DRAFT

Sane Responses

Seminar Report: 17 March 2003 

Exploring positive ways of working with mental health and domestic violence

[image: image1.jpg]



June 2003
Text copyright:

Greater London Domestic Violence Project

3rd Floor

City Hall

The Queen’s Walk

London

SE1 2AA

June 2003

This report was compiled by Rachel Carter.

To comment or for further information about Sane Responses please contact:

Rachel Carter

Domestic Violence Development Officer (Voluntary Sector)

Greater London Domestic Violence Project

rachel.carter@london.gov.uk
020 7983 5772

Contents:

iContents:


iForeword


iiAcknowledgements


iiiExecutive Summary


iii1.
In Brief


iii2.    Presentations


iv3.
Workshops


iv4.
Key Themes


iv5.
Key Recommendations


61.
Introduction


61.1
The Sane Responses Initiative


71.2
Definitions:


71.3
Context


71.3.1
Survivors, domestic violence and mental health


81.3.2
Current Service Provision


92.
Case Studies


113.
Workshop Questions and Responses


113.1
Workshop One – Definitions and Relationships Between Domestic Violence and Mental Health


113.1.1
Defining Domestic Violence:  “The scars you can’t see are the ones you carry for life.”


113.1.2
Defining Mental Health


123.1.3
The Relationship between domestic violence and mental health


123.2
Workshop Two – current barriers to work


123.2.1
Different Models of Intervention


133.2.2
Poor relations between sectors


133.2.3
Lack of resources


133.2.4
Negative attitudes


143.2.5
Lack of sensitive and effective screening


143.2.6
Secondary victimisation


143.2.7
Focus on crisis work not early intervention


143.2.8
Lack of awareness of existing services


143.2.9
Children


143.2.10
Lack of services


143.2.11
Staff problems


153.2.12
Lack of training


153.2.13
Women’s fear


153.2.14
Gender and Race


153.2.15
Unsafe practice


153.2.16
Perpetrator issues:


164.
Recommendations


164.1
Funding


164.2
Training and awareness raising


174.3
Co-ordinated networking and joint working: complex issues need complex responses


174.4
Models of good practice and minimum standards


174.5
Policy and protocols


184.6
Victim led services


184.7
Specialist services


184.8
Empower clients


194.9
Information dissemination, sharing and research


194.10
Support for workers


194.11
Prevention and early intervention


194.12
Think local


204.13
Services for children


204.14
Communicate


204.15
Challenging myths and stigma of domestic violence and mental health


204.16
Evaluation of current and newly developed work


204.17
Understand domestic violence in its social context


204.18
Cultural awareness


214.19
Positive screening


214.20
Flexible and creative service delivery


225.
The way forward


23APPENDIX ONE:      Biographies


25APPENDIX TWO:
  Presentation by Farah Naz


31APPENDIX THREE:  Presentation by Professor Catherine Itzin: Department of Health


36APPENDIX FOUR:
Presentation by Kyria Conner: Director of Woman’s Trust


41APPENDIX FIVE:
  Susan Austin: Clinical Services Manager: Women’s Therapy Centre


43APPENDIX SIX:        Rose Christie: Maya Centre


45APPENDIX SEVEN:  Delegate List




Foreword 

The Sane Responses Seminar in March 2003 marks the beginning of a process to improve the services available to women who have experienced domestic violence and who also have mental health problems.  This initiative, led by the Greater London Domestic Violence Project, reflects the concern of many agencies in both the domestic violence and mental health fields, who have identified the need for cross-sector thinking, networking and action.  

1 in 4 women experience domestic violence over their lifetimes and 1 in 9 women experience  domestic violence in any one year.  The results of the British Crime Survey found that more than half of victims of domestic violence are involved in more than one incident.  No other type of crime has a rate of repeat victimisation as high.   Over 25% of reported violent crime is made up of domestic violence incidents and in London alone there are approximately 40 murders a year.  In addition, 17% of homelessness applications are as a result of domestic violence and over 100,000 women in London seek medical help each year.  It has been estimated that the costs of dealing with this issue are at least £278 million per annum within London.

The recent Department of Health consultation document on women and mental health – Into the Mainstream – highlights the frequency with which women’s experiences of violence and abuse lead to mental health problems.  Women who experience domestic violence report more depressive symptoms, are at greater risk of suicide (domestic violence is a factor in at least 1 in 4 suicide attempts by women) and make greater use of mental health services than women in the general population.  In addition women mental health service users are much more likely to have experienced domestic violence than women in the general population.  Even when women have managed to leave violent relationships, there are often still long term effects on their mental health.  In fact, the impact of domestic violence has been found to have psychological parallels with the impact of torture and the imprisonment of hostages.

These links between domestic violence and mental health are complex and to date there has been relatively little work linking these two areas in the UK.  This is perhaps because they are both uncomfortable issues that provoke strong opinions and because of the challenges involved in understanding the ways in which the two are connected.  

However, as this report demonstrates, front line workers do already have a great deal of first hand knowledge and understanding of the relationships between domestic violence and mental health, and of how to develop more effective work across the two sectors.  This report summarises the presentations and workshop findings from the Sane Responses seminar in order to further the debate about the links between mental health and domestic violence and to suggest ways forward for future action.
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Executive Summary 

1.
In Brief

This report summarises the presentations and discussions at the Sane Responses seminar on March 17th 2003.  It also highlights the key themes and recommendations that emerged from the day.

Part One introduces the Sane Responses initiative, the working definitions of domestic violence and mental health and some brief contextual information about survivors of domestic violence who also have mental health problems.

Part Two presents case-studies (Woman’s Trust and the Zindaagi Project) of organisations that are developing innovative work in this area and summarises the workshop discussions.

Part Three summarises the workshop responses including definitions of domestic violence and mental health, explorations of how these two issues inter-relate and barriers to effective service provision.
Part Four lists the key recommendations made throughout the day and Part Five briefly describes how the Sane Responses initiative has developed since the March Seminar.

Finally, the Appendices include biographies of all the speakers at the Sane Responses seminar, full transcripts of the speakers’ presentations and a list of delegates who attended the event with contact details.

2.  Presentations 

Linda Regan, Senior Research Officer, Child & Woman Abuse Studies Unit, London Metropolitan University, chaired the Sane Responses seminar.  Presentations given during the day included:

Farah Naz - Counsellor at Newham Asian Women’s Project; Consultant with CVS Consultancy; Psychotherapist & Author of ‘Cultural Cocktail: Asian Women & Alcohol’ provided an overview  of the meanings of domestic violence and mental health, explored the links between the two areas, outlined potential barriers to developing this work, challenged popular myths and suggest possible positive ways forward.
Professor Catherine Itzin: Department of Health discussed the links between domestic violence and mental health for survivors of domestic violence and focussed on the National Institute for Mental Health in England (NIMHE) Violence, Abuse and Mental Health project.
A video:  “What Women Want” produced by Mental Health Media was also shown.  This is a training pack designed to help stimulate debate about services for women. It features stories from female service users and gives an insight into issues such as sexual abuse, self-harm and motherhood. It highlights examples of best practice in mental health services - and the positive results.  This gave delegates an opportunity to hear directly from women with mental health needs about what has helped and harmed them.

Kyria Conner: Director of Woman’s Trust spoke about the women-led services provided at the Women’s Trust and discussed the model of counseling and support which they feel to be effective and appropriate for women affected by domestic violence.  

Dipti Morjaria: Zindaagi Development Manager at Newham Asian Women’s Project spoke about the importance of providing integrated services and focussed upon the interventions provided by the Zindaagi Project.

Susan Austin, Clinical Services Manager: Women’s Therapy Centre spoke about the psychoanalytic approach taken at the Women’s Therapy Centre.

Rose Christie: Project Manager, Insight Into Violence Project, Maya Centre also spoke about the psychoanalytic approach taken at the Maya Centre.

3.
Workshops
Delegates attended two workshops during the day. In the morning delegates were broken into small sector-specific groups and asked to think about their definitions of domestic violence and mental health, and to explore their understandings of the ways these two sectors are related.  This helped to challenge myths around mental health and domestic violence, develop a picture of the level of understanding and knowledge and identify needs such as resources, training and knowledge gaps. In the afternoon workshops, delegates were asked to explore the barriers to effective service provision and to suggest ways to develop positive work across these two fields.

4.
Key Themes 

While many issues were discussed during the day two key themes did emerge:

· Currently both the domestic violence and mental health sectors are failing to provide adequate and integrated services for survivors of domestic violence who also have mental health problems

· It is critical that both sectors work together to address this failure and to overcome existing barriers to joint working in order to provide safe and effective services for women experiencing domestic violence and mental distress.

5.
Key Recommendations 
The key recommendations that emerged from the presentations and workshops included the following needs for:

· Funding

· Training and awareness raising

· Co-ordinated networking and joint working

· Models of good practice and minimum standards

· Policy and protocols

· Victim-led services

· Specialist services

· Empower clients

· Information dissemination, sharing and research

· Support for workers

· Prevention and early intervention

· Think local

· Services for children

· Communication

· Challenging myths and stigma of domestic violence and mental health

· Evaluation of current and newly developed work

· Understanding domestic violence in its social context

· Cultural awareness

· Positive screening

· Flexible and creative service delivery 

1.
Introduction

This report summarises the key messages and issues which came out of the Sane Responses Seminar held on March 17th 2003 by the Greater London Domestic Violence Project (GLDVP).  GLDVP is a second tier support agency which works to end domestic violence across Greater London by supporting direct service providers and promoting joint working.  It is a London Action Trust project (www.lat.org.uk for further details).
1.1
The Sane Responses Initiative

The decision to hold a seminar on the links between domestic violence and mental health was developed after informal consultation with other voluntary agencies, which identified gaps in current service provisions for survivors of domestic violence who also have mental health problems.  The hope was that the seminar would launch the beginning of an initiative to identify positive and creative ways to work towards more inclusive and effective service provision across the domestic violence and mental health fields. 

It was decided that a seminar should be held in order to bring together service providers and policy makers from both sectors to:

· Explore the links between domestic violence and mental health problems

· Share examples of good practice 

· Identify current exclusions and existing practice

· Highlight the knowledge and needs of the two sectors 

· Identify possible ways forward 

· Establish links between organisations and enable networking and information sharing

· Begin a dialogue between the sectors

GLDVP has decided to continue this work after the Sane Responses seminar in an attempt to ensure that the development of work across the domestic violence and mental health sectors was encouraged and supported in the longer, as well as short, term.  A Round Table Expert Event on mental health and domestic violence is planned for 30th June 2003 and it is hoped that suggestions for future interventions will emerge from this.
The aims of Sane Responses are:

· To increase the safe choices for women and children experiencing domestic violence by raising awareness and standards within existing service providers.

· To hold perpetrators accountable for their behaviour by raising awareness and standards within existing service providers.

The objectives of Sane Responses are:

· To develop a picture of the exclusions faced by women experiencing domestic violence, who also have mental health problems, in accessing provision in both the domestic violence and mental health sectors.

· To identify models of good practice in providing services for women with these ‘cross-sectoral’ needs

· To identify a set of minimum standards for working with women who experience domestic violence and also have mental health problems

· To encourage networking and information sharing between the sectors with the aim of improving cross-sector training, collaboration and referrals

· To develop a plan of action designed to address the existing gaps in service provision 
1.2
Definitions:

Sane Responses understands domestic violence to be: ‘a pattern of behaviour which is characterised by the exercise of control and the misuse of power by one person, usually a man, over another, usually a woman
, within the context of an intimate relationship. It can be manifested in a variety of ways, including but not restricted to, physical, sexual, emotional and financial abuse, and the imposition of social isolation and is most commonly a combination of them all.’
 

Domestic violence exists in all socio-economic classifications spanning all ages, classes, ethnicities, religions and cultures. British statistics state that one in four women experience domestic violence at some stage during their lives and that one in nine women will be experiencing such violence at any given time
.

Sane Responses understands mental distress to be: something which can affect anyone, rich or poor, young or old, impacting hugely on the lives of those affected and the lives of the people close to them.  One in four of us will experience a mental health problem at some point in our lives. Each year more than 250,000 people are admitted to psychiatric hospitals and over 4,000 people take their own lives.  However, mental health is a complex issue and there is much controversy about what it is, what causes it and how people can be helped to recover.  Seeing somebody’s problems solely as an illness that requires medical treatment fails to acknowledge the importance of the many different influences on a person’s life, and on their thoughts, feelings or behaviour, which can cause mental distress.  It may also prevent us from exploring the various non-medical treatment options that are available.  Mental distress can take many forms including depression and anxiety, panic attacks, phobias, depression, manic depression and schizophrenia.

Concepts of mental health are socially constructed, and beliefs about actual and desirable characteristics of men and women are different, also there may be massive differences in experience – e.g. between a working class woman and a professional man.  Ideas of what is “mentally healthy” differ for men and women – and healthy women may be expected to be more submissive, dependent, sensitive and emotional.
1.3
Context 

1.3.1
Survivors, domestic violence and mental health

The recent Department of Health consultation document on women and mental health – Into the Mainstream – highlights the frequency with which women’s experiences of violence and abuse lead to mental health problems.  Women who experience domestic violence report more depressive symptoms, are at greater risk of suicide (domestic violence is a factor in at least 1 in 4 suicide attempts by women) and make greater use of mental health services than women in the general population.  In addition women mental health service users are much more likely to have experienced domestic violence than women in the general population.  Even when women have managed to leave violent relationships, there are often still long term effects on their mental health.  In fact, the impact of domestic violence has been found to have psychological parallels with the impact of torture and the imprisonment of hostages.

1.3.2
Current Service Provision

Given the links between domestic violence and mental health problems, it is not surprising that both sectors will often serve the same women.  While services that deal specifically with domestic violence or mental health exist, few systems currently are equipped to provide the range of services needed by survivors of domestic violence who also experience mental health problems.  

Unfortunately, differing models of work mean these services often conflict with each other.  Treatment for mental health has focussed primarily on the medical model, whereas safety and support are the primary focus of domestic violence initiatives. Despite the overlap between the client base for these two sectors current services in the U.K. are limited in the way they deal with domestic violence and mental health as co-existing issues, and are more geared towards single provision. 

However, Sane Responses believes that the causal links between experiences of domestic violence and mental health problems make working together a necessity, so that ineffective repeat services are avoided and limited resources are maximised.  Overall, studies suggest that outcomes for the survivor are more likely to be positive if approached in an integrated holistic way. Joint working across the domestic violence and mental health sectors is therefore the only practical way forward.

2. Case Studies

A number of examples of good practice emerged during the Sane Responses Seminar.  The examples of Woman’s Trust and the Zindaagi Project will be highlighted below. 

Woman’s Trust

Woman’s Trust is a woman only, woman-led charity based in Kensington & Chelsea providing free counselling and support services to women who have or are experiencing domestic violence. Woman’s Trust also provides training for workers in the public sector who work with women and children who are affected by domestic violence.

Counselling Service

18 one to one counselling sessions with a professional counsellor are provided. The service is open to all women who are, or have been affected by domestic violence, targeting in particular, those women who are unable to fund this support themselves. Woman’s Trust can advise and refer women who do not fall into this category to other services. Counselling sessions offer a time to explore feelings and talk through difficulties in a safe, confidential and non-judgemental environment.

Support Groups
Support groups run on a weekly basis, specifically for women who have an experience of domestic violence. These groups give the opportunity to share experiences, talk about feelings and create support networks in a friendly and confidential environment. Groups have no more than 8 women run in blocks of 8 on a weekly basis.

Personal Development Workshops

Personal development workshops provide women with information and experience about different topics. They are one day or half-day events; each covers different topics which women have told us they would like to lean about. Workshops provide an opportunity to learn in depth about a subject that may help women with the difficulties they face. A maximum of 20 women attend a workshop.

Training & Information - Woman’s Trust also provides training and advice services to front-line workers who have contact with women who have or are experiencing domestic violence. Trainings are usually one or two day events, and are aimed at enabling all public sector workers especially agencies with few resources to access good quality affordable training .

How to contact us.

Women who want to access the support and counselling service can phone us direct for an appointment. We will accept a referral from someone else on a woman’s behalf as long as she has given her consent.  There are no drop-in facilities at our office – always phone first for an appointment.  The office is usually staffed from 9.30am to 5.30 pm Mon-Fri, we are a small organisation and are not always able to answer the phone, all messages are returned as promptly as possible.

Contact Details:

Woman's Trust, Top floor Unit 1, Kensington Cloisters, 5 Kensington Church St, London W8 4LD

Tel 020 7795 6444/6999   Fax 020 7795 612345   email wtrust@onetel.net.uk


Zindaagi Project – Newham Asian Women’s Project

Zindaagi, meaning life, is aimed at promoting the positive mental health and well-being of Asian women and is targeted at supporting Asian women who express their pain through self-harm and attempted suicide.  The main ethos of Zindaagi is to develop and deliver a holistic approach to healing and expression by integrating mental, physical and emotional health.  Based upon the findings of a multi-agency research pioneered by NAWP, Zindaagi was established to promote community education and awareness, mitigating taboos and stigma associated with self-harming behaviour.  Zindaagi liaises with mainstream mental health care providers to ensure that genuine access is afforded to Asian women experiencing mental distress and that appropriate interventions are developed to understand and meet their needs.

Zindaagi aims to co-ordinate and develop specialist support services in east London for young Asian women and self-harm in the following ways:  development of specialist counselling services, offering support and information for Asian women’s voluntary sector organisations providing support to young Asian women in distress and by providing training and awareness raising workshops to frontline health, social care and educational professionals.

Contact Details:

C/o Newham Asian Women’s Project, 661 Barking Road, Plaistow, London, E13 9EX

Tel: 020 8472 0528  email: zindaagi@nawp.org 

3.
Workshop Questions and Responses

Two workshops were held during the Sane Responses Seminar. The first asked delegates to define domestic violence and mental health and to explore the links between the domestic violence and mental health sectors. The second asked delegates to list both barriers and opportunities for working across these two fields.

3.1
Workshop One – Definitions and Relationships Between Domestic Violence and Mental Health

3.1.1 Defining Domestic Violence:  “The scars you can’t see are the ones you carry for life.”

Delegates from the mental health sector were asked to define domestic violence as a way of establishing what their understandings were and exploring a variety of definitions.  Some delegates preferred the term ‘domestic abuse’ as they felt this was more inclusive of non-physical forms of violence.  

While there were a great breadth of definitions and understandings, the shared understanding reached at the end of the workshops by most delegates was that domestic violence is a dynamic of power and control by one person over another in an intimate relationship, or after an intimate relationship has ended.  Other familial relationships (for example, parents, siblings and uncles) were also included by many delegates.  

Such violence occurs across classes and races.  It includes physical, psychological, emotional and sexual abuse in a pattern of coercive control.  This behaviour is part of a pattern, rather than of isolated incidents, which tends to increase in intensity over time.  The importance of retaining a gendered definition contextualised in relation to wider societal inequalities was stressed.  However, delegates did recognise that while it is largely women who experience domestic violence, men also do experience such violence.  However, due to the social context and inequalities in wider society it was felt that women and men experience domestic violence differently.  

Tactics used to perpetuate the dynamic of power and control included intimidation within immediate family or community, lowering self esteem, threats of abuse, codes of silence  and secrecy, emotional abuse, blackmail, psychological abuse including putting down, bullying, constant undermining, physical abuse, sexual abuse, threats of murder or suicide, isolation, economic deprivation, enforced dependency, shame and blame.  Some delegates saw domestic violence / abuse as a form of torture.

The importance of cultural context was stressed by a number of delegates.  It was felt that cultural context impacts on the way people experience violence and the tactics which can be used.  In addition, access to services is often mediated by cultural issues – either services are inappropriate, inaccessible or there are additional barriers such as location or language.

3.1.2 Defining Mental Health

As with the section above, delegates from the domestic violence sector were asked to define mental health as a way of establishing what their understandings were and exploring a variety of definitions.  

Again there were many variations in delegates’ understanding of mental health.  However the following definition encapsulates much of the debate:  Mental health is a continuum influenced by internal and external factors.  There are many different stages of mental health, various interpretations by different practitioners and cultures and very different levels of intervention. There are mental health issues that we all experience on a day-to-day level and others where external intervention through clinicians, diagnosis, medication, mental health care plans may be required.  Mental ill-health can affect anybody.  It is a social, spiritual, emotional and physical balance or condition.  Good mental health was seen to be a state of well-being, including a positive outlook and the ability to control choices.

It was recognised that mental health is a very subjective issue and therefore there was a reluctance to use labels.  However, poor mental health was seen to include: denial of the problem, lack of coping mechanisms, inability to function, difficulty in disclosing, depression, lack of control, low self esteem, suspicious, lack of trust, paranoia, self harm and suicide, eating disorders, isolation, multiple personalities, anxiety, fear, feeling detached and misunderstood, loss of confidence and independence, distortion, confusion, memory loss and post traumatic stress disorder (PTSD).

However, it is important to stress that in cases of domestic violence some of these so-called indicators of poor mental health such as suspicion, lack of trust, paranoia, anxiety and fear are likely to be firmly founded in a realistic expectation of violence or death at the hands of an abuser.  This is bound up with different constructions of what constitutes a ‘normal’ response to trauma.

In addition it was stressed that different cultures hold different understandings of mental well-being and distress, and that gendered expectations also inform the definition.

3.1.3 The Relationship between domestic violence and mental health

It was generally accepted by delegates that experiences of domestic violence can lead to mental distress.  However, this link was understood to express itself in different ways with different individuals.  Generally, it was felt that experiences of domestic violence could decrease women’s independence, trust, self-esteem, ability to cope and make decisions, and increase her experience of depression, detachment, isolation, paranoia, guilt, shame, self-blame, self-harm, suicide, murderous thoughts, eating disorders, insomnia, panic attacks, confusion, memory loss, fear, anxiety, distortions, denial and PTSD.

Many delegates also highlighted the ways in which mental distress can be used by perpetrators as another form of power and control.  Where a perpetrator is the main carer for a woman with mental health problems threats of withholding medication, sectioning and the loss of children can be used against her.  Her mental ill-health will often mean that other professionals, including mental health professionals, social workers and legal professionals collude with the perpetrator rendering her even more powerless.  In addition, both the perpetrator and others may use a woman’s mental ill-health as a justification for his violence.

3.2
Workshop Two – current barriers to work

In the second workshop delegates were asked to discuss the barriers and opportunities for working across the domestic violence and mental health fields. The key barriers mentioned will be listed below. The opportunities highlighted by delegates are included in Section Five.

3.2.1 Different Models of Intervention

The different models which the mental health and domestic violence sectors work from were seen to be perhaps the most important barrier to the development of positive cross-sectoral initiatives.  Crudely put, the divide is between a predominantly medical model in the mental health field which has a tendency to focus on diagnosis and ‘labelling’ of patients, and a social-feminist model in the domestic violence field which contextualises women’s experiences of mental health within a social and experiential framework.  This simplified extraction over-polarises the divide between the sectors; in reality each sector has a variety of different models and understandings from which they work.   Nonetheless the divide exists and much resistance to shifting current understandings was described by delegates.

In addition, delegates felt that a further divide had developed because the majority of mental health services are delivered within the statutory sector which was seen to provide fairly top-down and prescriptive treatment; while most domestic violence services are delivered by the voluntary sector which was seen to provide a more client-led and holistic service.  Moreover, involvement by mental health professionals in domestic violence partnerships ranges from patchy to non-existent.

These divisions have led to conflict over the legitimacy and effectiveness of different types of intervention.  Both sectors feel they hold valid and useful knowledge and are unwilling to ‘give up’ their approaches.  Perhaps the key is to look for creative ways of combining and integrating the best of both models.

3.2.2 Poor relations between sectors

Aside from different models of practice, most delegates perceived the links between agencies both within and across sectors as poor, with joined up thinking almost non-existent.  Most agencies hold on to a single-focus approach, failing to address the additional needs of the women they work with.  Much fragmentation was described both within and across sectors.  This was seen as a key barrier to the development of effective interventions.  Delegates cited active fear and lack of trust across sectors, negative attitudes to working together and denial of responsibility as limitations to joint working.  In addition, lack of awareness, motivation, communication, shared outcomes and systems for joint working such as protocols, referral structures and directories of services prevent positive service delivery.  Stronger conflict over models of intervention, definitions, and competition for funds also contribute.  

In particular, the problems of information sharing were discussed at length.  Currently there is much resistance to information sharing, partly due to territorial issues and partly due to uncertainty over which information it is safe, ethical or legal to share.  It is of course critical that any information sharing is carried out with client-safety as its key aim, however the current failure to share information or establish systems for information sharing is also hampering relations between the sectors.

All of these factors meant that women with experiences of domestic violence and mental distress often fall between the gaps of current patchy and poorly co-ordinated service delivery.

3.2.3
Lack of resources

The lack of financial and other resources was cited as one of the key reasons why work has not been developed across the mental health and domestic violence sectors.  Within the mental health sector women’s mental health needs in general seem to be relatively poorly resourced, and many of the small voluntary organisations providing services in the domestic violence sector suffer from a hand-to-mouth funding situation.  These limitations mean that practical steps which would make services more accessible, such as training and child care provision, are not taken.

3.2.4
Negative attitudes

Both mental health and domestic violence are issues around which much mythology and stigma has developed; both are almost taboo subjects.  Victim-blaming myths such as: women who stay with violent partners must enjoy the violence, be sado-masochistic or deserve what they get; women with mental health problems can not be trusted and are incapable of making decisions are still very prevalent.  This leads to women being pathologised and feared.  Other oversimplifications or misconceptions, such as dealing with a woman’s safety or accommodation issues will meet all her mental health needs, are very prevalent.  Many delegates felt that this confusion and mythology were the root cause of inadequate and inappropriate service provision.

3.2.5 Lack of sensitive and effective screening

The lack of sensitive screening in mental health agencies for domestic violence (and vice versa) means that many women clients are given inappropriate responses that not only waste time and effort for the agency, but prevent or limit recovery for the client.  While mental health problems and domestic violence fail to be identified they cannot be effectively addressed.

3.2.6 Secondary victimisation

Secondary victimisation and trauma can be experienced by women who approach services for support but find their cases are dismissed, treated unsympathetically or where they are made to revisit their past experiences time and again with different professionals who are not equipped to provide sympathetic or appropriate responses.  Delegates particularly cited women’s experiences in some residential mental health settings where levels of verbal and sexual abuse were said to be high.

3.2.7 Focus on crisis work not early intervention

The fact that both the mental health and domestic violence sectors largely focus on crisis intervention work rather than long term prevention or early intervention initiatives was cited as a barrier to the provision of effective services for women.  The mental health sector was seen to focus too heavily on acute mental ill-health while much of the domestic violence sector focuses its efforts on women fleeing extreme violence.  It was felt that while these crisis services are critically important, long term strategies should focus on preventative work in schools and early intervention, for example at a primary care level.  

3.2.8 Lack of awareness of existing services

Many delegates reported that both service providers and survivors of mental distress and domestic violence were unaware of the existence of many support services.  This means that opportunities for appropriate interventions are often missed.
3.2.9 Children

Women’s fear that they will have their children removed if they declare either domestic violence or mental distress means that they often reach crisis point before approaching services.  Whilst child protection is obviously critical, it is often used as a form of control by perpetrators who threaten to inform child protection agencies of a woman’s mental health status in order to secure custody for themselves.  Professionals may collude with the perpetrator on such issues.  In addition, the lack of child care at most mental health service provision means that mothers may have additional access problems.

3.2.10 Lack of services

Delegates identified an acute lack of services, both generic and specific, across both sectors.  In particular, the lack of safe, supported housing for women experiencing domestic violence and mental distress, advocacy services, support networks, outreach provision, effective intervention with perpetrators, childcare and counselling were cited.  Even where such services are provided a massive lack of capacity and long waiting lists were said to limit access.

3.2.11 Staff problems

Delegates described various problems with staff in both the mental health and domestic violence sectors as a barrier to effective intervention.  Difficulties were reported in recruiting and retaining strong staff members due to low salaries, high workloads and eroding demoralisation.  Current staff are often resistant to working with additional issues due to fear, negative personal attitudes, lack of training, knowledge or understanding.  Power dynamics between and within sectors were also seen as problematic, with hierarchies of issues pushing both domestic violence and mental health down the agenda.  Staff uncertainty as to correct paths of action and concern that incorrect interventions may make problems worse also lead to additional issues being ignored.  In addition, self-preservation and fear for the effects of increasingly complex work on the well-being and mental health of staff were mentioned.  

3.2.12 Lack of training

Many of the problems with staff mentioned above were seen to be the result of a lack of effective training around mental health and domestic violence as co-existent issues.  This means that staff continue to be ill-informed about the issues, safe interventions, possible routes of referral and appropriate responses and to hold onto negative and incorrect stereotypes and prejudices about women experiencing domestic violence or mental distress.  Bearing in mind the immense power which staff hold in deciding what interventions and treatment a woman may receive, comprehensive and ongoing training is clearly essential.

3.2.13 Women’s fear

Some women’s fears about approaching agencies for support obviously may limit their chances of receiving safe and appropriate interventions.  This fear was thought to be caused by several factors including lack of knowledge of the type, location and response of existing agencies; fear that they will be sectioned or detained; concern that their children will be removed; and that their legitimacy, for example in legal proceedings, will be diminished.  Partial disclosure may be another tactic women use in order to receive some treatment but protect themselves against unwanted interventions.

3.2.14 Gender and Race

Many delegates felt that the gender and race politics of the mental health and domestic violence sectors limit the services that women can access.  Broadly speaking, the mental health sector was seen to be dominated by white men, particularly at a management level; and the domestic violence sector is predominantly staffed by white women.  The consequence of this was seen to be a general failure to meet women’s needs within the mental health sector, and a general failure (with some notable exceptions) across both sectors to meet the needs of women from black and minority ethnic groups.  Delegates described the additional cultural barriers of language, different constructions of what mental health means and the predominantly western psychological constructs which dominate the mental health field, among others, as critical barriers to accessing services.

3.2.15 Unsafe practice

Some current practices were described as unsafe by a number of delegates.  These increase women’s fears of approaching services and mean that inappropriate interventions are provided to very vulnerable clients.  Two key examples were given; the first was the involvement of family, in particular the perpetrator, in care planning.  The second was the use of mixed sex services which could include work with partners perpetrating violence or others who perpetuate additional verbal or physical violence.

3.2.16
Perpetrator issues:

As stated above, the power held by the abuser when a woman is experiencing mental distress is immense.  Often they are involved in care planning, have the power to section their partners and to administer or withhold medication.  Women’s mental health problems also provide a useful justification for a partners violence, de-legitimise her statements (particularly in a legal context) and reduce her chances of securing child custody.

4. Recommendations

One of the key aims of the Sane Responses Seminar was to look for positive and creative ways for the sectors to work together to provide a more effective service for their service users.  The suggestions below were made by speakers and delegates during the seminar:

4.1 Funding

Unsurprisingly, the need for additional resources and funding were the most commonly made recommendations at the Sane Responses Seminar.  In particular, it was felt that specifically targeted or ring-fenced funds, rather than patchy short-term funds which cannot support sustainable developments, would help to ensure the effective development of services across Greater London.

While additional resources were seen to be essential there were also pragmatic suggestions about how to maximise the funds currently available for domestic violence and mental health work.  These included assessing the effectiveness of current interventions and reallocating existing resources to more effective programmes, identifying shared outcomes, working together as agencies and sectors rather than competing for funds and obtaining small-scale funds for collaborative pilot projects which, if successful, could then be replicated elsewhere.

4.2 Training and awareness raising

After the need for additional resources, the urgent need for training was the most commonly cited recommendation to emerge from the Sane Responses Seminar.  While it was acknowledged that intensive training was needed in both sectors (mental health training for the domestic violence sector and vice versa) certain professions within the health sector, which were perceived to be male-dominated, were seen to be a particular priority.  These included targeted training for psychiatrists, psychologists, GPs, CP Teams and Accident and Emergency workers.  Outside of the specific domestic violence and mental health sectors delegates also suggested that social workers, the police and members of domestic violence forums also receive training in order to shift resistant negative attitudes.

It was also suggested that training should be formally integrated into existing training programmes and included as part of basic professional qualifications.  Accreditation of such training was seen to be important in order to ensure that any training developed is of a good standard and is given professional recognition.

The importance of consistency and clear core messages for training on mental health and domestic violence was also raised to avoid confusing and damaging myths and stereotypes being perpetuated.

It was proposed that the potentially high costs of providing such training could be reduced by facilitating cross-training where mental health agencies agree to train domestic violence agencies in return for reciprocal training.  Multi-agency training was also seen as potentially useful allowing an exploration of the reality of providing services in a multi-agency environment, giving each agency the opportunity to understand the position of others in terms of service delivery.

More broadly, it was felt that public awareness-raising was a critical part of the change process in order to shift the negative prejudice and stereotypes associated with both domestic violence and mental health.
4.3 Co-ordinated networking and joint working: complex issues need complex responses

While delegates acknowledged the numerous challenges of partnership working, this was also seen to be the most critical strategy needed in order to develop effective, holistic and inclusive services for survivors of domestic violence who also have mental health problems.  Networks and joint working were seen as a positive strategy at local, London-wide and national levels.  Several suggestions were made as possible ways to avoid competition and polarisation across the sectors:  

· Inclusive multi-agency fora with a focus on mental health and domestic violence, to include representatives from Primary Care Trusts, GPs, Social Services, Police, Housing, Education etc.  to meet regularly to share ideas, best practice and information. 

· Set up sub-groups on existing fora e.g. mental health sub-groups on domestic violence fora.

· Informal links between local practitioners. 

· Cross-sectoral placements or secondments.

· Sharing office space across the sectors.

· Facilitating multi-agency or cross-sector training.

· Developing shared outcomes. 

· Joint funding proposals.

· Regular seminars, workshops and other events to raise awareness and encourage networking at both a local and national level.

· Collaborative pilot projects.

· Identify domestic violence key workers or named contacts within each primary or secondary care unit, and mental health key workers in domestic violence service providers.

· Development of joint protocols and policies e.g. around assessment.

· Create directories and accessible websites of services to ease referral.

· Develop continuity of support services (both within individual boroughs and across Greater London).

· Build sustainable links when there is no imminent crisis.

· Develop shared understanding of terminology.

· Develop inter-borough contacts and referral systems.

· Providing centres or one-stop shops where a variety of professionals with different skills and expertise can work and be accessed including housing, women’s aid, social services, police etc.

· Develop integrated services where mental distress and domestic violence are addressed concurrently and packages of care are developed in partnership.

· Mutual understanding and respect

· Respect the creativity that comes from difference

4.4 Models of good practice and minimum standards

While there was much enthusiasm and energy for change expressed at the seminar, many delegates said that they were both unsure about how to develop safe and effective work across these two sectors and fearful of making potentially life threatening mistakes.  It was therefore seen as vital that existing models of good practice are published to prevent endless reinvention of the wheel.  In addition, delegates felt that it would be useful to develop a set of minimum standards for working across the mental health and domestic violence sectors, both to guide the development of new work and to ensure that any new developments have the safety of women as their guiding principal.   The need for mechanisms such as good practice and minimum standard guidelines and toolkits, workshops, seminars and training sessions at which these models of good practice and minimum standards can be widely disseminated across both sectors was also seen as critical.

4.5 Policy and protocols

As with the need for models of best practice and minimum standards, many delegates also suggested that there needs to be a clear legislative and policy framework to encourage positive change in practice across the mental health and domestic violence sectors.  This was seen as essential at several levels.  

Firstly, many suggested that individual agencies need to develop internal policies (domestic violence agencies developing mental health policies and vice versa) which provide clear guidance and a plan of action for clients with dual needs.  These should include mechanisms for screening, referral and joint caring for clients.  

Beyond this, it was suggested that local protocols between agencies in particular geographic locations should be established to ensure clear systems of referral and lines of responsibility.  In addition, confidentiality and information sharing protocols would have to be reviewed or developed, and multi agency strategies allowing for longer term planning and joint working created.

At a regional level (Greater London) it was felt that a co-ordinating body which could provide centralised guidance, model policies and training as well as lobbying for change at a national and government level would be useful to ensure consistency of standards and effective regional networking.

Finally, at a national level, delegates felt that there should be significant shifts in legislation and policy which address these two issues in tandem, the political will to push through legislative and institutional change, national standards or targets covering both sectors and a national champion to lead on this cross-sectoral issue and monitor change.

4.6 Victim led services

A key principal, which delegates wanted to see at the heart of any service development, is the involvement of victims / survivors in decision making processes.  The strong message which emerged from the Sane Responses Seminar is that it is common sense to involve victims / survivors in the planning and delivery of all services to ensure that their needs are prioritised and that services are relevant and effective.  While it was felt that some voluntary sector organisations are already attempting to work in this way, the statutory agencies were felt to be lagging behind in working in this way and needed to prioritise user-consultation on issues of service safety, accessibility and effectiveness.

4.7 Specialist services

While it was recognised that the principles of safe and effective work with women experiencing domestic violence who also have mental health problems need to be integrated into mainstream organisations, it was also felt that a cornerstone of good practice is the development of specialist services, rather than simply expecting women to find safe and relevant support and intervention in mainstream services.  Many delegates described women-only, women-focussed and women-led services as the ideal model with specialist staff who are trained across the domestic violence and mental health fields.  

In addition, specialist refuges providing a safe haven for women with low, medium and high mental health support needs were seen as critical as were outreach, advocacy and telephone support services.  Mentoring or buddying systems were also suggested as a way of providing targeted support for women who chose to remain in their own homes.  Finally, it was felt that the development of a more extensive network of effective perpetrator programmes was needed to ensure that the perpetrators of domestic violence are held accountable for their actions.  It is critical that such services are in line with the Respect minimum standards for perpetrator programmes (see http://www.changeweb.org.uk/respect.htm for details).

4.8 Empower clients

In addition to ensuring that services are client-led, many delegates felt that it was important to focus on supporting and empowering clients, highlighting positive role models and women’s achievements, and helping them to access services, challenge poor service delivery and raise issues critical to their needs as clients.  It was felt that individual assessments should focus on individual women’s strengths and seek to support and develop their self esteem in order to empower them to find the support and services best suited to their individual needs.

4.9 Information dissemination, sharing and research

Several critical issues were raised regarding information.  Firstly it was felt that the current lack of clear and widely disseminated information detailing the available services in both the domestic violence and mental health sectors limits accessibility for many women who might wish to make use of such services.  Awareness raising campaigns, information cards and directories of services were recommended as services to this problem.

Secondly, delegates felt that information sharing was a key issue in developing services across the two sectors.  As mentioned in Section 5.5, the development of information sharing protocols to ensure that staff in both the mental health and domestic violence sectors are clear about which information it is ethical to share and why they are doing it, was seen to be critical.  Confidentiality was seen as a cornerstone of such policies, particularly when deciding which information it is safe and appropriate to share.  Referral to another agency does not necessarily mean that all details have to be disclosed, but shared assessments and care-planning could be of great benefit to women service users.

Finally, the need for further information collection and research was highlighted.  It was felt that the limited research across the mental health and domestic violence sectors means that the links are often overlooked or denied.  A comprehensive body of conclusive evidence exploring the links between experiences of domestic violence and their impacts on mental health would help make the case to policy and decision makers, as well as funders, that services do need to be developed and improved.

4.10 Support for workers

While services clearly need to be developed and improved, this will inevitably demand much of front-line workers.  It is therefore essential that workers are provided with comprehensive training around the overlaps between domestic violence and mental health, as well as ongoing support and supervision.  Particularly because of the emotionally demanding nature of the work of both of these sectors, staff care plans need to be put in place to ensure that they have the time and space to debrief as well as the support they need to continue to provide effective services.  It was suggested that supervision for workers should come from both internal managers and another member of staff from an agency in the other sector (so mental health workers would receive peer supervision from a domestic violence worker and vice versa).  It was also felt that most agencies would require additional staff to make sure that existing workers have manageable case loads and working hours.

4.11 Prevention and early intervention

A theme which ran throughout the Sane Responses Seminar was the need for a greater focus on preventative and early intervention work.  In particular, it was felt that discussions of mental health should focus on general well-being and not just coping with crisis.  Almost by definition much of the existing work in the mental health and domestic violence fields is crisis-oriented due to cultures of acceptance and denial, and the frequency of inappropriate or ineffective interventions at earlier stages.  An example of this cited on the day is the frequency with which GPs prescribe anti-depressants, rather than asking patients about the cause of their distress and referring them to appropriate services.  Suggestions to improve preventative and early intervention work included improved training for both sectors to improve screening and identification of issues, public awareness raising campaigns and work in schools to educate both teachers and children around mental health and domestic violence. 
4.12 Think local

While national or regional interventions were seen to be useful, the most effective strategies were seen to be small-scale and locally focussed because services are so often delivered locally.  Suggestions for how to develop work locally included the creation of borough or regional strategies developed and owned by local agencies, mapping of existing local services, local referral directories, seminars, community champions, community based projects and services

4.13 Services for children

While the Sane Responses Seminar predominantly focussed on the safety and needs of women, children’s services were also felt to be essential both because women’s choices are affected by what is available for their children, and because of the effects of witnessing domestic violence or living with a parent with mental health problems on children’s own well-being.  In particular the provision of good quality, affordable and accessible child care attached to all women’s services was seen as essential.  In addition, specialist support services providing counselling and other interventions to improve children’s mental well-being were also seen as critical.  

Many women’s fear that disclosure of experiences of either domestic violence or mental health problems will lead to the removal of their children by Social Services was also highlighted by many delegates.  Effective, integrated children’s services attached to both mainstream and specialist women’s services could help to reduce this concern.

4.14 Communicate

The mythology and mystery surrounding both mental health and domestic violence services was seen as a core barrier to women’s access to services.  Many delegates at the seminar felt that clinical jargon needed to be replaced by straightforward explanations which both women service users and workers from other sectors could understand in order to demystify the services being provided.  It was also felt that shared understandings of terminology needed to be developed across sectors to ensure that women service users were receiving unambiguous messages about the intervention and treatment options open to them.

4.15 Challenging myths and stigma of domestic violence and mental health

The stigma attached to experiences of domestic violence or mental health problems still remains strong.  Many delegates identified this stigma as a central barrier to women’s access to safe and effective services.  It was therefore suggested that firm challenges to the myths which feed this stigma have to be built into all work across these two sectors through awareness raising, training and research which disprove myths.

4.16 Evaluation of current and newly developed work

Evaluation of existing or developing pilot projects which work across the mental health and domestic violence fields was seen as essential by many delegates.  It is only by gathering data and demonstrating the links between experiences of domestic violence and mental health problems, and the success of particular models of intervention that positive models for change will be accepted by mainstream organisations.

4.17 Understand domestic violence in its social context

As described in Section 4.2, the mental health and domestic violence sectors largely work from different understandings of the links between domestic violence and mental distress.  Delegates at the Seminar stressed the importance of working from a gendered understanding of the social context within which the power and control dynamics of domestic violence occur because this more accurately reflects the reality of women’s experiences.  This was seen as a critical cornerstone of safe and effective working.

4.18 Cultural awareness

The need for culturally specific services, as well as cultural awareness training for all services in both sectors was highlighted throughout the seminar.  This was seen as critical in order to ensure that all women, including those from black and minority ethnic groups, were provided with accessible and relevant services.  Planning for the provision of translated service information and trained interpreters was also seen as a critical part of equitable and accessible service delivery.

4.19 Positive screening

Many delegates felt that positive screening should be introduced in both sectors, for mental health problems in domestic violence agencies and vice versa.  However, they stressed that it was critical that such screening should not be implemented before all staff had received comprehensive training in the issues, appropriate responses and possible points of referral.

4.20 Flexible and creative service delivery

A key recommendation to emerge from the seminar was the need for greater creativity and flexibility in the way in which services are delivered.  Many felt that there was a huge need for more community-based services with opening hours which suited the needs of working women or mothers.  In addition, an increase in the number of outreach, advocacy and telephone support services were seen as essential.  These services need to be able to respond quickly to women’s needs and acknowledge that recovery and healing is not a process which can be rushed.  Interventions must be moulded to the needs of individual women, rather than prescribing a time-limited course of counselling or other action, provision must be made for ongoing support for as long as the individual needs it. 

The final, and essential, message which emerged from the seminar was that it is not acceptable to continue to use a lack of time and money as an excuse for not developing relevant and accessible services across the mental health and domestic violence fields.

5. The way forward

Since the Sane Responses Seminar in mid-March 2003, work has continued to try to ensure that the process of service development across the mental health and domestic violence fields continues.  This seminar report is part of that process.  

In addition a Round Table on mental health and domestic violence is planned for June 30th 2003 to bring together professional from both sectors to discuss the issues raised in this report and possible ways forward.  It is hoped that an ongoing Working Group will be established at this event to guide future developments and ensure that these twin issues remain and rise on service provider’s agendas.

We are also seeking funds to employ a full-time worker who could support the development of networks, research, training and a toolkit focussing on the links between mental health and domestic violence and models of good practice for interventions.

We would also like to secure funds to pull together the data from the Sane Responses Seminar and the Round Table event into a more comprehensive report backed up by a literature review and some additional research material.
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APPENDIX TWO:
Presentation by Farah Naz 
Slide 1: Working together for the same end?

A major goal for us here today is to help bridge the philosophical and service delivery gaps between the domestic violence and mental health communities.

Both the mental health and domestic violence sectors are working together for the same end when we are working with women and children affected by domestic violence; but both sectors have perhaps different routes to get to that end. Its not necessary for us to have identical approaches to achieve the best for our client groups but it would help if we were to improve our collaborative work. I will be talking a little a bit the need for collaborative work and how we can move forward. I will look at the following areas 

Slide 2:

· How are mental health and domestic violence linked?

· Why do we need to build models for collaborative working?

· Key barriers to collaborative working

· The future for domestic violence and mental health

To begin with lets look at some factors, which clearly show how mental health and domestic violence are linked. 

Slides 3, 4, and 5 

Some facts regarding mental health and domestic violence:

· Domestic violence is a factor of at least 1 in 4 suicide attempts by women

· The psychological facts of domestic violence can include low esteem, suicidal thoughts, dependence upon the perpetrator, feelings of hopelessness about the violence ending, a tendency to minimize or deny the violence.

· The impact of domestic violence has been found to have parallels with the impact of torture and the imprisonment of hostages.
· Abused women are more likely to suffer from depression, anxiety, psychosomatic symptoms, eating problems and sexual dysfunction.

· Women who have mental health issues are particularly vulnerable to domestic violence.

· At least 750 000 children witness domestic violence and it is thought that the majority of these children are at risk of developing mental health problems

· Studies show that 50% or more of women in touch with mental health services have experienced violence and/or abuse.

· 20% of women in England have some form of mental illness

· 1 in 4 women will experience severe depression at some point in their lives
· Depressed women are at risk of suicide

As you can see I am not presenting a long list of hard-hitting statistics, that is because we don’t have them. The obvious dearth of statistics results in the lack of strategic alliances, which would tackle identifiable need.

I would like to emphasise that in no way am I implying that a woman affected by domestic violence is synonymous with a person that has mental health issues. I am supporting the argument for democratic services in that women affected by domestic violence should experience equity by being targeted as people who may need to use mental health services. This means that pathways to care for such women must be created and domestic violence agencies have a central role to play here as agencies that engage well with women affected by domestic violence and so are well placed to act as referral agencies.

The link between mental ill health and domestic violence
So 20% of women have some form of mental illness - that’s 1 in 5. Most of us have some mental health issues whether we have trouble sleeping, get nervous before we do a presentation, have trouble making friends, find certain types of people difficult and then there are mental health issues which can have an impact on our lives such that we are not able to see things clearly or not able to carry out necessary tasks effectively. The more serious mental health issues are often diagnosed although today there are a few clinicians who are moving away from diagnosis.

There are a number of approaches taken to challenge mental health issues in the field itself. There are a range of professionals working toward this including psychiatrists, psychologists, psychotherapists, community mental health workers, occupational therapy workers, counsellors and more. Today, we will be hearing about the different approaches which mental health workers take. And you will note there is some dissension around which approaches or combination of approaches are most appropriate for different presenting issues which provides choice to women.

For women affected by domestic violence, for example, it is suggested by some that trauma oriented therapy along with peer support groups is perhaps the most appropriate psychological intervention. This is certainly something that has been largely agreed in the states through collaborative models, which have been set by the domestic violence and mental health sector. 

Still, most mental health workers would agree what is considered to be the causes of mental ill health. They would be as follows, 

Slide 6: Factors explaining the acquisition of psychological disturbance that are commonly accepted by most mental health clinicians are as follows:

· genetic predisposition

· physical disease

· developmental traumas leading to specific traumas (i.e. loss of a parent may be associated  with depression in later life).

· personal experiences leading to the poor development of adequate coping mechanisms (e.g. parents who provide poor models of how to cope with rejection)

· counter productive cognitive patterns, unrealistic goals, unreasonable values and assumptions learned from significant others

There is also broad agreement on factors, which are considered to precipitate mental illness, they are: 

Slide 7: Factors, which could precipitate mental ill health, include:

· physical disease

· severe external distress (e.g. loss of employment, loss of a partner, trauma)

· chronic insidious external stress (constant criticism or abuse from a significant other)

· specific external stress (that which acts on a psychological vulnerability)

As you can see it is acknowledged that domestic violence may have some significant impact on the mental well being of victims and survivors of domestic violence.

So, its clear that in order to deliver the most responsive and appropriate services we will need to build models which enhance service delivery. Perhaps to build models for collaborative working. 

Slide 8: Why do we need to build models for collaborative working?

Domestic violence can have serious psychological consequences and can also imply existing mental health issues

It has long been recognized that domestic violence has serious psychological consequences. However, collaborative models for addressing these issues have been slow to develop. This is due in part to the different perspectives of domestic violence and mental health service providers, and to the lack of an integrated framework that addresses both the social and psychological needs of affected women and their children.

Slide 9:  Joint working between domestic violence workers and mental health providers is important on different levels. 

Collaboration is important for the women and children affected by domestic violence

For women who may seek help in either system, having a provider who helps them assess their needs and who provides access to a full range of resources can only enhance the quality of care they receive.  As some women will feel safer and more connected with a mental health provider, others will feel more comfortable in a domestic violence environment. If clinicians and domestic violence workers are able to develop the trust and understanding necessary for good working relationships, they will better be able to help women affected by domestic violence to traverse those boundaries and to be safe, to heal, and to move forward in their lives.

Collaboration is important for providers as well. 

Mental health clinicians are less likely to feel overwhelmed by women’s need for safety or their need for legal support if they are working in partnership with domestic violence advocacy programs. At the same time, having clinicians who can assess the mental health needs of a domestic violence survivor and/or her children, provide treatment, or help negotiate the mental health system will only enhance the capacity of domestic violence projects to address the needs of the women they serve.

Collaboration is necessary for the development of effective models
It is essential to create and make available collaborative treatment and service delivery models that reflect the social needs as well as the psychological concerns of women and their children who are affected by domestic violence - models that address the trauma of both past and current abuse. There are a number of good practice models, which are not widely publicized as good effective models. Moreover, most that do exist have not performed evaluations to test for efficacy, due in part to resource constraints and because their aim is to deliver a project and not research based.

Key barriers to collaborative working

As expected there are barriers to collaborative working for mental health and domestic violence especially as the history and formation of each sector is so different; that is one has emerged from a grassroots movement and the other from clinicians.

Four key barriers emerge immediately when considering the development of collaborative models for mental health and domestic violence. 

Slide 10: Key Barriers

i. The needs of women using domestic violence services are increasingly complex.

As legal protections for women affected by domestic violence improve, women with greater resources are less likely to utilize domestic violence shelters. Increasingly, shelters are seeing women with the fewest resources - i.e., low-income women, refugee women, women who are forced into adapting secondary societal roles women by their cultural and familial norms, women who have been multiply-victimized as children and as adults. These are women who have experienced greater adversity throughout their lives, and who may be more vulnerable to the mental health consequences of abuse. Many refuges and agencies are already struggling with limited resources, and so feel unprepared to respond to the emerging complex needs of presenting women. There is also a growing awareness among domestic violence advocates of the need to address the traumatic effects of domestic violence on children and to provide longer-term services to support women in the community once they move out of refuges.

So as needs become more complex it becomes more difficult to consider building collaborative relationships which agencies do you build these with?  Schools, child support centres and so on.

Both sectors improving their ability to respond to our multi needs and multi cultural society resolve this. 

ii. Empowerment models versus clinical models?

Second, for some workers in the domestic violence and mental health fields there is an obvious difference in approach and sometimes these can be felt to clash. For example, some domestic violence groups are concerned about replacing an advocacy-based empowerment model with clinically-based approaches and interventions and for mental health workers they may have a similar concern.

While many domestic violence organizations do recruit mental health trained workers, more often than not, these staff members function as advocates rather than as clinicians.  More often than not it will be these clinically trained staff members who are more likely to recognize mental health needs and make referrals to mental health providers. 

Yet, routine mental health assessment of women entering domestic violence services remains a controversial topic. While many agencies screen for mental health problems, formal mental health assessment is not the norm, since women generally seek services to address safety rather than mental health issues. 

Moreover, mental illness is still highly stigmatized and is frequently used against women in child custody cases by abusers as well as by the legal and child welfare systems. Conducting mental health assessments for domestic violence workers may pose a threat to the nature of their advocacy empowerment model as well as possibly alienating and endangering vulnerable women.

Similarly, mental health workers may feel experience tensions and criticism in that their work may be seen by domestic violence workers as stating that there is something wrong with the woman and that the mental health worker is ignoring what really needs to be fixed i.e. a society that tolerates domestic violence. This can lead to not addressing real mental health issues.  The crisis-orientated work undertaken by many domestic violence workers is surely necessary as immediate safety, housing, economic and legal needs are of prime importance. This can prevent any longer term recovery and support issues sometimes assuming that all other issues will disappear once the issue of domestic violence is resolved. This is a dangerous assumption and can lead to prolonged mental ill health. Mental health needs should be picked up early in full assessments.

An important bridge is provided by trauma work emphasizing what has happened to a person rather than what is wrong with a person. 

iii. A recognition of limitations
Thirdly, there is apprehension perhaps from both the domestic violence and the mental health sectors toward working together. 

Some domestic violence workers may feel that mental health providers have not recognized the limitations of their own training in preparing them to understand and respond to domestic violence. Domestic violence workers also express concern that mental health approaches to domestic violence (e.g., diagnosis, medication, couples counseling) can be pathologising, create special risks for women and their children, and fail to capture and respond to the social underpinnings of abuse. 

Similarly, mental health practitioners and clinicians may feel that a lack of mental health assessments and expertise in the domestic violence sector can put their service users at serious risk. And mental health experts may also feel that the lack of psychological understanding of domestic violence constitutes a serious misunderstanding of it, which will not result in the eradication of domestic violence.

So, the occasional mutual minimizing of the importance of both domestic violence and mental health work is a major barrier to the delivery of an effective service for our service users. This is remedied by each sector delivering training to one another.

iv. Resources for collaborative work

Lastly, for the domestic violence and mental health sector to form joint working there is an urgent need for resources that will help them address these issues and for some time, both sectors have been operating under resourced.  Practitioners and workers need to receive reports, recommendations, training materials, and model protocols.

There are a number of questions, which we need to answer through dialogue and research like how to improve their responses to domestic violence survivors who have experienced multiple forms of abuse across their lives. 

The DOH has promised that this will be addressed through a number of new initiatives.

The future of mental health and domestic violence

All of us here recognize the need for working collaboratively. We all know that domestic violence more often than not results in disempowerment and disconnection from others. And so it makes sense that recovery would be based on the empowerment of the survivor and the creation of new connections. Traumatized women need their strengths recognized and encouraged and for this the mental health worker must have an understanding of the fundamental injustice of the traumatic experience and the need for a resolution that restores some sense of injustice. Similarly, domestic violence workers must recognize the need for mental health assessment and the need for specialized intervention where identified by mental health workers. Domestic violence workers would benefit from training to assist them to understand the traumatic impact of both current and past abuse and in recognizing when women have mental health needs that would benefit from clinical intervention.

DOH strategy papers, too, have acknowledged the need for developing services targeting women including women only community centres; the need for more talking therapies and the need for therapeutic interventions to be based on empowerment models. The NIMHE also plans to provide mental health provision for specific groups of women including women affected by domestic violence. We will hear more about this later. 

We need interdisciplinary working groups or committees that are examining the intersection of domestic violence, substance abuse, and mental health from the perspectives of various human service delivery systems. 

Slide 11: We would hope for:

· The formation of stakeholder networks and public education initiatives to address multi needs and our multi cultural society;

· The development of trauma-based treatment options and services;

· Education and cross-training (meaning domestic violence workers training in mental health and vice versa) of service providers; 

· The creation of policies supporting appropriate trauma-sensitive service provision;

· Efforts to consult with domestic violence workers and mental health workers and to learn from one another’s expertise. 

Certainly, the future looks quite exciting and can provide much hope for women affected by domestic violence; this all begins with the work that much of you are all providing and some of the pioneering projects we will be hearing about today. 

Thank you.
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Introduction

In October 2002, the Department of Health published its Women’s Mental Health Strategy: Women’s Mental Health: Into the Mainstream – Strategic Development of Mental Health Care for Women. This was the subject of extensive consultation over a three-month period. Currently an implementation strategy is being developed and is scheduled for publication shortly.

In January 2003 the National Institute for Mental Health in England appointed a number of Fellows. One of these was a Fellow for Violence Abuse and Mental Health. Its initial focus is on the mental health implications of child sexual abuse and domestic violence for services and professionals responding to child, adolescent and adult victims/survivors and abusers. Its first step is a scoping exercise with key individuals in the diverse sectors and fields associated with issues of violence and abuse. This presentation will discuss the opportunity provided by both of these initiatives to improve services for these groups and individuals.

Overhead on Child Sexual Abuse

Need to acknowledge the high level of prevalence and substantial under-estimate/under reporting, Girls are at greater risk than boys, intra-familial abuse more common in girls, whether the abuser is from within or outside the immediate family, majority of abuse takes place in the home.

Abuse is endemic within our society, with a high level of societal denial regarding the context and prevalence of violence and abuse, and a reluctance to use a gendered language obscures the reality, for example, it is minimised or denied that most male abusive behaviour begins in adolescence, and the close correlation between the risks of boy victims of abuse becoming abusers themselves. This is vital for early intervention, recognising and treating perpetrators who are also likely to be victims, whilst not exonerating them.

The biggest challenge is stopping abusers abusing. Currently the majority of attention and energy is on supporting and healing survivors.  The tendency to focus on serial paedophiles and their demonisation (particularly in the media), and emphasis on strangers, can deflect attention from where most abuse takes place, which is, whether it is child sexual abuse, domestic violence or rape, perpetrated by known men and primarily within the home.

Overhead on Domestic Violence

Currently there is a high level of cross-Government commitment to addressing domestic violence, greater user of the criminal justice system for perpetrators and tangible support for women and children. However there is also a danger that domestic violence is addressed in a vacuum, treated in isolation of the whole spectrum of violence and abuse, whereas domestic violence is one aspect in the continuum of abuse.  There is also an issue of hidden abuse and violence within minority ethnic communities, traditional cultural norms make it very difficult for women to speak out.

Overhead: Sexual violence & rape

Overhead: Continuum of abuse

Understanding the continuum of abuse and violence is a critical factor in tackling the root causes of mental illness in these areas. At the same time it is important to acknowledge the impact of the abuse and extent of recovery for girls and boys, men and women. This is dependent upon many factors:  nature of abuse, the length, severity, relationship of abuser to the victim, extent of impaired attachments, having experience of a safe, validating environment subsequent to the abuse. The Women’s Mental Health Strategy identifies a whole range of risk and protective factors.   However, there is also a need to confront some uncomfortable realities using a gendered language.

Where men are concerned, whilst no-one would suggest that all abused boys become abusers, the aetiology of sex offenders indicates that experience of childhood sexual abuse - particularly with added factors of physical abuse and witnessing domestic violence - creates a significant predisposition.   They are more likely to externalise their rage, pain and sense of injustice, deal with their damage and distress very differently to women; and can find it hard to disclose their own abuse. Similarly whether sex offenders abuse children within or outside the family, there is also a greater likelihood that they are also abusing adult women, one study found that 20% of sex offenders were also rapists

Indicators are that men committing domestic violence may also be directly abusing their children as well as abusing their children by the witnessing of domestic violence:

· Research by Hester worked with all children accepted by NSPCC over 2.5 year period, 75% involved child sexual abuse, of those over half also involved domestic violence..

· DoH study (Farmer and Owen), children on child protection register, domestic violence featured in 40% of CSA cases and 60% of physical and emotional abuse/neglect.

· 45% -70% of children whose mothers were abused suffered direct abuse.

Women tend to internalise their pain (evident from mental ill health implications) and very rarely become abusers themselves.  Again it is important to acknowledge that not all survivors of child sexual abuse re-experience abuse in adulthood or enter into abusive relationships. Women who experience domestic violence may not have been abused as children.




But there is also a need to recognise and be able to respond to the real potential for revictimisation within the continuum of abuse and violence, and also not to forget the link with pornography and prostitution (severe form of abuse and exploitation of girls, young women and boys). It is important to acknowledge the nature and extent of revictimisation but in a context that recognises the strength, courage and resilience to survive of women with these experiences, and, given the right therapeutic environment, their capacity for recovery

Whether women are revictimised may be dependent on the severity and sustained nature of the abuse, family context, other deprivation factors such as not being provided with a safe, validating environment to learn to trust, gain a sense of identify, build their self-esteem and the space and support to heal.  Many women have experienced abuse as 'looked after' children subsequent to abuse in the home. This can all result in self-blame, self-punishing and self-destructive behaviours such as substance misuse and self-harm.

What is needed is to prevent further abuse and maintain women's and men's mental health through:.

-
early therapeutic intervention of proven effectiveness for victimised children

· effective support and treatment for adolescent and adult survivors including abusers

Overhead: Impacting on their physical and mental health (CSA)

In terms of women internalising their pain: impact on their mental and physical health, tend to have longer hospital admissions, higher rates of prescribing, more severe symptoms.  With domestic violence, depression/anxiety/PTSS, mortality from their injuries and suicide - studies indicate high prevalence of abusive experiences in women who overdose, for example of a sample of 257 women admitted with overdoses over a 12 month period, 72% had experienced some form of sexual abuse, 51% attempted/ actual penetration.

All studies indicate that it is not unusual for 50% or more of women in the mental health care system to have endured childhood sexual abuse and up to 70-80% when inclusion of violence and abuse in adulthood

Overhead:  'Hidden' re-enactment of abuse

They enter a mental healthcare system which largely fails to recognise the nature and extent of these experiences and underlying causes of their distress. In this context coping mechanisms are misinterpreted, the context of abuse ignored and therefore women cannot recover or deteriorate further.

Overheat: Retraumatisation

Particularly women who are detained under the Mental Health Act (very few voluntary patients now) can feel a tremendous sense of powerlessness, lack of control, not being listened to, experiences remain unvalidated.  This can retraumatise women, having things done to you which you may not want, having no say over what happens to you.  

Overhead: Issue of safety

The issue of safety is a fundamental right of everyone in the mental healthcare system, but women in particular are vulnerable to coercion, intimidation, abuse and even rape. Issue for all women, many of whom would prefer women-only settings, but particularly for survivors of abuse alongside older women, lesbian women and women from different cultural backgrounds.   The re-introduction of mixed wards in the '60s was to 'normalise' the inpatient environment but one can't replicate the outside world.  As one woman service user said "when you are at your most vulnerable, what is normal about sitting down to breakfast with a group of men who are strangers in varying states of undress'.  

Overhead: What women are saying

Overhead: Women's quotes

There is a high level of government commitment to tackle these issues with regard to women's mental health and to address inequalities in the mental healthcare system, of discrimination and disadvantage.  Increasingly there is a stronger women service user voice plus champions in the field, women and some men, that women’s issues should be properly addressed. These include:

· Safety, empowerment, choice, overwhelming sense of not being listened to, women want less medication, more talking therapies, thoughts/views/experiences validated, recognition that their vulnerabiltiy is not rooted in their biology, but in the social and family context of their lives, choice gender of key worker, value strengths and abilities, etc

Generally women feel that too much attention is focussed on their problems rather than their resilience in surviving painful experiences, their capacity/ability to recover.

Approach Adopted in the Women’s Mental Health Strategy:

The underlying message of Women’s Mental Health: Into the Mainstream is that women have specific needs that have been poorly met and the need to provide equity of service to all. Gender differences in women and men need to be recognised and addressed and become integral to every aspect of mental health care. This is the first time the notion of 'gender' has been introduced to national mental health policy, and the gendering of policy and practice is necessary in order to meet the needs of women and men service users.

Overhead:  Gender Sensitive Framework

Into the Mainstream provides strong evidence to demonstrate the need for a gender sensitive approach to mental healthcare services which gives due regard to known and potential gender differences in relation to the following:

Economic and social context 

Gender inequalities in income and wealth, women are much more likely to live in poverty (two thirds of adults living in poorest households are women), twice as many women economically inactive, twice as many men in full time employment, women employed part time, half in low paid sectors. Women experience tension and stress caused by having competing and often unsupported multiple roles and responsibilities: mothers, carers, partners, and breadwinner. Low societal status and value placed on women's role in family, potential negative impact on women's self-worth, can contribute to mental ill health.

Childhood/life experiences

Women are more vulnerable to social isolation, higher levels of poverty, lone parenthood, lack of mobility (fear, out in community), longer life expectancy. Major life experience: impact of violence and abuse.

Consequent vulnerability

High level of prevalence, with differences in presentation and occurrence, roots of mental distress, different pathways into and out of services. 

Delivery of appropriate care, treatment and support

Different presentation, different pathways, different treatments required.

Overhead: Gender Specific Services

Overhead: Priorities from consultation period of three month

Overhead:  Priorities for WMENTAL HEALTHS Implementation Guidance

Overhead:  Addressing Violence and Abuse

Focusing on Violence and Abuse in the Women’s Mental Health Strategy Implementation

The Women’s Mental Health strategy provides the evidence base for violence and abuse as areas of serious neglect, and the need for this to become a core mental health issue, and it outlines ways forward for mental healthcare services in this regard. The immediate priority is to ensure that all essential elements are put in place so that violence and abuse can be addressed on a routine basis in assessment and care planning processes.  

In terms of inter-agency working, with domestic violence, involvement in domestic violence forums, Area Child Protection Agencies, Sure-Start schemes etc; voluntary sector services that work with survivors of child sexual abuse, housing regarding the need for safe accommodation.  There is also great importance in early intervention in primary care services.   

Staff need training particularly in ways of asking about abuse, making women feel safe and to trust enough to disclose, and be constantly vigilant to the possibility of disclosures at any time during the care planning process, not just at the assessment stage.

Staff also need to establish an understanding that violence and abuse can be a contributory factor to many if not all presentations. Mental healthcare tends to look at different presentations separately, eg self-harm, eating disorders, peri-natal mental ill health, substance misuse. Need to appreciate the complexity of distress, that there is more that links these symptoms than divides them, that they can all be secondary symptoms of primary distress located in women's experiences, notably childhood sexual abuse and domestic violence.  

In developing appropriate therapeutic interventions, services should value the expertise of the voluntary sector; consider the involvement, learning from these therapists and counsellors who have been working with survivors, often for many years.

Staff support is important as staff may themselves be survivors, in one service 30% of nursing staff had some experience of abuse, which they may not have fully addressed.

Addressing Violence and Abuse through the NIMHE Violence Abuse and Mental Health Project

The aim of this project is to focus in policy and practice on tackling the root causes of mental illness in child sexual abuse, domestic violence and sexual violence. This will involve bringing together and building on existing work which has been developed largely in the voluntary sector by women’s organisations and children’s charities. This in turn will inform policy development, improve practice and support service development. In particular, the focus will be on ‘getting it right in practice’ and what is known to work for women and children victims of domestic violence, sexually victimised children and adult survivors of child sexual abuse, and abusers.

Catherine Itzin and Liz Mayne

National Institute for Mental Health in England

May 2003
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I’d like to begin by saying how pleased and excited I am that this conference is happening and that we have this opportunity to discuss together the mental health needs of women who are affected by domestic violence.  This has been an important gap in service provision for some time which an event like this can only help to further highlight.

I am also very pleased and a bit apprehensive to have the chance to speak to you today about the person centred / humanistic services that have been developed at Woman’s Trust because these services have been very successful and are helping women to make important changes in their lives.  From our experience and monitoring so far we believe that the development of the service based upon these models and the effects we are seeing for women in these circumstances are highly significant.  We very much welcome the opportunity to open up a discussion about what works, what doesn’t and share experiences.  Woman’s Trust has developed this model through a careful process of listening to what women tell us they need, together with the fairly vast amount of information and research that is available on this subject, and the knowledge and expertise of workers with many years experience of this area.  Of course there are many approaches but from the point of view of the client, which has to be our focus, this approach has had some very encouraging and effective results, more of which I will tell you about later in my talk.

I only hope I can do the subject justice, when I sat down to write about it I began to realise the enormity of trying to explain something in 15 minutes that has developed at Woman’s Trust over an 8 year period and by the founders of these models no doubt over many years – so it has not been an easy to write presentation but I will try to do my best to provide you with what will be a brief overview of this work and approach.

I’d like to preclude my talk by saying that when I refer to women I will be referring to women affected by domestic violence – this is to prevent me having to repeat the phrase endlessly during my presentation and also because I might repeat it so much it could be all you remember afterwards.

Anyhow, I would like to start by giving you an introduction to Woman’s Trust’s services and a bit of history of our development, as the fact that we are client-led and person centred / humanistic is no accident.  I will then look at some of the key issues that have affected service development at Woman’s Trust and finish by showing where the person-centred humanistic approach links in.  I’ll finish by reading some testimonials from women who have used Woman’s Trust’s services which will illustrate much better than I ever could what Woman’s Trust do for the women who use them.

Woman’s Trust was founded in 1995 by a group of local women including counsellors and therapists in response to requests from women affected by domestic violence for accessible, appropriate and supportive counselling and support services. Woman’s Trust is a woman-only woman-led specialist service provider and our aim is to empower women to make healthy choices in their lives and to live free from violence and abuse.  All Woman’s Trust services have been set up in response to what women have told us they need and what works for them.

Woman’s Trust provides person-centre / humanistic services, including one to one counselling, weekly support groups, self-development workshops and referral to a wide range of service providers for women in London.  We also provide childcare and a hardship fund to help with travel costs, WT services are free or low cost depending on circumstances and are primarily for women in the London area although we receive enquiries from women all over the UK and are able to provide some information on services for women UK-wide.  Woman’s Trust also provides domestic violence training to professional workers in the public and private sector both in-house and an extensive programme of individual training days.  My own training has been as a counsellor and Humanistic Integrative Arts Psychotherapist and I have worked with the issue of domestic violence and other issues affecting women since 1990, the last 4 years being at Woman’s Trust.

So to start with why do women need a person centred humanistic service like Woman’s Trust?

Woman’s Trust came into being because women described a gap in service provision and that was their difficulty in finding good, accessible and supportive counselling services.  So it was obvious from the beginning that there was an area of need which for the following reasons was not being met elsewhere, and I may add that women still do experience all of the following difficulties.

Domestic violence is not an easy subject, it is not something that is comfortable to talk about and its something that we can prefer to keep at arms length, but it is we know from the statistics very common.  It can and does happen to any woman no matter her background or status, it also involves a great deal of violence, and this is often not actual physical violence and fear and comes not from a stranger but from a person who is close and intimate.  There is still a great deal of stigma attached to the subject, for many years our response has been to hide domestic violence, or to believe it happens only to a certain kind of person or that it is somehow provoked – none of which we now know, thanks to the research and work of agencies such as Woman’s Aid, to be true.  In addition recent research shows that if women are supported, believed and given a positive response they are more likely to access services that can help them and their children escape violence and abuse.

So we can conclude from this that the response of others to women’s experience of domestic violence is a very important factor in considering the kind of service that can meet her needs.

What do women tell us the response is when they look for help?  One of the most common questions asked both to women and to those who work in this sector is ‘why does she stay?’ or ‘why don’t you leave – you must be mad, stupid etc. to put up with a situation like that?’  Because awareness of this issue can be low for the reasons I have just touched upon and training is sparse, when disclosing their experience of domestic violence women are often made to feel responsible and somehow to blame for the situation.

A belief that is in many, many cases reinforced by the partner who is committing the abuse.  A very high percentage of women using Woman’s Trust services report that they have been told by their partner that they have provoked the abusive behaviour and many women tell us that they do feel to blame for their situation.  An important part of our work is to help women explore these damaging messages in an environment where they will not be reinforced.

Far and away the most common and disempowering aspect of an experience of domestic violence for women is that of feelings of self-blame and the judgement of others including those to whom she may turn for help.  This was an important consideration in Woman’s Trust development of services.

Besides being believed and supported there are some other important aspects of this particular issue.

Women often find themselves caught between their family and friends and the abusive partner – their family and/or friends who want her to leave because they fear for her safety and cannot bear to witness the abuse and her partner who threatens to kill, maim or otherwise damage her if she does.  What is she supposed to do and who can she turn to for support bearing in mind the very real risk to her personal safety?

At Woman’s Trust the role of the counsellor is seen as key to how successful she will be in accessing the help that she needs because the counsellor and her counselling sessions may be providing the only opportunity that she has to look at her options without being judged or pushed in one direction or another.  The counsellor may be the only person who is actually listening to her and if you consider the reality she faces it is obvious that what she needs is once again empathic and positive support.

In addition to this it is vital to look at the reality for clients in this area because the reality is that women can loose their lives, can end up disabled, maimed or damaged.  In a domestic violence relationship personal boundaries are eroded on a daily basis and although a lot of excellent therapeutic work can be accomplished in sessions counsellors need to have awareness of the dangers, be able to provide practical safety planning and reinforce boundaries where she feels that the situation is unsafe for her client.  This is part of the counsellor’s role at Woman’s Trust and we see this as congruent to a person-centred humanistic approach.  Safety planning is addressed in the first assessment stage or even at the point of contact, for instance on the phone if we become aware that the client is in danger.

There are a number of myths associated with domestic violence but one that is worth attending to in the context of counselling services is the powerful myth which can affect attitudes from many professionals to women seeking help.  This is that women affected by domestic violence attract partners or are attracted to partners who will abuse them.

Research has shown the contrary and women who have had an experience of abuse or witnessed abuse as a child are no more likely to have an abusive relationship as an adult.  Many of the women who use Woman’s Trust services tell us that they have never had a previous experience of an abusive partner or another related experiences.

Which leads us to look further at the dynamics involved in domestic violence which are as many of you will know power and control – women affected by domestic violence experience a partner who is abusive and controlling, who uses their power in the relationship to disempower and subjugate them.  Women describe many different ways in which they may experience this, physical, psychological, emotional, sexual etc but the underlying dynamic is that of control.

Women often go to many lengths in order to adapt to suit their abusive partner – for instance changing the way she dresses, the friends she has, the places she goes to, her job, her studies etc the list could be endless but all of this behaviour is part of the belief that if she could somehow do it right she could prevent another violent and / or abusive incident.

To offer opportunities for women to come to terms with and heal from their experiences they need to have experiences where they are in control, where they receive a positive response which is not conditional and does not require them to adapt their behaviour in order to receive it.  So this was another key aspect in the thinking when Woman’s Trust was developing services for women.

So, this leads me to my next point which is this – there are other counselling services – do women need specialist services?

Woman’s Trust works with women from every walk of life, some living in abusive and violent situations, some living in refuges, some who have resettled having escaped a violent relationship.  Women tell us that another difficulty they face is the fact that should they have managed to leave and resettle their family, friends and often professionals involved find it difficult to understand why they may continue to experience emotional and psychological problems – after all the problem is now behind her – isn’t it?  But it is actually at this time when women resettle or start new relationships that issues and experiences that have been shelved often resurface.  

Whilst women are escaping violence they are coping with many crises, pressures and changes which do not allow the space or stability to explore what will be for many very disturbing and distressing memories and experiences.  Women report, at the point when they have resettled or embarking on a new relationship, feelings of severe depression, anxiety, abandonment and grieving with very few places where they could safely explore and come to terms with their experiences.  In some cases women are suffering from post traumatic stress disorder and some also can develop more enduring mental health problems should they not be able to access support.

Many free and low cost counselling services that women attempted to access have very long waiting lists, counsellors are often not familiar with the issue of domestic violence and how this affects women.  Domestic violence is usually not included as part of psychotherapy and counsellor trainings and women tell us at Woman’s Trust that this has had a significant effect on their experiences of counselling.

Other free counselling services such as those provided through the NHS were not always able to provide the support that women need.  At GP surgeries counsellors can only offer a limited number of sessions, they may also be male.  Women tell us that they have found counsellors unfamiliar with the issue of domestic violence and that they did not feel safe enough therefore to explore their experience.  Some women have completed an entire programme of counselling sessions without having ever discussed their experience of domestic violence at all.  There are other issues which also prevent women using these services, as clients have told counsellors:

“Several of my clients were too ashamed or worried about confidentiality to go to their GP for a referral, since this was often the same GP who would see the rest of their family and their neighbours.  Some of my clients had fled to refuges some distance from home and had thus been cut off from their usual support networks.  A few of my clients had attempted to get counselling from other sources but were waitlisted, disappointed in the service, or unable to continue for financial reasons.” – WT Volunteer Counsellor.

The Woman’s Trust Model

The model that Woman’s Trust has adopted is based on a person centred / humanistic approach.  As most of you will know the person centred model was developed by Carl Rogers and in this model the core conditions are the counsellor’s unconditional positive regard toward the client, empathy and congruence.   The counsellor comes from the stand point of belief in the clients own ability to explore her experiences, to interpret them, gain insights and solve problems, the client is the expert and within her lie the answers that she seeks.  The humanistic approach is an amalgam of various psychotherapeutic approaches with the fundamental belief in the clients instinctive and natural urge towards good health and that which is life enhancing and beneficial.  In both of these approaches it is the role of the counsellor to provide an authentic, warm and genuine relationship with the client to enable the safe exploration of her experiences.  The therapeutic and healing opportunities are provided in the clients and counsellor’s journey and work together, which is seen as a joint undertaking.

What women tell Woman’s Trust they need

Women are often made to feel responsible for the situation and experience very high levels of self-blame and criticism.  An important part of our work is to prevent reinforcement of these damaging feelings and the person-centred / humanistic approach enables us to do this by empowering the client and building up her confidence in her own abilities and insights.

Domestic violence damages self-confidence and self-esteem, women’s experiences are often over extended periods of time i.e. ten years plus.  During this time the ongoing abuse and violence can cause women to lose belief in their own abilities to be self-determining and autonomous.  The person centred / humanistic approach makes it clear to the client through the use of unconditional positive regard that the counsellor has faith in her ability to find the solutions that are right for her.  This in turn offers the client an experience in which they are empowered and builds up confidence and self-esteem.

Women have also told us how important it is to them that the counsellor responds in an authentic way, that the counsellor believes her and supports her choices even if these are not those with which she agrees.  This is congruent with the person centred / humanistic approach.

Women tell us they need a real relationship with the counsellor and that the counselling needs to provide an experience of a different, warm, creative and supportive relationship.  Women described experiences where they said that the counsellor ‘didn’t talk to me’ which they felt did not help them to explore their experiences.  This could also link to the very high levels of judgement that women experience from others.

I would like not to conclude with what clients say Woman’s Trust services are doing for them which is key to our belief in this work in this particular area, a belief that we were very pleased to have acknowledged when Woman’s Trust won the Community Care Award in the Mental Health category in 2002, and this I think illustrates why:

“I had been involved in a destructive relationship with a man that beat me up, tortured me physically and mentally … I was so frightened and terrified I couldn’t see another way out than suicide, eventually in total despair I managed to run away – he kept threatening me, I was convinced he was going to kill me … I sunk into the worst depression, a state of mind that separated me from the real world as a prison would do but with no way out.  This went on for almost one year, the depression and the panic attacks … were getting worse, so I realised that I couldn’t make it on my own, that I needed help to move on from there, to overcome that experience, only then I had the courage to phone Woman’s Trust.

I have been in counselling for a few months now and I feel already a different person to the one I was when I started.  My counsellor helped me so much, I was in need to talk about what happened, to free myself from that monster that was still growing inside myself like a tumour.  She helped me and supported me in those very difficult times in which I had to go back to those horrible memories.  I could not have done this without her, I was trapped in those painful memories as in a cage … I can now see why that happened to me and overcome my guilt, and I can also stop worrying about ending up again in a destructive relationships because I know now where that self-destructiveness was coming from.  I can see everything much more clearly now and I stopped feeling guilty for what happened.  I am positively dealing with my difficulties in relationships.  I started making plans from my future, setting priorities and working in order to achieve what I believe are the best things for myself.  I have now much more self-esteem than I ever had, I am learning how to look after myself, to recognise my needs and my desires and to value them, I wouldn’t have been able to get to this stage of my life on my own.  In all my life this is the best thing I have ever done, I feel like I am renewed.  It has been very difficult at some points and of course there are still many things that I will need to work on … but I am definitely on my way up!  And it feels like I am in charge of my life, for the very first time.”

“My boyfriend had become physically and verbally abusive towards me.  I was not able to out or see any friends as it would make him angry.  I felt very isolated.  I also had a miscarriage and felt that I could talk to no one.  I thought everyone would think I was stupid for staying with him, but I thought it would stop soon.  I felt quite desperate.

I went to counselling.  I felt responsible for what happened because he was blaming me, I needed to know it wasn’t my fault.  I needed to talk to someone who wouldn’t tell me I needed to sort my life out.  It helps to know other people are in the same situation and that you’re not a freak.

I realised that bad things happen to people no matter who you are,  I think I can give more support to friends who need it as I feel stronger than I ever did.  I don’t feel like everything is pent up inside and I feel less angry towards other people.  For the future I know most people can come through bad times and end up more positive so even if something similar or worse happened I can get through it.”

APPENDIX FIVE:
Susan Austin: Clinical Services Manager: Women’s Therapy Centre

I am not going to give a case study as such, but would like to spend a few minutes talking about the contribution the psychoanalytic approach can make to thinking about domestic violence. I come from the Women’s Therapy Centre in Islington, a voluntary organisation which sets out to meet the individual and group psychotherapy needs of women who might not otherwise be able to obtain this kind of help. It is a self-referral service, with no catchment area restrictions.

I must stress that psychoanalytic therapy is not an alternative to other kinds of interventions and approaches to the complex problem of domestic violence, but it can be seen as an additional tool which may be of help.

In addition to the clinical work that goes on in the consulting room, this kind of thinking can be applied to work in other settings. For example, at the Women’s Therapy Centre, in addition to offering group and individual psychotherapy, we also consult with other agencies, such as a women’s refuge, for whom a psychodynamic perspective can support their more “hands on” work.

Psychoanalytic psychotherapists tend to focus on the internal world, as opposed to the external world.

This is not to dismiss external realities which it would be mad not to acknowledge: that domestic violence goes on and this requires interventions from a variety of disciplines. The psychoanalytic approach offers a particular way of taking seriously and developing with an individual a detailed understanding of their internal world, while acknowledging that external realities are at play. I should add that the Women’s Therapy Centre does not have an approach which is specifically designed to address issues of domestic violence, but rather we feel we have a conceptual and clinical framework which can help to contain and make sense of the experience of female clients who find themselves entangled in abusive relationships. 

Perhaps I should describe what I mean by internal world. Put most simply, it is the world inside each of us. It is too easy to equate the external world with objectivity and the internal world with subjectivity, as after all we all experience and make sense of the world around us by reference to what we have inside ourselves. 

It is crucial to bear in mind that what we carry inside us is unconscious as well as to some extent conscious. So what we make, for example, of being on the receiving end of violence in an intimate relationship, will depend on the internal world, with its particular history, climate, and ways of relating to oneself and others, which evolve from the very earliest in life of which we are not necessarily aware. A depressingly high proportion of the women we see have been subjected to emotional, sexual or physical abuse in childhood and no one will be surprised to hear that this will often emerge as a profound influence on their adult relationships. 

So when is psychotherapy indicated? When history seems to have a way of repeating itself, for powerful but unclear “internal” reasons. People sometimes arrive in therapy with an idea of this. They may have noticed patterns over a long period, and for example have begun to wonder whether they somehow play a part in getting into situations which are contrary to what they know to be best for themselves. Or sometimes people present because they feel stuck with an irreconcilable conflict: for example whether to stay or leave a relationship. 

Put in the barest terms, this kind of psychotherapy is about having help with one’s thinking, with the emphasis firmly on holding out for developing an individual’s own resources, rather than the therapist imparting advice or pearls of wisdom.

In this kind of work, the therapy relationship is the primary resource.  It’s certainly a relationship which differs from others, unfolding as it does within an unusual setting and boundaries, which permit close observation and commentary in the consulting room of the ways in which an individual is relating or functioning. 

For example, in a case which I am supervising, a woman came recently for assessment with a very violent relationship with her husband as the presenting problem. She expressed an anxiety at the outset that a therapist would tell her she should leave her husband. So rather than simply reassure her that this would not be the case, as therapists are not in the business of giving advice, my colleague was able to comment on the way this very troubled individual finds it hard to know her own mind at the moment, and tries to keep the peace internally by lodging a bit of her own thinking, namely the idea that she should leave, in someone else.

This exploration of the fine grain of what emerges in a session, whether as a general trend or from moment to moment, provides the first hand evidence for therapist and patient alike, which can form the basis of new thinking about other relationships, past and present.

The emphasis in psychotherapy is on thinking, putting things into words and developing insight, as opposed to things finding expression through actions or behaviour. The presenting problem will not necessarily turn out to be the main focus of the work, once underlying factors become clear. For example, in the case of the client who came with the anxiety that the therapist would tell her to leave her husband, it soon emerged that the difficulty was not one of the two-person relationship of the couple, but of a three-person relationship, with her mother in the picture as well. The focus soon shifted to profound difficulties around separation between mother and daughter, in which the client was completely entangled with really no awareness. So in a sense things began to be put back where they belonged, and in this case there were even some signs of relations becoming less volatile within her marriage.

While it ‘s true that arriving in psychotherapy can be a relief, as acute anxiety can get contained early on, it is not a quick fix. The standard contract at the WTC is 2 years once a week, with the occasional possibility of offering 5 years or twice weekly sessions. This is a balancing act between meeting clinical need and meting out limited resources. 

If we are holding out for lasting psychological change and development beyond the duration of the psychotherapy, there needs to be an ongoing and substantial emotional experience of a different kind of thinking, relating and working through within the therapy relationship over a period of time. After all our clients tend to be up against a lot internally (as well as externally), and the ways they have of relating to themselves and others, including their particular repertoire of anxieties and defences which come into play in relating to themselves and others, will have taken their particular shape over a lifetime for very good reasons.
APPENDIX SIX: Rose Christie: Maya Centre 

Who are we?

· The Maya Centre was founded 18 years ago as Islington women’s Counselling Centre.

· We offer a free counselling service to women who meet our criteria which targets women who have very few external resources:

· They must live locally, on a very low income, (most are living on benefits), have no experience of longer term counselling and not have a degree level education.

· We provide a free crèche facility, as many of our clients are mothers with few contacts in the community.

· We can offer up to 12 months individual counselling and we have an extensive range of group work available.  

· We can offer women some choice in the ethic origin of their counsellor.  At present we have counsellors from Turkish, Somali, Irish, Afro-Caribbean, Bengali, Jewish and White British backgrounds.

· We work within a psychodynamic/psychoanalytic framework.

· We are a women only organisation.

Who do we serve?

The Maya Centre was set up with the aim of providing a professional therapeutic service to the deprived women of the local community and this we still do.

Why use a psychodynamic model?

The Psychodynamic model acknowledges that each of us is, in part, a product of our own individual history.  How we relate to others as adults is profoundly influenced by our earliest experiences with those who cared for us and the environment, social and cultural setting, in which we lived.  We live both in our external and internal worlds.  The idea of the unconscious is central, as it is powerfully influential in determining how we perceive ourselves and others and the world around us.  The way in which we relate to others is a product of our early relationship patterns and experiences and the echoes of these are present and active in our adult relationships.  Psychodynamic counselling offers the possibility of exploring and understanding these patterns and their origins in the context of a secure and safe setting.

Most of the women who are referred to our project are at the very limit of their capacity to cope and continue with their lives.  Many have been exposed to violence and abuse from their first months of life.  The majority also have some history of inappropriate or abusive sexual experiences in childhood.  Of the women seen within the Insight into Violence Project about 15 % have been forced to work as prostitutes, many are referred following attempted suicide and a third are long term users of the mental health system. Common presenting issues at the time of referral are recent suicide attempts, self-harming behaviours, self-neglect, substance abuse, and experience of emotional difficulties in relationships with others, including the mothering of their children.  All the women within the project have suffered violence as a major aspect of their relationships.  They come seeking emotional support and often with a great need to understand why they have, as adults, chosen relationships within which they have been abused.  

At the Maya Centre we believe that psychoanalytic theory with its long established and constantly evolving depth of thinking about the origins and impact of deeply traumatic experience on individuals provides the most helpful ways of thinking about working with the women we see. 

When working with this level of trauma it is important to make an initial careful assessment of each woman's needs and ask the question, ‘what can we expect to achieve within the constraints of what we can offer’.  Our experience is that a surprising amount is possible if the woman is at a point where she is able to engage with the process.  I would see this process as having 3 phases, each of which has its own intrinsic value.

The first of these is to seek to engage and make a connection with the woman in a way within which they feel respected and valued.  

The second, to begin to identify and highlight each woman's strengths, often these have become taken for granted or dismissed as not being important or real capabilities.  One of the most common scenarios in the counselling room is one in which something good can be identified by the counsellor and described as such to the client who then denies, attacks and actually attempts to destroy its reality.  I would think of this as stemming from long established experiences of having been seen by others in a negative way and this view then becoming that of the woman herself.  It is often the whole of my work to enable a woman to allow herself to feel good about one perhaps quite small aspect of herself.  

But for some women a third level of exploration is possible.  This is one within which a woman can begin to become aware of her own aggressive impulses and explore how she relates to this part of herself.  If she can begin to allow herself, first to acknowledge that this is part of how she can feel and accept this, then she can begin to free herself to feel her anger as a positive force related to her ability to defend herself and her children rather than a destructive, negative force with which to hurt and control others.  

Here I have omitted a piece of clinical work with a client for reasons of confidentiality which was given as part of the verbal presentation.

How do we reach women in violent relationships?

The Maya Centre has a strong, long established network of links with other services within the community.  These include GPs, and the whole range of mental health service providers.  Approximately 75% of the total number of women referred to our service fit into the remit of the work of the violence project and a large proportion of these are victims of domestic violence.

In addition to our regular referrers we have a special active and ongoing relationship with the Woman’s Aid services in the Borough of Islington.  Key workers know that they can readily referrer to the project and are able to talk to women about the work that we do in an informed way.  We have recently completed a set of 12 sessions of group work for the women in the refuge which was funded by Women’s Aid.  It has been decided to continue this as the pilot was so successful.  In Islington we also have a refuge for Latin American Women who also regularly refer women to the project.  I also offer weekly supervision to the staff of this service.  We have developing links with Domestic Violence Matters who are a first point of contact for women based in the local Police Station, and occasionally with the Police themselves who are eager to learn about of our work.

APPENDIX SEVEN: Delegate List

First Name
Surname


Organisation


Telephone


Email



Roxane
Agnew-Davies
Refuge
020 7395 7798
Sophie_Green@refuge.org.uk

Rasheeda
Ali-Selvaratnam
London Borough of Enfield
020 8379 3138


Kofi
Asante
Turning Point - ACAPS
020 77373579
kofi@acaps.co.uk

Rachael
Austin
Women's Support Service
01227 452272
northgatewss@supanet.com

Susan 
Austin
The Women's Therapy Centre



Yasmin
Azari
Sure Start Tulse Hill
020 7926 9565
yazari@lambeth.gov.uk

Loraine
Bacchus
Camden Safety Net
020 7974 8419
judith.rodgers@camden.gov.uk

Samantha
Banton
Standing Together
020 8748 5717
s.banton@standingtogether.org.uk

Maureen
Barker
Waltham Forest Family Service Unit
020 8520 7180


Sue 
Barnes
Newham Women's Refuge
020 8471 1837
mandy.haslam@east-thames.co.uk

Jackie
Barron
Women's Aid Federation of England
0117 915 7451 / 944 4411
j.barron@womensaid.org.uk

Shanta
Batacharia
Greenwich Mind



Alexandra
Benyoussef
Newham Action Against Domestic Violence
020 7473 3047
naadomestic violence@aol.com

Mrs B.
Bernard
CACFO
020 8771 9700


Carol
Bernard
CACFO
020 8771 9700


Lyn 
Bostock
Social Services



Janet
Bowstead
Greenwich Council
020 8921 5816
janet.bowstead@greenwich.gov.uk

Janet 
Bowstead 
L.B. Greenwich



Karen
Bradshaw
Refuge
020 7395 7700
karen_bradshawuk@yahoo.co.uk

Cathryn
Brown
Welsh Women's Aid
01970 612 748
cathryn.wwaaber@lineone.net

Caroline
Burrington
Bromley Primary Care Trust
020 8289 3242


Anne
Byrne
Women's Therapy Centre



Rachel
Carter
Greater London Domestic Violence Project



Helen
Chapman
Kent County Council Social Services
01843 860000
Helen.Chapman@kent.gov.uk

Stevens
Chovino
Turning Point - ACAPS
020 7737 2719


Rose 
Christie
The Maya Centre



Jane
Clack
The Aricas Project
020 8728 3849
saraht@minstercentre.org.uk

Michelle
Clarke
Alcohol East
020 8257 3068
alcohol.east@virgin.net

Ruth
Cohen
Surrey Women's Aid
01483 776868
kayww@surreywomensaid.freeserve.co.uk

Kyria 
Conner
Woman's Trust



M. 
Cooper
Nottinghamshire Domestic Violence Forum
0115 962 3237
enquiries@ndomestic violencef.co.uk

Amanda 
Copstick
Watford Council
01923 771517
copstick@aol.com

Deirdre
Cregan
London Borough of Haringey
020 8489 2694
deirdre.cregan@haringey.gov.uk

Joanne
Creighton
Greater London Domestic Violence Project



Priscilla
Cunnan
Imperial College
020 759 40786
p.cunnan@imperial.ac.uk

Nicole
Danielski
North Kensington Women's Aid
020 8960 4202


Lynda 
Dearlove
Providence Row Charity
020 7422 6391
ldearlove@providencerow.org.uk

Sheetal
Dhalia
Women's Aid Harrow
020 8357 0126
wahdomestic violences@hotmail.com

Monica
Dhull
Children & Families Team, West Kent Social Services
01732 525 356
sue.topping@kent.gov.uk

Lorna
Dougherty
Northern Ireland Women's Aid Federation
028 703 202 70
niwaf.nw@btinternet.com

Georgina
Douglas
Victim Support, Enfield
020 8350 0354
victimsupport.enfield@virgin.net

Jo
Edwards
Westminster Community Safety Unit
020 7321 8579
Jo.Edwards@met.police.uk

Diane
Egan
London Borough of Havering
01708 432 927
diane.egan@havering.gov.uk

Barbara
Evans
Hampshire Social Services
01962 877154


Samira
Fakrouni
Al-Hasaniya Moroccan Women's Centre
020 8969 2292
al_hasaniya@yahoo.co.uk

Claire 
Felix
Rethink
020 7713 8987


Linda
Finn
Sutton & Merton PCT - Education & Development
020 8770 4798


Mark
Gambrill
Children & Families Team, West Kent Social Services
01732 525 356
sue.topping@kent.gov.uk

Dave
Gaywood
L.B. Bromley
020 8313 4290
david.gaywood@bromley.gov.uk

Padamshree
Gehlot
Sahara Asian Women's Project
0118 950 8378
saharaasian@btconnect.com

Kerry
Geoghaegan
Berkshire Women's Aid
0118 951 5785
geoghegankl@yahoo.com

Cobie
Gilford
Children & Families Team, West Kent Social Services
01732 525 356
sue.topping@kent.gov.uk

Kelly
Gill
Sahara Asian Women's Project
0118 950 8378
saharaasian@btconnect.com

Gail 
Gray
Imani Project
020 7207 1117
imani@fish.co.uk

Jenny
Gray
Hubb Mental Health User Group (Barking, Havering & Brentwood MENTAL HEALTH User Gp)
01708 757 930


Rita
Griffin
Women's Support Service
01227 452272
northgatewss@supanet.com

Jharna
Gupta
Asha Projects
020 8696 0023
asha1@cix.co.uk

Tola
Gus
Camden Safety Net
020 7974 8419
judith.rodgers@camden.gov.uk

Briony
Hallam
Depression Alliance
020 7633 0559


Maxine
Hardy
Nottinghamshire Health Care Trust
01777 247773


Mandy 
Haslam
Newham Women's Refuge
020 8471 1837
mandy.haslam@east-thames.co.uk

Jo
Hercock
Refuge Helpline



Nicola
Holland
Sutton Welcare Association
020 8643 6285
suttonwelcare@southwarkdiocese.freeserve.co.uk

Cathy
Humphreys
University of Warwick - School of Health & Social Studies
024 765 24922
c.f.humphreys@warwick.ac.uk

Shamshad 
Hussain
Imkaan
020 7434 9945
sumanta@imkaan.fsnet.co.uk

Jan
Irwin
Women's Centre Harrow
020 8863 4500
thehwc@hotmail.com

Catherine
Itzin
NIMENTAL HEALTHE



Davina
James-Hanman
Greater London Domestic Violence Project



Taslim
Khan
Sahara Asian Women's Project
0118 950 8378
saharaasian@btconnect.com

Mahmuda
Khanum
Asian Women's Advisory Service Ltd
020 8533 5775


Maki
Kimura 
Greater London Domestic Violence Project



James
Kinsella
Central & Nort West London Mental Health NHS Trust
020 7725 2899


Dorothy
Kousoulou
Enfield Social Services
020 8379 3974
dorothy.kousoulou@enfield.gov.uk

Pramila
Lala
Newham Asian Women's Project
020 8472 0528
mental healthp@nawp.org

Davina
Lilley
Providence Row Charity



Jolanta
Lis
Mental Health, Social Services
020 7361 2703


Diane
Madden
Racial & Violent Crime Task Force
020 7230 4374
diane.madden@met.police.uk

Bhagya
Magan
 



Rosemary
Magill
Ballymena Women's Aid
028 256 32136
karen@ballymena.womens-aid.org.uk

Jacinta
Marron
Queen's Park Family Service Unit
020 8960 3266
queensparkfsu@fsu.org.uk

Suzanne
Martin
Women's Support Service
01622 769 669
admin@kwssdev.freeserve.co.uk

Frances
Martineau
Newham Social Services
020 8430 2000 x22767
frances.martineau@newham.gov.uk

Denise
McKenna
Southwark Mind

denise.mckenna1@btopenworld.com

Bharna
Meshwari
Plaistow Police Station



Patricia
Moran
Islington Victim Support
020 7272 0784
info@ivss.demon.co.uk

Dipti
Morjaria
Newham Asian Women's Project



Sheila
Mudadi-Billings
Rotherham DOMESTIC VIOLENCE Forum
01709 379 080


Daniella
Mullins
Berkshire Women's Aid
0118 951 5785
geoghegankl@yahoo.com

Rosemarie
Muter
Brent Primary Care Trust
020 8795 6203


Monica
Nabb
Worthing Women's Aid
01903 219994
womensrefuge@aol.com

Hydeh 
Nafarieh
Sahara Asian Women's Project
0118 950 8378
saharaasian@btconnect.com

Farah
Naz
Civis Trust / NAWP



Lorraine
Newbold
Newham Action Against Domestic Violence
020 7473 3047
naadomestic violence@aol.com

Pamela
Noble
Hampshire Social Services



Deborah
Noel
Poplar Harca
020 7510 0550


Gloria
Ogunbadejo
Akina Mama Wa Afrika
020 7713 5166
gloria2k@hotmail.com

Vicky
O'Hare
Women's Support Service
01227 452272
northgatewss@supanet.com

Catherine
Orr-Deas
Woman's Trust



Nazima
Osman
Asian Women's Advisory Service Ltd
020 8533 5796


Rose Mary
Owen
Relate
01253 621 202


Keith 
Padarath
CPN, West Hampshire NHS Trust
01264 335372


Ila
Patel
Asha Projects
020 8696 0023
asha1@cix.co.uk

Meena
Patel
Southall Black Sisters
020 8571 9595
sbs@leonet.co.uk

Hina
Patel
Women's Aid Harrow
020 8357 0126
wahdomestic violences@hotmail.com

Linda 
Regan
Child & Woman Abuse Studies Unit, London Metropolitan University



Genevieve 
Repino
Assert Advocacy Project
020 7530 2293


Kate
Richardson
Asha Projects



Hazel
Ritchie
Central & N.W. London NHS Trust



Joy
Rodewald
Mental Health, Social Services



Judith 
Rodgers
Camden Safety Net
020 7974 8419
judith.rodgers@camden.gov.uk

Sharon 
Rountree
Racial & Violent Crime Task Force
020 7230 4374
diane.madden@met.police.uk

Sumanta 
Roy
Imkaan
020 7434 9945
sumanta@imkaan.fsnet.co.uk

Sumanta
Roy
Imkaan



Noah
Roychowdhury
COI Communications
020 7261 8498
noah.roychowdhury@coi.gsi.gov.uk

Laili
Sadr
Ashiana Project
020 8539 0427
ashiana1@hotmail.com

Sonia
Saljeen
Alcohol East
020 8257 3068
alcohol.east@virgin.net

Nicola
Saunders
Alcohol East
020 8257 3068
alcohol.east@virgin.net

Christine
Scott-James
Surrey Women's Aid
01483 776868
kayww@surreywomensaid.freeserve.co.uk

Lesley
Selby
Women's Support Service
01227 452272
northgatewss@supanet.com

Kiran
Seth
Hillingdon Mind
01895 811 355


Judi
Shoffren
Newham Action Against Domestic Violence
020 7473 3047
naadomestic violence@aol.com

Rajwinder
Sidhu
Ashiana Project
020 8539 0427
ashiana1@hotmail.com

Lucy
Smith
NACRO - Mental Health Unit
020 7735 4666


Mona 
Soreke
North Kensington Women's Aid
020 8960 4202


Jo 
Sparkes
Tower Hamlets Women's Aid
020 7515 3353 
thwa1@tiscali.co.uk

Jane 
Spencer
Waltham Forest Family Service Unit
07950 428 178
jane@spencer77.fsnet.co.uk

Linda
St Louis
NCH Tower Hamlets
020 7364 6230
lnart@mail.nch.org.uk

Tara
St. John
The Mental Health Foundation
020 7802 0301


Rosemarie
Standen
West Sussex Health Promotion Department
01903 708 657
rosemarie.standen@wsx-pct.nhs.uk

Sally
Steadman
Advance Advocacy & Non-violence Community Education Charity
020 7385 0409
s.steadman@adomestic violenceanceadomestic violenceocacyproject.org.uk

Linda
Stevenson
Leeds Inter-Agency Project
01132 234 9090


Holly 
Taylor
L.B. Tower Hamlets Community Partnership
020 7364 4216
holly.taylor@towerhamlets.gov.uk

Ravi
Thiara
SWELL - University of Warwick
024765 73771
r.k.thiara@warwick.ac.uk

Glen 
Thomas
Nottinghamshire Health Care Trust
01777 247773


Kim
Thomas
Women & Girls Network
020 7610 4678


Sarah
Timewell
The Aricas Project
020 8728 3849
saraht@minstercentre.org.uk

Carol
Tucker
Southampton City Council Directorate of Health & Social Care



Lorraine
Vincent
Women's Support Service
01227 452272
northgatewss@supanet.com

Rose 
Waites
Empower - 
020 8293 0864
empower@waitrose.com

Josephine
Wakeling
Addaction
020 8442 9678
j.wakeling@addaction.org.uk

Michael
Wall
Kent Social Services
01322 611000
michael.wall@kent.gov.uk

Sharon
Waugh
Reading Single Homeless Project
0118 950 7656
sharon.waugh@rshp.co.uk

Jenny
Webb
Mental Health, Social Services



Jane
White
West Sussex Health Promotion Department
01903 708 655
jane.white@wsx-pct.nhs.uk

Rebekah
 Wood
Women's Support Service
01227 452272
northgatewss@supanet.com

Donna 
Woodbridge
Women's Support Service
01227 452272
northgatewss@supanet.com

Nargis
Yousuf
Enfield Saheli
020 8373 6219
enfield_saheli@lineone.net

Suhraiya
 
The Safra Project
07941 659 320
info@safraproject.org







� Domestic violence is overwhelmingly committed by men towards women. However, it can also occur in same sex relationships and in a minority of cases, by women towards men. Moreover, the violence may also be perpetrated by extended family members. However, for ease of reading, this report reflects the overwhelming majority of domestic violence cases where the abuser is male and the victim / survivor is female.


� Definition from the London Domestic Violence Strategy 2001


� Domestic Violence: a Health Care Issue. London: BMA, 1998.


� Quote from Sane Responses Seminar delegate.


� I.e. routinely asking clients about their experiences of domestic violence or mental distress in order to provide effective interventions (i.e. the aim of positive screening is to provide more effective services rather than to exclude clients from services)
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