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About SafeLives
We are a UK charity dedicated to ending domestic abuse, for
everyone and for good. We combine insight from services, survivors
and data to support people to become safe, well and rebuild their
lives. Since 2005, SafeLives has worked with organisations across
the country to transform the response to domestic abuse. Last
year we estimate over 65,000 victims at risk of murder or serious
harm received co-ordinated support from interventions created by
SafeLives and our partners, along with more than 85,000 children.
Increasingly, we are also working in partnership to support and
challenge perpetrators to change.

We want what you
would want for your
best friend
Action taken before someone harms or
is harmed
Harmful behaviours identified and
stopped
Safety increased for all those at risk
People able to live the lives they want
after abuse has happened

Contact
For queries about the research in
this report please contact:
REA@safelives.org.uk
For press queries please contact:
Ruth.Davies@safelives.org.uk
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About SafeLives’ Insights
service

Insights is a tool that enables domestic abuse services to better understand the
impact of their work and who is accessing their service. Frontline practitioners collect
information about the people they support and submit it to SafeLives for analysis
and benchmarking against national comparators. This helps to identify gaps, tailor
interventions and support to meet the needs of clients and to evidence the impact
of support on safety and wellbeing. Insights is designed for services supporting
adults and children who have experienced or are experiencing domestic abuse, both
as victim/survivors and those who perpetrate abuse. You can find out more about
Insights on our website.

About the Spotlights series

This report will focus on victims and survivors of domestic abuse who experience
mental health difficulties. We recognise there is a broad spectrum of severity
and types of mental health problems, the impact of which will vary between
individuals. The relationship between experiencing domestic abuse and mental
health will also be different for each person. However, in compiling this Spotlight
series we found commonalities; common barriers, concerns and gaps. This
report aims to highlight some of these common issues, whilst also illuminating
interventions and initiatives aimed at specific groups of people.
This report is part of our ‘Spotlight’ series which focus on how some victims
and survivors of domestic abuse are hidden from services or/and have unmet
needs, and proposes recommendations for both practitioners and policymakers.
The series brings together survivors, practitioners, academics and charities,
and provides a platform for sharing good practice, new initiatives and the latest
research. The series is available online to enable the material to be seen by a
wide audience.
We would like to thank all the practitioners, professionals and academics who
participated in this Spotlight. In particular, AVA, our expert partner for the
project, and The Royal College of Psychiatrists who provided their expertise
when reviewing this policy report.

Most of all, we would like to thank the survivors who
spoke so honestly and bravely about their experiences.
Without your insight, this report would not be possible.
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Definitions
Definition of Domestic Abuse (DA)
In England and Wales the cross-Government definition of domestic violence and abuse is1:
“Any incident or pattern of incidents of controlling, coercive, threatening behaviour, violence or abuse between
those aged 16 or over who are, or have been, intimate partners or family members, regardless of gender or
sexuality. The abuse can encompass, but is not limited to, psychological, physical, sexual, financial and emotional.
Controlling behaviour is a range of acts designed to make a person subordinate and/or dependent by isolating them
from sources of support, exploiting their resources and capacities for personal gain, depriving them of the means
needed for independence, resistance and escape and regulating their everyday behaviour.
Coercive behaviour is an act or a pattern of acts of assault, threats, humiliation and intimidation or other abuse that
is used to harm, punish, or frighten their victim.”ii
In Scotland, the definition of domestic abuse as used by the Scottish Government is2:
“Any form of physical, verbal, sexual, psychological or financial abuse which might amount to criminal conduct and
which takes place within the context of a relationship. The relationship will be between partners (married, cohabiting,
civil partnership or otherwise) or ex-partners. The abuse can be committed in the home or elsewhere including
online”
In Northern Ireland, the definition of domestic abuse as set out by the Northern Ireland Government is3:
“Threatening, controlling, coercive behaviour, violence or abuse (psychological, virtual, physical, verbal, sexual,
financial or emotional) inflicted on anyone (irrespective of age, ethnicity, religion, gender, gender identity, sexual
orientation or any form of disability) by a current or former partner or family member”

Domestic abuse sector terminology
Idva/Idaa - Independent domestic violence advisor, or Independent domestic abuse advocate in Scotland. This is a
specialist worker who supports a victim of domestic abuse. The Idva/Idaa will support the victim with safety planning
and help them to navigate the different agencies involved, including acting as the victim’s advocate at Marac.
Ypva - Young people’s violence advisor. This is a specialist worker who is trained to support young people aged
between 13-18 who are experiencing domestic abuse. Some Ypvas work with young people who have harmed
a current or former partner, or adult family member. And some Ypvas are also trained to support young people
affected by so-called ‘honour’ based violence, forced marriage, Child Sexual Exploitation, and gang violence.
Marac - Multi-agency risk assessment conference. A Marac is a meeting where information is shared on the highest
risk domestic abuse cases between representatives of local police, health, adult and children’s social care, housing
practitioners, Idvas/Idaas, probation and other specialists from the statutory and voluntary sectors including
substance misuse. After sharing relevant and proportionate information they have about the situation of a victim of
domestic abuse, representatives discuss options for increasing the safety of the victim and turn these into a coordinated action plan.

ii In January 2019 the Government launched the ‘Transforming the Response to Domestic Abuse. Consultation Response and Draft Bill’. This
draft bill proposes introducing a new statutory definition of domestic abuse, which includes economic abuse as one example of the type of abuse
victims’ experience.
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Mental health terminology
Diagnoses - Whilst most UK health professionals agree on a similar set of clinical diagnoses for mental health
problems, many people will be experiencing mental ill health without a professional diagnosis. This report aims to
be inclusive of people both with and without a diagnosis. Details on specific types of mental health problems can be
found on the mental health charity Mind’s website.
Severity - The National Institute for Health and Care Excellence (NICE) website defines different severity levels of
mental health problems4:
“A mild mental health problem is when a person has a small number of symptoms that have a limited effect on their
daily life.
A moderate mental health problem is when a person has more symptoms that can make their daily life much more
difficult than usual.
A severe mental health problem is when a person has many symptoms that can make their daily life extremely
difficult.”
We recognise that these definitions are somewhat subjective and fluid; a person could be experiencing
different severity levels at different times. This report will aim to be reflective of the shared issues, barriers and
recommendations for people with mental health problems of all severity levels.
Trauma-informed practice - Trauma informed practice builds on the foundation of awareness, understanding and
responsiveness to the impact of traumatic events in the lives of both service users and professionals. Definitions of
a trauma-informed practice vary, however, it is widely cited to be based on a paradigm shift from thinking “What is
wrong with you?” to considering “What happened to you?”5. Menschner and Maul (2016) state that this involves6:

•
•
•

“Realising the widespread impact of trauma and understanding potential paths for recovery;

•

Seeking to actively resist re-traumatisation”

Recognising the signs and symptoms of trauma in individual clients, families, and staff;
Integrating knowledge about trauma into policies, procedures, and practices; and

A detailed outline of the principles of trauma-informed approaches have been explored in an article by Sweeny,
Filson, Kennedy, Collinson, & Gillard (2018)7. However, “rather than being a specific service or set of rules, traumainformed approaches are a process of organisational change aiming to create environments and relationships that
promote recovery and prevent re-traumatisation” (Sweeny et al. 2018, p.323).

A note on language
Many different terms are used to describe people’s experiences of mental ill health such as ‘mental health
problems’, ‘mental health issues’, ‘mental health difficulties’ and ‘poor mental health’. We recognise that
different people will feel certain phrases helpful, whilst others will feel they have negative connotations. In
an attempt to represent the broad spectrum of people experiencing mental health problems, we have used
different terms interchangeably throughout this report. This is in line with guidance from the mental health
charity Mind. We have sought to avoid terms commonly known to cause offence, as outlined by ‘time-tochange’. We keep our use of language under close review and welcome any feedback for improvements.
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People with mental health needs were more likely to have experienced each type of
abuse, particularly sexual abuse:
58%
55%

Physical
Abuse

66%
63%

Harrassment
and stalking

81%
78%

Jelous and
controlling

27%
19%

Sexual
Abuse

A larger proportion of
victims with mental
health needs were
LGBT compared to
those without (3% v 1%)

2%

10%

10% had drug misuse problems

4%

14%

14% had alcohol misuse problems

66%

Victims with
mental
health
needs were
more likely
to have
problems
with drug
and alcohol
use:

Mental
health
and
domestic
abuse

54%
Victims with mental health needs
were more likely to be in financial
difficulty: 66% were struggling to
pay for essentials or could pay for
essentials with nothing left,

Of the individuals who had attempted to leave the perpetrator,
those with mental health needs had attempted to leave more
times on average compared to those without mental health
needs (3 times compared to 2.1)

People with mental health needs had also visited their GP and A&E more times on average
compared to those without. (GP: 5.9 times compared to 3.8 times. A&E: 1.5 times compared to
1.2 times)

57%

35%
Victims identified in hospital were more
likely to disclose mental health needs (57%)
than victims identified in community based
services (35%)

43%

43%

23%
Nearly twice as many hospital-based victim/survivors had
self-harmed or planned/attempted suicide (43%) than those
in community services (23%)

Victims of domestic abuse with mental health needs were more likely
to have visited their GP and A&E before accessing support for the
abuse:

83%

22%

60%

GP

15%

A&E

Executive Summary
There is a link between domestic abuse and mental health problems
Mental health problems are a common consequence of experiencing
domestic abuse8, both for adults and children. And, having mental health
issues can render a person more vulnerable to abuse9. It is therefore
perhaps unsurprising that a significant proportion of people accessing
mental health services have experienced abuse10,11. Despite these
strong associations, domestic abuse is often going undetected
within mental health services12,13 and domestic abuse services are
not always able to support people with mental health problems.
Mental health professionals should be trained to respond to
domestic abuse
Many mental health practitioners have not been equipped with the
necessary skills and support to respond appropriately to domestic
abuse. A Freedom of Information request in 2011-12 to Mental Health
Trusts in England found the majority either had inadequate or no
training in domestic abuse14. Consequently, despite many mental health
professionals being aware of the strong link between abuse and mental
health, they are often lacking the confidence and skills to enquire and
respond to disclosures appropriately15. Opportunities are therefore
frequently being missed to refer victims and survivors on to
specialist support at the earliest opportunity, and those perpetrating
abuse on to appropriate interventions.
We must respond to the mental health needs of those perpetrating
abuse
Although most people with mental health needs will never be violent16,
evidence suggests having mental health problems is a risk factor for
perpetrating domestic abuse17,18. Mental ill health is never an excuse
for perpetration of abuse, but building an understanding of the mental
health needs of perpetrators can help services develop more effective
interventions19. Interventions aimed at targeting violent behaviour are
less likely to be effective if mental health needs are ignored20.
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Victims and survivors with mental health needs face barriers to
support
Mental health services have been particularly impacted by austerity in
the UK, leading to a lack of services and long waiting times21. Victims
and survivors with mental health problems also face barriers accessing
many other vital services due to strict eligibility criteria or not being able
to engage in the way services require. Such barriers are too often
leading to people being bounced around different services, having to
constantly re-tell their story. Once in contact with professionals, some
survivors are fearful they will be treated less favourably as a result of
having mental health issues. For parents, this can include a fear that their
children will be removed if they disclose mental ill health. This can lead
to a tendency to hide mental health problems, preventing many victims
accessing the mental health support they need22.
Victims and survivors can have complex and interrelated needs
At the time of accessing specialist domestic abuse support, victims and
survivors with mental health needs are experiencing some of the highest
levels of risk and multiple disadvantage - as SafeLives Insights data
shows below. For some groups of survivors, these experiences are even
more acute, as we will discuss later in this report.iii

Although there is an awareness of the complex and interrelated needs
of those with mental ill health, many services are unequipped to support
them. For instance, few services exist which can care for people with
a ‘dual diagnosis’ (having both mental health and substance misuse
issues)23,24. This is despite research showing substances are often
used as a form of ‘self-medication’ for unmet mental health needs25
and as a way of coping with abuse26. It is important to recognise that
mental health problems can create additional vulnerabilities that
people perpetrating abuse may seek to exploit, such as threats of
institutionalisation, withholding medication, threats to have children taken
away, or to ‘out’ their mental health problems to family and friends27.
iii Financial difficulties defined as ‘Struggling to pay for essentials’ or ‘Can pay for essentials but
nothing left after’.

Mental Health and domestic abuse
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Victims, survivors and perpetrators need trauma-informed
approaches
The link between gender-based violence, trauma and poor mental
health is well-documented, however a report from the Agenda Alliance
found trauma-informediv mental health services in the UK for women
are rare28. The importance of trauma-informed approaches extends
beyond mental health services; all professionals working with victim/
survivors with mental ill health should be trained in these approaches.
It is also vital that services for people perpetrating abuse are traumainformed, in order to deliver the most effective behaviour changing
interventions. Projects such as ‘Refuge for All’ show how working with
trauma-informed principles can reduce barriers to safety: the number of
women refused admission because of mental health needs fell from 6%
to 0.06%29. For many victims and survivors, however, refuge will not be
the most appropriate or preferred option, and many refuges are unable
to provide the intensive support needed for people with more severe and
complex mental health problems. It is thus vital that trauma-informed
community and health-based services are also made available.
The Health sector must improve its response to domestic abuse
Inadequate progress by the UK Government and NHS leaders to
invest in integrating a domestic abuse response into the health sector
is prolonging the period in which victims have no support, and those
perpetrating abuse are left free to continue unchallenged. A 2019 report
by the Home Office estimated the cost of the emotional and physical
harm suffered by victims was £47 billionv; 71% of the total estimated
cost (£66 billion) of domestic abuse in England and Wales in 2016/1730.
The majority of the £47 billion cost of harm was attributed to emotional
harm, not physical. A more effective health response to domestic
abuse and mental health is thus fundamental not only for the safety
and wellbeing of victims and survivors, but also from a health and
societal cost perspective.
A Freedom of Information request in 2011-12 found only three of the 50
Mental Health Trusts in England that responded had a domestic and
sexual violence strategy14. It is vital that Trusts improve their response to
victim/survivors of domestic abuse, and to those perpetrating the abuse.
Encouragingly there are already projects which have successfully done
so, for instance AVA’s PRIMH (Promoting Recovery in Mental Health)
intervention14. Practice recommendations from such projects should be
used by all Trusts and mental health professional regulatory associations
to improve their response to and guidelines on domestic abuse. This will
help ensure we eliminate the ‘postcode lottery’ of appropriate support
and - for those who use abuse - appropriate challenge to change.
SafeLives Insights data showed that, in the 12 months prior to accessing
specialist support, victims and survivors with mental health needs were
more likely to have visited their GP (83%) and A&E (22%), compared to
those without mental health needs (GP, 60%; A&E, 15%). However, the
iv A definition of trauma-informed practices can be found in the ‘Definitions’ section of this report.
v The £47 billion calculation accounts for quality adjusted life years based on victims living with
abuse for an average of three years before getting effective help. A worked example is given in the
Home Office report, section 3.3. (Pages 2
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health response to domestic abuse is often inadequate. The majority
of GPs receive no or little training in domestic abuse, and within
hospitals there is typically no one trained to deal with disclosures.
SafeLives’ Cry for Health report in 2012 revealed that hospital-based
Idvas (Idaas in Scotland) are more likely to engage survivors who
disclosure mental health problems (57%), compared to communitybased Idvas (35%)35. Implementing national programmes (such as IRIS)
within GP practices for training, support and referral pathways along
with hospital-based Idvas/Idaas are essential to ensure survivors receive
a timely and appropriate response, and those perpetrating abuse are
challenged at the earliest opportunity. Work is ongoing by The University
of Bristol to determine the appropriate identification and referral methods
that health professionals should use for patients who perpetrate domestic
abuse31.
Domestic abuse practitioners should have access to mental health
training
The mental health needs of survivors, and those perpetrating abuse,
are often not being appropriately addressed. Reasons for this include
long waiting times, and mental health services offering low intensity
support, and/or being inappropriate for people experiencing or
perpetrating abuse. Domestic abuse workers are frequently identifying
mental health needs and, in the absence of mental health services to
refer people onto, are often proving low level psychological support
despite not being funded for training in providing such interventions. In
his Spotlights podcast, Professor Gene Feder discussed the success
of the Psychological Advocacy Towards Healing (PATH) project which
trained domestic abuse workers to deliver psychological interventions32.
Extending such programmes which integrate domestic abuse and
mental health support will help improve the response to survivors
with mental health issues.
We need a whole society response
Both mental health and domestic abuse continue to be stigmatised
issues within society; creating potential double discrimination and
barriers to speaking out. There are many organisations who regularly
come into contact with victim/survivors and perpetrators with mental
health problems, yet often fall short of providing an adequate response.
Domestic abuse should be recognised as a public health issue with
strategies, policies and resources in place to tackle it. Crucially, we
need to help individuals recognise what abuse is and encourage them
to access support at the earliest opportunity. Public awareness-raising
campaigns are vital to highlight the interrelated issues of domestic
abuse and mental ill health. These should be co-created with child and
adult survivors and focus on the need for attitude and behaviour change
amongst those who use, or who are at risk of using abuse. Making it
clear that behaviours of those perpetrating abuse are not acceptable will
help victims recognise domestic abuse and seek out help. Central to all
campaigns must be elevating the voices of victims and survivors with a
diverse range of lived experiences.

Mental Health and domestic abuse
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Recommendations

Victims, survivors and perpetrators of domestic abuse who have
mental health difficulties need services with an understanding of their
experiences, needs and trauma. These must also be understood by those
funding, commissioning and shaping domestic abuse services. Below are
our recommendations for change, which stem from the findings outlined
in this report:

Recommendations for governments
1. The Departments of Health and Social Care in each nation,
plus their public health partners (e.g. Public Health England,
Public Health Wales, or the national equivalent) should
acknowledge the strong links between domestic abuse (DA)
and mental health in their strategies and frame domestic abuse
as an urgent public health matter. They should contribute to
increasing public awareness of its prevalence and dynamics,
making reference to the links between DA and mental health
in victim/survivors and those perpetrating abuse. Public
awareness campaigns should be co-created with child and
adult survivors, and focus on the need to change attitudes and
behaviours amongst those causing harm.
2. The Department for Health and Social Care (DHSC) and the
Care Quality Commission (CQC) (or national equivalents)
should track every Trust’s performance on domestic abuse.
NICE (The National Institute for Health and Care Excellence)
has already developed standards for how different types of
NHS services should spot and respond to domestic abuse33.
The DHSC and CQC should require trusts to report back on
how they are performing on those standards.
3. Central and local governments should ensure funding is
available for the following services, which local commissioners
should provide:

•
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In addition to recommendation 14, in depth training for
mental health professionals to identify and respond to DA –
for victim/survivors and those perpetrating abuse.
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•

Training, support and referral programmes (e.g. IRIS) for
GP practices to improve their identification and response
to DA. There is strong evidence that this investment will
save NHS money34. The Department of Health should
give thought to how this can be incentivised, for example
through Care Quality Commission frameworks.

• Training and clear referral pathways for other health

professionals who regularly come into contact with
victim/survivors and perpetrators of DA, such as nurses,
to identify and respond to DA with an awareness of its
links to mental health. Training should be tailored to the
specific health profession.

• Training for DA workers to deliver psychological
interventions (e.g. PATH programme32).

• Hospital-based Idvas/Idaas within all hospitals,

preferably with mental health expertise. There is strong
evidence that this investment will save the NHS money in
the short to medium term35.

• Trauma-informed care for all (adult and child) victims
and survivors of domestic abuse (DA).

• Specialist mental health DA workers within DA services.

Such workers should be equipped to support people
with complex needs (such as having a dual diagnosis of
mental health and substance misuse issues).

• Increased resources for Child and Adolescent Mental

Health Services (CAMHS) to meet the needs of children
who’ve lived / are living through domestic abuse.

• Perpetrator programmes which – as needed - use

trauma-informed approaches and have access to a
mental health advisor.

The UK Government’s refreshed National Statement of
Expectations should reflect this, and the Domestic Abuse
Commissioner (for England and Wales) should hold the UK
Government to account for delivery. The Royal Colleges and
associated professional bodies should include and promote the
proposed training above within their programmes of continuing
professional development.
4. Each Government department in the UK and devolved
Governments should invest in training of its associated
frontline workers to ensure that they can identify and respond
appropriately to victim/survivors and perpetrators with mental
health needs. The DA training envisaged in the recent
government report ‘Transforming the Response to Domestic
Abuse: Consultation Response and Draft Bill’ (e.g. for police,
judiciary, Job Centre Plus agents) should reflect this36.

Mental Health and domestic abuse
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5. The Department for Education in each nation should ensure
guidance on Relationships and Sex Education (RSE) (or the
national equivalent) in schools includes age appropriate
information about domestic abuse (DA) and its impact on
mental health. This content should be developed or approved
by domestic abuse experts. Greater investment is needed
than currently proposed in England to deliver the new RSE
curriculum to ensure teachers are adequately trained on
sensitive topics, know how to handle disclosures from pupils
with clear safeguarding processes, and that schools can
bring in expert external partners where necessary. School
Governors should be offered training in DA, allowing them to
appropriately monitor schools’ polices and response to DA.
6. The Domestic Abuse Commissioner must ensure they
recognise and respond to the links between domestic abuse
and other adverse experiences and effects, including the
impact on individuals’ mental health and mental ill health
being a risk factor for perpetration. They should hold local
leaders to account for delivering support and interventions
for victim/survivors and perpetrators with multiple needs
(including mental health) and all levels of risk.

Recommendations for multi-agency
partnerships and forums
7. Multi-agency forums (e.g. Marac, MAPPA) should
ensure their membership always includes a mental health
representative who is supported and equipped to provide
active participation with expert insights.
8. Multi-agency forums (e.g. Marac, MAPPA) need to ensure
they have an effective approach to managing risk when there
are multiple concerns and complexities, such as domestic
abuse, mental ill health and substance misuse issues. It
is crucial that information about the mental health of both
victims and those perpetrating abuse is used to enhance risk
assessment and inform actions. Members should be aware of
local mental health services and their links with local domestic
abuse services and perpetrator programmes.
9. Local multi-agency training strategies should embed an
understanding of the relationship between mental health
problems and domestic abuse in victim/survivors and those
perpetrating abuse, including the risk dynamic where both
parties have mental health difficulties. Training should include
the message that whilst mental ill health can increase the risk
and volatility of those perpetrating abuse, this does not take
away any responsibility for their behaviour.
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10. Multi-agency strategic and governance groups should
ensure multi-agency forums are accurately recording (and
reporting in their returns to SafeLives) the number of disabled
victim/survivors and perpetrators being discussed at Marac.

Recommendations for domestic abuse
services and mental health services
(statutory, voluntary and private)
11. Domestic abuse services and mental health services
should work closely together and ensure clear referral
routes are established. Mental health services should have
training in domestic abuse (DA), and DA services should
have training in mental health. Training for DA workers
should include guidance on appropriate language to use
around mental health (online guidance can be found within
SafeLives’ Mental Health Idvas/Idaas practice briefing37). If
possible, DA services should have a specialist mental health
worker within the team, and mental health services should
have a specialist DA worker.
12. Perpetrator programmes and mental health services
should work closely together and implement training
programmes and clear referral pathways between services.
Perpetrator caseworkers should be trained to understand
how service users’ mental health problems could impact their
ability to change their behaviour, and their risk to self and
others. Perpetrator programmes should have a mental health
specialist to consult on mental health cases.
13. Domestic abuse services should consider additional needs
and vulnerabilities during risk assessments which are more
likely to affect people with mental ill health. For instance, the
increased likelihood of substance misuse, homelessness,
children being removed, and exploitation from their abuser
and others (explored in chapter 3). They should also consider
how certain groups of victims are more vulnerable to mental
health problems (such as LGBT+ and disabled people).
14. All Mental Health Trusts should provide domestic abuse
training as part of their mandatory safeguarding training, to
ensure every practitioner has a basic awareness of domestic
abuse.
15. Mental health services should use the LARA-VP online
resource to improve their identification and response to
domestic abuse38.
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16. Mental Health Trusts and non-statutory mental health
associations should review their current strategy and ensure
it sufficiently covers a response to victim/survivors (both
adults and children) and perpetrators of domestic abuse. The
strategy should be based around providing trauma-informed
care. The Women’s Mental Health Taskforce includes
guidance on introducing trauma-informed approaches28.
Given the strong links between mental health and domestic
abuse, Mental Health Trusts should be investing in domestic
abuse specialists.
17. Mental Health Trusts, non-statutory mental health
associations and mental health services must ensure they
have a clear description of the role and responsibilities of
a mental health representative within multi-agency forums,
such as Maracs (or national equivalents). Training should be
readily available for mental health practitioners, ensuring they
feel comfortable and confident in their role. SafeLives Marac
toolkit for mental health services provides guidance around
the role of a mental health practitioner within Marac39.

Recommendations for everyone
18. All organisations in a position to identify domestic abuse
(adult and children victim/survivors and perpetrators) should
review their training protocols and ensure staff are aware of
the associations between mental health issues and domestic
abuse, and have appropriate responses to victim/survivors
and those perpetrating abuse. In particular, this report
highlights the important role of the police, child and adult
social care, schools and non-government organisations such
as housing providers. Training programmes should include
an understanding of how aspects of identity (e.g. sexuality,
gender, age, race, disability) can create additional barriers,
and that certain groups are more vulnerable to mental health
problems (for example LGBT+ and disabled people).
19. All services which come into contact with victim/
survivors and perpetrators of domestic abuse should
assess whether their response is trauma-informed. The
Women’s Mental Health Taskforce report contains useful
guidance on trauma-informed working28.
20. Domestic abuse services, mental health services, other
health services, and commissioners should ensure victim/
survivor groups, who are asked to feed into commissioning
decisions or help shape service provision, are inclusive of
those with mental ill health - including those with severe and
chronic conditions.

16

Mental health and domestic abuse

21. All employers have a duty of care to support their staff.
They should therefore have an understanding of the
relationship between mental health and domestic abuse,
and the potential impact on work performance. They
should have appropriate policies and processes in place to
support staff and respond appropriately to victim/survivors,
and to those perpetrating abuse. Employers should access
training in domestic abuse40, and use freely available online
toolkits41.

We need to have a whole picture response to domestic abuse. SafeLives’
strategy, ‘The Whole Picture’, outlines a framework for a whole picture
approach to end domestic abuse, for everyone and for good42.

Whole Society

Whole
Person

Mental
Health &
Domestic
Abuse

Whole
Family

Whole Community
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Introduction
Our seventh Spotlight brought together practitioners, academics
and survivors with expertise in the links between domestic abuse
and mental health problems. This report will draw on evidence
gathered during the series, as well as wider related literature and
SafeLives’ research projects including Insights datasetsvi, Cry for
Health researchvii, Every Story Matters surveyviii, Psychological
Violence studyix, and the Drive projectx in partnership with Respect
and Social Finance.
Research suggests there is a bidirectional relationship between
domestic abuse and mental ill health; experiencing domestic
abuse often leads to mental health problems8 and having mental
ill health can make a person more vulnerable to abuse9. Mental
health needs are also a risk factor for abuse perpetration17,18. It is
therefore vital that we seek to understand how these two issues
intersect, and where improvements to support and interventions
can be made.
Whilst it is important that non-medical practitioners always
encourage service users to access their GP for a mental health
assessment, we recognise that many victim/survivors, and those
perpetrating abuse, are managing their mental health problems
outside of primary care. For this reason, unless the research or
practice advice requires more specificity, this report will talk about
mental health inclusive of those with and without a diagnosis.
The majority of people accessing mental health support in the UK
go through statutory (NHS) mental health services. However, a
vi Insights National Datasets are based on data collected by specialist domestic abuse
services who work with those who are living with or have lived with abuse, whether as
children, victim/survivor or perpetrator.
vii Cry for Health research explored the impact of co-locating Idva services within
hospitals.
viii Every Story Matters was an online survey with survivors to gather their views and
experiences, to contribute to the government’s consultation to improve the response to
domestic abuse (data unpublished).
ix Psychological Violence study aimed to explore the nature and consequences of
psychological violence through survivor surveys, interviews, focus groups and practitioner
surveys (data unpublished).
x Drive is an intensive intervention which coordinates action around high-harm
perpetrators, with the aim of disrupting abuse and challenging and changing behaviour.
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significant proportion will choose to access non-statutory support, such
as private therapists/counsellors or voluntary services (e.g. via BACP
and BPC accredited counsellors, or through mental health charities such
as Mind). Although this report focuses on statutory health services (due
to the higher proportion of people accessing them), the majority of the
highlighted issues, barriers and recommendations will be applicable to
non-statutory health services and their professional regulatory bodies
and associations.
Due to the wide scope of the topic the report will focus on six key
findings which arose from evidence within the Spotlight series. The
evidence is used to make recommendations for change, which we
believe are necessary to improve the response to people with mental
health problems who are experiencing or perpetrating domestic abuse.

I suffered the abuse for over 15 years, it’s nearly six years
ago now and the effects still give me problems in day to
day life especially with new relationships or friendships.
I suffer anxiety because of it all and have been on
medication for it for a long time.
Survivor, Respondent to Psychological Violence survey
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Policy context: support
for people with mental
health difficulties
across the UK
In recent years there has been considerable progress across
the UK in improving the support for people with mental health
difficulties. However, as this Spotlight series has shown, too many
victim/survivors and perpetrators of domestic abuse with mental
health needs continue to face barriers in accessing support and
interventions. For those that do gain access, the support they
receive is often not appropriate:

I saw this psychiatrist…He [referring to the
psychiatrist] said “I’m really sorry...you need to put
the lid on this can of worms.”…That really destroyed
me.

		

Survivor (as quoted in Trevllion et al., 2012, p.33043)

Health policy is devolved to the Governments of Scotland, Wales
and Northern Ireland, with different health and care inspectorates in
each country. The mental health policy context in each country will
therefore be explored separately.
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England
In February 2016, the independent Mental Health Taskforce
published the national strategy to mental health; the ‘Five Year
Forward View for Mental Health for the NHS England’44. This sets
out three main areas of improvements: making it easier for everyone
to access high quality services; bringing mental health care and
physical health care together; and, promoting good mental health
and prevention. The Taskforce recommendations were accepted
within The House of Commons briefing paper on ‘Mental Health
policy in England’, and the Government committed £1billion by
2020/21 to support their implementation45. In 2017, NHS England
published the ‘One Year On’ report highlighting successes of the
strategy so far, such as meeting waiting times standards46.
However, the report also acknowledged there remains a lot to
improve. For instance, despite waiting time standards being met,
contributors to this Spotlight highlighted that long waiting times
continue to be a barrier for victim/survivors getting appropriate timely
support for their mental health needs. Health Education England’s
‘Stepping forward to 2020/21: The mental health workforce plan
for England’47 sets out the workforce plan required to deliver the
transformation within the ‘Five Year Forward View’. In July 2018, the
Care Quality Commission published ‘The state of care in mental
health services 2014 to 2017,’ which outlined the results of an
inspection of mental health services in England48. They found 25%
of NHS core services were rated as ‘requires improvement’, and 1%
as ‘inadequate’. The report presented a picture of variation in quality
and access across the country. This ‘postcode lottery’ of appropriate
support was highlighted by our Spotlight contributors.
Despite some progress in policies aiming to improve mental health
support, the legacy of previous legislation continues to have a
detrimental impact. A report from the charity Agenda outlines how
the Mental Health Act 1983 (which allows for patients to be detained
and treated against their will) is detrimental to the wellbeing of women
and girls, especially to those who have experienced trauma such as
domestic abuse49.
In response to the rising rates of detention and the disproportionate
use of the Mental Health Act 1983 among people from black and
minority ethnic (BAME) populations, the Government-commissioned
the ‘Final report of the Independent Review of the Mental Health
Act 1983’50. This made recommendations including: minimising
the number of people being held against their will, strengthening
the rights, dignity and wellbeing of people in extremely vulnerable
situations, and dealing with racial inequality. The recent ‘Mental
Health Units (Use of Force) Act 2018’51, which aims to reduce the use
of restraint in mental health settings, is therefore a welcomed change.
However, whilst these changes are important, Paul Farmer (Chief
Executive from the charity Mind) explained that “detentions will only
reduce when people have access to quality, culturally relevant and
timely care so fewer end up in a mental health crisis”52.
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Scotland
In the ‘Mental Health Strategy for Scotland: 2012 – 2015’ the
Scottish Government committed to better support the identification
and response to trauma53. A few years later, ‘The Mental Health
(Scotland) Act 2015’ aimed to help improve access to treatment
for people with mental disorders54. A 2016 review of mental health
services in Scotland reported a general positive direction over
the previous ten years, including the impact of specialist trauma
services55. However regionally the picture was variable, with poor
outcomes found for vulnerable groups.
The vision within the ‘Mental Health Strategy 2017 – 2027’ is “a
Scotland where people can get the right help at the right time,
expect recovery, and fully enjoy their rights, free from discrimination
and stigma”56. Similar to England’s ‘Five year forward view plan’, it
focuses on achieving parity between mental and physical health.
It acknowledges the impact of Adverse Childhood Experiences
(ACEs) and sets out the plan to develop a National Trauma
Skills and Knowledge Framework. In August 2018, the Scottish
Government published the ‘Suicide prevention action plan: every
life matters’ report, aiming to prevent suicide in Scotland and
ensuring support is available to those contemplating suicide and all
those affected57. The report acknowledges that certain factors raise
the risk of suicide, including ACEs and later-life traumas.
Wales
In December 2010, ‘The Mental Health (Wales) Measure 2010’ was
passed to improve support for people with mental health problems
in Wales58. Following this, the Welsh Government published the
‘Together for Mental Health’ strategy, which aimed to improve
the lives of people using mental health services, their carers and
families59. Compared to the rest of the UK, the Welsh strategy
seems more progressive in its response to domestic abuse as it
specifically acknowledges the priority of ensuring those working
within mental health services are trained to understand how
domestic abuse and sexual violence can affect people’s mental
health60. It explains this will be achieved through health boards
using the ‘The National Training Framework on violence against
women, domestic abuse and sexual violence’61. Such a framework
is missing from the mental health strategies within England,
Scotland and Northern Ireland.
The 2017 review of adult community mental health services in Wales
concluded that services provided safe and effective care with a
high service user satisfaction62. In 2018 the Welsh Government
published a progress report on the ‘Together for Mental Health
(2016 – 2019)’ strategy63. Progress included identifying the needs of
people frequently visiting emergency departments, 26 week waiting
time standards, and £5.5 million for psychological therapies. The
report made explicit reference to being committed to protecting
and supporting victims and survivors of domestic abuse with the
‘Violence Against Women and Domestic Abuse National Training
Framework’ being implemented across health boards.
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Northern Ireland
Mental Health service reform in Northern Ireland over the past decade
has been guided by the ‘Bamford Review [of Mental Health and
Learning Disability]’64. In 2014, two new Regional Mental Health Care
Pathways to improve services for those with mental ill health were
launched. Firstly, the ‘Regional Mental Health Care Pathway: You in
Mind’ which focused on treatment and care needs being personcentred and recovery-focused. Secondly, the ‘Personality Disorder
Care Pathway’, which outlined the care available for people with a
Personality Disorder. In November 2014, a monitoring report on the
Bamford Review suggested that ‘good progress’ had been made65.
In October 2016, the Department of Health Northern Ireland published
the ‘Health and Wellbeing 2026: Delivering Together’; a 10-year
strategy to transform health and social care66. Similar to other UK
countries, it highlighted the need for parity between mental and
physical health as well as plans to expand services to deal with past
traumas. In 2017 the Northern Ireland Assembly published the ‘Mental
Health in Northern Ireland’ paper, which found that stigma and access
to services were the main reasons people in Northern Ireland were not
seeking help. Whilst the paper acknowledges traumatic past events
can be a cause of mental illnesses, there was no specific mention of
domestic or sexual abuse.
In September 2016, The Northern Ireland Department of Health
published a draft strategy on suicide prevention called ‘Protect Life
2’67. The aim of this is to reduce the suicide rate in Northern Ireland
including the differential rates between the most and least deprived
areas. The draft strategy acknowledges that certain risk factors
leave people more vulnerable to suicide, including those who have
experienced abuse and conflict such as domestic violence and sexual
violence.
UK Government response to health and domestic abuse
Despite the well-evidenced links between domestic abuse and illhealth - both mental and physical health - there continues to be
insufficient leadership in the UK Government and NHS to improve
the health sector’s response to domestic abuse. The physical and
emotional harm incurred by victims and survivors of domestic abuse
is estimated to be £47 billion; the biggest component of the total
estimated £66 billion cost of domestic abuse in England in Wales30.
We welcome the Government’s intention to produce a four-year
plan to raise awareness of domestic abuse amongst NHS staff, but
this must be complemented by investments in specialist domestic
abuse workers across the health sector. SafeLives’ response to the
government’s Domestic Abuse Bill outlined the need for greater
engagement from the Department of Health and the NHS: “By stepping
up its response, the NHS stands to save itself money, transform the
domestic abuse response and significantly reduce harm to individuals,
families and wider society” (p.3)68.
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Key Findings
1. There is a strong association
between having mental health
problems and being a victim of
domestic abuse. Mental ill health
is also a risk factor for abuse
perpetration
Mental health problems amongst victims and
survivors
There are higher rates of domestic abuse amongst people who have
mental health problems compared to those who don’t69. Research
supports the existence of a bidirectional relationship; domestic abuse
can lead to mental health difficulties8, and having mental ill health
can render people more vulnerable to domestic abuse9. SafeLives
Insights Idva 2017-18 dataset showed that 42% of people accessing
support from a domestic abuse service had mental health problems
in the past 12 months, and 17% had planned or attempted suicide70.
However, SafeLives Cry for Health report revealed higher levels of
mental health needs amongst victim/survivors within hospital settings
(57%), compared to those within community-based domestic abuse
services (35%)35. Nearly twice as many hospital-based victim/
survivors had self-harmed or planned/attempted suicide than those in
community services (43% compared to 23% respectively). This higher
disclosure rate of mental health needs in hospitals is likely due to the
setting being focused on health and wellbeing, instead of on criminal
justice. This could suggest that levels of mental health problems
amongst victim/survivors are being underreported within communitybased services, or/and that there are differences in the needs of
people accessing different services.
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SafeLives’ previous Spotlights series found mental health problems
are more prevalent and severe amongst certain groups of victims and
survivors. As shown in the below graphs, those identifying as LGBT+ and
those who have a disability are more likely to have mental health needs
at the point of accessing domestic abuse services. The ‘Honour’-based
violence (HBV) and forced marriage Spotlight series also highlighted that
victim/survivors of HBV are especially vulnerable to self-harm and suicide.

Many contributors to this Spotlight series discussed the strong links
between mental health problems and experiences of violence and abuse.
For instance, in her Spotlights blog Donna Covey (CEO of AVA) reported
domestic abuse as the most common cause of depression amongst
women. For some victims and survivors their mental health problems may
have preceded experiences of domestic abuse, with the abuse then likely
to intensify them. Whereas others may view their mental health problems
as a ‘reaction to’ or ‘symptom of’ their abusive experiences71.
The link between domestic abuse and mental health is strongly supported
by academic research72. A literature review found the prevalence of
recentxi domestic abuse in women with severe mental illnesses ranged
from 15-22%73. Survivors of domestic abuse have been found to be at
greater risk of having a diagnosed mental health condition: a three-fold
risk of depressive disorders, four-fold risk of anxiety, and seven-fold risk of
post-traumatic stress disorder (PTSD)69. The impact of domestic abuse on
a person’s mental health tragically leads to an increased risk of suicide74.
SafeLives ‘Cry for Health’ report explained that “we are more likely to hear
that two women a week are killed by a current or ex-partner in England
and Wales, but it is estimated many more take their own lives as a result of
domestic abuse: every day almost 30 women attempt suicide as a result of
experiencing domestic abuse, and every week three women take their own
lives” (p.41)35.

I was having constant obsessive suicidal thoughts…I got
to a point where I didn’t think I could cope anymore and I
didn’t understand why it was happening when I had been
so stable for so long.
Kathryn, survivor
xi

Recent abuse was defined in the referenced literature review as ‘occurring within the past 3 years’.
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Research indicates that the impact of traumatic experiences is
cumulative; the more one is exposed to, the greater the mental health
impact75; the more frequent and severe the abuse, the greater the chance
of developing severe mental health issues. In her Spotlights podcast, Dr
Kylee Trevillion (Women’s Mental Health Department at Kings College)
reported that people with chronic and severe mental health concerns
often present with more serious and frequent injuries. Exposure to
multiple forms of violence and abuse or/and abuse from multiple people
has been found to be more strongly associated with mental health
problems76,77,78,79. In one study female victims who had experienced three
forms of abuse (physical, sexual, emotional) were four times more likely
to report symptoms of mental ill health compared to those reporting one
type of abuse77. Practitioners and researchers must consider the mental
health impact from different and multiple types of abuse; not doing so
risks the relationship between domestic abuse and mental ill health being
misinterpreted and/or underestimated.
Compared to other forms of domestic abuse there is a relative lack of
research on the mental health impact of psychological violence74,80. Of
the research which does exist, psychological abuse has been found to
be strongly and independently associated with mental ill health including
an increased likelihood of depression, anxiety and post-traumatic stress
symptoms80,81, and suicide ideation74,82. In SafeLives’ Psychological
Violencexii study when survivors were asked about the impact of nonphysical abuse, many reported a negative impact on their mental health,
including 88% feeling ‘emotionally withdrawn or shut down’ and almost
half (47%) having suicidal thoughts. Furthermore, over a quarter (29%)
reported they had a disability, long-term illness or health condition which
limited their day-to-day activities. Of those 29%, three-quarters (75%) said
they did not have the disability, illness or condition before the abusive
relationship. Although this data cannot confirm cause and effect, many
survivors felt their mental health difficulties developed as a result of the
abuse.

This is the form of abuse [psychological] that still haunts
me to this day, almost twenty years later. It has impacted
my long-term mental health, ability to trust people and
have healthy relationships. I was a teenager then and my
experience of being gaslighted, manipulated, controlled
and emotionally beaten down destroyed me
Survivor, Respondent to Psychological Violence survey
Given the evidence for such strong associations between mental health
problems and domestic abuse, it is perhaps unsurprising that a high
proportion of people in mental health services are experiencing, or have
experienced, domestic abuse10. A study with psychiatric patients in
London found that 69% of women and 49% of men had experiences of
domestic violence, compared to the general population control groups of
women at 33% and men at 17%11.

xii Psychological Violence in this study was defined as all non-physical abuse.

26

Mental health and domestic abuse

Children and young people
There are also strong links between mental health problems in
children and young people who are living in, or have previously lived
in, a household with domestic abuse. Recent research suggests the
importance of moving away from the passive framing of children as
merely ‘witnesses’ to abuse, towards them ‘experiencing’ abuse as direct
victims/survivors83. This was highlighted in Shakti’s Spotlights podcast:

So many people say children ‘witness’ or ‘are exposed to’
domestic abuse, but I feel that completely diminishes our
experiences. A child in that environment is not passively
observing everything that’s going on. The abuse in my
home affected every aspect of my life.
Shaktixiii, survivor
Reframing how we see children as direct victim/survivors, brings the
mental health impact into sharper focus. Children growing up with
domestic abuse have a higher rate of mental ill health compared to those
who don’t84,85,86. In the SafeLives National Dataset on children and young
people in domestic abuse services, 21% were experiencing anxiety or
depression and 33% said they felt unhappy87. In SafeLives’ Every Story
Matters survey with survivors, mental health issues of children living with
domestic abuse was a common theme amongst responses88:

My children have all been affected by the domestic abuse.
They are very dependent on me even now and their
coping strategies are badly affected at times of stress.
I think we still have a long way to go and it will affect
them for the rest of their lives. They have all suffered with
anxiety/panic attacks. They have all needed long term
counselling and the counsellors have been very shocked
by what they have been through.
		

Survivor, Respondent to Every Story Matters survey

Children and young people’s presentation of mental health problems will
not always look the same with some coping strategies being less wellrecognised86,89. Kathryn (survivor) explained in her Spotlight podcast that
as she presented as a typical hardworking overachieving child, nobody
had any concerns. Whereas, concerns were raised for her brother as
he became involved in drugs and crime. Whilst professionals will have
protocols for acting on concerns, it is important to be aware that not
all children will externalise trauma in ways we anticipate (e.g. acts of
aggression, substance misuse, and absenteeism).

xiii Name has been changed to protect survivor’s identity.
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Mental ill health is a risk factor for perpetration
Having mental health problems does not cause people to perpetrate
abuse; the majority of people with mental health needs have never and
will never be violent16. However, research indicates that mental health
problems are a risk factor for perpetrating domestic abuse17,18. One UK
study found 16% of men visiting their GP with symptoms of anxiety or/
and depression demonstrated behaviours linked to domestic abuse90. The
prevalence of mental health needs have been found to be significantly
higher for individuals who perpetrate abusive behaviours compared
to the general population or to those who have not disclosed abusive
behaviour91,92,93,94. The Drive pilot, run by SafeLives in partnership with
Respect and Social Finance, seeks to challenge and disrupt the behaviour
of high-harm perpetrators. The year two evaluation of Drive, carried out
by The University of Bristol, reported that 27% of service users at case
closure had mental health needs95. However, there was a significant
amount of unknown data in this analysis so these figures may be an
underestimate. SafeLives internal analysisxiv of Drive data with contact only
cases found that 42% of service users had a diagnosed mental health
condition. The most common of which were depression (38%), anxiety
disorders (31%) and personality disorders (24%), and over a third (35%)
had planned or attempted suicide. Compared to general population
statistics these levels are incredibly high – estimates of around one in six
(17%) adults in England in the past week have experienced a common
mental health problem, and around 5% have experienced suicidal
thoughts/attempts in the past year96.

They’ve succeeded because… like I said when I started
with them I just wanted to end it. Now, you know, that’s not
even a thought that ever came to mind, and I just want to
keep bettering myself now.
Drive Service User (as quoted in Drive Year 2 Evaluation95)
Research on domestic homicides supports there being high levels of
mental health problems amongst those perpetrating abuse. Along with
other risk factors, research has found mental health needs are associated
with increased risk of domestic homicides97,98,99. In one study on domestic
homicides in England and Wales, 40% of perpetrators had suicidal
ideation/attempts or had self-harmed prior to the incident97. Statistics
presented on mental health problems amongst those who perpetrate
domestic abuse vary dramatically. Not everyone who commits domestic
abuse will have a mental health need, and different groups of those who
perpetrate will present with higher needs than others.
xiv SafeLives internal analysis of Drive data looked at contact only cases opened during year two
of the Drive pilot and that had closed; 130 total cases (unpublished). Levels of mental health needs
found in this analysis are higher than in the published Year 2 Evaluation report. This is likely because
the internal analysis only looked at cases where contact was made with the service user (SU) as case
managers are unlikely to know the same level of detail in cases where there was no contact.
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Certain types of mental illness have been associated with increased
likelihood of perpetrating different abuse types18. In one study, those
with panic disorders were significantly more likely to perpetrate physical
aggression, whereas those with social phobias more likely to perpetrate
sexual abuse92. The year two evaluation of Drive found that those with
multiple needs (which included mental health) had the highest levels of
harassment and stalking and jealousy and control behaviours95. Although
such evidence suggests there could be an association between different
mental health problems and perpetration of certain abuse types, there is a
significant lack of research on this area so findings should be considered
with caution.
Considering mental health is a risk factor for perpetration, research
on the mental health needs of people perpetrating abuse is still very
limited. Understandably most research has focused on the needs of
victims and survivors. However, we must also develop an understanding
of perpetrators’ needs to ensure they are taking responsibility for their
behaviour; in turn reducing the risk to victims90. Research into the
relationship between mental health and perpetration must be undertaken
carefully. We must balance the risk of increased stigma towards
those with mental health issues against the benefits of an improved
understanding and risk management (as will be explored in the next
chapter).
Overall, given the current evidence for strong links between domestic
abuse and mental health problems, it is vital that mental health
professionals feel confident in enquiring and responding to disclosures both from victims and from those perpetrating abuse. Unfortunately, this is
too often not the case, as the next chapter will explore.
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2. Despite the strong associations,
domestic abuse often goes
undetected within mental health
services – and domestic abuse
services are not always equipped to
support mental health problems.
Mental health services are often not equipped to
respond appropriately to domestic abuse
Despite the high co-occurrence of domestic abuse and mental health
problems, domestic abuse is often going undetected in mental health
services; research estimates just 10-30% of cases are identified12,13.
Although many mental health professionals are aware of links with
domestic abuse, many mental health services are ill equipped to enquire
about abuse and respond appropriately to disclosures from victim/
survivors, and from those perpetrating abuse.

Low levels of enquiry
Levels of enquiry are low; a UK study found only 15% of mental health
professionals routinely asked psychiatric services users about domestic
abuse100. Common barriers to enquiring include a perceived absence of
expertise, a lack of a strong therapeutic relationship, time constraints,
the presence of partners, and fear of offending or re-traumatising13. In
her Spotlights blog, Donna Covey explained that some mental health
professionals do not see enquiring about domestic abuse as part of their
role. This is also evidenced in qualitative research with practitioners:

I think so many things are coming under the role of
psychiatry to sort out when actually they are not mental
health problems…suppose I struggle a bit with us taking
on things that aren’t mental health problems…perhaps we
should be directing people elsewhere.
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Asking about domestic abuse will lead to earlier disclosures, in
turn leading to quicker support and access to safety. Mental health
professionals should be trained to feel confident in enquiring about abuse
with an understanding of how it can affect one’s mental health. Survivors
tell us that being asked sensitively and directly is more comfortable than
disclosing to a practitioner who has not tried to broach the subject101.
Kathryn Lake (Mental Health Community Nurse) explained in her
Spotlights blog that even if professionals have misread the situation and
there is no abuse present, this is unlikely to damage the therapeutic
relationship. Instead, it demonstrates positive regard for the patient’s
wellbeing and situation. However, research suggests that routine enquiry
can have adverse consequences if professionals are not appropriately
trained in responding to disclosures102. Domestic abuse policies and
training programmes should therefore be in place before routine enquiry
is introduced101,103.

Lack of training
In her podcast, Dr Kylee Trevillion explained that people who have
experienced abuse often feel more confident disclosing to health
professionals compared to the police and other services. Yet a UK study
showed only 27% of mental health professionals provided information
to psychiatric services users following disclosures of abuse100. Sarah
Hughes (Mental Health Coordinator at Standing Together) reported in her
Spotlights blog that although many mental health practitioners understand
the link between domestic abuse and mental ill health, they are often not
equipped with the skills and tools to respond appropriately, with a lack of
training being a major factor. This is echoed in a Freedom of Information
(FOI) request to Mental Health Trusts in England which found, of the 50
trusts that responded, only 34 reported staff were required to learn about
domestic and sexual violence, and in 30 of these cases this consisted of
a short session within mandatory safeguarding training14. Research has
found mental health professionals reporting ‘low’ or ‘very low’ levels of
knowledge regarding domestic and sexual violence, along with a lack of
skills and confidence in enquiring about and exploring abuse14. Whilst
some practitioners find it easier to enquire about perpetration - as this
aligns with routine risk assessments – they also report a significant lack of
training in how to respond to perpetrators14. It is unacceptable that people
perpetrating domestic abuse are not receiving a proper response to
change their behaviour and be held to account at the earliest opportunity.

Poor experiences of service users
Not providing quality domestic abuse training for mental health
professionals risks interventions offered to victim/survivors being
ineffective, or potentially distressing43. Dr Katherine Pitt explained this in
her Spotlights blog:
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Psychological support which fails to acknowledge the
abuse can be ineffective. Worse, it risks implying that
the distress experienced has an intrinsic rather than
extrinsic cause. Couples or family therapy can lead to retraumatisation and [can] be dangerous.
Dr Katherine Pitt, GP and DVA researcher at The University of Bristol
Research with victim/survivors has found that whilst some have had
positive experiences with mental health services, others describe
responses as patronising, blaming and accusatory - mirroring the
dynamics of their abusive relationship14,71.
Another potential problem arising from a lack of adequate training is the
risk of misdiagnosis. Agenda’s report on ‘The Women’s Mental Health
Taskforce (2018)’ highlighted the tendency for women with Complex
Post Traumatic Stress Disorder (PTSD) to be wrongly diagnosed, such
as with Borderline Personality Disorder (BPD)28. Complex PTSD relates
to experiencing multiple traumatic events, such as repeated domestic
abuse incidents (compared to PTSD which relates to a single traumatic
event). Failing to recognise this distinction can lead to people not
receiving appropriate treatment, further compounding their mental health
issues. Furthermore, BPD is a particularly stigmatised and misunderstood
condition which can lead to additional barriers to support104,105. Complex
PTSD has only recently been introduced as a diagnostic category
so awareness may be limited amongst professionals. The website of
the mental health charity MIND contains useful guidance on Complex
PTSD106.
Victim/survivors with severe mental health problems, or people
experiencing a crisis, may end up in hospital inpatient facilities (either
voluntary or sectionedxv). When in these settings they may experience
re-traumatising events such as physical restraint, seclusion and physical
assault49,107,108,109. Research by the charity Agenda reported that almost
one in five women and girls have been physically restrained in facilities
within Mental Health Trusts in England110, and 32 women died following
restraint over a five-year period111. The recently passed ‘The Mental
Health Units (Use of Force) Act 2018’51, which aims to reduce physical
restraint in mental health settings, is therefore much needed and
welcomed112.

Treating symptoms not the cause
Dr Kylee Trevillion explained that part of the problem is many mental
health services continue to be based around the medical model. This
focuses on identifying and treating presenting symptoms, rather than
exploring underlying factors. Concerns about this approach were echoed
in interviews with mental health professionals and survivors in London
mental health services:
xv If someone is assessed and judged to be at risk of harming themselves or others, they can be
detained under a section of the Mental Health Act 1983 (in England and Wales).
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There was never…talking about it, it was just “these are
for your depression, these are sleeping tablets.”…Again,
you know, more tablets…“here’s a Valium to calm you
down”… but that’s it.
Survivor (as quoted in Trevellion et al. 2012, p.33243)
It is vital that mental health services move towards incorporating more
trauma-informed approaches within their work (as will be explored in
chapter 4).

Domestic abuse strategies in Mental Health Trusts
Training and support for mental health practitioners need to sit within
a framework of a trust-wide strategy for domestic abuse. However, a
Freedom of Information (FOI) request in 2011-2012 to Mental Health
Trusts in England found only three of the 50 Trusts that responded had
a domestic and sexual violence strategy14. Another FOI in 2016 found,
of the 37 Trusts which responded, only one had a strategy for providing
gender-specific services to women113. Jessica Southgate (Policy Manager
at Agenda) discussed this research in her Spotlights podcast, stating
that the results showed no focus on women and no strategic recognition
of the relationship between abuse and mental health. However, it is
important to acknowledge that within the research a few Trusts did
have comprehensive policies on domestic abuse and one, a specific
women’s mental health plan. This illustrates that incorporating domestic
abuse into mental health care planning is possible. A commitment at all
levels of a Trust to a strategy will help develop a culture in which good
practice is not just established consistently, but also maintained. Mental
Health professionals will be routinely working with victim/survivors,
and also those perpetrating abuse. The success of any mental health
treatment will be heavily undermined if the risk and impact of abuse is
not fully recognised. We advocate for Mental Health Trusts to examine
their current approach to domestic abuse and seek ways of improving
their response. This Spotlight found excellent examples of this already
happening, as will be explored later in this report (Chapter 5).

Support for children and young people
Children and young people experiencing domestic abuse face particular
barriers to receiving support for their mental health. SafeLives’ Insights
dataset on children in domestic abuse services found that despite 21%
of children at intake having depression and/or anxiety, only 12% of
total cases had involvement from Child and Adolescent Mental Health
Services (CAMHS). Frontline domestic abuse and children’s social care
practitioners describe extremely high thresholds and extensive waiting
lists for CAMHS, as well as some reluctance to view domestic abuse
related trauma as a mental health need. A report by the Education Policy
Institute on CAMHS in England found almost one in four children were
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rejected from accessing services in 2017/18114. The most common
reason being that their condition was ‘not serious enough’ to meet the
eligibility criteria. The report raised specific concerns for those whose
needs fell under different services (e.g. mental health and domestic
abuse), as they often ended up being pushed between agencies.
Concern about the capacity of CAMHS has been echoed in recent media
attention around the issue115.
In SafeLives’ Every Story Matters survey, many survivors highlighted
the importance of mental health support to better protect children88.
However, Susie Hay explained in her Spotlights blog that even if children
manage to access support, professionals are not always making the link
between domestic abuse and mental health problems:

Domestic violence and abuse and the associated trauma
had touched the lives of over 80% of my clients in one
form or another. However, this was rarely the identified
issue, event or reason for being referred into the
counselling room.
Susie Hay, Child and Adolescent Psychotherapist
It is vital that children and young people have access to timely and
appropriate mental health support, to mitigate both the immediate and
long-term psychological impact of experiencing domestic abuse.

Mental health problems can become a barrier
to support within domestic abuse, and wider,
services.
Domestic abuse workers are frequently identifying mental health needs,
but due to a lack of mental health services to refer people onto, they
are often providing low level psychological support - despite not being
funded for training in such interventions. In his Spotlights podcast,
Professor Gene Feder discussed the success of the Psychological
Advocacy Towards Healing (PATH) project which trained domestic
abuse workers to deliver psychological interventions32. Domestic abuse
and mental health support must be delivered in a more integrated way,
for adult and children victim/survivors, and also for those perpetrating
abuse. Chapter 5 explores interventions which have delivered such
integrated approaches.
There are both positives and negatives of obtaining a mental health
diagnosis. For many people a diagnosis can help them understand
what is happening and it can provide eligibility for certain treatments.
However, a diagnosis can also create barriers to services. The ‘The
No Woman Turned Away’ project reported ‘mental health needs’ as the
third most common reason for refusal to a refuge116. There are inevitable
difficulties responding to people with mental health needs within refuges
as they have limited space and resources to provide intensive support especially given funding cuts which have led to more generic services117.
Refuges meet the immediate need for safety for some survivors, and

34

Mental health and domestic abuse

they should be funded to have resources in place to support people
with mental health difficulties. However, there must also be funding for
mental health support for those who stay within their own home or other
accommodation. This includes health-based Idva/Idaa services - as found
in SafeLives’ Cry for Health report35 - and community-based Idva and
outreach services.
Victims and survivors sometimes fear being treated less favourably by
professionals as a result of having a diagnosed mental health condition.
For instance, some report feeling the police being uninterested in their
story about abuse after hearing they had mental health problems43. In her
podcast, Shakti (survivor) described how she avoided a diagnosis as she
worried it would affect how GPs treated her in the future. Cases discussed
within SafeLives’ National Scrutiny Panel (NSP)xvi on Mental Health showed
examples of professionals casting doubt on disclosures of abuse based
on an opinion that disclosures could be symptomatic of a mental health
condition118. Panel members also highlighted that when both the victim
and perpetrator had mental health problems, perpetrators appeared to
be held less accountable. Fear of not being believed by professionals is a
prominent barrier to disclosure for victims with mental ill health. It is crucial
that information about the mental health of both survivors and perpetrators
is used to enhance risk assessment and inform actions. When professional
opinion and judgements are voiced, they should be made clear and
distinguished from factual information sharing. Careful mental health
assessments are vital, but mental health problems of either party should
never be used as evidence that abuse is trivial or excusable.
NSP members also reported that having mental health problems too often
leads to people being ‘bounced around’ different services118; a process
where traumatised people are being asked to repeatedly re-tell their story.

When I did get seen by IAPT they went through the whole
assessment and then at the end said I wasn’t suitable...I
really couldn’t believe that I was being told after pretty
much a year of being assessed multiple times by different
NHS mental health teams that there was nothing they
could do for me.
Kathryn, survivor

The mental health needs of people perpetrating
abuse must be considered for effective
interventions.
Research suggests that interventions aimed at targeting violent behaviour
will only be marginally effective if mental health needs are ignored20. Yet
those who perpetrate domestic abuse are often not receiving support
for their mental health problems. A study on UK domestic homicides
found that only 30% of those with symptoms of mental illness at the time
xvi SafeLives National Scrutiny Panel (NSP) on Mental Health was a multi-agency review of Marac
cases involving victims at high risk and/or perpetrators of domestic abuse where mental health was a
significant factor, hosted by the Home Office (October 2018).
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of the offence had been in contact with mental health services in the
year before the homicide99. The year two evaluation of Drive indicated
that service users with mental health needs often had high levels of
engagement to the intervention, with access to support (in a variety of
areas including mental health) being a powerful lever to engagement95.
Drive caseworkers reported some service users using their mental ill
health to reduce their level of responsibility95. This is unacceptable.
Having mental health needs is never an excuse for perpetration of
abuse. However, building an understanding of the mental health needs
of those perpetrating abuse can help services develop more effective
interventions. Jonathan Fowler explained this in his Spotlights blog:

While mental health issues may complicate the work we
do, or in some cases mean that we cannot work with a
particular client, they never remove our focus on how the
men we work with can more effectively take responsibility
for their behaviour. If there appear to be mental health
issues, I am interested in how they impact on a client’s
ability to take responsibility.
Jonathan Fowler, Mental Health Advisor for the Drive programme
In SafeLives’ Every Story Matters survey with survivors, 73% agreed that
mental health support for those perpetrating abuse was a good idea88.
Survivor voice must be central to informing how we work. There is a clear
need to hold perpetrators to account for their abusive behaviour whilst
also addressing their mental health and other complex needs. This will
help create sustainable change and reduce repeat perpetration.

3. Survivors with mental health
problems are more likely to be
experiencing multiple disadvantage.
And perpetrators with mental health
needs are more likely to have higher
additional needs.
When abuse intersects with other aspects of a person’s situation,
such as mental ill health and other forms of disadvantage, it becomes
increasingly hard for people to become sustainably safe. SafeLives
Insights data revealed that, at the time of accessing specialist support,
survivors with mental health needs are experiencing some of the highest
levels of risk and multiple disadvantage. For instance, they are more
likely to have experienced each type of abuse, particularly sexual abuse.
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We also know from previous Spotlight series that the likelihood of abuse
prevalence and severity increases in certain groups. For instance,
SafeLives’ LGBT+ Spotlight found the prevalence of all abuse types
amongst LGBT+ survivors was higher than those not identifying as
LGBT+. And the Disability Spotlight reported that survivors with a
disability are more likely to suffer severe and frequent abuse over longer
periods of time, compared to those without a disability. It is vital that
professionals consider how the intersection of mental ill health with
aspects of one’s identity - such as their sexuality, gender, disability, age,
and race – can increase the likelihood of severe experiences.
The intersection of identity and needs can lead to individuals being
affected by different systems of discrimination. SafeLives Insights data
found a higher proportion of survivors with mental health needs identified
as LGBT+ (3% vs. 1% without). Yet, Dr Kylee Trevillion highlighted
that transgender people are typically underrepresented in mental
health services and within the research literature. People with mental
health problems who identify as LGBT+ are likely to face additional
disadvantages due to their sexuality and/or gender identity – as explored
in SafeLives LGBT+ Spotlight. Practitioners must consider how multiple
needs might interact to fuel disadvantage if left unsupported.
This Spotlight series highlighted the importance of applying an
intersectional lens when supporting people with mental health issues who
are experiencing so called ‘honour’-based abuse (HBA). Dr Savin BapirTardy (Counselling Psychologist in IKWROxvii) explained in her podcast
that mental ill health is often a taboo within communities where HBA
occurs. This can lead to victim/survivors feeling they have to hide their
mental ill health, which can increase risk and barriers to support. The
taboo can be so great that victims are forced to leave their families and
communities, as highlighted in Asha Iqbal’s Spotlights blog:

xvii IKWRO: Iranian & Kurdish Womens Rights
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Unfortunately, severe mental health problems can
sometimes be associated with either black magic or the
‘Jinn’; supernatural and sometimes demonic beings.
People brush severe mental health problems under the
carpet so a lack of understanding and education about
mental health creates further barriers.
Asha Iqbal, mental health campaigner and founder of Generation Reform
HBA is associated with many wider vulnerabilities and barriers (as
explored in SafeLives Spotlight on HBV and Forced Marriage). It is vital
that practitioners consider how these can intersect and impact on one’s
mental health.
SafeLives Insights data showed that a higher proportion of individuals
with mental health needs had a disability (22% vs. 10% without). Mental
health conditions can be classified as a disability in line with the Equality
Act (2010) definitionxviii. Not every person with mental health issues may
feel the term ‘disabled’ is appropriate for them, and thus may not use this
language. However, it is vital that structurally, mental health disabilities
are framed as equally important and potentially as debilitating as
physical health disabilities. SafeLives NSP highlighted the importance of
accurately recording the number of disabled survivors and perpetrators
being discussed at Marac. Yet SafeLives’ previous Spotlights series
on Disabled people found almost one in five Maracs (18%) are not
recording disability referrals.

Substance misuse
Insights data revealed that survivors with mental health needs are much
more likely to have substance misuse issues.

xviii Equality Act (2010) definition of a disability: “A physical or mental impairment that has a
‘substantial’ and ‘long-term’ adverse effect on your ability to carry out normal day-to-day activities”.
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A report by Agenda found women who had experienced extensive
physical abuse or coercion from a partner were six times more likely
to be dependent on drugs, compared to those with little experience of
violence and abuse119. Although causal pathways are inconclusive, it
is largely recognised that for many, substances are used as a coping
mechanism following abuse and trauma26,120. In AVA’s ‘Jumping through
hoops’ report, one survivor explained how “when mental health treatment
starts, it’s easier to cope with addiction as you don’t need to selfmedicate” (p.5)23. Despite the well-documented comorbidity of mental
ill health and substance misuse, many services are not equipped to
support people presenting with both issues (typically known as ‘dual
diagnosis’)14,24. This lack of support for dual diagnoses means too many
people are being bounced between services, leading to a feeling of
being “batted from pillar to post” (Sharpen, 2018, p.5)23.

Increased risk of financial issues and
homelessness
Insights data showed survivors with mental health needs are more likely
to have financial difficulties; two thirds (66%) were either struggling to
pay for essentials or could pay for essentials but with nothing left over,
compared to 54% of those without mental health needs. AVA’s ‘Breaking
Down the Barriers’ report explained how cuts to public services and
incomes have particularly affected certain groups of people, including
lone mothers, BAMER women and those with disabilities22. Co-occurring
mental health and financial difficulties can greatly increase the risk
of homelessness. Louisa Steel (Housing First and Homelessness
coordinator at STADV) explained in her Spotlights blog that without
appropriate mental health support, survivors are more likely to selfmedicate, become unable to work and manage benefits; in turn
increasing their risk of eviction.

I developed very long term (still suffering) mental
illnesses which significantly affect my day to day life. I am
left with massive debts. I have lost my driving license due
to the ill health which restricts my mobility. I cannot work
at the moment due to my mental illnesses.
Survivor, Respondent to Psychological Violence survey
Inequalities for people with complex needs such as mental ill health
are well-known; the Government Domestic Abuse Fund made specific
provision for specialist services to appoint Complex Needs Workers
within refuges121. It would be hugely valuable if this funding were
to be extended to all refuges throughout the UK, as well as within
community-based services for the many survivors for whom refuge is not
appropriate.
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Parenting
Women with mental ill health and other forms of multiple disadvantage
are at greater risk of having their children removed. This can lead to
internalised feelings of shame and guilt, in turn exacerbating mental
health issues. In Dr Kylee Trevillion’s podcast she explained that many
mothers are concerned services will question their parenting capabilities
if they disclose mental health problems. Similarly, SafeLives’ National
Scrutiny Panel (NSP) on Mental Health reported the tendency for women
to hide mental health difficulties for fear of their children being removed118.
AVA’s ‘Breaking Down the Barriers’ report explained that this can result in
women only coming to the attention of statutory services when they have
reached crisis point22. NSP attendees also highlighted inconsistencies
with how risk can be perceived in terms of parenting capability, with the
mental ill health of a mother given a greater risk weighting than that of the
abusive father. Professionals must consider how they can reduce such
inconsistencies and barriers to disclosures of mental health.

Vulnerability to exploitation
Having mental health problems can create additional vulnerabilities which
abusers may seek to exploit. For instance, threats of institutionalisation/
sectioning, withholding medication/treatments, threats to have children
taken away, or to ‘out’ problems to friends, colleagues and family27.
Abusers may also attempt to undermine the victim’s credibility, aiming
to misdirect professionals to view their presentation as symptomatic of a
mental health condition rather than as an indicator of abuse.

We see that abusers may often tell people when they’ve
got mental health problems that this is just all in your
head and this isn’t really happening and you’re unwell.
And so they [the victim] start to really question whether
this is happening.
Dr Kylee Trevillion, Women’s Mental Health Department at Kings College
Mental health issues can also increase vulnerability to wider exploitation
and abuse from others. For example, SafeLives’ National Scrutiny Panel
noted the increase risk of ‘cuckooing’; the targeting of vulnerable people
whose homes are taken over for the purposes of drug use and other
forms of criminal behaviour118.
In AVA’s ‘Breaking Down the Barriers’ report, they found that services
are often failing to make connections between abuse and other forms
of disadvantage22. It is vital that services work collaboratively, instead
of in silos, in order to provide holistic support for all survivors - what
SafeLives terms a whole person, whole picture approach42. Access
to regular training from specialist organisations (such as AVA122) can
help professionals understand and respond to survivors’ multiple and
intersecting needs. It is important to recognise that a certain need
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- finding somewhere to live, stopping using substances, access to
children, immigration status - can be more of an immediate concern over
dealing with mental health problems or/and the abuse. Some people
may not be ready or able to receive support until more their immediate
concern/s have been addressed.

Complex needs amongst those perpetrating abuse
SafeLives’ internal analysis of Drive data of high-harm perpetrators found
having a mental health need was associated with higher additional needs
- especially around employment, training and education – compared to
service users without mental health needsxix.

A study on Domestic Homicide Reviews found high levels of substance
abuse and/or mental health issues amongst individuals committing
domestic homicides97. However, research on the needs of people
perpetrating abuse remains limited. By recognising and understanding
the multiple needs of perpetrators, caseworkers can support their clients
in creating the stability and space to take responsibility and address their
abusive behaviours.

xix In 38 cases (of the 130) it was unknown whether the service user had a mental health need.
These were excluded.
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4. A range of trauma-informed services
must be available for survivors and for those perpetrating abuse
where these are required as part of
appropriate challenge and support.
What is a trauma-informed approach and why is it
needed?
Despite the well documented link between gender-based violence,
trauma and poor mental health, a recent report from Agenda concluded
that “this link is rarely reflected in the support available to women with
mental health problems – with trauma-informed services rare” (p.4)28.
As discussed in Chapter 2, extreme distress is often treated simply
as a symptom of mental illness, rather than as a coping mechanism
in response to past or current traumas7. People with current or past
experiences of domestic abuse need access to holistic, trauma-informed
support116.
A trauma-informed approach recognises how exposure to trauma
can affect one’s neurologicalxx, biological, psychological and social
development123. It is moving away from ‘What is wrong with you?’ to
considering ‘What happened to you?’5. It also takes into account wider
intersectional issues such as racism, sexism, homophobia, ageism, and
poverty5. A recurring theme within this Spotlight was the importance for
all professionals working with survivors to be trained in trauma-informed
approaches, as Jo Sharpen explained in her Spotlights blog:

Past experiences of trauma and complex needs can
sometimes lead to conditioned behaviours, which serve
as a psychological defence or coping strategy for women,
but may feel very difficult to understand for an untrained
worker.
Jo Sharpen, Policy Manager, AVA
Studies exploring the effectiveness of trauma-informed approaches
have found reductions in mental ill health symptoms, improvements in
coping skills, and reductions in restraint and seclusion in mental health
services124. In AVA’s ‘Breaking Down the Barriers’ report, survivors
reported that services which understood and responded to their
experiences of trauma were vital to their safety and recovery22. Traumainformed approaches are also important when working with children
and young people, as was explored in SafeLives’ previous Spotlight on
Young People.
xx NHS Lanarkshire released a useful animation which explains the impact of trauma on the brain
(made by mediaco-op).
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Adopting a trauma-informed approach will help professionals understand
the impact mental health issues can have on one’s ability to engage
with a service. Jo Sharpen discussed how people with mental health
problems can find attending appointments particularly overwhelming
and frightening. Yet attendees at SafeLives’ National Scrutiny Panel
(NSP) reported instances of service users with mental health issues who
missed appointments being too quickly labelled as ‘failed to engage’118.
This language places the responsibility solely upon the person to attend
services as they are offered, rather than acknowledging that services may
need to adapt their approach. Non-engagement needs to be viewed as a
potential symptom of poor mental health, trauma and/or complex needs,
instead of simply a refusal to access a service.
A gender-informed approach takes into account and responds to the
lives and experiences of women28. For instance, some women may find it
distressing to be supported by a male worker. Seeking to avoid triggers
and re-traumatisation is a key principle of trauma-informed working.
Gender-informed services need to be available for those who would prefer
options such as self-selecting staff’s gender and women-only spaces.
The Women’s Mental Health Taskforce have developed a set of principles
intended to be used by providers, practitioners and commissioners to
ensure women have access to trauma- and gender-informed support28.

Access to a range of trauma-informed support
options
Both accommodation-based and community-based services can and
should adopt a trauma informed approach. In Donna Covey’s blog she
highlighted the ‘Refuge for All’ project, by Solace Women’s Aid and
AVA, which created Psychologically Informed Environments (PIE) within
refuges. This led to many positive outcomes including fewer women being
refused admission because of their mental health needs; falling from 6%
to 0.06%29. In Amber Canham’s Spotlight blog she discussed the positive
impact of introducing a Mental Health Idva into a community-based
service who was trained in using trauma-informed approaches:

We talk to service users about trauma; the short- and
long-term impacts and the way adverse childhood
experiences (ACEs) can feed into trauma. Once they have
this understanding, they are then in a better position to
process their own experiences.
				

Amber Canham, Social worker and Idva

Despite examples of good practice in trauma-informed approaches,
Donna explained that unfortunately these are being overshadowed by
cuts to such specialist services, a shift to generic provision, and an
underfunded voluntary sector. Survivors with mental health needs will
encounter many different services; it is essential that they all operate
within a trauma-informed framework. Implementing trauma-informed
approaches could help enable commissioners and health services meet
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national policy recommendations5. For instance, ‘The NHS Long Term
Plan (2018)125’ promises trauma-informed care, and many elements of
trauma-informed support are included within the ‘Five Year Forward View
for Mental Health’ in England44, the ‘Transforming Psychological Trauma’
framework in Scotland126, and in ‘Public Health Wales’ (2015) with their
focus on Adverse Childhood Experiences (ACEs)127.

Trauma-informed and trauma-responsive
interventions for people perpetrating abuse.
Perpetration of domestic abuse has been linked with higher rates of
past traumatic experiences. One study found that 77% of men who
had perpetrated abuse had been exposed to previous traumas, with
62% reporting multiple traumatic exposures128. Research on Adverse
Child Experience (ACEs) has found that traumatic childhood events are
associated with increased likelihood of perpetration of abuse129,130 and
mental ill health131. Within the Drive cohort of high-harm perpetrators, of
those that reported experiencing domestic abuse as a child, 63% had
mental health needs, compared to 30% amongst those who did not
report childhood domestic abuse.
Traumatic experiences are never an excuse for perpetrating abuse. Nor
will mental health support ever be the entirety of the response needed
to stop someone’s harmful behaviour. The majority of people who have
been exposed to trauma never go on to cause harm. Instead, a traumainformed approach for those perpetrating abuse means understanding
how past traumas may impact on their behaviour and ability to engage in
behaviour change work. Frontline staff working with perpetrators should
receive training on the effects of trauma as part of a comprehensive
approach to challenging and supporting someone to change. It is
likely that some service users will experience barriers to engagement
in one-size-fits-all programmes, due to their psychological or emotional
difficulties. Services must then be trauma-responsive whereby
they consider tailored, flexible interventions to reduce barriers to
engagement. The Year 2 Evaluation of the Drive programme highlighted
that reflecting on past traumas can help service users recognise the
impact of their abusive behaviour on others95. The report acknowledged
the risk of perpetrators developing a ‘victim’ mentality whereby they
regard themselves as the primary victim. However, it concluded that
discussing past traumas can help build trust with caseworkers; allowing
them to take service users through more challenging behaviourchanging activities.

I have been able to develop an understanding of my
emotions and how they are part of me but also how they
impact upon those around me. I have to manage these
emotions on an hourly/daily basis but by knowing what
they are and working through the consequences of my
actions I can make better choices for myself and the
people around me.
Drive Service User
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5. Inadequate progress by the UK
Government and NHS leaders to
drive integration of domestic abuse
into the Health sector is prolonging
the period in which victims have no
support, and perpetrators are left free
to continue unchallenged.
People experiencing domestic abuse frequently access health services
before they reach specialist support35, but this is particularly common
amongst those with mental health issues, as SafeLives Insights data
shows:

Insights data also revealed that survivors with mental health needs are
visiting their GP more frequently; an average of 5.9 times within the 12
months prior to accessing support, compared to 3.8 times for those
without mental health needs, and 3.2 times for the general population
within English GP practices132. Despite this, Insights data showed that
only 5% of referrals to Idva services came from Health70.
Many victims are frequently visiting their GP with mental health issues or/
and attending A&E for acute mental health episodes. The annual mental
health cost alone of domestic abuse to Health services was estimated at
£176 million in England and Wales in 2001133. However, this figure is likely
to be an underestimate as information about the use of public services as
a result of domestic abuse is not systemically collected. A Home Office
report estimated the cost of the emotional and physical harm suffered
by victims was £47 billion in England and Wales in 2016/17; accounting
for 71% of the total estimated cost of domestic abuse (£66 billion)30. The
majority of this £47 billion cost of harm was attributed to emotional harm,
not physical. An effective Health response to domestic abuse and mental
health is therefore not only fundamental for the safety and wellbeing
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of victims and survivors, but also from a health cost perspective. The
importance of the Health response to domestic abuse is recognised
in NICE guidelines33, however, implementation of these guidelines is
inconsistent. Failures of the UK Government and NHS leaders to invest in
integrating domestic abuse into the health sector is prolonging the period
in which victims and survivors have no support, and those perpetrating
abuse are left free to continue unchallenged.

Training GPs in identifying and responding to
domestic abuse
Despite the frequency of victims attending their GP, many GPs receive
little or no training in domestic abuse. This finding led to the development
of the IRIS (Identification & Referral to Improve Safety) programme.
IRIS offers training, education and support to GPs alongside enhanced
referral pathways into specialist domestic abuse support134. It aims to
increase the identification of abuse, improve the response to disclosures,
and increase referrals to specialist services. An advocate educator within
a local specialist domestic abuse service works with a local clinical
lead to co-deliver the training programme. The advocate educator also
provides advocacy to the referred victims. GP practices where IRIS
was in operation recorded substantially more disclosures of abuse, and
referrals to specialist services135. In her Spotlights blog, Medina Johnson
(Chief Executive of IRISi) highlighted that 66% of the women referred
through IRIS self-reported mental health issues. Following engagement
with the programme, Medina explained there were significant
improvements in their mental health: 83% felt better able to cope,
85% felt more confident and 81% felt optimistic about their future. The
importance of GPs being trained to identify all forms of domestic abuse
was highlighted by survivors in SafeLives’ Every Story Matters survey88:

My GP should have spotted the signs ages ago. I even did
a course of therapy for anxiety and that therapist definitely
should have said something. I didn’t know about things
like coercive control and gas lighting. I thought abuse
was only hitting. They should have known though. If it
hadn’t been for an extremely well informed (about abuse)
receptionist at my GPs surgery, my children and I would
still be living through that hell.
Survivor, Respondent to Every Story Matters survey
It is also essential that GPs understand the links between mental health
issues and those who perpetrate abuse, and are trained to identify
and respond appropriately with clear referral pathways into perpetrator
interventions. All GP practices should be funded to have a domestic
abuse training, support and referral programme (such as IRIS) to improve
their identification of domestic abuse and increase referrals to specialist
services. SafeLives also has online guidance for GPs on responding to
domestic abuse. However, such guidance should be used alongside,
not instead of, face-to-face training. To ensure coverage across England
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and Wales, one domestic abuse specialist per 25 surgeries is needed
– costing an estimated £24.75 million68. An academic study found this
would produce net ‘societal cost savings’ of £37 per woman registered
in general practices in the UK per year34. However, we must recognise
that training and referral pathways on their own are unlikely to change
practice; funding must also be available to resource specialist services
so that GPs (and other professionals) are able to refer people onto
appropriate support and interventions.

Embedding domestic abuse specialists within
hospitals
GPs are only one part of the necessary Health response. Given those
with mental health needs are more likely to attend A&E, an effective
hospital response is also vital. SafeLives’ Cry for Health report called
for every hospital in England and Wales to have a full time specialist
domestic abuse worker35. Compared to a control group of communitybased Idvas, having hospital-based Idvas led to: more referrals to
specialist support services, faster identification of vulnerable ‘hidden’
groups of victims, and quicker links with specialist services35. The report
found that a higher proportion of the hospital-based victim population
disclosed mental health needs (57%), compared to 35% of communitybased victims. Furthermore, nearly twice as many hospital-based victims
had self-harmed or planned/attempted suicide compared to those in
community settings (43% compared to 23%). This high level of mental
health needs within hospital settings was highlighted in the Spotlights
blog by Linsey, a hospital Idva, who stated that within the first month
of being a hospital Idva, 90% the people in her caseload had complex
mental health issues.
High disclosures of mental health problems are likely in part due to the
healthcare setting being seen as confidential and focused on wellbeing,
rather than on criminal justice issues. Such volume of disclosures
warrants the recruitment of hospital-based Idvas with knowledge and
experience in mental health35. Hospitals are a prime place in which
people choose to disclose abuse, but without someone to immediately
pick up that referral, as a hospital-based Idva would do, Health
professionals are limited in their response35. Based on 2012 data within
the Cry for Health report35, SafeLives estimated that two specialist
domestic abuse workers based in every hospital in England and Wales
would have an upfront cost of £15.7 million, but would generate a
net saving of £16.4 million (a saving of £1,000 per patient) through
decreased use of acute care68.
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Improving the domestic abuse response within
Mental Health Trusts
A recurring theme in this Spotlight was the need for Mental Health Trusts
to improve their approach to domestic abuse. Many Spotlight contributors
discussed what a good response would look like, elements of which are
outlined in Box 1. Trusts which have implemented such responses have
seen positive outcomes. For instance, the PRIMH (Promoting recovery
in mental health) project delivered by AVA led to significant increases
in staff knowledge of enquiring and responding to domestic and sexual
violence14.
Given a significant proportion of victim/survivors and perpetrators will
be accessing non-statutory mental health support, it is important that
private therapists/counsellors and voluntary services consider how the
recommendations (as outlined in Box 1) relate to their service provision.
Mental health professional regulatory bodies and associations should
ensure their guidelines for members reflect these good practices.

Box 1: Good practice overview within a Mental Health Trust
Key elements of a good response to domestic abuse within a Mental Health
Trust, as discussed throughout this Spotlight series:

•

Clear policies and protocols for enquiring about and responding to abuse, both for
victims and perpetrators.

•

Developing close links with specialist services and multi-agencies, with clear
protocols for information sharing between agencies.

•

Training on domestic abuse e.g. from local domestic abuse services or/and
specialist organisations such as AVA.

•

Establishing clear referral pathways to support and interventions for victims, and for
perpetrators.

•

Coordinated commissioning pathways across agencies.

•

Clear documentation of abusive experiences within case notes.

•

Having a specific women’s mental health strategy.

•

Providing trauma- and gender-informed care.

•

Operational and strategic level changes.

•

Co-producing policies and practice with people with lived experience.

•

Reducing the use of re-traumatising experiences within inpatient facilities*, such as
physical restraint and seclusion.

•

Promoting the message that domestic and sexual violence is ‘core business’ within
the Trust.

*For inpatient mental health facilities run by an NHS Hospital Trust, the Trust should apply the same good practices as
outlined here.
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Another essential role of mental health professionals is their attendance at
multi-agency meetings such as Marac. SafeLives’ National Scrutiny Panel
(NSP) on mental health stressed the importance of active participation where
information on mental health is shared in a meaningful and detailed way118.
Panel members gave examples of where this was not always happening,
such as vague case notes being read out verbatim without offering expert
analysis and explanations. In her Spotlights blog, Alison Eley highlighted the
important role of mental health practitioners in a Marac:

Mental health staff shouldn’t feel intimidated or doubt their
role, as they can have so much to contribute to the action
planning. And most importantly, they can help ensure
victims/survivors access services they may desperately
need.
Alison Eley, Named Nurse for Safeguarding Children, Domestic Abuse and
Marac lead
Attendees of SafeLives NSP reported on the risk dynamic of relationships
where both parties have mental health difficulties. Wanting to access help for
their partner’s mental health can become a key driver for victims’ disclosure.
Marac (and other multi-agency) processes present an opportunity for
professionals to action plan around both the victim’s and perpetrator’s
mental health needs. SafeLives Marac toolkit for mental health services
provides information and guidance for their role within a Marac39.

Integrating domestic abuse and mental health
support
Improvements are needed to ensure the mental health needs of victims
and survivors are being met, and that those using abuse with mental health
problems are identified and provided with appropriate referral to challenge
and support them to change. There are often long waiting times for mental
health support136 and many mental health services - when eventually
accessed - are not appropriate for people experiencing or perpetrating
abuse (explored in Chapter 2). Furthermore, although domestic abuse
services are often identifying mental health needs, they are not typically
trained in providing psychological interventions (explored in Chapter 2). If
given appropriate training, support and funding, domestic abuse services
could be well placed to deliver or co-deliver psychological support. Recent
research suggests this approach could lead to significant improvements for
the mental health of survivors32 (see Case study 1 in Box 2).
Whilst there is no expectation for domestic abuse workers to become
experts in mental health, domestic abuse and mental health support must be
delivered in a more integrated way. This should involve mental health training
for domestic abuse workers, which could include: providing low intensity
psychological interventions, training mental health practitioners in domestic
abuse, and developing closer links and clear referral pathways between
mental health and domestic abuse services. Examples of projects which

Mental Health and domestic abuse

49

have successfully implemented these responses are outlined in Box 2.
Models of training which create opportunities for frontline practitioners
from both domestic abuse and mental health services to come together
are recommended, as this will encourage services to discuss and learn
how best to cooperate. As was explored in Chapter 4, it is important that
training programmes are trauma-informed -such as AVA’s courses on
domestic abuse and mental health137.
When developing interventions, we should be mindful that people have
a right to be self-governing in terms of how their mental health needs are
attended to. Rather than a service intervention happening to people, they
should be educated to make informed choices about their direction of
care. This was highlighted in the podcast with Collette:

Some of the key things she [the psychiatrist] said were
about putting me in the driving seat of any care plans,
about them listening to my concerns, what I wanted
and what I needed and taking the lead from me. I just
remember how respected and listened to I felt. And that’s
just everything we talk about in terms of being a good
Idva; empowering and supportive.
Collette, Senior Knowledge Hub Advisor, SafeLives
When integrating mental health and domestic abuse support we must
ensure we improve the response to those perpetrating abuse. The Year
2 Evaluation report of Drive suggests that accessing community mental
health support at an earlier stage could reduce the likelihood of abuse
being perpetrated in the future95. Within Drive’s multi-agency support
working, the most prevalent agency was mental health (20% of cases).
Drive case managers work closely with mental health services, and aim
to build therapeutic relationships with service users. This allows for better
risk management and helps build a foundation for meaningful behaviour
change work. Such work requires caseworkers to have an understanding
of the presentation and risks associated with different mental health
problems. Perpetrator programmes should therefore have a mental
health specialist to consult on cases involving mental health issues and
help deliver training, guidance and protocols surrounding mental health.
Within multi-agency forums (such as Marac and MAPPA), it is vital that
members are aware of local perpetrator provision and their links with
mental health services. Caseworkers working with people perpetrating
abuse should be sharing information on their mental health state within
multi-agency meetings, ensuring a full picture of needs and risk for the
whole family is presented.
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Box 2: Projects improving the response between
mental health and domestic abuse
Case study (1): Psychological Advocacy Towards Healing (PATH)32

This involved training domestic abuse advocates, supervised by a psychologist,
to deliver mental health interventions. Results showed greater improvements
in the mental health of women in the PATH intervention group compared to the
control group (usual domestic abuse advocacy). Survivors involved in the study
described benefits such as a better understanding of the impact of domestic
abuse, increased self-confidence, and improved coping strategies.

Case study (2): Linking abuse and recovery through advocacy for
Victims and Perpetrators (LARA-VP)

This involved reciprocal training between mental health and domestic abuse
services, as well as introducing direct referral pathways to domestic violence
support for psychiatric service users. The project led to improvements in mental
health practitioners’ knowledge, attitudes and behaviour surrounding domestic
abuse, as well as improved outcomes for service users. Following its success,
King College London released an online resource to help mental health services
identify and respond to abuse.

Case study (3): LINKS pilot

This involved co-locating a Mental Health Idva within a Mental Health Trust. The
Idva provided advocacy and training to mental health staff, as well as direct
support to psychiatric patients who were victims of domestic abuse. The pilot
ran for 12 months, during which there was a 660% increase in referrals to local
specialist domestic abuse services from the Trust, and an increase in staff’s
understanding, knowledge and confidence surrounding domestic abuse.

Other projects

•

The Big Lottery funded Mental Health Idva post within NDADA

•

In Cambridgeshire and Peterborough, Idvas receiving a three-day Mental
Health First Aid course, and the employment of ‘Mental Health Pathfinders’
(CPNs)

•

The AVA and Solace Women’s Aid Psychologically Informed Environments
(PIEs) in refuges

•

For Baby’s Sake; practitioners work therapeutically with pregnant mothers and
abusive fathers.

•

WomansTrust; provides free therapy for female survivors of domestic abuse
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Mental health support for children and young
people experiencing domestic abuse
Due to the high thresholds and long waiting lists for CAMHS (as
outlined in Chapter 2), many children and young people are left waiting
whilst their mental health deteriorates; potentially resulting in a crisis,
or voluntary organisations, including domestic abuse services, filling
the gaps. This can place domestic abuse practitioners in the difficult
position of managing levels of mental health problems that they are not
appropriately trained or qualified for. It is evident that CAMHS need
significant investment to meet the demand for services. This must
include CAMHS practitioners being trained and supported to understand
how domestic abuse impacts on the mental health of children and
young people. It must not be assumed that CAMHS practitioners will
understand coercive control, but this understanding is crucial for both
working with the child and communicating with parents. We see potential
for the commissioning of specially trained mental health Young People’s
Violence and Abuse Advisors (Ypvas) - who could offer interventions to
children and young people with lower level mental health support needs;
taking some pressure off CAMHS and reducing the trauma of children
having to repeat their stories.
When developing domestic abuse training for CAMHS, the negative
impacts of other adverse childhood experiences (ACEs) should be
considered. Attendees of SafeLives National Scrutiny Panel aired
concerns that ACEs can be poorly applied in a fatalistic way; resulting in
children being limited to the low aspirations set for them118. However, we
believe if used correctly - where ACEs assessments are linked to support
and prevention - then the theory and data behind the ACEs approach
could offer significant value. There is opportunity for colleagues in
England, Scotland and Northern Ireland to learn from early progress in
Wales.
The Health Pathfinder Project is a consortium of domestic abuse
specialists working together to improve the response to domestic abuse
in acute hospital trusts, mental health trusts and GP practices. Pathfinder
aims to reduce inconsistencies in the health response to domestic
abuse, improve awareness and understanding, and create best practice
in supporting people experiencing domestic abuse. An effective joinedup response between health, domestic abuse and mental health services
is undoubtedly vital for the safety and wellbeing for all victims and
survivors with mental health difficulties. However, as Medina Johnson
explained in her blog, they are only part of the puzzle. Many other
services, organisations and wider society must also seek to improve their
understanding and response to domestic abuse and mental health – as
the next chapter will explore.
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6. Greater awareness of the relationship
between domestic abuse and mental
health within all organisations and
the public will help people get the
support they need faster.
Domestic abuse and mental ill health are both stigmatised issues,
making it particularly difficult for those affected by both to speak out
about their experiences. We must improve our understanding and
response to these strongly interrelated issues across the whole of
society. The importance of a ‘Whole Society’ approach is a key element
of SafeLives’ The Whole Picture strategy to ‘end domestic abuse, for
everyone and for good’42. Many different agencies have a role to play in
different ways, however there are some overarching recommendations
which all should adopt. These include: increasing staff awareness
of domestic abuse and mental health and how they intersect via
training from specialists, creating clear referral pathways to services,
and engaging with multi-agency meetings (such as Marac) where
appropriate. The roles of some key agencies are outlined below, but the
full extent of these are outside the scope of this report.

Police
The HMICFRSxxi report ‘Picking up the Pieces’ highlighted that the police
are frequently supporting people with complex mental health issues138.
Yet as most officers do not have the required skills, many people in
mental health crisis are not getting the support they need. The report
references that a large proportion of women with mental health problems
are experiencing domestic abuse. Given the police are frequently
responding to mental health crises amongst people experiencing or
perpetrating domestic abuse, it is essential that they understand how the
two issues intersect and are trained to respond appropriately – both to
victims, and to those perpetrating the abuse.
Police officers need to be trained by experts in domestic abuse and
mental health. Whilst we welcome the proposal within the government’s
draft Domestic Abuse Bill to roll out the ‘Domestic Abuse (DA) Matters’
police training programme36, there needs to be sufficient funding to
support all police forces across England and Wales, as has already
been implemented in Scotland. We also welcome the recommendation
within the ‘Picking up the Pieces’ report for police forces to invest in
xxi

HMICFRS (Her Majesty’s Inspectorate of Constabulary and Fire & Rescue Service)
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high quality expert mental health training. Domestic abuse and mental
health training programmes should ensure to reference how these two
issues often intersect. The police should be at the frontline of responding
to those perpetrating abuse. They should therefore understand
the prevalence and presentation of mental health issues amongst
perpetrators, as well as how abusers can sometimes exploit the mental ill
health of victims (as explored in chapter 3).

Housing providers
As explored in SafeLives’ Spotlight on Homelessness, housing providers
play a vital role in responding to domestic abuse and their response
must incorporate provisions for people with mental health difficulties. All
survivors – but especially those with mental ill health and other complex
needs – require more than just a ‘roof over their heads’, as Louisa Steele
explained in her Spotlights blog:

A survivor of domestic abuse with mental health issues,
struggling though trauma, stigma and fear might need
someone to help them open their post if they are too
scared to, to chase their care co-ordinator, to manage
their housing benefit claim, and to be that positive
relationship and source of emotional support that can
make all the difference.
Louisa Steele, Housing First and Homelessness coordinator, Standing
Together
Alternative housing arrangements for survivors with mental health issues
are needed to ensure they have access to appropriate accommodation
and support. An example of an innovative approach is the supported
housing ‘Shared Lives Plus’ scheme. Following a thorough assessment
and matching process, an individual moves into a carer’s home,
becoming part of their family and community139. Historically working with
people with learning disabilities or mental health issues, the scheme has
recently been developed in conjunction with SafeLives for survivors of
domestic abuse140.

Children’s social care
Ofsted’s annual report in 2016/17 stated domestic abuse was the
most common factor in the lives of children in need of social care
services141. Yet feedback from those working within the profession, and
those working alongside, suggests there is a lack of quality training on
domestic abuse and mental health. The importance of better domestic
abuse training for children’s social care was highlighted by many
survivors in SafeLives’ Every Story Matters survey88. A case analysis of
domestic homicide reviews found women are often held accountable
for safeguarding their children, whilst perpetrators remain invisible142.
An environment which holds victims accountable for the harm they are
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experiencing is unlikely to encourage social workers to consider mental
health problems as symptomatic of abuse. Parental mental ill health
must of course be appropriately assessed, but this should be alongside
an analysis of how coercive control can create or exacerbate mental
health issues. Not doing so creates a double disadvantage where
both domestic abuse and mental ill health are viewed as detrimental
to parental capacity. A parent experiencing abuse and mental health
difficulties must be given the appropriate support and opportunities to
demonstrate their capabilities. SafeLives is currently developing a pilot
training programme for children’s social workers on coercive control
to ensure they are effectively identifying and responding to all types of
domestic abuse. This will be a ‘culture change programme’, aiming to
change the culture of children’s social care teams from the strategic
leads to frontline workers and safeguarding call handlers.

Adult social care
In SafeLives’ National Scrutiny Panel (NSP) on mental health, attendees
highlighted the responsibility Adult Social Care (ASC) have regarding
safeguarding adults with mental ill health who are experiencing or
perpetrating domestic abuse, but emphasised that in practice ASC are
often absent from Maracs. Concerns were raised of ASC deferring to
mental health or voluntary services to manage risk, yet these services
may not recognise safeguarding issues or undertake necessary
enquiries. The ‘Adult Safeguarding and Domestic Abuse’ guide (2015)
recognises the association between domestic abuse and mental illness,
but states clearer strategic and practice links are needed between
agencies143. It is crucial that ASC are active partners in multi-agency
processes (such as Marac), but more work is needed to ensure clarity
of their role. The SafeLives ASC Marac toolkit provides information to
support ASC representatives144.

Education in schools
A significant proportion of children and young people in schools will be
experiencing domestic abuse145, with many developing mental health
issues as a result (as explored in Chapter 1). Yet Ofsted’s Joint Targeted
Area Inspections (JTAI) report in 2017 found there was a variable
response to domestic abuse within schools146.

The only professionals I came into contact with were at
school, but I don’t think most of them realised what was
going on, and none of them ever spoke to me about my
home life.
Shakti, survivor
In SafeLives’ Every Story Matters survey, when survivors were asked
what they thought needed to happen to better protect and support
children from domestic abuse, many highlighted the need for improved
support and education within schools88. It is vital that a ‘whole school’
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approach is taken where all staff feel confident in spotting the signs of
domestic abuse and respond appropriately. One example of improved
referrals into schools is ‘Operation Encompass’. This requires the police
to inform a child’s school about a domestic abuse incident before the
school day starts the next day147. It aims to ensure a rapid response from
schools around safeguarding and support. The Operation Encompass
team is currently considering how best to ensure this is more than just
a phone call; that the school is equipped to act appropriately on the
information they receive.
Another critical part of a school’s role is Relationships and Sex Education
(RSE), due to be implemented in England as standard from September
2020. In SafeLives’ Every Story Matters survey, when survivors were
asked what they thought could help people understand domestic abuse,
‘Education in schools’ was highlighted by over half of respondents88. The
government’s current guidance on RSE states that ‘children should know
the concepts of, and laws relating to, sexual consent, sexual exploitation,
abuse, grooming, coercion, and harassment’148. There is currently limited
detail on exactly how this will be approached, but it is important that it
contains information on the intersection of domestic abuse and other
traumatic experiences with mental health problems. Although the levels
of funding proposed to deliver RSE increased from 1 to 1.5 days of
training for one teacher in every key stage, we are concerned this is still
inadequate to deliver quality RSE.

Employers
All employers have a duty of care to support their staff. They should
therefore have an understanding of the relationship between mental
health and domestic abuse, and the potential impact on work
performance149. Employers should have policies and processes in place
to support staff experiencing domestic abuse, as well as an appropriate
response to those perpetrating abuse. Although there has been some
progress around mental health support within the workplacexxii, the
response to domestic abuse remains limited. Research estimates just
5% of UK organisations have a specific policy or guidelines on the
issue150. In SafeLives’ Every Story Matters survey survivors highlighted
the importance of education and training within the workplace to help
people understand domestic abuse88, and some explained the positive
impact of reaching out to their colleagues:

Someone I worked with had been in an abusive
relationship in the past and saw what was happening
and gave me advice and supported me and gave me the
strength to eventually leave.
										
		
Survivor, Respondent to Every Story Matters survey
xxii Mental health toolkits for employers such as: Business in the Community and Public Health’s
‘Mental Health toolkit for employers’ and Mental Health Foundation’s ‘Managing Health in the
Workplace’.
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Public Health England (PHE) and Business in the Community (BitC)
published an online toolkit in July 2018 to help employers support
workers affected by domestic abuse151. The toolkit states that issues
covered within their mental health toolkit are interrelated. SafeLives’
online Employer’s Guidance152 also provides advice to employers on
responding to domestic abusexxiii.

Whole society
It is time for domestic abuse to be recognised as a public health issue
- both for mental and physical health - with strategies, policies and
resources in place to tackle it across all services and organisations.
Crucially, we need to help individuals recognise what abuse is and
encourage them to access support at the earliest opportunity. Public
awareness-raising campaigns are vital to highlight the interrelated issues
of domestic abuse and mental ill health. In SafeLives’ Every Story Matters
survey many survivors highlighted the importance of public awareness
and media campaigns to help people understand domestic abuse88.
These should be co-created with child and adult survivors and focus on
the need for attitude and behaviour change amongst those who use, or
who are at risk of using abuse. Making it clear that the behaviour of those
perpetrating abuse is not acceptable will help victims recognise abuse
and seek out help.
Central to all campaigns must be elevating the voices of those with lived
experience. We need to be mindful that those with the most severe and
chronic mental health problems are often the least represented at the
table. Opportunities must be created which allow people with a diverse
range of experiences, issues and identities to speak out and help codevelop services and policies.
xxiii SafeLives’ employers’ guidance was developed in the context of the NHS for the Department
of Health, however we feel the majority of the content is relatable to all employers.
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Conclusion
Domestic abuse often has a severe and long-lasting impact on
one’s mental health - both for adults and children. Given that a
significant proportion of people attending mental health services
have had experience of domestic abuse, it is vital that mental health
professionals are identifying abuse and responding appropriately.
Mental health services (statutory, voluntary and private) must provide
training on domestic abuse to ensure all practitioners are skilled
and confident in their response to victim/survivors, and to those
perpetrating abuse. This training should form part of a wider strategy
within each Mental Health Trust which considers key drivers for mental
ill health, including exploitative and abusive experiences. Mental health
professional regulatory bodies and associations should also ensure
their guidelines for members reflect good practice. All mental health
services must start viewing domestic abuse as ‘core business’.
Too often, mental health issues are a barrier to accessing services.
Increased funding for specialist mental health support within domestic
abuse services is vital to ensure people with mental health problems including those with severe and complex needs - are being supported.
The tendency for those with mental ill health to be ‘bounced around’
different services - frequently having to re-tell their traumatising story must be reduced. For parents, fear of their children being removed can
be a barrier to seeking support for mental health difficulties. And for
some victims, fear of not being believed by professionals because of
mental ill health can prevent them disclosing abuse. All professionals
who come into contact with victims and survivors must ensure they are
not doubting disclosures based on someone having a mental health
condition.
Although the majority of people with mental health problems will never
be abusive, research suggests having a mental health need is a risk
factor. Understanding the mental health of those perpetrating abuse
can help services develop more effective interventions and reduce
barriers to engagement. Too often those perpetrating abuse are not
getting an appropriate response. This is unacceptable. It is dangerous
for people using abuse to be left without an effective intervention
and free to continue causing harm unchallenged. Any mental health
response must be provided as part of a carefully coordinated process
of supporting and challenging someone to change.
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We must recognise that survivors with mental health issues are at
increased risk of multiple disadvantage. Perpetrators with mental health
needs are also more likely to have higher additional needs. Access to
regular training from specialist organisations (e.g. in substance misuse,
HBV, LGBT+, and disability) must therefore be available to domestic
abuse and mental health professionals. Having an awareness of people’s
interrelated issues and needs should form part of professionals providing
trauma-informed care, which must also be reflected in the commissioning
and funding of services.
Improving the health response to domestic abuse is fundamental to
the safety and wellbeing of victims with mental health problems. Mental
health and domestic abuse services - including those working with
survivors and those perpetrating abuse - must work closely together
with training and referral programmes between services being funded
nationally. We must recognise the responsibility GPs and hospitals have
in responding to domestic abuse. With many victims and perpetrators of
abuse frequently visiting their GP with mental health issues, it is essential
that GPs are aware of the relationship between abuse and mental
health. This can be achieved by GPs being funded for training, support
and referral pathway programmes on domestic abuse (such as IRIS).
Furthermore, all hospitals should be funded to have full-time hospitalbased Idvas/Idaas, ensuring someone with the necessary expertise
is available to respond to those who disclose in hospitals - many of
whom will have mental health needs. The NHS stands to save millions
by investing in identifying and responding to domestic abuse sooner. It
is in turn essential that funding is made available to resource specialist
services so that health professionals can refer the whole family onto
appropriate support and interventions.
Finally, we must raise awareness of the relationship between domestic
abuse and mental health problems across the whole of the society.
Organisations should ensure they have an appropriate response to
these frequently interrelated issues – both to victim/survivors, and to
those perpetrating abuse. The public narrative of what it means to be
experiencing domestic abuse and mental ill health must reflect the
stories of survivors with lived experience. We must therefore ensure
opportunities are created for people with diverse identities and
experiences - including those with a range of mental health problems to tell their own stories. This will help highlight where improvements are
needed, as well as encouraging others in similar situations to seek out
support.

There’s also a lot of stigma and shame that we might see
across people with the experiences of domestic violence.
But there is that potentially double discrimination of the
concern that they, because of their mental health needs,
they may not be believed in their narratives.
Dr Kylee Trevillion, Women’s Mental Health Department at Kings College
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Appendix: about the data
Insights
The method of data collection for Insights places a number of
limitations on the conclusions we can draw from the data, as set out
below. Care has been taken to use this data alongside other sources
of information when producing the findings set out in this report.
Sample Size
The dataset used within this report represents 9,974 people entering
services, 4,308 of whom were identified as having mental health
needs. This was defined as caseworkers reporting them having
mental health problems in the 12 months prior to accessing the
service.
Cases
Insights data is collected from victim/survivors at the point at which
they are accessing services. This means it is not representative of
people who are not accessing services.
Data collection
Data collection is completed at two points on the client journey
within a support service: intake and exit. Data is anonymous and
only collected from people who consent to their data being used for
monitoring and research purposes.
The Insights data used in this report is collected by 50 services
using the SafeLives Insights tool during the reporting period (May
2016 to April 2017). This means that the nature (e.g. support offered)
and location of services will not be representative of all domestic
abuse services nationally.

Every Story Matters
Every Story Matters was an online survey carried out by SafeLives
to gather survivors’ views and experiences, in order to contribute to
the government’s consultation to improve the response to domestic
abuse.
Sample and data collection
Survivors of domestic abuse anonymously completed the online
survey between April to November 2018. The sample was selfselecting; it was open to the general public and distributed via
SafeLives social media outlets. A total of 428 survivors responded.
Not all survivors answered every question thus statistics used
throughout this report are based on a maximum of 428 respondents.
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Data analysis
The majority of the survey data used within this report are based on
responses from open ended qualitative questions. Responses to
these questions were analysed using content analysis which involves
organising responses into themes and then quantifying them.

Psychological Violence study
The Psychological Violence study aimed to explore the nature and
consequences of psychological violence through survivor surveys,
interviews, focus groups and practitioner surveys. All data included in this
report came from the survivor survey - details of which are outlined below.
Sample and data collection
Survivors of intimate partner violence (IPV) anonymously completed the
online survey between April to May 2018. The sample was self-selecting;
it was open to the general public and distributed via SafeLives social
media outlets. A total of 371 survivors responded. Not all survivors
answered every question so statistics used throughout this report are
based on a maximum of 371 respondents.
Data analysis
The survey included a mixture of quantitative and open ended qualitative
questions. All statistics used within this report come from quantitative
questions, and all survivor quotes from open ended questions.
Interpretation of results
For the purpose of this study ‘Psychological Violence’ was specified
to refer to all non-physical violence. Results involving the impact to
the survivor cannot therefore distinguish what form, or combination, of
violence has had the effect.
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