODOLOGY
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Methods
Research Participants
The current study collected data from two sources:
• Women: adult women who have
experienced sexual assault and/or domestic
violence and disclosed their experience to one
or more Action Committee member agencies
since the Protocol was implemented in 20063.
• Service providers: front line workers
and management that work at an Action
Committee agency who may provide services
and support to women and children who have
experienced SADV4. (see page 7 for a diagram
of agencies)

Recruitment
Women were recruited to participate in this
research project across Guelph and Wellington via
posters distributed in public locations (e.g., grocery
stores, coffee shops, libraries, laundromats,
employment centres, University of Guelph, and
Action Committee agency locations). Recruitment
advertisements were also circulated in the local
newspaper, online classifieds (Kijiji and Craigslist) and
social networking websites (Facebook).

Potential research participants were screened by
an administrative assistant at Women in Crisis to
determine their eligibility for this research study. In
an effort to increase access to rural women in the
research, the recruitment posters were revised to
target women in Wellington county and posted in
public locations. However, only three rural women
participated in this research.
Service providers from all 275 agencies with
membership on the Action Committee, including
Action Committee representatives, were invited to
participate. Nineteen of the 27 Action Committee
agencies participated in this research. Service
providers were recruited from contact lists of agency
staff given to the researchers by Action Committee
Representatives. Using the contact lists, an email
was sent to staff offering two ways to participate:
by individually completing an online survey and/or
participating in an agency-specific focus group.
Focus groups were scheduled with agencies that had
at least three staff that expressed interest. Since
service providers are often overburdened, the support
of the Action Committee Representatives and
management was critical during this process because
the staff associated the emails with this research,
resulting in greater service provider participation.

We explicitly recruited women who had first contact with a service provider after 2006, however we did have one woman in the data set who only
had experiences with services prior to 2006.
4
Data were collected and securely stored by the Action Committee Coordinator and the Principal Investigator from the University of Guelph and were
only reviewed by members of the research team for the purpose of analysis. The study was approved by the Research Ethics Board at
the University of Guelph.
5
At the time of the research, Abbeyfield Guelph Fund was a member of the Action Committee. Agencies that did not participate in this research
study include the Crown Attorney’s office, Guelph Community Health Centre, Canadian Mental Health Association (formerly Trellis Mental Health),
Probation and Parole and the Upper Grand District School Board
3
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Data Collection
Interviews with Women
Private face-to-face semi-structured interviews
were conducted with 33 women from December
2012 to May 2013. The interview questions were
developed by the research team based on a review
of the academic and grey literature as well as
feedback from women and service providers.
Women were given the choice of interview location,
including: Women in Crisis, the University of Guelph
and locations in the county. The interviews were
audio recorded and later transcribed verbatim for
analysis. The women received $25 for participation
and were compensated for transportation and
childcare costs. Women were also provided with
a list of community resources at the end of the
interview.

Service Provider Online Survey and
Focus Groups
The online survey and focus group questions were
developed by the research team based on a review
of the literature and with input from service
providers. The purpose of the online survey and
focus groups were to learn about service providers’
experience using the Protocol, responding to women
who have experienced SADV, and collaborating
with other Action Committee agencies. A total of
94 online surveys were completed between April
2013 and September 2013. Specifically, 15 of the 25
Action Committee Representatives participated in
this research.

Five focus groups were conducted between May and October 2013 with the following agencies:
•
•
•
•
•

Family Counselling & Support Services,
John Howard Society,
Marianne’s Place (Women in Crisis shelter),
Women in Crisis and;
Family & Children’s Services.

A total of 32 service providers participated in the focus groups. Focus groups were audio recorded and
transcribed verbatim for analysis. The focus groups took place at the participants’ workplace and were 1 to 1.5
hours long. Service providers who participated in the online survey and/or focus groups were entered into a draw
to win one of eight $20 gift cards to Chapters Indigo.
The research findings were validated using multiple data collection tools, specifically online surveys,
focus groups and interviews.

Action Committee Agency Statistics
Agency statistics were collected to give a snapshot of the reported occurrences of sexual and domestic
violence in Guelph-Wellington county, as well as the services provided. An Internet search of available annual

reports and relevant agency statistics were compiled and additional statistics were collected from Action
Committee representatives. Agency statistics are presented in Appendix B and span 2010-2013, depending
on availability.
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Data Analysis
Aligned with the principles of CEnR, the research
team valued shared decision-making and a
collaborative research process. To begin the data
analysis process, the research team met frequently
as a group to develop a data analysis plan. Coding
software6 was used to facilitate a team-based the
matic analysis of the qualitative data. Thematic analysis
is a method for identifying, analyzing, and reporting
patterns, or themesxv. The analytic approach
included both theoretically-driven (deductive) and
coding grounded in the data (inductive)xvi to answer the
research questions and identify additional
emerging themes.
Initially, coding was conducted as a team
to ensure consistency, increase rigor, and to ensure
the research team members were familiar with the
data, coding structure, and process. The remaining
data were coded individually by at least two
researchers for reliability. Data codes were then
reviewed, discussed, collapsed, and reorganized
collaboratively based on research team consensus.
Once all of the coding had been reviewed and agreed
upon, the various data components (e.g., service user
interview data about the Protocol, service provider
focus group data about collaboration) were

interpreted and analyzed for major themes
by at least two researchers. This research report

6

is interspersed with quotes from service providers
as well as women who accessed services to provide
evidence of the themes highlighted in the findings.

Research Participant Input & Feedback
Action Committee representatives, service providers
and the women we interviewed were treated as
important participants in the research design and
this required ongoing and frequent communication.
Aligned with CEnR principles, members of the

community participated in the research
process not only as research subjects, but as
valued research advisors and partnersxvii.

The research team obtained feedback from service
providers and women on the development of
questions for the online survey and interviews and
we shared preliminary research findings with them.
A feedback focus group was held with women who
had been interviewed as a way to assess whether the
research team’s analysis of the interviews rang true
to them. Similarly, preliminary data results were
presented at Action Committee meetings. This
was also a way for the research team to update the
Action Committee on the progress of the research.

NVivo 10.
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Research Findings
Participant Demographics
Women
The ages of the 33 women who were interviewed ranged from 18 to 74 years old (Figure 2). The majority of
women identified as White (n = 23) (Figure 3) and spoke English as their first language (n = 28). Twenty-seven
participants lived in the City of Guelph and all but two participants were born in Canada. There was a diverse
range of education levels (Figure 4) and marital status (Figure 5) among the women. The majority of women had
children (n = 20) and children’s ages ranged from 7 months to 42 years old. Similarly, the majority of participants
(n = 20) had a total annual income under $20,000 (Figure 6).
Figure 2

SERVICE USER AGE

No. of women

20

10

0

18-24

25-34

35-44

45-54

55-64

55-64

Figure 3
SERVICE USER ETHNICITY

23

No. of women

3
2
1
1
1
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SERVICE USER EDUCATION
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8
6
4
2
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Figure 5

SERVICE USER MARITAL STATUS
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Service Providers
Out of the 98 service providers who filled out the online survey, they worked an average of 7.7 years in their
position, ranging from 1 month to over 30 years. Service providers represented the following agencies and sectors:

Sector
Child Welfare
(N = 7)
Community
(N = 13)

Education
(N=5)
Government
(N=10)

Justice
(N=13)

Medical Health
(N=12)
Mental Health
(N=15)
VAW (Violence
Against
Women)
(N=18)

Agency
Family and Children’s Services

No. of service
providers per Agency % Sector %
agency
7

7.4%

ARCH (HIV/AIDS Resources & Community Health) 8

8.5%

Guelph Humane Society

1

1.1%

Immigrant Services Guelph-Wellington

1

1.1%

John Howard Society of Wellington-Waterloo

1

1.1%

Welcome In Drop-In Centre

2

2.1%

University of Guelph

3

3.2%

Wellington-Catholic District School Board

2

2.1%

County of Wellington – Housing Services

8

8.5%

Ontario Works

2

2.1%

Guelph Police Service

4

4.3%

Legal Aid Clinic

1

1.1%

Ontario Provincial Police

5

5.3%

Victim Services Wellington

1

1.1%

Victim/Witness Assistance Program

2

2.1%

Guelph General Hospital

8

8.5%

Wellington-Dufferin-Guelph Public Health

4

4.3%

Community Torchlight Distress Centre

2

2.1%

Family Counseling and Support Services

5

5.3%

Homewood Community Addictions Services

8

8.5%

Guelph-Wellington Women in Crisis

18

19.1%

19.1%

100%

100%
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The Protocol – Training and Accessibility
One of the research questions asked about the extent to which the Protocol meets the needs of service
providers. The findings suggest that while it has been useful in some ways, a more accessible format and
additional training would be helpful. Overall, 63% of service providers who completed the online survey
and 84% of service providers that participated in a focus groups reported that they have read the Protocol.
Service providers generally noted that the Protocol can be helpful in their work with women, but many reported
not being very familiar with all of the content.
Training is described in the Protocol as “essential” in order for successful implementation. Service
providers reported that this training has not occurred for the 2010 version of the Protocol. Most service
providers reported that they had not been trained on the Protocol. Only 2 out of 19 service
providers that participated in a focus group reported being trained. Additionally, less than half (47%) of
service providers who completed the online survey reported being trained on the 2010 Protocol.
In focus groups,
only 2 of 19 service providers
reported being trained.

37% trained
and found
it helpful

In the online survey
47% of service providers
reported being trained.

10% trained
but did
not find
it helpful

Service providers cited the importance of training and education. Of the 44 service providers who reported
in the online survey that they were trained on the Protocol, 80% strongly agreed or agreed that the training
prepared them to apply the Protocol to their work. Overall, this group only represents 37% of all service
providers who completed the online survey, while the remaining 63% were either untrained or stated the
training has not prepared them to apply the Protocol.
Cross-sectoral training is noted in the Protocol as “enabling service providers to appreciate the role
each service has in responding to sexual assault and domestic violence. This in turn will build
stronger partnerships and working relationships and reduce barriers between agencies” (pg. 22).
The cross-sectoral training was also identified by service providers in focus groups as potentially valuable, but is
not happening. Service providers noted that being able to meet other service providers face to face is

very helpful for them in building professional relationships that can help them support women.

Service providers requested trainings where they could increase their knowledge of the various systems and
build relationships with other service providers.

20
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Protocol Training

Training on the newest version
of the Protocol is not occurring in a
way that is effective. Cross-sectoral
training is needed.

Protocol Accessibility
Improvements
The Protocol needs
to be more accessible.

Protocol Objectives of a Consistent
and Caring Response
The research asked about whether the following Protocol objectives are being met: a consistent, caring and
effective first response consists of three primary interventions:

1. Explaining confidentiality, the limits of that confidentiality, and obtaining informed consent
2. Offering safety planning and risk assessment
3. Making appropriate referrals and providing follow-up and support.
In this context service providers should: meet with women in a place that is safe and private;
clearly describe services and what type of assistance the woman might find helpful; identify
the potential implications of accepting their service; provide the opportunity to ask and have
questions answered; listen to her story in a respectful and non-judgmental manner. (pg. 5)
In the online survey, 2/3 (59%) of service providers “strongly agreed” or “agreed” that their response to a
disclosure of domestic violence would fit with the response outlined in the Protocol.

RESEARCH FINDINGS
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What is the First Response? How Important Is It?
The Protocol focuses on an effective “first response” to a disclosure of domestic violence or sexual assault.
No specific timeframe defines “first response”. In most cases, although questions were asked about the
first response, women answered based on their overall contact with a service provider, not only on what
took place in the first session or interaction.
Women reported an average of 4 contacts with different service providers, with the number of service
provider contacts ranging from 1 to 13. Women often shared that it was a very stressful time in their lives
and that they had contact with multiple service providers during that time. They could not always clearly recall
what had happened during their first interaction with a specific service provider. It was clear from the interviews
that womens’ experiences of ongoing service delivery created an overall impression of an agency and this is
what mattered most to them.

Number of
service provider
contacts
ranging from
1 to 13.

Women reported
an average of 4 contacts
with different service providers.

Action Point
Overall Service Delivery

Women’s overall impressions of an
agency’s service delivery mattered more
to women than their first interaction
with the agency.
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First Response and Privacy
The Protocol asks service providers to “meet with women in a place that is safe and private”. (pg. 5)
Women reported that their first disclosure to specific service providers took place in a variety of locations.
Overall, women said that they disclosed experiencing SADV to a service provider in a private place 81% of the
time. This means that 1 in 5 women disclosed in a place that they did not consider private.
Sometimes these less private disclosures took place in waiting rooms, over the phone, in public locations,
in public areas of agencies, or in their homes if the police were called. In some instances, like when the police
are called to the house, the person who was abusing them was within earshot of the conversation.
Many women who had been in these situations reported that they did not feel they were afforded the privacy
they needed to feel comfortable or listened to.

Interviewer: Did you have an opportunity to ask questions?
W#5: Somewhat, but [my husband and I] were still both in the house and that
made it a little difficult. A small two bedroom house you know sound travels.
So some questions yes, other questions no.
Women shared that when they are ready to disclose the abuse or violence they have experienced,
it is important that service providers let them know they are being heard and ensure they have the
privacy needed to speak comfortably.

Interviewer: Was there anything that was said or done that was supportive or is
there a way that they could have been more supportive?
W#1: Making me feel that I was being listened to would be nice. [...]Not like
being so distracted with other things like you know. Like if somebody is talking
to you, pay attention [...] Maybe even just take them somewhere where they
can talk privately or don’t keep getting interrupted by people. You know?
People are standing around listening to you. [...] I just didn’t like it at all.
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What women perceive as their first disclosure to a specific service provider may not always happen in a
private or clinical setting and may not be recognized by service providers as a significant disclosure.
However, these disclosures can hold great weight and significance for women, regardless of where or how they
take place. Women who felt that their first disclosure with an agency was not private enough for them to
feel comfortable often reported this aspect of their contact negatively. This first impression of a service

could prevent them from further accessing this service.

Action Point
Privacy is Important

Sexual assault/domestic violence disclosures for women
are significant and may not look like service providers
expect. A positive or negative experience during a
disclosure can have a significant impact on women.

Tension Point

Privacy

What feels like “privacy” for service providers is not experienced
as “privacy” by women, e.g. disclosures that occur in waiting
rooms, over the phone, in older buildings where sound travels,
or when the abusing partner is close by. This can impact whether
the woman discloses and feels comfortable and/or heard.
.
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Explaining Confidentiality
The research asked how much the Protocol objective of explaining confidentiality is being met. The Protocol
states “the limits of confidentiality – what can be held in confidence and what cannot – will be
explained to every client.” (pg. 6)
Of the primary interventions listed in the Protocol, explaining confidentiality was reported by both
women and service providers as the component most often completed.

Almost 75% of service providers reported that they
“always” explain confidentiality to clients, and 7.4%
said they explain confidentiality “more than half of
the time”. Reasons for not explaining confidentiality
included it not being applicable in the service
provider’s role (as they were not front line workers),

or confidentiality was already explained to the woman
by someone else in the agency. Of the total number of
contacts (n=143), women reported that 78% of service
providers explained confidentiality and the limits
thereof.

74.5%

of service providers said they “always” explain
confidentiality “more than half of the time.”

7.4% said they explain confidentiality
“more than half of the time.”

78%

of women reported that service
providers explained confidentiality
and the limits thereof.

All of the agencies who participated in a focus group
reported having a formalized informed consent process
that included explaining confidentiality and having the
woman review and sign a form. Some service providers
noted there can be tension between adhering to the
duty to report if a woman shares information that
is outside of the limits of confidentiality (such as a
disclosure that would need to be reported to
Family & Children’s Services), and their own values
and approach of “meeting a woman where they are
at” while also trying to maintain a relationship with the
client.

RESEARCH FINDINGS

Women sometimes reported confusion about
their rights to confidentiality when they were
being investigated by Family & Children’s Services
or the police. Family & Children’s Services workers
noted in their focus group that when investigating
a family, they obtain consent to get information
from other service providers as a best practice,

but consent is not required by the Children and
Family Services Act. When a family is investigated by

Family & Children’s Services or the police, women are
often unclear about the limits of confidentiality with
other service providers.
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My Children’s Aid worker was like ... calling in [to another agency] and wanted to talk to them
or whatever. So I just remember them saying ... wanting me to sign a form for her to [release
information]... and then I said well what if I don’t want to sign it? Because they said if I sign it
she can get all my files from whatever. And they said “if you don’t sign it she could go to court
and they could get all your files instead ... they could go back forever.” So I kind of felt like I was
forced into signing something. Because I feel like “well we’re Children’s Aid”, right, because if
you don’t sign stuff [...] then they can force you to do it. So there is confidentiality but not really.

I just really wished [the Police] had of warned me when I came in…this sounds so silly but
I didn’t realize he’d be arrested…after everything kind of blew up I was scared that [abusive
partner] was going to retaliate on me and then at the end after I was interviewed privately [by
the police] […] the officer said to me “well now we’re going to arrest him” and I was like “oh my
gosh”, like I had no idea. So I think it would’ve helped. — W#18

The importance of explaining the limits of
confidentiality was also highlighted by women who
disclosed domestic violence to the police. Women

undermined their ability to make informed
decisions. By being clearly informed of the limits

reported that not understanding the police’s
policy to arrest and charge abusing partners

of their confidentiality and choice, women can make
informed choices about what information they do or
do not share with service providers.

Action Point

Action Point

Informed Decisions

Explain the limits of confidentiality to women to
help ensure they make informed decisions about
the information they share.

Tension Point

Different Limits of Confidentiality

Not all services are voluntary or have the same
level of confidentiality. These differences need
to be more clearly explained to women
by all service providers.

Duty to Report

Tension exists between adhering to the duty to report if
a woman shared information that is outside of the limits of
confidentiality and “meeting a woman where they’re at,”
as well as maintaining the client relationship.
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Risk Assessment
The Protocol states that “service providers should ask their client if they have previously
completed a risk assessment and if so, check if the assessment needs to be updated to reflect
changing circumstances.” (pg. 7) The Protocol does not recommend a specific risk assessment tool.

The Protocol combines safety planning and risk assessment into one step, but the research team approached
these components separately, understanding that safety planning naturally follows risk assessment, as risk
assessment helps service providers to gain a fuller picture of the abuse women have experienced.

The Protocol includes a risk assessment tool, which was the most commonly used risk assessment tool cited
by service providers. However, overall service providers noted that there is no prescribed tool to be used and
there is disagreement within and between agencies about the definitions of abuse and “high risk”. In focus
groups, most service providers reported no formal procedures for completing risk assessments, with
the exception of the Women in Crisis focus groups.8

Our line for where we consider something violent should not have to be a charge was laid.
Because what we see if we see emotional abuse, financial abuse, we see other things that are
affecting children or patterns of behavior or communication style long before it’s escalated to
violence...We even are inconsistent as workers, as supervisors, as an agency as to where we
draw that line.…We kind of go back and forth on that still. Women in Crisis want us in a certain
place and we’re not in that place, and criminal justice is in someplace else and it’s really hard
to get everybody on the same page because we do have different definitions, we do have
different clientele. – Family & Children’s Services service provider

The online surveys revealed that 72% of service providers always ask questions to help determine how
much risk a woman might be in and 9% said they do this more than half the time. Thirty-two percent (32%)
of service providers always complete a risk assessment with clients and 14% said they do so more than half the
time. Service providers said they would not complete a risk assessment if: they were referring the woman to
another agency for a risk assessment; if it was not applicable to their role; or if they needed to build rapport
with the woman first.
Women reported that they were aware service providers were asking them questions to determine how much
danger they were in 59% of the time. Only one quarter (26%) of women said they completed a formal
risk assessment with the service providers they were in contact with. Some women noted that when a formal
risk assessment tool was used that it was educational for them by helping to connect different experiences and
appropriately label them as abuse.

8

Women in Crisis and Marianne’s Place Shelter.
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of service providers reported that they
always ask questions to help determine
how much risk a woman might be in.

9% said they do this more than
half the time.

Yeah, it’s good to do that [complete a risk assessment] just even for yourself to look at the page
and go “what?” Do you know what I mean, like that’s what made me leave my relationship,
because I did an assessment – a control assessment and I couldn’t believe how many I checked
off. — W#20
While some service providers said they refer to another agency for risk assessments, both women
and service providers noted that giving referrals does not guarantee that women will follow

through on that referral.

Action Point
Protocol Expectations for
Risk Assessments

Action Point

The “First Response” Protocol expectations
suggest that all service providers can
and should carry out the objectives
in the same way. This does not recognize that
different agencies play different roles.

Action Point
Risk Assessment
Referrals

Referring women to other agencies for
risk assessments and/or safety planning
does not guarantee that
the “first response” will be completed.

28

Risk Assessment Tools

Collectively deciding what risk assessment tools
to use and how to interpret them could benefit
both women and service providers.

Tension Point
High Risk

There is disagreement within
and between agencies about
the definitions of abuse and “high risk.”
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Safety Planning
The Protocol states “Safety resources will be reviewed with every woman who discloses woman
abuse and where appropriate, sexual assault” (pg. 7). The findings revealed that service providers were

most reliant on referrals to other agencies for safety planning.

The online survey revealed that 62% of service providers “strongly agreed” or “agreed” that they felt confident
developing a safety plan with a woman. Fifty-one (51%) percent said they “always” develop a safety plan with a
woman experiencing domestic violence or sexual assault, and 16% said they do so “more than half of the time.”
Overall, women reported that 57% of service providers talked to them about their safety, while 39% made clear
safety plans with them. In these cases, women identified that safety planning, both ongoing safety planning and
thorough safety planning checklists, were helpful.

62%
51%

Of service providers “strongly agreed”
or “agreed” that they feel confident in
developing a safety plan with a woman
said they “always”
develop a safety plan

16% said they do so “more than
half of the time”

Women reported that overall
of service providers talked to
them about their safety

57%39%

and
made clear
safety plans with them

They gave me tons of paperwork. They gave me copies of the safety plan. They gave me a whole
book on safety proofing your house. And they talked about putting in darker curtains and putting
in alarms on the windows. They were so thorough and so business-like about making sure that
everything was done. And everything was signed and put through so that they knew that they
didn’t skip one thing. — W# 9

One thing […] that I enjoyed was that they did safety planning on a continuous basis, it wasn’t
just we do it once and then it’s done. [...] I talked to the staff a lot about what was going on and
how things were changing and different things and they would say “ok, well this little thing has
changed [...] so we need to do another safety plan because we need to take that into account
now.” So they’re very good at helping you. And once you start doing that on paper with
somebody helping and guiding you through it [...] it teaches you how to do it in your head,
so now I do safety planning everyday, but I don’t need somebody sitting down to do it with
me because I’ve been trained how to do it myself. — W#17
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Some women reported that safety planning was not necessary in their situation because the
abuse they disclosed was historical. This distinction between current and historical abuse is not

made in the Protocol.

Referring to “Experts” for Safety Planning
There are Action Committee agencies that specialize in safety planning, and not surprisingly
these agencies were identified as the most common referrals for safety planning. Service providers
and women identified Women in Crisis and Victim Services as “experts” in safety planning.
Service providers that participated in a focus group stated that they have no formal expectations
mandated by their agencies for safety planning and they generally refer women to Women
in Crisis.

We don’t really have [agency expectations for safety planning], again because honestly the
experts on that would be Women in Crisis, [...] like I would not want the client to leave my office
not knowing where they’re going to or where their next stop is, and we have actually escorted
clients directly to Women in Crisis because we know they can do the safety plans. But ourselves
as an agency, as least for our job […] we don’t make any safety plans with our clients [...] we just
do it informally, just making sure we take into account where are they going, where are they
headed, who might be outside waiting for them. — John Howard Society service provider

If I hit the high-risk checklist and there’s a lot of things there I’m worried about, I’m calling
Women in Crisis. I’m booking an appointment, we’re going in together and I’m letting them do
the safety planning. They’re the experts in that, they have the collaborative relationships with
the Police. I’ll do the basic stuff for them and the kids and give them ideas, but I’m hand holding
and saying “come, let’s go talk to the people that this is their focus and they can help support
you in this because that is all that they do.” And that’s where I’m going to try and help them,
because they’re going to get more time and support through the VAW sector than what we can
give them. Our focus is those kids and not necessarily going to always be whether or not mom
has a safety plan with her work. — Family & Children’s Services service provider

Although safety planning is not necessarily something that all service providers focus on or have confidence
doing, service providers from Women in Crisis talked about safety planning being an “innate” part of
their work. They noted that they have formal documents to refer to, although they are not formally
trained on safety planning.

30
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The thing about safety planning is that it’s always changing every time you meet a woman. She
might say “I’m going to the hospital” and you might say “Oh, okay well how are you getting to the
hospital, where does he live?” It’s always in relationship to the ex-partner. So those questions
are broad based questions but as workers you become – it’s just part of what you do. Every
fourth sentence it feels like you’re checking in on some level around safety, because that’s the
work you do. And so, yeah it’s…it just feels like that’s probably the most innate part of our work
is the safety planning piece. — Women in Crisis service provider

Overall, safety planning seemed to be understood as a specialized service only to be performed
by “experts”. The problem is that relying on other service providers for safety planning leaves
potential gaps for women if the woman does not follow through with the referral. As a result, the woman
may not receive any safety planning at all.

Action Point
Protocol Expectations
for Safety Planning

The Protocol does not recognize
that safety planning may not always
be necessary depending on the
results of the risk assessment.

Action Point
Safety Planning Tools
Build and share a common
safety planning checklist.
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Effective Follow Up and Referrals
The Protocol states “Each woman will be informed of her choices and options for services based
on her unique situation. Referrals to resources that will ensure support for a woman’s physical,
medical and emotional needs should be offered to every client and service providers should offer
assistance if needed” (pg. 8). This paragraph emphasizes the importance of a differential response to domestic

and/or sexual violence.

What is “Follow Up”?
The meaning of “follow up” is not clearly defined in the Protocol, but in many cases following up is
in conflict with service agencies’ mandate or practice of giving women the choice about whether or not to engage
with a service. Overall, many service providers said they follow up with women during scheduled appointments
to see how they are doing and check-in about contact with referrals that were given. However, due to mandates
and lack of time, service providers generally do not contact women outside of scheduled appointments.
Referrals
Women said they often received referrals from service providers, but did not always follow
through because the referrals did not seem relevant to them or they did not have the energy to

make contact with a new service provider. This was echoed in the service provider focus groups, which they
emphasized that they can ask whether or not a woman has followed through on a referral and they can ask
how those services are going, but accessing services or not is the woman’s choice.

I ask [women] if they want to come to group and…if they say no, then a few weeks later,
“what do you think of group now” or, you know. It’s kind of ongoing and you don’t force
everything on people, but you make sure there’s a buffet there and you kinda tell them,
I ask them to advocate for themselves like I don’t think you need to go to an appointment
every day of the week, but maybe pick one or two that seem to fit for you. — Family
Counselling & Support Services service provider

Service providers were asked in the online survey to identify the top five referral agencies for SADV clients. The
results revealed that Guelph-Wellington Women in Crisis was top referral agency for SADV clients (score = 68).
This was followed by the Sexual Assault Care and Treatment Centre at Guelph General Hospital (score = 44) and
the Guelph Police (score = 34). See Figure 7 for a visual of how local agencies scored as referral sources for SADV
clients based on data from service providers.

9

Score indicates the count of the times an agency was mentioned as a referral source by SADV clients by service provider respondents.
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Figure 7. Agencies SADV Clients are Most Frequently Referred to in Guelph-Wellington
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Bridging Services and Advocacy
Accompaniment, support and advocacy were identified by service providers and women as a helpful
way to “bridge services” and better connect a woman with new service providers when providing a referral.
Women reported that they felt supported and got better results when service providers made the phone call
with them to set up an appointment with the new agency, attended the first appointment and/or were in
communication with other service providers on their behalves.
Women noted that they especially appreciated accompaniment when going through the legal system and
interacting with police and the court systems. They also appreciated accompaniment during their encounters
with Family & Children’s Services. Women reported that these agencies were intimidating due to their

power and authority.

So I do think like, you know, that they do have a hard job or whatever [...] but I feel like you know,
if someone’s telling you they’re scared to go to the Police Station and they’re saying “go to the
Police Station” [...] Would you not go with them? Or send somebody with them? I know they
have those services but I was unable to advocate for myself and say “look, you guys need to help
me.” I couldn’t do that at the time. — W#2

Some women reported that they did not receive the support needed unless they were accompanied
to their appointment or another service provider advocated on their behalf.

…When my [other worker] came, she [current worker] was attentive… I felt that it was more
[detailed] when my [other worker] came with me…I found it way more helpful when there’s
all three of us sitting down… [other worker] knows what kinda questions to ask, I’ve never been
through this… — W#18

Action Point

Action Point

Bridging Services

Accompaniment, support, and advocacy
are significant ways to “bridge services” and can
effectively and efficiently connect a woman
with new service providers.

Defining Follow Up

The Protocol does not clearly
define follow-up. The definition
should be clarified and needs to be more
clearly explained to women by all
service providers.

Tension Point
Connecting but not Pressuring Women

Tension exists between service providers trying to ensure women
are connected with the support they need, while wanting women
to freely choose services without feeling pressured.
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Differential Response
Under Effective Follow-Up & Support, the Protocol also notes the importance of a differential response,
stating: “A differential response to domestic violence recognizes the unique characteristics and

dynamics of each situation require an individualized response. A differential response examines
each situation in its context from a holistic and strength-based approach” (pg. 8).

This response in the Protocol is highlighted in reference to women making their own choices about staying
in or leaving an abusive relationship. In the research, “differential response” was also taken by the researchers
to include identity factors that will shape each unique situation such as income, race/ethnicity, ability, sexual
orientation and English as a second language.

Judgment from Service Providers
In some instances, women reported that they were not believed, and were judged. As a result they were
denied services based on:
•
•
•
•
•
•

appearance,
addictions,
low income,
employment status,
mental health, and
abusive partners influencing service providers’ perceptions of the woman.

These women reported that they sometimes needed another service provider to advocate on their
behalf in order to access basic quality services.

I feel like society let me down at that time. What I feel like now, because I’m not like a using
addict or whatever, I would be treated different. And plus, I know how to stand up for myself
now. […][The agency] wouldn’t help me [...] then I go to the Legal Clinic and they help me to
write a letter and then they call back two hours later and help. Where before [when I was a
using addict] they said no, they can’t [help me]. — W#2
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Not a “Cookie Cutter” Approach
Many service providers shared that they try to ensure access and quality service for all women by
assessing women’s individual needs and then identifying barriers and appropriate referrals.

This could include advocacy with other service providers, arranging for language interpreters, meeting a woman
in the community or over the phone and working closely with other support workers. Some service providers
cited a purposeful differential response of “meeting women where they’re at”.

If it were a cookie cutter approach, we would lose our clients. That’s part of why women come
here – I believe. And so yeah, sometimes it’s not appropriate when a woman’s frightened and
she’s making a disclosure about an abuser to ask what he looks like…you just know that and that
would be our agenda because we feel we have to do it. And so you have to gauge that with each
individual, because you could lose a client or it could shut down the conversation. So it’s fine
to put those expectations in place, but they don’t always play out like that and they can’t and if
they did, we would be a cookie cutter organization and no one would want to come. – Women in
Crisis service provider

This approach of recognizing and responding to different needs and factors was contrasted with service
providers who stated that they try to ensure access and quality service by using consistent procedures

and treating all clients the same.
Tangible Supports

Women reported that practical and tangible assistance and resources were one of the most helpful things
they received from service providers. Service providers also recognized that these resources were helpful and
necessary for women in the process of managing and rebuilding their lives.
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I got into Housing before I left the shelter. You know they made sure like within a few days…
when I was in the shelter they gave me spending money because I didn’t have any….they gave
me money to start me off so I could get around by bus… If I had come and they didn’t have room
for me I don’t know what I would have done. — W#11

My apartment got fully furnished from the community…because I had nothing but the clothes
Sister Christine gave me. — W#33

Action Point
Judgment/Not Believed

Some women reported feeling not believed and
judged based on socio-economic and employment
status, mental health or addictions, or due to their
abusive partners influencing the service providers’
perceptions of the woman.

Action Point

Practical and
Tangible Resources

These are important as ways to help meet
women’s specific needs (e.g., bus tickets,
vouchers and food and clothing, child care
services, emergency alarms, pamphlets).
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Understanding and Empathy
The final section of the Protocol reads: [The Protocol] cannot replace the most important quality we
can all bring to our work – our understanding and empathy. It is not only what we say or do that
will be remembered, but also how we make a person feel when he or she comes to us for help
that will be remembered (based on the quote by Carl W. Buechner). By providing a consistent,
caring, and respectful first response as well as coordinated, effective follow-up and support to
those who experience domestic violence and sexual assault, we can help make this community
safer for all. It is our firm belief that there should “no wrong door” for any one to come to, when
seeking assistance in dealing with domestic violence and/or sexual assault” (2003, 23).
The importance of understanding and empathy was echoed throughout the interviews with all of the women.
They reported how service is delivered is equally as important as the content of the service. Women
reported positive experiences with service providers if they demonstrated attentiveness, accommodation,

care, compassion, respect, empathy, non-judgment, patience, understanding, and validation.
Service providers mentioned similar qualities when asked how they make a woman feel supported. Service
providers also added helping women to maintain some control with the small amount of power they might
have in the situation, being sensitive to religious and cultural values, and using a differential approach with
every woman as ways they make a woman feel supported.

The how of service delivery was paramount for women and often came down to a service provider’s
personality as well as skill. Women reported feeling unsupported when service providers did not demonstrate
caring qualities. In fact, sometimes women identified feeling further victimized as a result of treatment
they received by a service provider. Some women even reported feeling victimized by programs that are
specifically designed to meet the needs of women that have experienced violence.
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When I was in her office, it was not the most calming experience…I remember every time
I looked at her and I could see the look on her face changing even more to a frustration level.
She couldn’t get me to stop crying enough to answer her questions. I wasn’t able to, and she
wasn’t very accepting of that...In the meantime I felt like I was going into the black hole.
I felt like…this woman is not getting what I’m trying to say to her. Is it really my imagination?
I kept on doubting myself from the look on her face and the tone of voice she was using with
me.” — W#7

Experiences with service providers who were supportive and empathetic were very positively
remembered by the women.

I just feel like this [police officer] gets it…he’s so helpful, he listens to the woman’s point of view
and doesn’t take anything outside of that... You feel like “oh, finally someone gets it”…he’s got
a sense of humour, but he’s very strict too, like he’s the kinda person who’s got such a beautiful
balance – you know very strong and firm, but also human. He’s just so great, he listens and he
understands the male mentality, the controlling abusive mentality…he knows how they operate
right, and you know it’s just second nature to him. — W#20
While the Protocol outlines steps to a consistent and caring first response, the value of empathy and
understanding in this response should not be underestimated. As the interviews reveal, the way women

are treated when disclosing abuse and during their ongoing interactions with service providers was revealed
to be the most important aspect of their experience.

Action Point
The How of Service Delivery

How a service is delivered is equally as
important as the content of the service being
delivered. Service providers’ personality
and skills play a large part in determining
whether a woman’s experience accessing
and receiving services is positive or negative.
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Action Point
Increased Awareness
of Services

Increased awareness of the
services that agencies offer can greatly
impact women’s service provision experience.
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Coordination and Collaboration
“Collaboration takes time, effort and creativity - sometimes the “status quo” is easier” – service provider
The first research question asked about coordinated, effective follow-up and support and whether
collaboration, coordination and planning between Action Committee agencies helped service providers use
the Protocol and work more effectively together. Collaboration and coordination were examined both between
Action Committee Representatives and Action Committee agencies, specifically through community partner
consultations and the High Risk Team.
Overall, both women and service providers suggested there was room for improvement when
it came to coordination and collaboration. In fact, women largely shared experiences of isolated service

delivery. This section mainly focuses on the barriers/challenges of coordination and collaboration experienced
between service providers. Despite the limited coordination and collaboration happening, comments were made
about the benefits of coordination and collaboration, resulting in improved service delivery. Women also noted
multiple benefits to service provider collaboration.

I think the main thing with all of them [service providers] is that there is a
disconnect – a complete disconnect of communication between them…they don’t
communicate with each other to be able to be effective. — W#17

… I have had this circle going and they all knew what was happening with the [ex-partner]
so they would be able to communicate what they needed to…know. — W#20

Action Committee Representatives
Action Committee Representatives who participated in the online survey were asked about collaboration at
the Action Committee table. Service providers who are not Action Committee Representatives also commented
about the Action Committee. For example, one service provider said they did not understand the role of the
Action Committee, “I don’t even know what they do! I don’t know the purpose of the Action Committee! Other
than the Protocol I have no idea. Are they holding agencies accountable for their actions? If I don’t know what
they do then I don’t know how to tie accountability into that”.

I think one of the advantages of the Action Committee has been that there’s a heightened
sensitivity among stakeholders about what each agency does and how they operate...
– Family & Children’s Services service provider
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The majority of Action Committee representatives (75%) attributed collaboration barriers to working under
different agency philosophies, mandates, and agendas.

Different mandates can sometimes feel like ‘who is most important’ and turn into a competition
instead of a collaboration. — Action Committee representative

Agency representation at the Action Committee table was identified as a specific challenge to
coordination and collaboration. For larger agencies, an Action Committee representative from one service
or program may be present at the table, yet there is an appearance that the entire agency is on board. This
has specific implications for the Protocol, meaning training may not be occurring agency-wide, even though
it appears that the agency is a signatory to the Protocol.

… Some people at the agency have no idea what the Protocol is, so how can you say that an
entire institution takes it on when there are very few places that have access to the resources
and access to the training? — service providerr

Varying levels of trust and feeling valued at the table was raised by Action Committee Representatives.
Tension between representatives over “turfism”, conflict, and poor communication were noted as barriers
to collaboration.

75% attributed collaboration barriers
to working under different agency
philosophies, mandates, and agendas.
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I have good relationships with everyone at the table but I have heard participants make
comments to me privately that indicates a lack of trust at best and anger, conflict, poor listening
skills at worst. Some just show up and want to do their part, others have high expectations
and/or don’t think the other ‘gets it’. — Action Committee representative

Dismissive attitudes towards other member’s knowledge and experience around the issue of
violence against women. WIC postures as if only their staff actually understand the issue, and
so they are the only ‘experts’ at the table. — Action Committee representative

Another barrier to coordination and collaboration includes a lack of engagement, commitment and/or
involvement between agencies or between agencies and the Action Committee. The lack of representation of

some agencies at the Action Committee table and/or the lack of full involvement was reported. In some cases this
was perceived by other Action Committee Representatives as a lack of commitment, but some service providers
explained that it is due to a lack of resources.

...I’m stretched to sit at many tables and sometimes when I can’t commit to everything at the
Action Committee, it feels like some might think I’m not ‘on board’. I am totally committed,
want to influence systems to better respond to violence against women, and am trying to push
staff at my agency – but these things take time and we do our best...but for sure we can always
do better. — Action Committee representative.

...Different agencies have different number of staffing so not always able to attend. Which is
unfortunate however a reality, if unable to attend being made to feel guilty is not the right
approach. — Action Committee representative

Tension Point
Different Mandates

Different philosophies, mandates, and agendas
reduce collaboration.
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Illusion of Full Agency Participation
The appearance vs. reality of Action Committee
membership and the resulting impacts on
involvement and Protocol implementation.
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Tension Point
Communication and
Trust Issues

Varying levels of trust and feeling valued,
“turfism”, conflict,
and poor communication.

Tension Point
Lack of Engagement
and Resources

Perceived lack of engagement, commitment
or involvement. Some agencies lack resources to
put towards Action Committee tasks or
other collaborative work.

Collaboration Between Action Committee Agencies
Community Partner Consultations
Community Partner Consultations are commonly referred to as “case conferences”, and are highlighted in the
Protocol as a communication strategy to assist with coordination and collaboration. The Protocol states:

Case conferences may be initiated by any community partner or service provider to review cases
and share information for ongoing high risk situations, to advocate for a client and assist her in
taking control of her life whenever possible, and to support her efforts to protect herself and her
children. Case conferences may also be used to identify and advocate for strategies that hold the
offender accountable and to review and evaluate the intervention and outcomes” (pg. 9).

Although the majority of the women who were interviewed did not participate in a case conference, they felt
that it would have been helpful. Three out of 33 service users who were interviewed participated in

a community partner consultation.
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[A case conference] would have been fantastic because then I would’ve had this opportunity that
someone in the community felt “yeah this is an issue…and let’s acknowledge that instead of
[participant] running from this building, to this agency to this agency you know and doing it all
by herself. — W#22

Service providers reported benefits and challenges to case conferences. Challenges included the
time it takes to coordinate schedules and sort out who the appropriate contact is, especially when
working within a context of high volume workloads. Other challenges included:
•
•
•
•
•

inaccurate understanding of other agencies’ roles,
different agencies’ approaches/mandates/agendas,
limits to sharing information and confidentiality,
not having a woman’s consent to hold a case conference,
lack of realistic action plans.

I have one comment just about case conferences...I don’t know that they’re working. And I
don’t know that they [accomplish]... Sometimes I think more happens with the one-to-one
individual counsellor peer support person who’s taking on those pieces and just it’s too watered
down and sometimes I feel the client is secondary, it’s more about the optics than it is about a
client. — Women in Crisis service provider

Some of the issues mentioned by service providers as challenges to case conferences (e.g., the time it
takes to set one up) were also mentioned as potential strengths (e.g., time saved since everyone is at the table).
The potential for increased coordination, consistency, and efficiency was mentioned as something
that would benefit both women and service providers. This also reduces the number of times a woman has to
share her story. The shared discussion space can also provide an opportunity to clarify roles and expectations
between agencies.
While different mandates and perspectives were generally perceived to be a disadvantage (e.g. philosophically
for some agencies such as Women in Crisis, a case conference would not be held in a woman’s absence); in other
ways, difference was recognized as an opportunity to hear about and incorporate more ideas
and possibly better solutions. It was suggested that these potential benefits could result in better support
for women, especially in high-risk cases or cases with special circumstances. It also has the potential to increase
accountability across service providers and agencies.

Tension Point
Benefits vs. Challenges of
Case Conferences

Benefits and challenges for case conferences
can be one and the same.
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The High Risk Team
The Protocol states that a High Risk Team would be developed “to review cases where there is
an identified high risk” along with “a commitment to formalizing the link between the
High Risk Team, Community Partner Consultations and DVERS10 for the purpose of ensuring
safety of all women and children in high-risk situations regardless of whether they are before
the courts or not” (pg. 10).
Feedback from service providers said there were two main problems with the current High Risk Team model:
•
•

lack of clarity on criteria and process for high risk cases, and;
lack of information sharing and trust for service providers outside of the High Risk Team.

Service providers stated that the criteria and process for dealing with high risk cases need to be reviewed,
clarified and updated for all agencies. Feedback suggested that the criteria might be too narrow and therefore
limit the potential for the police to be involved in cases where no physical assault has occurred.
Lack of Clarity on Criteria and Process for High Risk Cases
Service providers suggested “more communication around high risk clients and the Mobile Emergency
Response System (MERS) program is needed and clear details about the referral process would be helpful”.

High risk criteria is based on charges and less on risk and danger. — Family & Children’s Services
service provider

Cases that fall outside the justice system are not covered well. Extenuating circumstances are
not covered well. — Women in Crisis service provider

As of 2013 the DVERS (Domestic Violence Emergency Response System) program is no longer running and has been replaced by MERS (Mobile
Emergency Response System).
10
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Lack of Information Sharing & Trust for Service Providers Outside of the High Risk Team
The potential for coordination and collaboration can be impeded by a lack of information sharing,
which has been associated with a lack of trust between certain agencies. Some service providers who are not
part of the justice sector (e.g., Women in Crisis) feel locked out of the high risk process. In particular, lack of
involvement in the High Risk Team was perceived to be related to a lack of trust and being less valued than other
agencies. There is concern that this exclusion of some service providers creates barriers for women.

I believe [the High Risk Team] meetings are case conferences and they are extremely effective.
I would like to see us be able to include other agencies at these meetings for specific cases they
are involved with already. — service provider

There is a disconnect between [Women in Crisis] and the high risk committee. I feel there is
mistrust on their part of the DVHR as a whole. Some of this is due to the lack of ability to share
information. — service provider

Tension Point
High Risk
Team Membership

Membership or lack of membership
on High Risk Team.
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Challenges and Barriers between
Action Committee Agencies
The following challenges were identified as barriers to coordination and collaboration between
Action Committee agencies:
•
•
•
•

Information & communication barriers (including community partner consultations)
System and institutional barriers
Diverse mandates and philosophies
Level of value and trust

Information and Communication Barriers

There are many agencies in Guelph who offer great services, however, I am not clear about what
services they all offer, so therefore links and referrals may not always get made. - service provider

Service providers were asked whether they were aware of services offered by other agencies related to SADV.
The majority of service providers said they were knowledgeable about other SADV services
offered in the community. Services offered by Women in Crisis (95% of respondents) and Family and Children
Services (92% of respondents) were best known by other agencies, while service providers were least familiar
with services offered by the Crown Attorney (58% of respondents) and ARCH (53%). Table 2 displays service
providers’ awareness of SADV services by agency:
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Agency

No. of service providers who agreed
they were aware of agency’s services

Child Welfare

Family and Children’s Services

92%

ARCH (HIV/AIDS Resources & Community
Health)

53%

Guelph Humane Society

76%

Immigrant Services Guelph-Wellington

67%

John Howard Society of Wellington-Waterloo

57%

Welcome In Drop-In Centre

59%

University of Guelph

66%

Wellington-Catholic District School Board

60%

Upper Grand District School Board

68%

Community

Education

Government

Justice

County of Wellington – Housing Services

79%

Ontario Works

(asked on online survey as County and
Wellington Social Services)

Guelph Police Service

86%

Legal Aid Clinic

70%

Ontario Provincial Police

85%

Victim Services Wellington

80%

Victim Witness Assistance Program

61%

Crown Attorney
Probation and Parole
Health

Mental Health

VAW
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58%
70%

Guelph General Hospital

80%

Wellington-Dufferin-Guelph Public Health

71%

Family Counseling and Support Services

86%

Homewood Community Addictions Services

86%

Canadian Mental Health Association

83%

Guelph-Wellington Women in Crisis

96%
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Awareness of available services and resources facilitates coordination and collaboration, specifically
referrals between agencies. Alternatively, when service providers lack knowledge about other agencies
and available services, it can reduce women’s access to needed resources. Poor visibility and
service providers’ lack of knowledge about the Guelph-Wellington Care & Treatment Centre for Sexual Assault &
Domestic Violence at the Guelph General Hospital (e.g., no signs, other staff not being aware) was identified as
a significant barrier to accessing this service by women and service providers. Women reported that they often
rely on service providers they are connected with to share information about the range of services offered by
other agencies.

They were very knowledgeable. They had answers to a different realm of things, not just you
know one area. They knew legal, financial, all kinds. Like they were just great. — W#5

I felt that there were services that were available that I didn’t know about, that I was never made
aware of. Things that I could’ve put to good use … and they weren’t offered to me. — W#17

Lack of communication was specifically identified as a challenge to coordination and collaboration.

Fourteen service providers indicated that they experienced either a lack of communication
or had difficulties communicating with other service provider agencies. In a few cases, service
providers said that they were not able to communicate with another service provider because:

• their call was not answered,
• their call was not returned quickly, or they played telephone tag before speaking to one another, and/or
• they did not know who to contact from a particular organization.
Who to contact? Do I know someone there?
Service providers reported that it was important to know who to contact at another agency, but also have a
positive relationship or experience with that person. For example, only 15-20% of service providers said

they were able to identify someone at an agency in the community sector11 that they had an established
personal relationship with and would feel comfortable contacting. However, the majority of service providers
said this would increase coordination/ collaboration. Comments such as, so and so “has been helpful in the
past”, or “I know her personally” or “I have a good working relationship and [she/he] has been
at the agency for a long time” were given as reasons service providers were more likely to communicate
with another agency.

11

ARCH, Humane Society, Immigrant Services, John Howard Society of Waterloo-Wellington, Welcome In Drop-In Centre
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Action Point

Increasing Awareness of Mandates
Greater awareness/understanding of agencies’
mandates, services and resources between
agencies can facilitate referrals and improve
access to services for women.

Working with Differences

Further discussions on how to work
together in spite of differences
could be beneficial.

Tension Point
Personal Relationships

Lack of communication and personal
relationships between agencies
makes coordination and collaboration
among agencies a challenge.
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System/Institutional Barriers
System and institutional barriers were identified as impeding coordination and collaboration between
service providers. The disconnect between family and criminal courts was identified as an ongoing
systems issue. Other examples include: confidentiality, eligibility criteria for specific services, wait

times and high caseloads, lack of resources, funding constraints, and administrative structures.
These are institutional and systems barriers because they are related to the organizational structure as well as
policies/practices of the organizations rather than personnel issues.

Perceived or actual confidentiality constraints are another example of an institutional barrier. Service
providers stated that agency referral processes can also be barriers, especially if they have not established
relationships with other agencies.
…Another big problem is that sometimes the information can’t be transferred; sometimes…
you know Guelph Police has a police report that they’re not allowed to release to anybody,
so everybody else is sitting over here going “we need to know what happened so we know how
to help this girl”. The Guelph Police aren’t allowed to give out the police report because of
confidentiality, well I mean… come on…you need to give that to Children’s Aid so they know
how to protect the baby, right! — W#17

The referral process is not friendly. I have encountered that if you do not know someone there it
is very difficult to get connected with someone to help our clients. — service provider
The Guelph Police and the OPP were highlighted as examples of agencies whose different reporting
systems make it difficult to share information with other service providers. For example, not all police

services collect and report statistics in a way that makes it easy to compare12. Another reporting example is that
the University of Guelph Campus Police has its own internal process for reporting sexual assaults. One service
provider stated “You’re publishing that you only know of 1 or 2 sexual assaults a year, but you know
damn well that’s not the case”. These discrepancies in reporting process/system leads other service
providers to question the extent to which real collaboration occurs.

High caseloads were another institutional/system issue commonly reported. Service providers noted the lack
of resources/funding and the impact this has especially for rural populations. Size of caseloads was also identified
as increasing inconsistencies in service provision. Women identified that long wait times for specific services are
an issue, especially mental health services.

i.e. a “domestic violence incident” can refer to one or more related criminal code offences and so depending on how this information is identified,
collected, reported and communicated, it can be hard to compare across different police services.
12
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Size of caseloads often creates barriers for being able to talk to workers in a timely way.
There are workers who have more training/knowledge about DV/SA, which does present
inconsistencies of services provided. — service provider

The final systems barriers identified by women were the challenges and complexity of their involvement with
agencies/systems. A few women reflected on their experiences as overwhelming and time consuming.

Different Philosophies, Mandates and Agendas
Some service providers suggested that the potential for “collaboration” as they understand it, between
agencies with different mandates and philosophies is minimal. Some service providers specifically mentioned
that the lack of a common feminist/anti-racist perspective increased challenges to collaborating.

If all agencies had a more aligned vision, it would be easier to collaborate successfully. — service
provider

More education is needed around understanding what women – why they stay – and there’s
a lot of women blaming still right, mother blaming. [other participants in agreement]
— Marianne’s Place Shelter service provider

Alternatively, positive working relationships and greater coordination between the Sexual Assault/Domestic
Violence Care and Treatment Centre and Women in Crisis were attributed to working with the same philosophy.

That’s it – the women [at the SADV Care & Treatment Centre] are amazing. For me, it’s they get
it – right. I don’t have to explain why I’m advocating and struggling so hard to try to connect a
woman to a family doctor for medication because she’s got night terrors, I don’t have to
explain any of it, they get it, as soon as someone from here is calling there’s no questions… [The
nurses] are compassionate, they’re funny and the feedback from women is amazing, they feel
supported, they feel heard. — Women in Crisis service provider

52

RESEARCH FINDINGS

THE GUELPH-WELLINGTON SADV FIRST RESPONSE PROTOCOL EVALUATION RESEARCH

2014

Comments about differences in mandates/philosophies surfaced most often when talking about whether an
agency’s mandate is to “support” or “investigate” a woman. This came up most often in reference to

the police and child welfare. Family & Children’s Services workers expressed feeling that other service providers
do not understand the organizational limitations they work under. Child welfare agencies are often at odds with
violence against women agencies or similar agencies that prioritize the “best interests of the woman” because of
conflicting philosophies/mandates, creating tension that cannot be reconciled.

It seems to me that some staff do not understand the limitations of the work of Family &
Children Services. I have a sense that challenges can arise between Family & Children’s Services
and Women in Crisis due to ‘best interest of the child’ vs. ‘best interest of the parent’, which
may be competing interests. — Family & Children’s Services service provider

Another service provider offered a similar perspective about conflicting mandates and suggested, “the
mandate conflicts in a way that presents as who is more ‘important’ the woman or the child – which
impedes a collaborative approach – but that depends on the worker”. One service provider explained “… if you
know that disclosing [to F&CS] is going to impact your relationship with your client, you are going to be cautious
about collaborating”.
In fact, the feedback from service providers suggests that the very definition and interpretation of
“collaboration” may require further discussion, examination and critical thinking. For example, some service
providers expressed concern about the way in which women can experience a systems’ approach in that all
Action Committee agencies are understood to be mandated services. For instance, mandated
counselling by Family & Children’s Services can have a negative impact on women’s choice and agency. It was
also noted that some women may not want multiple service providers speaking about her. A
coordinated and collaborative model could also lead women to have unrealistic expectations about
what they could expect because of the appearance of full system coordination and integration.

Tension Point
Differences

Different philosophies,
mandates, and agendas
reduce collaboration.
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In some cases, increased collaboration
may negatively impact
a woman’s choice and agency.
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Level of Value and Trust
The perception that some agencies are not as valued or trusted as others was highlighted by service providers.
This was identified above in feedback related to different mandates/philosophies as well as agencies’ relationship
to the Action Committee representatives, case conferences, the High Risk Team and general interactions between
service providers.
However, in addition to issues that arose around different mandates, there was also feedback by service
providers about the extent or value in working with others and together. For example one service provider said
they felt marginalized as an agency because they are not considered “clinical”.

Some agencies don’t seem to trust that other agencies are doing their jobs or don’t do it as well
as they do. — service provider

A small number of workers can begin working relationships with [F&CS] with extensive mistrust
and make assumptions about who we are and what we do – I get it, but it can be tiresome
when I’m busy. — Family & Children’s Services service provider
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Feedback and Suggestions for Improved Coordination/Collaboration
Service providers were specifically asked for ideas and suggestions about how to address coordination and
collaboration challenges (Table 3).

Ideas/Suggestions to Improve
Collaboration

Number of Service
Providers

Education/Training/Forums

16

Increased communication

14

Shared website/portal

4

Meetings between front-line workers

3

More funding

3

First point of contact at each agency

3

More staff

3

Prioritize collaboration and plan for it

3

Table 3. Service provider suggestions on how to increase
coordination and collaboration between agencies.
One service provider suggested moving toward a more formal collaboration format, such as having
violence against women workers working out of Family & Children’s Services.
Recognition that all agencies are pressed for time would go a long way in developing and maintaining
positive relationships. Within a context of tightening budgets, strategies to address fiscal and resource constraints
was supported. Finally, there was recognition that this is difficult work and service providers working with women
and children who have experienced violence need more emotional support.

…I feel like it needs to be acknowledged how tough this work is…that’s part of the frustration
because when you know in your head how widespread it is and then when you start to do it and
you realize, it’s nauseating how much this is in our society, how many people are affected by it,
how few people feel they can come forward and make some changes – it’s exhausting! And you
keep thinking your diggin’ away and you see that you’re not really getting anywhere, in some
ways, you are with individuals, but the problem is still there and I think that that’s one of the
toughest things to deal with in this work. — Family Counseling & Support Services service provider
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Beyond the Protocol
Larger Systemic Gaps in SADV Services
Both women and service providers identified larger systemic gaps and challenges that affect SADV
service delivery and women’s experiences with Action Committee agencies, but extend beyond the limits the
Protocol. Many of these gaps and challenges refer to the larger context in which women and children live. As
a result, it is difficult for women to access services needed to cope and rebuild their lives. In some cases it is
difficult for specific populations to access services and support.

Public and Professional Knowledge about SADV
Both women and service providers reported that they lack knowledge about SADV. Women often did not
identify their experience as abuse, particularly if it was not physical violence.

…You know what, even at that point [initial contact with a service provider] I didn’t understand
it as violence, I understood as his addiction and I understood it as his problem and I hadn’t fully
been able to even look at where it had taken me in my life. — W# 21

Similarly, the lack of professional education for service providers was also identified. Some service providers
reported that they lack knowledge on these issues. This impacts service provider’s ability to help women who
have experienced violence, especially those agencies whose main focus is not SADV.
Service providers were asked how the Action Committee could help improve the response to SADV in the
community. They expressed a need for increased public education for the larger community, not just victims of
SADV, specifically through ad campaigns and public speakers.

Action Point

Tension Point

Public Education

Increase public’s access to
information/education about abuse and
recognizing the signs of being in an
abusive relationship.

Public SADV Knowledge
A lack of public knowledge
about SADV continues to exist
and reduces ability for
people to get assistance.

Tension Point
Service Provider SADV Knowledge
A lack of knowledge on SADV
issues can impede service providers’
ability to assist women.
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Overview
Gaps in Services
Support Related to Children
Women and service providers highlighted the lack of services available in the community for children who
have witnessed violence or been a victim of violence. Parenting support was also identified as a gap in services.
One service provider from Family & Children’s Services commented that the ministry does not fund parenting
programs. Similarly, women identified a need for financial assistance with child care since many were in a low
income bracket and cannot afford to pay for a child care provider, making it difficult to deal with the aftermath
of abuse.
It wasn’t helpful to have what felt like little support, I mean I don’t have a whole lot of family
support…I think there needs to be more support you know with parenting. I mean this is a basic
thing, I get it, but I mean people need help with parenting and then put them through this
situation on top of it and you’re asking, you’re almost asking for a disaster. — W#17

SADV Support for Other Vulnerable Populations
Service providers highlighted that there are limited services available in the community for male
victims of SADV, as well as other vulnerable populations including elderly men, trans-identified
individuals and women in rural communities. Some service providers discussed how they have made

efforts to adapt their services to serve these individuals, recognizing that these services are lacking in the
community. In some cases service providers will meet a woman at her home in the county and in other cases
service providers will adapt the gendered language of the Protocol to assess the level of risk for a male victim
of violence.
Offender Accountability and Effective Services for Offenders
Service providers and women both commented on the lack of offender accountability. Service providers
discussed the perceived ineffective programming for perpetrators, specifically the Partner Assault Response (PAR)
program. For example, service providers at Family & Children’s Services stated that PAR does not work for chronic
offenders and that there was no expectation for abusing individuals to actively participate in the program or apply
the learning in their lives. It was also suggested that there is a disconnect between the PAR program and offender
accountability more generally. The criminal courts are not notified about an offender’s counseling/PAR history,
meaning that there is no system in place to effectively track offenders. In addition service providers at John
Howard Society noted the lack of services for youth who commit sexual crimes.
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I’ve discussed the ongoing issues…I still discuss them today […] we [women] have to completely
change, you know [we] continue to work on ourselves although we’re not really the issue
[…] Something has to give though, especially when children are involved […] my daughter and
I are both continually doing counseling […] when the culprit [is the problem][…] where’s their
accountability? — W#21

Service providers at Marianne’s Place, the Women in Crisis shelter commented that women and
children are most often uprooted from their homes when the police respond to a domestic violence

call, rather than the abusing partner. Services and supports available in the community are geared for female
victims (e.g., the shelter), as opposed to abusing individuals. This is a systems challenge that places the burden
on women to leave.
Lack of Other Services: PetSafe and Detox
Service providers at Marianne’s Place identified the absence of a PetSafe program, which would offer
women temporary housing for their pets. The limited housing options for pets can restrict women’s ability to
leave an abusive relationship.
Limited access to a detox program was also identified as a gap. Women are required to travel to Kitchener if she
requires detox services. This can be especially challenging if a woman does not have access to transportation.

Action Point
Recommended
Services/Resources
•
•
•
•
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Effective services (e.g. holding offenders accountable)
for people who are abusive are needed.
Longer-term shelters for pets for women fleeing
violence are needed.
Detox programs needed.
Supports for children, males, trans-identified individuals,
women in rural areas, youth sexual offenders.

RESEARCH FINDINGS

THE GUELPH-WELLINGTON SADV FIRST RESPONSE PROTOCOL EVALUATION RESEARCH

2014

Issues with Court Systems
Some women expressed frustration with the criminal and family court systems. The criminal court system
may not be able to directly address SADV because non-physical violence (e.g. emotional or verbal)
is not chargeable. However, non-physical forms of violence can have a large impact on women’s lives.
Additionally, some justice professionals may not understand the complexity of domestic violence, leaving
women feeling like it is another avenue in which the abusive partner continues to abuse her.

I’ve really gotten the feeling from everything […] unless there’s semen in the vagina and it’s
proved to whoever, or a broken arm and there’s a witness that’s not your family member or your
friend you know who probably would be around […] there really isn’t much you can do and
that’s what were living with. — W#21

Tension Point
Charges

Limitations of the justice system to
charge non-physical violence.

Tension Point
Court Systems

Frustration of women with court systems.
Court as being another avenue where abuse from
the abusive partner can take place.

Restrictive Organizational Policies
Women and service providers acknowledged that women might feel systemically abused due
to policies at various agencies. It was noted by women and service providers that Family & Children’s
Services puts the onus on women to protect her children and make changes in their lives, without holding
the abusing partner accountable in a meaningful way.
A lot of the women we work [with] feel systemically further abused. First of all, the files are
open in the woman’s name, never in the perpetrators name, so that’s an issue I think that
hopefully we’re going to try to grapple…there is an onus on mom to keep her children safe
and the feedback that I often get is “why are you focusing on me? — Family & Children’s Services
service provider
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Finally, Housing policies for Special Priority requiring proof of cohabitation with the abusing partner. This
was identified by some service providers as a barrier for women escaping an abusive relationship. Staff at
Marianne’s Place shared that this policy can be unrealistic because women in abusive relationships are often
unable to provide proof of cohabitation when they have been financially abused or have had to leave in a hurry.
Furthermore, housing assessments, which are conducted after women move into housing can be experienced
as ongoing monitoring and assessment.

Tension Point
Onus on Women

Family & Children’s Services puts the
onus on women to protect her children,
without holding the abusing
partner accountable.

Tension Point
Restrictive Policies

Special Priority Housing policies that
require proof of cohabitation with
the abusing partner can impede a woman
escaping an abusive relationship
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Action and Tension Points
Below is a more detailed summary of the Action and Tension Points identified in the research findings.
Action Points are specific considerations for improving SADV service delivery. Some Action Points are a result
of key findings from women about their experiences with service providers. Other Action Points are suggestions,
which have come from service providers, about needed Protocol changes.
Tension Points reflect differences that both women and service providers identified in definitions/
interpretation, service delivery styles, agency mandates, philosophies and challenges, or tensions experienced
at the Action Committee level.
Whether and how these Action and Tension Points are examined and/or addressed by the Action Committee
and the larger community is beyond the parameters of the research. Nevertheless, they are listed below in an
order that is consistent with their significance.

Action Points
SERVICE DELIVERY
The How of Service Delivery: How a service is delivered is equally as important as the content of
the service. Service provider personality and skills play a large part in determining whether a woman’s
experience is positive or negative
Awareness of Services: Increased awareness of the services that agencies offer can greatly impact

women’s service provision.

Bridging Services
Bridging Services: Accompaniment, support, and advocacy are significant ways to “bridge services”
and can effectively and efficiently connect a woman with new service providers.
Practical and Tangible resources: Practical and Tangible Resources. These are important as ways to
help meet women’s specific needs. e.g. bus tickets, vouchers and food and clothing, child care services,
emergency alarms, pamphlets.

Judgment/Not Believed
Some women reported feeling not believed and judged based on:
• income and employment status,
• mental health or addictions status or
• due to their abusive partners influencing the service providers’ perceptions of the woman.

ACTION AND TENSION POINTS
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FIRST RESPONSE
Overall Service Delivery: Women’s overall impressions of an agencies’ service delivery mattered
more than their first interaction with the agency.

Privacy
Privacy is Important: Sexual assault/domestic violence disclosures for women are significant and may
not look like service providers expect. Privacy during a disclosure is important and a positive or negative
experience during a disclosure can have a large impact on women.
Limits of Confidentiality
Informed Decisions: Explain the limits of confidentiality to women to help ensure they make informed
decisions about the information they share.
Different Limits of Confidentiality: Confidentiality limits differ by agency: not all services are

voluntary or have the same level of confidentiality. For example:
• the Police and Family & Children Services investigate women without consent.
• women’s safety can be compromised if they disclose physical abuse without understanding the
implications of mandatory charging,
• the Crown cannot offer confidentiality at all.
These differences need to be more clearly explained to women by all service providers.

Risk Assessment
Protocol Risk Assessment Expectations: The “First Response” Protocol expectations suggest that all
service providers can and should carry out the objectives in the same way. This does not recognize that
different agencies play different roles and the first response may not be possible or appropriate in every
service provider situation. Risk assessment is an example of this expectation not being realistic.

Risk Assessment Tools: Collectively deciding what risk assessment tools to use and how to interpret
them could benefit both women and service providers.
Risk Assessment Referrals: Some service providers reported referring women to other agencies for
risk assessments and/or safety planning. However, making a referral does not guarantee that the “first
response” will be completed. Doing some risk assessment and safety planning is better than none.
Safety Planning
Protocol Expectations for Safety Planning: The Protocol does not recognize that safety planning
may not always be necessary depending on the results of the risk assessment. For example, historical
abuse may not require a safety plan.
Safety Planning Tools: Build and share a common safety planning checklist.
Follow Up
Defining Follow Up: The Protocol does not clearly define follow-up and the definition should be
clarified. Follow up may be contrary to an agency’s mandate and a service provider’s respect for a
woman’s self-determination.
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COORDINATION/COLLABORATION
Increasing Awareness of Mandates: Greater awareness/understanding of agencies’ mandates and
services and resources between agencies can facilitate referrals and improve access to services.
Working with Differences: Further discussions on how to work together in spite of differences
could be beneficial.

Protocol Accessibility Improvements
The Protocol needs to be more accessible: Service providers suggested ways the following
ways that can happen:
• shorten the document and/or provide one page handouts;
• make Protocol publicly available and searchable online;
• improve readability of the document by using plain language;
• revise the risk assessment tool to make it more sensitive to subtle abuse
and not gender or relationship specific;
• create a risk assessment tool app for mobile service providers;
• include information on working with children or people who are abusive;
• create documents that could be used by the general public or women
experiencing violence.
Protocol Training:
Cross-sectoral training: Training on the newest version of the Protocol is not occurring in a way that is
effective. Cross-sectoral training is needed to build professional relationships to help service providers
more effectively support women.
BEYOND THE PROTOCOL
Public Education: Increase public’s access to information/education about abuse and recognizing the
signs of being in an abusive relationship.

Recommended Services/Resources:
•
•
•
•

Effective services (e.g. holding offenders accountable) for people who are abusive are needed.
Shelters for pets for women fleeing violence are needed.
Detox programs are needed.
Supports for children, males, trans-identified individuals, women in rural areas.
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Tension Points
Privacy
Privacy: What feels like “privacy” for service providers is not experienced as “privacy” by women, e.g.

disclosures that occur in waiting rooms, over the phone, in older buildings where sound travels, or when
the abusing partner is close by. This can impact whether the woman discloses and feels comfortable
and/or heard.

Confidentiality
Duty to Report: Tension exists between adhering to the duty to report if a woman shared information
that is outside of the limits of confidentiality (such as a disclosure that would need to be reported to
Family and Children’s Services) and their own values and approach of “meeting a woman where they’re
at,” as well as maintaining the relationship with the woman.
Risk Assessment
High Risk: There is disagreement within and between agencies about the definitions of abuse and
“high risk” and therefore how to respond.
Follow Up
Connecting but not Pressuring Women: Tension exists between service providers trying to ensure
women are connected with the support they need on the one hand while wanting women to freely
choose services without feeling pressured to respond in a particular way.

Coordination/Collaboration
Different Mandates: Different philosophies, mandates, and agendas reduce collaboration.
Illusion of Full Agency Participation: The appearance vs. reality of Action Committee membership,
involvement and Protocol implementation. Status as a Protocol signatory may give the false impression
that entire agencies implement the “first response” outlined in the document. In reality, an Action
Committee member may only represent a small department in a large agency. A specific department
aligning with the Protocol does not mean that the entire agency is aware of and implements the steps
of the Protocol.
Communication and Trust Issues: Varying levels of trust and feeling valued; “turfism;” conflict;
and poor communication.

Lack of Engagement and Resources: Perceived lack of engagement, commitment or involvement
and the lack of resources that some agencies have to put towards Action Committee tasks or other
collaborative work exists.
Benefits vs. Challenges of Case Conferences: Benefits and challenges can be one and the same.

For example, the time required to set-up a case conference is a challenge; however, it can also save time
for agencies involved.
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High Risk Team Membership: Membership or lack of membership on High Risk Team.
Personal Relationships: Lack of communication and personal relationships between agencies
presents a challenge to coordination and collaboration

Downsides of Collaboration: In some cases, more collaboration may negatively impact a woman’s

choice and agency.

BEYOND THE PROTOCOL
Public SADV Knowledge: A lack of public knowledge about SADV continues to exist and reduces the
ability for people to get assistance.

Service Provider SADV Knowledge: A lack of knowledge on SADV issues can impede service
providers’ ability to assist women.

Charges: Limitations of the justice system to charge non-physical violence.
Court Systems: Frustration of women with court systems. Court as being another avenue where abuse
from the abusive partner can take place.

Onus on Women: Family & Children’s Services puts the onus on women to protect her children,
without holding the abusing partner accountable.
Restrictive Policies: Special Priority Housing policies that require proof of cohabitation with the
abusing partner can impede a woman escaping an abusive relationship
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Connections Between
Our Findings & Previous Research
Below is a brief review of the connections that exist between our evaluation research findings and
previous research on community coordinated responses to sexual assault and domestic violence. Identifying
and comparing our findings with other research can help the Action Committee and the broader community
think about, assess, and make decisions about possible next steps. Connecting our findings with other relevant
peer reviewed research lends support and credibility to the findings of this research.

Benefits of a Coordinated/Collaborative
Approach: Relationships are Crucial
Previous research has mainly sought feedback
from service providers in evaluating a coordinated
and collaborative response. Our research addresses
this important critiquexviii by including feedback from
women who have accessed services. The inclusion
of women was critically important to this research
study because valuable data about the effectiveness
of a program or initiative is derived from those using
the services, and not only from those providing the
servicesxix.
Evaluation research on CCRs and their “success”
is lacking. The limited research that has been done
suggest that CCRs are not uniformly effectivexx. CCRs
are well positioned to increase knowledge, cooperation
and communication across systemsxxi; improve

institutional changes such as new policies and practices
and increase public awareness and interest in
responding to violence against womenxxiii. Specifically
our findings suggests that developing and enhancing
relationships play an important role in ‘‘bridging social
ties,’’ and forming relationships across sectors which
positively impacts institutional changexxiv. Greeson and
Campbell found that “… when relationships between
systems are poor, opportunities to work together and
create improvements are missed”xxv. Current research
by Allen et al.xxvi suggests that the development of
new relationships and increased knowledge among
stakeholders as a result of collaborative activities and
greater access to influential leaders leads to a kind of
“synergy” that facilitates systems change.
xxii

Challenges of Working Together
Our research supports previous research about
the challenges in working together. A finding of our
research, and one commonly found in previous
research, was that service providers from one system
lack knowledge of what and how other systems
respond to survivorsxxvii. Additionally, we found that
sharing information was sometimes challenging,
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especially because of confidentiality and the high
risk nature of some cases, which is heightened if the
environment is characterized by a lack of trust among
service providersxxviii. Lack of information sharing
among agencies can lead to survivors feeling
overwhelmed, tired and frustrated and therefore
less likely to report and seek helpxxix.

CONNECTIONS BETWEEN OUR FINDINGS & PREVIOUS RESEARCH

THE GUELPH-WELLINGTON SADV FIRST RESPONSE PROTOCOL EVALUATION RESEARCH

2014

Shared Power and Decision Making
Despite Different Mandates
We found that survivors of violence and service
providers had great insights about changes that are
required to improve SADV service delivery, both
within their own organization as well as other systems.
However, other research suggests that unless shared
power and influence in decision making between
agencies and systems is supported at the CCR, their
input may not affect changexxx. Greeson and Campbell
found that “turf wars” were common. Researchers
concluded that “service providers often have different
agendas and styles of interacting with victims and each
wanted to claim their approach as ‘right’ and their time
with victims as more important’”xxxi. Giacomazzi and
Smithey note that turf issues remain a stumbling block
for true collaborationxxxii.
Our findings are consistent with a prevalent theme in
previous research that revealed tension between

child welfare and violence against women agencies
responding to families affected by SADVxxxiii. Specifically,
we heard that women express fear of child welfare
investigation and the potential loss of access to their
child/childrenxxxiiii. Other research arguesxxxv that
supporting non-abusive mothers to be safe is the most
promising approach to reconciling the ongoing tension
that exists between child welfare and violence against
women agencies.
Despite different mandates and agendas there
is support in the literature for an understanding
of gender and power differences as fundamental
to the work. In fact, it is argued that without an
understanding of the gendered dynamics of abuse,
women’s services are likely to be under-resourced and
marginalized as more powerful agencies take overxxxvi.

Leadership and Active & Engaged Membership
The challenges we identified in working together
was consistent with previous research that found
developing an “inclusive climate” (i.e. shared
power in decision making, the presence of a shared
mission and active participation from a broad array
of key stakeholders) is needed to affect changexxxvii.
In addition, quality of leadership (i.e., attending
to process by including and managing diverse
viewpoints and action) is a critical predictor of the

committee’s ability to meet their goalsxxxviii. Similar to
our findings, previous research provides evidence that
disparities between official and active membership in
coordinating committees is common. Further, active
membership was found to be a key ingredient to
accomplishing committee goals and therefore is a good
reminder that promoting active participation of those
that are empowered to influence change is crucialxxxix.

Collaboration and Coordination
with Accompaniment, Support and Advocacy
Survivors of SADV have diverse needs that require
a wide variety of community resourcesxl that are
typically difficult to access xli. Therefore,
comprehensive advocacy services are essential

to helping women cope and rebuild their lives
. Our research confirms this and argues that
accompaniment, support and advocacy are needed for
any effective coordinated responsive model.
xlii
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How Services are Delivered is
Key – Positive and Practical
The results of our research contribute to the body
of knowledge about how domestic violence and sexual
assault services should be deliveredxliii. In fact our
research confirms that how service providers interact
with women is more important than whether the
Protocol objectives are met (i.e. the First Response
Protocol requirements (i.e. confidentiality, safety
planning, risk assessment, follow up, etc.). Women who
are treated more positively find services more useful
and effectivexliv. We found that care, understanding,
listening and empathy were what women wanted.
“Support for abused women and the development of
an empowering woman-centered focus underlies all
the work done” xlv.
In a study by Postmus and Hahnxlvi, women
suggested that service providers should be attentive
to their situation in an effort to break the cycle of
dependency on the system and on abusers in women’s
lives by empowering them, rather than further
victimizing them through service delivery.

Further, Zweig & Burt found that when women
have a greater sense of control while working with
agencies, they find services more helpful and effective
xlvii
. Similarly, a broad agenda of empowerment of
women and children and using a strengths
perspectivexlviii carried out in direct, down-to-earth
practical ways was essentialxli.
We also heard that practical/tangible supports
were most helpful to women. Understanding the
importance of material resources must be understood
within the larger context within which women live.
“… The current focus on individual women does not
address or even begin to eliminate the institutional
structures in society that support intimate violence
against women particularly barriers to women’s
economic security”l. In fact they argue that women’s
economic security is a necessity and must be part
of any community coordinated response to intimate
partner violenceli.

Risk Assessment and Safety Planning
Our finding about the interconnection between
risk assessment and safety planning are consistent
with previous research. A risk assessment is often a
precursor to devising a safety plan and informs
appropriate strategies to keep women and their
children safelii. Davies et al. assert “a thorough and
accurate risk analysis is an essential component of
safety planning”liii. Additionally, safety planning is
integral to SADV service delivery liv, yet many service
providers in the current study perceived safety
planning to be a specialized skill requiring
extensive training. While it might be the case that
comprehensive safety planning should be done with
someone experienced with SADV, service providers
whose primary focus is not SADV can still effectively do
some safety planning with womeniv. Davies et al.,
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note that one of the inherent limitations of safety
planning is that “no one can know everything about
every risk or reduce every risk”. This is important
for service providers working with individuals who
have experienced SADV to consider. This supports
our assertion that some safety planning is better than
none.
Despite the challenges and critiques of CCRs, many
researchers, service providers and other advocates
agree that nothing short of systems and community
change has any chance of making a significant longterm difference in reducing, let alone ending violence
against womenlvi.

CONNECTIONS BETWEEN OUR FINDINGS & PREVIOUS RESEARCH
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Research Limitations
A major strength of this evaluation research was the participatory community-engaged approach. While
another strength is the use of multiple sources of data, much of this data relies on self-report and from relatively
small samples. There are, however, several limitations of the research that should be acknowledged.
•

Small Number of Focus Groups: A relatively large number of service providers completed the

•

Low Representation from the County: Although we tried to recruit women from the county by
posting ads on social media/Kijiji and posting recruitment flyers in community spaces, we had a small
sample of women from the county that had experience with county-based services.

•

More Domestic Violence Focused: The majority of the women we interviewed had sought

•

Limited Systems Knowledge of Interviewers: The graduate students who conducted the

online survey, but we had a small sample of focus groups (n=5) with a total of 32 participants. While
we had anticipated more focus groups, overall interest in focus groups was low. The low response
rate was likely due to the amount of time required to participate and the difficulty coordinating a
mutually agreeable time. While the findings from the focus groups are not generalizable to all service
providers, many of the same themes were also found in the online survey.

services for experiences of domestic violence, which may have encompassed sexual assault. There
were only a small number of women who participated in the research who used Action Committee
agency services for sexual assault. Both the small sample of women from the county and women
seeking sexual assault services may have influenced the types of experiences women reported with
SADV agencies.

interviews had not worked in the SADV service community in Guelph-Wellington. Therefore, the
graduate students were not as familiar with the various systems and other non-Action Committee
services available in Guelph-Wellington as someone who worked within the system may have been.
This may have influenced the interviewers’ ability to ask appropriate follow-up questions or respond
to participant’s questions about the broader service provision system. However, it was important
that the interviewers were seen by women to be impartial and separate from the Action Committee
and the Action Committee agencies

RESEARCH LIMITATIONS
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Conclusion
The results of the evaluation research suggest that
the Protocol is being implemented as written across
agencies to varying degrees. Some objectives (e.g.
explaining confidentiality) were met most of the time,
while other objectives (e.g. safety planning) are often
assumed to be addressed by other agencies through
referrals. Service providers reported that there has not
been adequate training on the 2010 Protocol and that
the document itself can be made more accessible.
Positive individual relationships were found
to be crucial to both SADV service delivery and
collaboration between Action Committee agencies
and representatives. Women reported that how
services are delivered creates a positive overall
impression of a service, particularly when the service
provider displayed empathy and understanding.
Similarly, service providers reported that having a
positive relationship with service providers at other
agencies increased the likelihood of coordination and
collaboration.
This research has identified several Action Points,
which ask for the attention and consideration of the
Action Committee, the broader SADV services system
and the Guelph-Wellington community. This research
has also identified larger systems issues beyond the
reach of the Protocol. Many of these are noted as
Tension Points and can negatively impact collaboration
and women receiving the support and resources they
need.
Many of the findings of this research align with
the findings of other research on SADV services
and community coordinated responses. Based on
this and other research, considerations for future
research include examining the definition and role of
coordination and collaboration among SADV agencies
and the impact of this collaboration (or lack thereof) on
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both women’s experiences of services and their overall
well-being. In particular, the tensions between child
welfare and violence against women services should be
further explored.
There is some evidence that the extent to which
coordinating committees achieve their desired goals
are influenced by the context in which they operate.
As a result, future research could further examine the
climate of agencies to assess how supportive they are
implementing change. Committee effectiveness should
also be evaluated within the unique context in which
that committee operates.
Given the importance of systems and community
change in ending violence against women, future
research should also focus on understanding SADV
in the context of broader organizational, social and
political systems. This research should identify the ways
in which the larger context impacts the extent to which
a coordinated and collaborative community response
to violence against women can address the needs and
issues facing women who have experienced abuse and
people who are abusive.
This report has identified the importance of positive
individual relationships between women and service
providers as well as among service providers, ensuring
an effective response to SADV. These relationships
facilitate a systemic response to SADV that has a large
positive impact. It should be noted that this response
cannot prevent SADV. Continuing to improve systemic
responses to SADV through efforts such as the Protocol
creates the possibility for positive change for individual
women. However, broader social change, in the form
of equity and social justice, continues to be a vision for
the future.

CONCLUSION
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Core research team:
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Danielle is an M.A. candidate in the Criminology and Criminal Justice Policy program at the University of
Guelph. She completed her B.A. with a major in Criminology at York University in 2009. Broadly, her research
interests include violence against women, community based research, community engaged evaluation research
and participatory action research.

Linzy Bonham
Linzy has been the Coordinator of the Action Committee since June 2011. She has a Masters of
Social Work and is a registered clinical social worker specializing in sexual assault, domestic violence and trauma
counselling. Linzy has an extensive history in community organizing around social justice and feminist issues and
is passionate about working for change on both the individual and community level.

Sara Crann
Sara is a Ph.D. Candidate in the Department of Psychology at the University of Guelph. Her research focuses on
women’s health and wellbeing using qualitative and community-engaged approaches. She is a Project Manager at
the Research Shop/Institute for Community Engaged Scholarship at the University of Guelph.
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Melissa is a Health Promotion Specialist at Wellington-Dufferin-Guelph Public Health and represents her agency
at the Action Committee table. She has provided evaluation expertise, including design, data collection, analysis,
and report writing, for multiple public health initiatives.
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Mavis is an Assistant Professor in the Department of Sociology and Anthropology at the University of Guelph.
She is a community engaged scholar focusing on violence against women, justice and social policy, community
based and evaluation research and community engaged learning. Mavis has worked with rural and urban
community partners (advocates, community coordinating committees, criminal justice and social service
organizations and government) on community based research, education, protocol development, advocacy,
service coordination and evaluation on issues related to violence against women and their children and other
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Ashley Murphy-Kilgar
Ashley is a registered community social worker. Ashley is a recent graduate from the University of Windsor
where she obtained a Masters of Social Work. She is passionate about community social work,
feminist issues, and advocating for individuals with a developmental disability.
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Appendix B: Agency Statistics on
Domestic Violence and Sexual Assault
Some of the agencies have available secondary statistics about domestic violence and sexual assault,
this section presents those statistics in order to give context to domestic violence and sexual assault since
201013 in the Guelph-Wellington area.

Violence Against Women
Guelph Wellington Women in Crisis
Guelph Wellington Women in Crisis (WIC) provides
support to women and children affected by domestic
violence and sexual assault. WIC’s programs are: the
Transitional and Housing Support Program, the Rural
Women’s Support Program, the Crisis Line, Marianne’s
Place (i.e., shelter), and the Sexual Assault Centre. The
following information is retrieved from their annual
report for the 2010/2011lvii and 2011/2012lviii fiscal
years (April 1 to March 31).
The Transitional and Housing Support Program
(THSP) had a 109 percent increase of women using
individual support and/or group programming services
from 2010/2011 to 2011/2012. In 2010/2011, THSP
accompanied 63 women to court and/or
Chart 1. WIC Transitional & Housing Support Program

100

The Rural Women’s Support Program (RWSP)
provided support to 310 women in 2010/2011 and
279 women in 2011/2012. In 2010/2011, RWSP
accompanied 46 women to appointments, and took
124 crisis calls at the country offices. RWSP provided
a total of 3,655 direct service hours to women across
Wellington County.
The Crisis Line received 3,600 calls in 2010/2011.
Marianne’s Place had approximately a seven percent
decrease of women and children from 2010/2011 to
2011/2012. The shelter had 238 (129 women and 109
children) in 2010/2011, and to 223 people (127 women
and 96 children) in 2011/2012.
The Sexual Assault Centre supported 130 women
through individual counselling and 74 women through
groups and workshops in 2010/2011. The Sexual
Assault Centre supported 499 women in 2011/2012
through individual counseling, groups, workshops, and
public education events.
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appointments, assisted in 106 housing applications,
and constructed 542 safety or transition plans. In
2010/2011, THSP provided a total of 5,933 direct
service hours to supporting women and children. In
2011/2012, there was 15 percent increase in safety
plans from the previous reported year.

Children

Please note that the timeframe for individual agencies’ statistics vary slightly because agency statistics for certain years were unavailable.
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Table 1. WIC Transitional & Housing Support Program

2010/2011

2011/2012

# of women for individual support
and/or group programming

522

1089

Saftey plans created with
women and children

542

625

Justice
Victim Reporting to Criminal Justice System

kissing or fondlingliv. Sexual assault is legally classified
by the physical harm or trauma to the victim: sexual
assault with minor or no physical injuries (i.e. level
one), sexual assault with a weapon, threat, and bodily
harm (i.e. level two), and sexual assault with
wounding, maiming, disfiguring or endangering the
victim (i.e. aggravated sexual assault or level three).
Reported sexual assault data includes spouses charged
with sexual assault.

Police reported data provides information on
incidents that come to the attention of the police.
This data includes the number of domestic violence
and sexual assault victims seeking support from the
police. The Canadian legal system refers to sexual
assault as any forced or attempted forced sexual
activity or any unwanted sexual touching, grabbing,

Chart 2. Police reported Sexual Assault Level 1, 2 and 3,
by census metropolitan area, 2012
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The police reported data is limited to criminal
offenses that are reported to the police. Self-reported
surveys about victimization supplement the police data
in order to fully represent both reported and
unreported incidents to the police.

2014

policing authorities, and if there are accessible victim
services.lxv

Police Services in the Guelph-Wellington Area

Research has shown that sexual assault and
domestic violence are among the most
underreported crimes in Canada. According to the
2009 Canadian General Social Survey, about 30% of
female victims and 13% of male victims reported
domestic violence to the policelxi, and approximately
12% of victims reported sexual assault to the policelx.
In the post-secondary setting, research shows that less
than five percent of sexual assaults are reported to
post-secondary authorities.lxii

There are three police services in the GuelphWellington area: Ontario Provincial Police (OPP),
Guelph Police Service, and the University of Guelph
Campus Community Police. The Guelph Police Service
primarily police the City of Guelph, the OPP provides
policing services to the Wellington area, and the
Campus Community Police exclusively police the
campuses of the University of Guelph, which is
located in the City of Guelph.

Based on the Uniform Crime Reporting Survey, a
survey on police-reported statistics, in 2012, Guelph
had the second highest rate of reported sexual assaults
(level 1, 2 and 3) for census metropolitan areas in
Ontario63. The rate of sexual assaults for Guelph was
79 per 100, 000 people; the national rate was 63 per
100, 000 people.

Guelph Police Service

The high rate of reported sexual assaults could
indicate a higher prevalence of sexual assault in the
Guelph-Wellington area, although it could also
indicate a higher amount of sexual assault victims that
feel comfortable reporting to Police. One of the most
common reasons reported by victims for hesitation in
reporting sexual assault is the lack of confidence in the
criminal justice system.lxiv Research indicates that
reporting of sexual assault is more likely to occur if
there are positive attitudes to and relationships with

Reported occurrences of sexual assault to the
Guelph Police Service are steadily increasing.
The Guelph Police Service had an increase of 11.5
percent from 2011 to 2012 in reported occurrences
of sexual assault. In 2011, there were 87 reported
occurrences of sexual assaults, a rate of 37 per
population of 100,000. In 2012, there were 97 reported
occurrences of sexual assault, a rate of 76 per 100,000.
The number of domestic dispute calls, from 2010
to 2012, has steadily decreased. The number of
domestic (other relative) violence service calls
present as relatively stable.
The statistics for the Guelph Police were retrieved
from their Annual Reports.lxvi

Table 2. Guelph Police Occurance Data (2010-2012)
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2010

2011

2012

# of actual sexual assault
occurances

62

87

97

# of domestic dispute
service calls

1315

1305

1287

# of domestic (other relative)
service calls

627

576

643
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Ontario Provincial Police
The Wellington County Ontario Provincial Police
detachment had a 65.6 percent increase in reported
occurrences of sexual assault from 2011 to 2012. Based
on primary Uniform Crime Reporting (UCR) offence
level counts, there were 29 actual occurrences in 2011
and 48 actual occurrences in 2012. In 2010, there were
26 actual occurrence of sexual assault reported.
The statistics for the Wellington County OPP
detachment are retrieved from the detachments’
2011-2013 business planlxvii, which is based on primary
UCR offence level counts. The statistics are actual
reported occurrences of SA, which differ from
projected estimates of annual occurrences.

University of Guelph Campus
Community Police
There was one domestic disturbance reported to
Campus Community Police in 2010/11 (May 1- April
30) and three in 2011/12. Two occurrences of sexual
assaults were reported in 2010/11, and three
occurrences of sexual assaults were reported in
2011/12.
The statistics for the University of Guelph Campus
Community Police were retrieved from their Annual
Reports.lxviii

Victim Services in Guelph-Wellington
There are two victim services located in
Guelph-Wellington that assist and support victims
through various stages of the criminal justice system:
Victims Services Wellington and the Victim/Witness
Assistance Program. Victims Services Wellington
provides assistance to victims immediately after
victimization. Victim/Witness Assistance Program
provides assistance to victims after the police have
laid charges, and continues its support until the
conclusion of the court case.

APPENDIX B
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Chart 3. University of Guelph Occurance Data
(2009/2010 - 2011/2012)

2009/2010
2010/2011
2011/2012
Sexual Violence Domestic Disturbance
The number of sexual assault victims who contacted
or used the victim services in Guelph-Wellington has
slightly increased according to the services reported
fiscal years. The number of domestic violence victims
supported remains relatively consistent.
Victim Services Wellington (VSW) supported 244
victims of domestic violence and 51 victims of sexual
assault in 2012/13 (April 11 – March 31). In 2013/14
VSW assisted 231 victims of domestic violence and 58
victims of sexual assault.
Victim Witness Assistance Program (VWAP) assisted
350 victims of domestic violence and 20 victims of
sexual assault in 2011, and assisted 375 victims of
domestic violence and 29 victims of sexual assault in
2012. The number of domestic violence victims seeking
VWAP services is relatively stable. There was a sharp
increase in sexual assault victims in 2012, a 45 percent
increase, from 2010 and from 2011.
The statistics for the victim services are retrieved
from the agencies’ databases.
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Chart 4. Victim Services Wellington (2010 - 2012)
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Chart 5. Guelph-Wellington Care & Treatment Centre
for Sexual Assault & Domestic Violence
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Chart 6. Victim/Witness Assistance Program (2010-2012)
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Health
Guelph Wellington Sexual Assault and
Domestic Violence Care and Treatment
Centre at Guelph General Hospital
The Guelph Wellington Sexual Assault and Domestic
Violence Care and Treatment Centre at Guelph
General Hospital provides victims of domestic violence
and sexual assault medical care, including but not
limited to physical examination(s), crisis counselling,
treatment of injuries, and the option of having a Sexual
Assault Evidence Kit completed.
Acute (i.e., emergency) cases of domestic violence
seen by the Centre remain relatively consistent over
the last two reported periods. Acute cases are clients
who have been assaulted within 72 hours of arriving at
the Centre. Of the total acute cases, with and without
police involvement, all domestic violence cases were
female victims. The Centre did not have any nonemergency health visits from either male or
female victims in 2011/12 and in 2012/13. The
Centre’s fiscal year represents April 01- March 31.
There was an increase in acute cases of sexual
assault with police involvement and a decline in acute
cases of sexual assault without police involvement

APPENDIX B

from 2011/12 to 2012/13. Of the total number of
acute emergency sexual assault cases, approximately
98 percent of cases were female in both 2011/12 and
2012/13, with one male client in 2011/12 and 2012/13.
Men and women in booked non-emergency health
visits for sexual assault has steadily increased in the
last three reporting periods. In 2011/12, 27 women
and two men were seen for a booked non-emergency
health visit. There were 43 women and three men seen
for a booked non-emergency health visit in 2012/13.
There has been a steady decline of calls to domestic
violence and sexual assault victims, who were not seen
in the emergency or follow-up clinic, for phone support
or crisis intervention.
The number of follow-up calls and health visits
for acute and non-acute sexual assault clients have
increased dramatically in 2012/13 from the previous
reported periods (76% increase from 2011/12).
Follow-up calls for health visits of acute and
non- acute sexual assault clients increased by 47
percent from 2011/12 to 2012/13.
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Counselling services provided to female and male
sexual assault victims increased from 72 women and
no men in 2011/12 to 125 women and five men in
2012/13.
There was a dramatic increase in counselling
services provided to domestic violence and sexual
assault victims by the Guelph Wellington Sexual Assault
and Domestic Violence Care and Treatment Centre at
Guelph General Hospital between 2011/12 to 2012/13.
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The statistics for the Guelph Wellington Sexual
Assault and Domestic Violence Care and Treatment
Centre were retrieved from the agency. The
statistics were compiled from their 2010/11lxix,
2011/12lxx, and 2012/13lxxxi ‘Quarterly Statistical Form
Domestic Violence for Clients 16 and older’, and from
their 2010/11lxxii, 2011/12lxxiii, and 2012/13lxxiv
‘Quarterly Statistical Form Sexual Assault for Clients 16
and older’.lxxv

Table 3. Guelph-Wellington Care & Treatment Centre for
Sexual Assault & Domestic Violence
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2010/2011

2011/2012

2012/2013

DV

SA

DV

SA

DV

SA

# of calls for clients who
have received phone support
or crisis intervention

10

7

4

5

0

9

# of follow-up calls for
acute/non-acute clients

22

37

3

62

15

109

# of follow-up health visits
for acute/non-acute clients

7

57

2

55

6

81

# of clients using
councelling services

20

44

20

72

50

130
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