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The Pathfinder Project

Pathfinder was a national project aimed at addressing the links
between domestic abuse and health and improving the capacity of
health professionals to respond to survivors effectively by establishing
comprehensive health practice in relation to domestic abuse in three

distinct areas; acute hospital Trusts, mental health Trusts and GP practices.

The project ran from 2017 to 2020 and was led by Standing Together as part of a consortium of
expert partners including SafelLives, IRISi, Imkaan and Against Violence and Abuse (AVA).

Over the three years, the project engaged nine CCGs and 18 NHS Trusts across England to
implement wide-ranging and sustainable interventions in eight local areas.

Pilot sites

O Blackpool

@ Exeter & North Devon
© Haringey & Enfield

O Somerset

® Three councils (Kensington
& Chelsea, Westminster and
Hammersmith & Fulham

® Camden & Islington
@ North Staffordshire
O Southampton
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We did this by:
= Working with health stakeholders across these eight sites to identify and share good practice

=> Turning guidance into practice and providing interventions where a gap in provision was
identified

- Embedding local health and domestic abuse governance structures linking the parts of each
local health economy to each other and to their local specialist domestic abuse services to

promote a coordinated community response to survivors and perpetrators of domestic abuse

- Sharing learning and guiding national dissemination of good practice to inform future policy
work and data collection

Working in collaboration with each other and health partners at sites, the consortium made a
significant impact on the capacity of NHS staff to respond to domestic abuse.

The project is being independently evaluated by Cardiff University and the findings will be
released in August 2020.

The Pathfinder project was funded by:

Department for Department
Digital, Culture, of Health &
Media & Sport Social Care
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Key Achievements of
the Pathfinder Project

"l... feel confident that we have significantly raised the profile of Domestic Abuse within
Health's Safeguarding Agenda and | believe that our strategic partners recognise the
importance and intrinsic value of health embedding a universal response to domestic abuse

—Pathfinder Domestic Abuse Project Lead

2,738

Ten Health Based Idvas,
three Domestic Abuse Coordinators

and two IRIS programmes across
64 GP practices were funded

Approximately 2,738 health professionals
have had domestic abuse training since the
start of the Pathfinder project

o
15X | —

8 NHS Trust Domestic Abuse Training
Packages have been reviewed

15 NHS Trust Domestic Abuse Policies
have been reviewed

9 Domestic Abuse Champion Networks in
NHS Trusts have been setup and supported

Each Pathfinder site now has a steering
group and an operational group to
focus on the NHS Trusts response to
Domestic Abuse
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Pathfinder Partners

The Pathfinder Survivor consultations were led by the national Violence
Against Women and Girls charity AVA with with consultancy support from
Imkaan, on behalf of the Pathfinder Consortium.

Standing Together was founded 20 years ago with the ambition to
eradicate domestic abuse by transforming the way organisations and
individuals think about, prevent, and respond to it. Operating in various
operational settings including health, housing, criminal justice and
community work, Standing Together works with partner agencies to
ensure a Coordinated Community Response (CCR) to domestic abuse by
improving their understanding and response to survivors and perpetrators.
Standing Together's aim is to stop survivors falling through gaps via

these improved responses within and between voluntary and statutory
organisations, and ultimately eradicate domestic abuse.

against domestic abuse

*:, AVA (Against Violence and Abuse) is a feminist charity committed to

Eﬁ ‘-ﬂ creating a world without gender-based violence and abuse. Their mission

#’ AVA is to work with survivors to end gender-based violence by championing

"* Agairal Vickence & Abuun evidence-based change. They are an expert, independent and

groundbreaking national charity particularly recognised for their specialist
expertise in expert-by-experience-led approaches, multiple disadvantages
and children and young people’s work. Our core work includes training,
policy, research and consultancy.

0 Imkaan is a UK-based, intersectional, black feminist organisation dedicated
Wb to addressing violence against women and girls. As a second-tier, social
justice and human rights organisation with national membership, Imkaan
represents the expertise and perspectives of frontline specialist black and
minoritised women's services that work to prevent and respond to violence

againstwomen and girls.

IRISi is a social enterprise established to promote and improve healthcare's
response to gender-based violence. Their flagship intervention is the
A FT 2 IRIS programme (Identification and Referral to Improve Safety) whichis a
domestic violence and abuse training, support and referral programme for
general practices. The IRIS programme is a collaboration between general
practice and specialist domestic abuse services. It is commissioned and
running in areas of England, Wales and Northern Ireland.

d

SafeLives is the UK-wide charity dedicated to ending domestic abuse, for
everyone and for good. Safelives works with organisations across the UK
to transform the response to domestic abuse. They want what you would
want for your best friend. They listen to survivors, putting their voices at the
heart of their thinking. They look at the whole picture for each individual and
family to get the right help at the right time to make families everywhere
safe and well. And they challenge perpetrators to change, asking ‘why
doesn't he stop?’ rather than ‘why doesn't she leave?’ Safelivesis the
originator of the Independent Domestic Violence Advocate (Idva) role, and
of Multi-Agency Risk Assessment Conferences (Maracs).
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Glossary

- Child to Parent Violence (CPV): CPV

entails the abuse of a parent by their child.

Paterson et al. (2002) define it as, ‘any
act perpetrated by a child/adolescent
that causes a parent to feel threatened,
intimidated or controlled — can include
physical, psychological, emotional and
financial abuse™.

There is currently no legal definition

of child to parent violence and abuse.
However, it is increasingly recognised as
a form of domestic violence and abuse
and, if the child is over 16 it may fall under
the government's official definition of
domestic violence and abuse.

= Holistic approach: A holistic approach
is one that understands and responds to
individuals as a whole, considering their
physical, mental, emotional and spiritual

needs, and is able to understand the whole

picture of an individuals’ experience.

- Intersectional approach: An
intersectional approach is one that
understands and responds to individual's
intersecting identities and experiences;
for example, considering interacting
experiences of race’, ethnicity, sexuality,
gender identity, disability, age, class,
immigration status, caste, nationality,
indigeneity, and faith. An intersectional
approach recognises that historic and

ongoing experiences of discrimination will

impact individuals and is at the heart of
anti-discriminatory practice.?

-> Person centered approach: A person
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centered approach is one that centers
the individual in all decisions made and
processes carried out. The individuals
are seen as “equal partners in planning,
developing and monitoring care to
make sure it meets their needs” (Health
innovation network).

Trauma informed approach: A trauma
informed approach is one that takes a
“strengths-based framework that is
grounded in an understanding of and
responsiveness to the impact of trauma,
that emphasizes physical, psychological,
and emotional safety for both providers
and survivors, and that creates
opportunities for survivors to rebuild

a sense of control and empowerment”
(Hopper etal 2010)%.

1 Paterson, R., Luntz, H., Perlesz, A., Cotton, S. (2002). '‘Adolescent violence towards parents: Maintaining family connections
when the going gets tough’, Australian and New Zealand Journal of Family Therapy, 232, pp. 90-100.

2 Collins, Hill Patricia (2000) Black Feminist Thought: Knowledge, Consciousness and the Politics of Empowerment. New York and

London: Routledge

3 Healthinnovation network, What is health centered care and why is it important? Accessed: https://healthinnovationnetwork.
com/system/ckeditor_assets/attachments/41/what_is_person-centred_care_and_why_is_it_important.pdf

4 Hopper, E. K, Bassuk, E. L., & Olivet, J. (2010). Shelter from the storm: Trauma-informed care in homeless service settings. The

Open Health Services and Policy Journal, 3, 80-100



The project consortium partners® worked with health services
in eight key sites in England to support the development of
good practice responses to domestic abuse and violence
against women and girls. At the heart of the projectis the core
aim to ensure health systems are effectively and appropriately
responding to survivors' needs.

As part of the Pathfinder project, AVA led a series of survivor
consultations to capture the voices of survivors in England,
including in the specific sites where Pathfinder was based.
The consultation took three phases as follows:

Phase one: Consultation in Pathfinder sites 1-3 (August 2018)

Phase two: Consultation in Pathfinder sites 4-8 (September
2019)

Phase three: Consultation across England with a specific
focus on capturing the voices of BME women, older women,
LGBTQ women, women living with disability and survivors of
child to parent violence (January 2020)

Survivors taking part in the consultation were given the space to
share their experiences of local health systems and services, and

the opportunity to discuss experiences of their local primary care,

acute health and mental health services.

This report presents the findings from the survivor consultation
exercise, identifying key themes across the data as well as key
local practice and national policy recommendations.

Direct quotes from survivors are presented throughout the report.

5 AVA, Imkaan, IRISi, SafeLives and Standing Together
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Section two:
Methodology

The following section outlines the two
methodological approaches used, as well as
the research framework, ethical considerations
and research limitations of the Pathfinder
survivor consultation.

A) Face to face consultations

The survivor consultation established a series of face to face
consultations across England between August 2018 and
January 2020. These were delivered in three key phases over
the life course of the Pathfinder project.

Consultations were held either as focus groups or as
1:1 interviews. Some interviews were conducted over the
phone where appropriate, as indicated below.

Across the survivor consultation phases, the following face to face

consultations were carried out with survivors of violence against
women and girls:

= One focus group with LGBTQ survivors. Participants were
also asylum seekers.

= Three focus groups with BME survivors (two in Pathfinder sites)

= Fourinterviews with survivors of child to parent violence
(delivered over the phone)

- Seven non-specific focus groups with survivors living
in seven Pathfinder sites

= Nine interviews with Deaf survivors

In order to set up face to face consultations, Pathfinder worked
in partnership with services delivering specialist services to
survivors of violence and abuse.
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Partners were recruited and supported with
extensive guidance to deliver focus groups or
interviews with survivors who had accessed
health services in the last 12 months.

B) Online consultation

In addition to face to face consultation,
Pathfinder used online consultation tools.
These were developed by AVA, with support
from Imkaan.

= Online survey for survivors living
in five of the Pathfinder sites
(September - October 2019)

= Online survey, for survivors living

in any areas in England
(January - February 2020)

C) Research framework

For phase one of the consultation process,
AVA and Imkaan developed the consultation
framework and research questions to be used
in focus groups, as well as designing an online
survivor consultation tool. For phase two and
phase three of the consultation, tools were
updated and revised to ensure relevance

and to incorporate feedback from previous
phases.

The research framework provided survivors
taking part in the consultation (both face

to face and online) with the opportunity to
reflect on experiences of specific areas of
health in their local area. This covered acute
health, mental health, and primary care, as
well as more general experiences of health
services and systems in the local area. The
research framework also provided space for
participants to outline any experiences of
discrimination based on their identity(ies).

Participants were also given the opportunity
to put forward key 'take away messages' to

health professionals and services in their area.

D) Data analysis

Data was thematically analysed using
Nvivo software for qualitative data and
SurveyMonkey for the online tool.

E) Ethical considerations

= The approach taken to setting up face
to face consultations in partnership with
specialist service ensures that participants
have direct access to a known source
of support when taking part in research
activities.

- Survivor consultations were developed
and delivered in accordance with thorough
ethical standards and considerations.
Appropriate ethical considerations were
made and adapted in line with the Data
Protection Acts of 1998 and 2018. This
included ensuring informed consent,
safeguarding participant well-being, and
securely handling all data.

= All survivors taking part in face to face
consultations were given a £15 Love2Shop
voucher to thank them for their time.

= Focus group facilitators safely and ethically
shared the data collected with AVA.

- Consideration was taken to accommodate
different groups of survivors in formats
that suited their needs. For example, it
was requested that Deaf survivors taking
part in the consultation wanted/preferred
1:1 interview style questioning (for various
practical and personal reasons), and
this was therefore accommodated in
budgeting and set up.

- Appropriate interpreters were used for
face to face consultations where relevant

F) Research limitations

The following identifies key limitations to
the methodological approach and research
outputs.

= In earlier phases of the consultation
focusing on specific Pathfinder sites there
are a number of gaps in the data available.
Some Pathfinder sites were unable to
set up consultations; most notably the
majority of sites were unable to establish
BME specific focus groups which was a
key focus of phase one and phase two of
the consultation.

-> Responses to the phase two online survey
were limited, with few respondents and
limited/unclear answers.

- Phase three of the consultation sought
to establish additional focus groups with
survivors living with physical disabilities
as well as older survivors (aged 60 and
over). These focus groups were not set
up due to a number of challenges faced
at the recruitment and set up stage
of the consultation phase, including
practical reasons making it harder for
these survivors to come together in focus
groups, as well as time constraints for
consultation delivery.

= Demographic data captured as part of the
survivor consultation is not representative
of the whole sample, due to gaps in the

data available and/or provided by survivors.
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-> Despite efforts to ensure that the
consultation was inclusive of LGBTQ
survivors experiences, the number of
participants identifying that they were
LGBTQ s low (n=4). LGBTQ survivors
are underrepresented at each phase
of the consultation and are therefore
underrepresented in this report.

- The approach taken by the methodology
was not accessible for all survivors. While
the researchers sought to be flexible
where possible, the consultations were
restricted by time and resource limitations.
For example, one Deaf survivor noted
that a BSL video survey would have been
appreciated to ensure better accessibility
and more comfortable participation.

- Considering the focus of the consultation
on the intersection of various elements of
a survivor's identity and their experience of
healthcare, it is important to acknowledge
that there are many survivors who are not
represented here and would likely have
experienced different journeys in the
healthcare system. This might include (but
is not limited to); women with problematic
substance use issues, homeless women,
socio-economically disadvantaged
women, women in particular faith groups,
young women®,

6  Survivors with these experiences were represented in the online survey and variously in focus groups but no distinct groups
were held to hear about the experiences of these groups in particular.

1
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Section three:
Overview of
participants

A) Introduction

Survivors taking place in the face to face consultations were
asked to complete a pre-focus group questionnaire in order to
capture demographic data as well as information relating to which
health services they had accessed. Those taking partin the online

consultations were asked to provide similar data via the online form.

Below is an overview of the demographic data relating the
participants across the three phases of the consultation,
where data is available.’

B) Overview of participation

A total of 143 survivors took part in the Pathfinder survivor
consultations.

= 59% (n=84) of participants took partin face to face
consultation, while the remaining 41% (n=59) took part
in online consultation.

= 50% (n=72) of participants were from one of the following
eight sites in which Pathfinder was operating:

Blackpool

North Devon and Exeter

London Boroughs of Haringey and Enfield
Southampton

London Boroughs of Westminster Chelsea, Kensington
Somerset

North Staffordshire

London Boroughs of Camden and Islington

2 Z0 7 N 2 B 2

7 Notall participants filled out these forms fully, many chose to leave questions blank
or the data was not captured. As a result, all of the data below is representative of
those who chose to answer these questions, not of every survivor who took part.
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The remaining 50% of participants were f C) Participant demographics
rom other areas in England, including the

South East, North West and Yorkshire and

the Humber. - 100% of participants were womené.
The following graph depicts the geographical - Participants ranged from aged 18-68°.
spread of the consultation. The majority of participants were aged

between 35-44 years old.
- 32% (n=45) of participants were BME.

= 28% (n=40) identified they were living
with disability.”®

- 3% (n=4) identified as LGBTQ."

= Atleast three participants were asylum
seekers™.

Survivor consultation participants - Regional area of residence

Data not provided
5.6%

East of England
4.2% Greater London

39.2%

East Midlands
1.4%

North East
2.1%

North West
10.5%

West Midlands
10.5%

South West South East
13.3% 12.6%

10
11

12

For face to face consultations, Pathfinder partners worked specifically with specialist providers working with women who
have experienced violence against women and girls. For online consultation, the survey did not specify that survivors must be
female.

Two women in the phase Three online survey identified their age as 65-74 therefore had these ages been revealed, they may
have been older than 68 (the highest age given in a focus group across all three phases).

Disability was not included as a question in phase One of the consultation therefore this number is likely to be considerably higher.

Itisimportant to note that the question of sexuality was regularly not answered/left blank by participants so the numbers might
potentially be higher.

This question was not asked in any focus groups/surveys outside of one focus group made up of asylum seeking women. As a
result, the number is potentially higher. 1 3
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D) Experiences of violence > 48% of survey respondents had E) Participant access to health ijditionaé Eealth prof essgonalshaﬁd services
against women and girls experienced abuse in the last 5 years services |scus|se. y.sulrv(;vc?rst rough the
and 26% had experienced violence consultation include:

i i i in the last year'. These findings are i i i i
lelt.e.d data was collected to @erfufy the o Y " e 149 Thgse taking partin the survivor consultation - Sexual health services
specifics of the abuse that participants had capturedinthe grapn below ™ indicated that they had accessed a range of
experienced. However the following data is health services in their local area over the > Denti

: % (n= i o _ entists
captured: - Atleast 3% (n=4) of participants were last 12 months. This indicated that survivors
- | SUFVIVSFS of child to parent violence are regularly accessing healthcare through > Health visitors
- 100% of participants were survivors (CPV)®™. various avenues.

of violence against women and girls. - Alcohol and/or substance abuse services

Furthermore it is apparent that survivors are
accessing their GP most regularly, followed

= Urgent care centres
by Mental Health Services and lastly by Acute d

When did you last experience abuse? (online survey responses) services. Where data was available'® it is _ .
. - Maternity services
evident that:
o _ - Alternative therapies (e.qg. reiki)
Very recently = 71% of participants had accessed their
i.e. in the last month i .
( ) GP in the last 12 months. > Opticians
0 i . .
= 49% of participants had accessed - Specialist hospital for ear, nose and throat
Inthe past year mental health services in the last
12 months. - Physiotherapy
In the past 2-5 years 0 ici . .
P y > 29% of participants had accessed acute Furthermore, many survivors mentioned how
services in the last 12 months. they were supported by third sector/voluntary
Inth t5-10 organisations in their healthcare needs
n the past o—- ears iori i i i . . .
P y = The majority of survivors Imte:;newed (especially around their mental health). This
via face to face consultations'” have was primarily as a result of survivors exploring
More than 10 accessed at least one healthcare options available to them, but sometimes as a
r an ars a . . : :
ore years ago service inthe last 12 months. result of referrals given by statutory services.
0 5 10 15 20
Number of Survivors
13 Questions concerning how recently women had been victims of violence were only asked in the online surveys. These
percentages are therefore representative of the women taking part in the online surveys in phases Two and Three.
14 Thisis a collation of phase two and phase three of the online consultation data. Some survivors skipped/did not provide an 16 This data was complicated by various gaps in the pre-interview forms and across the two online surveys. As aresult, the
answer to this question. following statistics are averages taken from the data that was more readily available.
15 This question was not asked in any focus groups/surveys outside of interviews with women already known to have suffered/be 17 Itisimportant to consider that the survivors interviewed were those more known to services or support groups. As a result,

1 4 suffering from CPV. As a result, the number is potentially higher. harder-to-reach survivors are not represented in this study, and they are those who are less likely to access health services.v 1 5
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Section four:
Overview of
findings

A) Summary of findings

The consultations provided survivors with the opportunity to
share their experiences of local health services and systems.

The consultation finds that survivors had mixed experiences of
health services and systems in their local area.

Participants shared examples of promising practice and identified
pockets of good practice in areas across England. Survivors'
positive experiences of health generally focused on professionals
they had encountered who had listened to their experiences and
enabled them to access pivotal support.

However the survivor consultation also identified that health
services and health systems are not currently delivering services
that are able to meet survivors' needs. This is true in relation to:
- the services that are available

- the way in which many services are delivered

= key processes carried out by health services, such as referral
processes and information sharing

= professionals’ awareness and understanding of violence
against women and girls

= professionals’ responses to disclosures

This consultation also identifies how survivors' intersecting
identities are met with additional barriers and challenges when
accessing health services as a survivor.

Throughout the consultation survivors are clear about what

they would like to see in place across health services and health
systems, presenting recommendations for building on promising
practice.

A summary of key messages from survivors is presented below.

B) Key messages from
survivors

The following outlines the key themes
identified across the focus groups, presenting
what survivors want and need in relation to

ressponses and support from health services.

Health systems and processes:

- Survivors want effective information
sharing both between and within health
services so they don't have to have to
keep re-telling their stories

= Survivors want to know how their
information is being shared, with clear
processes in place for providing consent

= Survivors want to see accessible and
effective complaints processes, and for
complaints to be taken seriously

= Survivors want effective processes in
place for health services to follow up
with them once they have disclosed
abuse
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Service availability and accessibility:
= Survivors want to see a range of mental

health and therapeutic services being
offered to them alongside medication

Survivors want longer health
appointments

Survivors want to see shorter waiting
times for mental health services and
therapeutic options

Survivors want a health system that

is able to meet their particular needs,
rather than a one size fits all approach.
This includes access to BME specific
and disability specific specialist support.

Survivors want health services that
recognise and are responsive to trauma

Survivors want accessible and
trauma informed systems for booking
appointments

Survivors want the option to see female
health professionals

Survivors want to see a consistent
health professional whom they are able
to trust

Survivors want access to appropriate
interpreters readily available in all health
services

17
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Professional response:
- Survivors want to feel heard and listened
to by all professionals in health services

= Survivors want to feel respected by all
professionals in health services, and
want professionals to respond without
judgment, stereotyping or discrimination

-=> Survivors want to know they will be
believed iffwhen they disclose abuse

- Survivors want to know they will not be
blamed for their experiences if/lwhen
they disclose abuse

- Survivors want health professionals to
be knowledgeable about different types
of abuse

= Survivors want health professionals to
fully understand the dynamics of abuse
and their experiences of trauma

- Survivors want health professionals
to understand how equality, diversity
and intersectionality factors (such as
disability, sexuality, ethnicity, immigration
status) intersect with experiences of
abuse and access to services

- Survivors want health professionals
to consistently pick up on signs/
indicators of abuse, and to ask them
more questions about what is going on/
demonstrate professional curiosity

=> Survivors want health professionals to
understand how perpetrators might also
present in the health system/ services
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Section five:
Key findings
and supporting
evidence

This section of the report explores the key themes
above in more detail, presenting the supporting
evidence from the data collected as part of the
survivor consultation process.

A) Health systems and processes

= Survivors want effective information sharing both between
and within health services so they don't have to have to keep
re-telling their stories

= Survivors want to know how their information is being
shared, with clear processes for providing consent in place

= Survivors want to see accessible and effective complaints
processes, and for complaints to be taken seriously

= Survivors want effective processes in place for health
services to follow up with them once they have disclosed
abuse

19
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1) Information sharing

Across the consultation, survivors repeatedly
highlighted the need for consistent and safe
information sharing.

Participants' experiences of information
sharing varied greatly. Some survivors had
had positive experiences of information
sharing. For example, one survivor outlined
how effective information sharing between
her General Practitioner and the police force
enabled her to be effectively safeguarded
and prevented a perpetrator from entering
her home.

Indeed, in the national online consultation,
70% of respondents agreed that they felt
safe to share personal information about
themselves with their General Practitioner
(thisis only true for 53% in relation to
Acute Health).

60%

of respondents felt that their information
had been appropriately shared in Acute
Health settings.

That said, throughout the consultation
participants also highlighted concerns
regarding how information was being
shared, who it was being shared with, and
what was being shared, evidencing great
inconsistencies both across and within
health services.

Women wanted to be asked and informed
regarding how information would be
shared.

"“If they have to ask me individually, can |
pass this information on, theni'll probably
say yes. But if the information is just
passed just like that without me knowing,
its more like simply exposing me, | can't
find the right word for it, taking my dignity,
taking my rights. | want the right to say yes
and no."”

In many instances women had not been asked
whether their information could be shared,
and health services across the health system
(including General Practice, Acute Health
services and Mental Health services) had
shared information with other services or
agencies without their consent.

Findings from the national survey evidence
that over a third of respondents were unsure
whether their information has been shared
with other parties.

Participants across the board generally felt
there was a lack of information regarding
what would happen to the information they
had disclosed, and feared the consequences
of this —most notably, expressing their biggest
fear that their children would be removed.

Such fears were identified as a barrier

for women to speak openly about their
experiences, preventing some from disclosing
in the first place. Many women also felt

that they were judged by professionals as
incapable or bad mothers, with some feeling
that inappropriate information had been
shared.

"If information is shared between agencies
it needs to be clear, concise, and exactly as
the client said. Not opinions added into it,
or assumptions being made."

Participants also expressed concerns
regarding a lack of clear record keeping in
health services, health professionals failing to
review any of their relevant records, and/or a
lack of information sharing between different
sectors and services.

"l went to the GP last week and he didn't
know about all the intense treatments
that | have had for the last year, | thought
that would be in my medical records but
he hadn’t a clue. If | was in crisis | wouldn't
want to repeat that again to any health
professional again.”

One Deaf survivor shared that when her GP
changed, information regarding her disability
was not passed on in her notes, therefore
presenting additional barriers to her.

A particular concern raised for survivors of
CPV was the lack of communication and
information sharing between health and
schools, which was much needed for an
effective response.

Many women shared that they had been
asked to retell their stories over and over

again - each narration was re-traumatising,

and took away valuable time from the
appointment.
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“It has been very frustrating with the GP,

| see a different GP everytime as | don't
have a personal GP anymore. | have to
repeat my story all the time which is really
a hard thing to do all the time. There are
times whenlamreallyill and | just can't
face going to see the GP as | would need
to repeat my story all over again. It's also a
quick fix they just give you medication just
take it, if it doesn't work just come back."

This was reflected in the key statistics
captured in the national online survey; this
found that, when accessing mental health
services, 41% 'strongly agreed’ that they had
to retell their story numerous times.

vy

"When you are in hospital you have to
repeat your history over again then they
pass you onto someone else and you have
to repeat it again before you get to see the
doctor, | find this embarrassing for me as

I think | don't need to tell them all before |
get to see the doctor.”

41%

'strongly agreed’ that they had to
retell their story numerous times when
accessing mental health services.

Furthermore, participants highlighted
concerns regarding the nature of the
information that had been recorded.
Some women described experiences of
finding information that had been recorded
about themselves had been recorded with
concerning conjecture.

"l looked at my medical records for
evidentiary purposes and | was disgusted
and appalled by some derogatory
comments, inaccuracies and untruths. How
can info be shared for the greater good,
when one's medical notes are also poor."

21
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A number of patients highlighted concerns
regarding what information the reception
staff had access to. As one online survey
respondent from a Pathfinder site stated:

"Details regarding any form of abuse
pertaining to the victim, should not be
accessed by the reception staff but
confidentiality should be kept at the
highest level. As in, only the GPs have
access to this information - even at the
point of it being received.”

Three women who identified that they were
asylum seekers in focus groups noted that
their privacy - as asylum seekers - was

not respected in the same way as other
peoples. One woman highlighted that she felt
discriminated against when her information
was shared without her consent; others found
that records had not been kept as a result of
their immigration status.

"The doctor asked me what medication

I was on. | said | can't remember and |
said that you could see on the system
what medication | have got. He said he
can’'t help me and | ended up walking out
without anything. When | went the next
day to get medication the doctor had the
same problem and couldn't see anything
on the system regarding what medication
Il was on. They make you wait and they
call the Home Office every time which

is embarrassing and that's why they are
making you wait. They call the Home Office
in front of you to ask about you which
happens at the doctors and the hospital.”

2) Communication and follow up

Another key theme apparent across the
consultation was the value in, and need for,
effective communication, consistent follow
up and effective routes for feeding back to
health services.

In a number of focus groups, women
described experiences of being promised
referrals to services, but then nothing ever
happened. Similarly, when women had
presented at hospital after visits resulting from
abuse, they felt there was a lack of follow up.

One survivor shared an extremely traumatic
experience of losing her new born baby due to
the lack of follow up in a health service.

"I missed the health visitor appointment

on many occasions then she should ensure
she physically sees me within 2-3 days.
This might have prevented my baby dying.
While at the hospital after giving birth if a
social worker/ mental health professional
spent time with me they might have noticed
that | was in an abusive marriage”

Women who were survivors of child to parent
violence felt that a lack of understanding of
their experiences meant they were frequently
left without any follow up support.

One survivor of CPV went to see her GP
after her son had broken her rib. Despite
this, no referral(s) were made. As a result the
survivor stopped going to her GP.

As one survivor shared:

"l thought (my GP) was going to disappear
under his desk, he was so embarrassed
and didn't know what to do or where to
signpost.”

Survivors want to see accessible and effective
complaints processes, and for complaints

to be taken seriously. In one focus group,
women spoke extensively of complaints being
dismissed, not being followed through or
being lost.

“l put in a complaint about a doctor in
one of my previous surgeries and it

was from then that | noticed changes

in the way people were talking to me. It
was like literally sometimes you putin

a complaint about the wrong doctor, all
they have to do is put something saying
you're a hypochondriac down. Once that is
written down about you, you can'tgoto a
doctor and have an honest conversation.
| remember at one point | was vomiting
blood and they still wouldn't take me
seriously.”

Pathfinder Survivor Consultation Key Findings Report

3) Booking appointments

The need for accessible processes for
booking appointments was discussed by
a number of survivors taking part in face
to face consultation. Women expressed
concerns around clunky digital systems

for booking appointments, and how they
presented barriers to women hoping to
access health services.

"The tendency towards online interaction
is definitely not a good thing, if you are

in crisis you need to hear a voice that is
soothing, reassuring and calm because if
you have high levels of anxiety you can
work yourself up into a tizz. If you have
someone that is calm you can respond and
re-centre yourself, also they can hear that
something is...amiss".

Survivors were also concerned that
receptionists often asked them to justify the
reason for wanting an appointment.

“I've lost all faith in my GP... | don't feel

like | can phone and get an appointment
with my GP to talk about things. When |

do phone, the receptionist asks me what
it's concerning, but | don't want to tell a
total stranger. | get told that it's going to
be telephone conversation (with the GP). |
can't do it over the phone, | struggle to find
my words at the best of times. You are just
not supported, there's just no follow up.”
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B) Service delivery, availability
and accessibility

N
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Survivors want to see a range of mental
health and therapeutic services being
offered to them alongside medication

Survivors want longer health
appointments

Survivors want to see shorter waiting
times for mental health services and
therapeutic options

Survivors want a health system that

is able to meet their particular needs,
rather than a one size fits all approach.
This includes access to BME specific

and disability specific specialist support.

Survivors want health services that
recognise and are responsive to trauma

Survivors want accessible and
trauma informed systems for booking
appointments

Survivors want the option to see female
health professionals

Survivors want to see a consistent
health professional whom they are able
to trust

Survivors want access to appropriate
interpreters in all health services

1) Service delivery

Participants provided reflections on how
health services were currently being delivered,
and the extent to which they were able to meet
the needs of survivors.

Women taking part in the consultation
articulated the need for services that
understood their experiences as survivors
and that were able to meet their particular
needs rather than providing a one size fits
all approach.

"l don't feel that health understands and
responds appropriately to what survivors
may have gone through or how to handle
or deal with what some of the things
survivors are telling them that they are
going through. It's more of a generic kind
of a treatment, so you have depression or
anxiety this is what you need. There isn't
that understanding of what an individual
survivor is going through.”

"Everyone gets thrown into the same
bucket...You're then categorised. You are
looked at differently, spoken to differently,
you are dealt with differently...That
subtlety of understanding cases on their
own merit is not something that I've seen
so far."

More specifically, participants called for
services that were delivered in a more
holistic, trauma informed and person
centered way. That is —services that
understand and respond to individuals as
awhole, considering all aspects of their life
including their experiences of trauma. For
definitions of these approaches to service
delivery see the report Glossary (p4).

“Domestic abuse is an insidious, terrifying
premeditated crime. See the impact and
signs, not the symptoms. Medication isn't
the answer to trauma. Trauma informed
services are.”

Those who had had access to timely and
appropriate support highlighted the difference
this had made to their lives as well as the lives
of their children. For example:

"The experience | had with the doctor at
the beginning when | was pregnant, it was
amazing on the NHS. | had a very very
stressful situation with the father of my
child and without the antenatal counselling
I had | would not have been able to be here
to be honest.”

“"They (sexual health clinic / rape clinic
within a hospital) were extremely

proactive and took a holistic approach:
calling to check if you were okay; offered
safety advice; signposting; follow up
appointments with the SH advisors in order
to discuss how you were feeling. Always
asking if you are safe, which is vital."

The majority of positive experiences of health
services shared by survivors was in relation
to their General Practitioner. This may reflect
the fact that primary care was the health
service accessed the most by consultation
participants.
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A key part of survivor’s positive
experiences of health services (in general)
was having access to a consistent
professional whom they trusted.

“I'm very lucky that | have a GP that
actually does listen to me, and soothes me
when I'm having like crisis moments."”

Survivors also identified the importance
of having the option to choose a service
delivered by a female professional, and for
this request to be taken seriously. Women
taking part in the focus groups had often been
seen by male members of staff, despite their
records stating their preference for working
with a female professional.

"l found that men, they don’'t understand.
It's like, oh well | pose no threat but

she's acting like this, she must be a
hypochondriac. But they have no idea how
it feels to have a colposcopy, a surgery that
intimate, done by a man two weeks after
you've been raped”

While there is evidence of pockets of
promising practice in this area, many survivors
identified that the health services they had
accessed had not been trauma informed,
holistic or person-centered.
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Indeed, in the national online consultation (phase three):

VP idd

Only 15% 72%

of participants felt confident
that their local health
services are providing

survivors of domestic abuse.

of respondents indicated
that they do not think health
services have an adequate
adequate level of support for understanding of the trauma
impact of domestic abuse.

Only 39%

felt safe accessing mental
health services; this was true
for 66% of respondents in
relation to General Practices,
and 67% in relation to Acute
health settings

This is reflected in the stories shared by women taking part in face to face consultations.

Women described feeling rushed and
pressured in appointments that were
too short to discuss their experiences
comfortably.

"The doctors didn't help me with anything.
They just don’'t have the time. You go there
with blood pressure, you stick to the blood
pressure. You don't divert to something
else. It's like they give you five minutes,
three minutes, your minutes are up, you go.
That's how itis.”

"Mental health issues aren't really a ten
minute conversation, especially depending
on where you are with any issues of abuse
or responses to trauma they can manifest
in so many weird ways that it's hard to
explain to someone. Especially as you may
come in one day and seem ok it's hard to
explain why actually this is how I've been
acting over the past week and have them
know what to do in ten minutes.”

Across the consultation, many women felt
that services were not appropriate for, and

responsive to, their individual experiences.

For example:

= Deaf women taking part in face to face
interviews highlighted that services they
had accessed had generally shown very
little understanding around the Deaf
community. Particular concerns were
flagged around lack of understanding
around BSL and other languages and lack
of appropriate interpreters.

A number of Deaf women taking part in

the consultation had not been offered an
interpreter. In place of an interpreter, some
women had been asked to write things
down. One survivor was told to bring a friend
to interpret.

= Participants who were survivors of CPV
also found that services generally were
not set up to respond to the specifics of
their experiences. Here survivors shared
that the focus of services was on child
protection rather than taking a broader
more holistic health-centered approach.

- One woman discussed her experience
of not feeling believed or understood by
health professionals as a result of her
being an asylum seeker.

"l am an asylum seeker, and | have some
other trauma, and this woman is not able to
understand that. When | tell her things, she
goes ‘ohreally’. So her response, i felt like
she doesn’t believe me... like she doesn't
understand me."”

= A number of BME survivors taking part
in consultation also highlighted the
importance of access to BME specific
and specialist services and to diverse
professionals, as well as the importance
of ensuring that health professionals are
equipped to understand their specific
experiences as BME women.

"l personally feel just as an Africanif | go
somewhere else, this is so much personal
to me, | fail to find something | can identify
with. | shut down and fail to express
myself, you know, why I'm there in the first
place. Personally, | know probably this is
impossible, but it would be amazing in all
of these services to have some diversity
in it you know....I1t lifts up a lot of weight...
Somehow we are always left behind”
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2) Availability of, and access to, services
Access to health services was repeatedly
raised by survivors taking partin the
consultation.

Survivors highlighted the importance and
difference it made to them when timely
support was available and accessible to them.

"l was suffering from anxiety/depression

living in an abusive controlling relationship.

Visited my GP who supported me by
offering counselling and medication at
the time | was at my worst. They also
wrote letters to help me get housed

as my abusive partner at the time was
threatening to throw me out and make me
homeless."”

"The counselling service at the surgery
was the best thing which | needed at the
time post-abuse. more recently my | have
also felt supported by my female GP who
was very empathetic, supportive and
provided follow-up support.”

That said, participants articulated a number of
challenges in accessing health appointments.

Indeed when those responding to the national
online survey were asked whether there were
barriers for survivors in accessing support via

health services in their local area, 79% said 'yes..

vy

79%

Of those responding to the national
online survey were asked whether there
were barriers for survivors in accessing
support via health services in their local
area, 79% said 'yes'.

27




28

Pathfinder Survivor Consultation Key Findings Report

Participants across the board wanted to
see a wider range of therapeutic services
and mental health support services
available to them.

Participants noted a general lack of support
available, and a lack of choice in therapy
options. This was in reference to both the
support for themselves as well as - for a
number of survivors who were mothers -
support for their children.

65% of respondents to the national online
survey indicated that there had not been a
range of good options available to them to
support their mental health.

For some participants, availability was put
down to the "post-code lottery”.

"Postcode lottery meant | couldn't access
any and also wasn't informed of any, | got
my support from the... voluntary sector.”

Of those responding to the national online
consultation only 30% said they had been
offered further support as a result of going
to their General Practice; only 33% had been
offered further support as a result of visiting
the hospital.

"You really need the support. You rang
because you need help. You really need
someone to tell you something to make
you feel better. To be told simply we don't
deal with that, we deal with recent ones, it
makes you feel lost.”

For some, the lack of support available to them
was connected to their identities. Survivors
taking part who identified they were asylum
seekers discussed that the lack of further
support offered to them was partly down to a
lack of understanding by health professionals
regarding what health care support is available
for asylum seekers and refugees.

A number of survivors had been offered
treatment, but had found this to be
inappropriate or inadequate for their
circumstances. One woman, for example,
described being offered a 'text bot’; several
others had been offered Cognitive Behaviour
Therapy which they had found to be
ineffective, and for at least one woman had
made things worse.

"l have accessed CBT but | didn't get the
help from CBT.. (I'm) not sure if that was the
right treatment for me as it didn't help. The
therapist didn't understand my situation
and what | was going through. | attended
all 6 sessions. It wasn't for me. | felt worse
when | came back from CBT, they haven't
offered anything else to me."

One survivor of CPV had been offered
therapy which she said to be “useless
and sent (her) son into shame about his
behaviour occasionally making it worse.”

Furthermore, less that 30% of respondents

to the national online consultation felt their
experience of domestic abuse was sufficiently
addressed in their mental health treatment plan.

Less than 30%

of respondents to the national online
consultation felt their experience of
domestic abuse was sufficiently addressed
in their mental health treatment plan.

Three women responding to the online
consultation stated that they had had to
pay for private health care due to the lack of
availability of services.

"l am actually paying for my own therapy
now six years later because it take me that
long to save up for it"”

A number of survivors had been offered
medication but not mental health support
or services to go alongside this; they felt that
the medication was used to ‘palm off’ survivors,
leaving women without support to address
deep rooted trauma they had suffered.

"My GP is quick to write out a prescription
but not listen to what | am saying when |
have spoken about the abuse and not offer
any counselling just medication.”

"I feel like they don't tackle the actual
problems, they just throw pills at the
situation. You go in and your just like, |

feel depressed, and then rather than ask
you why, they just say 'here are the pills’
without asking you why or telling you about
the services available.”

Where mental health services were
available, survivors across all sites had
been made to jump ‘through hoops' to get
support, and many had been placed on
long waiting lists. Furthermore, virtually no
support was offered to survivors on waiting
lists.

“"CAMHS (for my child) only want to see you
if you do 10 star jumps backwards whilst
drinking a cup of tea".

"Once you start helping yourself, then they
are more likely to help. But getting there
it's so hard. It's like you're jumping through
hoops to get there. You'll get on one rung
of the ladder but then there’s always
inconsistency...When you feel desperate, it
feels like you're hitting a brick wall.”
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Where survivors had been offered mental
health support, this had often been for
short periods of time with an insufficient
number of appointments allotted to them.

"l have never been seen for my trauma and
was denied secondary mental health care
and offered 6 cbt sessions which wouldn't
even start to unravel years of abuse sexual
and physical” - national consultation

"l find with the counselling, it takes a long
time to access it. Then you get X amount of
sessions, and you've only just got started.
You are just scratching the surface.”

Some women also felt that the services
available to them were not sufficiently
specialist, or able to understand their specific
experiences. For example, women stated:

“There is so little counselling for ethnic
minorities. | am speaking out of experience
here. Culturally, when | come to somebody
who doesn’t understand our cultural
background. They might console me, but
they don't understand my people. People
from where I'm from they understand me."”

"l am an asylum seeker, and | have some
other trauma, and this woman is not able to
understand that. When | tell her things, she
goes ‘ohreally’. So her response, | felt like
she doesn’t believe me... like she doesn't
understand me."

One survivor was not given access to a
specialist Deaf Counsellor, and instead
was made to have counselling through
an interpreter - an experience that was
extremely negative.

Another Deaf survivor was referred to a
helpline which demanded a phone call
which made it physically impossible for her
to access this help.
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A number of participants also highlighted
concerns around the thresholds for
accessing mental health support. Women
reflected how health services were being
delivered, and the extent to which they were
able to meet the needs of survivors. One
woman, for example, had been told that her
trauma wasn't recent enough for her to get
help, another hadn't been able to access
support because she was working and
therefore not considered ‘bad enough’ for
support.

“"Sometimes | felt like the fact that | had a
job and a certain level of education and all
these things ...l was told basically that i'm
fine because | couldn’t be not fine because
I was doing the things | was doing.”

30

For many participants, access to
services was made harder by the
barriers they faced in accordance with
their ethnicity and/or immigration status
and/or disability.

For example:

= Women who were Deaf described
how their access to services was
entirely determined by their access
to interpreters - often appropriate
interpreters were not available in health
settings.

- Women who were survivors of CPV
faced barriers in both accessing support
for themselves and for their children.

= Women who were asylum seekers felt
discriminated against and experienced
being spoken down to due to their
immigration status. They also found
that ID issued by the Home Office was
frequently not accepted by health
services, leaving them without access.

- Women who were BME also faced
discrimination and were not taken
seriously as a result of their ethnicity

C) Professional knowledge and
response

"When | was homeless on the street

my friend had to get me aroom as they
wouldn’t accept my Home Office letter as
ID. | struggle a lot to get health care as ||
need ID to prove who | am, | get depressed
alot. If  have to access health care | need
to show them some ID which is difficult as
they don’t always accept my Home Office
letter as ID."”

= Survivors want to feel respected by all
professionals in health services, and
want professionals to respond without
judgment, stereotyping or discrimination

= Survivors want to know they will be
believed iffwhen they disclose abuse

= Survivors want to know they will not be
blamed for their experiences if/when
they disclose abuse

= Survivors want health professionals to
be knowledgeable about different types
of abuse

= Survivors want health professionals to
fully understand the dynamics of abuse
and their experiences of trauma

= Survivors want health professionals
to understand how equality, diversity
and intersectionality factors (such as
disability, sexuality, ethnicity, immigration
status) intersect with experiences of
abuse and access to services

= Survivors want health professionals
to consistently pick up on signs/
indicators of abuse, and to ask them
more questions about what is going on/
demonstrate professional curiosity

= Survivors want health professionals to
understand how perpetrators might also
present in the health system/ services
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1) Understandings of violence against
women and girls

Survivors taking part in the consultation
highlighted the need for all health
professionals to understand different forms of
abuse, the dynamics of abuse, how to identify
when someone is experiencing it, and also to
understand how perpetrators might present.

Women repeatedly identified the need for
additional training and better understanding
around violence and abuse, trauma, the
dynamics of abuse, how to identify abuse, and
how it impacts/ interacts with mental health as
well as other forms of multiple disadvantage.
Survivors felt there was a particular need

for this in relation to understanding coercive
control and ‘less physical' forms of abuse.

"People haven't been informed. They
haven't been trained about it. There is no
knowledge. So, domestic violence is the
black eye, you haven't got a black eye,
must just be an argument in the family and
what's wrong with that. Part of life isn't

it. You call the police, you think they will
listen, they look at you and say, oh why are
you making such a big fuss.”

"Whether its coercive, physical, mental
or whatever the abuse is, no one really
understands it who hasn't been through it
themselves, | mean why should they, and
that's fair enough. But, there are services
we approach, if they put up barriers,

then you feel like you're being abused by
everybody.”

"l would like for staff to be trained around
behaviours and other issues that might be
related to abuse such as substance use,
homelessness and mental health.”
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Indeed, the majority of those responding

to the online consultation felt that neither
General Practitioner nor staff working at their
local hospital were equipped and able to
identify signs of abuse.

"They often treat the pain or symptoms but
don't ask about the cause or pick up the
signs of DA. When links are made such as
the IRIS project, then it can be effective.”

Survivors responding to the national online survey were asked the extent to which they felt
confident in professionals’ abilities to identify signs of violence and abuse. This exercise found that:

Nl

r *

Less than 20% Less than 50% Only 23%

of respondents felt that
General Practitioners could
identify signs of violence and

of respondents felt confident of respondents were
that professionals in Acute
health settings are aware of
abuse and/or able to identify signs
of violence and abuse

confident professionals in
this are aware of and/or able
to identify signs of violence
and abuse when asked the
same questioninrelation to
mental health settings,

Participants reflected that professionals often did not ask sufficient oradequate questions, failing
to ask ‘'why' women were presenting with certain symptoms, and failing to identify signs of abuse.

Many women shared stories of missed
opportunities and lack of understanding in
health services/ professionals.

"l went to A and E for a broken nose and
they um they didn't do anything. They
identified it and | said that it was my
partner but nothing from A and E. They just
leftit."

"My ex partner was abusive towards me in
front of a midwife and nothing was done or
said”

“l found that when | went to go the
doctors.... there were so many hints and
bits of pieces, but nobody ever asked me |
was alright, was there anything underlying?
Nobody triggered a question or something
that even got me thinking about it, right
down to the fact that when | was aged 32
and had a hysterectomy my ex husband
forced me to say i wanted... they never
asked... | pushed and | pushed, and nobody
ever asked me. | just felt that people
thought that | was neurotic. Nobody asked
me why | was going in so often.”

Survivors also felt it important that health
professionals had better understandings

of how perpetrators might present in health
services and health systems, and how the
perpetrator might act to prevent them from
accessing appointments. For example,

one woman taking part in the focus group
described being prevented from leaving the
house to attend the GP; two women described
their perpetrators attending mental health
appointments with them and the health
professional listening to the perpetrator over
the survivor —resulting in one of the women
being sectioned.

Survivors in both face to face and online
consultations articulated the importance
of health professionals directly asking
questions about experiences of abuse
and providing space for women to safely
disclose their experiences.

"Sometimes | find if you have one situation
going on, but you also have another issue,
it can't be dealt with alongside.”

"If they ask you more than once is
everything ok, is everything ok at home
and you feel that compassion, that oh they
really care about me, you are prompted to
open up. For someone that is a survivor,
you just need that little window and
everything comes crashing down."”
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Survivors also shared that health services
lacked an understanding around how
different aspects of their identities
interacted with, and intersected with, their
experiences of violence and abuse and
their access to support.

For example:

- Forwomen who were survivors of CPV,
itis evident that there was a particular
lack of understanding around this form of
abuse, survivors' experiences, and how
best to respond to a disclosure. Many
found that professionals were quick to
blame CPV on children's hormones rather
than identifying coercion and control. One
woman described her therapist walking out
half way through an appointment saying
she couldn't cope with the violence from
the child. Furthermore, three of the four
women were talking about children who
had been adopted and were clear that
the abuse was linked to early childhood
trauma, however it seemed that health and
social care did not understand this link and
were blaming the adoptive families.

"Maybe if | said | was experiencing
violence, they would help but | have been
asking for help around behaviours. You
worry that children will be taken away - the
finger pointing, you are vulnerable asking
for help. Without the back story, it may look
like something else”.

"l feel blamed for my child’s behaviour that
stems from the abuse | didn't cause. We
get lumped in with a stereotypical family
that we are not.”
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= Numerous BME women taking partin the
focus group also highlighted the need
for a better understanding regarding
their specific experiences; lack of
representation, and limited understanding
of their specific experiences presented
additional barriers to women disclosing
abuse and accessing support. Some
women had faced cultural stereotyping
that meant professionals normalised the
abuse they were suffering.

“Assumption (were) made that DA is just
part of my 'culture' and that unless there
are physical signs of abuse, it is not that
bad or even abuse”

= Deaf women taking part in the
consultation repeatedly highlighted
the lack of understanding around
the Deaf community. Some women
reported professionals being very visibly
uncomfortable around them as a Deaf
person. There is also a notable lack of
understanding around Deaf people with
mental ill health.

X

Deaf women taking part in the consultation
repeatedly highlighted the lack of

understanding around the Deaf community.

2) Responses to disclosure

Survivors wanted to feel heard, listened to
and believed by all professionals in all health
services.

"We need things to be taken seriously.

We want as many generations that have
passed through it to make it easier for the
next generation and educate the abusers
and the victim to know that if you've been a
victim, it's along process."

When asked about their experiences of health
services in their local area, respondents to
the online consultations shared some positive
experiences - these largely focused on the
experience of being listened to, heard and
believed by professionals.

"Alll can say is that it took me 16 years

to tell someone in a therapy session

at (mental health service) | spoke the
unspeakable about my sex abuse from my
ex husband she was gentle kind and made
me feel safe and listened got me help and
support more than the mental health trust
did she educated me so | could get away
from my abuse other while | would have
been dead | will never forget her she saved
my life and | was free at last”

It was important to all survivors that they
and other survivors were treated with
respect and dignity, and that professionals
did not judge them or apply stereotypes

to them if or when they did disclose their
experiences.

Many of the women taking part in the survivor
consultation shared stories of professionals
asking insensitive or loaded questions,
qguestioning them in public areas, making
assumptions about their lifestyles, victim
blaming, discriminating against them, or being
dismissed. One woman had been laughed at
when she disclosed her abuse to her General
Practitioner.

Some women felt that, once they had
disclosed, they were treated as victims rather
than as human beings.

Many women described feeling dismissed
and/or trivialized by professionals when they
disclosed abuse, with some professionals
providing a deeply unsympathetic response.

"My GP before trivialised my abuse that |
experienced, demean it, how | was feeling
as if it wasn't abig deal. | didn't feel | could
complain they would bring my mental
health into question and say that | was out
of my mind.”

"When | had a medication review with a
nurse she was incredibly unsympathetic.
She wanted to know why | was on
medication and so | told her a bit about my
experiences of domestic abuse and sexual
assault, and before | could go deeper into
the story she interrupted me and stuck a
hand in my face and said "Ok, ok, | don't
need to know the ins and outs".”
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For many women, they felt they were
dismissed and overlooked as a result of who
they were as individuals, and assumptions
that had been made about them.

Survivors also shared many stories regarding
instances where they had faced stereotyping
and discrimintation in health settings -
experiences which were re-traumatising and
compounded suffering.

For example:

= Some survivors described experiences of
gender stereotyping, with professionals
dismissing and minimising survivors'
experiences on the assumption that
women were ‘overreacting’ or being 'too
sensitive. One woman was told by a health
professional that her experiences of
domestic abuse were just ‘a family fight,
what is there to worry about’.

"l went to the doctor and | said lam in
hiding currently and the doctor's response
was we all are having it hard and are
experiencing something, so immediately |
have shut off because they have shut me
off."
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= LGBTQ survivors frequently faced
assumptions regarding their sexuality, with
professionals assuming that they were
heterosexual.

- BME women who were part of the
LGBTQ community highlighted that their
sexual identity was often not seen, due
to assumptions that BME women are
heterosexual.

"1 went to A&E because | was in so much
pain, | had an examination and the doctor
went on to say having that you are having
a lot of sex. ... She was assuming that | am
hetrosexual without asking me first. | still
have a cyst which hasn't been treated.”

= Numerous BME women had faced racism
and discrimination in health setting, leaving
them without support.

"Recently | feel that there has been

quite a bit of prejudice because | am

black regarding the domestic violence

| have experienced. | was left feeling an
supported and looked down upon and that
it's not that serious and not bad as | am
making it out to be and | was told to move
on with my life without it being addressed
properly. The impact of some of the health
professionals has made me feel worse in
myself and making me feel is this racism
that | am experiencing. There is a lack of
understanding regarding BME communities
needs when it comes to domestic violence
and how they are impacted.”

= Women also shared stories of assumptions
being made based on their class.

"l feel that | am judged based on my accent,
upbringing, the way | dress, and the fact
that I'm white, middle class and went to

a good school. Society has the idea that

a domestic abuse victim is lower class

or perhaps comes from a culture where
women aren't respected and shows visible
bruises”

Across the board, women with children

felt particularly judged in regards to their
parenting, and felt they were deemed to be
‘bad mothers’. Others felt that they had been
judged not to be 'bad enough’ to warrant
support or access to help.

"l get told that I'm articulate, so when | go
along | think that maybe they judge me the
other way and they think that | don't need
the help.”

Survivors wanted health professionals to be
able to refer them on to specialist services
and to support them to access further
support. Many felt that health professionals
did not have the relevant information or
training in order for them to do this.

Pathfinder Survivor Consultation Key Findings Report

Section six:
Impact on
survivors

The Pathfinder survivor consultation highlighted
the direct impact on survivors and their families
when health services and systems did not listen to
and effectively respond to their lived experiences.

Survivors facing multiple barriers to access and/or who have
faced discrimination face additional and compounding impacts,
such as further traumatisation and stigmatisation.

Examples of the impact of health service responses on survivors
include the following:

- When survivors are not listened to, not believed, or when signs
of abuse are not picked up by health professionals, survivors
feel abandoned, further adding to their turmoil. Survivors often
described a sense of isolation as a result, and for some make
it less likely for them to seek help later, delaying or denying
access to safety and support.

"Some GPs and mental health professionals just didn't believe
me. Words like 'alleged domestic abuse’ and '‘persecutory
delusions' are actually on my medical records now. The whole
experience traumatised more than | already was."

Sometimes it's so exhausting. You have so many memories of
how you've been told that you're worthless that you are still taking
on board those things. So when somebody in authority tells you
or doesn't believe you or doesn't ask the questions, you go away
feeling worse than when you wentin.
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A lack of understanding of abuse
and trauma can leave survivors with

misdiagnosis and inaccurate assessments.

Survivors in this consultation highlighted
how this further stigmatises and
traumatises.

When information is shared without the
consent of survivors, many feel that their
privacy has been infringed and their

rights undermined. There were numerous
instances shared during the focus groups
in which survivors felt that had information
been shared accurately and earlier, they
would not have had to suffer as long as
they had.

When survivors are asked/forced to
retell their stories to different health
practitioners they are re-traumatized
and are often set back in their recovery.
Survivors often felt triggered and spent
days recovering from these disclosures
and the impact speaking about their
experiences had on their mental health.

When health care professionals dismiss
and/or do not act on disclosures of
abuse (through either advice or referrals)
survivors are left feeling more alone and
like their suffering has been invalidated.
Survivors repeatedly spoke of how this
added to feelings of abandonment and
vulnerability, whilst also adding to stressful
situations, as survivors spent hours
scouring the internet to find support or
guidance, potentially risking a perpetrator
finding them looking for resources.

When survivors are treated with a one size
fits all approach they feel that they are not
being listened to or treated as individuals.

This, survivors explained, led to a sense of
dehumanization.

Pathfinder Survivor Consultation Key Findings Report

Section seven:
Examples of key
messages from

survivors

In both online and face to face consultations,
participants were asked to provide any final key
messages for health services in their local area.
Key messages largely mirror the key themes and

‘asks’ identified above.

Examples of key messages provided by survivors

include’s:

Positive experiences

and promising
practice:

= |really appreciate that you
have made a tremendous
difference to me

= ltis great to see you saving

lives with fast responses,
thank you

Service delivery:

- |would like to see more
consistency between
services

= |would like to be checked up
on repeatedly

= |would like to see more
ethnic/cultural diversity in
counselling teams

= |would like to see good
explanations of diagnoses,
how they affect you, others
and general aspects of life

- |would like to see BSL
workers in all services rather
than Community Support
Workers.

18 The below are adapted from direct quotes given by survivors across all three phases

of the consultation.
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- |would like to see improvements in sharing
people's information with consent

= |would like to be treated by a female
practitioner

= |would like to be referred to groups that
can understand my religion and culture

Professionals responses:

= |would like to be treated without an
assumption being made about by sexuality.

- |would like to see GPs being proactive
rather than reactive

= |would like to see psychological abuse
considered just as debilitating as physical
abuse

- |would like to see drastic behaviours being
acknowledged as a cry for help

= |would like to see greater awareness
around abuse in LGBTQ+ relationships.

= |would like to see professionals listening
actively and understanding the individual's
perspective

- |would like to be listened to without
prejudice

= |would like to see professionals not making
assumptions or minimising survivor's
experiences

Training and development:

= |would like to see a gender-based trauma
response team or member of staff with
training on gender-based trauma in mental
health services

= | would like to see more professional
awareness around the Deaf community
and their needs

= | would like to see professionals
recognising CPV, listening, starting to offer
meaningful help, and stopping blaming
parents. Realise that the idea that any
violence from children must be learned
behaviour is incorrectly applied to all
cases.

= | would like to see more awareness of
trauma

- |would like to see more awareness around
cultural stereotypes and the barriers to
support they create

= |would like to see professionals
unpacking the low disclosure rates of
BME women and meeting the needs of
BME communities without discriminating
against us

Pathfinder Survivor Consultation Key Findings Report

Section eight:
Recommendations

Recommendations for health systems and
services

Recommendations for Local
Authorities/CCG:

- Investin interventions for

survivors within health
services, for example the
(continued) implementation
of IRIS, and embedding
Health based Idvas in Acute
Trusts and Mental Health
Trusts.

Invest in trauma informed
responses to violence
against women and girls
across health services.

Invest in specialist
BME,LGBTQ and disability
services. Audit what
services are currently
available to different groups
inlocal areas.

Involve experts by
experience in planning for
future responses, ensuring
this is done ethically and
provides opportunities for
experience and potential
employment.

Create standards on
identification needed for

Recommendations for
statutory and third sector
agencies and services:

= Strengthen referral
pathways in the local area.
This should be done by
facilitating workshops
between agencies (both
statutory and third sector)
to understand respective
roles, responsibilities and
capacity, helping services
to understand their ‘fit’
with the rest of the system.
Create a 'general’ pathway
for survivors that can be
relayed to them to help
them understand, visualise
and navigate the support
they are entitled to and the
processes this entails

= Include community groups
- BME, LGBTQ and disability
- groups in decision making
and co-production of local
service development.

- Setup a practitioners’
network and working
groups focusing on BME,
LGBTQ and disability.

asylum seekers using health - Ensure effective and

services

meaningful collaboration
with local BME groups
and communities, LGBTQ
groups and disability
groups.
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Recommendations for health services:

Accessibility

= Ensure services are accessible to those
with physical disabilities of various kinds
and disabilities considered in safety
planning with survivors who disclose.

= Provide accessible systems for booking
appointments that do not require access
to a mobile phone

= Ensure patients are not asked to justify the
reason for requesting an appointment with
their GP

= Allhealth services should have accessible
interpretation services with short wait
times and a shift rota in acute services
to ensure women are not treated without
access communication.

- Book interpreters or provide VRS for every
appointment with Deaf patients

- Embed effective and appropriate referral
pathways and referral systems in to
specialist services

Interventions
- Embed the primary care IRIS intervention
in every Local Authority area

= Acute Health and Mental Health Trusts
should seek to embed a specialist DA
practitioner on-site with them rather than
working remotely

= Ininstances where women must be put
on a waiting list to access support (e.g.
Mental Health services), interim support
should be offered (directly or via referral)
for the duration of the waiting period; for
example, regular phone calls to checkin
with survivors, directing women to relevant
resources, helplines or women's centers.

= Developing clear referral pathways for
support between health, criminal justice,
social care and da services to support
effective responses to Child to Parent
Violence (CPV)

Training needs

-> Training for all staff working in health care

settings, regardless of role, on:

-

violence against women and
girls, the dynamics of abuse and
intersectionality in particular

different forms of abuse, including child

to parent violence

challenging myths and assumptions
around domestic abuse

asking the right questions and
identifying domestic abuse

managing disclosures

referring to specialist services and
referral pathways

embedding safety planning into
practice

appropriate responses and
approaches when perpetrators are
present

additional safeguarding training to
ensure women are not put in unsafe
situations within the health service

trauma and women's mental ill health

the knock on effect and impact of
abuse, and health responses, on
survivor's children and families

shifting service culture to ensure
women are heard, listened to and
believed

challenging discrimination against
women, survivors, BME women,
women with English as a second

language, women with mental ill health,

disabled women, LGBTQ+ survivors,
survivors of CPV, asylum seeking
women and Deaf women.

=> Training and support for frontline

practitioners should work on the ability to
retain compassion and sensitivity in their
work even when under great pressure,
combating ‘compassion fatigue; and
increasing their ability and motivation

to explore the root cause of people's
problems

Additional training for GPs regarding
submitting health reports to support
survivors' legal cases against perpetrators

Training for reception staff in all practices
around appropriate questioning, trauma-
awareness and equality and diversity.

Information sharing and communications
- Improved information sharing and record

keeping both internally and across
agencies so that women do not have to
keep sharing their stories. There is a need
for safe, portable record of someone's
experiences, reducing the need for them to
keep repeating their stories with high risk
of re-traumatisation

Improve safe follow up of communications
sent to survivors if survivors are not
responding

Provide interpretations and multilingual
information and support for all women that
need. Interpreters should be available at all
times in acute services to minimise the risk
of treatment without communication.

Increase availability and accessibility of
literature and posters on domestic abuse,
and embed discrete ways of disclosing
abuse into health services practice

Re-assess policies on consent and
information sharing to ensure consistency
within agencies. Include survivors in this
process.

Pathfinder Survivor Consultation Key Findings Report

Local accountability
- Ensure accessible routes for complaints
and accountability

- Keep survivors in the loop regarding their
complaints and whether they have been
heard or passed on
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Recommendations for national health policy and practice

Across the data collected as part of the
survivor consultation a number of systems
and process challenges were highlighted.

The following recommendations address the
systems challenges that are directly impacting
survivors experiences of local health services.

= Commit to improving health services'
responses to domestic abuse and violence
against women and girls on a national level

= Embed anintersectional approach
to domestic abuse in future training
programmes, safety planning and risk
assessment formulation and planning of
referral pathways.

= Promote and support interventions to
support survivors in health services, such
as IRIS and health based Idvas.

= Invest to increase availability of mental
health support and therapeutic options
for survivors. This should include the
provision of longer term mental health
support for survivors, a broader range of
therapeutic and talking therapies available),
and on-going support when women are
discharged from mental health services or
support programmes.

= |Improve digitalised data collection
methods and systems on a national level
to enable effective and safe data collection
and information sharing between health
services, therefore enabling health
services to a) evidence the demand for
support, b) improve referral pathways
for survivors and c) prevent women from
having to repeat their stories.

= Investin primary care service delivery to

ensure that survivors/ women are able to
access primary care services when they
need and for longer appointments: all
women should be able to access primary
care appointments without having to

first justify their reason. Primary care
services should also ensure effective
record keeping so that when an identified
survivor requests an appointment this can
be prioritised.

Encourage the creation of BME, LGBTQ+
and Disabled practitioners' network/
working groups and the involvement

of these groups and those with lived
experience in future work around
improvement of services.

Pathfinder Survivor Consultation Key Findings Report

Section nine:
Conclusion

The Pathfinder survivor consultation process
provided a key opportunity for survivors across
England to share their personal experiences of
local health care services and professionals.

This report captures the key themes from across the three phases
of consultation, highlighting what survivors want to see in their
local health services.

The report finds pockets of promising practice whereby women
have been effectively listened to and supported through health
services and systems, providing vital lifelines to them.

Generally, however, this consultation evidences the need
for health services and systems across England to improve
responses to domestic abuse
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Pathfinder Survivor Consultation Key Findings Report Joy lives with her husband, their two children (aged 7 and 9) and his parents. They are all
Nigerian. He has been isolating her, taking away her charger so her phone runs out of battery
so she cannot contact her friends and family, humiliating her about being unable to get
pregnant again. Recently the abuse has escalated, and he has started to use physical violence.
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A p p e n d I c I e S Anideal response An uninformed response
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£32 ' IRIS :- Joy discloses to the GP that she is feeling
, GPvisit s intervention >| low and that she has some pain in her wrist
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Appendix 1 - BME Survivor Journey Map

which appears to have been twisted. The
Joy went to her GP because she has GP gives her a quick examination, tells her
beenfeelingreallylow. Shealsohas | ——_ = _____ to take some painkillers and if she still feels
some painin her wrist, which appears to O s £64 s, low to come back in a month to be given
be twisted. 4 L k., anti-depressants.
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Appendix 3 - Child to Parent Violence medeaton )
Survivor Journey Map Joy came back to the GP a month later and is

Appendix 2 - Older Survivor Journey Map
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prescribed anti-depressants and painkillers. The L S
GP does not ask any questions to allow Joy to ," £176
disclose the abuse. A&E visit +

medication

Appendix 4 - Deaf Survivor Journey Map
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. . Three months later, Joy's husband attacks
Append|x 5 - LGBT+ SurV|V0r Journey Map her whilst his parents encourage him. An
ambulance is called to take her to A&E for a
broken arm. The doctor checks Joy over and
gives her some painkillers and doesn't ask

: ! i i — N\ more questions when Joy tells him she fell
j;he GP hha_s blee&l<r|s tk:alned an(rj] aSKS JOY over. When she states that her armreally hurts
. . . if everything is OK athome as the injuries - and asks if anything more can be offered to
These Survivor Journey MapS depICt a typ|Ca| are not consistent with what Joy has Y £125 her, the doctor says that it can't hurt that much
B B described. The GP is aware that it might = ap = 1 Hospital 3 and she should stop being sensitive.
journey through the health system for a survivor be difficult for Joy to disclose and offers glzafaf: Hospital v J
fd ti b The i b d to refer her to the Iris Advocate Educator sl[T]le]\  visit | l
0 omestiC abuse. e-lourneys are base (Ahlfa)f222’[2?%223%:\/;?\;63?;;r?upmgt;\éers A few weeks later, Joy attends the hospital to
i . - . have her castremoved andthe nurseasksher |  ___.__
on 'Fhe expenences of real womgn who she_lred forthe Iris AEﬁgg]:ﬁiiﬂcﬁ:re'Shetakes it about what happened. Joy says that she fell over < eea
their stories as part of the Pathfinder survivor \- ' J and this is not questioned.

! GPvisit+
consultation process. They are presented next \ medication |
to an example ideal response and highlight how

survivors could be identified and responded

Joy visits her GP again a month later, this time
with her mother-in-law, who knows the GP from
P attending the same church. She continues to
N experience low moods. Her anti-depressant

to quicker and more effectively to save After another assault Joy calls the ®o Y 8N Gosage is increased.
i i number for the AE who completes a 1 o 1

unnecessary risk and trauma to the survivor D e o (9 | medication |

and cost to the NHS. service. The BME specialist Idva provides , orson ,

support for 3 months. During this time Joy

Joy's 9 year old son has been having really bad
separates safely from her husband.

stomach pain and is refusing to leave his bed
and go to school. She makes a GP appointment
for him. The GP prescribes ibuprofen and ———

- ~
’ ~

prescribed medication for indigestion. . N
/ £3100 ¥ oy
i 7days \ 8[aa|a]
isection + ARE i |s|[T]le
WV \ 1

After 6 months without support with her mental health, Joy self-harms and
attends A&E stating she wants to kill herself. She is sectioned for her own safety.

N
( Joy is able to recover from the ) V
experience and returns to work. Joy eventually returns home to the perpetrator. She is assigned a worker in
the local mental health team. She is on the waiting list for 7 months. The worker
recognises symptoms of abuse and asks Joy about how she feels at home.
Joy discloses her experiences. The worker refers her to a specialist service for
further support.
Total cost: Total cost:
£232 £3,858
Time getting Time getting
effective help: effective help: 47

4 months 22 months




Betty (aged 78) has been with her husband for over 50 years and has experienced verbal,
emotional and physical abuse throughout their marriage. She attended A&E with a fractured
arm following a physical attack. She stated that she had slipped and fallen.

The nurse at the hosp|ta| accepts
Betty's explanation. She did not

Anideal response An uninformed response i’
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I \
r £160 follow NICE Guidelines and enquire
( \ A&E ,' about domestic abuse.

The nurse had received training from the Trust's
Domestic Abuse Coordinator. She did not think that
Betty's explanation fit her injuries. She asked Betty if she
wanted to speak to the hospital Idva. Betty agreed.

The next week, Betty returns to A&E
with serious bruising on her leg. She
says that she fell down the stairs. The
doctor does not enquire further. They
scan herleg, which is not broken and

ask her torest.
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/ £667
! Cost of
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Things at home are escalating.
Her husband is only letting her
_____ out of the house for medical

\
1
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N4 | 1 ., N appointments, which he insists
Betty disclosed to the Idva that she was fearful of / £64 N on attending.
her husband, that lately he had become more violent. ] GP visit + !
Following a DASH identifying her as high-risk the Idva H S medication

referred the case to Marac.

Betty is driven by her husband to the
GP because the bruising on her leg
is still painful. The doctor does not

ask to see her on her own and Betty

cannot disclose. She is prescribed l/ AN
painkillers. ! £125 I
\ Hospital | Fnuﬂ
\ovisit 18 I

Betty attends the fracture clinic
with her husband. She is unable
to disclose and she is discharged.
No one sees Betty for a number of
weeks as her husband is still not
allowing her to leave the house.
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’ ~
’ S

£233
Ambulance !
, callout /

arranged for Betty to stay with her sister.

( Betty consented to Idva support and a taxi was j

8 months later, Betty calls an
ambulance. Her husband has pushed
her down the stairs and she thinks she
has broken herleg.
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! Hosp_ital i \ Hospital ,'.‘ Inpatient I,'
A N Vistt g NZ \ Idva /s stay .

A few weeks later Betty attended the fracture clinic.
She informed the hospital Idva that she felt empowered
knowing her options for support and was working with
a community Idva for ongoing support.

Betty stays in hospital to recover. Whilst she is there, Betty speaks
to the nurse after her husband has gone home. She tells the nurse
about her life and her marriage. The nurse explains to Betty what
an Idva is and asks if she would like to speak to one based at the
hospital. Betty consents.

Total cost: Total cost:
£952 £3,273

48 Time getting
effective help:

3 months

Time getting
effective help:

13 months

Jane lives alone with her teenage son Sam who is abusive towards her.
He often has violent outbursts and damages the house. The behaviour
started a year ago, around the same time Sam started taking drugs.
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£32 \’ Irisi . Health support for -
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Jane visited her GP 7 times in 6 months
due to low mood, anxiety and menopausal
changes. Her GP noticed bruises on
her arms and stomach, however Jane

,

\son butis there to help her. Jane accepts the referral.

explained that since turning 50 she bruises
easily and falls more often. The GP does
not enquire further

Jane visits her GP for low mood, anxiety and ) ’,
menopausal changes. He notices bruising and asks |+
how things are at home. Jane tells them that her

p

[—
son has been lashing out lately. The GP refers her HEL
teenage son to CAMHS and makes an IPAT referral o |'|'|
for Jane. Irisi supports this surgery. The GP offers to A 4

Jane had been called for a meeting at the school
to discuss her son’'s behaviour who has been
exhibiting mood swings and violent outbursts.

make a referral to the Irisi Advocate Educator. She
reassures Jane that this service will not punish her

When they get home, her son becomes aggressive
and injures her. She has to go to A&E.

Jane is given stitches and asked what happened.
Jane explains that her son loses his temper quite
often. The hospital staff advise Jane to ask her GP
to make areferral to CAMHS. No one speaks to her
about domestic abuse support.
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Both Jane and her son ) / £32 ‘ Health support for '
are supported to access

|t GPvisit - Jane and her son '
appropriate services.

Irisi provides emotional
and practical support
for the next 2 months

and creates safety plans
with Jane.

Jane makes an appointment with her GP and
her sonis allocated a CAMHS worker following
8 months on a waiting list. CAMHS help him
address his violent behaviour, and offers Jane
family therapy which she accepts.

J
\( Her son has fortnightly meetings with his
CAMHS worker and there is some improvement
in his violent behaviour, however he has now
i S begun to psychologically abuse Jane. He has
;,  £E64 . threatened to kill himself if she does not give
I GPvisit+ 3 him money.
Vv :‘ medication .'
,ﬁter 6 m(k))rths onitie V\lf]alltmg I'slt Jane is feeling down, not eating
theraa?)e I%r?e ss;arlte?zé% \?vgegtléaand and feels very overwhelmed with her
. % bl pt S | son's behaviour. She sees her GP, who
E TSt SIS E121(SED EXefRieh Sl Ellse prescribe her more medication. She is
asibenefited from CAMbISISUppont: asked to returnin a month to see how
Jane feels and is safer and has a she gets on
better relationship with her son. ) am is hanging out with his friends
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A £64 .\ shot in his arm. He attends A&E to
!GP visit + have the wound seen to. The doctor
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who use drugs with him. They are
shooting BB guns (firing plastic
LemTTTs ~ projectiles) and Sam end up getting
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‘ medication tells him he should not be playing with
Q { Alcohol Support '} A BB guns but does not ask about how
- L ~N Children's Social Care are contacted Samis doing.
After a waiting list of 8 months Sam following Jane's son being violent towards \ J
is allocated a worker. He is honest a classmate. The social worker contacts
about his drug use and she refers him Jane and implied that violence in children JECE IO 1/
to a substance misuse service. He often stems from inadequate parenting and . Y
is allocated a drug worker who has questions whether Jane is able to control ; E223 . N =
monthly 1-to-1 sessions with him, her son. This makes Jane even more worried. i Ambulance | £160 % |8laa
o
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supporting him to reduce his drug She is unable to eat due to anxiety and has \ CallOut / A&E
use. He continues to be supported by lost lots of weight. Her GP prescribes her )
CAMHS nutrition packs to aid her weight gain. Jane collapses at work andis taken

J \_ J to A&E by ambulance. She is kept

overnight due to a dangerously low
weight. Her son stays with her sister.
She is eventually discharged and
returns to her home. No professional
has enquired about domestic abuse.
Sam continues to be supported by
CAMHS for the next year during which
his behaviour and drug use improv49

Total cost: Total cost:
£1,585 £2,157

Time getting
effective help:
1year 26 months

Time getting
effective help: \-




Amber, a 22 year old woman, has regular check-ups at the GP surgery for hearing loss. She presents
with symptoms of depression and anxiety. Her partner does not allow her to leave the house on her

own. He has been taking her wages and giving her an allowance of £10 a week. She goes to attend an
appointment with her GP.

A lesbian woman, Samira, 18 years old, has no form of ID other than her birth certificate. She lives
with an abusive partner, after being kicked out of her parents’ home due to her sexuality. She is
financially dependent on her partner, who sometimes does not allow her food and does not top up her
mobile phone, so she cannot speak to her friends. Because she has no ID she cannot access benefits.
She is not named on the tenancy agreement or the bills.
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Anideal response An uninformed response 7 O£32 N

I:GP visit :l ; ) Samira has attempted to register at a GP surgery to get access to healthcare
. l e~y PE et < k ( but has been turned away due to not having proof of address.
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and states that he will not use family anxiety and makes a GP appointment 2 months later. Her partner forced to attend A&E one evening. She waited over 5 hours.
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/""‘\ Amber returns to the GP in 3 months with her partner. Anideal response Anuninformed response
£50 She continues to feel low and is put on a waiting list for
1 counselling. Again, she is not asked to be seen on her
Counsellmg. ) )
|\ session + own and her partner acts as an interpreter. She was seen and given

AN
7

medication and asked to make an

1 1 . . q q
Atth ¢ int " Amber is offered counselling after beingon | | —~ > | | _— | . . appomtmgntwnh her GP. Sam|ra did
- GPe nix :p%omtr?wen o the waiting list for 6 months. The counselling P . . B not explain she was not registered.
© . as St mherth rouﬁq is done through an interpreter. Itis clear the " g50 ;  £200 'E e .
a?mlerprfe etrr\?/ c esrﬁ € counsellor doesn't have knowledge of issues ! Dentist | 1 IRIS \ a|laalo] ;  E160 %
dise§§sseasihaea8$2 andeis facing the deaf community. Amber does not N ,venust ) Py ' intervention g m a| @ AEvisit
efered i e s Acvessle speak of her abuse after being threatened Amber makes an emergency dentist appointment - — — Sami followi
= Y P by her partner to not say anything. Amber after a violent attack leaves her with two broken Samirais seen at the hospital. She 2 weeks later Samira returned to ASE following
leaves the counselling session feeling worse h. When th ; s ey (s [ is asked to be seen on her own to be a physical attack, with the perpetrator. The
the surgery. f teeth. en the dentist asks how this happened i i doctor examining the injuries assumed the
\_ _/ | anddoes notreturn for more sessions. When Amber says she fell down the stairs. No further triaged. Her partner asks to be in the room Intingg J )
she returns home her partner forces her to questions are asked. for support, however it is explained that it partner was a friend and allowed her to stay with
have unprotected sex. Amber did not want to is the Trust's policy for patients to be seen Samira. S§m|ra has a broken arm and will have to
\ but feltit was easier than resisting. ) on their own during triage. During triage, return in a month to get her cast taken off.
the doctor, who has been trained by the
Lo k Pl Trust's Domestic Abuse Coordinator, Lemm T~ ~
AN N% £400** ',’ £32 \\ notices that her injuries are not consistent s £125 s,
3 < ; : :
Following a DASH Amber Costof 1 \ GPvisit 1 Wlﬁh tEe explanatfn she has pro‘wgid arAd ,'IStay as hospital\
T o pl e 5 Matermty ! : : that her partner has accompanied her. .' outpatient
medium risk of harm. The Iris 3 months later Amber returns to GP with anxiety Y hospital Idva is asked to speak to her. )
AE f : ] [ ) and nausea. She attends alone, as this is an Sh hi h h
recognised that Amber’s Amber misses her period, so takes a T e was seen a month later to have the
needs as a deaf woman were i i ; . . cast taken off and is given medication.
et i womarn wer piegnaneytestviion S.hOWS s_hels pregnanfc. and an interpreteris used. The GP enquires about <
g met by mainstream She tells her partner. His abusive behaviour is A
services and so makes a ; how things are at home. Amber starts to speak
becoming more frequent and he has become : e emm=a
P ! ) about feeling unsafe and the abuse she suffers. i ~< - S
referral to DeafHope. The more controlling. She is no longer allowed out g ’ N ’ N
) : . ; The GP does not know of alocal Idva service and 4 W £12 A
DeafHope worker supports of the home without him knowing where she is. iy salesibiadinb Cearredniviva ¢ £223 5 .
Amber to become safer. She also has to deep clean the house, as her ger. Y, au | Ambulance [/ Stay as hospital
They create a safety plan partner tells her everything must be perfect - ed \ CallOut i inpatient |
together and Amber leaves before the baby's arrival. A few weeks late, she - : !
the relationship safely with informs her GP surgery that she is pregnant ) Samira’'s mental and physical health is
support of a specialist and is given an appointment at the antenatal (@)/ deteriorating. Her mood is low, she is anxious
service. The worker helps to S department in alocal hospital. ) and continues to have crippling stomach
instaC:I a vidio entry systelm (( Attheantenatal e ——— h ac:]ocss. Her I?c?l gg’ surggrhy qontri]nugs ’Tlo 2 J
and gave her a persona enquires about domestic abuse through an ask for proof of address. She is physically
alarm. She change§ all her »—'\\ interpreter. The local deaf communityissmall, | | |  ——~_  __._. attacked by herpartner;md taken to_A&E.
pas§words. The aSS|stange £160 \ and the interpreter knows Amber and her partner. Lo N She has internal bleeding apd requires
contlnlued forngreeks, with AE H \[/ "You've never experienced domestic abuse, have , £667 \‘ \Surgery.She stays at the hospltalforaweek.)
sessions In sign language 4 ?" Amber feels t b d to discl rCostof HDVAN | ST .-
) ' you?" Amber feels too embarrassed to disclose ; } . N
to rebuild confidence, ) ) e ht¥
assertriveLriless an(; learn mew Aweek later he physically attacks her and she and says that she has not. She returns home to her /Ny Y support | L s £32 %
i starts to bleed. She goes to A&E where she and partner who continues to control her money and - N\ ' Costof
skills. The Idva asks how things are at 4 osto s
\_ /| theunbornbaby are scanned. They are fine but \ whether she leaves the house. ) : ' tion |
: home, and when Samira says that she N X prescription
she is told to rest for the next few days. She L

is frightened of her partner, a DASH

becomes anxious as she knows she will have to

- ~~

6 months later Samira found out about Doctors of the World,

- clean the flat when she returns home //_ B N e S e sSE ol it Seie) Sl e a service where volunteer doctors provide primary care to
Amber is now safer and no I / £1,606 % £453** IS e T8 @ Il SIS S REifEie those who cannot register at GP surperies Sﬁ]e etys support
longer fears her ex-partner. J, i Birth \ Healthvisitor to Marac for further support. The for hor mental hoealth diffioulties, 1S given antl-dopressants
She continues to work and \ 1 Idva exp!ores ways of getting Samira and receives co’ungelling P
is now able to spend her Following the birth of the baby a health visitor, who is fluent in British Sign \ registered ata GP surgery. ) :
money as she wishes. ) Language, comes to the family home whilst the partner is out. She asks how

things have been at home and whether her partner has been supportive.
Amber tells her that her partner controls her money and she has to beg for
essentials for the baby. The health visitor asks Amber whether she would The worker at Doctors of the World noticed
Total cost: Total cost: like help. Amber agrees as she now wants to leave. The health visitor makes Total cost: Total cost: that Salmira was exhibiting signs of experiencing
£264 £3,723 areferral to an Idva service who contact Amber the next day. £827 £2.574 coercive control a_nd other forms of a_buse and
sensitively enquired. They then putin place
support by referring to a local specialist service.

V.

s * includes cost of 3 ante-natal appointments with a midwife, 3 GP appointments s
Time getting Time getting and 2 post-natal visits Time getting Time getting
effective help: effective help: **includes the cost of antenatal review, new baby review, 6-8 weeks check, effective help: effective help:
2 p: 1-year review, 2-2.5 year review 2 p:
6 months 13 months 6 months 1year
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