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Constance

43 year old care worker who had been my
patient for 5 years. Two sons, James (13)
and Tyrone (4). Partner was Tyrone’s father.
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public health response is
structural (political)
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Multi-sectoral response to domestic
violence
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Specific health sector response

Domestic violence Is a violation of human
rights and a society-wide challenge,

particularly to the education and criminal
justice system

Why do we need a specific health care
response”?

= health impact of domestic violence

= survivors’ expectations of doctors
= evidence for effectiveness



specific to women’s health
(gendeer)? CSEW 2014
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beyond prevalence to impact

Compared with male DV survivors women are:
= 3x more likely to be injured as a result of violence

= 5x more likely to require medical attention or
hospitalisation

= 5x more likely to report fearing for their lives
= 8x more likely to suffer sexual violence
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Specific health care response?

= health impact
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past year prevalence of IPV
(UK)

0.6 T
=== general population
05+ == famiy planning
=== antenatal/postnatal care
gynaecology population
0.4 + == accident and emergency
=== general practice

prevalence as a proportion (95% CI)
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physical health consequences

(Coker et al, 2009, Coker et al, 2000)

Survivors experience a range of chronic
health problems including:

= chronic pain

= increased minor infectious ilinesses
= neurological symptoms

= gastrointestinal disorders

* raised cardiovascular risk

= gynaecological problems
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mental health consequences

(Howard 2013, Golding 1999)

OR (95% ClI)

Depression 2.8 (2.0t03.9)
PTSD 7.3 (4510 12.0)
Alcohol abuse 5.6 (3t09)
Suicidal thoughts 3.6 (2.7t0 4.6)
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contribution to disease burden

(VicHealth, 2004)

Figure 2: Top eight risk factors contributing to the disease burden in Victorian women
aged 15-44 years
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Exposure to DVA increases the

risk of negative health outcomes across

the lifespan Graham-Bernamm 2011; Waite 2014;
Barlow 2012

Associated with

Impact on children

disrupted social development
poor academic attainment
engagement in risky health

behaviours

other physical health consequences

higher levels of physical = DVAnoted in between a third to a
maltreatment of children, as well half of cases where children

were killed or seriously harmed

as other forms of child abuse, Graham-Bermann 2011

iIncluding sexual abuse shonkoff 2009
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Specific health care
response”?

\/
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“*survivor expectations of doctors (and other
health care professionals)
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What do survivors want from doctors?

before disclosure/questioning
“s*try to ensure continuity of care

make it possible for women to disclose
“»ask about (current and past) abuse

when issue of partner violence raised
“*don’t pressurise women to fully disclose

Immediate response to disclosure

<rensure that the women feel that they have control
over the situation, and address safety concerns

response in later consultations

*»understand the chronicity of the problem and provide
follow up and continued support



Specific health care
response”?

‘*health impact
**survivor expectations of doctor
**evidence of effectiveness
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a certain kind of evidence...

epidemioloqu
systematic reviews
and meta-analyses

RCTs + nested qualitative
studies & economic analyses @

@ guidelines and policy
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Are health care professionals

engaging with domestic violence?

Women who experience domestic violence
and women survivors of childhood sexual
abuse: a survey of health professionals’
attitudes and clinical practice

Jo Richardson, Gene Feder, Sandra Eldridge, Wal Shan Chung, Jerenty Coid and SHeline Manse
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“ (some) evidence of effectiveness
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Responding to intimate
partner violence and sexual
violence against women

WHO clinical and policy guidelines

Domestic viclence and abuse: how
health services, social care and the
organisations they work with can
respond effectively
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What should health care
providers do?

= know about and be aware of violence and
abuse In their patient populations

= ask about violence and abuse safely
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Should we be screening In
health care settings?

violence in healthcare
How far does screening )
for domestic (partner) »
different health-care se
criteria for a screening |
Systematic reviews of n
Mational Screening Con

criteria

I 'm here to

Javidson L, Feder G

G Feder, | Ramsay, D Dunne,
™M Rose, C Arssne, R Morman
5 Kuntze, A Spencer, L Bacchs
G Hague, A Warburton, and £

ON®

llaboration and published in The Cochrane Library

Farch 2009
DTt 1033 N0l 3 180

Health Technology Assessment
MIHR HTA Programms
wwnw. hita.ac.uk

Screening women for intimate partner violence in healthcare settings (Review)
Copyright:® 2013 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd
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health care providers

supporting patients

= knowledge and awareness about violence
and abuse

= ask about violence safely

" non-judgemental supportive response

= facilitate access to
= violence support/advocacy services

= access to trauma-informed mental health
services
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NHS and local authority

support to providers
= training about violence to all health and social
care professionals

= undergraduate

= post-graduate

= continuing professional development
= intergrated (joint) commissioning

= DV services

= trauma-informed mental health services

= systematic data collection



Can we improve the response of

IRIS Identification and Referral to Improve Safety

7, tﬁ ‘ Domestic Violence Aware Practicéh-
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( / If you are a man who is a victim of domestic If you have been violent or are worried
violence contact the Men’s Advice Line on: about your own behaviour, call Respect on:
:) 0808 801 0327 0845 122 8609
Bristol Y53

Next Link
domestic abuse services for women and children

Primary Care Trust
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but only In partnership with domestic
violence advocacy organisations...

@ Bristol Next Link .
domestic abuse support services _

= advocate educator
= specialist referral service
= part of coordinated community response
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Sustainable?

= commissioned by CCGs and local
authorities in 35 English localities and the
traininggelivered to 144 general practices

Qubisiate of referral of DVA
survivors frorRS”

Spractices in England to
specialist agenueé@%O/year

= the programme started Wtaﬂon in
5 areas in Scotland in June 2@13 and In

south Wales in 2014
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New guestions, new(ish)
answers
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What about male patients?

Upen Access

Hesearc

BM) Open

To cite: Hester M, Fermri G,
Jones 5K, at al. Occurmence
and impact of negative
behaviour, including
domestic violence and abuse,
in men attending UK primary
care health clinics:

a cmss-sectional survey. BAMJ
Open 2015;5:e007141.

doi: 10.1136/bmjopen-2014-
007141

» Prepublication history for
thic paper it available online.

Occurrence and impact of negative
behaviour, including domestic violence
and abuse, in men attending UK
primary care health clinics:

a cross-sectional survey

M Hester," G Ferrari,> S K Jones,? E Williamson,' L J Bacchus,® T J Peters,*
G Feder

Obesie:
Objective: To measure the experience and SWeigds and [imiations of Wis Andy

perpetration of negative behaviour, including domestic w This is the firet survey of a European clinical

violence and abuse (DVA), and investigate its population to measure prevalence of DVA experi-
associations with health conditions and behaviours in ence and perpetration in male patients in primary
Men mﬂ'nding gE‘nE'ral pr‘a[:li[:E. care, a"d tha hmm smh Flma&l care ﬂ“d&l
Design: Gross-sectional questionnaire-based study internationally.

conducted between September 2010 and June 2011. « The study is unigue in combining prevalence of
Setting: 16 general practices in the south west of experience and perpetration along with perceived
England. impact and self-reported domestic violence and
Participants: Male patients aged 18 or older, abuse (DVA) status. Unlike most population
attending alone, who could read and write English. studies of men and DVA, it has no upper age
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Can IRIS be extended to male
DV survivors and outside of
prlmary care? gg,

HEalth professionals Responding to MEn for Safety
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Can we Improve outcomes for
women who engage with DVA
services?

. Advocacy interventions to reduce or eliminate violence and
l ' n Ce rtal n ty promote the physical and psychosocial well-being of women
who experience intimate partner abuse (Review)
ad VO C aCy/ Ramsay J, Carter Y, Davidson L, Dunne D, Eldridge S, Feder G, Hegarty K, Rivas C, Taft A,
Warburton A
= probabl WA
roota I

= mixed res g mental
health anc s for
women re

THE COCHRANE
COLLABORATION®
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Improved mental health
outcomes

PATH
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Can nealth care services
respond to children exposed
to DVA?

RFSPONDS
R a - mar
= POSSID Iy reing

IMPRoving Outcomes for children =~ __ 5>~
exposed to domestic ViolencE /)
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unanswered guestions

= How should health care respond to

perpetrators?

= How do we extend training and pathways to
achieve a safe and effective response to all
survivors and their children?

= What does trauma-informed care mean for the
health care response to domestic violence?
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IRIS+
& group perpetrator
programme for men

réb’?‘?i’vu d é

Reaching Everyone Programme
of Research On Violence In diverse
Domestic Environments
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It is not OK
to hurt your partner

It is OK
to ask for help

Call us to join a research study to explore ways of supporting
men to change their behaviour. Men aged 21+

{




Constance

“*Contacted nia project in Hackney
“*Given refuge and moved away
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Thank you

to colleagues

The
Health
Foundation
to funders
NHS' MRC
National Institute for Vedical
Health Research Council
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