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Executive Summary 

Domestic abuse (DA) and sexual violence (SV) represent a significant health burden. This type of 

abuse is more common than thought, but quantifying the burden accurately is difficult because of 

under-reporting. For example, victims may fear the consequences of disclosing abuse more than 

abuse itself.  

The health impacts of DA and SV have been shown to be significant for all victims and they are the 

leading burden of ill health in younger women. Although the immediate health impact on victims is 

often clearly discernible, the longer-term impacts may be less evident, though they may be more 

severe and require sustained input and support. These impacts are not restricted to the physical and 

mental health of individuals; they also affect the wider determinants of health in communities. This 

represents a substantial cost to health and social care budgets and society. 

The families and children of victims may also have related needs for care, as witnesses of abuse. 

Evidence suggests that experience of adverse childhood events, such as direct or indirect experience 

of DA or SV, will affect health and social outcomes well into adult life. It is also necessary to address 

the needs of perpetrators in order to prevent further occurrence of abuse. 

As such, a greater emphasis on prevention and management of DA and SV would represent a 

significant improvement in public health and increase cost-effectiveness and efficient use of 

resources. 

Within Derby and Derbyshire, services for DA and SV are working well and meeting the majority of 

victims’ needs, particularly in respect of social and support needs. However, there are some unmet 

needs and commissioning and service provision could be clearer and more efficient. 

Currently, the majority of specialist provision is through third-sector organisations. These 

organisations have good links with the criminal justice system, community safety groups, and to 

children’s social care services. Less integration exists with primary and secondary physical and 

mental health care services, in which awareness of DA and SV is limited and they appear to be 

packaged as primarily a safeguarding issue. There does not appear to be a robust perception of DA 

and SV as ‘health’ problems, despite the impacts mentioned above.  

Stakeholder interviews and questionnaires reveal that the commissioning of services is complex and 

piecemeal, with services receiving funding from multiple sources and from multiple departments 

within the same organisation. Similarly, the referral processes into and between services lack clarity 

and service awareness among professionals is very varied. Health care providers appear to have 

limited involvement after initial assessment of physical injuries, despite the significant longer-term 

health needs (in particular mental health needs) related to DA and SV.  

Services for DA and SV have been subject to the same economic challenges as all other services and 

sectors over recent years. The services that have been most affected have been those aimed 

specifically at minority groups including Black and Minority Ethnic (BME) and Lesbian, Gay, Bisexual 

and Trans-sexual (LGBT) groups. There is a need, particularly in this financial climate, that all services 

must be equally accessible to and capable of meeting the specific needs of minority groups. The 

current burden of abuse and demand for services is outstripping current funding, with demand 
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expected to continue to increase. When the extent of unreported abuse is also considered, there is a 

clear need to plan future services and funding to meet an increased demand. 

Work aimed at prevention is also limited, although this has perhaps the greatest potential to reduce 

the DA/SV burden. Primary and secondary prevention interventions to increase awareness of what 

constitutes abuse and challenge attitudes towards it should form part of the approach to tackling DA 

and SV. These interventions require cultural sensitivity, to address factors that may contribute to 

lack of recognition of abuse, barriers to reporting it, and cultural normalisation of abusive 

behaviours.  

Recommendations: 

In order to meet the needs of the population resulting from DA and SV the following 

recommendations are made: 

Policy and strategy 

Ensure that development of the new county-wide strategy for domestic violence and sexual abuse 

takes into account the findings regarding unmet needs in Derby and Derbyshire. 

Prevention 

1. Workforce development should be undertaken with statutory and health organisations to 

increase awareness of domestic abuse and sexual violence, to reduce stigma and challenge 

stereotypes. 

2. Preventative work in schools should continue and should use evidence based interventions to 

raise awareness of and change attitudes to abuse.   

3. Increased levels of preventive work should be undertaken to support national information 

campaigns. This work should be culturally sensitive to different population groups and may 

benefit from a social marketing approach. 

Provision 

4. Encourage commissioners of all public services to require providers to ensure front line staff 

are appropriately trained to identify and respond positively to domestic violence. 

5. Encourage commissioners to require service providers to undertake an equality impact 

assessment to ensure that commissioned services are responsive to the needs of all victims, 

including those from minority groups (e.g. male, LGBT and BME victims). 

6. Encourage commissioners to require that all providers, including health and social care 

providers, carry out baseline assessments to evaluate whether practice is in line with the 

NICE guidance. Guidelines and assessment tools are available at 

www.nice.org.uk/guidance/ph50 

7. Develop a care pathway to ensure all organisations are able to respond positively to 

disclosure of domestic violence and signpost to appropriate services 

8. Review commissioning and service provision around emotional support for children living with 

domestic violence, to build their resilience and mitigate impact on future health and wellbeing. 
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Recovery 

9. Work should be undertaken to understand whether a treatment or recovery model is best 
suited to people suffering or witnessing abuse. This work should inform future commissioning 
and service outcomes  
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1. Background 
 

Domestic abuse (DA) and sexual violence (SV) are separate but overlapping problems. Both types of 

abuse are more common than generally thought, though it is difficult to measure how much abuse is 

occurring. This is partly due to social and cultural attitudes to abuse, as some sections of society may 

be more accepting of abuse and others may fear the stigma of disclosing an abusive relationship.  

Both DA and SV can have immediate health and social impacts on victims and also the people living 

around them such as children, who may be considered secondary victims. Suffering or witnessing 

abuse can cast a long shadow over a person’s life. The health impacts may be felt through reduced 

mental and physical wellbeing, reduced quality of life and in some cases reduced life expectancy. 

People of all genders and sexualities experience DA and SV; however the burden of abuse is greatest 

for women in heterosexual relationships. Women experience more repeated physical violence, more 

severe violence, and more sexual violence, most frequently perpetrated by their partner.1 Social and 

cultural attitudes and stigma associated with DA and SV mean that many people do not disclose that 

abuse is taking place. Addressing this stigma at a societal level is essential for prevention of abuse. 

Both DA and SV are complex, have multiple causes and require input from a range of health and 

social care professionals to deal with their consequences.2 The needs of individuals who are 

experiencing or have experienced DA and/or SV are likely to be wide-ranging and varied. They may 

include physical health needs, such as treatment for physical injuries, mental health needs such as 

counselling, and social needs such as support with housing and finances, all of which will have a 

significant impact on that individual’s health and wellbeing at the time and in the future.  

The services required to meet the needs of people affected by DA and SV are varied and may include 

specialist DA or SV services, physical and mental health services, the police, and housing services, 

among others. In Derby and Derbyshire there is a joint strategy that underpins the commissioning of 

specialist services, which are mainly provided by third sector organisations, and coordinates the 

work of other voluntary organisations. Many of these services have been affected by reductions in 

funding, which has had an impact on provision. 

The National Institute for Health and Care Excellence (NICE) defines health needs assessment (HNA) 

as ‘a systematic method for reviewing the health issues facing a population, leading to agreed 

priorities and resource allocation that will improve health and reduce inequalities’3. This HNA aims 

to review needs and services and to identify gaps in provision for DA and SV in Derby and 

Derbyshire. 

 

1.1. Aims and objectives 
The overarching aim of this needs assessment is to systematically assess the needs of people 

affected by DA and SV and to establish whether current services are meeting these needs. This will 

help inform future commissioning decisions. This will be achieved through review of the evidence 

base and consideration of the following questions: 

1. How many people are subjected to or at risk from domestic abuse or sexual violence each 
year in Derby and Derbyshire? 
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2. What behaviours or other factors are associated with domestic abuse or sexual violence? 
3. What is the impact of domestic abuse or sexual violence on victims, perpetrators and their 

families and children? 
4. What services exist and how does demand vary for services aimed at helping people 

suffering directly from domestic abuse or sexual violence? 
5. Are there gaps in service provision leading to residual need? 
6. What evidence based services and interventions exist to support primary and secondary 

prevention of domestic abuse or sexual violence? 

 

1.2. Scope and population of interest 
The population of interest is male and female victims of DA or SV aged over 16 who are residents of 

Derbyshire Upper Tier Local Authority or Derby Unitary Authority. The children and families of 

victims are also of interest in this HNA and the indirect effects of DA and SV will be investigated.  

The direct health needs of children (<16) who are victims of DA and SV are outside the scope of this 

HNA. Therefore topics such as bullying, abuse over the internet, and the impact of behaviours such 

as ‘sexting,’ while important, lie outside the scope of this work. 

Wide ranging definitions of DA and SV have been used for this work, but due to the rapid nature of 

this HNA and limited timescale the following also lie outside of the scope of this work: 

 Migrant groups with no recourse to public funding 

 Victims of historic abuse such as child sex abuse, although the impact on demand for 
services has been noted 

 Stalking 

 Long term health needs of victims of sexual violence that differ from those for victims of 
domestic abuse 

 

1.3. Definitions 
A number of different definitions of DA and SV are used in the wider literature. This work adopted 

the following broad definitions: 

Domestic abuse: The cross-government definition of domestic violence and abuse is: 

‘Any incident or pattern of incidents of controlling, coercive, threatening behaviour, violence 

or abuse between those aged 16 or over who are, or have been, intimate partners or family 

members regardless of gender or sexuality. The abuse can encompass, but is not limited to: 

psychological, physical, sexual, financial and emotional.’ 4 

 

Sexual violence: The World Health Organisation (WHO) defines sexual violence as: 

‘Any sexual act, attempt to obtain a sexual act, unwanted sexual comments or advances, or 

acts to traffic, or otherwise directed, against a person’s sexuality using coercion, by any person 

regardless of their relationship to the victim, in any setting, including but not limited to home and 

work.’ 5 This HNA will focus on serious sexual violence, which is defined by as: rape, assault, 

inducement, threat or deception to procure sexual activity with a person with a mental disorder.’6 
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The following practices are also defined as abuse: 

 Female genital mutilation (FGM): ‘procedures that intentionally alter or cause injury to the 
female genital organs for non-medical reasons’ 7 

 Forced marriage: ‘where one or both people do not (or…cannot) consent to the marriage 
and pressure or abuse is used’ 8 

 ‘Honour-based’ violence: ‘a collection of practices, which are used to control behaviour 
within families or other social groups to protect perceived cultural and religious beliefs 
and/or honour’ 9 

 

1.4. National policy and guidance 
 

1.4.1. Ending violence against women and girls in the UK 
This policy provides the strategic framework guiding the work of government and goes beyond DA 

and SV. 10 The strategy recognises actions that need to be taken at national level by central 

government, as well as fostering local partnerships with roles for local authorities (LAs), health and 

wellbeing boards (HWBs), health services, public health, the voluntary and community sector, 

community safety partnerships and police and crime commissioners (PCCs). The original strategy has 

been followed up with several action plans. The most recent version was published in March 2014.11 

This restates the vision to eliminate violence against women and girls and sets out an ambition to 

protect victims through prevention and early intervention. Partnership working remains key, along 

with actions to bring more offenders to justice and increase the confidence of victims to access the 

criminal justice system. Some of the preventative actions are: 

 Changing culture through public awareness of violence against women and girls, helping 
reduce acceptance of violence against women and girls across agencies and the public. 

 Making an authoritative evidence base available, providing local areas with access to good 
quality materials and effective practice, and driving the development of Government policy. 

 An increased take up of perpetrator interventions to break the cycle of violence. 

 Prevent girls becoming victims by raising aspirations, confidence and tackling gender 
inequality, in part through working with education.  
 

There are also a range of tools and orders that can be used such as the  Domestic Violence 

Disclosure Scheme (also known as Clare’s Law12), Domestic Violence Protection Orders which help 

provide protection in the immediate aftermath of a domestic violence, Non Molestation Orders and 

Forced Marriage Orders. 

 

1.4.2. Relevant NICE guidance 
The guidance below deals specifically with DA or SV, however many other pieces of guidance refer to 

the mental and physical health needs of people who have suffered DA or SV. 

Domestic violence and abuse: how health services, social care and the organisations they work 

with can respond effectively (PH50): 13 This is the main guidance on domestic abuse issued by the 

National Institute for Health and Care Excellence (NICE). The guidance focuses on interventions to 
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identify, prevent, reduce and respond to domestic violence between family members or between 

people who are (or who have been) intimate partners. It makes recommendations for integrated 

services that are aimed at meeting the needs of victims of DA and SV. It also recommends services 

for young people and perpetrators. 

Pregnancy and complex social factors: a model for service provision for pregnant women with 

complex social factors (CG110): 14 This guidance aims to improve service organisation, provide 

training for staff and enhance service delivery to help address the difficulties experienced by women 

with complex social factors. It has specific recommendations for services to follow when working 

with women who are experiencing domestic abuse. 

 

1.5. Setting 
Derby is a densely populated urban city with around 250,000 residents. Derby has a younger than 

average population, with a high proportion of 20-29 year olds. Since 2002 there has been a 7.3% 

increase in population, with a particularly large increase in the number of children aged under 16. 

This has been driven by recent patterns of migration. 

Derbyshire has a population of approximately 750,000 people. The population is most dense along 

the eastern side of the county. The west of the county is more rural and contains a large part of the 

Peak District National Park. The distribution of health and social services generally reflects the 

location of residents.15 Compared to the England average, Derbyshire has fewer people aged 20-39 

than might be expected and a higher proportion of 40-79 year olds.  

1.5.1. Ethnicity and migration 
Over 49,000 people in Derby (19.7% of the population) identify themselves as belonging to a black or 

minority ethnic (BME) group. This is similar to the England and Wales average, where BME groups 

comprise 19.5% of the population. Within the BME population the most common groups are South 

East Asian and White Other (non-British).  

Derby is multicultural with an estimated 180 nationalities living in the city. Consequently there are 

believed to be in excess of 71 languages spoken in the city. The most commonly used languages 

other than English are Punjabi (4,287), Urdu (3,510) and Polish (3,267), reflecting recent patterns of 

migration. BME populations live throughout the city, but there are higher concentrations of people 

from BME groups living in the South of the city and new migrants often live within the more 

deprived inner city areas. 

By comparison Derbyshire has fewer people identifying themselves as BME. According to the 2011 

census, there were 32,652 individuals from BME groups living within Derbyshire (4.2% of the 

population). The largest BME groups within Derbyshire are White Other, Indian, White and Black 

Caribbean and White Irish. There is significant variation around the county with small areas of 

Chesterfield and South Derbyshire (bordering Derby City) comprising a larger proportion of the 

population that are from BME groups.  
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1.5.2. Wider determinants of health 
Health outcomes are influenced by the behaviours of individuals throughout their life, along with 

factors such as genetics and family history. These everyday behaviours are strongly influenced by the 

attitudes of communities in which we live and wider society, along with other factors.  The Dahlgren 

and Whitehead model (Figure 1) shows that social and economic deprivation can work in various 

ways to affect  the health of a population and individuals. It should be noted that within this context 

health refers to total mental and physical wellbeing, not just the absence of disease. The impact of 

wider determinants on the lives of all residents and the gradient of inequality can be observed, with 

the most disadvantaged suffering from the worst inequalities in health.16  

 

 

Figure 1 The Dahlgren and Whitehead model of wider determinants of health17 

 

A key measure associated with wider outcomes of health is the index of multiple deprivation 

(Appendix 2). Figure 2 shows how deprivation varies within each area, with the most deprived fifth 

of areas clustering in the centre of Derby and the North and East of Derbyshire. The North and East 

of Derbyshire is historically an area of heavy industry and mining that has seen decline in recent 

years. Bolsover District is more deprived than other areas in Derbyshire and lies within the most 

deprived quintile in England. The west of the county is more rural and contains a large proportion of 

the Peak District National Park. While rural areas may appear more affluent overall, pockets of 

deprivation remain and there are significant health challenges in the rural community including 

wellbeing and mental health issues. 
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Figure 2 Deprivation in Derby and Derbyshire compared to England. IMD 2010 national quintiles of 
deprivation. Source: PHE Health Profiles 2013 

 
 
 
 
 
 
 

 
 

 

 

 

 

Derby remains comparatively deprived – ranked 88th (of 326) most deprived local authorities. Levels 

of deprivation vary substantially across the city, with inner city areas being more deprived. Separate 

indices are available for young people and older people; however these follow the same general 

patterns as the IMD with variation seen throughout each area. 

1.5.3. Health inequalities 
Inequalities in health exist within both Derby and Derbyshire. These can be illustrated by comparing 

life expectancy at birth between areas. Figure 3 shows the variation in life expectancy at birth 

between males and females. It also shows the gap between the longest and shortest life expectancy; 

3.3 years for women and 4 years for men.  

The variation in life expectancy at birth is even greater when looking at wards within Derby and 

Derbyshire. The gap in life expectancy at birth for males was 15.7 years and for females 18.1 years, 

however this may have reduced since the last estimates were calculated in 2006. 

Healthy life expectancy, an estimate of how long we can expect to live in a ‘healthy’ state, also varies 

by area. 
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Figure 3 Life expectancy at birth within Derby and Derbyshire Districts, 2008-2010. Source: HSCIC 

 

Figure 4 shows a comparison of life expectancy and healthy life expectancy within wards in Derby 

and Derbyshire. Areas of high deprivation are to the right of the chart. This clearly shows that life 

expectancy falls as deprivation increases; however the fall in healthy life expectancy is steeper. This 

indicates that people living in deprived areas not only live shorter lives, but they also have more 

years of ill health. 

 

Figure 4 Healthy life expectancy and life expectancy at birth for males and females combined, 

wards in Derby and Derbyshire (1999 -2003) by average deprivation score (IMD 2010). Source ONS, 

PHE 
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The underlying reasons for these inequalities in health are complex but include individual factors 

which influence the development of disease such as genetics, and lifestyle choices such as whether 

people exercise, smoke or use alcohol and other drugs.  

The health services in an area also affect how likely people are to recover from diseases and ill 

health. However all of these factors are influenced by the wider determinants of health, which shape 

the society and communities in which we live. 

DA and SV influence the health of victims, perpetrators and children who witness abuse. The impacts 

of abuse may be short term or have lifelong consequences, resulting in lasting physical or mental 

illness and lower wellbeing. Therefore the health impact of DA and SV should be viewed as a long 

term determinant of health in Derby and Derbyshire, which is likely to increase health inequalities, 

rather than as a social problem with limited health impact. 

 

1.6. Key organisational structures 
A number of organisational structures influence services for DA and SV. Unfortunately organisational 

boundaries are not co-terminus. 

1.6.1. Council and specialist services 
A joint Serious Sexual Violence/ Domestic Violence Governance Board was established across 

Derbyshire County Council and Derby City Council in 2011. This sits below the Safer Communities 

and Stronger Safer Communities Boards of each Council. 

This is a high level group with wide ranging membership, responsible for overall governance, 

direction, management and guidance to the five Multi Agency Risk Assessment Conferences 

(MARAC), the Sexual Assault Referral Centre (SARC) and the Derby and Chesterfield Specialist 

Domestic Violence Courts (SDVC). The board also links horizontally to adult and child safeguarding 

boards. 

A Domestic Violence / Serious Sexual Violence / Victim and Witness Coordinating Group sits below 

the board. This group has representation from statutory services and countywide services such as 

the SARC and Independent Domestic Violence Advisors (IDVA) managers. The group aims to provide 

strategic leadership and direction in relation to serious sexual violence and domestic abuse and will 

include work with perpetrators to prevent further violence and abuse. The Group will regularly 

review performance to identify gaps in service and areas for improvement. The Group will be 

responsible for the Derbyshire wide strategy in relation to domestic violence and serious sexual 

violence. There are five Domestic and Sexual Abuse Action Groups (DSAAGs) covering the following 

areas: 

 Derby City 

 Amber Valley and Erewash Districts 

 South Derbyshire  

 High Peak and Derbyshire Dales 

 Chesterfield, Bolsover and North East Derbyshire 

These groups develop local actions with providers and ensure delivery of the overarching strategy. 

Each group also acts as a forum for service providers including those commissioned and funded by 
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the Serious Sexual Violence/ Domestic Violence Governance Board and third sector organisations. 

The Chairs of these groups are members of the Co-ordinating group. 

 

1.6.2. Health 
There are four Clinical Commissioning Groups (CCGs) in Derby and Derbyshire responsible for 

commissioning secondary care. Two Hospital Trusts provide secondary care: Derby Hospitals NHS 

Foundation Trust and Royal Chesterfield NHS Foundation Trust; these provide a wide range of 

services including midwifery. 

Whilst GPs are commissioned by NHS England (NHSE), CCGs are also responsible for the quality of 

care and the populations within their borders. DA and SV come under the safeguarding umbrella and 

the CCGs are supported by a safeguarding lead. The areas covered are: 

 NHS Hardwick CCG: 18 GP practices mainly in Bolsover and NE Derbyshire 

 NHS Southern Derbyshire CCG: 56 GP practices in Derby, South Derbyshire, Amber Valley, 
Erewash, Derbyshire Dales 

 NHS Erewash CCG: 12 GP practices mainly in Erewash 

 NHS North Derbyshire CCG: 36 GP practices across High Peak, Derbyshire  Dales, North East 
Derbyshire 

Adult and children’s inpatient and community mental health services are provided by NHS 

Derbyshire Healthcare Foundation Trust, which works across Derby and Derbyshire. 

 

1.6.3. Criminal Justice 
The Derbyshire Constabulary is split into three divisions, which cover  

 High Peak and Derbyshire Dales (B Division) 

 Chesterfield, North East Derbyshire, Amber Valley and Bolsover (C Division)  

 Derby South Derbyshire and Erewash (D Division).  

DA prosecutions feed into two Specialised Domestic Violence Courts based in Derby and Chesterfield 

in an expedited fashion. SV cases are dealt with by the normal criminal court system with fewer 

allowances for victims. 

After 1st June 2014 the Derbyshire, Leicestershire, Nottinghamshire and Rutland Community 

Rehabilitation Company manage probation services for medium and low risk offenders, while high-

risk offenders are handled by the new National Probation Service (NPS). 

There is one Sexual Assault Referral Centre (SARC) based in Codnor. This covers the whole of the 

County and City area. Patients in Glossop are often referred to the SARC in Manchester. The 

responsibility for this service will shortly pass to NHSE. 

1.7. Conceptual models of abuse in Derby and Derbyshire 
 

The refuge movement and many other services aimed at helping people suffering DA and SV 

originally grew out of feminism movements in the 1970s. In some part many services are still 
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influenced by this philosophy, although services are no longer restricted to women only. One of the 

other major changes is the increasing recognition of DA and SV as criminal rather than domestic 

issues. 

The conceptual model presented below describes how people move through the criminal justice 

system. It shows that from the large pool of people who suffer abuse many never disclose it. Of 

those who do, few see a conviction. However, these people may access specialist or universal 

services. This may come via a referral from the police or to a lesser extent by accessing services 

through another route. This demonstrates that specialist services have a key role in improving access 

to help for those in need and in increasing opportunities for disclosure of abuse. 

Figure 5 A Conceptual Model of Domestic Violence / Abuse (adapted from Standing Together, 
2013) 

 

This also has implications for strategy and local policy development. Currently there is a national 

trend for policies to support the services linked to the police and safeguarding (such as IDVAs and 

MARAC). These are important and attention to these areas in recent years has greatly improved the 

experience of victims, however due to the nature of the model above they do little to improve 

services for the majority of people. 

Recent research in this area has shown that policy that prioritises a criminal justice response may 

lead to an increase in the risk of the majority of those affected by DA. This highlights that early 

intervention and preventative services need to play a more important role in order to reduce the 

burden of DA and SV.18 
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2. Incidence and prevalence of domestic abuse and sexual 
violence 

 

Both DA and SV are more common than generally believed and can affect any population group. 

Unfortunately there are no accurate data on the incidence or prevalence of DA or SV as many cases 

go unreported. Where data is available it is likely be representative of physical abuse, as emotional 

abuse and controlling behaviour is less likely to be reported or even recognised as abuse. Definitions 

of abuse can also vary and data may be incorporated into more general statistics and not recognised 

as domestic abuse.19 

2.1. Adults 
The Crime Survey for England and Wales (CSEW) samples 50,000 randomly selected households in 

England and Wales each year. The survey includes crimes not reported to the police and provides 

the best estimates of the prevalence of DA and SV. However these are still likely to be 

underestimates for various reasons: 

 People may only associate abuse with physical abuse, ignoring emotional abuse and 
controlling behaviours 

 People may have been groomed over time and accept abusive behaviour 

 People may not want to disclose current or historic abuse due to associated stigma 

 People may not feel safe to disclose on-going abuse  

 The sample only includes 16 – 59 year olds, therefore abuse of younger and older people is 
excluded.20 

The CSEW 2012/13 found that, overall, 30.0% of women and 16.3% of men had experienced any 

domestic abuse since the age of 16. Partner abuse (non-sexual) was the most commonly 

experienced type of intimate violence, covered by the survey, among both women and men since 

the age of 16.21 

The survey also asks about DA and SV experienced in the previous year. Figure 6 shows women were 

more likely than men to have been victims in the last year (7.1% compared with 4.4%). The 

differences shown below were statistically significant. It should also be noted that of those 

experiencing a sexual assault, the majority were less serious sexual assaults, such as indecent 

exposure, unwanted sexual touching or sexual threats. 
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Figure 6 Percentage of adults aged 16 to 59 who experienced intimate violence in the last year, by 
sex and headline category, 2012/13 CSEW  

 

Figure 7 shows the trend of DA and SV reported as occurring in the previous year. This shows that 

across England and Wales there has been a significant decline for both sexes. This is also true for the 

subgroups of partner abuse, family abuse and sexual assault. 

Figure 7 Percentage of adults aged 16 to 59 who any domestic abuse or sexual violence in the last 

year, by sex and 2004/05 to 2012/13 CSEW 

 
*full data not available for 2007/8 
 
The prevalence estimates from the CSEW have been applied to estimate the number of people who 

may have been victims of DA and SV in Derby and Derbyshire in the last year (Table 1). This shows an 

estimated 33,556 people aged 16-59 could be affected in a given year.  
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Table 1 Estimates of the number of people in each area who have experienced domestic abuse or sexual 

violence in the past year. Sources: CSEW 2012/13, UK Study of Abuse and Neglect of Older People 2007, 

NSPCC 2011, ONS population estimates 2012. 

Area People  

(0-10yrs) 

People  

(11-17yrs) 

Males 

(16-

59yrs) 

Females 

(16-

59yrs) 

People 

(>65yrs) 

Derby  1172 538 3270 5235 1555 

Derbyshire 2945 1566 9546 15504 6016 

 Amber Valley  456 248 1500 2461 964 

 Bolsover  300 155 962 1549 574 

 Chesterfield  391 208 1300 2107 802 

 Derbyshire Dales  241 143 825 1310 670 

 Erewash  448 224 1408 2323 842 

 High Peak 352 189 1148 1846 660 

 North East 

Derbyshire 

350 192 1183 1921 877 

 South 

Derbyshire 

407 207 1220 1987 626 

Derby and Derbyshire 4117 2104 12817 20739 7570 

 

Whilst the CSEW data provides the best estimates of prevalence of DA and SV these data may not be 

robust. They may underestimate the number of people affected due to underreporting in the CSEW 

and they may hide trends in reporting of abuse and use of services. In 2012/13 for example there 

was a 9% increase in police recorded sexual offences. This is thought to be due to an increase in 

reporting of current and historic offences. For instance reporting of offences occurring over 20 years 

ago doubled, which may reflect greater willingness to report SV due to publicity associated with 

operation Yew Tree.22 

Local data are available from the police. These include recorded incidents of DA and SV, indicators 

which form part of the Public Health Outcomes Framework for each Council. These data are not 

accurate estimates of prevalence as we know a large number of people do not contact the police 

after abuse. However trends provide an indicative picture of how prevalence may have changed in 

recent years. 

Figure 8 and 9 show that the rate of DA incidents in adults is much higher than the rate of sexual 

offences in all age groups. The trend in DA incidents has increased in recent years, but is remaining 

relatively constant. There is much more variation seen in the rate of sexual offences, however this is 

in part due to smaller numbers. In all areas there has been an increase in sexual crime in recent 

years. These changes may reflect increases in prevalence, better access to police or changes in the 

way police are recording data. 
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Figure 8 Domestic abuse incidents (18+) recorded by Police 2007/8-2012/13 (Crude rate per 1000)  

 
 

 

 

 

 

 

 

 

 

 

Figure 9  Sexual crime (all age) recorded by Police 2002/03-2012/13 (Crude rate per 1000) 

 

 

 

 

 

 

 

 

 

 

 

 

2.2. Elderly abuse 
Results of the CSEW exclude people aged 60 years and over. The most recent work that covers this 

age group was the UK Study of Abuse and Neglect of Older People carried out in 2006. This was a UK 

wide survey of 2,100 people aged over 66 living in private households. This found that 4% of people 

reported psychological, financial, physical or sexual abuse in the last year.23   
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Table 1 shows the number of people in each local authority if this estimate is applied to the 

population of Derby and Derbyshire. However this assumes the rate of abuse is the same for all 

people over 65 even if they do not live in private households.  

Together with the CSEW data this suggests a minimum of 41,126 people aged over 16 may have 

experienced DA or SV across Derby and Derbyshire in the last year. The true number is likely to be 

much greater than this. 

2.3. Childhood prevalence of exposure to domestic abuse  
Understanding the true prevalence of childhood exposure to DA or SV is very difficult as behaviours 

may be normalised and not recognised as abuse by the child. Work looking at child maltreatment 

estimated the prevalence of children exposed to domestic violence and family violence within the 

past year and in their lifetime. 

Domestic violence was defined as physical violence and threatening behaviour from an adult 

partner/ex-partner towards the parent, and family violence included exposure to other forms of 

physical violence against family members by adults and siblings living in the home. 

The work found that 12% of under 11s and 17.5% of 11-17 year olds had been exposed to DA 

between adults in their home during childhood, and 3.2% of under 11s and 2.5% of 11-17 year olds 

had been exposed in the previous year. 24 A breakdown of these estimates applied to Derby and 

Derbyshire is shown in Table 1. 

In total these estimates suggest a minimum of 47,000 people living in Derby or Derbyshire have 

experienced DA or some form of SV in the past year. However this is only an indicative estimate as 

the sources of data varied and child and elderly abuse estimates excluded SV.  



Domestic abuse and sexual violence in Derby and Derbyshire 
 
 

Public Document Page 16 of 68 

3. Evidence review 
There is considerable overlap between the evidence base for DA and SV, although the latter is not as 

extensive or as robust. Despite the limited evidence available, it appears that SV is found in almost 

all countries and cultures, though to differing extents.25 Both DA and SV are perpetrated and 

experienced by both men and women, though  the majority of perpetrators are male and the 

majority of victims are female.  It is also recognised that both DA and SV are under-reported and 

that figures are likely to be inaccurate.20 Some groups may report and access services more than 

others, meaning that risk factors identified from these data may be subject to considerable bias. 

 

3.1. Factors associated with victims of domestic abuse and sexual violence 
Understanding the risk factors associated with DA and SV may not necessarily identify causal 

relationships, however the information is useful to help identify potential victims and perpetrators. 

This can be used to inform prevention and early intervention work. 

Research tends to concentrate on heterosexual women as victims and heterosexual men as 

perpetrators and there is less evidence around smaller population groups such as the Black and 

Minority Ethnic (BME) group and the Lesbian, Gay, Bisexual and Trans-sexual (LGBT) group. There is 

also risk of bias in the evidence as some groups may be more likely to report DA and SV and to 

access services than others. 

The following risk factors have been identified from the Crime Survey for England and Wales (CSEW) 

and the wider literature, however caution should be used when interpreting these in isolation as 

many characteristics are closely linked and may influence the effect of other characteristics.  

Research suggests that the more risk factors present, the greater the risk of DA or SV.26,27 

Gender:  Analysis of CSEW showed women were more likely than men to have been a victim of DA 

or SV in the last year (7.1% compared with 4.4%), and to have been a victim since the age of 16 

(30.0% compared with 16.3%).21,28  Female victims of intimate partner violence experienced more 

severe violence and control, with more serious psychological consequences, than male victims. 

Women are also more likely to be fearful of their partners. 29 

Age: the CSEW shows that for both men and women, the prevalence of intimate violence was higher 

for younger age groups (16 to 24 year olds), however the survey does not consider those over 59 

years old.20  A similar association has been identified for SV alone with girls between the ages of 16 

and 19 at highest risk.30 The association of age with DA and SV may be due to the greater 

vulnerability of younger women, or it may be due to the greater propensity of younger rather than 

older men to use violence coupled with the tendency of people to associate with their own age 

group.31  

The CSEW showed that young women were also more likely to be victims of sexual assault in the last 

year; 7.0% of women aged between 16 and 19 compared with 1.8% of women aged between 25 and 

34.32 In addition women aged between 20 and 24 were more likely to be victims of stalking (6.9%) 

compared with those aged between 45 and 54 (3.1%).33 

Increasing age is a risk factor with people over 85 compared at higher risk than those aged over 65. 

This risk is multifactorial, as older age is associated with ill health, greater isolation and greater levels 
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of dependency upon others. The problem of neglect stood out as the predominant type of 

mistreatment, followed by financial abuse in over 65s. This is in contrast to the commonly assumed 

notion of “abuse” as physical violence, although older age groups also remain at risk of SV.34,35 

Ethnicity: There is little variation in reported DA or SV by ethnicity.21 However, cultural differences 

between ethnic groups mean that BME specific services are still required to enable people to 

disclose abuse in an environment in which they feel comfortable.  

In some BME populations there may be cultural and social factors that increase the risk of DA and/or 

SV, such as 'honour'-based violence and forced marriage. These are probably more common in a 

minority of groups, such as some Pakistani, Kurdish, and Gypsy and Traveller communities, reflecting 

a more oppressive patriarchal ideology.36,37 FGM is also more common in migrant groups from in 

Africa, the Middle East and South East Asia.38  

Health: Analysis of 2012/13 CSEW data suggest that both women and men with a long-term illness 

or disability were more likely to be victims of DA or SV in the last year. This pattern was consistent 

across the sub-categories of DA with the largest difference occurring for stalking where 7.5% of 

women with a long-term illness or disability were estimated to be a victim of stalking compared with 

3.4% of women without a long term illness or disability.39 The wider literature supports this but 

suggests that causality is not clear with poor self-reported health possibly being a result of rather 

than a cause of DA. 

Mental health is also a concern as depression and suicidal thoughts may be an indicator of low 

wellbeing or lack of control in a victim. The prevalence of DA and SV is higher in both men and 

women with mental health disorders, compared to those without.40,41 

Victims and perpetrators of violence are much more likely than the general population to have 
severe mental illness with more than a quarter of the burden of adult psychiatric disorders 
attributable to the effect of experiencing childhood violence or abuse.42 

 
Sexuality: In absolute terms there are likely to be more heterosexual women suffering DA and SV 

than other groups. However in relative terms some LGBT groups may be at higher risk of abuse, 

although there is little evidence looking at LGBT relationships. For example a significant proportion 

of transgender people (80%) experience emotional, DA or SV from a partner or ex-partner.43 

There are also several other factors that mean provision of LGBT services is necessary:44 

 Lack of awareness of LGBT DV (within & outside of LGBT communities) 

 Additional LGBT barriers; homophobia, gender stereotypes, coming out  

 Lack of services – leading people to think there is no point in disclosure of DA or SV 

 Perpetrator/s use additional strategies e.g. threats to out 

 

The following factors are linked to lifestyle and wider determinants of health. 

Substance misuse: Substance misuse can impair relationships and social functioning, along with 

physical and mental health. Alcohol consumption is also a significant risk factor for victimisation.45,46 
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Socioeconomic deprivation: The 2012/13 CSEW reported that women living in households in the 

20% most deprived areas of the England were more likely to be victims of domestic abuse (9.1%) 

than women in other areas (5.6% for the 20% least deprived areas and 6.7% in other areas).47 The 

prevalence of domestic abuse for men was not statistically different between these three area types, 

which may be due to small sample size.48 This was also reported in the wider literature.49 

Socioeconomic deprivation is also a risk factor for sexual violence.25 50 

Economic status: Women in households with an income of less than £10,000 had three and a half 

times the DA risk of those in households with an income of over £20,000.  

Rural location: Work comparing the experience of DA and SV amongst women in rural and urban 

areas found each group equally as likely to experience DA and SV. However rural women tend to 

perceive that violence against women happens more in urban areas.51 Women in rural areas may 

also be socially and geographically isolated and have fewer people to whom they can disclose DA or 

SV. Rural communities have poorer access to universal and specialist services meaning that 

disclosure of problems is less likely, which may delay intervention. The role of the GP may be more 

important, however interviews with rural women revealed concern about the confidential nature of 

services they received in their communities.52  

Relationship status: Women who were separated had the highest prevalence of any domestic abuse 

in the last year (21.3%) compared with all other groups by marital status (such as married, 

cohabiting or divorced). There is an elevated risk of abuse around the time of separation.53 There is 

also an association between DA and being a female single parent, but this may be as a result of DA 

rather than a risk factor for DA.31 Whilst rare, attempts to end a relationship are strongly linked to 

intimate partner homicide. Women are particularly at risk within the first two months of leaving an 

abusive relationship.54  

Previous victimisation has been identified as a risk factor for experiencing further sexual violence 55 
56 57 58 and previous domestic violence is the most effective indicator that further domestic violence 

will occur. Work to support the CADDA-DASH risk assessment found that victims are significantly 

more likely to experience additional violence, threats and emotional abuse when they report that 

they are very frightened, afraid of further injury, violence or of being killed, and when they are afraid 

of their children being harmed.54  

Pregnancy or children: The risk of domestic abuse increases with having children and the number of 

children, however this is closely linked with relationship status. Nearly a quarter of women living in 

lone parent households were victims of domestic abuse in the last year (22.7%) compared with 

around 1 in 20 of those living in a household with other adults and children (5.3%) or a household 

with no children (6.3%). 59 

Work looking at the effectiveness of IDVAs found that of those people at high to moderate risk of DA 

with children, 41% had conflict over child contact, 27% of victims were afraid of harm to the children 

and 11% of perpetrators had threatened to kill the children.60 

The Avon Longitudinal Study of Parents and Children (ALSPAC) found that fewer women reported DA 

or SV during pregnancy than they did after birth.31 This may also be interlinked with the physical and 

mental health of the mother following birth. 
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3.2. Factors associated with perpetrators of domestic abuse and sexual violence 
A considerable amount of research has looked at the attributes and experiences of convicted 

domestic violence perpetrators and this forms the evidence base for risk factors for perpetration and 

for interventions aimed at preventing perpetration. However, it cannot necessarily be assumed that 

the profile of non-convicted perpetrators will be the same. There is less evidence looking at 

perpetrators of sexual violence, but there appears to be considerable overlap with risk factors for 

perpetration of DA and with risk factors for sexual victimisation. 

The most well evidenced risk factor for perpetration of domestic violence is alcohol abuse. 

Perpetrator alcohol consumption features in almost two thirds of domestic violence offences and 

the rate of alcohol dependency among convicted perpetrators has been shown to be around 50%. 

Drug abuse is also common among perpetrators (19-39%).61,62 

Similarly, the association between alcohol consumption and sexual violence is the most well-

researched and evidenced risk factor for perpetration,63,64,65,66 with studies across disparate 

populations demonstrating that up to 50% of sexual assaults are committed by men who have drunk 

alcohol.67 68 69  The effects appear to be strongest for those already at risk of perpetration. 69  Alcohol 

consumption is also a significant risk factor for victimisation.70 ,71  

Up to 50% of convicted perpetrators of domestic violence also have a previous criminal conviction, 

about half of which were for previous domestic violence offences.72 , 73 Research shows that DA tends 

to be part of a perpetrator's pattern of repeated aggression toward other persons persisting over 

the life course, with a series of victims including siblings, schoolmates, dating partners, strangers, 

partners and/or work colleagues. Previous perpetration was also a risk factor for committing further 

acts of sexual violence. 74, 75, 76  

There is evidence that witnessing domestic violence in childhood is a predictor of perpetration in 

future relationships, as is childhood physical or sexual abuse. Each of these increased the risk two-

fold.77,78 The risk factors for perpetration of sexual violence overlap with those for victimisation, with 

some evidence that previous victimisation 79,80 and socioeconomic deprivation 81,82,83 are associated 

with perpetration of sexual violence.  

Other identified risk factors for perpetration of DA include mental health issues, with depression 

being the most commonly diagnosed condition (22%) and 35% of perpetrators were found to have 

suicidal ideation or to have threatened suicide. Financial problems were also identified among 45% 

of convicted perpetrators.84 85 

 

3.3. Impacts of domestic abuse and sexual violence  
The impact on victims and their families is discussed below. It should be remembered that there are 

also wider impacts on communities and societies that result from crime and particularly violent 

forms of crime; for example, the fear of sexual violence has been shown to affect social and 

community wellbeing and have a generalised detrimental impact on health.86 
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3.3.1. Impact on and needs of victims 
The needs of people subjected to DA and/or SV are broad because of the wide-ranging and far-

reaching impact of abuse. Many of the impacts are shared between both DA and SV, though some 

are specific to a particular kind of abuse. 

Current evidence suggests that women are more likely to suffer DA and SV than men; therefore the 

impacts are greater for women overall. However, there is less variation than might be expected in 

the impact of DA and SV between BME and LGBT groups and the general population. 87,88 

At an individual level the degree of impact varies between people and is related to the type of 

abuse, resilience of the individual, their support and background, meaning that all services need to 

be flexible enough to respond to an individual’s needs. 

Disclosure of DA or SV is a key time for victims and may influence the impact of abuse and the 

recovery of the victim. The model in Section 1.7 demonstrates that many people choose not to 

disclose abuse. This suggests that knowing about appropriate services to enable early intervention is 

key. Work with DA and SV survivors has shown that the following are key needs at the time of 

disclosure:89 

 To be believed  

 To be treated with dignity  

 To be reassured that it was not their fault  

 To feel safe and comforted  

 Not to feel like a ‘victim’  

 Services that support them and their family  

 To feel in control  

 To be able to make informed choices  

Ensuring people are safe after they have disclosed DA or SV will impact on the lives of victims and 

may include relocation out of an abusive home. This can have a large impact on someone’s life and 

present a number of practical issues, for example:90 

 Breaking a relationship with a partner or breaking up family relationships, leading to feelings 
of guilt and regret  

 Feelings of anger and frustration 

 Leaving the home, relocating into refuge or temporary and then permanent accommodation 

 Relocating children/ changing schools  

 Changing jobs may impact on financial standing of victims  

 Need for financial/benefits advice 

However leaving an abusive relationship does not always stop the abuse from re-occurring. In a 

study of 200 women 76% of separated women suffered post-separation violence. This included 

continued verbal and emotional abuse, threats, physical violence and sexual.91  

In a study by Shelter, 40% of all homeless women stated that domestic violence was a contributor to 

their homelessness. Domestic violence was found to be “the single most quoted reason for 

becoming homeless”.92 
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Together DA and SV have a profound impact on the health of victims. The WHO model of health 

effects of intimate partner violence helps demonstrate that the impacts can be wide ranging (Figure 

10). 

Figure 10 Pathways and health effects of intimate partner violence93 

 

 

This model excludes violence such as SV not perpetrated by a partner, however it is likely to be 

representative of the vast majority of DA and SV victims in Derby and Derbyshire.  

The CSEW shows that the majority of victims of DA or SV do not report receiving physical injuries. 

However just under a fifth of those who reported physical injuries had visited a hospital Emergency 

Department and over a tenth of people had gone on to need specialist mental health or psychiatric 

services. Together these suggest that both physical and non-physical injuries and trauma and 

emotional abuse can have substantial impacts on morbidity and mortality.21 
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Further work from Australia estimated that this abuse accounts for 8% of the overall disease burden 

in the 18-44 year old population. This analysis was based on looking at the outcomes of key health 

risks associated with DA and SV. Overall the burden of DA and SV is greater in those females 

aged<45 where it has a greater health burden than any of the following key health issues: 

 physical inactivity 

 blood pressure 

 tobacco 

 cholesterol 

 alcohol harm 

 body weight 

 illicit drug use 

This indicates that DA and SV have important long-term impacts and should be seen as key health 

problems for both individuals and society as a whole. The results are less conclusive for women aged 

over 45 and it is not clear if these results from Australia are fully generalisable to Derby and 

Derbyshire.94 

Health impacts of DA can be varied but may include acute and chronic pain, fractures, broken teeth, 

arthritis, hearing or sight deficits, seizures or frequent headaches. Internal injuries and miscarriage 

have also been reported. In SV short-term effects on physical health may include bruising and 

bleeding, sexually transmitted infections and pregnancy.95,96 Delayed physical effects of SV include 

gastrointestinal and gynaecological disorders.97 Other indirect outcomes of DA and SV occur as a 

result of stress and include stomach ulcers, spastic colon, frequent indigestion, diarrhoea, 

constipation, angina and hypertension.98 

DA seeks to control victims and can include many forms of emotional abuse, such as isolation from 

family members and friends, control of finances and demeaning insults. Over time this can erode the 

confidence and self-belief and resilience of victims. DA is strongly and consistently associated with 

mental health disorders such as clinical depression or anxiety and also suicide.  Analysis of the adult 

psychiatric morbidity survey has shown more than half of those who had experienced extensive DA 

and SV had a common mental health disorder and 16% screened positive for post-traumatic stress 

disorder.99 The prevalence of depression and post-traumatic stress disorder increased relative to the 

severity and duration of the abuse. 

Of those with a disorder only a tenth were in receipt of counselling or a talking therapy, however 

12% had been admitted to a mental health in patient ward. DA and mental health disorders are also 

linked to smoking along with drug and alcohol dependence.  

There is also evidence that self-harm is linked to DA. A cohort study over eight years found that 

patients experiencing domestic violence were more likely to present with self-harm, had more 

Emergency Department contacts and there was a moderate correlation between the number of 

episodes of self-harm and the number of assaults. The authors concluded that at least 5% of self-

harm patients will have suffered DA in the year before presentation.100 

The effects of SV on mental health are similar to those of DA. They include depression, anxiety, post-

traumatic stress disorder and suicidal ideation.100,101 There is also evidence that victims of sexual 

violence may be more likely to adopt high-risk health behaviours,97,102 including alcohol and 

substance misuse 103,104 and high-risk sexual behaviours.105 
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In addition to the direct health effects, evidence shows that the impact on victims extends into other 

areas of life, affecting personal and social relationships and employment prospects and 

achievement, which in turn affect health.97,102 

 

3.3.2. Impact on child witnesses of DA and SV 
Suffering abuse as a child can have profound immediate and long-term health impacts; however this 

lies outside the scope of this work. Children who live in households where abuse occurs are at high 

risk of witnessing it or otherwise becoming secondary victims of DA or SV. This can affect children 

leading to immediate behavioural, problems emotional trauma, and mental health difficulties in 

adult life.106,107 ,108 

Witnesses to SV were found to have symptoms of stress responses, higher levels of aggression, and 

other negative emotional responses.109,110 There is evidence that child witnesses of SV against their 

mothers experienced sleep disturbance, avoidance, memory distortion, withdrawal and 

regression.111 

‘Secondary victims’ include close family and friends of the victim and there is evidence that they too 

experience negative emotional responses, including traumatisation, fear, anger, guilt and self-

blame.112,113 This can be as a direct result of the assault on someone they love or because they 

become a target for the victim’s own anger and negative emotions. 114  

In over three quarters of incidents of DA, children are in the same or the next room.115 SV may also 

occur in the context of DA where children may be exposed. The impact of domestic violence on 

children is aggravated by the following factors: 116 

 Severity of the violence 

 Child being directly abused or neglected 

 Combination with problem drinking, drug misuse, mental illness or learning disability 

 Witnessing the parent’s sexual and physical abuse 

 Being drawn into participating in the abuse of a parent 

 Colluding in the secrecy and concealment of assaults 

 Lack of wider family and community support 

A UK study found that DA in the family was significantly associated with partner violence later in life 

for girls and was a predictor of victimisation for boys. The work also suggested that for boys, peer 

violence was the strongest predictor of experiencing and instigating partner violence.117 

Nearly three quarters of children on the 'at risk' register live in households where DA occurs and 52% 

of child protection cases involved DA in national work.118,119 In turn this means many young people 

view violence as a normal aspect of intimate relationships.120 A further study found that 20% of 

young men and 10% of young women think that abuse or violence against women is acceptable. 121 

This is consistent with anecdotal evidence from stakeholders. For example a GP in Derbyshire felt 

they commonly saw different generations of the same families with problems related to DA. 

Even if immediate problems are not apparent, witnessing abuse can also impact on the health of the 

child throughout the life course. This may be through impacts on social development or educational 
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attainment in schools which can both contribute to poor health in later life, influencing health 

behaviour such as increased smoking, drug use or risky sexual behaviours. 

A growing body of work looking at health outcomes in the USA following Adverse Childhood 

Experiences (ACEs) has found wide ranging associations between childhood maltreatment (including 

witnessing DA) and later-life health and well being (see appendix 3 for definitions of ACEs). Figure 11 

shows the links between ACEs and reduced life expectancy.122 

 

Figure 11 the theoretical link between adverse childhood events, health and life expectancy 

 

This work confirms many of the impacts cited above. It has shown that trauma alters the function 

and development of children’s brains and nervous systems. This leads to reduced quality of life and 

problems that influence health behaviours in a dose response relationship and increase the risk 

of:122  

 Alcoholism and alcohol abuse 

 Chronic obstructive pulmonary disease 
(COPD) 

 Depression 

 Foetal death 

 Health-related quality of life 

 Illicit drug use 

 Ischemic heart disease (IHD) 

 Liver disease 

 Risk for intimate partner violence 

 Multiple sexual partners 

 Sexually transmitted diseases (STDs) 

 Smoking 

 Suicide attempts 

 Unintended pregnancies 

 Early initiation of smoking 

 Early initiation of sexual activity 

 Adolescent pregnancy 

 

These effects are partially responsible for the findings that people with six or more ACEs died nearly 

20 years earlier on average than those without ACEs (60.6 years [95% CI=56.2, 65.1] vs 79.1 

years,[95% CI=78.4, 79.9]). The average years of life lost per death was nearly three times greater 

among people with six or more ACEs (25.2 years) than those without ACEs (9.2 years).123  

Whilst it is not clear if this work is directly generalisable to the populations of Derby and Derbyshire, 

it remains likely that similar patterns of health outcomes exist for children witnessing DA or SV. 
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3.4. Summary of key needs 
 

A number of immediate and long-term impacts on the health people surviving DA and SV have been 

identified from the wider literature and the views of local stakeholders have also been sought. This 

has helped identify a number of important health needs for the people of Derby and Derbyshire. 

These include: 

 A need to have someone in a position of trust to disclose any type of abuse to whether that 
be a professional or someone in a social network 

 A need to be believed and not stigmatised when disclosing DA or SV 

 Help with acute problems following DA or SV including dealing with safety concerns, medical 
and mental health impacts 

 Practical help with problems arising from abuse such as changing accommodation, changing 
financial support, moving children out of school 

 Long term support for the survivor of DA or SV to help with on-going physical and mental 
health issues such as trauma, to promote wellbeing 

 Support for family members and children who witness or who are affected by DA or SV, 
whilst not being victims themselves 

 Services need to be gender specific and patient centred, with a range of options being 
available for each case 

 A need for services to have tailored provision for population groups such as new migrants, 
BME groups and LGBT 

At a strategic level 

 A need for strategic leadership of services including responsibility for assuring clinical and 
wider governance   

 A need for active communication and a strategic plan of work linking services 

 A need for services to be integrated with health care to ensure social and health care 
support is provided in an efficient and effective way 

At a social level 

 A need for preventative work to raise awareness of and change attitudes about DA and SV 
and to reduce the stigma of DA and SV for victims 

 A need for preventive work aimed at stopping potential perpetrators of DA and SV 
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4. Current Services 
 

4.1. Specialist services for domestic abuse 
The specialist DA pathway (Figure 12) relies on a victim disclosing DA to an organisation or 

attendance by police at a DA incident. Immediate safeguarding actions may then be required to 

address urgent safety issues. A DA risk assessment is carried out using a CAADA DASH checklist (see 

appendices).  People identified as high risk (score >14) are assigned an IDVA and enter the MARAC 

process. Those who are deemed medium risk (score 10-13) are assigned to a medium risk outreach 

service and those at standard risk (score 0-9) are seen by the Countywide Victim Support service. A 

separate, but similar checklist is used by the police (ACPO CAADA DASH RIC) and until recently the 

threshold for high risk cases was defined as a score of 16 or above.  

The following services are available for all, with the exception of perpetrators of DA and SV. A range 

of additional, non-commissioned but important services such as longer term counselling are offered 

by a variety of organisations for both DA and SV victims. 

 

4.1.1. Helpline 
Various national charities offer help lines to support people who are victims of DA or SV. The 

Helpline is funded by Derbyshire County Council. During normal office hours the calls automatically 

divert to the relevant domestic abuse support provider. Outside of office hours the calls are picked 

up by the County Council’s call centre - Call Derbyshire. 

Demand for this service varies. The number of calls has fluctuated over the past 3 months - 369 in 

January 2014, 202 in February 2014 and 108 in March 2014. The calls generated almost 51 hours of 

call time, which averages to5 minutes per call.. 

 

4.1.2. Independent domestic violence advisors (IDVA)  
IDVAs are provided across Derbyshire County by DDVSAS for Derbyshire and also in Bolsover and 

Derby City by local councils. Governance of the Derby and DDVSAS IDVAs falls to the DVSV Board. 

The main purpose of the IDVA is to assess the level of intervention required and address the safety 

of victims at high risk of harm to secure their safety and the safety of their children. Serving as a 

victim's primary point of contact, IDVAs normally work with their clients from the point of crisis to 

assess the level of risk, discuss the range of suitable options and develop safety plans. Any referral 

into the MARAC process should also be followed by a referral to the IDVA service. 

Within DDVSAS the IDVA pathway has been standardised to 12 weeks in length. Many cases require 

less support and longer periods of support can be arranged on a case-by-case basis. The main health 

access point for people using an IDVA is via self-referral to their GP. Within Derby there is not a 

standardised amount of time set for working with victims. This in part reflects the needs of victims 

and the lack of commissioned services for medium risk victims in the city. 

In Derbyshire County, DDVSAS receive funding for 4.5 WTE IDVAs the County Council, Derbyshire 

Constabulary and the Police & Crime Commissioner. This is a three year contract, running up to 
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2016. CAADA recommend a caseload of 100 cases per year per full time IDVA. In 2013/2014 DDVSAS 

have received over 700 referrals to their IDVAs, considerably more than the recommended, 

suggesting the service is stretched. It is not clear whether these levels impact on the quality of 

service provided. 

Figure 12 Flowchart for domestic abuse in adults in Derby and Derbyshire 

 

DDVSAS also supply an IDVA to Chesterfield Royal Hospital two days per week. A third of this comes 

from DCC funding and the remaining from other sources; continued funding for this post is 

uncertain. 

DDVSAS also provide a court-based IDVA, fully funded by the County Council from October 2014. 
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In the 12 months ending March 2014 DDVSAS had 734 IDVA referrals. Of those, 27 (3.7%) were 

Male, 12 (1.6%) were LGBT, 23 (3.1%) were from BME groups and 108 (14.7%) had a disability. 

Referrals into the service come from a range of organisations, with the police being the main source 

(Figure 13). 

Figure 13 Source of IDVA referrals in Derbyshire 2013/14 

 

Within Derby the Council funds 2.8 WTE IDVAs and there is a WTE manager who also takes on case 

work due to the high demand. The number of referrals has increased rapidly. In 2012/13 there were 

282 referrals, 4.7% of which were male, however in the first eight months of 2014/15 there have 

been 362 referrals, 8.2% of which were male. 

Full referral data were not available however the vast majority of referrals come from the police 

Domestic Violence Unit, followed by CYPD and Victim Support. Other referral sources include drug 

and alcohol services, children's centres, housing department and health visitors. 

There is not currently a court based IDVA in Derby, however funding is secured for a new post.  

 

4.1.3. Multi Agency Risk Assessment Conference (MARAC)  
Once identified as being at high risk of serious harm or homicide a DA case is referred to one of five 

MARAC meetings dispersed around Derby and Derbyshire. These provide a multi-agency approach, 

enabling sharing of information and joint planning of actions to reduce risk and provide support. The 

victim does not attend the meetings but is represented by an IDVA who speaks on their behalf. 

For the 2013/14 financial year there were 520 cases discussed of which 55 were repeat cases (11%) 

referred to the County MARACs, and 214 cases discussed of which 25 were repeat cases (12%) 

within the Derby City MARAC. The main referrers to the MARAC process are the police (Figure 14). 

Figure 14 Source of MARAC referrals in Derby and Derbyshire 2013/14 
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Interviews with stakeholders also suggest that there has been an increase in MARAC referrals over 

the past year. This may suggest increasing demand, or it may reflect less experienced and more risk 

averse use of the risk checklists. The police have also recently reduced the referral threshold on the 

checklist from 16 to 14. This has brought them into line with other services and may partially explain 

the increase in demand. 

 

4.1.4. Refuges and supported housing 
There are a number of refuges within Derbyshire, which are operated by third sector organisations. 

Their use is based on an assessment of need (Figure 12) and whilst this is likely to apply to people at 

high risk of DA it may not always be the case. 

People in need of refuge may be placed in a Derbyshire refuge away from their original location or in 

neighbouring areas. Refuge places are not limited to high-risk victims only and are offered on the 

basis of need and individual circumstances. Supported housing is offered by the following 

organisations: 

 DDVSAS – North East Derbyshire, Bolsover, Chesterfield 

 Derbyshire WISH – Amber Valley, Derbyshire Dales, Erewash, High Peak 

 Derby Women’s Centre – Derby City 

 Trident Reach – South Derbyshire 

The refuges are mainly small properties that can provide temporary accommodation for women in 

need and their children. There are also a number of dispersed properties that are suitable for men, 

larger families and those with older male children. Floating support is also provided to help people 

with a move into their own home. This is funded by the Public Health ring-fenced budget, outside of 

the Community Safety Department.  

Funding for a number of refuge places is provided via Derbyshire and Derby Council. A number of 

the refuge buildings are owned by Councils and operated by service providers, other refuges are 

owned solely by third sector organisations. Funding for individuals using refuges is based on their 

occupancy and there may be a perverse incentive for supplier induced demand. No evidence of this 

has been identified and it is likely that the need for refuge accommodation outstrips supply; 

however mechanisms for monitoring this risk were not clear. 

 

4.1.5. Medium risk outreach services 
People may be referred to medium risk services after a risk assessment has been carried out using 

the CAADA DASH checklist (score 10-13), or after completing the MARAC process with an IDVA. In 

2013/14 the main source of referrals into the medium risk services was self-referral, however the 

police, adult and children’s social care, Housing Services, IDVAs and Victim Support also played an 

important role. Some organisations recorded referrals from community mental health teams and 

GPs, but not all. 

Medium risk services around Derby and Derbyshire offer adult outreach services. These vary and are 

tailored to the needs of the individual but will centre on the Freedom Programme, a 12-week rolling 

programme providing informal support and advice around a range of issues including housing, 
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finance and safety. Table 2 shows the services and areas served. It also provides a breakdown of 

demand in the year up to March 2014. All services contacted reported demand had increased in the 

last year as awareness of services increased. It is interesting to note that there were very small 

numbers of LGBT people using services. This may reflect a lack of access for LGBT groups.  

The BME population in Derbyshire, whilst small, is not preferentially using the specialised services 

offered by Hadhari Nari in Derbyshire Dales. Greater numbers of people in a BME group access 

services in their local area.  

 

Table 2 Demand for medium risk domestic abuse services in 2013/14 by provider 

Data not available for Escape in Amber Valley/Erewash or Hadhari Nari in Derby 

The source of referrals to medium risk services varied, although this in some part may be explained 

by differences in reporting activity data and classification of referrals. DDVSAS did not report a 

breakdown of referrals, however their main sources of referral were: 

 Self-referral 

 IDVA Service 

 Housing Services 

 Children’s services 

 Victim Support 

 Community mental health 

 Police 

Referrals for other services varied (Figure 15) suggesting that the various providers have different 

relationships with their local stakeholders and there may be an opportunity for sharing good 

practice in how to access different organisations. 

 

Figure 15 Source of medium risk referrals in Derbyshire 2013/14 

Provider Area Total  Repeat 

referrals 

Male LGBT BME Disability 

  n n % n % n % n % n % 

DDVSAS Bolsover, 

Chesterfield, 

NE Derbyshire 

1434 17 1.2% 76 5.3% 6 0.4% 35 2.4% 149 10.4% 

HPWA High Peak  218 14 6.4% 4 1.8% 0 0.0% 1 0.5% 79 36.2% 

NextStep South 

Derbyshire 

301 300 0.3% 7 2.3% 1 0.3% 11 3.7% 16 5.3% 

Hadhari 

Nari  

Derbyshire 

Dales, County 

Wide (BME) 

45 44 2.2% 1 2.2% 0 0.0% 4 8.9% 0 0.0% 
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4.1.6. Standard risk outreach services 
If people are identified as standard risk (CAADA DASH risk score 0-9) they are referred to Victim 

Support. This charity provides low risk outreach services across the county for males and females. 

The Ministry of Justice provides funding and the provider receives information from the police 

service on a daily download that enables them to contact victims of crime. The service utilises 

trained volunteers who are not DA or SV specialists. 

 

4.1.7. Other services 
Outside of the adult pathway funded by the Derby and Derbyshire SDV Board there is a range of 

other support provided. The funding and governance arrangements for these vary. 

Children's Outreach services provide support and advice for children and young people and are not 

specific to a CAADA DASH risk score. The Children’s and Younger Adults Department at Derbyshire 

County Council fund DDVSAS, High Peak Women’s Aid and Trident Reach to provide programmes for 

children affected by domestic violence and also for young people displaying possible perpetrating 

behaviours. 

 

Counselling for victims is also provided, however this is not routinely funded and different models of 

provision exist. For example DDVSAS provide free counselling which uses DDVSAS employed co-

ordinator to arrange counselling with local independent councillors. The Counselling Service is a 

member of the British Association for Counselling and Psychotherapy and follows its code of ethics, 

but may be at risk due to reductions in funding. 

 

Other organisations such as Relate provide limited free counselling alongside paid for relationship 

counselling and services in Derby and Derbyshire. In Derby the Derby Women’s Centre offers paid 

for counselling with trained volunteers, who range from the experienced to the pre-qualified. All 

counsellors adhere to strict codes of ethics and professional conduct set out by the British 
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Association for Counsellors and Psychotherapists (BACP) and United Kingdom Council for 

Psychotherapy (UKCP). 

 

Third sector providers also bring added value through additional services: 

 Drop-in sessions: Informal support and advice around a range of issues such as housing and 
finance, safety- including self-referral to refuge. According to service user verbal feedback to 
DDVSAS, this service is not seen as particularly well used. 

 Volunteer Service: Informal 1:1 befriending support, coffee and activity mornings, support of 
group work sessions. 

 Other therapies and support such as art therapy for children and young people.  
 
 

4.1.8. Perpetrator services 
Within Derbyshire there is a specialist service to help men who want to change their behaviours and 

reduce their risk of perpetrating DA. This service is provided by DDVSAS and offers a 35-week 

structured programme which seeks to reduce and stop abusive behaviour by offering support so that 

the perpetrators better understand their own behaviour and the impacts and risks of this behaviour. 

The programme also includes a team of Women’s Safety Workers who will work with the partners or 

ex-partners of perpetrators participating in the programme, to ensure the women’s safety and that 

of any dependants. 

The perpetrator programme is currently co-funded by Big Lottery funding and Derbyshire County 

Council’s Community Safety Partnership. 

 

4.2. Specialist services for sexual violence 
The following high-risk services are available for anyone, with the exception of perpetrators of DA 

and SV. Figure 16 shows the pathway for people who disclose SV to organisations within Derby and 

Derbyshire. There is one main provider of SV support across the area, a third sector organisation 

called SV2. 

4.2.1. Sexual Assault Referral Centre (SARC) and Independent Sexual Violence 
Advisors (ISVA) 

People who disclose serious sexual assaults are referred to the Sexual Assault Referral Centre (SARC) 

provided by the charity SV2. Crisis Workers help victims through the immediate aftermath of an 

assault and act as an advocate for the victim. 

A SARC is a specialist 24/7 service for anyone aged 16 years and over who has been raped or sexually 

assaulted. They aim to provide the following services under one roof: 

 Medical care and forensic examination following assault/rape,  

 Counselling 

 Sexual health services 
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Figure 16 Flowchart for sexual violence services in adults in Derby and Derbyshire 

 

 

 

Service users can choose whether they would like to inform the police at a later stage and have their 

samples stored (for up to 12 years) whilst they are considering what to do next. It is hoped that 

through this option service users can take back some control over what is happening whilst allowing 

more time to make such an important decision. 

 
Following contact with the Crisis Worker a victim is offered further support from an Independent Sexual 

Violence Advisor (ISVA). They ensure victims are offered the support they need from statutory and other 

services, act as an advocate, and provide information to the victim. The ISVA also provides support with 

the judicial process. 

Funding for Crisis Workers and ISVAs will in the future be provided by NHSE , after commissioning 

responsibilities for the SARC pass from the police service. 
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Figure 17 Source of referrals to SV2 – including the SARC 2013/14 

 

Within Derbyshire there are also a number of DDVSAS staff who are trained as ISVAs. The aim of this 

is to provide a single service for people who suffer SV as part of DA. It is aimed at those who do not 

require access to forensic services from the SARC, but would benefit from long-term support an ISVA 

can provide, which is beyond the scope of IDVA services. 

 

4.2.2. Other Sexual Violence Services 
SV2 provide a range of other services alongside the SARC in order to offer an integrated service. A 

help line is available and on-going support. Patient centred trauma based counselling for up to 26 

weeks is also offered on the basis of need. This is a free service to clients and may deal with a wide 

range of SV victims including those with historic experience of SV. The CORE-32 standardised tool is 

used to assess outcomes of counselling along with tools for assessing dissociation; one for 

psychological dissociation (DES II) and one for somatoform dissociation (SDQ20). 

 All counsellors are either accredited, (or eligible for accreditation), by the BACP (British Association 

for Counselling) or the UKCP (UK Council for Psychotherapy). Counsellors follow their associations’ 

ethical and professional codes of conduct and operate within an SV2 Governance Framework. 

The demand for counselling services has increased in recent years, putting pressure on this service 

and increasing waiting times. It is not clear if alternative specialist services exist within the NHS, and 

if they do they are likely to be very limited. Victims may be referred to IAPT based services, but these 

may be short term cognitive behavioural therapy approaches that aim to provide coping strategies 

only. 

In the 12 months ending March 2014 SV2 had a total of 661 new service users including users of the 

help line. Of these 81 (12.3%) were male, 197 (38%) were historic cases and 8 (1.5%) were victims of 

multiple assaults.  

Other services also operate in this area, such as SAIL (Sexual Abuse & Incest Line) based in 

Chesterfield. SAIL offers a free counselling service and a help line and is funded by voluntary 

donations.  
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4.2.3. Primary prevention, awareness raising and training 
Preventative work is co-ordinated through the DSAAG in order to meet the strategic aims set out by 

the Domestic and Sexual Violence Board. 

Local services and Councils propagate national campaigns aimed at prevention of DA and SV. A 

number of local initiatives are also undertaken. Across Derbyshire there is a resource guide for 

schools to help them be aware of signs of DA and know where to refer. This has replaced a key 

worker post. Third sector organisations such as SV2 and DDSVAS also carry out preventative work in 

schools. 

DSAAGs also promote work in schools via partner organisations and undertake events around the 

year to promote services and preventative messages for DA and SV. These vary by area and in their 

scope. 

Developing awareness of DA and SV and the services available is carried out by a variety of 

organisations. Organisations report that they have worked with local referrers such as GP practices 

to increase awareness. Direct training for CCGs has also been commissioned from DDSVAS to raise 

awareness of DA and SV services along with MARAC training. 

 

4.3. Cultural sensitivity 
DA and SV affect people regardless of race, ethnicity, class, sexual and gender identity, religious 

affiliation, age, immigration status, and ability. Because victims may experience the abuse and 

access services in culturally specific ways, service providers should consider the cultural background 

and the unique issues faced by the victim and their children in order to tailor services to meet their 

needs. All services should be capable of providing services for all groups and this includes forging 

links with all potential avenues of disclosure, which may vary between cultures and groups. Similarly 

prevention and awareness work must address cultural norms and differences to improve equity of 

uptake and provision. 

 

4.4. Health services 
No clear overarching pathway for DA or SV currently exists within the health services. Some 

organisations have specific DA and SV strategies whilst others treat disclosure of DA and SV as safe 

guarding issues for children and vulnerable adults. 

 

4.4.1. Primary care  
Health professionals are often a first point of contact for women, and they deal with the after-

effects of domestic abuse on an everyday basis. Women who have experienced abuse use health 

services frequently and require wide-ranging medical services.  

Updated guidance for GP practices was developed by the Royal College of GPs and CAADA and 

launched in 2012. Recommendations include practice training and referral pathways to specialist 

domestic violence agencies.124 
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CCGs are now responsible for the quality of care provided by GPs in Derbyshire and Derby. DA and 

SV Training has been provided for CCGs and some areas have developed specific DA and SV 

pathways alongside safeguarding procedures. 

 

4.4.2. Midwives and health visitors 
Pregnancy and having a new baby are vulnerable times for some women. Midwifery services in 

Derby and Derbyshire routinely screen for domestic abuse at the booking appointment and 

throughout pregnancy. NICE guidance recommends that midwifery services have a clear and agreed 

local protocol developed jointly with police, social care providers and third sector agencies. 

 

4.4.3. Secondary care 
Both the Chesterfield Royal and Royal Derby Hospitals provide Accident and Emergency services. 

These are likely to be used by people who have suffered serious assaults due to DA or SV and 

forensic procedures are in place in both hospitals to preserve evidence associated with victims. 

 

4.4.4. Derbyshire Healthcare NHS Foundation Trust  
Derbyshire Healthcare NHS FT provides community and inpatient mental health services. There are 

clear links between DA and SV and mental health issues. The Trust has specific domestic violence 

standards and procedures in place. 

 

4.5. Social care 
4.5.1. Children’s services  

Where a child may be at risk from domestic abuse (either as a direct result of abuse aimed at the 

child or an indirect risk from abuse between parents or other household members) a referral can be 

made by professionals or members of the public to Children’s Social Care. Within Derbyshire this 

service is managed by Call Derbyshire. Upon receipt, the referral is screened by a senior practitioner 

co-located to Call Derbyshire to ensure that only cases which meet appropriate thresholds lead to 

further action.  

During the financial year 2013/14 there were 3,924 children referred to children’s social care within 

Derbyshire, where domestic abuse had been identified as a current or partial cause for concern. This 

equates to a rate of 25.3 referrals per 1,000 children aged 0-17 years. The highest rate of referral 

was from Chesterfield (33.8 referrals per 1,000), which was statistically significantly higher than the 

Derbyshire average. South Derbyshire and South Dales had a referral rate of 19.3 referrals per 1,000, 

which was statistically significantly lower than the Derbyshire average. For all other districts, the 

referral rate was not significantly different to the Derbyshire average. No data was available for 

Derby. 

In general, districts with higher referral rates tended to have a higher proportion of repeat referrals. 

Conversely, districts with the higher referral rates tended to have a lower proportion of referrals 

that led to further action. The higher referral rates experienced for some districts are therefore likely 
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to be partially influenced by a combination of the number of repeat victims and a cautious approach 

to the referral process. 

There were similar numbers of referrals for males and females, but only 6% (252/4186) were aged 

over 16 years. 

The sources of referrals varied with 53% (2226/4186) from the police, 11% (445/4186) from health 

services, 8% (343/4186) from individuals and 6% (264/4186) from schools (Table 3). 

Table 3 Source of domestic abuse referrals to Children’s and Younger Adult’s Services in 

Derbyshire 2013/14 

 

 

Of all the referrals to Derbyshire children’s social care during 2013/14, for the vast majority (59.9%) 

the direct victim of abuse was the parent only, i.e. a child may have witnessed abuse that was aimed 

towards their parent (Figure 18). Parents and children were both direct victims of abuse in 12.3% of 

referrals and in 7.0% of referrals the child was the only victim. In total, children were the direct 

victims of abuse in 20.5% of referrals, which also includes abuse from other household members. 

From the existing data it is not currently possible to readily identify the perpetrator of abuse. 

However, the national review by CAADA found that where a child has been exposed to domestic 

abuse, in 73% of cases the perpetrator was the father, followed by 29% of cases where the 

perpetrator was the mother’s male partner. Where the child was the direct victim of domestic 

abuse, the father was responsible for 66% of cases and mother’s male partner for 27% of cases.  

Referral Source

Percentage of 

Referrals Number

Police - Central Referral Unit 44.0% 1,726

Police - Other 9.6% 377

Schools 6.3% 248

Individual - Family member/relative/carer 5.2% 205

Health services - Other primary health services (eg: Hospital, Clinic) 5.0% 197

Other legal agency - probation 3.4% 132

LA services - External e.g. from another LAs adult or children social care department 2.7% 106

LA services - MAT 2.7% 106

Individual - Acquaintance (including neighbours and child minders) 1.8% 69

LA services - Social care e.g. adults social care 1.8% 69

Health services - A and E (Emergency Department) 1.6% 64

Health services - Health Visitor 1.4% 56

Anonymous 1.4% 55

Health Services - Derbyshire Mental Health Service 1.1% 43

Health services - GP 1.1% 43

LA services - Other internal department other than social care in LA 0.8% 33

Health services - Other (e.g. hospice) 0.6% 24

Individual - Other (including strangers, Member of Public, MPs) 0.6% 23

Other legal agency - CAFCASS 0.5% 21

Housing (LA housing or housing association) 0.3% 12

Education Services 0.3% 11

Individual - Self 0.2% 8

Other 3.6% 140

Unknown 4.0% 156

Total 100.0% 3,924
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Figure 18 Proportional Venn diagram to show the primary victim of domestic abuse for referrals to 

CAYA (2013/14) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.5.2. Adult Social Care  
Adult social care works with any adult who has been subjected to abuse and directs them to the 

appropriate specialist services. In particular there is a focus on those who are likely to be particularly 

vulnerable:  

 A person with mental ill health, physical or learning disability, illness or age related frailty 

 Someone who is less able to protect themselves against significant harm or exploitation 

 People dependent upon carers or others who are under stress 

 People living in difficult community settings such as shared hostels 
 

Using referral data based on incidents that occurred in the home, was physical in nature and in 

which the alleged perpetrator was known to the individual, provides a snap shot of demand, but will 

underestimate the true number of referrals related to DA and SV. 

In Derbyshire during the 12 months ending March 2014 the County had 486 referrals of which 158 

(32.5%) were assessed at a Safeguarding Strategy meeting and 62 (12.8%) were repeat referrals. Of 

these, 65% (317/486) were female and 53% (253/483) were over 65 years old, however only 6 

referrals were recorded as belonging to a BME group. The main referrers were health services 

(Figure 19). No data was available for Derby. 

Parent 

n = 1,733 (59.9%) 

Child  

n = 203 (7.0%) 

Parent & Child  

n = 356 (12.3%) 

Other  

n = 34 (1.2%) 
Parent & Other  

n = 65, (2.2%) 

Parent, Child & Other  

n = 16 (0.6%) 

Child & Other 

n = 16 (0.6%) 
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Figure 19 Source of physical abuse referrals of vulnerable adults to Adult Services in Derbyshire 

2013/14 

 

 

4.6. Criminal Justice 
A clear pathway exists within the criminal justice system for perpetrators of DA or SV. This has 

benefited in recent years from developments such as MARACs and specialist courts for DA. 

4.6.1. Police  
Derbyshire Constabulary covers both Derby and Derbyshire. The police are frequently involved in 

incidents that involve DA and SV and may well receive the first disclosure from a victim. However it 

is likely that the police are involved in incidents that are more serious and also more likely to involve 

physical harm rather than other forms of abuse and at times police involvement may act as a barrier 

to people seeking help. 

 

4.6.1.1. Domestic abuse 
During 2012/13 there were 17,631 reported incidents of domestic abuse in Derbyshire (County and 

City), which equated to a rate of 21.7 incidents per 1,000 population aged 18+. Statistically, this was 

significantly higher than both England (18.6 per 1,000) and East Midlands (20.8 per 1,000) at the 95% 

confidence level. However, it is important to note that this does not necessarily mean that there is a 

higher prevalence of domestic abuse in Derbyshire compared to the Country as a whole; this could 

be influenced by differences in reporting and recording. Figure 20 shows the change in numbers of 

DA calls for service per 1,000 residents in Derbyshire, and illustrates that demand has increased over 

time by a small but statistically significant amount.   

Between April 2011 and March 2014 the rate of domestic abuse incidents in Derbyshire County and 

Derby City increased from 23.5 incidents per 1,000 to 24.2 incidents per 1,000. The incident rate in 

2013/14 was almost 67% higher in Derby City (34.4 incidents per 1,000) compared to the County 

(20.6 incidents per 1,000). 

 

3 

7 

12 

12 

12 

15 

16 

26 

28 

65 

83 

94 

113 

0 20 40 60 80 100 120

Self referral

Health visitor

Other police

Housing Dept/Assoc.

Other LA (non DCC)

Police Central Referral Unit

GP

Mental health

Family/Friend/neighbour

Internal

Other Agency

Other

Secondary care (hospital)



Domestic abuse and sexual violence in Derby and Derbyshire 
 
 

Public Document Page 40 of 68 

Figure 20 Domestic abuse incidents (18+) recorded by Police 2007/8-2012/13 (Crude rate per 1000)  

 

 

 

 

 

 

 

 

 

 

 

Figure 21 shows the variation in demand in the 12 months ending March 2014. Derby City, 

Chesterfield, Bolsover Erewash and High Peak had the highest rates of calls for service and there are 

statistically significant differences in levels of demand between areas. Further variation by area is 

show in the map in Figure 23. 

Figure 21 Number of domestic violence calls (all age) per 1,000 resident population 2013/14 (rate 

per 1,000 population and 95% confidence intervals) 

 

Outcomes of police calls are also an important factor as they influence how DA is perceived in wider 

society. The identification of incidents as crimes, and following them up with a charge or caution (for 

a first-time offence) acts as a deterrent and a form of secondary prevention. 
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Although all recorded crime numbers have been falling consistently from 2004, recorded DA 

offences have been rising from 2007 and this will in part be due to increased understanding and 

better recording, but also increased reporting due to the many initiatives that have been carried out 

(Figure 22). In Derbyshire and Derby the number of recorded DA crimes has risen by 1.2% over the 

last year (4958 in 12/13 to 5018 in 13/14). 

Figure 22 Comparison of domestic abuse recorded crime rate (A) with overall trend in recorded 

crime rate (B) in Derbyshire and Derby (rate per 1,000 population) 2009/10-2013/14 
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Figure 23 Areas of significantly higher and lower rates of domestic abuse (all ages) incidents 

reported by Police, safer neighbourhood areas 2013/14 

 

 

4.6.1.2. Sexual violence 
The number of calls to police for sex offences has risen slightly from 742 in 12/13 to 786 in 13/14 

(+5.9%). This is an increase in the monthly average from 62 in 12/13 to 66 in 13/14). 
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Police recorded sex offences have increased from 790 in 12/13 to 902 in 13/14 (+14.2%). This is an 

increase in the monthly average from 66 in 12/13 to 75 in 13/14. During 13/14 31.8% of all recorded 

sex offences were recorded more than 12 months after the incident date (the earliest possible date 

that the incident could have taken place). This is likely to reflect the impact of Operation Yewtree, 

which widely publicised investigations into historic sexual offences, resulting in greater awareness 

and willingness of victims to report historic crimes. 

 

4.6.2. Probation 
A new accredited program called Building Better Relationships (BBR) is currently in use by the 

probation service and has replaced the Integrated Domestic Abuse Programme (IDAP). The 

intervention is aimed at those male offenders convicted of serious domestic violence, in particular 

those with an entrenched pattern of violence and aggression. 

The 29-session programme, which is primarily delivered in groups, encourages men to change their 

behaviour and develop strategies for maintaining the change when they complete the course. It 

aims to reduce re-offending and promote the safety of current and future partners and children. 

A snap shot of the Probation caseload in December 2013 indicates that 164 offenders were 

undertaking an Integrated Domestic Abuse Programme (IDAP) or a Building Better Relationships 

Programme (BBR). At the end of March 2014, 68 (76.4%) offenders completed the scheme 

successfully. 

 

4.6.3. Courts 
Chesterfield and Derby both house Specialist Domestic Violence Courts. These are a co-ordinated 

multi-agency response to DA, which combine both criminal justice and non-criminal justice 

interventions. Some of the specific measures utilised by the court system included:  

 Frontline police officers trained on the ACPO guidance for investigating DV  

 Access to the IDVA service and witness support to improve the experience of judicial system 
for victims 

 Dedicated prosecutors, specially trained magistrates and legal advisors  

 Fast-tracking of DA cases 

 Separate entrances, exits and waiting areas so that victims do not face the risk of being 
confronted by their attackers while attending court 

 

No specialist court exists for SV cases. These are pursued through Magistrate and Criminal Courts. 

Conviction rates do not reflect the needs of the victims of DA and SV, but again help act as a 

deterrent to committing crime if there is a perception that DA and SV are not acceptable in wider 

society.  

In the year ending in March 2014 the DA conviction rate in Derby and Derbyshire was 76.4% 

compared with the National rate of 74.6%. The conviction rate for sexual offences was 80.4% 

compared with the National rate of 79%. However this reflects the whole Police and Judicial 

pathway rather than the court process itself.  
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5. Stakeholder feedback 
 

5.1. Questionnaire 
There were 5 respondents to the questionnaire, equating to a response rate of only 33%. Key points 

from the stakeholder survey are provided below and full results are given in the appendices.  

The majority of stakeholders were mainly working with heterosexual, White British victims of abuse. 

Work with BME groups was greater in Derby than in Derbyshire, reflecting the distribution of BME 

groups. Work with other minority groups including LGBT groups, migrant communities and sex 

workers was reported as intermittent or infrequent by all respondents.  

The general picture was that services were either not meeting demand or were only doing so by 

stretching themselves to breaking point. All stakeholders reported an increase in the number of the 

referrals they are receiving and cases they are dealing with; they all expect this trend to continue. 

This was felt to be mainly due to greater awareness of DA/SV and the services available, but was also 

felt by some to be a direct result of cuts to other services. Despite this there was a common 

perception among stakeholders that public and professional awareness of the services they provided 

was poor and represented a barrier to accessing services. Other barriers identified by several 

stakeholders included language barriers, stigma of DA/SV and fear of the perpetrator.  

Apart from issues with capacity, service provision was felt to be generally good, with improvements 

possible in terms of integrated working, knowledge and awareness of services, and more training for 

health care professionals and police. Prevention and training were identified as gaps in provision. 

 

5.2. Interviews 
Semi structured and informal interviews were undertaken with a range of stakeholders that 

commission and provide specialist and non-specialist services. Face to face interviews were 

undertaken with DA and SV managers in Derby and Derbyshire Councils, DSAAG Chairs, and key 

providers DDVSAS and SV2.  

Interviews via email were carried out with Chesterfield Hospital (Safeguarding team), East Midlands 

Ambulance Service (Safeguarding), Southern Derbyshire CCG Designated Nurse for Safeguarding 

Children (Derby) and the North Derbyshire CCG Head Nurse for Safeguarding Children (Derbyshire). 

Telephone interviews were carried out with the High Peak DSAAG chair, who also represented High 

Peak Women’s Aid, and a GP clinical lead for Learning Disabilities in Hardwick CCG. 

A common set of themes emerged from this work: 

Services and organisation 

 Derbyshire and Derby are seen to have a good system in place, which has improved in recent 
years and has benefitted from a joint Board approach. 

 Communication works well between the different tiers of commissioner and provider. 
Providers are generally well connected to each other and work to provide a unified service. 
However communication horizontally across the system could be improved in some areas. 
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 There are concerns about the sustainability of current medium risk DA service provision in 
Derby City. Concerns were expressed about the quality of referrals to the MARAC process, 
reflecting the need for greater training.  

 Services for people at standard risk of DA are provided by volunteers. Some stakeholders felt 
there was a role for people with greater expertise and specialist training. 

Funding 

 Decreased funding has impacted other services, for example mental health respite 
accommodation, which has increased demand for refuge accommodation and demands on 
other specialist services. 

 A tension exists between third sector providers as they bid for the same funding pots. 

 There is a desire to secure more funding from service commissioners in the Council and 
health services to reduce the need for non-sustainable funding for charitable organisations. 
This is tempered by third sector organisations wanting to retain independence and work 
within defined organisational and cultural values.  

Links across services 

 Some organisations felt that better links with wider health care were required. The majority 
of stakeholders identified links with mental health services as a problem, with difficulty 
referring those in crisis in to services.  

 Some organisations reported good links with GPs and CCGs whilst relationships varied in 
other areas. An interview with a single GP identified a lack of awareness of referral pathways 
into specialist services but an awareness of safeguarding procedures. 

 A health stakeholder identified that there is a risk that if DA and SV are viewed as 
safeguarding issues by health services, that non vulnerable adults may be less likely to be 
identified as being at risk of DA or SV. One stakeholder felt that some health professionals 
may overstate the role of patients having capacity to choose to be abused, and further 
training may be required. 

 Links to social services were identified as good. However there needs to be better 
integration of the needs of DA victims when access to children by a partner is being 
facilitated, in order not to undermine interventions such as restraining orders. 

Integrated commissioning 

 It was noted that providers might be commissioned for a variety of services relating to DA 
and SV by multiple organisations and multiple departments within an organisation (e.g. 
CAYA for children’s services and Community Safety for adult programmes). There is no 
standardised way of reporting to commissioners in one organisation, which creates 
bureaucracy, and there sometimes appears to be a lack of awareness of services 
commissioned by different departments.  

 

Access to services 
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 Cultural differences and wider acceptance of DA and SV in some new migrant communities 
in both Derby and Derbyshire mean these communities are less likely to access services. 

 Rural communities may have less access to services and may need to travel and have access 
to private transport in order to access services 

 Changes in funding have impacted on some third sector organisations leading to less support 
for BME and LGBT populations. 

 Fear of the consequences of reporting abuse / accessing services was identified as a barrier, 
particularly for parents whose fear of having their child removed by social services often 
outweighed their fear of the perpetrator. 

Demand  

 Demand for DA and SV services is high and waiting lists exist for services such as counselling. 

 Services feel they are stretched and some are at breaking point. Many feel that they cannot 
actively promote their services as they will be overwhelmed 

 Greater awareness of historic sexual abuse cases has increased demand for services, 
reflecting a burden of unmet historic need in the population. 
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6. Gaps in need and provision of services  
 

The needs of people who are victims of DA and SV or those who witness abuse are varied and 

include both social and health needs. Stakeholders felt that the current system was one of the better 

examples of responsive DA and SV care that aimed to provide an integrated service. It was noted 

that services are open to everyone suffering DA or SV with the exception of perpetrators. However 

stakeholders also acknowledge that there is room for improvement in services.  

The following issues have been identified as unmet health needs. 

Burden of ill health  

One of the key findings of this health needs assessment is a perceived lack of awareness of the 

importance of DA and SV as a cause of ill health. The impacts section of this HNA clearly sets out the 

risk of long-term health impacts for both victims and children living in homes where DA and SV 

occur. There is a need for DA and SV to be highlighted as a determinant of ill health and for 

commissioners of health and social services to recognise its importance. There is also an urgent need 

to recognise that the burden of abuse currently outstrips funding. 

Prevention 

National campaigns target both victims and perpetrators of DA and SV and the outgoing strategy for 

DA and SV included prevention work. However, over the course of this HNA it has not always been 

clear how this has been implemented in local areas. DSAAG groups are responsible for planning local 

prevention and awareness raising work, however examples of work varied in their scope and 

ambition, and greater support may be required to plan prevention and awareness raising campaigns 

that target populations in the greatest need. Groups identified in this HNA could be used as a basis 

for a social marketing campaign that may help focus prevention messages. 

Efforts at population wide secondary prevention should also be considered. An example might be to 

work with large employers to ensure they are aware of the scale of DA and SV in the community. 

Employers may have an important role in the recovery of victims of DA and SV and the prevention of 

further abuse through the support of victims in making changes.  

Linking with employer organisations or Public Health groups such as the East Midlands Platform for 

Health, a network of employers of which some cover Derby and Derbyshire, may be useful in 

primary and secondary prevention work. 

Preventative work in schools is on-going, although it is not clear how sustainable this work is and 

whether programmes are evidence based. Stakeholders highlighted that previous school prevention 

programmes funded by the Councils had been replaced with a written guide for schools. Further 

work may be required to identify the current service provision and whether this is helping change 

attitudes of children in schools and decrease the stigma of DA and SV. 
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Access to services 

DA services are distributed around Derby and Derbyshire however they tend to be focussed in more 

urban areas.  The population in Derbyshire in particular is quite dispersed which may affect access to 

services due to a lack of transport infrastructure.  

This is a particular problem for rural areas, where close-knit communities may decrease the 

likelihood of victims disclosing abuse to local health services such as GP, pharmacies or the police. 

People who usually have good social capital in close communities may be less likely to disclose issues 

to friends for fear of stigma and social repercussions. A single SARC location may also act as a barrier 

to people accessing SV services. Populations in Glossop currently access SARC services in Manchester 

to help overcome this issue; however this may change in the near future as the NHS takes over 

commissioning arrangements, presenting potential issues of access that should be monitored. 

Derby and Derbyshire have in recent years had specific support for BME groups provided by Hadari 

Nari based in Derby, and Derbyshire Friend which supported LGBT groups across the City and 

County. Both of these third sector organisations have altered their services in response to funding 

changes in recent months. This may reflect lower demand from these population groups or barriers 

to access, therefore a culturally sensitive approach to DA and SV services should be embedded in all 

health statutory services to ensure wider access. 

 

Integration with health services 

The current system is able to provide a core package of care tailored to an individual’s needs. There 

is historic integration between the social and criminal justice services. However integration with 

health services is lacking. 

Current services encourage people to access health support via their local GP or hospital as required, 

however no direct pathway exists for referral into health services. This is especially important for 

mental health services as victims of DA and SV are at higher risk.  

Better integration with health services will offer an opportunity to improve multiagency working to 

support victims and offer opportunities for learning from service delivery models used in health 

care.  

From the information gathered in this HNA it is not clear what NHS pathways exist for patients who 

are suffering trauma due to DA or SV. It is apparent that stronger links need to be made at a 

strategic level between the DVSV Board and Derbyshire Healthcare NHS Foundation Trust who 

provide mental health services for the area.  

 

Workforce development 

Training of CCG staff has been undertaken and should have a positive impact on the quality of 

primary health care services. Direct training of health professions and raising awareness of the 

services available may also help ensure people who are identified as suffering DA or SV within the 

health service are offered support from the appropriate DA or SV service. This may be best achieved 
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through training about high risk groups such as those with mental health problems, learning 

disabilities and those who misuse drugs and alcohol. 

Currently only midwives routinely screen people for DA or SV. Disclosure of DA to a GP is likely to be 

seen as a safeguarding issue and there may be a gap in services for non-vulnerable adults who do 

not routinely fit within safeguarding systems. There is also a risk that people may be seen as having 

full capacity and ‘consenting’ to abuse – this would appear to be more likely in less severe abuse or 

emotional abuse.   

 

Services for perpetrators who are also victims 

Currently there are no services for people who have experienced current or historic DA or SV who 

are also perpetrators. Services will not work with perpetrators as they feel it will undermine the 

services for victims. However the wider literature suggests that historic abuse and associated trauma 

may be one of the causes of abuse. 

 

Fragmented system 

Current arrangements consist of multiple providers of services for high risk and medium risk DA 

services. The services provided are commissioned by a variety of departments in each council such 

as Community Safety, Children’s Services and Housing. 

Fragmentation also increases the risk of service variation, which may introduce health inequalities 

over the long term within the Derby and Derbyshire populations. There are opportunities for 

providers to work together and share good practice across DSAAG groups. This may help 

organisations make links with wider stakeholders such as GPs.  

Fragmentation and variation in services point to a need for more integrated commissioning. 

Examples can be drawn from integrated commissioning hubs that bring together health and local 

authority commissioning for a particular problem. Whilst multiagency commissioning may be an 

ambitious goal there may be local efficiencies to be made by integrating commissioning of DA 

services within Derby and Derbyshire. This would bring together elements of the service 

commissioned separately. It would also promote a multi-agency working approach. 
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7. Evidence based Services and interventions  

There is very little evidence on the effectiveness of interventions for DA and SV, as very few 

interventions have been rigorously evaluated.125 In addition, most of the evidence has 

methodological limitations and is restricted to specific groups. 126 

A comprehensive evidence review was carried out for NICE in 2013.127 This review found that the 

interventions below had some effect, but this tended to be in terms of raising awareness and 

changing attitudes rather than in behaviour change.  

Approaches targeting young people 

There is evidence that educational programmes aimed at primary and secondary prevention among 

younger people lead to improved outcomes including knowledge about interpersonal violence and 

attitudes towards violence and gender roles, and reduction in violent behaviours. 

Awareness-raising in health settings 

There is evidence that provision of materials in healthcare settings to increase knowledge and 

disseminate information about interpersonal violence and available services leads to improved 

outcomes including knowledge about and attitudes towards violence. 

Media campaigns 

There is some evidence that media campaigns about domestic violence are effective in raising 

awareness of interpersonal violence and of services available, particularly among women, but this is 

inconsistent. They tended to be effective when there was good awareness of the campaign among 

target groups. 

Approaches targeting at-risk groups 

There is some evidence that tailored, community-based programmes targeted at high-risk groups, 

particularly vulnerable women, are effective for increasing knowledge among these groups, but this 

is limited. 

The Early Intervention Foundation has also reviewed the evidence for interventions for victims and 

perpetrators, with broadly similar conclusions, i.e. that there has not been sufficient evaluation of 

most current interventions to draw conclusions about their effectiveness. The exception for this was 

in terms of perpetrator programmes to reduce recidivism, which have not demonstrated 

significantly improved outcomes, although there is good evidence for the need for personalised 

rather than generic approaches. Given this, they recommend a greater focus on preventive work 

while programmes are developed further and evaluated more robustly. 128 

Despite the lack of evidence, some innovative approaches appear to offer promise for preventing 

DA. Such prevention and early intervention provides an important opportunity to reduce some of 

the long-term consequences of such abuse and to deliver long-term savings. These include 

approaches in schools to develop a zero tolerance approach to domestic violence and abuse, 

prevention through augmentations to parenting programmes and through support to the quality of 

parenting relationships. The evidence base for these interventions still needs further research. 
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8. Limitations of the HNA 

There are several limitations to this work; firstly there is a lack of available data to fully assess the 

number of people at risk of DA and SV and it is difficult to assess the population need for services. 

This is compounded by a lack of collated data on demand  for all services, which may reflect the 

multiple providers and fragmented nature of services in Derby and Derbyshire. Therefore 

understanding normative need in this population is difficult. 

This work is also limited by the nature of data collection. Stakeholders from various commissioner 

and provider organisations provided information. However these data sources are open to bias as 

independent service providers have an incentive to promote their own services.  

Due to time constraints and the sensitivities around dealing with people who have previously been 

victims of DA and SV this work did not seek the direct views of service users.   
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9. Conclusions and recommendations 

It is impossible to accurately measure the incidence of DA or SV. Crime statistics and surveys suggest 

that we are living in an increasingly safer society where crime is falling, but DA and SV are increasing. 

This is reflected in data from specialist services that have seen an increase in demand for services. 

In reality these data are likely to represent the tip of the iceberg, the worst cases that come to light 

or where someone has the opportunity to disclose abuse in a trusted environment. Both DA and SV 

are more common than is perceived in broader society. Cultural barriers, such as accepting some 

levels of abuse, or fear of the stigma or practical consequences of disclosing abuse, mean that many 

people are living with abuse on a regular basis. 

The wider evidence base shows that there is a range of factors that may work alone or together to 

increase the risk of DA or SV. This information can be used to target prevention efforts and plan 

services. However we may be missing important risk factors as this work is based only on people 

who disclose abuse.  

When people disclose abuse to the police or another service there are a range of specialist services 

that support people and help them overcome problems associated with DA or SV. The current range 

of specialist DA services are provided by a range of third sector organisations. There is a perception 

that the system is currently working well and is able to help DA victims from around Derby and 

Derbyshire using a person centred approach based on their risk of DA. Services for SV are more 

specialised with a single provider and location serving Derby and Derbyshire.  

It is apparent that demand is increasing for these services and current funding may not be sufficient 

to meet this demand. There are also specific areas such as medium risk DA services in Derby and 

culturally appropriate approaches for BME and LGBT groups that require further development.  

There appear to be good links between the criminal justice system and specialist DA and SV services, 

and some areas have linked with local GP practices as shown through referral data. However on the 

whole, the links between the health system and specialist services need to be strengthened. This 

agenda has historically been seen as criminal justice and social problem, however there is a large 

amount of evidence that shows clear links between abuse and long term health problems; for 

example, abuse is the leading burden of ill health in younger women, and victims and perpetrators 

of violence are much more likely than the general population to have severe mental illness. 

Many health services lack clear DA and SV pathways and these problems are under-detected in 

primary and secondary care, partially due to a lack of training among professionals. 

The health burden of abuse is not only carried by direct victims , but also by people who witness or 

live in the households where DA or SV occur. The impact on children can be life-long, with reduced 

quality of life and poorer health; for example, more than a quarter of the burden of adult psychiatric 

disorders is attributable to the effect of experiencing childhood violence or abuse.  

Taken with the wider evidence which shows reductions in life expectancy for both victims and 

children of victims there is a clear need to alter the perspective of DA and SV as a criminal, social and 

safeguarding issue. Abuse needs to be seen as a key health burden that affects a significant number 

of people in the wider population. Work must be done to ensure that more victims of abuse have 
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trust in the services available and are not afraid to disclose abuse. More prevention work is required 

to change cultural attitudes of the general public and workforce development is required to raise 

professional awareness of DA and SV to ensure that when people need help it is available.   

 

9.1. Recommendations 
In order to meet the needs of the population resulting from DA and SV the following 

recommendations are made: 

Policy and strategy 

Ensure that development of the new county-wide strategy for domestic violence and sexual abuse 

takes into account the findings regarding unmet needs in Derby and Derbyshire. 

Prevention 

1. Workforce development should be undertaken with statutory and health organisations to 

increase awareness of domestic abuse and sexual violence, to reduce stigma and challenge 

stereotypes 

2. Preventative work in schools should continue and should use evidence based interventions 

to raise awareness of and change attitudes to abuse   

3. Increased levels of preventive work should be undertaken to support national information 

campaigns. This work should be culturally sensitive to different population groups and may 

benefit from a social marketing approach. 

Provision 

4. Encourage commissioners of all public services to require providers to ensure front line staff 

are appropriately trained to identify and respond positively to domestic violence. 

5. Encourage commissioners to require service providers to undertake an equality impact 

assessment to ensure that commissioned services are responsive to the needs of all victims, 

including those from minority groups (e.g. male, LGBT and BME victims). 

6. Encourage commissioners to require that all providers, including health and social care 

providers, carry out baseline assessments to evaluate whether practice is in line with the 

NICE guidance. Guidelines and assessment tools are available at 

www.nice.org.uk/guidance/ph50 

7. Develop a care pathway to ensure all organisations are able to respond positively to 

disclosure of domestic violence and signpost to appropriate services 

8. Review commissioning and service provision around emotional support for children living with 

domestic violence, to build their resilience and mitigate impact on future health and wellbeing. 

Recovery 

9. Work should be undertaken to understand whether a treatment or recovery model is best suited 
to people suffering or witnessing abuse. This work should inform future commissioning and 
service outcomes 
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11. Appendices 

 

Appendix 1: Methods 

 
Model of HNA 

This rapid HNA used a combined approach, as described by Stevens and Raftery, which has three 

main elements: 

 Epidemiological. This approach considers the epidemiology of the condition, current service 
provision, and the effectiveness and cost-effectiveness of interventions and services. 

 Comparative. This approach compares service provision between different populations. 
Large variations in service use may be influenced by a number of factors, and not just 
differing needs. 

 Corporate. This approach is based on eliciting the views of stakeholders – these may include 
professionals, patients and service-users, the public and politicians – on what services are 
needed. Elements of the corporate approach (i.e. community engagement and user 
involvement) are important in informing local policy. 

The epidemiology of DA and SV were considered along with current service provision, and the 

evidence for effectiveness and cost-effectiveness of services. In addition, views were gathered from 

as wide a range of stakeholders as was possible in the time allotted. Unfortunately, due to the time 

constraints and the particularly sensitive nature of the topic, it was not possible to collect views from 

service users. 

When undertaking HNA it is important to consider both individual and population needs, to ensure a 

top down approach to service design is not enforced. This is generally achieved through inclusion of 

the views of service users and their representatives; in this case by talking to people who work 

directly with service users. Therefore need is best thought of the capacity to benefit from effective 

services129 rather than a need for health, which is broader and can include problems for which there 

is no known treatment. This is in contrast with demand (what patients ask for) and supply (what is 

provided). Figure 1 demonstrates how these interact, with the central area showing the ideal 

relation.  

Figure 24: relation between need, supply and demand.  

 

Need 

Demand Supply 
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Health needs incorporate both needs directly related to healthcare, as well as the wider social and 

environmental determinants of health. This is particularly pertinent for the subject matter of this 

HNA. The needs were assessed using Bradshaw’s taxonomy of need. 

 

Table 4 Bradshaw’s taxonomy of need 130 

Type of need Definition How the need will be assessed 

Normative need Need that is defined by experts. Normative 

needs are not absolute and there may be 

different standards laid down by different 

experts. 

Evidence review 

Felt need Need perceived by an individual. Felt needs 

are limited by individual perceptions and 

knowledge of services. 

Interviews with / survey of service 

providers. 

Expressed need Felt needs turned in to action. Help seeking 

(demand for services). 

Review of service use 

Comparative 

need 

Individuals with similar characteristics to 

those receiving help. 

Consideration of the equity of 

distribution of services 

 

Literature reviews 

Two  literature reviews were undertaken, the first looked at evidence of risk factors for abuse 

occurring and what factors mean abuse is likely to be more harmful if it is taking place (or what 

factors amplify the effect of domestic abuse and sexual violence). This used the following questions: 

a) What factors increase the risk of domestic abuse occurring? 

b) What factors increase the risk of sexual violence occurring? 

c) What factors lead to worse outcomes for the victims of domestic abuse (including their 

families)? 

d) What factors lead to worse outcomes for the victims of sexual violence (including their 

families)? 

The second review considered what evidence-based interventions exist to help prevent domestic 

abuse and sexual violence, and what interventions exist to help those who have been subjected to 

abuse (including their families and children). The following questions were developed: 

a) What evidence-based interventions exist to prevent domestic abuse? 

b) What evidence-based interventions exist to prevent sexual violence? 

c) What evidence-based interventions exist to treat victims of domestic abuse (including 

families and children)? 
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d) What evidence-based interventions exist to treat victims of sexual violence (including 

families and children)? 

e) What evidence-based interventions exist to treat perpetrators of domestic abuse? 

f) What evidence-based interventions exist to treat perpetrators of sexual violence? 

Inclusion criteria focused on English language reports of research carried out in OECD countries since 

2000 with studies including trials and randomised control trials, evaluations, observational studies, 

reviews, and systematic reviews (with or without meta-analysis) and economic evaluations. Searches 

were carried out by the Public Health Knowledge Services Team in Derbyshire County Council in 

August 2014 using a range of data bases such as Medline, EMBASE, CINAHL, PsycINFO, AMED, NHS 

Evidence, NICE and Google (for evaluations/reports published by Government/Council/health 

bodies). 

 

Epidemiological and service data analysis 

Evidence reviews revealed a number of DA and SV national data sources and local data was also 

collected from commissioners and providers of services. This data was used to better understand the 

prevalence and incidence of DA and SV and to understand the demand for current services. 

Descriptive analyses were performed using MS Excel. 

Statistical association was assessed using 95% confidence intervals. Where statistical comparisons 

are made statistically significant difference is defined as non-overlapping 95% confidence intervals 

calculated around point estimates. This equates to 95% confidence that any observed difference was 

not due to chance alone.  

It should be noted that a statistically significant finding does not account for any systematic errors or 

biases in each analysis or the effects of confounding factors such as age or sex.  

 

Qualitative work 

A number of key stakeholders were interviewed using a semi structured interview technique. 

Questions were developed through the interviews as key themes developed and were based around: 

 Current organisation systems and structures 

 Vertical and horizontal lines of communication in these structures  

 Current funding 

 Local populations and specific needs 

 Minority and high risk groups (LGBT, BME, Elderly, new migrants, sex workers, substance 
users)  

 Local services and gaps in services 

 Demand for services, including reasons for change and perceptions of future demand 

 What works well in Derby and Derbyshire and what needs improving 

Representatives of the following were interviewed in person 

 Derbyshire County Council Commissioning Leads 

 Derby City Council Commissioning Leads 
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 DSAAG chairs from all areas 

 IDVA managers for Derby and Derbyshire 

 Derbyshire Domestic Violence and Sexual Abuse Service 

 Supporting Victims of sexual Violence (SV2) 

 High Peak Women’s Aid (phone interview) 

Where possible interviews were carried out by two people with one recording information and a 

basic thematic analysis was conducted with themes emerging between interviews. Both interviewers 

felt that saturation of issues had been reached by the end of the interview process. 

A stakeholder questionnaire was developed and piloted. This was circulated to all Medium and High 

Risk DA services commissioned by Derby and Derbyshire Councils, Victim Support who provide low 

risk services, SV2 who provide sexual violence services and various other third sector organisations 

identified by DSAAG Chairs. The full questionnaire is available in the appendices.  

 
Discussion and gap analysis 

A synthesis of all available data sources, including information from the evidence base and local 

stakeholder feedback was used to assess the normative and to some extent felt need of victims and 

those at risk of DA and SV in Derby and Derbyshire. 

Routinely collected activity data and stakeholder feedback was used to develop a picture of services 

in Derby and Derbyshire and how they work together to meet the needs of victims. Residual needs 

were assessed by combining these data sources and identifying gaps in service. The gap analysis also 

used qualitative stakeholder information. 
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Appendix 2: Indices of Multiple Deprivation 131 
 

The Indices of Multiple Deprivation (IMD) uses 38 indicators arranged in several domains to 

understand the impact of a variety of factors on the population within an area. This then allows 

areas to be ranked, taking account of the following (listed according to the weighting given in the 

indices): 

 Income Deprivation 

 Employment Deprivation  

 Health Deprivation and Disability 

 Education, Skills and Training Deprivation  

 Barriers to Housing and Services  

 Crime  

 Living Environment Deprivation  
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Appendix 3: CDC Definitions of Adverse Childhood Experiences 

The following categories all occurred in the participant's first 18 years of life. 

Emotional Abuse. Often or very often a parent or other adult in the household swore at you, 

insulted you, or put you down and sometimes, often or very often acted in a way that made you 

think that you might be physically hurt. 

Physical Abuse. Sometimes, often, or very often pushed, grabbed, slapped, or had something 

thrown at you or ever hit you so hard that you had marks or were injured. 

Sexual Abuse. An adult or person at least 5 years older ever touched or fondled you in a sexual way, 

or had you touch their body in a sexual way, or attempted oral, anal, or vaginal intercourse with you 

or actually had oral, anal, or vaginal intercourse with you. 

Emotional Neglect. Respondents were asked whether their family made them feel special, loved, 

and if their family was a source of strength, support, and protection. Emotional neglect was defined 

using scale scores that represent moderate to extreme exposure on the Emotional Neglect subscale 

of the Childhood Trauma Questionnaire (CTQ) short form. 

Physical Neglect. Respondents were asked whether there was enough to eat, if their parents 

drinking interfered with their care, if they ever wore dirty clothes, and if there was someone to take 

them to the doctor. Physical neglect was defined using scale scores that represent moderate to 

extreme exposure on the Physical Neglect subscale of the Childhood Trauma Questionnaire (CTQ) 

short form constituted physical neglect. Collected during the second survey wave only (N=8,667). 

Household Dysfunction 

Mother Treated Violently. Your mother or stepmother was sometimes, often, or very often pushed, 

grabbed, slapped, or had something thrown at her and/or sometimes often, or very often kicked, 

bitten, hit with a fist, or hit with something hard, or ever repeatedly hit over at least a few minutes 

or ever threatened or hurt by a knife or gun. 

Household Substance Abuse. Lived with anyone who was a problem drinker or alcoholic or lived 

with anyone who used street drugs. 

Household Mental Illness. A household member was depressed or mentally ill or a household 

member attempted suicide. 

Parental Separation or Divorce. Parents were ever separated or divorced. 

Incarcerated Household Member. A household member went to prison. 
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Appendix 4 CAADA DASH checklist  
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Appendix 5 Survey results 
 
As part of the HNA, opinions and information were sought from a number of stakeholders, 
including healthcare commissioners and providers and specialist DA/SV providers.  
 
The following themes frequently surfaced in stakeholder responses: 

 Healthcare view of DA/SV 
o DA/SV viewed as safeguarding issue by healthcare professionals and 

providers 
o Uncertainty about referral pathways among primary and secondary 

healthcare professionals 
o Training around DA/SV for healthcare professionals often as small part of 

safeguarding training 
o Lack of DA/SV trigger question that can be used by professionals to invite 

disclosure 
o Confusion among healthcare professionals about ‘capacity’ – feeling that 

there is nothing they can do/offer if someone chooses not to leave an 
abusive relationship / does not want to pursue criminal justice routes 

o Lack of knowledge/awareness about services available amongst professionals 
and public 

 Service provision 
o Poor integration/excessive complexity of service provision and funding 
o Lack of places to refer perpetrators 
o ‘On the whole I think that Derbyshire are one of the better areas. However I 

feel any more cuts will put us at breaking point’. 
o Difficulties linking in to on-going healthcare support, particularly mental 

health 

 Barriers to accessing services: 
o Lack of / difficulty of accessing interpreter services for people affected by 

DA/SV who do not speak English 
 
                                                             
1 NICE (2014) Dome stic violence a nd a buse: how healt h se rvices, social care a nd the organisat ions the y work with can respond ef fectively  

2 Coordinate d Community Re sponse Model Online Toolkit. Available from http://www.ccrm.org. uk/  
3 NICE (2005). Health Nee ds A ssessment: a practical g uide. Availa ble at: http://a dmin.nice.org.uk/nicemedia/ doc ument s/Health_Nee ds_Asse ssme nt_A_Practical_G uide.pdf  

4 Home Office (2013). Domestic viole nce and abuse. Ava ilable at: https:// www.gov. uk/ dome stic-viole nce-and-abuse  

5 World Healt h Org anisation. Sex ual Viole nce. Availa ble at: htt p://www.who.int/v iole nce_injury_ pre vent ion/viole nce/global_cam paig n/e n/cha p6. pdf 
6 Safer De rbyshire (2013). Ra pe and serious sex ual v iole nce. Availa ble at: http:// www.sa ferderby shire.gov. uk/ what_ we_do/a buse_ sexua l_viole nce/ra pe_se rious_sex ual_assault/de fault.asp 
7 WHO (2014). Fema le genital muti lation. Available at: http:// www.who.int/mediacentre/ factsheets/ fs241/e n/  

8 Home Office (2014). Forced ma rria ge. Availa ble at: htt ps://www.gov.uk/ forced-marriage  

9 Crown P rosecution Se rvice (2014). Honour base d viole nce and forced ma rria ge. Availa ble at: htt p:// www.cps.gov.uk/ legal/ h_to_ k/honour_base d_viole nce_and_ force d_marriage/  

10 Home Office (2010). Ending violence aga inst wome n a nd girls in the UK. Ava ila ble at: htt ps:// www.gov. uk/g overnme nt/policie s/e nding-v iole nce-against-women-a nd-girls-in-the-uk 
11 Home Office (2014). Call to end viole nce against women a nd girls. Action Plan 2014. Availa ble at: https://www.gov.uk/g ove rnme nt/uploads/ system/ uploa ds/attachment_ data/file/ 287758/VA WG_Action_Pla n.pdf  

12 Home Office (2014). Clare’ s Law rol led out nationally on I nter national Wome n’s Day. Availa ble at: https://www.g ov.uk/gove rnme nt/ news/clare s-law- rol led- out-nat ionally- on-internationa l-wome ns- day  

13 NICE (2014). Domest ic viole nce and abuse: how health serv ices, social care a nd t he orga nisations they work with can respond e ffectiv ely (PH50). Available at: http:// www.nice.org.uk/guida nce/ ph50  

14 NICE (2010). Preg na ncy and complex socia l factors: a model for service prov ision for preg nant women with com plex social factors (CG110) Available at: http:/ /www.nice.org.uk/guida nce/CG110 

15 Public Health E ngla nd ( 2012). De rby shire Healt h Profile. Ava ila ble at: htt p://www.a pho.org. uk/ resource/item.aspx?RI D=117088  
16 Marmot, Michael, T. Atkinson, and J. Bell. Fair society, healthy lives. 201 0. http://www.instituteofhealthequity.org/proje cts/ fair-society-healthy-lives -the -mar mot -review  

17 Dahlgren G., Whitehead M . 1992. Policie s and Strategies to Promote E quity in Health. Cope nhage n: World Health Orga nization  
18 Gadd, D. (2012 ). Domesti c Abuse Prevention After Raul M oat. Critical Social Policy, 4 95 – 516.  

19 BMA (2007). Dome stic Abuse – a Re port from the BMA Boa rd of Scie nce. Availa ble at: http:// bmaopac.hosted.exl ibrisgroup.com/exlibris/a leph/a 21_1/a pache_me dia /P26AXVJSSXQN7CII5L72TMRHXIRJ3C.pdf   

20 Methodolog ical information a bout the Brit ish Crime S urve y (2014). Ava ilable at: http://we barc hive. nationala rchiv es.gov.uk/ 20110218135832/ http:// rds.homeoffice.gov.uk/ rds/ bcs-methodolog ical.html  
21 ONS ( 2014) Crime Statistics, Foc us on Viole nt Crime and Sex ual Offe nces, 2012/13. Availa ble from: http://www.ons.g ov.uk/ons/ rel/crime-stats/c rime-statistics/ foc us-on-viole nt-crime-and-sex ual-offe nces-- 2012- 13/ index.html  
22 ONS ( 2013) Sexua l offe nces in Eng land and Wale s year e nding June 2013. Ava ila ble from: http:// www.ons.gov.uk/ ons/ rel/crime- stats/crime-statistics/ period-ending-june-2013/ info- sexua l-offe nse s.html  
23 O’Keeffe M, Hills A et al. (2007). UK St udy of A buse a nd Neglect of Older People Pre vale nce Survey Re port. A report for Comic Rel ief a nd t he De partm e nt of Healt h. Availa ble at: https://www.wa rwickshire.gov.uk/Web/corporate/ wccweb. nsf/Links/ 6EA919F805F3B 54180257885002E4C 6B/$ file/ Full+Report_ UK+Study+of+A buse +and+Neg lect+of+Older+People +v2. pdf  

24 Radford et al. (2011) NSPCC. . Child Abuse a nd Neglect in the UK t oday   

25 Krug, ( 2002) World Re port on Viole nce and Health. Gene va: World Healt h Org anisation.  
26 Malamuth et al, (1995). Using the conflue nce mode l of sex ual agg ression to pre dict men’ s conflict wit h wome n: a 10-yea r follow-up st udy. Journal of Personal a nd S ocial Psyc hology. 59:670-81.  
27 Prentky a nd K nig ht ( 1999). Identifying critical dime nsions for discrim inat ing am ong rap ist s. Journal of Consulting a nd Clinical Psychology. 59:643-61.  
28 HM Governme nt. Home Office (2011) Homicide s, Firearm Offe nces a nd Intimate Violence 2009/10: S uppleme ntary V olume 2 to Crime in Eng land a nd Wale s 2009/ 10 2nd Edition 

29 Michelle J. ( 2010, 2011) “Psychosocial conse quence s of I ntimate Partne r Violence for wome n and men in Cana da” Journal of Interpersonal V iole nce 201 1 26.  

30 Rennison a nd Rand ( 2003). Nonlet hal intimate pa rtne r violence aga inst wome n: a com parison of three age cohort s. Viole nce Against Wome n. 9:1417-1428.  
31 Bowe n et al and the ALSPAC study team. (2005). ‘Dome stic violence risk during a nd a fter preg na ncy: findings from a British lo ngitudinal study’. BJOG. 112, 1083-1089,  

32 ONS ( 2014) Crime Statistics, Foc us on Viole nt Crime and Sex ual Offe nces, 2012/13. Availa ble from: http://www.ons.g ov.uk/ons/ rel/crime-stats/c rime-statistics/ foc us-on-viole nt-crime-and-sex ual-offe nces-- 2012- 13/ index.html  

33 ONS ( 2013) Sexua l offe nces in Eng land and Wale s year e nding June 2013. Ava ila ble from: http:// www.ons.gov.uk/ ons/ rel/crime- stats/crime-statistics/ period-ending-june-2013/ info- sexua l-offe nse s.html  

34 O’Keeffe M, Hills A et al. (2007). UK St udy of A buse a nd Neglect of Older People Pre vale nce Survey Re port. A report for Comic  Rel ief a nd t he De partme nt of Healt h. Availa ble at: https://www.wa rwickshire.gov.uk/Web/corporate/ wccweb. nsf/Links/ 6EA919F805F3B 54180257885002E4C 6B/$ file/ Full+Report_ UK+Study+of+A buse +and+Neg lect+of+Older+People +v2. pdf  
35 Sexual Viole nce Against Women sub-group ( 2010). Report from the Sex ual Viole nce Against Wome n sub-g roup: Responding to violence aga inst wome n a nd childre n – the role of the NHS, Taskforce on the Healt h Aspects of Viole nce Against Women a nd Childre n.  
36 Home Affairs S elect Committee (2008) Domestic viole nce, force d marriage a nd ' honour'- base d 

viole nce. London: House of Commons 

37 Brandon J, Hafez S (2008) Crimes of the comm unity – honour-ba se d violence in the UK. 

London: Ce ntre for S ocial Cohesion 
38 HM Governme nt. (2012) three ste ps to e scaping v iole nce against wome n and girls. A g uide for black and minority ethnic (BME) wome n a nd childre n. Availa ble from www.home office.gsi.g ov.uk/crime/v iole nce-against-wome n-girls 
39 ONS ( 2014) Crime Statistics, Foc us on Viole nt Crime and Sex ual Offe nces, 2012/13. Availa ble from: http://www.ons.g ov.uk/ons/ rel/crime-stats/c rime-statistics/ foc us-on-viole nt-crime-and-sex ual-offe nces-- 2012- 13/ index.html  

40 Trevill ion, K., Oram, S., Feder, G., Howard, L.M. (2012). Experience s of dome stic violence a nd me ntal disorders: a systematic  rev iew a nd meta-analy sis. PLoS ONE 7( 12):e 51740 

41 Marley and Buila ( 2001). Crimes aga inst pe ople wit h mental i llness: ty pes, pe rpetrators a nd influencing factors. S ocial Work.  46(2) :115.  
42

 Annual Re port of the Chief Me dical Offi cer (2013 ): Public Me ntal Health Priorities. Available  at:  https://www.gov.uk/g overnment/uploa ds/syste m/uploa ds/attachme nt_data/ file/351 629/Annual_re port_20 13_1. pdf  

43 Roch A, Morton J, Ritchie G et al. (2010) A buse out of sig ht out of mind: transge nde r pe ople's ex perience s of dome stic abuse.  LGBT Yout h Scotla nd a nd t he Equality Network  
44 NICE (2014) A dditional Ev ide nce for PH50  ava ila ble at http://www. nice.org. uk/g uidance/ ph50/re source s/re port-4-broken-rainbow-uk-nationa l-lgbt- dome stic-viole nce-se rvice.-2 

45 Abbey et al ( 2001). Alcohol a nd sex ual assa ult. Alcohol Healt h and Rese arch World. 25( 1):43-51. 
46 Testa and Pa rks (1996). The role of wome n’s alcohol consum ption in sex ual v ictimization. Aggre ssion and Viole nt Behav iour. 1( 3):217- 234.  

47 Crime Survey for Eng land a nd Wale s (2012) A vaila ble at: http:// www.crimesurv ey.co.uk/ pre vious-research. html  

48 ONS ( 2014) Crime Statistics, Foc us on Viole nt Crime and Sex ual Offe nces, 2012/13. Availa ble from: http://www.ons.g ov.uk/ons/ rel/crime-stats/c rime-statistics/ foc us-on-viole nt-crime-and-sex ual-offe nces-- 2012- 13/ index.html  
49 Khali fe h et al, March (2013). Intimate Part ner v iole nce and Socioeconomic De privation in Eng land: finding s From a National Cross-Sectiona l Survey. American Journal of Public Health, Vol 103. No 3  
50 Taylor ( 1997). Changes in criminal v ictimization, 1994-95: B urea u of Justice Statistics – National Crime V ictimization Survey. NC J-162031.  

51 McCarryM, William son E (2009). Viole nce Against Women in R ura l and Urba n Area s. Rese arch commissione d by the Nationa l Fe derat ion of Wome n’s Instit utes. Availbale from: htt p://www.ccrm.org. uk/ images/ doc s/rura l%20urba n.pdf  
52 Brandon J, Hafez S (2008) Crimes of the comm unity – honour-ba se d violence in the UK. 

London: Ce ntre for S ocial Cohesion 
53 Richards L (2004) Getting awa y wit h it: a strateg ic overview of dome stic violence, sex ual a ssa ult  

and serious incident a naly sis. London: Metropol itan Police Serv ice 
54 Co-ordinate d action agai nst domesti c abuse. Resour ces for dome stic abuse practitioners. Available fr om: http://www. caada. org.uk/dvservices/re sour ces -for-domestic-abuse-practitioners.ht ml  

55 Acierno et al (1999). Risk factors for ra pe, physical assault and posttra umatic stre ss disorder in women: exam ination of diffe rential mult ivariate relationships. Journa l of Anx iety Disorde rs. 13( 6):541- 63.  
56 Fisher, ( 2000). The sex ual v ictimization of college wome n. Burea u of Just ice Statistics, US Depa rtment of Justice.  
57 Ferg usson et al, (1997). Childhood sexua l abuse, a dole scent sexua l be haviours a nd sex ual rev ictimisat ion. Child Abuse & Neglect. 21:789- 803.  

58 Tjaden a nd Thoe nnes, ( 2000). Full re port of t he prevale nce, incidence a nd conseque nces of violence aga inst wome n. Findings from t he national viole nce against wome n survey. Wa shington DC: National Institute of Just ice, Office of Justice Prog rams, Unit e d States De partme nt of Justice a nd Centers for Disease Control a nd Preve ntion.  

59 ONS ( 2014) Crime Statistics, Foc us on Viole nt Crime and Sex ual Offe nces, 2012/13. Availa ble from: http://www.ons.g ov.uk/ons/ rel/crime-stats/c rime-statistics/ foc us-on-viole nt-crime-and-sex ual-offe nces-- 2012- 13/ index.html  
60 Howarth et al. ( 2009). Safety in Numbe rs: Multi- site evaluation of Independe nt Dome stic Viole nce Advisers. Accesse d at http:// www.caada.org.uk/policy/Sa fety_in_ Num bers_ ful l_re port.pdf ( 20. 08. 13)  

61 Gilchrist et al, (2003). Domestic viole nce offe nde rs: c haracteristics a nd offe nding relate d nee ds. Home Office finding s.  

62 Howarth et al, ( 2009). Safety in numbe rs: multi- site evaluation of Inde pende nt Dome stic Violence A dvisors. Available from: htt p:// www.caa da.org. uk/ pol icy/sa fety_in_ num bers_ ful l_re port.pdf [accessed 20/ 08/14].  

63 Abbey et al, ( 2004). Sexual a ssault a nd a lcohol consumption: what do we know a bout their relat ionship and what type s of re search a re sti ll neede d? A ggre ssion & Viole nt Beha viour. 9:271-303.  

64 Seto and Ba rbaree, (1995). T he role of a lcohol in sex ual agg ression. Clinical Psychological Re vie w. 15:545- 66.  
65 Testa, (2002). The im pact of men’ s alcohol consum ption on pe rpet ration of sex ual agg ression. Clinical Psychological Re vie w. 22:1239-63.  

66 Abracen et al ( 2000). Alcohol a nd drug a buse in sex ual a nd non-sex ual v iole nt offe nders. Sexual A buse: A Journal of Re searc h and Treatme nt. 12( 4):263- 274. 

67 Martin S E (1992). The e pidemiolog y of a lcohol related interpersonal v iole nce. Alcohol Healt h and Rese arch World. 16(3):231- 237.  

68 Brecklin and Ul lman, ( 2001). The role of offe nde r alcohol use in rape attacks: an a naly sis of Nationa l Crime Victimisation S urve y Data. Journal of Inte rpe rsonal Violence. 16( 1):3-21.  
69 Abbey ( 2011). Alcohol’ s role in sex ual v iole nce pe rpet ration: the oretical ex pla nations, exist ing ev ide nce and future directio ns. Drug and Alcohol Revie w. 30:481-89. 
70 Abbey et al ( 2001). Alcohol a nd sex ual assa ult. Alcohol Healt h and Rese arch World. 25( 1):43-51. 

71 Testa and Pa rks (1996). The role of wome n’s alcohol consum ption in sex ual v ictimization. Aggre ssion and Viole nt Behav iour. 1( 3):217- 234.  

72 Howarth et al ( 2009). Safety in num bers: multi-site eva luat ion of I nde pe nde nt Domestic Violence A dvisors. Ava ila ble from: http:// www.caada.org.uk/ policy/ safety_ in_ numbe rs_ full_ report.pdf  
73 Walby and Alle n( 2004). Dome stic viole nce, sexual a ssault a nd stalking : findings from t he Brit ish Crime S urvey. Home Office Resea rch Study 276.  

74 Kanin (1985). Date rapist s: differe ntial sex ual socialisation a nd relative de privation. Archives of Sex ual Be haviour. 14:219-31. 
75 Lisa k and Mille r (2002). Re peat ra pe and multiple offe nding among undetected rapist s. Viole nce & Victims. 17:73-84.  

76 Zawacki et al, (2003). Perpetrat ors of a lcohol-involved sex ual assa ults: how do they diffe r from othe r sex ual a ssa ult perpetrators a nd nonperpetrat ors? Agg re ssive Beha viour. 29:366- 80.  

77 Gilchrist et al (2003). Dome stic viole nce offe nders: characterist ics and offe nding relate d nee ds. Home Office findings.  
78 Whit field et al ( 2003). Viole nt childhood ex perience s and the risk of intimate part ner viole nce in a dults: a ssessment in a large hea lth maintena nce organization. Journal of Inte rpe rsona l Violence. 18( 2):166-185.  

79 Prentky a nd K nig ht ( 1999). Identifying critical dime nsions for discrim inat ing am ong rapist s. Journal of Consulting a nd Clinical Psychology. 59:643-61.  
80 Malamuth et al, (1995). Using the conflue nce mode l of sex ual agg ression to pre dict men’ s conflict wit h wome n: a 10-yea r follow-up st udy. Journal of Personal a nd S ocial Psyc hology. 59:670-81.  

81 Krug, ( 2002). World Report on Violence a nd Healt h. Geneva : World Health Orga nisation.  
82 Taylor ( 1997). Changes in criminal v ictimization, 1994-95: B urea u of Justice Statistics – National Crime V ictimization Survey. NC J-162031.  
83 Jewke s ( 2002). Intimate part ner violence: cause s and preve ntion. The La ncet. 359:1423-29. 

84 Howarth et al ( 2009). Safety in num bers: multi-site eva luat ion of I nde pe nde nt Domestic Violence A dvisors. Ava ila ble from: http:// www.caada.org.uk/ policy/ safety_ in_ numbe rs_ full_ report.pdf  

85 Gilchrist et al (2003). Dome stic viole nce offe nders: characterist ics and offe nding relate d nee ds. Home Office findings.  
86 Morrison et al (2007). R ipple e ffects of sex ual a ssault. A ustra lia n Centre for the Study of Sex ual A ssa ult, Austral ian I nstit ute of Family St udies.  

87 Ravi K. Thia ra & Sumanta R oy ( 2010). The expe rie nces of BAMER women & children facing violence & abuse  
88 Hester M et al. (2012). Exploring the se rvice a nd support nee ds of male, le sbia n, gay, bi- sex ual and tra nsgendere d a nd black a nd ot her minority et hnic victims of domestic a nd sexua l violence. Re port pre pare d for Hom e Office SRG/ 06/ 017.  

89 Payne S. (2009) Ra pe:The V ictim Experience Rev iew. Home Office.   

90 Local Gove rnme nt A ssociation (2013) A dult sa feg uarding and domest ic abuse. Available from: htt p://www.local.gov.uk/c/docume nt_libra ry/get_ file ?uuid=5928377b- 8eb3-4518- 84ac-61ea 6e19a 026&groupId=10180   
91 Humphrey s, C. and Thia ra, R. (2002). Routes to Sa fety: Protection issue s facing a buse d wome n and childre n and the role of outreach services. Women’ s Aid Fe derat ion of E ngla nd: Bristol.  

92 Cramer, H and Carter, M (2002). Homele ssne ss: what’s gende r got to do wit h it? ( London: She lter)  
93 World Health Organization. (20 13). Global and Regi onal Esti mates of  Violence Against Women: Prevalence and Healt h Effects of Inti mate Partner  

Violence and Non-partner Sexual Violence, Geneva. 

94 Vos et al. (2006). Measuring t he impact of intimate pa rtner violence on the health of wome n in V ictoria, A ust ralia. Bulletin of the World Healt h Org anisation. 84. 739-744   
95 Maniglio (2009). T he impact of child sex ual a buse on health: a sy stematic revie w of revie ws. Clinical Psychology Re view. 29( 7):647- 57.  

96 Holmes et al (1996). Ra pe-relate d preg nancy : estimate s and de scriptive characteristics from a nationa l sam ple of wome n. American Journal of Obstetric s and Gy necology. 175:320– 324.  
97 Krug, ( 2002). World Report on Violence a nd Healt h. Geneva : World Health Orga nisation.  

98 BMA. (2007). Domestic A buse: A report of the BMA Boa rd of Scie nce  

99 NatCen Socia l Resea rch. (2013). Viole nce, abuse and me ntal healt h in Engla nd: Prel iminary ev ide nce briefing  
100 Boyle et al. (2006). The a ssociation betwee n dome stic viole nce and sel f-ha rm in eme rge ncy medicine pat ient s. Emergency Me dicine Journal, 23, 604-607 
101 Morrison et al, (2007). Ripple effects of sex ual a ssa ult. Austral ian Ce ntre for t he Study of Sexua l Assault, Aust ralia n Institute of Fam ily St udies.  

102 Brene r et al, (1999). Forced sexua l inte rcourse a nd associate d hea lth-risk be haviors among female college st udent s in t he United State s. Journal of Consulting a nd Clinical Psychology. 67:252– 259.  

103 Lang et al, (2003). Sex ual tra uma, posttra umatic stre ss disorde r, and hea lth behav ior. Behaviora l Medicine. 28( 4):150– 158.  

104 Cunningham et al ( 1994). The association of physical and sex ual a buse wit h HIV risk be haviours in a dole scence a nd y oung a dulthood: implications for public healt h. Child A buse & Neglect. 18:233-245.  
105 Lehma nn, ( 2000). Posttra umatic stre ss disorde r (PTSD) a nd c hild wit nesse s to mothe r-assa ult: a summary a nd revie w. Childre n a nd Youth Se rvice s Revie w. 22:275-306.  
106 Kolbo, J.R., Blakeley, E.H., and Engelma n, D. ( 1996) “Children who wit ness domestic viole nce: A rev iew of the em pirical lite rature” Journa l of I nterpersonal Viole nce Vol.11, No. 2, p.281.  

107 Morley, R. and Mulle nder, A. (1994) “ Dome stic violence a nd childre n: what we know from re sea rch” in Mullender, A. and Morley,  R. Childre n living wit h domestic viole nce; Putting me n’s a buse of women on the c hildcare age nda (London: Whiting a nd Birc h Ltd.)  

108 Hester, M., Pearson, C., and Harwin, N. (2007) Making a n impact: Childre n and domestic viole nce: A rea der ( London: Je ssica Ki ngsley).  

109 Luege r-Schuster et al, ( 2012). Sexual v iole nce by occupational forces during and a fter World War II: influe nce of ex periencing and witne ssing of sexua l violence on curre nt mental healt h in a sample of e lde rly A ust ria ns. Internationa l Psychogeriatric s. 24(8) :1354-1358.  
110 Pynoos and Nade r, (1988). Children who wit ness the sexua l assaults of their mot hers. Journal of the Ame rical Academy of C hild and A dole scent Psychiatry. 27:5 67- 572.  

111 Davis et al, (1995). Impact of sex ual a nd nonsexua l assault on seconda ry victim s. Viole nce and Victims. 10( 1):73-84. 

112 Foley, ( 1985). Family response to ra pe and se xual a ssault. In B urge ss (ed.) Ra pe and sexua l assault: a resea rch handbook. Ne w Y ork, Garland Publishing Inc. 
113 Jacob a nd Veac h, (2005). Intra personal a nd famil ial effects of chi ld sexua l abuse on female part ners of ma le surv ivors. Journa l of Counse lling Psyc hology. 52( 3):284-297.  
114 Jacob a nd Veac h, (2005). Intra personal a nd famil ial effects of chi ld sexua l abuse on female part ners of ma le surv ivors. Journa l of Counse lling Psyc hology. 52( 3):284-297.  

115 Hughe s, H. (1992) ‘Impact of spouse a buse on children of battered wome n’, Viole nce Update, 1 A ug ust, pp 9– 11. 

116 Cleaver, Une ll and Aldgate. (2011). Childre n’s Need – Pare nting Capacity ( 2nd e d)   

117 Barter et al. NSPCC. (2009). Part ner ex ploitation and viole nce in tee nage intimate re lationships 
118 Depa rtment of Health ( 2002) Secure Fut ure s for Wome n: making a difference (London: Depa rtment of Health)  
119 Farmer, E. and Owe n, M. (1995) Child protection pol icies: private risks and public reme die s  

120 Wood, Marsha, Barte r, Chri stine and Berridge, David ( 2011) “Standing on my own two feet’: disadv antage d teenag ers, intimate part ner viole nce and coercive control (London: NSPCC). Availa ble from: http:// www.nspcc.org. uk/inform/ re search/findings/ sta nding_ own_two_feet_ wda 84543.html?dm_i=674,LG WD,KIQCS, 1QPBG,1  

121 Burton, S, Kitzinge r, J, Kelly, L and Rega n, L (1998). Young People' s Attitude s Towa rds Viole nce, Sex and Re lationships: A survey and focus group st udy. Ze ro Tolera nce Charitable T rust, Glasg ow a nd Ma nche ster City  

Councils a nd Fife Council: Scotla nd. 
122 Centre for Disea se cont rol a nd Preve ntion (2014). Injury Preve ntion & Control: A dve rse Childhood Experie nces (ACE) Study. Available from: htt p://www.cdc.gov/ violence prev ention/acestudy/ index.html  

123 Brown DW1, Anda RF, Tiemeie r H,et al (2009). Adve rse c hildhood experie nces a nd t he risk of premat ure mortality. Am J Pre v Med. ;37( 5):389-96 
124 RCGP a nd CAADA. (2012 ). Respondi ng to domesti c abuse: guida nce for general practice s.   

125 World Healt h Org anization(2002) C hapte r 4: Viole nce by Intimate Part ners. Available at: http:/ /www.who.int/viole nce_injury_ preve ntion/v iolence/world_ report/e n/  

126 Early Interve ntion Foundation, 2014. Early I nterve ntion in Domestic Viole nce and Abuse. Ava ila ble at: htt p://www.eif.org.uk/ publ ications/e arly- intervent ion-in- dome stic-violence-and-abuse-full-re port/  
127

 NICE (2014 ) PH5 0 supporting evide nce . http://www.nice.org.uk/g uidance/ ph50/re source s/rev iew-of-interve ntions-to-ide ntify-preve nt-reduce-and-re spond-to- dome stic-viole nce2)  

128 Early Interve ntion Foundation, (2014). Early Intervention in Dome stic Viole nce and A buse. Availa ble at: http:// www.eif.org.uk/publications/early-interve ntion-in-domestic-viole nce-and-a buse-ful l-report  

129 Wrig ht et al (1998). Health nee ds a sse ssment: developme nt and im portance of healt h nee ds assessme nt. Availa ble at: htt p://www. bmj.com/conte nt/316/7140/ 1310 
130 Bradsha w J ( 1972). A taxonomy of social ne ed. In McLachla n G (e d.) Problems a nd Prog ress in Medical Care. Ox ford, Ox ford University Pre ss.  

131 Depa rtment for Comm unit ies a nd Local G overnme nt (2010). Engl ish indices of de privation. Available at: https:// www.gov.uk/government/ uploa ds/sy stem/uploads/attachme nt_data/ file/6871/ 1871208. pdf 

http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
http://www.caada.org.uk/policy/safety_in_numbers_full_report.pdf
http://www.caada.org.uk/policy/safety_in_numbers_full_report.pdf
http://www.caada.org.uk/policy/safety_in_numbers_full_report.pdf
http://www.nspcc.org.uk/inform/research/findings/standing_own_two_feet_wda84543.html?dm_i=674,LGWD,KIQCS,1QPBG,1

