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A Cry for Health: Why we must 
invest in domestic abuse services 

in hospitals 

Presenter
Presentation Notes
Hi, I’m Deidre Cartwright, I’m a Knowledge Hub Advisor with SafeLives. Thanks for choosing to come to this workshop-I hope you feel it is worth your while. What I’ll be focusing on today is why SafeLives believes that Idvas are vital within a hospital setting, using the finding from our research and policy report-A Cry for Health. I’ll also be speaking to you from my own experience as an A&E Idva, to give you an idea of what an hospital based Idva service may look like in practice and some of the challenges for an Idva working within the hospital setting, especially when he or she may come from a community based background. 
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Findings from our research 
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• Our study looked at the impact of locating Idvas in A&E or maternity in 
5 hospitals 
 

• We found that this led to identification of extremely vulnerable victims, 
the majority of whom had children 
 

• We are calling for Idvas to be located in every hospital in the UK at an 
average cost of £100,000 per site 
 

• An annual saving to the public purse of £2,050 per victim in health 
service use was estimated.  
 
 

Presenter
Presentation Notes
In 2009, SafeLives published a report known as ‘Safety in Numbers’, which was the first large scale, multi-sight evaluation of Independent Domestic Violence Advisors (Idvas) across England and Wales. And it followed the cases of 2,500 women over the course of two years as they received dedicated, specialist Idva support.  And what was found from the research is that Idvas keep high risk victims and their children safe. But what the experts looking at this data also found was that there were a small number of victims that were identified in hospital, and that these people seemed to have a different experience to those identified thorugh the community-such as police or directly into Idva services. And so, SafeLives decided to look into this more detail and see who these victims are and whether they required a different approach within a health setting. Themis (as the project is know) was launched in Nov 2012 and set out to explore the impact of co-locating Idva services in hospitals. We wanted to develop the evidence base to highlight the benefit of stronger links between the health sector and domestic abuse services through innovative models. SafeLives initiated the Themis research across four geographical areas, examining five English hospitals that had adopted the approach of locating specialist domestic abuse services within A&E or Maternity.We found that hospital based Idvas identified extremely vulnerable victims, who were less likely to have engaged with the police, and through them, community based Idva services. Due to the vulnerabilities of this client group, and the safeguarding and health costs related to it, we are calling for Idvas to be located in every hospital in the UK. JESS’S NOTES: Our recommendations include guidance for commissioners and in particular no lone working on hospital sites, two at a minimum. The sample size was very small for our cost savings so we are suggesting this piece of the research is replicated with a larger sample. But our findings are complemented by other single site evaluations of hospital-based Idva services, so we are certain that there are cost savings to be made.Can we just start with some quick introductions-just to have an idea of who you are, what your role is and whether your service or you personal have worked within a hospital setting.
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Most people don’t go to the police 
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• 42% of victims in hospital had not contacted the 
police, compared with 23% of victims seen in the 
community. 

 

Presenter
Presentation Notes
What we found through our research was that the victims in hospital were much less likely to have made contact with the police, and as such, are less likely to have received any form of domestic abuse support or have disclosed the domestic violence to a professional. And what we know from the British Crime Survey is that its more common to not report abuse to the police than to report abuse to the police, and if this is the case, then if the majority of referrals into Idva services are coming from the police, perhaps this isn’t the best place to identify victims early and effectively, where they felt more able to disclose abuse to a professional 
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 But they are trying to tell other professionals  
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Presenter
Presentation Notes
In fact, we found that while many of these victims may not have felt they could report to the police, many of those who end up in A&E were trying to seek help from other professionals but not getting a response quick enough.  As such, they were subjected to high and medium risk abuse for longer than clients who were reached through community based Idva services (with the majority of referrals originating from the police).  In fact, 85% of hospital victims approach professionals on average 5 times before getting the support they needed to effectively stop the abuse. 
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Health is where help is sought 
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A&E Doctor: “coming to hospital equals place of safety 
and expect confidentiality”. 

Presenter
Presentation Notes
Not only may clients feel more comfortable or willing to disclose to a health professional, we know form the British Crime survey that 486,720 victims experiencing partner abuse in the last year sought medical assistance.  In SafeLives’ report, Getting it Right First Time, nearly a quarter (23%) of victims at high risk of harm and 1 in 10 victims at medium-risk went to Accident and Emergency (A&E) because of acute physical injuries.In the most extreme cases, victims reported that they attended A&E 15 times before getting effective supportWhat we can take from this from a practice perspective, is that hospitals are a good place to identify victims early. However, what we should consider is that not all, or maybe even most, are attending hospital to disclose domestic abuse, but moreover, to respond to a medical need. They may not yet recognise their experience as abusive, or they may not yet be ready to contemplate or action change. 
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Victims identified through hospital have different 
needs and risks 
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In a relationship and earlier stage in the relationship 

Living with the perpetrator  

Presenter
Presentation Notes
We found that when victims do come to hospital they are more likely to still be in the relationship (53% v 31%) with the perpetrator and they are more likely to still be living with the perpetrator (41% v 26%).  What this could mean in practice is, as I said earlier,  that they may not yet be at a point where they recognise their experience as domestic violence or may not yet be ready to address the abuse, but they are there to address a medical need. It may also effect the interventions required as they may be going back into the relationship and home with the perpetrator after possibly quite significant risks have been identified. It also needs to be considered when addressing risks as they are more likely to be going back into the home with the perpetrator-this can be a stress for hospital based Idvas when A&E waiting times are strict and hospital staff can be eager to free up bed spaces. 
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Victims identified through hospital have different 
needs and risk 

© SafeLives 2017 

Higher severity sexual and/or physical abuse 

Pregnancy 

Younger 

Children  

Presenter
Presentation Notes
We found that those victims presented at hospital were more likely to have additional vulnerabilities that could increases risks. Hospital based clients are more likely to experience both sever physical and sexual abuse (46% v 41%) and (14% v 10%).  There are many reasons for why this might be the case-we know that violence can increases both in severity and frequency as it continues, and with hospital clients receiving support later, this may be a contributing factor. We also know that hospital clients are more likely to be pregnant (11%,  younger, have children (51%)When specifically looking at pregnancy,  we know that 30% of all domestic abuse starts in pregnancy-and increases both the severity and frequency of abuse (reference). Domestic abuse is estimated to be more harmful to unborn babies than pre-eclampsia or gestational diabetes.We know that hospital clients are also more likely to have children. When looking in more detail at the experience of children, we know that Estimated 130,000 children in the UK live in households where there is high-risk domestic abuse.Domestic abuse is a factor in family background in two-thirds of Serious Case reviews (child deaths).
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Overlapping safeguarding issues and vulnerabilities 
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Presenter
Presentation Notes
Our research also found that those presenting at hospital were more likely to be experiencing complex needs that increased their risks of high risk domestic violence and may be associated with a lack of presentations with the police of community based Idva services or a lack of understanding or recognition of their situation as abusive.  
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Women are harmed and harm themselves 
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“Domestic violence and 
abuse poses a major 

challenge to public health, 
social care and health care 

services, yet often goes 
unrecognised by 

professionals in those 
sectors.”  

Gene Feder, GP & Professor of 
Primary Care, University of Bristol 

and  
Chair of Themis Expert Panel 

 

Presenter
Presentation Notes
When looking at this in more detail, hospital victims were more likely to have been suicidal or to have self-harmed - many were referred to the Idva after taking an overdose linked to the abuse. 49% (nearly half) of hospital victims screened positive for post-traumatic stress disorder (PTSD), which is eight times as many as in an inner-city community sample (6%). One in six hospital victims (16%) had been to A&E for an overdose in the six months before seeing a hospital Idva, compared to 1 in 38 (3%) before seeing a community Idva.
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The cost of domestic abuse to health services 
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Presenter
Presentation Notes
As you can imagine, considering all of the associated vulnerabilities with domestic violence for hospital clients and the medical consequences of abuse: pregnancy, mental health and substance misuse, suicide, self harm, and severe physical and sexual abuse, the health cost of domestic violence is around £1.73 billion and this doesn’t include the estimated mental health costs of around £176m
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NHS staff need support too 
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Presenter
Presentation Notes
But this isn’t about  ‘us and them’, we know that through hospital based Idva services, we could be reaching the 51, 355 staff members that are likely to have experienced abuse within the past 12 months. Hospital Idvas, reported that as hospital staff come to know them and have confidence in their services, they feel confident to discuss their own experiences of domestic violence. 
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The role of the hospital Idva 
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The role of the hospital Idva 
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Immediate support and advice 

Linking victims and their children to the 
support they need 

Providing expert training, advice and support 
to hospital staff.  

Presenter
Presentation Notes
Although the role of a hospital will vary from project to project, we believe that there should be three key elements: To have IDSVA immediately available to patients who disclose domestic or sexual violence, to provide specialist support and advice before leaving the hospital To engage medical professionals to use the Idva services, by providing specialist training that equips them with the skills to identify and effectively respond to patients experiencing abuse, and to then, refer into the Idva services. To create strong relationships and referral pathways between the Idvas and community based services, to ensure that hospital clients continue to receive support once they leave the hospital setting. �Each of these three aspects of the Idva role is mutually dependent for their individual success and the overall success of the project.  The successes of this type of intervention is dependent on the understanding of the specific needs and risks that are likely amongst hospital clients and the medical environment in which we are providing them with support, and both may be very foreign to a community based Idva’s experience of providing high risk victim support.���



Engaging Hospital Clients 

Emotive and 
distressing 

environment 

Remaining 
independent 

Challenging belief 
systems; 

responding to risk 

Condensing 
long-term 

support and 
safety planning 

Changing our 
understanding of 

‘impact’ as an A&E 
service 
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Presenter
Presentation Notes
What I found in my own experience, and in speaking with other hospital based Idvas, the role of the hospital Idva, and the skills and knowledge required, is very different to that of a community based Idva.  When having your first interaction with a hospital victim,  it is very possible that she attended A&E as an urgent, unplanned and sometimes, unwilling response to her  injuries and medical needs, and NOT always with the initial intention of disclosing domestic or sexual abuse or engaging with an Idva. By the time she speaks with you, she may have mounting fears regarding the domino effect of consequences as a result of coming to A&E-police action, children’s social care involvement, alongside the shock and trauma of the incident. �While community-based IDSVAS may have weeks and months to establish strong relationships, to use motivational interviewing to challenge belief systems, and to set up  safety plans at the time they are ready to action change, hospital Idvas must play a very delicate balancing game of establishing a strong repore and trusting connection, while simultaneously  addressing the immediate risk that may rise when she walks out of A&E. We  must guide her  to make quick and daunting decisions about whether to return home, whether to make a statement against the perpetrator (as the police may be waiting in the corridor to speak with her), or whether to leave their home altogether). All the while, she may have never predicted or planned to find herself in this position, on this day, speaking to this stranger.�



The Experience of the IDSVA 
Medical vs Social Models 

High stress and public environment 
 

Changing ideas of ‘impact’ 
 
Challenging stereotypes and stigmas 
 

Inspiring positive and proactive responses  
 
Responding to institutional hierarchy  
 

Remaining independent  
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Presenter
Presentation Notes
Alongside these pressures and challenges of supporting a victim in  traumatic circumstances, a hospital Idva is working in a busy and fast paced medical environment, which is under significant pressure to minimise waiting times, free up bed spaces and the staff may have conflicting ideas of whether a patient is ‘safe’ to go home. �Just as in general society, there is less understanding regarding domestic abuse, both the risks and the medical symptoms, but also the societal stigmas that are prevalent among staff, and a lack of understanding why she doesn’t leave, and the stages of change that she may go through before she is ready to walk away, and the life threatening risks of leaving. �These differences in perspective and understanding can ultimately lead to a lack of medical professional engagement with a hospital based project, especially if they do not see the signs and symptoms of abuse, if they do not understand the role of the Idva, or do not feel the Idva impact is apparent or strong. The consequences of this dichotomy between the medical and social perspectives can be hugely detrimental to clients, as medical professionals are the key to identifying a need and referring clients into Idva services. �On an individual level, addressing these conflicts of perspective can be difficult, as shift patterns quickly change and there are high staff turnover rates. Even more, in an NHS environment, that can be very hierarchical and institutional: regarding standards, outcomes, status, titles, even scrub colours that indicate your level of rank, it can be challenging for an Idva to understand their place within this intimidating institution and find the most appropriate means for change.  To respond to these challenges, we have found from Idvas that they have to address this in two ways: strategically from the top down and simultaneously, at a frontline level, from the bottom-up. ��



Initiating Change  

Bottom up 
 
Front-line Staff 
Training 
 
Staff Inductions 
 
Staff Drop-ins 
 
Building 
Relationships 
 
Becoming Familiar 
 
Creating Toolkits 
 
 
 
 
 
 
 
 
 

Top Down 
 
Strategic Guidance 
Safeguarding Leads 
 
Steering Groups 
 
Building Relationships 
 
Stakeholders 
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Presenter
Presentation Notes
Care Quality Commission, NICE Guidelines, Care Commission Group
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What next? 
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• Target to double number of hospital-based Idva services by April 2018 
– focus on CCGs and Public Health in LAs 

• New health training product for LAP 
• Consultancy to offer ‘health checks’ to Local Authorities across 

primary, acute and mental health services 
• KH to help support local areas who want to introduce hospital based 

Idvas 
• Public Affairs to keep making the case at a national level and gain 

senior political buy-in for the model 
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SafeLives is listening 
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info@safelives.org.uk 
Twitter @safelives_ 
Facebook.com/safelives.uk 
deidre.cartwright@safelives.org.uk 

Get in touch: 
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