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1. EXECUTIVE SUMMARY 

This section provides a brief summary of the findings of the study which are contained in 
this report. Its structure is intended to identify main points of interest easily and quickly. 
However, for a comprehensive understanding of the issues addressed, reference should be 
made to the full report. 

For the purpose of this study domestic abuse is defined as - "the physical, sexual, 
psychological, emotional and economic abuse of women by male partners". 

The Study 

The Scottish Office identified domestic abuse as a priority issue and subsequently Greater 
Glasgow Health Board has developed a range of work in response. This study evolved from 
a Scottish Needs Assessment Programme report which highlighted a wide range of 
healthcare issues for young women 16-25 years who were subject to domestic abuse. 1 

To gain insight into the needs of young women who have experienced domestic abuse and 
investigate this issue from a health professionals' perspective, various data-gathering 
methods were used. These were focus group interviews with women of all ages who had 
experienced domestic violence and with support workers from a drop-in centre, in-depth 
interviews with women aged 16-25yrs and computer assisted telephone interviews (CATI) 
with a variety of health professionals who have experience of working with young girls who 
have been subjected to domestic abuse. 

The findings of this study identified difficulties for women of all ages, including those aged 
16-25years. Some of the problems encountered by health professionals when trying to assist 
these women were also revealed. 

This report contains recommendations which are intended to assist women who have 
experienced violent relationships and give guidance to health professionals in addressing 
some of the problems they face when dealing with domestic abuse. They also have 
implications for use of services and resources. 

Summary of the Study 

The study consisted of four phases. Phase 1 consisted of focus group interviews with 21 
women (four groups, 4-7 members) aged 16-60, who had experienced violent relationships. 

In Phase 2, it was intended to interview approximately 10 women. However, after intensive 
efforts to recruit women, in-depth interviews were conducted with only four women aged 
16-25. The low representation from this age group, was attributed to a number of factors. 
Experience of support workers suggested that women usually suffered 30 to 40 abusive 
events before seeking help and younger women sometimes did not view themselves as being 
in violent relationships. 
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It was recognised that when collecting infonnation from the women's perspective, those 
pertaining to particularly vulnerable groups should be included. With this in mind the 
setting for Phase 3, was a centrally located drop-in centre which provided help for prostitutes 
who may also have addiction problems, (at the beginning of 1990, 900 women had contacted 
the centre). The aim of this phase was to explore the needs of prostitutes who experienced 
abuse from partners and clients. However, as this group of women were involved in other 
research projects, support workers felt that prostitute involvement in further projects would 
be too great. Instead, nine female support workers agreed to participate in a focus group 
interview. 

Phase 4 investigated the problems met by health professionals when dealing with women 
SUbjected to domestic abuse. A random sample of 122 frontline healthcare workers, was 
identified from GGHB practitioner lists. CATIs were conducted and 107 (88%) health 
professionals responded (GPs n=39, Practice Nurses n=46, Health Visitors n=15, 
Psychiatrists/Psychologists n-5 and Dentists n=2). 

Main Findings 

Experience of Abuse 

Women described their experience of domestic abuse and highlighted not only the physical 
nature of the violence but also the psychological tunnoil and the effect on their self-esteem. 
This loss of self-esteem affected their ability to seek help or take action to move from their 
abusive relationships. These findings were consistent with findings from previous studies. 
Health professionals estimated that one third of women \vho presented with problems 
associated with domestic abuse were aged 16-25. These frontline healthcare workers viewed 
domestic abuse as a multi-agency responsibility which moved across boundaries of family, 
police, health, political and social issues. Health professionals identified the short and long 
tenn consequences of domestic abuse as ranging from bruising and time off work to 
behavioural problems with children, financial difficulties, attempted suicide and death. 

Provision of Information 

Lack of infonnation for women and health professionals was a recurrent theme throughout 
the four phases of this work. Healthcare workers reported that there was a lack of 
infonnation and resources which they could use to help women. They also identified a lack 
of knowledge on existing professional guidelines to which they could refer when dealing 
with instances of domestic abuse. Health professionals also had difficulty in sourcing 
appropriate infonnation which would be of value to their patients/clients. Women were 
seldom able to find helpful infonnation despite looking in key places such as doctors 
surgeries, clinics and chemist shops. 

Attitude and Response of Health Professionals 

Women reported that the attitudes of healthcare professionals varied considerably. 
Occasionally, women were offered support and sympathy from their GP or Health Visitor 
and this was greatly valued. 
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More commonly, women thought that GPs were reluctant to become involved with their 
domestic circumstances. Staff in A&E Departments, were perceived as being particularly 
judgemental. In the area of mental health services, women stated there was a lack of 
appreciation of the difficulties associated with domestic abuse. In some instances, the 
attitude of health professionals was a barrier which prevented them from presenting for 
treatment. However, when they did seek assistance, women claimed that although their 
emotional and psychological needs were not met their physical injuries were usually well 
treated. 

Asking the Question 

There was a mixed response from health professionals about raising the issue of domestic 
abuse with women. One third of healthcare workers found it difficult to broach the subject 
as it was perceived as a sensitive matter and they could be too intrusive. Other barriers to 
asking the question included time factors and work demands. 

Women were also unclear as to whether or not it was a good thing that health professionals 
should ask about domestic abuse either directly or indirectly. The women indicated that their 
responses to such questions were often influenced by their readiness to talk about their 
abusive relationships. 

Screening 

Cervical screening for some women was difficult especially if they had experienced sexual 
abuse. The gender and attitude of the health professional taking the smear was important to 
the women. Also important to the women was the venue where they would attend for the 
examination and test. A preference was shown for women's centres. 

The Police 

Police involvement in cases of domestic abuse was sometimes thought to be detrimental to 
the situation by women especially when they themselves were required to bring a charge 
against the abuser. Women reported that initiating this legal action could result in further 
violence from the abuser when released from custody. 

Advice from Friends and Relatives 

Some women acknowledged that they had ignored advice from parents, both their own and 
those of the violent partners, and from friends, about the abuser's traits of control and 
jealousy which led to acts ~f violence. 



Bringing up Sons 

Many of the men described by the women were raised in a culture of abuse. Women were 
concerned that their sons may develop aggressive tendencies similar to their fathers. Also 
highlighted by the women was the lack of guidance on how to bring up boys and encourage 
them to express their feelings in a non-violent manner. 

Violent Men as Fathers 

Although some women acknowledged the violence of their partners, they stated that they 
were still 'good' fathers to their children. However, abuse towards a child appeared to be a 
catalyst for women to leave a relationship. 

Confidentiality 

Health professionals, particularly GPs, highlighted confidentiality as a problem, especially if 
the abusive partner was on the same practice/patient list as the women involved in the 
violent relationship. They felt that this could lead to professional attitudes towards the 
abuser being compromised. 

Increased Workload for Health Professionals 

Due to the complexities of domestic abuse the time involvement and number of 
consultations for health professionals increased. G.P's suggested that some women present 
themselves and their children with vague symptoms in the hope that their true situation of 
domestic abuse would be uncovered. 

Co-operation from Other Agencies 

Health professionals from various disciplines reported that they had difficulty in accessing 
and gaining co-operation from other agencies. 

Participant Recommendations for Improvement of Care 

Participants from the four phases of this study were invited to make recommendations on 
how services could be improved for women who experience domestic abuse. 

Women from Phases 1 and 2 made recommendations for improvement in the following 
areas: 

. 
Information - increase the availability and accessibility of information for women. 

Attitude of h ealth care workers - there needs to be a greater understanding of how the issue 
of domestic abuse should be approached and dealt with by healthcare workers. More care 
and support needs to be offered to women. 



Health and social service provision - greater practical and psychological support for 
women, especially where children are involved, if they decide to leave the abusive 
relationships. Health screening should be conducted by female healthcare professionals at 
suitable venues, not necessarily GP surgeries. 

Policing and legal issues - protection of women and children when men are excluded from 
the home. Cases should be brought to court as soon as possible after the incident. Charges 
should be brought by the police not the woman. 

Phase 3, support workers expressed the views that: 

Training and service provision - further training of health professionals to raise awareness 
of the problems experienced by prostitutes in violent relationships was urgently required. 
Furthermore, advocacy workers should be employed in A&E Departments, who have an 
appreciation of the problems associated with prostitutes, especially where drugs are 
involved. Their roles should extend to training of staff. 

Drug management - Additional availability of 24 hour drug maintenance and health 
clinics which are accessible to prostitutes. 

Phase 4, Health care professionals expressed the views that: 

In/ormation & support - availability should be improved for women who experience 
domestic abuse, support was lacking and this should be improved. 

Inter-agency collaboration - of a mUlti-agency 'one-stop-shop' to facilitate rapid access to 
support services should be developed and made available. 

Prevention 0/ abuse -awareness of this issue amongst young people should be raised by 
including the topic of domestic abuse in the educational curriculum. 

Education and training - should be incorporated into under-graduate and post-graduate 
training for those in health related disciplines. Mentors should be easily accessible to give 
guidance about domestic abuse cases to less experienced health professionals. 

Areas o/involvement/or GGHB and the Health Promotion Department included: 
• Assistance in developing and providing training for health professionals 
• Assistance in establishing self-help groups 
• Development of resources for women and health professionals 
• Continuing to raise awareness of the consequences of domestic abuse using the media 
• Provision of 'safe accommodation' for women and when necessary their children through 

financial support to relevant agencies. 
• Taking a leading role in co-ordinating multi-agency service 

For a comprehensive understanding of the issues addressed in this work, the reader IS 

directed to the full results and appendices. 



2. KEY RECOMMENDATIONS 

This report consists of four surveys, which explored the issue of domestic abuse from the 
perspectives of women and health professionals. The surveys are presented individually 
(Appendices I-IV) but their findings were amalgamated and used to inform the 
recommendations of this report. These are presented in detail on pages 45-49. The key 
recommendations of the study are detailed below: 

Information 

• In particular the development of a database that identifies sources of referral, should be 
accessible to health professionals and where possible the general public. 

• The Health Promotion Department should develop resources to increase the awareness of 
availability of assistance to the general public. 

Education and Training 

• Raising awareness of domestic abuse should be included in the undergraduate and 
postgraduate training programmes of all health related disciplines and should include 
training on the special needs of drug users and prostitutes. 

• Training on women' s needs, particularly the need for individual care should be offered to 
all health care staff. 

Multi-Agency Working 

• Evidence -based guidelines rather than strict protocols should be developed to assist 
health professionals address the issue of domestic abuse. 

• The effectiveness of such guidelines should be audited from the perspectives of both the 
women and professionals. 

• The development of a one stop shop for use by women and health professionals, which 
would facilitate rapid and easy access to support services, should be explored e.g. South 
Lanarkshire model. 

• A telephone help line with an easy to remember contact number should be provided for 
use by women in abusive relationships. 

• Opportunities for networking between professionals should be provided. 



Service Provision 

• The training programme co-ordinated by the Women's Health Team in the Department 
of Public Health should be resourced as a priority to include all those working in 
Accident and Emergency and Primary Care settings throughout Glasgow. 

• Counselling should be routinely offered to women attending Accident and Emergency 
Departments as a result of a violent incidents. 

Public Health Education 

• The issue of domestic abuse and the need for mutual respect between the sexes should be 
incorporated into the social education curriculum in schools. 

• Public campaigns should continue. There should be a resistance to diluting the Zero 
Tolerance message by its use in unrelated areas. It has a strong identity with domestic 
abuse and this must be maintained. 

Police and Legal Issues 

• There should be a change in the law so that police have the power to charge men 
involved in crimes of domestic abuse and also hold them in custody until the case comes 
to court. 

• Court cases should take place speedily, while the incident is fresh in everyone's mind. 
Women and children should be protected in their homes and men should be excluded. 

Professional Support 

• Safety guidelines for the protection of Health Visitors should be drawn up. 

• A system of professional mentorship should be established. This would allow advice 
and support to be readily available to those caring for a woman in an abusive 
relationship. 

Further Research 

• Further in-depth study should take place into health service provision for prostitutes and 
drug addicts in order that their particular needs can be better met. 

• Further research is needed to establish the health needs of women in refuges and their 
use of primary care services; this should include screening services. 
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Appendix 1 

Phase 1 -Focus group interviews with women who had experienced 
domestic abuse 

Aims 

1. To explore women's experiences of using the health servIce and, to a lesser 
extent, other public services 

2. To ascertain their views and suggestions for improvement of services 
3. To inform and guide the collection of data for the second phase of the study 

(individual interviews with women aged 16-25). 

Sample and Methods 

Contact by telephone and letter was made with nine groups of women in Glasgow 
whose members were known to have experienced domestic abuse. Four groups of 
women agreed to participate in the focus group interviews. 

The interviews were held at a venue chosen by the women. On all occasions a 
women's support worker was present who introduced the researcher and sometimes 
participated in the discussion. If necessary she offered emotional support to women 
after the interviews. Following introductions the purpose of the interviews was 
explained. A list of objectives, developed from the topic headings identified by the 
study commissioners, was followed, but the principle of 'free and open interaction', 
the main feature of focus group discussion was adhered to. Objectives centred on use 
of specific forms of health care known to be of relevance to women in abusive 
relationships. These were primary health care (particularly GPs and Health Visitors), 
obstetric services, women's health screening, Accident and Emergency departments, 
mental health services and dentists. The roles of Social Services and the Police also 
featured in discussions. Some women had expressed concern about tape recording of 
interviews and instead detailed fieldnotes were taken. Interviews lasted between one 
and two hours. 

Findings 

Twenty-one women participated in the focus group discussions. Groups ranged in 
size from 4 to 7. Ages of participants varied from 16 to over 60. Some women were 
still in abusive relationships although the majority were survivors. 

The abuse experienced by women 

Not all women had experienced sexual or physical abuse, however all women 
described themselves as having suffered psychologicaVemotional abuse whether or 
not this was accompanied by other forms of abuse. Many of the women who had 
experienced physical violence were keen to point out that this was not by any means 
the worst form of abuse they had suffered. The constant verbal bullying or restriction 
of their freedom that they had experienced was far worse: 



'Physical abuse is but a small part of the whole thing. The 
emotional abuse is much worse. It's constant. You are frightened 
to voice an opinion or he will put you down. Ridicule you, make out 
that you're stupid. In the end you have no self-confidence and feel 
worthless yourself. He has total control yet there is nothing to see 
(i.e. no physical injury). 

'He did not want me to speak to anyone else. At first it was only 
when we were together, in the pub say. I thought 'he loves me so 
much he wants me all to himself'. Then he didn't want me to see my 
friends or my mum or sister. It got so bad he didn't want me to go 
out at all while he was at work. Threatened to lock me in! I knew I 
had to get out (of the relationship). ' 

Main stream use of the health service was generally unaffected by the abuse. Women 
reported visiting their GP for other health care needs and using the child health 
servIces. However generally women were careful not to disclose details of their home 
life: 

'I would go to the doctor if I needed to. Say if I had a bad cold or 
something and I went to the clinic (child health) but I only said what 
I had to. Just what I needed to. To do with the problem or the 
children's progress. I wouldn't say anything about life at home. I 
wouldn't if they had asked me. But they wouldn't know to ask me 
because I was too ashamed and I never let on. On the surface 
everything was o.K. No money worries, dressed o.K., house clean 
wellfurnished. You know. ' 

Use of the specific areas of health care in relation to the women's abusive experiences 
is presented below. 

Primary health care 

These interviews involved only 21 women, however except on rare 
occasions women did not feel that they received adequate help and 
support from their GP. A common response from GPs to the 
problem of domestic abuse was to advise the woman to leave her 
partner and when this advice was not taken not to be interested 
further or to offer tranquillisers or anti-depressants: 

'He told me to leave (her partner). When I didn't he gave me 
tranquillisers. That's the last thing I needed. I needed to keep my 
wits about me, for my sake and the children's. Anyway these 
tranquillisers just spaced me out. I couldn't do anything, look after 
the children, nothing. I took two, no more. I've heard about women 
becoming addicted" I had enough problems and making you into a 
zombie so you don't know what is going on is no way to deal with 
violence. ' 
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Advice on women's support services or refuges was not given and many women 
noted that even after the zero tolerance campaign, posters and leaflets were not 
generally available in doctor's surgeries: 

'My GP was totally unsympathetic. He just told me to leave him 
but gave me no advice where I could get help or anything. I don't 
think he really thought about it. No, there were no posters and 
leaflets in the surgery. I was looking everywhere for information. 
Anything, I knew there was help for women like me but I couldn't 
find it and the response from my GP put me off I did not want to 
tell anyone else who might not understand. ' 

'My doctor knew us both. When] finally did tell him, I don't think 
he believed me. I don't think they do if your partner is plausible. 
My self-esteem was so low] could not 'make the system work' for 
me. ] needed help. ' 

Most women recognised that health care workers were very busy but those GPs, 
health visitors and social workers who had offered sympathy and support and 
provided information about refuges and women's support workers were highly 
praised. Some women also reported going to see their GP to discuss their abuse but 
not feeling that the atmosphere was conducive to mentioning it when they actually 
saw the doctor. Only two women reported that their doctors sensed that something 
was wrong and 'teased out' the problem: 

'I have to say my doctor was great. ] kept going for minor things. 
For me or the children. In the end he said, 'what is really wrong 
Mrs ........ ?' And I told him. It was just me and him (i.e. the GP), no 
children. He said he had suspected it all along but felt it was too 
intrusive to ask, 'doctors can't do that unless there is an injury. ' He 
told me about Women's Aid and] told my sister about everything 
and she helped me contact them. ' 

Some women recounted that GPs were often reluctant to come out to refuges to see 
sick children. Some, who had been sexually abused as children and had psychiatric 
problems as a result, felt that their needs were trivialised as attention seeking by GPs 
who were only too anxious to refer them somewhere else: 

Health Visitors usually were not perceived as appropriate confidantes or sources of 
help and advice because women feared that they might be instrumental in the children 
being taken into care if it was known that there was violence in the home. For this 
same reason women were reluctant to approach the Social Services for advice or 
support. One woman had direct experience of this: 

'] was at my wits end but I did try to do something about it. ] had 
nowhere for us to go so ] contacted the Social Work. They came to 
see me soon enough, but they were not interested when] told them 
he was not violent to the children. ] got the feeling they just thought 
it was a 'woman's lot '. No information where to go, nothing. Other 
people knew about it too and it must have got to the school because 
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when one of the children had unexplained bruise the Social Workers 
came and immediately took them into care. They abandoned me to 
him. He was furious, said it was my fault, and I really got it. But it 
was in the open. The Health Visitor stepped in. She fought with me 
to get the children back and get us rehoused. ' 

Obstetric services 

None of the women in the focus groups had told obstetricians or midwives that they 
were experiencing abuse, even when it continued during pregnancy. Women saw the 
obstetric services as being concerned with the pregnancy and delivery only and as not 
being relevant to their problems with abuse: 

'0 yes he hit me when I was pregnant. Called me 'an ugly fat cow' 
even though I had always been quite slim. No, I didn't tell the 
midwife or doctor (obstetrician). It's not really their thing is it? 
They deal with having the baby not other personnel things. I was 
ashamed of the situation I wouldn't have told anyone I was only 
going to see for five minutes every now and then. ' 

Some obstetricians and midwives in Glasgow ask all expectant mothers if they have 
experienced domestic abuse and some the women thought that this was a good idea. 
They did however stress that it was no good the question being asked unless it was in 
a sympathetic manner and with a view to help, support and information being offered 
and available: 

'Yes, I think it is a good idea to be asked when you are pregnant. It 
is a good time to face up to doing something about it. It depends on 
how you are asked. I don't think most people would just answer 
yes' to a blunt question. ' 

'I don't know. I don't think doctors and nurses should just come 
out with these nosy questions. I think most women would deny it. 
You have to be ready to face up to it yourself It might open a can of 
worms. What can they do about anyway? ' 

Women's health screening 

Uptake of screening services varied. Those women who had suffered sexual abuse or 
were still living in other abusive relationships were generally reluctant to attend for 
cervical screening. A hierarchy of need was demonstrated in that these women often 
had other health problems that were trying to deal with and surviving day to day was 
enough: 

'He did awful things to me sexually. I want to go and know I 
should, but not yet. Perhaps ifit was a woman doctor or a nurse? 

'I've enough on my plate. My own health comes way down the list, 
even if I feel ill. ' 
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Most of the other women, who were survivors, said they would now attend for 
cervical screening and the few older women in the groups said they would attend for 
mammography. Cervical screening services were offered at some women's centres 
and these were highly valued by women both because of the non-threatening nature of 
the environment and the sympathetic nature of the doctor and nurses who took the 
smears. 

There should be a service that comes to women's centres. I would 
not go to my GP. Somewhere where women feel safe, feel 
comfortable with. There should be a specially trained nurse who 
you can build up a rapport with. Nurses are softer, less threatening, 
more chatty. They should make sure they give you the results. ' 

Accident and Emergency departments 

Many women in the focus groups said that they were reluctant to attend Accident and 
Emergency departments because of the shame that they felt at being the victims of 
abuse and the perceived lack of sympathy that would be shown by staff. None of the 
women who had attended felt that their care had been satisfactory. Many women did 
not declare that their injuries were as a result of domestic abuse and many had the 
opinion that the staff did not much care: 

'You avoid going at all costs. They see you as just another battered 
woman and show no sympathy or understanding for you as a person 
or what you might be going through. ' 

Two women had permanent injuries through not attending for emergency treatment. 
Of the women who had attended Accident and Emergency departments, none reported 
being cared for with sympathy or concern shown for their plight, although their 
physical injuries were treated, sometimes cursorily. One woman felt that it was the 
place where doctors 'capitalised on power '. The other women in the group agreed 
and there was a general feeling that young doctors of both sexes were reluctant to 
listen to women, 'knew it all', and treated the problem 'like a joke '. The women felt 
this might be a coping mechanism for young doctors who were not trained in dealing 
with domestic abuse or in treating people as individuals: 

'They do not know what to do and try and pass it off as a trivial 
problem. The nurses are as bad. They seem to think you are stupid 
for being in that situation and deserve what you get. They can't 
look past the label they put on you: 'battered wife - too stupid to 
get out.' 

Some women also reported a reluctance to give pain killers, especially if the woman 
had a drug problem or had self-abused. None of the women who had self-abused or 
overdosed reported that their mental health needs were met at all whilst in the 
Accident and Emergency department. These women painted a picture of being 
viewed as 'attention seekers', not 'attention needers' and reinforced the belief that 
health care workers showed no interest in 'the person behind the problem' or the 
cause of the problem: 
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'No one in casualty asked me why 1 did it, why 1 hurt myself. 1 was 
just told 1 was attention seeking and 1 wasn't going to get any (i.e. 
attention). They did not seem to know that women who have been 
sexually abuse self-harm. Oh they sutured the cuts but they showed 
surprise when 1 found the stitches painful - after all 1 liked pain 
didn't I?' 

Those women who had self-harmed or overdosed reported that they were referred to a 
psychiatrist. None of the other women who had attended Accident and Emergency 
departments, reported being offered counselling, information on how to help 
themselves or details of women's support services. No one remembered seeing 
posters or leaflets about domestic abuse but the women indicated that their injuries, 
and the emotional state that were in, overrode everything else, and they would not 
have seen general information. To be effective it had to be given personally. 

Mental health services 

Some women reported being referred to the mental health services as a direct 
consequence of suffering domestic abuse. Many women who had had psychiatric 
care saw drug therapy as being too readily available and as sometime the cause of 
consequent addiction. Individual counselling and psychotherapy were valued; group 
sessions were not universally valued. One older woman, who reported living with an 
emotionally abusive (there was no physical violence) man for over 30 years during 
which her self-esteem and confidence were destroyed, described her diagnosis and 
treatment for depression: 

'He was a drunk and put me down all the time. 1 couldn't do a thing 
right and was on edge all the time. 1 went to the doctor with my 
'nerves '. 1 didn't tell him about my husband. He didn't hit me. 1 
didn't click that he was abusing me verbally and this might be the 
cause of my 'nerves '. Once 1 was in the mental hospital. They said 1 
was a depressive. No one asked me what the problem might be or 
how were things at home, relationships the like. Just labelled. The 
kids made me do something about it. As they got older, they said, 
'why do you put up with him mum '. 1 told my family and my doctor. 
1 left him and have not taken a tablet since. He had the problem 
really, but making out it was me. Nobody tried to find out the cause 
and 1 couldn't help myself. My children helped me. ' 

Being labelled and treated as a 'case' was a common complaint of those who had 
received psychiatric care. Many women remarked about how they were made to feel 
aware of the power and control of psychiatrists and how they had to comply with all 
aspects of treatment or they would be denied those they found useful. Some women 
related these displays of power and control as similar to those exhibited by abusive 
men and had a natural repugnance towards it. There was no spirit of understanding or 
working in co-operation: 

'1 took an overdose. He (the psychiatrist) wanted me to go to group 
psychotherapy. 1 went but 1 had nothing in common with the people 
there. No one else in an abusive relationship, or it was not obvious 
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that they were. When I didn't go he said he didn't want to see me 
anymore - nothing he could do if I didn't comply with treatment. He 
spoke at me. There was no discussion of what I might find helpful. ' 

.. 

Community psychiatric nurses were perceived as busy and again too ready to label 
and treat the illness rather than the person in relation to the cause of the illness: 

Dentists 

'The CPN was OK. but they need to understand, to be patient. Not 
all people recover at the same time. I had no confidence. They 
seemed to want to rush things. I needed time to 'get my act 
together' after my breakdown. ' 

None of the women had seen a dentist as a result of domestic abuse and dentists were 
not perceived as having the skills necessary to help women emotionally. No one had 
seen any information at dental surgeries advising women who had experienced 
domestic abuse where they could go to for help. Several women reported that dentists 
were unsympathetic to children who may be upset and unco-operative because of the 
situation at home: 

'My youngest was very nervous, very clingy. It hasn't been easy; he 
saw a lot of things. The dentist had no time for him. No effort to 
chivvy him on. Just get on with it. Right enough he didn't know 
anything and I wasn't about to tell him my business. ' 

The police 

Some women reported that the police (women as well as men) had been 
unsympathetic to their calls for help as a result of domestic abuse. However, two 
women were keen to record that the person who had given them most help and 
information was a policeman. Many women said that they perceived that the 
traditional police attitude of non-involvement in domestic abuse may be changing. 
The women identified that the main problem with police involvement was that it 
could often make matters worse. Commonly, women who called the police were too 
frightened to press charges in case this generated more violence. Although the police 
could arrest a violent man they had no power to hold him until the case came to court. 
This was often sometime in the future. During this time the woman, and her family if 
they try to help her, were at risk of greater intimidation and violence: 

'The neighbours called the police. It was a mad house shouting, 
screaming the kids crying. He was drunk the police took him off. I 
didn't want to see him again. I said I was going to press charges. I 
was bruised but did not want medical treatment. I hadn't told my 
mum what was going on. I was too ashamed but I went to my 
mum's house. Nex~ morning he was round there, all apologetic as 
usual. When I said I was not going back he started swearing and 
shouting. Threatened to smash up my parents' house. I went back to 
keep him quiet. I only got the courage to finally leave when he hit 
one of the children. The police get fed up if you mess them about 
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like that. Saying you want to press charges and then don't go 
ahead. ' 

Other points discussed 

Bringing up sons 

'. 

At three of the groups there was some discussion about the roles and responsibilities 
of women as mothers, particularly in relation to sons. Many women were concerned 
that their sons might grow up to be abusive men like their fathers and how they could 
avoid this. There was a general consensus that it was difficult in our society to 
encourage boys to express their emotions. Crying was discouraged in boys and a boy 
that cried in the playground would have a hard time. The women painted a typical 
picture of fathers brought up in violent homes. Even if the fathers of male partners 
were not violent to their mothers many women reported that their partners had been 
SUbjected to violence from their parents when they were children. The pressure and 
expectations to be 'tough men' was imposed both by families and by the rest of 
society in which the partners lived. Talking about problems and feelings, expressing 
emotions and softness were repressed and the women were unanimous that this led to 
controlling, jealous men who were only able to express their frustrations by violence. 
Breaking this pattern in sons influenced by their father's beliefs and attitudes was a 
responsibility identified and taken seriously by the women. They saw this as a subject 
for which there was not much guidance and which needed wider debate: 

'J see his dad in him. Very cocky on the surface - sure of himself; 
but not underneath. Never tells you when anything goes wrong, just 
moody. Represses his problems. It worries me. ' 

Abusive men as fathers 

Many of the women in the focus groups acknowledged that although their partners 
were abusive towards them, they were 'good' fathers to their children. Although 
many women queried how the term 'good father' could be used in any circumstances 
for a man who was abusive towards the child's mother. The comment of one woman, 
who due to her experiences refused to call her ex-partner by name, referring to him as 
, 'd d' . I .... sa, was typlca : 

'For all that I hate him he was, and still is, very good with our son. 
Played with him. Took him out. Looked after him when he was 
wee. Would do anythingfor him. ' 

As mentioned earlier and reiterated by the women, despite putting up with physical 
violence themselves, an occasion when a father showed violence towards a child was 
often the final stimulus for a woman to leave. 

Advice from friends and relatives 

Several women related how their partner's mother had tried to steer them away from 
relationships with their sons. Some women had tried to deal with their son's violence. 
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'He hadn't started hitting me then, but his mother tried to tip me off. 
She took me to one side and said 'what are you doing with him. 
He's no good. Get out '. But I would not listen. ' 

'His mother found out that he'd hit me. She laid into him even though 
he is 33. That's the trouble his family deal with all problems by 
violence. ' 

Advice from well meaning friends was also not taken. Women identified that 
they somehow had to learn for themselves. 

'Early on a male friend, who knew him, told me he was violent to 
women and not to go with him. I thought there was another agenda 
behind these comments. He (the partner) was so charming I couldn't 
believe it. Even when he hit me the first time I thought it was all my 
fault. I never told anyone. It took me some time to realise that I had 
been given honest and good advice. ' 

Information 

Many women mentioned that there was a general lack of information for 
women who were experiencing an abuse and this was a recurrent theme. 
Several women spoke about searching everywhere for information: 

'I looked at the clinic and the doctor's surgery, in the chemist. 
Everywhere I thought it might be. I knew there was help but 
couldn't find it. I think there should be posters everywhere telling 
women where they can go for help. Supermarkets, greengrocers, on 
television everywhere. The idea of an easily remembered 'phone 
number for women to ring is a good one. You cannot run the risk of 
writing numbers down or carrying leaflets around but this number 
you could keep in your head. He can't find it there. ' 

Whilst most women had heard of the 'Zero Tolerance' campaign they felt this had 
passed the general public by. It was perceived as being so obscure that the message 
had not got through and it offered no practical help for women. 

Recommendations 
At the end of each topic discussed, women were asked what changes they would like 
to see which would improve care for women. Their recommendations have been 
collated and are presented below. Many centre on information and attitudes. 

Primary care 

When asked what they would like from primary care services the value of a listening 
sympathetic ear was judged to be paramount. Other recommendations were: 

• Tranquillisers or anti-depressants should not be offered to women as a 
means of coping 

• Women should not be simply told to leave an abusive relationship 
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• Accurate infonnation should be available in order that women would be 
well infonned to make the decision to leave 

• Support should be offered to women when they make decisions to leave, 
especially if they have children 

• Adequate health care should be available for women and their children 
when living in refuges 

Screening 

• Services should be taken to the women and routinely offered at all refuges 
and women's support centres, rather than women being expected to attend 
for screening at GPs surgeries 

• Screening should be undertaken by female doctors and nurses who have 
some understanding of the problem of domestic abuse 

• Continuity of care is important and should be available for women 

Accident and Emergency departments 

• Training into women's needs and the importance of individual care should 
be offered to all staff 

• One person, with detailed knowledge and understanding of dealing with all 
fonns of domestic abuse, and consequent mental health problems, should 
be available on each shift 

• Counselling and infonnation on domestic abuse should be offered to 
women who have sought care as a result of violence 

Mental Health services 

Dentists 

• Psychiatrists should show a more enlightened understanding of the mental 
health consequences of domestic abuse, especially sexual and emotional 
abuse 

• An effort should be made by mental health workers to help and work with 
women and not give the impression of power and control 

• Psychiatric nurses should receive training in the needs of women who have 
experienced domestic abuse and care for the person not the symptoms 

• Dentists should be aware of other problems which may be affecting 
children and develop skills to reassure and gain co-operation 

• Posters and leaflets, with an easily remembered 'phone number, detailing 
where women can find help about domestic abuse should be available in 
dental surgeries 

The police and legal issues 

• The police should have the power to charge violent men and hold them 
until the case comes to court 

x 



'. 

• In cases of violence court cases should take place speedily while the 
incident is fresh in everyone's mind especially that of the women 

• Women should be protected in their home and men should be excluded 
from the home 

Conclusions 

The information obtained by these interviews was rich and constructive. Five major 
issues came out of the discussions. Firstly, the lack of availability of information 
perceived as useful to women. Secondly, the general inadequacy of the health care 
offered. This is especially reflected in the attitudes of health workers and their 
tendency to treat symptoms rather than the whole person. Most were perceived as 
showing a lack of understanding of the problems surrounding domestic abuse and its 
consequences. Thirdly, irrespective of class or culture, the 'power of men' . The 
controlling nature of abusive men and the fear they engendered was a major feature. 
Fourthly, the shame associated with experiencing domestic abuse. Finally, the fear of 
children being taken into care if it was known there was violence in the home. Often 
the latter two conspired together to keep the abuse a secret and thus further enhance 
the perceived power of the perpetrator. 
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Appendix II 

Phase 2- In-depth interviews with women aged 16-25yrs who have 
experienced domestic abuse 

This study is complements an earlier study which consisted of focus group interviews with 
women of all ages who had experienced domestic abuse(Appendix I). 

Aim 

The aim of this study was to collect in-depth data from women aged 16 -25 who have 
experienced domestic abuse in order to identify particular aspects of care relevant to 
younger women. 

Sample and Methods 

Initially eight women's counselling/support servIces III Glasgow were contacted by 
telephone or letter, and asked to facilitate access to women aged 16-24 who had 
experienced domestic abuse. The request was backed up by a letter explaining the study 
and by posters and leaflets for women. This approach was taken because it provided 
women with a backup service should they require further advice and support. In order to 
increase sample size Health Visitors and community workers were also contacted by the 
same method and a further attempt to generate contact with women was made by placing 
advertisements in local community newspapers in Glasgow. The Centre for Women's 
Health agreed to provide a backup counselling service if needed. 

It was hoped to make contact with at least ten women who would be invited by telephone 
to take part in individual, face to face interviews. The purpose of these interviews was to 
document women's experiences of abuse, their use of health services and their views and 
opinions on how services could be improved to better address their needs. Interviews took 
place at community venues suitable to women, or on Health Board premises. 

The interviews were semi-structured in that they allowed free and open dialogue but topic 
headings had been identified to ensure that, if appropriate, all relevant areas were covered. 
Relevant areas were identified by the researcher and study commissioners and were based 
on knowledge of the situation and by the focus group interviews. 

The collaborative feminist methodology developed by Oakley was followed.' Women 
were viewed as collaborators in the research and if necessary the interviewer invested 
'something of herself in the interview. No attempt was made to be objective or to remain 
distant. Where appropriate the interviewer responded to the emotional and information 
needs of the woman. If necessary empathy and sympathy were freely given. The women 
were identified by their first names only, assured of confidentiality, gave informed consent 
to be interviewed and signed a consent form. They were given the choice of the interview 
being recorded and backup notes taken, or the interviewer taking detailed notes during the 
interview. The contents of the interview were validated by the woman. All written 
material was read back at the end of the interview, including a collated summary of the 
findings and women were given the opportunity to add any further information and to 
correct any inaccuracies. Women were also asked if they would like penultimate copies of 
the study findings and if so, to provide names and addresses to where a copy should be 
sent. It was explained that they were free to suggest amendments or to add further 
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information which might illuminate l a point. The aim of the interviews was to generate 
rich data in a relaxed friendly manner, where interviewee and interviewer were equal 
participants. 

Interviews took place over a five month period. from July to December 1998. Notes and 
tapes were transcribed and scrutinised for commonalities and individual experiences of 
importance. 

Findings 

The sample 

Despite intensive efforts to undertake ten interviews with young women only four 
interviews were possible over the five month period. In preliminary discussions with 
support groups no one had suggested that achieving the desired sample size would be a 
problem, although one experienced researcher in the field had suggested that 
advertisements might be needed to attract suitable women. Support workers were 
canvassed for suggested reasons for this poor response. A representative from one 
organisation, which had explored the circumstances surrounding domestic abuse, revealed 
that their work had found that women experienced between 30 and 40 escalatingly abusive 
incidents before taking action. There was consensus that, in retrospect, it was realised that 
women in this younger age group tended not to contact voluntary or statutory support 
services associated with domestic abuse: 

'We don't tend to see them at that age. Younger women often do not face 
up to the fact that they are in a abusive relationship. They still think he 
will change or are willing to believe that it is a one off or that they can 
work through it. They still fall for his declarations of love and his 
remorse afterwards. ' 

A comment from one woman who was interviewed supports this view: 

'/ wouldn't have classed myself in a abusive relationship. ' 

It was also agreed that younger women who had escaped abusive relationships were keen 
to put their experiences behind them and not to talk about it. This view was supported by 
some older women who had been in short-term, abusive relationships when they were 
younger. The small sample size is an important limitation to this study. It means that the 
data can only provide pointers for how younger women view and deal with abusive 
relationships and the health care they experiences. Despite this limitation the information 
obtained was rich and revealing. Care has been taken at this stage, in interpreting this data 
into themed evidence. Where possible the women's comments are allowed to speak for 
themselves in telling their story, although the need to maintain anonymity in this small 
sample was heeded. 

1. 1 Oakley A. (1993) Essays on women medicine and health. Edinburgh. Edinburgh 

University Press 
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The women 

Three of the women were in their early twenties and one was over 25 but had experienced 
substantial partner abuse from the ages of 17 to 25. She was included in the study because 
of her keen desire to relate how she valued the help she had received from the health 
service. She hoped other women would have the courage to seek out help and that health 
workers would know how useful their support had been and be prepared to offer it. 

Two of the women were still in abusive relationships. One women was in a happy and 
fulfilling relationship with a new partner but the remaining woman did not see herself as 
ever being in another relationship: 

'No more relationships. I can't trust some one enough. ' 

Two women were working in fulfilling jobs and had university educations. One woman 
was judged to be emotionally unfit for work and the other woman was unemployed but 
wanted to gain qualifications and fmd a job. Three had children, not necessarily all with an 
abusive partner. The fourth women was not prepared to have children as things stood 
although her partner wanted a child. 

The abuse experienced by the women 

All women had experienced emotional and physical abuse. Two of the women had been in 
more than one abusive relationship. One of these woman described being in an emotionally 
abusive but not physically violent relationship in addition to another that was physically 
abusive. The other woman had had a series of physical and emotionally abusive 
relationships. Both these women had wondered what was wrong with them that they had 
felt attracted to such men. One woman had been sexually abused by a male relative as a 
child. Another had experienced considerable sexual abuse from a male partner. 

The women painted a picture of unpredictable, controlling and jealous men. They 
described a pattern of consistent undermining of self-esteem and self confidence. Three of 
the women described being locked in, or at least actively discouraged from seeing their 
family or friends: 

'He brings me down in front of friends. Makes my friends unwelcome so 
they don't want to come anymore. He tries to control me all the time. He 
won't listen to me. Sometimes he locks me in and won't let me go out. 
Yet he goes out. ' 

'He would keep my mum at the door. Only open the door half an inch. It 
was really controlling, getting to the stage where I couldn't go out. ' 

'He locked me in the house. Yes, locking me in and away from people. 
It's the emotional abuse I remember and being locked in. ' 

Frequently they lived in a state of fear from which they felt unable to escape because of the 
consequences for themselves and their families. Threats to them, their families or family 
property if they tried to end the relationship, were common feature: 
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'He threatens me all the time. He bullies my little brother - has to show 
he is 'boss '. He has threatened to destroy my father's car and get my 
dad. I'm frightened for my family. Says he'll make my life a misery or 
even kill me if I leave. I can't leave, it would be worse. Sometimes he is 
really nice and lovable. I love him. Crying make sit worse. He sees it as 
a weakness and he likes a fight. ' 

'I didn't say anything to anyone at first. I thought I could handle this 
guy. I was frightened of the knock-on effect and the consequences for my 
parents and family. When I did finally leave that was the start. It was 
horrendous after. He battered my sister, my mum and my dad. He put 
my mum and dad's windows in. My dad and me had our cars smashed 
up. He made horrible, disgusting 'phone calls to my brother. ' 

Women's use of health services 

Primary health care 

Three of the women had confided in their GP that they had an abusive relationship. Two 
did not feel that their GP at the time was at all helpful. One felt that she had received very 
good support from her GP (a woman) whose report was instrumental in her gaining 
custody of her children: 

'I had to go to the doctor because it was so painful and I really thought 
he had done me some permanent damage. I was really scared about 
what he had done to my leg. I couldn't move my leg. I went to the doctor 
and I saw Dr............ She said to me 'what did you do' and I toyed with 
the idea of telling her, because I had told my parents that I had fallen 
down the stairs, and she asked me again, and I told her it was my 
husband, he kicked me, and she said, 'is this the first time? ' and I said 
no, and she said, 'you can no longer stay with this man, you can't 
possibly stay with this man. ' But I did. ' 

'I had to go and see Dr ....... quite a bit because I eventually had to go 
back and ask her to write a report for my solicitor. She has been great 
she really has. ' 

These three women had also been prescribed tranquillisers/anti-depressants. None had 
found them helpful. Two related how they had an effect on their ability to care for their 
children: 

'I don't find my doctor very helpful whatsoever. I went to the 
doctor and told him all my problems and told him how I was 
feeling. He wanted to put me on anti-depressants. That's not what 
I want. I don't want to be walking about like a zombie. Do you 
know what I mean? I had two kids and a home to look after. I felt 
worse when I took them. I just stopped taking them. I was like 
that, they're no good for me. I wasn't depressed I knew what was 
wrong 
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'My GP prescribed me tranquillisers which had a dreadful effect 
on me. They made me feel spaced out and I couldn't cope with the 
children. No answer. ' 

One woman had been in an abusive relationship from the age of 15, when she had 
a child. She confided in her male GP a the age of 16 but was amazed that he 
prescribed anti-depressants as a first course of action. This had disastrous 
consequences. 

'A few days later I actually took all of the anti-depressants and 
ended up in hospital. ' 

The other woman, who had been sexually abused as child, felt unable to confide in 
her GP: 

'My GP knows I was sexually abused. I am on antidepressants 
and I have been referred to a counsellor. I am very nervous and 
panicky. I do not like men shouting. I do not know who to trust. 
My GP has never asked me about my present relationship. He 
seems rushed all the time. I cannot speak to him because he is a 
man. He has made no effort to delve deeper into why I can 't cope. 
I have tried to change to a woman doctor at the health centre but 
she says I've been with my own doctor for so long it's best I stay 
with him. I didn't say why I wanted to change. ' 

Of the three women with children, two had confided in the Health Visitor. One of these 
women had a Social Worker who was particularly supportive and the Health Visitor was 
perceived as 'leaving it up to him'(i.e Social Worker). The other woman described how 
crucial she had found the support from the Health Visitor: 

' ....... .. my Health Visitor was incredible. . ....... was great and I was able 
to tell her the whole lot and she was able to support myself and she was 
able to support the children particularly. Because the children were so 
young we had a lot of contact with ........... A real relationship was built up 
with ......... because she was quite shocked - 'he looks a plausible 
person '- and she would not have believed it, but ..... was very 
supportive. ' 

One woman felt that her Health Visitor knew but did not raise the issue. She was seen as 
supportive partiCUlarly, but not exclusively, as far as caring for the baby but this support 
was perceived as being withdrawn when the woman became pregnant again: 

'She was supportive about my parenting, being so young and having a 
child and how I was managing and pointed me in the right direction, 
feeding sleeping times, things like that. She was always quite 
encouraging for me to go out and do a course and get out and about, but 
I got the impression that because I was pregnant again, this is it, I am 
going to be stuck. She kind of gave up on me after. ' 

This woman had a Social Worker but found it difficult to contact her: 
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'I 'phoned her quite often for advice and support but she was always at 
meetings or on holiday and never ever got back to me. ' 

Obstetric services 

Two of the women had a child before the age of 16. Both described feeling that they were 
regarded by midwives as, 'a silly wee girl '. One woman described her experiences of 
being in hospital after she had been badly beaten and nearly lost her baby: 

'The midwives were caring enough, and they looked after me and made 
sure I was going to be OK. but they were like, 'oh, silly little girl' you 
know. I didn't feel they like they were supportive of what had happened. 
They had a job to do and dealt with my injury and they had to deal with 
me being in labour. I didn't feel they were actually there for me, like you 
know. I felt as if they felt I deserved it kind of thing. They don't exactly 
say they words but you can tell when someone cares or if they feel sorry 
for you. ' 

Women's health screening 

One woman (she had been sexually abused as a child) stated that she could not face up to 
cervical screening and would not go as yet. The others had all had at least one smear. Two 
women found the experience traumatic: 

'I just get very nervous. I mean I've been for one but its probably three 
or four years since I've had one. I dread the thought of one. I'm scared. 
I really hate them. Its one thing that I hate. I don't know why. It's such 
an uncomfortable feeling. I think giving birth isn't as sore. It's not the 
place, it's nothing to do with that. It's just the actual thing. , 

'Well I did go. I had a particularly uncomfortable and unpleasant 
screening at my post-natal. God they were horrendous and it kind of put 
me off. For a number of years Ijust couldn't go because I couldn't bear 
the thought of anyone touching me down below. I was really unable to 
be screened. I was at the doctor's and she said, 'oh look you haven't 
been for your smear test. Do you not think you could maybe try this 
time. ' It was only a fortnight ago I think, that I actually managed to have 
a smear test done and the nurse was very patient with me and I was 
really upset. I was crying and everything because I didn't want it done 
but it was successful. I'll not be as bad next time I don't think. ' 

This woman had been sexually abused during a relationship and did not envisage ever 
being in another relationship with a man. 

The third women has been for -regular screening but preferred to attend a well woman 
clinic. She suggested that screening could take place on a drop-in basis at the baby clinic 
because it was so difficult to find someone to mind children. 
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Accident and Emergency departments 

Three woman had attended an Accident and Emergency department as a result of domestic 
injury. One woman had attended twice, The first time she had been shot deliberately with 
an air-gun and needed to have the pellets removed. The second time a bone was chipped 
when she was hit with a pot. Both times she said it was an accident and was not asked 
about domestic abuse but felt that it was suspected by staff: 

'I would have denied that it was domestic violence if they had asked. ' 

Another woman had been to Accident and Emergency as a result of her overdose: 

'As far as I can recall, its all quite blurry, but as far as I can recall they 
didn't ask me why I took them (anti-depressants). It was just a silly girl 
had taken an overdose and don't do it again sort of thing. Behave 
yourself in future. I was so desperate to get out as well. I didn't want to 
start a conversation with anybody that was going to keep me longer. ' 

The third woman described her feelings about Accident and Emergency department staff: 

'The police were more caring than the hospital staff were. I found the 
hospital staff very like, I don't even know the word I'm looking for. Maybe 
judgmental, yeah, that's probably the word. I felt they felt I deserved what I 
got, whereas I felt I did not deserve what I got. It was as though I deserved 
it for staying. ' 

Mental health services 

At the time of their interviews two women were being seen by counsellors at their local 
health surgeries and valued very highly the support they had received: 

'I've come and talked to ....... Its been great. It's taken an awful lot of 
pressure off me. It really does. .. ...... helps me see I'm important and I 
must put myself first sometimes. ' 

Another woman described her first visit to an adolescent psychiatric clinic where she had 
been referred, with her mother, as a result of her overdose: 

'I was taken into a room with a two-way mirror. You can see yourself, 
but you couldn't through the mirror. There were at least three people 
behind the mirror asking my mother how she felt about me taking the 
overdose but nothing about domestic abuse was asked or about me 
getting pregnant at an early age. Nobody spoke to me in private. ' 

Her second appointment was on her own: 

. 
'I came into the building and there was this waiting area and I sat for 
about 20 minutes. When they finally came to get me for the interview 
there was all sorts of noise going on - young women shouting and 
screaming and things - I said "forget it ".' They sent a letter saying I 
didn't appear for my appointment and 'we hope tbat if you want to come 
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Dentists 

in future, just get in touch.' It was a complete farce. It was just 
nonsense, a waste of everyone's time and a waste of money as well. For 
me it was scary going as well. It's for people who have mental health 
problems and I was thinking 'was I crazy, are they sending me here 
because you are mad '. Nothing was explained to me. It just kind of 
reinforced to me, at that time, that it was my fault I was in this situation. ' 

No one had been to the dentist as a result of domestic violence. 

". 

The police were sometimes, but not always, seen as very helpful by the women. Although 
this help was limited: 

'The police were really sympathetic, but they did not advise me where to 
go for help or advice. Anything like that. ' 

'The police were very helpful actually. I would go to the police station 
and they would give me a cup of tea and talk to me. They wanted me to 
charge him. I would say they more keen in getting him (he had been in 
trouble with the police before) rather than what had happened to me. ' 

'We had the police on numerous occasions to get him away from the door 
and when he kicked up a fuss because the children did not want to go 
with him. Their attitude was just awful. ' 

Two women recounted details of when they or their relatives were charged, or threatened 
with a charge, due to their efforts to protect their family; 

'He broke in and took the baby. I 'phoned the police. I started 
screaming and shouting at the police. I was cracking up. I wanted them 
to get my kid. They threatened to charge me with a breach of the peace. ' 

'They didn't charge him but they charged my ........ with a breach of the 
police. Yes just for trying to protect us. That's how ironic it was. A 
vicious circle. ' 

The problems associated with a women charging an abusive man were discussed by all 
four women: 

'He scared the living daylights out of me. I couldn't believe that the 
police wanted me to charge him. I think the law needs to be more 
stronger for women rather than the men. I mean when .... got picked up 
three hours later he's out. I was too scared to charge him. When I did 
try I got worse for doing it. I thought there's no way I'm charging him 
again. No chance. The police should be the ones to charge. ' 
'Aye it shouldn't be the woman to decide because a woman gets another 
doing for it, you know. So that if the police feel that its grievous bodily 
harm or assault been done they should charge.' " 
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'I don't want him arrested. I can't bring charges. It would make it 
worse. 

'I just can't understand how men can get away with it and this is why I 
feel the police have to say "look at the state of this woman. This guy is 
getting the jail n. And its the only way. ' 

'Its really difficult I think because the responsibility is with the woman to 
get them charged. Not like in America or other countries, the 
responsibility is taken out of the woman's hands and its like the police 
that gather the evidence and the witnesses and prosecute. The thought of 
charging a man just makes matters worse. ' 

". 

Consultation with police working at Strathc1yde's Female and Child Unit (why not 
'Women and Child Unit'- female denies human characteristics, pain and feelings) confirm 
that the law only allows the police to charge in a case of murder otherwise the recipient of 
violence has to bring charges. A charge of breach of the peace has to involve 
inconvenience or danger to someone else. 

Other points 

Bringing up sons 

The three women who had children all had sons. They felt that it was important to 
encourage their sons to express themselves and to value other people. Two women 
described three partners who had been brought up in abusive households. The pressure to 
be tough, to be manly, was stressed: 

'The boys had to be boys, they couldn't cry and couldn't show feelings, 
you know like that, and you had to do boys things, manly things. Things 
that were seen as jobs specifically for you and not women's work and 
stuff like that. I think he suffered quite a lot of violence from his father. I 
don't want my sons to be like that so we talk about things. One of them 
does tend to repress things, not talk about things. It worries me a bit. ' 

'His father is a abusive man. The kids had to be tough. When he heard 
what ....... had done to me his father beat him and his mother up! She got 
it for knowing and not telling him. Violence and more violence. ' 

One woman reported how her son had written a speech in which he stated his 
confusion over the leniency shown to abusive men: 

'He couldn't understand that if somebody does something bad, somebody 
goes to a house and takes something, then they get put in jail. Why is it 
that if they hit the womqn, they hit the mum, that doesn't happen. ' 

Abusive backgrounds 

Two of the women knew that a partner's mother had suffered physical abuse from her 
husband and one mother had tried to warn the woman away from the relationship: 
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'His parents were a really nice couple but I found out that his mother 
experienced a lot of violence in the relationship, Not that she would ever 
admit it. ' 

'After I had my first baby his mother took me aside and showed me a 
'photo. There was this really smart, beautiful girl in a mini skirt, She 
said, 'that was me, do you want to end up like me. Get out now'. She 
looked old and worn out, his mother. She had scars on her face. I 
couldn't believe the 'photo was her. I asked her why she put up with it. 
She said it was too late to do anything now. That was when I knew I had 
to get out. ' 

Abusive partners as fathers 

" 

Two of the women with children described former abusive partners as 'good' fathers. 
Both were perceived as good fathers to children not their own, but for whom they still took 
responsibility. One woman qualified the word 'good': 

'Yes the children are happy, they go to see the father of the second one. 
He's father to both of them and he treats both of them the same. I don't 
think anyone who treats the mother of their children like that is a good 
father. ' 

'On the whole he has been pretty good. I would never down him as a 
dad. He was a fantastic father to both of them, even though he wasn't a 
good husband. He was always a good dad but just recently he 'phoned 
and said he needed a break from them. He only saw them once a week. 
It hurt the children and it hurt me as well. ' 

One woman felt that her ex-partner bullied their children both before and after their 
divorce. In the end they did not want to see him anymore and she had to go some length 
to stop access: 

'Whether he was pretending to chastise. or just asserting his authority I 
don't know but he went over the top with the wee fellow. It was awful. It 
was totally out of control and I tried to get in between them and I got it 
as well.' 

'They would come home from access visits crying all of them. He did it 
to assert his power. It was a big power thing - 'I can do anything and 
you are totally reliant on me '. ' 

'In the end I was threatened with jail if I did not make an attempt to 
encourage the children to see him. The sheriff made it quite clear, I 
would be charged with contempt of court. The law works against the 
mother. I thought there must be someone specifically for children and I 
'phoned the Family Law Centre. I saw a lawyer who deals specifically 

for children. I said, 'I want you to hear what the children have to say, 
not me '. Each presented their case to the solicitor. She said we would 
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write to him and put the children's request. He wrote back and said he 
would agree with the children 's wishes. ' 

Advice from friends and family 

Three of the women were advised early on to get out of the relationship but the advice was 
ignored. As described earlier fear was the reason some relationships continued: 

, A friend who knew us, told me to get out. My dad told me, but I didn 't 
and now I can't. ' 

'He hit me, in company, when we were engaged. A relative and a friend 
wrestled him to the ground and threw him out. They told me to get rid of 
him - he's no good. I broke it off but I was too scared to say 'go away'. I 
knew it would not be the end. ' 

'When I was a kid, my dad was always on my side but we ended up 
rowing. I know now he was only looking out for me, but see back then I 
thought he was interfering. He was saying all the usual rubbish - 'He's 
no good for you. Get away from him, he's going to hurt you' - and this 
before the violence started. My dad couldn't stand him from the moment 
he set eyes on him. He's like 'he's no good '. I don't know how my dad 
knew but he knew. If your dad tells you that and you're 15 the first thing 
you are going to do is get more involved. I wish now I'd listened but I 
didn't. ' 

Asking the question 

The woman recounted why they did not tell health workers of their situations and what 
they felt about being asked about domestic abuse. Being ready to face up to the abusive 
situation was viewed as factor influencing disclosure: 

'Probably at that time if the midwife had asked me I wouldn't have said, 
because I wouldn't have felt I could trust a complete stranger. Because 
at that point in time I wasn't prepared to deal with what I was feeling. It 
would have been like opening a can of worms. It just wasn't the time to 
open it.' 

'No body even asked me why I'd had no antenatal care until the seventh 
month of my pregnancy. Nobody ever asked and I was still trying to make 
sense of it myself at that point. ' 

, If they had asked I would have said it's none of your f ........ business. I 
think no matter how much you try to push it out of her if they are not 
ready then the woman will protect him. I think it has to be when she is 
ready to bring it out. It will take a lot. It took me a lot and I'm still a 
lassie. I know women who have been putting up with it for megga years. 
The reason you put up with it is because the men make you feel that low 
and you are not worthy of anything. You are 'a piece of shit' for them. 
That's what you're there for. You're their boxing .ring. Even if you know 
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100% that this woman is getting a doing every other week, and you try to 
talk to this woman, I guarantee she will say that he's not going to do it 
again. I don't think it can be brought out of a woman. ' 

'I think it is a good idea to ask, but maybe not in those words because I 
wouldn't have classed myself in a abusive relationship. If someone had 
asked if I was frightened of the person I was in the relationship with, I 
would say yes, there are times that I am. ' 

Recommendations 

Women were keen to give their views on how the situation could be improved. These were 
a mixture of getting help, including information, changing the law and improving attitudes. 
The women speak for themselves: 

'First of all I would say if you have young children trust for your Health 
Visitor is very important. The contact and bond made with your Health 
Visitor. You do not feel isolated and you have someone to point you in 
the right direction. Do not suffer in silence. It is important for the 
Health Visitor to make contact with the woman not the other way around. 
Tranquillisers are no answer. GPs should not prescribe them for 
desperate situations. Women do not know how to get help. Information 
needs to be improved. The caring Health Visitor is crucial for 
information. Women's Aid and the Family Law Centre are brilliant but 
they need advertising more. Women should keep their financial 
independence. ' 

'What about a counselling service for men. I doubt if they can change 
but they should be given a chance. ' 

'I think there should be better publicity for the support that is already 
available. Letting women know where they can get support and where in 
the area. It should be advertised in libraries, pubs, loos. When you are 
out he can't follow you to the 100. It has to be something they can 
remember. ' 

'I'd like there to be a better attitude from doctors and nurses. They need 
educating. They should be more sympathetic and understanding to the 
woman. I don't think half of them know what is going on behind closed 
doors. I think they think the woman is a silly little ...... , you know, I can't 
say the word. They say, 'get out' but its not as easy as that. They need 
enlightening. ' 

All four women would like to see a change in the law and the police given the authority to 
bring charges and to keep abusiv.e men in custody until the case is brought before the court. 

Conclusions 

The small number of interviews achievable in the time allowed, draws attention to the 
problems associated with obtaining information robust epough to make generalisations. 
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This is especially so in the case of sensitive issues where findings criticise, and can be used 
to influence, the quality of health care. There was no indication that working through 
women's support groups would not be a satisfactory conduit for contacting younger 
women who had experienced domestic abuse, although upon reflection the support workers 
realised that they did not see many women in the younger age group. 

A better way to access younger women might have been to contact younger women 
through youth groups. However this approach had been considered earlier, when a study to 
explore young people's attitudes to domestic abuse was published.2 Access proved to be 
difficult because group workers felt such groups were inundated with requests for research 
or health promotion initiatives. Also it was known that young women often attended such 
groups with partners and may not have wished to be interviewed or discuss abuse. The 
question of denial, identified by women's support workers and supported by the women in 
this study, would have also been evident in this method of accessing a sample. It is 
suggested however, that in any further work in this field the youth group approach should 
be investigated. 

Despite limitations these four interviews were rich and rewarding. They were intended to 
present a younger women's perspective of being in abusive relationships and the care and 
support they received, and in this they were successful. There is no evidence of published 
research which has looked at the needs of younger women in Glasgow, or anywhere else in 
the UK, or actively sought their views and opinions on how care can be improved. 
Therefore this research, is unique. It provides indicators which suggest that help and 
support to younger women in abusive relationships may be lacking in substance and 
quality. The women's suggestions for improvement are centred around information and 
support, a change in the law and importantly, education to improve the attitude of 
healthcare workers. 

It is intended that these findings add to the wider picture of women's experiences of 
domestic abuse and do not stand alone. The data complemented the experiences portrayed 
by women of all ages in the focus group interviews. 

2 Burton S, Kitzinger L and Regan L. (1998) Young people's attitudes toward violence, sex and 
relationships: a survey and focus group study. Child and Woman Abu~e Studies Unit, University of London 
and Media Research Unit Sociology Dept University of Glasgow. 
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Appendix III 

Phase 3 - Focus group interview with drop-in centre support workers 

Background 

There is anecdotal evidence that women who are prostitutes are particularly 
vulnerable to abuse. It is known that many of these women make use of the support 
and facilities offered at a drop-in centre in Glasgow. This centre functions as a 
combined Social Work and GGHB initiative to support and care for prostitutes. At 
the beginning of 1999, 900 women were known to have used the service. Medical 
treatment, family planning and social work counselling services (via support workers) 
are available. There was further anecdotal evidence that the main stream health 
services for prostitutes did not always serve their needs. 

Aim 
1. To explore the issues surrounding health care for women experiencing domestic 
violence, who were also prostitutes 
2. To identify how the service could better suit their needs 

Sample and Methods 

Contact was made with the support workers at the centre in an effort to include 
women who are prostitutes in the study on domestic abuse. The support workers 
indicated that the women were involved currently in other research projects and they 
felt that another would be too much. However, since they had such close contact with 
the health needs of the women, the support workers expressed a wish to take part in a 
focus group interview. This took place at the centre in February 1999. Nine support 
workers (all women) took part. 

Findings 

Abuse is perceived to be so much part of the norm for the women using the centre that 
the support workers found it difficult to talk about the subject in isolation when 
discussing health needs. It was agreed that the discussion would be on women's 
health care needs in general and their experiences of such care. It was accepted that a 
proportion of these needs and experiences would be related to abuse but that this 
might not be the sole or even the main cause for a woman seeking help. 

The women 

The support workers obviously had great empathy with the women with whom they 
worked. They indicated that most of the women (>70%) they saw were drug addicts 
as well as prostitutes. This had increased considerably over the past ten years when it 
was estimated that around 30% were drug addicts. It was perceived that the dual 
factors of prostitution and diug abuse contribute significantly to the poor health status 
of women. 

Housing was identified as a problem for many women. Most are desperate for a roof 
of any sort over their heads. They tend to exist in make-do and hostel 



accommodation. Often their children are in care, or looked after by a grandmother 
who often is not sympathetic to her daughter' s lifestyle. 

The men 

Pimping, in the accepted sense of a man living off the earnings of several women but 
not necessarily emotionally involved with any of them, was not an issue in Glasgow. 
The support workers painted a picture of the typical client as in a relationship with a 
male partner who is also addicted to drugs. Even if a woman wants to stop 
prostitution and drug abuse her partner often exerts pressure on her to continue in 
order to finance his drug addiction. Drugs are commonly used by the women as a 
mechanism for coping with prostitution; therefore women become trapped in a 
vicious circle which they find difficult to break. 

As well as being vulnerable to abuse from partners, often under the influence or in 
need of drugs, the women are also at risk of abuse from clients. The support workers 
were keen to emphasise that many women are thus at risk of abuse in and outside their 
home and that they find the lack of a 'safe' environment very stressful. 
General health care 

The support workers indicated that they were well placed to comment on the health 
care received by women who use the drop-in centre. Often the women are in no fit 
state to access care themselves and in addition care is not readily offered to them. 
Experienced doctors and nurses, who have to cope with a variety of problems, staff 
the centre on a regular basis. Life threatening situations are not uncommon. A 
chiropodist also visits the centre and is universally described by the support workers 
as 'great'. Straightforward dental care is also available. Frequently the care offered 
at the centre is the only type available and consequently it is much valued. The 
support workers pointed out that women are so badly treated by main stream health 
services that they will only attend if it is absolutely essential. 

Primary care 

General Practitioners 

The support workers reported that GPs are often reluctant to have prostitutes/drug 
addicts on their lists due to the heavy demands of drug prescribing and the perceived 
abuse made of the service. This was judged to be understandable to a certain extent: 

'The GPs don't want our women on their lists. If a woman has got a 
GP then often they will refuse to see her and she is palmed off into the 
practice nurse for everything and anything. Those GPs who are 
sympathetic get inundated by drug users. ' 

Keeping appointments was often difficult due to the women's lifestyles. In general, 
even if possible, the women would rather not attend their GPs to have smears taken 
and which they find invasive and traumatic. They are very fearful of what will be 
found. 

Pharmacies 
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Community phannacies were perceived to be inadequate for women's needs. Their 
opening times are fixed and not suitable. Sometimes women who are endeavouring to 
stop drugs and prostitution and who have managed to get a job are unable to visit a 
pharmacy during opening times. This forces the women to buy drugs on the street and 
encourages a return to the familiar lifestyle. 

Health Visitors and Social Workers 

The support workers reported that both Health Visitors and Social Workers labelled 
the women as no good and not fit to care for a child. Consequently, women tend to 
avoid them at all costs: 

'They avoid both Health Visitors and Social Workers like the plague. 
They know that if their lifestyle is known, then the baby will be taken 

, 
away. 

Dentists 

If this is not possible for women to be treated by the Centre dentist then they are 
referred to the dental hospital. Because of their potential Hep B or HIV status they 
are seen as the last patient of the day. 

Hospital care 

Commonly support workers accompany women on hospital visits and act as 
advocates in accessing appropriate care and treatment. 

Accident and Emergency services 

The support workers had the impression that staff in Accident and Emergency 
departments do not want to see or be bothered with drug users or prostitutes. The 
Centre staff have learned not declare where they are from and to 'play the system' . In 
an emergency a support worker will contact the hospital and indicate that they will be 
arriving with a woman who needs urgent care. If possible a letter stating that this is 
'an absolute emergency' from the doctor on duty at the Centre accompanies the 
women: 

'I always ring ahead and tell them I have someone who needs urgent 
care. I tell them I will be coming with her and she will need to be seen 
immediately. Once there I always get a trolley - they seem to pay more 
attention. I will not allow anyone to speak rudely or dismissively to a 
woman. I have pointed out that she deserves as much respect and care 
as anyone else. ' 

Staff asserted that women are not treated as a patient in need but are labelled as 
drug abuser or prostitute: 
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'You know that 'triage ' in casualty, where people are prioritised 
according to their health needs, well no matter how ill our women are 
they will be put to the end. There is no question of prioritising according 
to need more like prioritising according to perceived social worth. ' 

The support workers understood this attitude to a certain extent. They pointed out that 
because of their situation and dependence upon drugs the women could be difficult 
and disruptive. Theft is common. However they indicated that the lack of power held 
by the women contrasted with the significant power available to the health care staff, 
particularly the medical profession. The women's low self-esteem means that they 
cannot handle conflict or frustrating situations and they frequently discharge 
themselves or loose their tempers and are then thrown out. 

This approach extends to admission to hospital. The support workers reported that 
often much needed admission is not offered and frequently refused. The women are 
perceived as trouble and the support workers asserted that that conditions are 
deliberately placed upon admission which mean that a woman has no choice but to 
refuse to be admitted or to discharge herself. This is usually due to the lack of 
efficiency in arranging maintenance doses of methadone. Staff seem to be 
inadequately trained to cope with difficult patients or to realise that everyone is 
different. Little effort seems to be made to understand the women or to build 
relationships. Continuity of care and support, both in and out of hospital, is thus 
denied. 

Maternity care 

The support workers reported that they were often asked to accompany a woman to 
the antenatal clinic and to stay when a baby is born. Maternity care is often 
undertaken by an obstetrician and midwives specially trained in the care of women 
who are drug addicts and prostitutes. Despite this the support workers felt that the 
attitude of maternity carers is variable. 

'They, like other health workers, tend to view the women as 
'second class citizens '. Also the women, possibly because of their 
potential Hepatitis B or HIV status, tend to be segregated from 
other women and meet only women in similar circumstances. Their 
notes are identified by yellow stickers. ' 

One of the problems with the maternity care offered to women is that although a 
maintenance dose of methadone is usually prescribed for 13 weeks, no formal 
detoxification programme is arranged in hospital. A woman is supposed to wean 
herself off drugs during this period. The stress of coping with a new baby and living 
with a partner still using drugs means that for many women this is impossible. 

Family planning and colposcopy services 

Both the family planning and the colposcopy services used by the prostitutes at the 
Centre were perceived as excellent. They are seen to be willing to be flexible and 
sensitive to women's needs and circumstances. 
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Mental health services 

The support workers felt that prostitution and a drug lifestyle is not understood by 
mental health care workers, including psychiatrists. Mental health problems are both 
the result of and the cause of prostitution and drug taking. Self-abuse, depression and 
suicide attempts are common. Yet often health care workers choose not to 'see 
depression' if a woman is abusing drugs. As a general rule psychiatrists will not 
accept women for under their care unless they are judged to be treatable. 

Even if accepted for treatment the emphasis on care in the community means that 
there are not enough beds to allow women to be kept in hospital. Emergency 
supervised accommodation or even bed and breakfast facilities are not available. 

The Police 

Liaison with the Police was judged to be better than it had been. Women were not 
often arrested for working, although when women were charged for soliciting the men 
were not simultaneously charged with importuning. 

Recommendations 

1. Basic training on the attitudes of and problems experienced by prostitutes/drug 
users needs to be radically improved for all health workers 

2. A 'drugs worker' should be available to Accident and Emergency departments at 
all times 

3. Maintenance doses of methadone, for use while under hospital care, should be 
arranged as soon as someone with a drug problem is seen in Accident and 
Emergency or admitted straight to a ward 

4. A methadone maintenance clinic in the community, which is open at night, is seen 
as imperative 

5. A specialist vascular service staffed by workers experienced with drug abusers is 
needed. 

6. Such a service should be available at an early stage for women with vascular 
problems 

7. Emergency accommodation and support is needed for women with mental health 
problems 

8. Detoxification programmes should be instituted before women are discharged 
from maternity hospitals 

Conclusions 

The problems experienced by prostitutes in accessing adequate health care are 
immense. The picture painted by the support workers indicates that the health service 
is woefully inadequate in dealing with prostitutes' needs. It raises the question of 
how the health service cares for other people marginalised by society. The findings 
from this phase of the study indicate that within the parameters of a caring society, 
with a National Health Service that aims to offer an equitable service for all, the 
service available to prostitutes/drug addicts needs to be urgently improved. Staff 
appear to lack the skills necessary to care for these women; training and guidelines are 
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urgently needed. To this end this phase of the study stands alone and should be 
addressed as a priority. 
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TELEPHONE SURVEY OF HEALTH PROFESSIONALS 

Appendix 4 



Aims 

To determine attitudes, perception and perceived confidence of different Health Professionals when 

coming into contact with young women who have experienced domestic abuse. Also, to identify 

support that these professionals may require. 

Objectives 

1. To generate a series of survey tools that contain common and specific questions pertinent to the 

different staff groups included in this survey. 

2. To write the survey tool as a computer program. 

3. To identify representatives form various groups of Health Professionals who were in contact 

with victims of domestic abuse. 

4. To conduct a cross-sectional descriptive CAT! study to ascertain the VIews of Health 

Professionals in relation to domestic abuse. 

5. To collate data and perform statistical analysis using the SPSS package 

6. From the results identify factors which influence health care services for women subject to 

domestic abuse. 

7. Make recommendations based on the results of the survey. 

8. To publish a report of survey finding to raise awareness of the issues and give indications of 

where inter-agency and multi-disciplinary work may be introduced. 
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Methods 

Sample - consisted of General Practitioners (GPs), Practice Nurses, Health Visitors, 

PsychiatristlPsychologists and Dentist who were identified from Greater Glasgow Health Board 

(GGHB) professional lists and were geographical representative of the area. 

Interviews - after consultation with representatives of different Health Professional groups suitable 

interview schedules were agreed. Interviews took place during a 4 week period from end of 

January to end February 1999, Monday to Friday during the core hours of 9.00am to 4.30pm. A 

maximum number of 3 call attempts were used to contact each Health Professional. 

Survey tool - contained questions which related to the broad areas of the issue of domestic abuse, 

detection, approach, perceived difficulties with the health services, availability of protocols within 

each profession, support services and needs of Health Professionals. Some questions pertinent to 

specific disciplines were also included in the interviews. 

Data analysis - was carried out by re-configuring data files form the CA TI software to an SPSS 

format to allow statistical analysis to be performed. 
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Results 

The results are presented as follows: 

1. Quantitative data. 

2. Qualitative data obtained from the comments of Health Professionals and where appropriate 

supports information gained from quantitative data. 

3. All figures have been rounded off to the nearest whole number. 

Demograph ics 

Response rates for this survey are shown in table 1. 

Table 1 Sample and response rates 

Health Professionals Sample Response 
(n) % (n) % 

GPs 50 100 39 78 

Practice Nurses 50 100 46 92 

Health Visitors 15 100 15 100 

PsychiatristslPsychologists 5 100 5 100 

Dentists 2 100 2 100 

Total 122 100 107 88 

Table 1 shows that the sample consisted of 122 Health Professionals from 5 different staff groups 

and after a maximum of 3 contact attempts the overall response rate was 88%. 
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Gender of respondents 

Table 2 Gender of respondents 

Health Professionals Male Female Total 
(n) (n) % (n) % 

GPs 15 24 62 39 100 

Practice Nurses 46 100 46 100 

Health Visitors 15 100 15 100 

Psychiatrists/Psychologists 3 2 40 5 100 

Dentists 2 2 100 

Total 20 (19%) 87 (81%) 107 100 

Table 2 shows that the majority of Health Professionals included in this survey were females. 

Questionnaire and telephone attributes 

Table 3 Total number of questions and mean time taken to conduct interviews 

Health Professional No. of closed No. of open 

GPs 

Practice Nurses 

Health Visitors 

Psychiatrists/Psychologists 

Dentists 

questions questions 
10 20 

10 

11 

12 

10 

20 

24 

21 

16 

Total 
questions 

30 

30 

35 

33 

26 

Mean interview 
time (mins) 

24 

19 

29 

36 

24 

Health Professionals were asked common core questions and subsidiary questions specific to their 

remit but the total number of questions for each group varied. The mean interview times ranged for 

19 minutes to 36 minutes. 
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The issue of domestic abuse 

To ascertain if domestic abuse was an issue for young women aged 16-25 years, responses from 

Health Professionals were invited and these are shown in table 4. 

Table 4 The issue of domestic abuse for young women 

Health Professional Yes 
(n) 

GPs 37 

Practice Nurses 43 

Health Visitors 15 

PsychiatristslPsychologists 5 

Dentists N/A 

Total 100 (95%) 

No 
(n) 
2 

2 

4 (4%) 

Not sure 
(n) 

1 

(1%) 

Total 
(n) 
39 

46 

15 

5 

105 100% 

The majority of Health Professionals were of the opinion that domestic abuse was an issue that 

could affect young women. However, one GP indicated that is was 'unlikely to be an issue ' whilst 

another stated that domestic abuse was 'not an issue in their practice area '. Practice Nurses 

considered that domestic abuse could be an issue, not only for this particular age group, but also for 

older women. PsychiatristslPsychologists highlighted the involvement of older women and that 

domestic abuse 'often filters down to the children '. 
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Respondents were asked if they viewed domestic abuse as a police, political, family, health or social 

issue and responses are shown in figure 1. 

Figure 1 Health Professional views of domestic abuse 
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Figure 1 shows that a large majority of Health Professionals viewed domestic abuse as a multi 

dimensional problem which involved several agencies. 

Practice Nurses were asked if they thought domestic abuse was an issue for them to deal with and 

their responses are shown in table 5. 

Table 5 Domestic abuse an appropriate issue for Practice Nurses 

Health Professional Yes No Not sure Total 
(n) % (n) % (n) % (n) % 

Practice Nurses 31 67 11 24 4 9 46 100 . 
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The majority of Practice Nurses thought domestic abuse was an appropriate matter for them to be 

involved with and expressed that they needed to have a greater awareness of the issue. They also 

commented that the GP would be the first point of contact and domestic abuse was more likely to be 

within the remit of Health Visitors. 
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Case/oads 

Respondents were asked to indicate how many victims of domestic abuse they had on their 

caseloads within the previous year and what percentage of these were aged 16-25 years. Responses 

are shown in table 6. 

Table 6 Number of cases seen in a year and percentage of women aged between 16-25 years 
Health Professional Total cases Cases aged J 6-25 yrs 

(n) (n) ~ 

GPs 289 77 27 

Practice Nurses 

Health Visitors 

Psychiatrists/Psychologists 

Dentists 

Total 

(278*) 

100 

200 

20 

609 

24 

75 

10 

186 

24 

38 

50 

31% 

*The questionnaire omitted to ask Practice Nurses how many victims of domestic abuse aged 

between 16-25 years were on their caseload within the last year. However, since these Practice 

Nurses were from the same practices as the GPs surveyed, it may be assumed that the numbers 

would be similar. Reference to table 6 shows that for GPs and Health Visitors, approximately one-

quarter oftheir domestic abuse caseload included women who were aged between 16-25 years. 

Overall, of women who were identified as victims of domestic abuse, 31 ~ were in the 16-25 year 

age group. 
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Detection of domestic abuse 

Health Professionals were asked how easy it was to detect domestic abuse in 16-25 year old 

women, responses are shown in figure 2. 

Figure 2 detection of domestic abuse 

A small proportion of Health Professionals (n=6) found the detection of domestic abuse easy and 
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this included a few Health Visitors who attributed this to their level of contact with these girls, 

particularly during ante-natal and post natal follow-ups. One Health Professional stated he had a 

raised awareness of domestic abuse due to involvement in training, whilst another commented that 

'you can't ignore black eyes '. 

However, the majority (n=74) of Health Professionals reported that they found the detection of 

domestic abuse difficult. The reasons for these difficulties were categorised and representative 

comments are shown below. 
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Concealment 

- 'conceal/hide the physical injuries and stay indoors until the marks are less evident' 

- 'these women do not volunteer information' 

- 'domestic abuse consists of not only physical abuse but verbal and psychological abuse and this 

can be difficult to detect' 

Concerns for their family and self 

'where children are concerned they do not want the family to 'break-up' 

'they think the children will be taken away from them if found out' 

'if domestic abuse was disclosed they may be beaten up again' 

Symptoms can be difficult to detect 

'present with various physical or psychological symptoms' 

'women does not present with overt signs but often presents with sick children' 

'may pick up secondary reports from other family members' 

Women's perspective 

'can be difficult to discuss as domestic abuse may be taken as a normal part of life and not 

considered as a health issue by some women' 

'unable to admit that domestic abuse is happening in their relationship' 

'reluctance on the part of the women to 'open up' to the Health Professional and discuss her 

situation' 

'having the confidence to confide depends on the relationship with the Health Professional' 
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How Health Professionals approach the issue of domestic abuse 

Health Professionals were asked how easy or difficult it was for them to approach the issue of 

domestic abuse with female patients and results are shown in figure 3. 

Figure 3 Health Professionals approach to domestic abuse 

Blsy(~1-2) NllrnI. (~3) L1ffiru1t (~4-5) 

Approximately one-third of Health Professionals (n=33) indicated they could approach the issue of 

domestic abuse easily by; 

adopting an open and direct attitude and would ask the women about their circumstances 

having a professional awareness of the problem of domestic abuse 

having experience of dealing with domestic abuse and would not feel uncomfortable about 

asking the women 

having a knowledge of the patient and her family 

having a good rapport with the patient 

being able to sense there may be a domestic abuse problem 

look for evidence and then ask the women 
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On examination of the results, the perceived difficulties in approaching the issue of domestic abuse 

varied for different staff groups (n=30) and these were summarised and shown below. 

GPs 

people get offended if they do not want to tell you something 

can be too intrusive and patient may not want to address the issue 

medical approach is limited - need multi-disciplinary approach 

so many factors involved it can become very complicated 

do not want to make wrong assumptions about the person 

need a good rapport with the patient 

these women attend for emergency appointment and there is no time to help them 

patients do not like you to think they are being abused at home 

may cause shame and embarrassment for the patient 

it may not be your business 

defensive attitude from patients 

Practice Nurses 

sensitive topic and it is a private matter 

patient does not want to admit there is a problem 

do not know patient well enough to ask about domestic abuse 

women like to keep it secret 

do not have training to deal with it and do not know how to approach it 

do not see many cases as it is usually the GP 

time factor 

present with other issues 

social stigma 

Health Visitors 

fear of personal safety to approach subject especially when visiting victims' house 

caseload is too great and includes drug addicts 

to stressed to ask 

do not want to be wrong and misdiagnose 

if they do not 'open up' it affects the children also 
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Perceived difficulties with health services 

Health Professionals were asked to comment on what difficulties they thought 16-25 year olds who 

had experienced domestic abuse faced when they came into contact with health services. Their 

responses were summarised and placed into categories that focused on the women, Health 

Professionals and support available. 

Women 
Emotions 

Embarrassment, especially if they have been known to the GP practice since they were 

children and presenting with such a problem situation 

Guilt that they are the cause of the problem 

Blame that they think they are responsible for the abusers' behaviour 

Shame that their partner is violent towards them 

Anxiety, live in this state constantly as they do not know at what time the next assault will 

take place 

Fear - Although fear is also an emotion, there were many issues surrounding this state and these 

related to; 

children being taken into care, especially if the Social Work Department become involved in 

the case 

being 'caught out' by a Health Professional 

repercussions from the abuser if they speak to someone 

police involvement 

isolation 

discrimination and intimidation, particularly in ethnic communities (even for rape victims), if 

found out 

disclosure or broaching the issue with a Health Professionals as the victim does not know what 

response they will get 
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Coping mechanisms 

Lack of admission that there is a problem 

Denial that there is a problem - especially if their partner is sitting next to them 

Dilemma 

The women may be offered assistance but is not sure what she really wants for herself 

If she discloses there is a perceived risk that she may be judged by Health Professionals for 

'getting herself into that situation " 

Sexual abuse 

If the women have been sexually abused they may feel 'dirty ' as they may present with V.D. 

or other STDs 

Lack of knowledge 

Women of this age group may not know who the appropriate person(s) are that can offer them 

help 

Young women will not know how to access places of safety/safe houses 

These girls may be given information but do not know what to do with it 

Levelofconjldence 

Younger girls within this age group often do not have the confidence to speak to 'people in 

authority' about their situation 
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Health professionals 
Trust in the Health Professional 

Will the women be 'believed or blamed?' 

As the women may not present with physical signs of domestic abuse, there may 

be lack of belief from the health practitioner 

Lack of response from the Health Professional as the women may be told that 

domestic abuse is a Police or family matter 

Lack of trust in the Health Professional as 'they know nothing about these sorts of 

things'. 

Lack of health staff continuity may not lead to good rapport being established 

with the women 

Lack of interest on the part of the Health Professional 

Time 

There was a perceived lack of time that the Health Professional, would not have 

the time to listen and discuss the woman's problem, particularly if they saw a GP 

during normal surgery consultations 

Support agencies 
Support 

Due to absence of support networks Health Professionals are not sure where to 

direct victims; this perceived lack of ability of Health Professionals to assist may 

lead these women to having reduced confidence in the Health Professional. 

Lack of rapid access to advice 

" 
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Long and short term consequences of domestic abuse for young women 

Health Professionals were asked to indicate what the short and long term consequences of domestic 

abuse were for young women and these are shown below. 

Short term consequences 

high risk of serious injury 

physical bruising and fractures 

time off work 

feel they have to give excuses for things 

social isolation 

poor physical health 

poor parenting 

lack of motivation 

fatality 

increased levels of anxiety 

Long term consequences 

Psychological illness 

, 

poor self esteem which can involve questioning ability as parent, sense of failure which 

extends to working with colleagues 

lack of confidence to move out of the relationship 

depression 

lack of self confidence which may include self blame, feeling of 'they deserve it', and the 

domestic abuse is their fault 

Post traumatic stress disorder (PTSD) and psychological scarring 

Psychological distress 

Anxiety as life is under constant threat of abuse and anxiety for their children 

F ear of partner 

F ear of disclosure and mistrust of all things male 
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Children 

behavioural problems especially at school 

emotionally crippled children 

further pregnancies if don't leave partner and become even more trapped 

dysfunctional families and concerns that the children will be taken from them 

Employment 

prospects are doubtful 

loss of income 

financial difficulties when split from partner 

Behaviour patterns 

cycles of abuse especially among the young who cannot compare their situation to anything 

else and accept domestic abuse as a way of life 

feel they are the cause of the problem 

difficulties in forming relationships and future relationships affected 

poor relationships with children and other family as this can be perceived as interfering 

further reactions for abusive partner 

Poor lifestyle 

low quality of life 

Suicide 

May be attempted several times 

Alcohol and Drug abuse 

To help escape the problem 

Sexual/relationship problems 

sexual problems in life 

sexual health problems and associated Sexually Transmitted Diseases 

divorce 
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A vailability and knowledge of protocols 

Health Professionals were asked to indicate if there were any recognised protocols in place for their 

profession to deal with domestic abuse and responses are shown in table 7. 

Table 7 Availability of protocols within primary care professions 
Health Professional Yes No Don't know Total 

(n) (n) (n) (n) % 
GPs 2 20 17 39 100 

Practice Nurses 1 25 20 46 100 

Health Visitors 2 11 2 15 100 

Psychiatrists/Psychologists - 4 1 5 100 

Dentists 1 1 2 100 

Total 6 (6%) 61 (56%) 40 (37%) 107 100 

Of the 6 Health Professionals who indicated there were protocols in place for their profession to 

address domestic abuse, only 1 Health Visitor could give details of the protocol which was 

described as, 'get permission from the girl, encourage her to report the situation to the police,· if it 

is only her, not her child, you cannot report it yourself, it needs to come from her '. 

These 6 respondents were asked if these protocols were common to the Primary Care Team and 

GPs commented that they were 'not sure '. The Practice Nurse stated that 'the protocols were not 

set-up by nurses and that there were no practice protocols '. A Health Visitor highlighted the lack 

of communication between the practice team to discuss the issue of domestic abuse. 
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As a supplementary question the Practice Nurse and Psychiatrist/Psychologists were asked about 

referrals mechanisms. The Practice Nurse indicated that she referred women to the GP, 

PsychiatristslPsychologists (n=2) commented that they received referrals form GPs but none from 

Health Visitors, these referrals were not primarily for domestic abuse but for other underlying 

Issues. 
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Support services 

To ascertain levels of awareness of support servIces III relation to domestic abuse, Health 

Professionals were asked to identify which ones were available and responses are shown in table 8. 

Respondents were permitted multiple answers. Results are shown in order of those most frequently 

cited. 

Table 8 Organisations used by Health Professionals 

Organisation GPs Pr, Health Psychol/ Dentist Total times 
Nurses Visitors Psych cited 

(n=37) (n=47) (n=15) (n=5) (n=2) (n) 
Women's Aid 10 12 8 3 - 33 
Social Work Dept 15 7 5 1 - 28 
Health Visitors 6 9 2 - - 17 
Women's Refuge 7 9 1 - - 17 
Zero Tolerance 4 11 - - - 15 
No idea 5 7 1 - - 13 
Counsellors 3 3 3 1 - 10 
Rape Crisis Centre 3 5 - - 1 9 
Centre for Women's Health 1 3 1 2 - 7 
Police 1 2 2 1 - 6 
Pass to GP - 3 1 - 1 5 
Emergency Housing 2 - 2 - - 4 
Victim Support 1 2 1 - - 4 
Relate 1 2 - - - 3 
Tom Allan Centre - 1 2 - - 3 
Women's Centre 1 2 - - - 3 
Women's Groups - 2 - 1 - 3 
Family Law CEntre - - 2 - - 2 
Family Planning 1 1 - - - 2 
Psychologist 1 1 - - - 2 
Refuge in Social Work 1 - - 1 - 2 
Samaritans - 2 - - - 2 
Voluntary Services 2 - - - - 2 
A&EDept 1 - - - - 1 
AI-anon 1 - - - - 1 
Community Psy Nurse - - 1 - - 1 
Dom V Forum - - 1 - - 1 
Ease End Refuge for Wm - - - 1 - 1 
Family Resource Unit - - 1 - - 1 
Legal Support - - 1 - - 1 
Richmond Fellowship - 1 - - - 1 
Wms Health Network 1 - 1 
Women Talk - 1 - - - 1 
Women's Agencies 1 -. - - 1 
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Of the 34 organisations/agencies cited, Women's Aid and the Social Work Department were the 

most commonly mentioned. However, it was also commented that there was difficulty in 

contacting the Social Work Department, particularly the Duty Officer and especially at weekends. 

Practice Nurses, Health Visitors and Psychiatrists/Psychologists were asked which support services 

they would use in the first instance and responses are shown below. 

Table 9 Organisations used by Practice Nurses, Health Visitors and PsychlPsychols 

Organisation Pro Nurses Health Psycho 1/ Total times cited 
Visitors Psych 

(n=47) (n=15) (n=5) (n) 
Women's Aid 9 8 1 18 
GPs 13 3 - 16 
Health Visitors 14 2 - 16 
Social Work Dept 5 7 4 16 
Housing Dept - 2 2 4 
Women's Refuge 1 2 1 4 
Centre for Women's Health 2 - 1 3 
Comm Psychiatric Nurse - 1 - 3 
Counsellor 1 2 - 3 
Police - 2 1 3 
Zero Tolerance 3 - - 3 
AI-anon 1 - - 1 
Crisis Centre 1 - - 1 
Darnely St Centre 1 - - 1 
Helpline 1 - - 1 
Rape Crisis Centre 1 - - 1 
Richmond Fellowship 1 - - 1 
Tom Allan Centre - 1 - 1 
Women's Centre (Easterhouse) 1 - - 1 
Women's Centre (Possilpark) 1 - - 1 
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GPs, Health Visitors and Dentists were asked, ideally, what type of services should be available for 

this age group in relation to domestic abuse and the following representative suggestions were 

gIVen. 

Access to services 
- 'this should be made easier for these women and professionals' 

- 'not just for young women but for older and ethnic minorities also' 

- '24 hour services should be available' 

Agencies 
• 'these organisations could allow self-referrals' 
Counselling 
• 'to help them talk and decide what is the best in the log term '. 

• 'need quick referral services including psychologists' 

Dedicated team 
• 'specialised team who can deal with the social, medical, financial and legal aspect of these 

problems'. 

Education 

• 'in schools and colleges so that girls know what they can do " 

Family Law Centre 

• 'could be more widely known' 

Financial support 
• 'to allow them to move quickly out of their situation' 

Housing/Places of safety 
• 'available at all times and without delay - direct access' 

• 'places for respite care' 

Information for Health Professionals 
• 'better information for health workers who have to deal with victims of domestic abuse' 

Police 
• 'should be available for advice which does not always lead to charges' 

Self Help Organisations 
• 'this age group can be put off by officialdom and informal groups should be available' 

Social Work 
• 'advisory service should be readily available' 

• 'dedicated unit in the social work department' 
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Issues and problems which affect the Primary Care Team and support required 

Members of the Primary Care Team were asked about the major issues and problems that affected 

them in relation to working within the domain of domestic abuse. The different group responses are 

shown below. 

Psychiatrists/Psychologists 

PsychiatristslPsychologists were asked if the GP was the optimal first contact. One 

PsychiatristlPsychologist considered this to be the case whilst others thought GPs were favourably 

placed but their powers could be limited and depending on the circumstances of the case the Police 

may be more appropriate as a first contact. 

The major barriers and opportunities available to PsychiatristslPsychologists were identified as 

follows; 

Barriers Opportunities 

• Lack of authority to do something about • Usually the first point of contact that the 

situation women can trust 

• Lack of contact with appropriate services • Gather statistics and monitor level of 

problem 

• Implications of domestic abuse are vast and • Women with children access access 

go beyond the remit of the Primary Care primary care services for many reasons and 

Team to mulit-disciplinary and mulit-agency there may be an opportunity to discuss 

concerns domestic abuse 

• Do not look for evidence of domestic abuse • Health Visitors can counsel victims and be 
aware of what is happening to the children 

• Lack of training 

• Lack of referral resources 
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Practice Nurses and Health Visitors 

There were some issues which were common to Practice Nurses and Health Visitors whilst several 

problems were more relevant to the different disciplines and these are shown below. 

The major issues for both staff groups were identified as; 

• Lack of training to recognise and detect the multiple problems associated with domestic abuse 

• To know what action to take to progress the case 

• Not aware of agencies who can assist 

• Breaking the cycle of this behaviour 

• Personal feelings of the Practice Nurse and Health Visitor towards the abuser 

• Aware of the situation but unable to do anything to influence the situation generates a feeling of 

helplessness for staff 

In particular issues for Practice Nurse were identified as 

• Lack of counselling skill to approach women about domestic abuse 

• Confidentiality - some patients do not want doctor or anyone else to know about their 

circumstances 

The issues for Health Visitors were highlighted as; 

• Lack of co-operation form the Social Work Department 

• Being refused access to the home when visiting the girl 

• The stress of always managing crisis situation and not getting any further with these women 

• Number of consultations is very time consuming 

• Generational effects of poor 'parenting, failed child care and watching the children on a 

downward spiral 

• Encouraging the girls to move out of their situation 

xxv 



Further problems faced by Health Visitors were described as; 

• Size of caseload and time available especially if domestic abuse IS linked with post-natal 

depression 

• Can be difficult to raise the issue in their home setting where they feel relaxed rather in a 

clinical or external environment 

• Investing a lot of time with a girl who can't ' see' the situation they are in 

• Getting the women to acknowledge that domestic abuse is not acceptable 

• Feelings of anger and frustration after much time and effort of getting the girl to move from her 

abuser and then she usually returns to the violent 

• Ifthe guy becomes aware of Health Visitor involvement the women may get beaten up more 
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GPs 

GPs also highlighted a range of problems and these included; 

Confidentiality 

' . 

• Dealing with the violent abuser who may also be on the practice list but due to confidential 

cannot discuss the issue with him. This can alter attitude toward the abuser as it is difficult to 

empathise with him 

• Confidentiality may have to be broken to Social Work if the children are involved 

Time 

• Time to address this situation fully with the patient 

Family 

• Not knowing the family or children 

Workload 

• Increased workload for the GP as the whole family are affected 

• Being limited to treating the effects of domestic abuse without addressing the cause 

Support services 

• Lack of integrated support services and not knowing where to refer the women 

Communication 

• Lack of communication between GPs and other centres who deal with victims 

Rapport 

• Domestic abuse can affect GP - patient rapport especially when the whole family are registered 

with the practice 

Women 

• Reluctance of the part ofthe women to take the matter further 

• When domestic abuse is uncovered it is not your decision but the patients on what action, if 

any, should be taken 

Training 

• Lack of training in recognition and detection of domestic abuse in practise 

Social limitations 

• Inability to change social situation 

• Address issue of alcohol in domestic abuse 
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Support/or GPs and Health Visitors 

GPs and Health Visitors were asked to identify what support they would find helpful in relation to 

domestic abuse and some common and specific needs were highlighted by these two groups. 

Common support needs/or GPs and Health Visitors 

Training and education 

• in the recognition of how domestic abuse may be presented in practice 

• training should also be included in undergraduate training sessions 

• input form agencies to raise awareness of their role and the support they can offer to women 

• joint training for members oftht: Primary Care Team 

Access to services 

• easier and quicker access to social services 

• attach a Social Worker to each practice 

• speedy access to counsellors 

• provision of 'one-stop-shop' which includes multi-disciplinary team including Police 

Specific needs 0/ GPs 

Database 

• provision of database to include support services available in the area 

Time 

• increased consultation time to deal with these women 

Follow-up mechanisms 

• loose touch with these women when they go into emergency care - it would be good to have 

feedback on where they are etc. 
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Specific needs of Health Visitors 

Senior personnel/Mentor 

• someone who can offer de-briefing sessions and can counsel professional staff as it can be very 

stressful when young children are involved and/or when the women do not want to leave their 

situation 

• someone in a position of authority, easily accessible and can give advice on how to progress an 

urgent issues related to domestic abuse 

• clinical supervision which allows feed back to a peer group 

Caseloads 

• reduction in caseloads 

Personal safety 

• provision of mobile telephones for contacting base or other assistance which may be urgently 

required 

• travel with a colleague to see 'at risk' clients 
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Training 

Health Professionals were asked if they had any training in relation to domestic abuse in their 

current profession and results are shown in figure 4. 

Figure 4 Training of Health Professionals 

Health Professional training in relation to domestic violence 
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• No training 

DYes - had training 

Figure 4 shows that only a minority (n=13) of Health Professionals had any training in relation to 

domestic abuse. Of those who had training this had taken place 1 to 5 years ago. With the 

exception of one professional who was a trainer, in general the training sessions were described as 

'one off, one hour to one day trainings. One Practice Nurse had received training prior to 

qualifying in her current profession. 

These training sessions were delivered by a variety of agencies including; 

• Police 

• Health Education Board for Scotland 

• Housing Department 

• Social Work Department 

• Psychology Department 

• District Council 

• Representatives from Women's Centre 
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• Greater Glasgow Child Protection Agency 

Psychologists stated that joint training with other agencies involved with domestic abuse, such as 

Women's Aid, would be useful. The most appropriate people to deliver this training were thought 

to be those who had experience of working in the area of domestic abuse and multi-agency groups 

including Police, legal, health, social workers and victims. 
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Role of tlte Healtlt Promotion Department 

The majority of respondents were of the opinion that the Health Promotion Department had a role in 

relation to domestic abuse and it was suggested that this could be fulfilled in the following ways; 

• Assist in development of protocols 

• Assist in structuring co-ordinated services 

• Change attitudes of society 

• Co-ordinate multi-agency training 

• Develop materials which can be easily carried and concealed from the abuser e.g leaflets, 'credit 

card' help-line telephone numbers 

• Develop resources for health workers 

• Encourage women to come forward 

• Establish self-help groups 

• Feedback on research which has been carried out 

• Improvements in reporting domestic abuse 

• Include the issue of domestic abuse in social education in schools 

• Increase media profile of adverts, campaigns etc and inform workplaces, colleges, schools and 

retail outlets 

• Provision of practical resources 

• Provision of quick referral telephone contact numbers for Health Professionals to assist women 

• Raise awareness of domestic abuse problems within the general population, amongst health 

workers, community groups, colleges and schools. 

• Training for all health workers 
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Role of Greater Glasgow Health Board 

Respondents were also asked to comment on the role of Greater Glasgow Health Board. 

• Develop protocols 

• But - 'no more protocols' particularly in GP contracts (GPs n=7), 'too many protocols already' 

(Health Visitors n=2), and 'build networks not protocols' (PsychologistlPsychiatrists n=2) 

• Provide an indication of what is available for Health Professionals and where people can obtain 

assistance 

• Provision of information on how to deal with these women 

• The Board should take a lead role in this matter 

• Funding 

• Develop reporting system as these cases are greatly under-reported 

• Provide somewhere for these women to go 

• Co-ordinate multi-agency services 

• Provision of resources for self -help groups 

• Provision of counsellors in GP surgeries 

• Advertising to target young people In schools, colleges and youth clubs similar to Zero 

Tolerance campaign but a local level 

• Improved communication between the Department of Public Health and GPs 

• Provide 'help-line telephone' numbers 

• Provide guidelines not protocols as these can be too rigid and each case is different 

• Training for nurses and health visitors with updates possibly every 2 years 

• Nominate a liaison person at the Board to offer support to health professional staff at a personal 

and referral level 

• Employ additional staff to cope with this problem 
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Other comments 

Respondents were invited to give additional comments and these are shown according to the 

different staff groups below" 

GPs 

• Mental cruelty is also a part of domestic abuse 

• Not only women but men are also abused 

• Two of my patients were murdered as a result of domestic abuse 

• Need more information about services available 

• Domestic abuse is not a medical problem but the consequences lead to stress which becomes 

our problem 

• Youngsters should be made aware of the problem need more time and resources to deal with 

this matter 

• Women must be assured of confidentiality - new address should not be released by the Health 

Board 

• Do questionnaires by telephone as paper ones go in the bin 

• Registration of victims of domestic abuse should be considered 

• We should not be the lead agency as it is more than a medical problem 

Practice Nurses 

• Be aware that this is not confined to 16-25 year olds 

• More training 

• Would like to see the results of this survey 

• How do you deal with the abuser? 

• Counselling services should be available 

• Domestic abuse more common than people realise and not just of lower social classes 

• Older people are resigned to domestic abuse and they can't be changed 

• Continue with public campaigns 
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Health Visitors 

• Raise awareness of the general public 

• Develop an infonnation pack 

• Training pack need for professionals and for use with girls 

• Safety issues for Health visitors 

• Don't limit it to 25 year olds - 85 year olds are also subject to domestic abuse 

• Need for more services 

• Women's Aid help women - GGHB should support them financially 

Psychiatrists/Psychologists 

• Would like to see copy of this report when completed 

• Pleased that GGHB are looking at domestic abuse 

• We need to change the Glasgow culture 

Dentists 

• No one volunteers this infonnation and we see them months after the original abuse 
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