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about us

Cumberland Lodge in Windsor Great Park is home to an educational charity with the vision of more
peaceful, tolerant and inclusive societies.

We offer a ‘safe’ space for unsafe conversations, tackling the causes and effects of social divisions by
challenging silo thinking and equipping and inspiring people to engage in constructive dialogue.

We bring together leaders and influencers, students and community practitioners, and foster learning and
critical thinking through:

Subsidised residential study retreats for students in higher education•
Inter-disciplinary conferences, lectures and seminars, with leading figures from public life•
Mentoring schemes and scholarships for early career researchers and international students•
Educational and cultural events for the wider community, including schools workshops, public•
lectures, art exhibitions and literary events.

Cumberland Lodge is celebrating its 70th anniversary as an educational foundation in 2017. Find out more
about its history and heritage at: cumberlandlodge.ac.uk/timeline.

principal’s foreword

The health implications of violence against women were important aspects
of the 2014 Annual Report of the Chief Medical Officer for England on
Women’s Health. On 6-7 February 2017, our conference on Violence Against
Women: A Determinant of Heath brought together a group of speakers and
delegates with wide range of expertise and perspectives, to address the
issues raised in that report.

This document provides a summary of the discussions that took place at
Cumberland Lodge, and a set of recommendations for further discussion
and action. The latter will be explored in more depth at a seminar in
Westminster, to be held later in 2017, to which policymakers, opinion
formers and medical practitioners will be invited.

We are extremely grateful to the Chief Medical Officer for England, Professor Dame Sally Davies, and to
her staff, for their help in devising and delivering this conference. We are also grateful to our Research
Associate for this project, Dr Nicola Sharp-Jeffs, for writing this report, and the accompanying
conference briefing paper, which is available at: www.cumberlandlodge.ac.uk/VAW-briefing.

Ultimately, this report is intended to help the victims of violence and those who care for them. 

This can only be achieved if it is read, discussed and acted upon. It is with these objectives in mind that
I commend it to you.

Canon Dr Edmund Newell

http://www.cumberlandlodge.ac.uk/about-us/history-and-heritage/interactive-timeline
www.cumberlandlodge.ac.uk/VAW-briefing
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introduction

The year 2016 witnessed a step-change in the strategic importance placed on the role of health services
in responding to Violence Against Women (VAW). For example:

Unlike previous government documents, the Strategy to end violence against women and•
girls:   2016-2020 recognised the particular importance of integrating domestic violence into
healthcare settings. 

The NHS Mandate 2016 to 2017 recognised the vital role that the NHS can play in tackling•
domestic violence, setting out expectations to ensure that it helps to identify abuse early and
provides or identifies the relevant support. 

The Public Health Outcomes Framework 2013-2016 had already contributed to the•
development of practices seeking to integrate domestic violence into healthcare services, and in
February 2016 this was further supported by the publication of a specific quality standard
(QS116) on Domestic violence and abuse by NICE, The National Institute for Health and Care
Excellence.

To build on this momentum, Cumberland Lodge organised a cross-sector, inter-disciplinary conference in
February 2017 to explore VAW as a determinant of health.  The event was held under the Chatham
House Rule, to encourage open discussion and creative thinking, so this report does not identify
speakers or delegates by name.  The aim of the conference was to bring together a range of
stakeholders, in a safe forum, to address questions such as:

Why are rates of  VAW in the UK a third higher than the EU average?•

Is  VAW sufficiently addressed by mainstream healthcare provision?•

How can the teaching of undergraduate and postgraduate student health workers be made more•
effective in relation to  VAW,  so that it is more widely considered as a determinant of health?

How should we improve the healthcare services that seek to address VAW?•

What are the cultural barriers that prevent rapid healthcare responses for victims and survivors?•

How can healthcare professionals best address gender-based violence within relationships and•
family units?

The structure of this report reflects the main themes that arose from these questions. It addresses: 

The scale of  VAW in the UK;•

The ways in which healthcare professionals currently respond to VAW;•

How current healthcare service responses could be improved; and•

The role of healthcare professionals in helping to prevent  VAW. •
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Proposed action points for the healthcare sector are identified at the end of sections 2, 3 and 4 below,
and the report ends with a summary of recommendations from the conference as a whole.

There was a broad consensus at the conference that  VAW should be understood as a determinant of
health, and that medical training and healthcare provision should be informed by that position.  This was
particularly timely, given the policy developments that have emerged since the conference took place on
6-7 February 2017.  These have included:

The announcement on 17 February 2017 by the Prime Minister,  Theresa May,  of a major new•
programme of work designed to bring forward work on a Domestic Violence and Abuse Act;

An amendment to the Children and Social Work Bill in March 2017, making Sex and•
Relationship Education (SRE) part of the national curriculum in primary and secondary schools;
and

The passing of the Private Members’ Preventing and Combating Violence against Women•
and Domestic Violence (Ratification of Convention) Bill from its Third Reading in the House
of Commons in April 2017 to the House of Lords. If it becomes law, the legislation will ratify the
‘Istanbul Convention’ (the Council of Europe Convention on preventing and combating violence
against women and domestic violence) and commit the UK Government to working closely with
NGOs and training professionals – including health professionals – who work in close contact
with victims and survivors of VAW. It would also commit the Government to setting up treatment
programmes for the perpetrators of domestic violence and sex offences, which health
professionals could also contribute towards. 

The action points and recommendations proposed by this conference should be considered in light of
the new opportunities that the above developments offer.

Despite the positive steps outlined above and the recommendations made in this report, the conference
identified two key issues that remain unaddressed.

How to incentivise healthcare professionals to treat  VAW as a legitimate determinant of health;•
and

What the role of healthcare professionals should be, in dealing with the perpetrators of  VAW•
and in contributing to prevention efforts.

These issues are discussed at the end of the report and could form the basis of a follow-up seminar to
the conference.
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In order to set the context for discussions, several speakers outlined the scale of  VAW in society today.
Recognised forms of  VAW include: domestic violence and abuse (DVA), sexual violence, female genital
mutilation (FGM), forced marriage, and so-called honour-based violence. More is known about some
forms of  VAW than others, and there are also regional differences on the amount of data available about
the scale of  VAW, within the UK. For example, there is more information about the scale of  VAW in
England and Wales than in Scotland or Northern Ireland. Any analysis of the scale of  VAW in the UK can
therefore only ever represent a ‘best estimate’.

Although the most pervasive form of  VAW is sexual harassment, more is known about the scale of
domestic violence, stalking and sexual abuse. Domestic violence is the most researched form of abuse
and has been the focus of a number of policy developments. The annual Crime Survey for England and
Wales (CSEW) looks at the different ways in which VAW can be perpetrated, but the methodology that
underpins it only focuses on specific incidents of abuse and fails to capture repeated and patterned
abuse. This can disguise issues of gender disproportionality.  In addition, the CSEW excludes certain
populations – such as women living in refuges or in prison. This means that the data available to us often
under-reports and distorts our understanding of the scale of V AW. 

Consideration should also be given to the ways in which VAW intersects with demographic factors such
as race. Some women are more likely to experience particular ‘cultural’ forms of  VAW, such as FGM,
forced marriage or so-called honour-based violence.  It is important to recognise the different contexts
in which violence takes place, as some contexts are more conducive to violence than others.  To highlight
this, the conference drew attention to the experiences of different groups of women, including irregular
migrants and asylum seekers, women who are sexually and economically exploited through modern
slavery, women who identify as LGBT (lesbian, gay, bisexual or transgender), women in prison, and sex
workers.

At the same time, delegates were warned about treating groups of women as an ‘other’, because
whatever form VAW takes it is always rooted in men ignoring the fact that women have the same rights
to occupy public and domestic spaces.  One speaker gave an example of how the attentions of the media
can promote a silencing of women in the public eye.  It might be better to conceive of  VAW as operating
along a continuum, with connections and overlaps between the different forms of abuse, rather than as a
list of ‘neat’ categories of abuse. Many women also experience ‘poly-victimisation’, where different forms
of abuse affect them in the course of their lifetime, and/or simultaneously.  The importance of
understanding this aspect of  VAW was emphasised, because previous experiences also shape how
women experience violence in the present. Poly-victimisation across a woman’s life course can also have
a cumulative impact on both her physical and mental health and wellbeing.

To provide an international context, delegates were presented with the findings of a pan-European
survey on VAW, undertaken by the European Union Agency for Fundamental Rights (FRA), which found
that rates in the UK are about one-third higher than the EU average.  However, this does not necessarily
mean that VAW is more prevalent in the UK than elsewhere; it could be that there is a greater
awareness of  VAW in society and that more British women are willing to disclose their experiences of
violence in survey interviews. Some researchers have also suggested that  VAW tends to escalate in
response to improvements in gender equality in society. In light of these limitations to the available data
on VAW, delegates were encouraged to exercise caution when interpreting it.
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There was a consensus that there are multiple opportunities for health professionals to respond to VAW
throughout the life course of women affected.  One indication of this is CSEW data which reveals that
nearly a third (32%) of women seek medical assistance as a direct result of abuse.  

Even though significant numbers of women come into contact with health professionals, participants
recognised that opportunities to intervene are often missed.  Legislative and policy frameworks within
which to respond have been developed over time but ongoing challenges were highlighted with their use. 

The next section of the report sets out the challenges identified by speakers and delegates in more
detail as well as their suggestions about how they might be overcome.
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1.1  missed opportunities to intervene

Understanding the health implications of the scale of  VAW

The conference highlighted the following issues:

Accurately measuring the prevalence of VAW is an ongoing challenge; •

VAW is all around us and a key challenge is addressing the gender•
inequalities that underpin it (see Section 4 on pages 16-17);

There is a very strong likelihood that health professionals will come•
into contact with victim-survivors; and

The relationship between VAW and its impacts is cumulative, not•
linear.

Despite acknowledging the progress that has been made on the legislative framework, one speaker
captured the mood of participants, whilst reflecting on estimates of the scale of  VAW in the UK, by
asking whether we can really claim to live in a ‘civilised’ society when, by any measure, the scale of VAW
continues to be so high. 
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2.1  does knowledge lead to action?
The conference acknowledged that awareness of  VAW amongst healthcare practitioners does not, in
itself, lead to action being taken. Participants noted that healthcare professionals are often not given the
opportunity to develop or practice the skills required to ask difficult questions about  VAW, and hence
they can lack the confidence to do so.  One reason for this is that training on  VAW is often delivered
online.  Healthcare professionals reported that having conversations about  VAW could be
uncomfortable in practice and that online training did not allow them to develop the necessary 
inter-personal skills for it.  Concerns were also voiced that some health professionals could hold 
victim-blaming attitudes, or could even be perpetrators themselves, and hence would lack empathy in
addressing  VAW.

Another reason why some healthcare professionals fail to address VAW is that they struggle to build the
trust required, due to time constraints.  As one delegate reflected, it is important to be able to listen to
someone in a ‘relaxed way’ to get the bottom of any issues that might be reported, and yet the normal
allocation for a GP’s appointment is only 10 minutes. One speaker outlined the complex process that a
GP needs to go through when asking about  VAW.  Typically it involves first establishing a rapport with
the patient, dealing with any additional communication needs, and ensuring that the patient is on her own
and hence able to speak freely. It will then generally involve a medical examination and a DASH
(Domestic Abuse, Stalking and Harassment and Honour-based violence) or SPECSS+ risk assessment. 

2.  healthcare response to VAW

Unlike previous governmental policy documents, the UK’s Strategy to end violence against women and girls:
2016-2020 acknowledges that GPs, midwives, health visitors,  Accident and Emergency staff, and
providers of mental health, sexual health, drug and alcohol services, are all ‘well-placed’ to detect cases of
VAW and to direct victims to the most appropriate statutory and non-statutory services. However, in
the course of the Cumberland Lodge conference, several speakers reflected on the ability of healthcare
professionals to respond to VAW in practice.

One speaker looked at how healthcare professionals can be helped to develop a better understanding
about  VAW, so that they are better placed to recognise signs of it. For example, they should be
introduced to VAW as part of their undergraduate training on non-accidental injuries or safeguarding
matters.  VAW should also feature in the postgraduate medical curriculum.  Findings of a recent survey of
34 medical schools indicated that 21 included training on VAW and four did not (and nine others failed
to respond).  A similar survey of 16 dental schools revealed that five covered VAW in their training, two
were planning to do so and six did not (with the remaining three failing to respond). These surveys
suggest that  VAW is still inadequately recognised as a determinant of health in undergraduate and
postgraduate training in the UK.

The medical and dental schools that did report delivering training on VAW tended to focus on domestic
violence rather than other forms of  abuse.  This could be because more is known about domestic
violence. In maternity and mental health services, professionals are required to undertake routine
inquiries into domestic violence, but there is little evidence to suggest that this is firmly embedded in
practice. In a panel discussion, speakers and delegates reported that  VAW is not generally covered in the
ongoing training and continuing professional development of healthcare practitioners and there is limited
space for the use of ‘learning through reflection’ techniques, apart from in mental health services.



GPs also need time to consider any other vulnerabilities the patient might have, and to factor in relevant
legal processes, such as Multi-Agency Risk Assessment Conferences (MARACs) and/or child protection
referrals.  They need to validate the patient’s disclosure, before spending time on making the appropriate
referrals, writing up any notes and following up on the case as it progresses.  They may also need to
consider any implications that could arise if the perpetrator is also a patient at the surgery.

An additional challenge arises in relation to patient confidentiality.  Sometimes a patient does not want
any action to be taken following a disclosure, and where possible this should be respected, given the
importance of the bond of trust between patients and healthcare professionals.  However, in such a case
the health professional should still explore the reasons behind the patient’s decision. Perhaps they are
uncomfortable with a referral being made for some reason, or they are concerned about their personal
data being shared.  This process could involve establishing and addressing any potential risks associated
with the disclosure, both to the patient and any children she might have.

The speaker’s presentation referred to in this section highlights the importance of healthcare
professionals knowing how they should respond if a disclosure is made to them.  They also need to be
aware of the relevant support pathways and local  VAW services. Some healthcare professionals are still
unaware of what the referral pathway looks like. In some cases there is also a lack of relevant support
pathways or funded  VAW services in the local area, in part due to financial cutbacks in the NHS.
Participants identified two key implications of these funding cuts:

Support pathways are becoming more complex to navigate; and •

Higher thresholds for support are being imposed, so that situations sometimes occur where a•
patient is ‘bounced back’ to the healthcare professional who made the referral following a
disclosure.

The conference delegates also recognised that leaving cases of  VAW unaddressed results in greater
costs to the healthcare service in the longer term.

One speaker referred to an ongoing tendency amongst healthcare professional to focus on domestic
violence first and foremost and to pay insufficient attention to identifying and responding to the other
forms of  VAW.  The 2016 NICE guidelines on Domestic violence and abuse provide a useful framework for
creating a safe environment for disclosure and ensuring that there are support pathways in place, but
they only deal with domestic violence.  Indeed, much of the debate at the conference centred on the
need for specific guidance on addressing  VAW in all its forms, to help healthcare professionals move
beyond a narrow focus on domestic violence and abuse.

It was acknowledged that some healthcare practitioners are reluctant to ask about VAW because they
fear causing further distress.  It was also recognised that responding to abuse can have an emotional
impact on healthcare professionals themselves. This is particularly the case for those who may have
experienced  VAW in their own lives.

A final point was made about the ‘disconnect’ between making a referral and finding out what happens
next.  Healthcare professionals would often feel more confident about proactively asking about VAW if
they were aware of the positive differences that their referrals were making.
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2.2  action points
Having established the extent of the current healthcare response to VAW in the UK, delegates at the
conference were encouraged to make suggestions for future improvements.  They called for:

Strong leadership to make  VAW a ‘medical issue’ and even a medical specialism; •

VAW (in all its forms) to be a mandatory part of medical and dental training and ongoing•
professional development for healthcare professionals;

Healthcare professionals to routinely ask about  VAW and to be professionally curious about it;•

An exploration of alternative pathways for VAW disclosures, drawing on technolgoies such as•
digital communications

Systems to be put in place to alert healthcare professionals to the positive outcomes of their•
referrals and interventions, to help build their confidence in asking about VAW;

Monitoring of whether women who disclose  VAW go on to receive help and support;•

Longitudinal research over the life courses of women, to provide better data on the impacts of•
abuse, both in childhood and adulthood.

Section 3 builds on these suggestsions by reporting on what delegates learnt from the experiences of
other stakeholders in responding to  VAW and, most importantly, from hearing directly from victims and
survivors.
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3.  improving VAW healthcare services

Despite women being more likely to speak to healthcare professionals about their experiences of  VAW
than to the police, government policy on  VAW has, until now,  tended to focus disproportionately on the
criminal justice response. For this reason, the Cumberland Lodge conference agenda included
presentations from a range of stakeholders outside of healthcare, including representatives from the
police and a voluntary sector organisation. This gave delegates the chance to hear about their
experiences of responding to  VAW,  and to explore whether lessons could be applied to the healthcare
profession. 

3.1  learning from other stakeholders

One speaker focused on the frontline police response to FGM.  This provided insights into ways of
responding to  VAW when the abuse is perpetrated by a family member, rather than by an intimate
partner or by someone from outside the domestic sphere.  Although there have been no successful
prosecutions under the Female Genital Mutilation Act (2003) to date, delegates were reminded that
prosecution is only one aspect of the criminal justice response.  Equally valuable is the need to
understand the dynamics of FGM, and to identify how best to contribute to early intervention.  

For example, where FGM has occurred prior to a family coming to the UK, the key role of the police is
often to prevent it from happening to siblings or other family members. FGM Protection Orders
(introduced in July 2015) support this process, and 79 were applied for between July 2015 and
September 2016.  This relatively low uptake is indicative of the general reluctance of victims and
survivors to implicate members of their own families. Generally it is local authorities that take
applications for FGM Protection Orders to the Family Court, but delegates were informed that
healthcare professionals can also apply for them, although the financial costs of doing so can sometimes
be prohibitive.

In early intervention work by the police it is important to first analyse the power structures at play in
families and the wider community, to identify who holds the power and who is doing the offending. For
instance, children are sometimes taken to visit relatives, such as grandparents, who arrange for FGM to
be performed without parental knowledge. If this is a known pattern in a particular community, it might
be viewed by the police as a failure to protect vulnerable children.  In other cases, arrangements are
made for a traditional ‘cutter’ to visit the UK to perform FGM, and this practice has led to the police
deploying officers at airports to intercept potential offenders.  This example highlights the fact that FGM
is both a local and global issue, and hence the interventions required to combat it are often 
extra-territorial in scope.

The importance of multi-agency working in tackling FGM was highlighted.  The police work closely with
both communities in which FGM is known to take place, and with specialist voluntary sector
organisations that aim to prevent it.  This means that data-sharing between the different stakeholders is
paramount.  Delegates heard about different mechanisms for achieving this, including the FGM
Mandatory Reporting Duty, which came into force in October 2015 and was used 38 times in its first
year.  This Duty places a legal requirement on doctors, nurses, midwives and teachers to report known
cases of FGM to the police.

the police response to FGM
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Given that a lack of training about  VAW had been identified as a key issue for healthcare professionals,
delegates at the conference were interested to learn about the training provided to police officers. The
focus of police training has historically been on legislative awareness and understanding, with less
attention being paid to the development of the core interpersonal skills required to assess how, when
and where to apply the law effectively.  This approach is now changing and over the next three years the
police recruitment process will introduce more selection criteria based on attitudes and values, alongside
knowlede and experience.

Increased attention is also being paid to the ways in which police officers can access information on
issues such as  VAW. Efforts are being made to improve evidence-based practice by distilling key research
findings in police training. Similarly, decision-making processes are being explored to identify what
information police officers need and at what time, and how that information should be provided, for
example through the use of trigger words or toolkits.

Another parallel with the healthcare profession is that continuing professional development for police
officers has been lacking on issues such as VAW.  This is being addressed by normalising and standardising
CPD practices across constabularies. Police forces are also being encouraged to partner with academic
institutions, so that time and space are created for reflection and research. In the case of early
intervention work, research is being carried out in ‘What Works?’ centres, for example.

The conference also offered suggestions for how the police and the healthcare professions could learn
from one other, for instance by sharing approaches to taking case histories or best practice approaches
for conducting investigations, or else by collaborating on reforming data collection systems for recording
cases of  VAW, or investing in peer-to-peer mentoring.

police training

Delegates also heard a presentation from a survivor of  VAW who now acts as an ambassador for the
voluntary sector organisation that supported her.  She emphasised the difficulties of responding to
culturally entrenched forms of  VAW,  such as forced marriage.  Sometimes professionals are reluctant to
take action because they fear being seen to be ‘politically incorrect’.  The speaker argued that forced
marriage should be seen as a consent issue, rather than a cultural one, and highlighted the fact that
forced marriage was made a specific criminal offence in the UK back in 2014. She also reiterated the
need for different stakeholders, including healthcare agencies, to develop multi-agency responses to VAW.
She stressed the importance of consistent messaging and the use of a shared language around
safeguarding, and she described how the use of common tools (such as shared risk assessment
methodologies) can build a common understanding and more co-ordinated approach to the problem.

As in the FGM example shared by the police, the importance of understanding the dynamics of power in
local communities was emphasised.  The speaker’s organisation regularly shares its power analyses with
local police.  This kind of analysis has, for example, revealed cases of VAW that are perpetrated by other
women. Failure to recognise these nuances of power can have harmful consequences, both in terms of
the application of restorative justice, and the likelihood of perpetrators ‘using’ agencies to exert their
power by making false but credible allegations.

voluntary sector insight



3.2  the importance of integrated working
The National Health Service (NHS) was identified as a natural partner for the police, in responding to
cases of FGM, and the importance of developing integrated responses across the two services was
highlighted.  This involves moving beyond siloed responses and adopting multi-agency systems and
processes.  The Mandatory Reporting Duty was recommended as a useful channel for getting a sense of
the number of children at risk from VAW , and those figures can then be compared with the number of
cases agencies are identifying in communities.

It was acknowledged that a shared language of safeguarding can result in the identification of common
ground but, at the same time, there are potential clashes between the ethical practices of different
professions that eed to be resolved.  For example, concerns about patient confidentiality might prevent
healthcare professionals from sharing useful intelligence with the police.  

The discussions concluded that strong leadership is required for frontline professionals to feel
empowered to be professionally curious about cases of  VAW: to ask difficult questions; to think more
strategically about power dynamics; and to follow up on their findings with other agencies.  This
leadership needs to go hand-in-hand with appropriate training for frontline professionals.

3.3  the needs of victims and survivors
The importance of involving specialist voluntary sector partners in responses to  VAW was repeatedly
highlighted by guest speakers.  It has also been highlighted by consultations with survivors and victims,
which set out what people need and want from services, and how best to directly address those needs.
This approach should involve:
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a) addressing the root causes of physical and mental health issues

Women presenting with poor mental health are 2.9 times more likely to have experienced sexual
violence in the past year.  Healthcare professionals will often treat the ‘symptoms’ but fail to delve
deeper into their root causes.  In consultations, women have said they want healthcare professionals to
identify the root causes of their mental and physical ill health, by having the courage to ask about issues
such as  VAW, and to keep asking questions because full disclosure can take time. Delegates agreed that
questions about abuse are ‘too rarely asked’ - that the focus tends to be on body parts rather than on
embodiment.  At the same time, they were challenged to ask themselves, ‘Do we really want to know,
hear and understand?’

b) making referrals to specialist VAW organisations

In addition to improving the response to VAW by regular healthcare services, consultations have revealed
that victims and survivors of  VAW generally prefer to be referred to specialist services, where they can
receive both a medical and ‘social’ response to the violence that has been perpetrated against them.
These specialist VAW services tend to respond to the ‘whole person’, and typically work with women for
longer than statutory services are able to.



One speaker highlighted the fact that about 50,000 women are currently using Rape Crisis Centre
services on an ongoing basis. Other specialist provision, with respect to sexual violence in particular,  is
provided by 41 Sexual Assault Referral Centres (SARCs) and 251 independent sexual violence services
run by Independent Sexual Violence Advisers (ISVAs), across England and Wales in 2015.  Support needs
change over time, and specialist services have the flexibility to act as ‘enablers, holders and menders’m as
one speaker put it.  The provision of this kind of support can encourage women to use the criminal
justice system in different ways, for example by reporting cases of historical abuse.

Drawing on her own ideas, as well as what she had heard during the conference itself, one speaker
presented a range of suggestions for how the responses of healthcare professionals could be improved.
For instance, in terms of training and development she argued that curricula should be reviewed to
ensure that  VAW is fully integrated within them.  She also called for the identification of, and specific
training, in a series of generic competencies around responding to VAW, similar to the new approach
being implemented by the College of Policing.  This could help to ensure that healthcare professionals
develop the skills and confidence required to ask about  VAW and follow up on disclosures effectively.

She also recommended that general guidance for healthcare professionals should be supplemented with
specific guidance on VAW and different forms it can take, including case studies. She suggested that 
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c) providing empowering responses

In consultations, survivors and victims have described the ‘ideal response’ to a disclosure of  VAW as
listening, believing and then giving back control, so that the woman can decide what to do next.  This was
described by speakers at the conference as an ‘empowering response’, and its practical implications were
powerfully communicated by two speakers who each had personal experiences of  VAW.

The first speaker reflected on the significance of language used by professionals and the impact that
labels such as ‘victim’ can have.  In her words, ‘“Victim” defines what someone else did to you’.  At the
same time, she reflected that she took comfort in the label initially, as it meant she felt able to take
sanctuary and to avoid having to make decisions until she was ready to take back control.  She stressed
how professionals need to be attentive to these tensions: sometimes victims and survivors need to be
supported but at other times they want to be empowered to make their own decisions.  She suggested
that this could be resolved by healthcare professionals providing women with explicit choices and never
assuming that they ‘know best’. Here, the importance of being able to ‘self-define’ was also emphasised:
others may try and speak for you, when you really want to speak for yourself.  The speaker in this case
felt that it would have been more difficult to move on from her experience of  VAW had she not ‘existed’
and had the chance to speak out.

The second speaker felt that she had to fight the system in order to get the response that she needed,
because non-belief was the starting point of the people who she first approached.  Her message to
delegates was for healthcare professionals to recognise that women know their own situation the best.
Language was also important to this speaker, because the term ‘honour’ was attached to the crime
committed, and this made her feel that she had somehow lost her honour and was responsible for
getting it back.  She felt that it was important to change the way that the term ‘honour’ is understood.

3.4  action points
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flowcharts and apps could be useful tools for healthcare professionals, when trying to gain information
quickly.  Finally, she recommended that frontline practitioners should be encouraged to seek advice
mfrom senior colleagues or ‘champions’ when dealing with cases of  VAW.

Taking on board the learning from other stakeholders (such as the police service and voluntary
organisations) and hearing from victims and survivors directly, delegates agreed that:

Healthcare professionals should work in partnership with other services to ensure a holistic and•
co-ordinated response to VAW that means survivors and victims do not need to navigate
complex systems by themselves or become subject to ‘referral ping-pong’ in order to access the
services they need.

More funding should be made available for specialist VAW services to operate in the third sector,•
so that healthcare professionals have clear and effective referral pathways.

Commissioners should be encouraged to invest in a mixture of generic and specialist provisions,•
backed up by a clear economic and ethical evidence base.  This could include, for instance, an
economic analysis of the potential savings to mental health services that result from early
intervention. 

More should be learned about the role of faith communities in responding to VAW.•



4.  preventing  VAW

There was a consensus amongst delegates that, in order to prevent  VAW,  gender inequality must first be
addressed.  The framing of  VAW as an equality and human rights issue is sometimes contested, but the
idea that VAW is primarily driven by gender inequality was appreciated by delegates, who noted that it
was ‘refreshing’ to debate the healthcare response to VAW from the basis of a common understanding. 

Despite this agreement in the room, none of the delegates doubted the scale of the challenge involved in
tackling gender inequality in society.  One speaker drew attention to the ‘normalisation’ of gender
inequality in popular culture.  The cultural backdrop to young people’s lives (from advertising to fashion
to song lyrics) allows casual sexism to go unchallenged.  Unequal power relationships between women
and men, girls and boys are embedded in widespread social hierarchies.  Moreover,  VAW is often
glamorised or dramatised.  Delegates were shocked to hear that, even in schools, where young people
should be safe, a rape takes place on every day of the school year, on average.  This discussion led to an
appreciation that there is still a ‘long way to go’, as one speaker put it, and that, in terms of prevention
efforts, we are ‘almost nowhere’.  A paradigm shift is required.

It was suggested that the ‘high risk’ focus of current responses to  VAW, which is driven in large part by
limited resources, means that it is increasingly difficult to undertake prevention and early intervention
work and to embed these approaches into settings such as the healthcare sector.  
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Different strategies for preventing VAW were highlighted throughout the conference.  The speaker who
felt that we are ‘almost nowhere’ talked about the need for Sex and Relationships Education (SRE) to be
made compulsory in schools. She also suggested that ‘relationships’ should come before ‘sex’ and drew
attention to the widely held view that if young people are taught about sex it is usually framed in terms
of biology and fails to explore how young people should relate to each other and ‘give’ and ‘get’ consent.
Efforts are being made to address  VAW in schools, including a toolkit for teachers and the identification
of school advocates to champion preventative work.  The hope is that this work will be accelerated as a
result of recent SRE legislation.

Speakers also highlighted the need for prevention efforts to take into account the complexities of  VAW,
particularly when it comes to the nature of  ‘coercive control’.  For example, there is a need to ensure
that training on the prevention of domestic violence takes into account the impacts of coercive control
in creating conditions of ‘un-freedom’.  In other words, a victim might feel unable to leave a violent
situation because an attempt to resist control would, in itself, be dangerous.  The specific dynamics of
coercive control are often invisible to professionals, which is why women are sometimes wrongly blamed
for staying in abusive relationships.  One chilling example was given of how a long-standing perpetrator
of  VAW would routinely hold the door open for his victim, as a means of intimidating her.

Grassroots opportunities to bring about change were also discussed. Delegates heard about 
community-based prevention and early intervention models where workers who regularly come into
contact with women and girls (hairdressers and beauticians, for example) are trained to recognise
‘warning signs’ and equipped to signpost women and girls who they deem to be at risk towards
appropriate support services. 

4.1  approaches to prevention
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The following action points for the healthcare sector arose from these discussions about preventing
VAW:

Raising awareness about VAW through public health campaigns that make sexism unacceptable,•
based on similar campaigns to tackle issues such as giving up smoking, avoiding drink-driving or
wearing a seatbelt;

Working with communities to challenge VAW, using an ‘asset-based’ approach; •

Challenging cultural conceptions of ‘masculinity’ that can be used to legitimise VAW; and•

Working towards a greater understanding of the structural aspects of abuse, for example by•
drawing attention to the role of material deprivation in leading to multiple disadvantages and
exacerbating coercive control.

4.2  action points

Another speaker described how, regardless of the political context, women tend to resist cultures that
support violence against them.  This resistance is likely to lead to changes in legislation and policy that
support a greater focus on prevention efforts.
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5.  next steps

This report illustrates how delegates had the chance to learn from one another in the course of the
conference, by sharing their experiences, best practice and ideas. Feedback from the small group
workshops that rounded off the two days was that participants were in ‘next steps mode’, ready and
motivated to take what they had learnt back out to their workplaces, and to start putting it into action.  

In addition to the action points highlighted at the end of each section above, two outstanding issues for
healthcare professionals were identified, and these are outlined below. It is proposed that these two
issues form the basis of a follow-up seminar to the conference, to be held later in 2017.

Delegates observed that, simply by attending the conference, it was clear that they already had an
interest in exploring VAW as a determinant of health.  This interest was reflected in the overall
engagement with the conference programme and the richness of group discussions.  However, there was
also a recognition that many healthcare professionals neither recognise the impacts of  VAW on physical
and mental health nor the need for holistic responses to the problem.  There is still a need to capture
the ‘hearts and minds’ of all healthcare professionals on this topic.

5.1  outstanding issues

reaching out to those who do not recognise the role of healthcare professionals in
tackling VAW

In addition to providing an appropriate response to victims and survivors of  VAW, healthcare
professionals have a role to play in responding to perpetrators who disclose concerns about their own
behaviour, and in identifying men who are more likely to be violent towards their partners or family
members (including those who present with mental health issues or depression).  Another role that the
healthcare profession can play is in the development and provision of preventative and rehabilitative
programmes for perpetrators.  

National policy and guidance recognises that NHS staff, across the full range of healthcare services, are
likely to come into contact with adult and child survivors and victims of abuse, but much less attention is
paid to their likely levels of contact with perpetrators. Recent learning from the Identification and
Referral to Improve Safety (IRIS) programme provides a framework within which this should now be
explored.

responding to perpetrators of  VAW
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6.  summary of recommendations

Strong leadership is required to make  VAW a widely recognised  ‘medical issue’ and potentially a•
medical specialism. 

VAW (in all its forms) should be a mandatory part of medical training and ongoing professional•
development.

Healthcare professionals should be encouraged to routinely ask about violence and abuse and to•
maintain a professional curiosity.

New channels should be explored to encourage women to disclose  VAW, such as greater use of•
electronic technologies.  

Confidence should be built by routinely communicating the outcomes of referrals back to the•
healthcare professional who made them, and by tracking data on whether women who disclose
ultimately go on to receive help. 

Longitudinal research should be conducted over the life-course of affected women, to improve•
awareness and understanding of the impacts of abuse in both childhood and adulthood.

Healthcare professionals must work in partnership with other services to ensure holistic and well       •
co-ordinated responses to  VAW.   Victims and survivors should not be expected to navigate 
complex systems themselves, nor should they be subjected to ‘referral ping-pong’ when 
attempting to access vital support services. 

Funding should be made available for specialist services in the third sector, so that healthcare•
professionals have clear and effective referral pathways to follow.

Commissioners should be encouraged to invest in a mixture of generic and specialist provisions,•
backed up by clear empirical evidence and ethical standards.  The evidence base could, for
example, include an economic analysis of potential savings on mental health services as a
consequence of early intervention.

There should be more research into the role of faith communities in responding to  VAW.•

Public health campaigns should be launched to raise awareness about  VAW and to help make•
sexism unacceptable in all parts of society, in a similar vein to campaigns about the benefits of
givingup smoking, the importance of wearing a seat belt, or the dangers of drink-driving. 

Healthcare professionals should work closely with communities to challenge  VAW, taking an •
‘asset-based’ approach. 

Parties involved in the fight against  VAW should work together to challenge conceptions of•
masculinity that can be used to legitimise  VAW.

Healthcare professionals should be supported in gaining a better understanding of the structural•
aspects of abuse, for example of the role of material deprivation in leading to multiple
disadvantages and exacerbating the problem of coercive control.
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