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Opening Address

Domestic Violence is a crime and a very serious crime, which we as a Government
are determined to bear down upon with all the vigour at our command.A quarter
of all women experience domestic violence at some point in their lives and it is













Jan Sawdon:

Midwifery training on domestic violence

Leeds Inter-Agency Project:Women and Violence



� Work With Disabled Women

We do a lot of work with disabled women, we have a dedicated worker and we
are just about to employ a second woman. We have a positive images
photography project going on at the moment which is generating a lot of fun,
but through that fun a lot of sharing and support for women.We have also
established a deaf women and violence group. It needs to be remembered that
for disabled women their carer may also be the abuser.

�Work With Young People 



The training is mandatory for every midwife in Leeds now and at the moment we
are consulting with the CPS to make sure that our documentation of any incidents
of violence are useful and the most effective we can make them.We have designed









The majority of midwives are women and thus may have their own experience of
violence.This needs recognition and this has come out very strongly on the course.
Professional training also enhances the support that midwives can give within their
own community, social and family groups.

































Previous visit complaints included:

� arm injuries,

� head and face injuries,

� neck and back injuries,

� and gynaecological problems.

Age:
Looking at ages, the standard A&E profile for the general self-referred walk-in type







We followed this by a prospective study over the same time period with the same
age group, adding a small questionnaire to all cards asking if the perpetrator of the
assault was known to the person and if so what was their relationship.

The total number of attendances was similar to the first study at 176. However the
incidences of domestic violence picked up had risen to 74.

This simple intervention had increased our identification rate by 20%. Despite the



We carried out a further study in October/November/December last year having
removed the aide memoire for staff to see if we were still picking up the same rate
of identification.We found that the pick-up rate had dropped from 42% in the
second study to 38%.There may be two possible reasons for this, one is that staff
are still asking about domestic violence but not documenting it on cards if it was a
non-domestic assault. However, the figures for non-domestic assaults for all three





A Survey of Women’s experience of domestic violence attending primary care in East London

I am a research assistant working on a survey looking into women’s experiences of
domestic violence attending primary care in East London.The project is funded by
North Thames R&D and carried out in collaboration with Drs Jo Richardson,







Injuries:

� One in five (22%) suffered physical injuries 

� 48% sought medical attention around the time these injuries occurred 

� 21% have told their GP that they have experienced domestic violence.

GP questioning:

� 60% see a male general practitioner - this does not mean to say that the other
40% only see a woman, as some of them will see both because larger group
practices were included in the sample

� 73% said that they did not mind their doctor asking them about domestic
violence.

� Only 8% said that they would mind being asked 

� 19% were unsure 

� However only 3% reported ever having been asked by their GP whether they
had been hit, injured or abused.



Increased Risks for Domestic Violence

Odds Ratio C.I

36-55 years 1.95 (1.50-2.60)

Children 1.75 (1.30-2.30)



Decreased Risks for Domestic Violence  

Odds Ratio C.I

Married 0.47 (0.34-0.63)
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I am Gill Mezey, Forensic Psychiatrist at St George’s Hospital; it is a question for all of the
panel. I also trained in the East End, and I know that East End GPs have a reputation for











Another sub-outcome is increasing employment of marginalised groups, increasing
the employability of young people and improving work attendance.

We tried to meet this sub-outcome through for example enhancing skills,
knowledge, confidence and experience of young people and individuals from
marginalised groups and by providing opportunities for them to become volunteers
with the campaign and the help-line.We tried to improve work attendance by
reducing the incidence of male violence and its health consequences.This is often
achieved by encouraging men to take responsibility for their violence and again
through promoting the message that male violence against women and children is a
crime and will not be tolerated.We also offer support through the Zero Tolerance
help-line which helps to improve the confidence and decision making skills of
women and children, young people and thereby empowers and enables them to
enhance their capacity to remain in employment and/or to seek employment
opportunities.

We put male victims, survivors and perpetrators in touch with appropriate support
services.We also work closely with the Domestic Violence Prevention co-ordinators







with the patient and can actually talk about these situations.The most traumatic
sexual abuse incident was found by a dentist through the delivery of dental health
care.We are trying to spread the message about domestic violence to nurse
clinicians because we know that more and more nurse led initiatives are being
developed. Practice managers are key to keeping centrally held resources such as
helpline numbers, advice numbers and support numbers.







Although I have only been working in this policy area for the last year I am
delighted to have been able to see the Department’s Resource Manual on domestic
violence through to its publication and launch today. Of course we recognise that
this only the beginning.We have a long way to go to see this manual properly
implemented throughout the NHS and part of my work will be about influencing
the NHS from the top down - from senior management to the professionals to the
educators to the receptionists to all those working in the NHS who have a role to
play here.There are also a lot of exciting new health opportunities where we can
disseminate key messages about domestic violence - one that immediately springs
to mind is the role of NHS Direct. By the end of this year the whole country will
be covered by NHS Direct.This will mean an advice telephone number that every
household, that every woman in the country will have access to.A number that is
non-stigmatising and can legitimately be put up by the side of the telephone
without arousing any suspicions. Our intention is to pilot a project on domestic
violence with one of the NHS Direct sites to develop appropriate telephone
pathway referrals and data gathering systems.

As anyone who ever does the closing slot to a conference knows, the job usually
involves coming up with three key messages that the participants can walk away
with. So here are mine:

First, asking about domestic violence is everyone’s responsibility.

This morning it was suggested that we need to have a named person as the lead on
domestic violence within individual agencies/Trusts. I don’t think that we are in
that game. I think it is extremely important that everyone is aware of what their
responsibility is around asking about domestic violence in accordance with locally
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