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Joint Foreword 
 

Farah NazeerΣ /ƘƛŜŦ 9ȄŜŎǳǘƛǾŜΣ ²ƻƳŜƴΩǎ !ƛŘΣ and Suzanne Jacob, Chief Executive, 
SafeLives 
  
Five years have passed since we started the Roadmap project. During this time there have been 
significant developments, opportunities and challenges. The ongoing global pandemic has had a 
huge impact on how organisations are able to respond to survivors and on our ability to run our 
organisations. During this testing time the racist murder of George Floyd took place resulting in the 
impact of the Black Lives Matter movement which sparked an important moment of reflection in our 
sector, with charities striving towards change and centring anti-racism in their approach. This 
continues to be both important and difficult work, which challenges the power dynamics that exist 
across all our working environments. The report has highlighted that our sector has a long way to go, 
but we are committed to making important changes. The VAWG sector anti-racism charter is vital in 
bringing charities together with a consistent approach to anti-racist practice. 
  
We are very proud of our teams, and the staff working for frontline local organisations, for their 
resilience and determination during the pandemic. They have worked relentlessly to deliver change 
for survivors of domestic abuse. The ambassadors, professionals and local area representatives for 
our projects have also demonstrated huge commitment to end abuse against women and girls 
during this time, and much has been achieved despite the many challenges of the past couple of 
years. In May 2021, we were both delighted to finally be able welcome the Domestic Abuse Act, 
which was a critical step forward in the response to survivors. Of course, it still does not go nearly far 
enough to deliver protection for all women, particularly migrant women. Reforms are also still 
urgently required to ensure the Act is accompanied by a sustainable funding future for all specialist 
domestic abuse services. Our organisations will continue to campaign on both of these issues. 
  
We started this work and end it with a commitment to transform the lives of women and girls by a 
systemic change to policy, practice and commissioning that promotes early intervention and reduces 
ǘƘŜ ǇǊŜǾŀƭŜƴŎŜΣ ƛƳǇŀŎǘ ŀƴŘ ǘƻƭŜǊŀƴŎŜ ƻŦ ŘƻƳŜǎǘƛŎ ǾƛƻƭŜƴŎŜ ŀƴŘ ŀōǳǎŜΦ ²ƻƳŜƴΩǎ !ƛŘΩǎ ŀǇǇǊƻŀch - 
Change that Lasts- comes from a needs-based perspective, placing the survivor at the heart and 
building responses around her needs and the strengths and resources available to her, 
acknowledging that if services listen to what women say they need and build on their strengths, 
outcomes are often better and sustaƛƴŜŘΦ {ŀŦŜ[ƛǾŜǎΩ ŀǇǇǊƻŀŎƘ ς the Whole Picture - works from a 
risk-led perspective, tailoring responses to all family members who are at risk, or who pose a risk. A 
Whole Picture approach provides focused support to the whole family - from identification of 
concerns through to step down and recovery, to respond more effectively to families living with 
different kinds of abuse and adversity. 
  
We thank UCLan and colleagues for their hard work in conducting this evaluation, and the findings 

that they have produced will provide valuable learning for ourselves and the wider sector. The 

Evaluation found that the Roadmap interventions resulted in a number of positive achievements, at 

the individual, community and systemic level. We have not met all of our ambitions, and some 

barriers have been challenging ς from budget constraints to our local interventions not being as 

diverse and inclusive as we had intended. We also had a lack of engagement from some who do not 

consistently see domestic abuse as their business, with national health and education services 

proving difficult to engage with. However, we were able to engage with some local health agencies, 

which was important, and we have learned a great deal from this journey.   

  

https://checkpoint.url-protection.com/v1/url?o=https%3A//www.endingracisminvawg.org/&g=N2IwOTYyYzllMjhlNmI2OQ==&h=MzRlNWU4OTgyZDcwZjhhY2Y1YzEzNjM5MTM4YzY5YWI0MDYwNmI2YjU3MWNmMDQzY2YyNWY0YWY3ZjYyY2VlYg==&p=Y3AxZTp1Y2xhbmxpdmU6Y2hlY2twb2ludDpvZmZpY2UzNjVfZW1haWxzX2VtYWlsOjg1YmU5NzRhNTY0ZjdiNzU1OTg4MTdmMTI5OTkyOGI3OnYx
https://checkpoint.url-protection.com/v1/url?o=https%3A//www.womensaid.org.uk/our-approach-change-that-lasts/&g=Yzg3ZWVlYzkzZGUxNmQ5Ng==&h=YjkwZThmMzZjNTVmNWVmYWIzNGU0YjNmNzQ2OGI3YWVhYzE5ODBjNjAyZDgwYWE3N2E5OTQ3ZTI5MDA0OGFlZA==&p=Y3AxZTp1Y2xhbmxpdmU6Y2hlY2twb2ludDpvZmZpY2UzNjVfZW1haWxzX2VtYWlsOjg1YmU5NzRhNTY0ZjdiNzU1OTg4MTdmMTI5OTkyOGI3OnYx
https://checkpoint.url-protection.com/v1/url?o=https%3A//safelives.org.uk/sites/default/files/resources/The%2520Whole%2520Picture%2520-%2520SafeLives%2527%2520Strategy.pdf&g=ZTA0ZTk2MTFiYjAyZjg2OA==&h=MTYyOWY4YTc3NWFhNDI5MDg3OThlYjY2MWEyNzYzMTFlODYxMjg3MTVjOTg1ZDBhMDQ3NDk5YTFjNDUyNTUzMQ==&p=Y3AxZTp1Y2xhbmxpdmU6Y2hlY2twb2ludDpvZmZpY2UzNjVfZW1haWxzX2VtYWlsOjg1YmU5NzRhNTY0ZjdiNzU1OTg4MTdmMTI5OTkyOGI3OnYx


 
 

Despite the hurdles, we celebrate some significant positive outcomes. In all sites, respondents to 
surveys and interviews said they better understood the value of having victim/survivors involved not 
Ƨǳǎǘ ƛƴ ΨǊŀǘƛƴƎΩ ǘƘŜ ǊŜǎǇƻƴǎŜ ǘƘŜȅ ǊŜŎŜƛǾŜŘΣ ōǳǘ ƛƴ ǎǘǊŀtegic design and creation of the response. In 
one site, the concept of having survivor voice even in the most sensitive commissioning decisions is 
now understood and welcomed, which is a huge step forward. In our teams, survivors of abuse were 
at the heart of the work, and it was important for us to work with women and girls of different age 
ranges and demographics. Both organisations engage with men and boys in a range of different 
ways, however due to the gendered nature of domestic abuse this evaluation, supported by the 
National Lottery, focused on the impact on women and girls.  
 
{ȅǎǘŜƳ ŎƘŀƴƎŜ ƛǎ ŀ ƭƛŦŜǘƛƳŜΩǎ ǿƻǊƪ ŀƴŘ ŜǾŜƴ ŦƛǾŜ ȅŜŀǊǎ ƛǎ Ƨǳǎǘ ŀ ōƭƛƴƪ ƻŦ ŀƴ ŜȅŜ ƻƴ ǘƘŜ ǿŀȅΣ ŎƻƳǇŀǊŜŘ 
to the scale and nature of domestic abuse. Knowing from the start that an ΨŜƴŘ ŘŀǘŜΩ ƛǎ ƭƻƻƳƛƴƎ ƛǎ 
always fraught in terms of embedding change, and life always intervenes in the shape of local 
disruptions such as restructure or inspection of statutory agencies, as well as challenges in 
commissioning cycles and funding for voluntary services. The programme clearly demonstrates the 
need for long-term, equitable funding with streamlined reporting requirements, so that services can 
be delivered in a planned, sustainable, and efficient way. 
  
While our approaches are clearly different, we are united in being committed to system change. 
Working together on this important programme has brought us together as organisations, and 
identified clear need in three important areas: for there to be a gendered approach at the heart of 
service provision; for the services provided to have evidence based quality standards; and for there 
to be sustainable, secure funding for specialist domestic abuse response. Through this collaboration 
we have already submitted our first ever joint submission to the GƻǾŜǊƴƳŜƴǘΩǎ ǎǇŜƴŘƛƴƎ ǊŜǾƛŜǿ ŀƴŘ 
continue to work closely together on this area. 
  
Our huge thanks go to everyone involved. We will take this important learning back to our 
organisations, and it will inform how we now build and develop our work to provide the best 
possible outcomes for women and girls living with domestic abuse, who inspire all parts of our work. 
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Glossary   
 

CSC /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ 

CtL Change That Lasts 

DVA Domestic violence and abuse 

DWP Department of Work and Pensions 

EOI Expression of interest 

HAYGO ΨIƻǿ ŀǊŜ ȅƻǳ ƎŜǘǘƛƴƎ ƻƴΩ ŦƻǊƳǎ 

Idva Independent domestic violence advisor 

Isva Independent sexual violence advisor 

LGBTQ+ Lesbian, gay, bi, trans, queer, questioning and ace 

MARAC Multi-agency risk assessment conference 

POWeR Personal Outcomes and Wellbeing Record  

REVA Responding Effectively to Violence and Abuse 

SL SafeLives 

SLCDPs SafeLives Co-Designed Pilots 

SROI Social return on investment 

SV Sexual violence 

SWEMWBS Short Warwick-Edinburgh Mental Well-Being Scale 

VAS Visual Analogue Scale 

WA ²ƻƳŜƴΩǎ !ƛŘ - ǳǎŜŘ ǘƻ ǊŜŦŜǊ ǘƻ ƭƻŎŀƭ ²ƻƳŜƴΩǎ !ƛŘ ƻǊƎŀƴƛǎŀǘƛƻƴǎ 
affiliated to WAFE 

WAFE ²ƻƳŜƴΩǎ !ƛŘ Federation of England - national organisation 

WSS Whole system survey 
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Executive Summary 
 

Introduction 

²ƻƳŜƴΩǎ !ƛŘ CŜŘŜǊŀǘƛƻƴ 9ƴƎƭŀƴŘ ό²!C9ύ ŀƴŘ {ŀŦŜ[ƛǾŜǎ ό{[ύ ŎƻƭƭŀōƻǊŀǘŜŘ ƻǾŜǊ ŦƛǾŜ ȅŜŀǊǎ όнлмс-21) to 

develop and implement the Roadmap Programme which aimed to transform the lives of women and 

girls through systemic change to policy, practice and commissioning by promoting early intervention 

and reducing the prevalence, impact and tolerance of domestic violence and abuse (DVA). Funded 

ōȅ ǘƘŜ .ƛƎ [ƻǘǘŜǊȅΩǎ ²ƻƳŜƴ ŀƴŘ DƛǊƭǎ LƴƛǘƛŀǘƛǾŜΣ ²!C9 ŀƴŘ {[ ŎƻƭƭŀōƻǊŀǘŜŘ ǿƛǘƘ 5±! ǎǳǊǾƛǾƻǊǎ ŀƴŘ 

expert partners in specialist frontline services to develop and implement two contrasting 

interventions in five different sites in England. Both organisations were committed to making DVA 

ǎŜǊǾƛŎŜǎ ƳƻǊŜ ŀŎŎŜǎǎƛōƭŜ ŀƴŘ ǊŜǎǇƻƴǎƛǾŜ ǘƻ ǎǳǊǾƛǾƻǊǎΩ ƴŜŜŘǎ ŀƴŘ ōƻǘƘ ŀƛƳŜŘ ǘƻ ŀŎƘƛŜǾŜ ǿƛŘŜǊ ǎȅǎǘŜƳ 

change in the sites where the programmes were delivered. 

However, the two organisations chose different but complementary routes by which to reach these 

broad goals: 

²!C9Ωǎ Change That Lasts (CtL) Programme1 ŀƛƳŜŘ ŀǘ ŘŜǾŜƭƻǇƛƴƎ ŀ ΨǿƘƻƭŜ ŎƻƳƳǳƴƛǘȅ ǊŜǎǇƻƴǎŜΩ 
that would increase responsiveness to DVA services at three levels: i) the community ii) frontline 
professionals in organisations that were not specialist DVA organisations and iii) services delivered 
by DVA specialist organisations. The programme comprised three interventions targeted on these 
three different audiences and delivered in three sites ς Sunderland, Nottingham and 
Nottinghamshire (Nottingham/shire) and Surrey. Ask Me aimed to address cultural and attitudinal 
barriers to change through training and supporting Community Ambassadors who volunteered to 
increase awareness and responsiveness to DVA in their local communities. Trusted Professional 
combined training with organisational development to improve expertise and responsiveness among 
frontline professionals. The VOICES intervention was designed to re-connect specialist DVA services 
to a strengths-based, needs-led, trauma-informed approach centred on the survivor for practitioners 
in specialist DVA organisations.  
 

The SafeLives Programme, designed by SafeLives, alongside Pioneers (survivors and experts by 
experience) and specialist frontline DVA partners, comprised an integrated suite of multiple 
interventions that would allow survivors and their families to access five different interventions 
within the same organisation. Two independent services, in Norwich and West Sussex (Worthing, 
Adur, and Crawley), were commissioned to deliver the interventions, hereafter referred to as the 
SafeLives Co-Designed Pilots (SLCDPs). These interventions were tailored to the needs of different 
groups so that survivors and their families could move between and through them on their journey 
to recovery. The intervention aimed to break down silos between services and delƛǾŜǊ ŀ ΨǿƘƻƭŜ 
ŦŀƳƛƭȅΩ ǎŜǊǾƛŎŜ ƛƴŦƻǊƳŜŘ ōȅ 5±! ǎǳǊǾƛǾƻǊǎΩ ǾƛŜǿǎΦ The SLCDPs were targeted at those assessed as at 
medium risk of harm; people who wanted to remain in their relationships; those with complex 
needs; survivors recovering from abuse and children and young people. A wide range of individual 
and group interventions was utilised and training and skills development were provided to partner 
agencies. 

 

 
1 Described in detail at:  https://www.womensaid.org.uk/wp-content/uploads/2020/11/Change-That-Lasts-
Impact-Briefing-1.pdf 
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The Evaluation 

The independent evaluation undertaken October 2017-June 2021 was led by Professor Nicky Stanley 
working with Connect Centre researchers at the University of Central Lancashire together with 
researchers from Bangor University, University of East London and Manchester Metropolitan 
University. The mixed-methods study was designed to both measure change achieved by the specific 
interventions delivered by WAFE and SLCDP and to examine whether and how wider system change 
was achieved in the five Roadmap sites. The study aimed to explore those factors that facilitated or 
impeded change both for specific interventions and at the wider level of the whole system.  

A realist approach (Pawson and Tilley 1997)2 which examines what works for whom in what setting 
was adopted and, in line with this approach, iterative feedback was provided to WAFE and SL. Advice 
ƻƴ ǘƘŜ ŜǾŀƭǳŀǘƛƻƴ ǿŀǎ ǇǊƻǾƛŘŜŘ ōȅ ŀƴ 9ȄǇŜǊǘ !ŘǾƛǎƻǊȅ DǊƻǳǇ ŀƴŘ ŀ {ǳǊǾƛǾƻǊǎΩ !ŘǾƛǎƻǊȅ DǊƻǳǇ ǿƛǘƘ 
the latter assisting the recruitment of Survivor Researchers who worked alongside research team on 
aspects of the Evaluation. 

A wide range of methods was utilised to capture data on the process and outcomes of the study.  
These included: 

¶ Site profiles detailing demographic information, DVA rates and services in the five sites 

¶ Two series of consultation groups with key stakeholders in all five sites 

¶ Surveys of local agencies and Roadmap staff 

¶ Interviews with: survivors and children using Roadmap services, Roadmap staff and managers, 
trainers and co-ordinators, training participants and with staff in a range of specialist DVA 
organisations in the five sites. 

¶ Pre- and post- training surveys, Expressions of Interest forms, and How Are You Getting On 
(HAYGO) questionnaires completed by those participating in Ask Me and Trusted Professional 
training. 

¶ Outcome measures, including both tested and bespoke measures completed by survivors using 
both VOICES and SLCDP services. 

¶ Routine monitoring data collected by WAFE and SLCDP through their OnTrack and Insights 
systems was made available for analysis. 

¶ Social Network Analysis which captured ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ƴŜǘǿƻǊƪǎ ŀƴŘ ǇŀǘǘŜǊƴǎ ƻŦ ƛƴŦƭǳŜƴŎŜ ŀǎ 
well as referral pathways. 

¶ Social Return on Investment analysis, a form of economic analysis that examines the difference 
an intervention makes in terms of financial savings and which takes account of value for the 
individual, community and wider stakeholders. 

Sensitivity to the ethical and data protection issues involved in conducting research with individuals 
who have experienced DVA ό²ƻƳŜƴΩǎ !ƛŘ нлнлa)3 was central to the research and the study 
ǊŜŎŜƛǾŜŘ ŜǘƘƛŎŀƭ ŀǇǇǊƻǾŀƭ ŦǊƻƳ ǘƘŜ ¦ƴƛǾŜǊǎƛǘȅ ƻŦ /ŜƴǘǊŀƭ [ŀƴŎŀǎƘƛǊŜΩǎ 9ǘƘƛŎǎ /ƻƳƳƛǘǘŜŜΦ 

 

 

  

 
2 Pawson, R. and Tilley, N. (1997) Realistic Evaluation. London: Sage. 
3 ²ƻƳŜƴΩǎ !ƛŘ όнлнлŀύ Research Integrity Framework for Domestic Violence and Abuse. 
https://www.womensaid.org.uk/evidence-hub/research-and-publications/research-integrity-framework/ 

https://www.womensaid.org.uk/evidence-hub/research-and-publications/research-integrity-framework/
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WAFE Interventions 

 

Ask Me Key Findings 

ΨΧōȅ у ƻΩŎƭƻŎƪ ǘƘŀǘ ƴƛƎƘǘΣ ǎƘŜ ǿŀǎ ƻƴ ƘŜǊ ǿŀȅ ǘƻ ŦǊŜŜŘƻƳΦ  Lǘ ǿŀǎ ŀƳŀȊƛƴƎΣ ǎƘŜ ǿŀs really grateful for 
ǿƘŀǘ LΩŘ ŘƻƴŜ ŀƴŘ L ŦŜƭǘ ǇǊƻǳŘΦΦΦΩ (Participant 12, Sunderland) 

¶ 326 Ambassadors completed Ask Me training in the three sites during the evaluation period. 

Implementation of the training was assisted by earlier piloting of the intervention, strong local 

networks, local WƻƳŜƴΩǎ Aid (WA) ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ŜƴƎŀƎŜƳŜƴǘ ŀƴŘ ŜȄŎŜƭƭŜƴǘ ǘǊŀƛƴƛƴƎ ƳŀǘŜǊƛŀƭǎΦ  

¶ Nearly all Ask Me volunteers4 were women (286 women and 4 men attended the training) with 

the majority aged between 25 and 54: the average age of 42 was younger than the national 

profile of volunteers. DVA survivors made up a substantial proportion of those attending the Ask 

Me training.  

¶ People with disabilities attended the training: 34 (12%) disclosed one or more disabilities. 

¶ Most Ambassadors described themselves as White British, 30 (11%) reported having a Black and 

minoritisŜŘ ōŀŎƪƎǊƻǳƴŘ ŀƴŘ мр όр҈ύ ǊŜǇƻǊǘŜŘ ΨƻǘƘŜǊ ǿƘƛǘŜ ōŀŎƪƎǊƻǳƴŘΩ ǎǳŎƘ ŀǎ 9ŀǎǘŜǊƴ 

European. While the ethnic diversity of Ask Me trainees was in line with the ethnicity profile of 

the country as a whole, more diversity among Ask Me participants might have been anticipated in 

sites with substantial Black and minoritised populations.  

¶ Immediately post-training, pre/post questionnaires revealed positive changes in knowledge of 

DVA and skills and confidence to respond to DVA disclosures.  

¶ Interviews provided examples of increased knowledge, confidence and Ask Me Ambassadors (as 

volunteers were known post-training) improved their ability to respond to survivors post-training: 

ΨΧƴƻǘ ŦǊƛƎƘǘŜƴŜŘ ǘƻ ōǊƻŀŎƘ ǘƘŜ ǎǳōƧŜŎǘΧŀƭƳƻǎǘ ƭƛƪŜ ōǊŜŀƪƛƴƎ ǘƘŜ ǎƛƭŜƴŎŜΩ (Participant 6, Surrey) 

¶ HAYGO forms showed that 78% (n=93) Ambassadors reported having between them at least 598 

conversations about DVA since the training. IŀƭŦ ƻŦ ǘƘŜǎŜ ŎƻƴǾŜǊǎŀǘƛƻƴǎ ŀŘŘǊŜǎǎŜŘ ǎƻƳŜƻƴŜΩǎ 

personal experience of DVA. 

¶ 64% (n=72) of Ambassadors reported providing information and signposting those who had 

disclosed DVA to national or local DVA organisations. 

¶ Community-focused awareness raising activities were reported by Ambassadors post-training, 

but the most frequently reported activities were facilitating discussion and disclosure of DVA: 

ΨΧōȅ у ƻΩclock that night, she was on her way to freedom.  It was amazing, she was really grateful 

ŦƻǊ ǿƘŀǘ LΩŘ ŘƻƴŜ ŀƴŘ L ŦŜƭǘ ǇǊƻǳŘΦΦΦΩ (Participant 12, Sunderland) 

¶ Ambassadors suggested top-up training and more regular follow-up support that could be both 

pro-active and reactive: Ψif I then found myself in a situation where I was supporting somebody.  I 

ǘƘƛƴƪ ǘƘŀǘΩǎ ǿƘŜƴ L ǿƻǳƭŘ Ǝƻ ǘƻ ǘƘŜƳ ŀƴŘ ǎŀȅΣ ǿƘŀǘ Řƻ L Řƻ ƴƻǿΚΩ (Participant 8, Sunderland) 

¶ !ƳōŀǎǎŀŘƻǊǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ŎŀƳŀǊŀŘŜǊƛŜΣ ΨǎƛǎǘŜǊƘƻƻŘΩ ŀƴŘ ōŜƭƻƴƎƛƴƎ ǘƻ ŀ ΨǘǊƛōŜ ƻŦ ǿƻƳŜƴΩ 

embodied the importance of combatting DVA collectively and as part of a movement. 

  

 
4 While there is no contractual arrangement between Ambassadors and WAFE, for the purposes of this 
evaluation, Ask Me Ambassadors are conceptualised as volunteers as their activities are voluntary and fit the 
bŀǘƛƻƴŀƭ /ƻǳƴŎƛƭ ƻŦ ±ƻƭǳƴǘŀǊȅ hǊƎŀƴƛǎŀǘƛƻƴΩǎ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ǾƻƭǳƴǘŜŜǊǎ. 
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Ask Me Recommendations 

¶ Recruitment strategies for Ask Me should ensure that, when professionals attend Ask Me, they 

participate in their role as a community member rather than as a professional. 

¶ Recruitment and programme design should aim to achieve a diverse range of participants in Ask 

Me training. 

¶ Online delivery (introduced in response to Covid-19 restrictions) of the Ask Me training requires 

robust evaluation, including capturing participant experiences and monitoring whether online 

delivery impacts adversely on specific groups. 

¶ Given the time commitment required to attend the training, maintaining the current flexible 

approach to delivery of the two-day course would potentially extend the reach of Ask Me.     

¶ The success of the training programme could be developed further by an increased focus on 

enhancing understanding of DVA and gender and DVA and Black and minoritised communities. 

This would help to challenge a gender-neutral approach and increase the confidence of 

Ambassadors in responding to diverse communities.   

¶ InterǾƛŜǿ ǇŀǊǘƛŎƛǇŀƴǘǎ ǊŜŎƻƳƳŜƴŘŜŘ ΨǘƻǇ-ǳǇΩ ǘǊŀƛƴƛƴƎ ƻƴ ŀ ǊŀƴƎŜ ƻŦ ƛǎǎǳŜǎ; additional support 

for Ambassadors both during and post-training to identify how they could make a difference 

within communities is essential to capitalise on the achievements of the training.  

¶ The piloting of the social franchise model of Ask Me to assess its viability is recommended as this 

model has not been tested to date. 

 

Trusted Professional Key Findings 

ΨΧŜǾŜǊȅōƻŘȅ ƪƴƻǿǎ ŀ ƭƛǘǘƭŜ ōƛǘ ŀōƻǳǘ ŘƻƳŜǎǘƛŎ ǾƛƻƭŜƴŎŜΧōǳǘ L ŎŜǊǘŀƛƴƭȅ ŘƛŘƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ƭŜǾŜƭǎ ƻŦ 
ǾƛƻƭŜƴŎŜ ŀƴŘ ŎƻƴǘǊƻƭΧƛǘ ƻǇŜƴŜŘ Ƴȅ ŜȅŜǎΦΩ  (Training Participant 12, Nottingham/shire)  

¶ The Trusted Professional intervention started off as a stand-alone training day and was 
developed into a more holistic systems-based intervention for practitioners in statutory 
organisations and other support services. However, delivery of the new intervention was 
delayed by the time taken for development, resource issues and the pandemic; consequently, 
limited data on the revised model was available to the Evaluation.  

¶ In total, 404 professionals from children and families services, the Department of Work and 
Pensions (in Surrey) and housing completed the Trusted Professional training in the three sites. 
Fewer health professionals participated in the training.  

¶ The use of local member services to co-deliver the intervention meant that local knowledge and 
networks maximised implementation opportunities.  

¶ The training was well received with positive comments on the content and delivery from 
participants: ΨI ƎŜƴǳƛƴŜƭȅ ŦŜƭǘ ƛǘ ƘŀŘ ōŜŜƴ ƻƴŜ ƻŦ ǘƘŜ ōŜǎǘ ōƛǘǎ ƻŦ ǘǊŀƛƴƛƴƎ LΩǾŜ ŘƻƴŜ ƛƴ ŀ ǾŜǊȅ ƭƻƴƎ 
ǘƛƳŜΣ ΧǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ǘƘŜ ǘǊŀƛƴƛƴƎΧǿŀǎ ŜȄŎŜƭƭŜƴǘΩ(Training Participant 19, Sunderland) 

¶ Immediately following the training, positive short-term changes were found in knowledge, 
attitudes and confidence across the three sites and understanding of coercive control increased: 
ΨΧŜǾŜǊȅōƻŘȅ ƪƴƻǿǎ ŀ ƭƛǘǘƭŜ ōƛǘ ŀōƻǳǘ ŘƻƳŜǎǘƛŎ ǾƛƻƭŜƴŎŜΧōǳǘ L ŎŜǊǘŀƛƴƭȅ ŘƛŘƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ 
levels of violence and ŎƻƴǘǊƻƭΧƛǘ ƻǇŜƴŜŘ Ƴȅ ŜȅŜǎΦΩ  (Training Participant 12, Nottingham/shire)  

¶ Post-training interviews provided early evidence of how training translated into practice and 
ǎƘƻǿŜŘ ƛǘ ƘŀŘ ǘƘŜ ǇƻǘŜƴǘƛŀƭ ǘƻ ƛƴŎǊŜŀǎŜ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ǊŜŀŘƛƴŜǎǎ ǘƻ ŀǎƪ ǉǳŜǎǘƛƻƴǎ ŀƴŘ Ǌespond 
appropriately: ϥΧǘƘŜ ǘƘƛƴƎ ǘƘŀǘ L ǿŀƭƪŜŘ ŀǿŀȅ ǿƛǘƘ ƳƻǊŜ ǘƘŀƴ ŀƴȅǘƘƛƴƎ ŜƭǎŜΣ ǿŀǎ ǘƻ ōŜ 
ǇǊƻŦŜǎǎƛƻƴŀƭƭȅ ŎǳǊƛƻǳǎΣ ǘƻ ōŜ ǳƴŀŦǊŀƛŘ ǘƻ ŀǎƪ ǉǳŜǎǘƛƻƴǎΩ (Training Participant 3, Nottingham/shire).  
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¶ Interviews showed how training translated into practice, particularly where it was supported by 
ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ ŎǳƭǘǳǊŜǎ ŎƻƴŘǳŎƛǾŜ ǘƻ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴΩǎ ǇƘƛƭƻǎƻǇƘȅΦ More challenges were 
ŜƴŎƻǳƴǘŜǊŜŘ ǿƘŜǊŜ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ǎǳŎƘ ŀǎ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜ ŎƻƴŎŜǇǘǳŀƭƛǎŜŘ Ǌƛǎƪ ŘƛŦŦŜǊently. 

¶ Interviews with participants, trainers and co-ordinators suggested strengthening training 
content with additional material addressing diverse forms of abuse, perpetrators and children.  

¶ The future sustainability of the intervention is uncertain as it moves from a free intervention to 
one where participating organisations will be expected to meet the costs of the intervention 
alongside the time commitment required. 

 

Trusted Professional Recommendations 

¶ The time and resources required for developing the intervention and engaging interested 
organisations need to be fully recognised in roll-out and implementation of Trusted Professional. 

¶ The sustainability of the intervention requires careful auditing to assess the viability of the 
proposed new model for delivering Trusted Professional in the future. 

¶ The partnership model between WAFE and member services is important for effective delivery 
of the intervention and should be nurtured. 

¶ Preliminary findings on impact from evaluation of the enhanced Trusted Professional model are 
encouraging, further evaluation is required to assess the longer-term benefits more fully. 

¶ Trusted Professional should continue to target a wide range of organisations, particularly in 
those statutory sector organisations where DVA is regularly encountered and training should be 
ǘŀƛƭƻǊŜŘ ǘƻ ǊŜŦƭŜŎǘ ŘƛŦŦŜǊŜƴǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ƎǊƻǳǇǎΩ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ŀǿŀǊŜƴŜǎǎ ƻŦ 5±!Φ 

¶ The intervention needs to develop strategies to adapt/challenge organisational priorities and 
working practices which may be antithetical to survivor-led and strengths-based approaches. 

¶ Trusted Professional training needs to address the diverse forms of violence and abuse 
experienced by survivors and include information on work with DVA perpetrators and children.  

¶ On-going training was recommended by several participants to help embed a survivor-centred 
approach.  

 

VOICES Key Findings 

ΨώƳȅ ǿƻǊƪŜǊϐ was always available and always there whenever I needed her to beΩ (Case Study B) 

¶ The VOICES approach and tools were not implemented until Year 4 of the Roadmap Programme. 

Buy-in from services and training staff in the VOICES approach took longer than anticipated 

¶ ²!C9Ωǎ OnTrack data showed that 2125 survivors across the three sites received VOICES; over 

96% (n=2045) were women.   

¶ 26-35 year olds comprised the largest group of VOICES survivors (36%, n=765). 

¶ 4.5% (n=97) of VOICES survivors were from a Black and minoritised backgrounds. W!C9Ωǎ 

OnTrack records were missing data on ethnicity for 24% of survivors. 

¶ Once adopted by practitioners, the VOICES approach and tools were seen as transformative by 
the majority of practitioners: Ψ¦ǎƛƴƎ ǘƘŜ ±hL/9{ ǘƻƻƭǎ ƘŀǎΧǊŀƛǎŜŘ Ƴȅ ǇŜǊǎƻƴŀƭ ŀǿŀǊŜƴŜǎǎ ƻŦ ǘƘŜ 
physical, psychological and social impact of trauma on a person's eveǊȅŘŀȅ ŎƻǇƛƴƎΦΩ (Staff Survey 

participant).  
¶ The move away from a risk-led to a more survivor-centred approach was valued by most 

practitioners.  

¶ Survivors had negative experiences of services previously encountered but were very positive 

about their experiences of VOICES services.  One survivor reported dissatisfaction with VOICES 

staff responses to the racism she was experiencing within the service. 
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¶ OnTrack data revealed limited engagement with Black and minoritised communities, this was 

particularly notable in areas with high levels of Black and minoritised communities.  

¶ Under 1% of cases related to forced marriage or honour-based violence (HBV) across the whole 

data set.  

¶ A consistent relationship between practitioner and survivor was highly valued and survivors saw 

this as key to developing their self-confidence, independence, and belief in themselves: ΨώƳȅ 

worker] was always available and always there whenever I needed her to beΩ (Case Study B). 

¶ Analysis of available data on outcomes demonstrated positive improvements on most items, but 

very few of these were statistically significant, usually because insufficient numbers of 

completed measures meant that tests for significance could not be undertaken at both baseline 

and 12 weeks follow-up. 

¶ Most survivors who reported improvements in safety, coping and mental wellbeing attributed 

improvements to services, indicating a high level of satisfaction with VOICES.  

¶ {ǳǊǾƛǾƻǊǎΩ health outcomes were significantly lower than the accepted UK population norms, 

indicating that service users experienced worse health than that of the general population.    

¶ Practitioners were generally positive about the support they received for emotionally 

demanding work and reported that there was rarely any conflict between colleagues. However, 

over half the staff reported that workloads were too high.    

VOICES Recommendations 

¶ Earlier buy-in from member services and adequate preparation and training for staff to adopt 
VOICES would facilitate implementation. 

¶ Staff need to be trained and equipped to challenge racism when they encounter it. 

¶ All DVA services need to be accessible to Black and minoritised communities and work in a 
respectful and equal partnership5 with Black and minoritised DVA services to offer choice and 
increase uptake of services. 

¶ Ensuring that staff are supported to undertake emotionally demanding work will continue to be 
essential for VOICES. 

¶ Ensuring that workloads are manageable would contribute to sustaining the VOICES approach. 

 

SafeLives Co-Designed Pilot Interventions 

ΨǘƘŜȅΩǊŜ ŀƭƭ ǎƛƴƎƛƴƎ ƻŦŦ ǘƘŜ ǎŀƳŜ ǎƘŜŜǘΦ  ¢ƘŜȅΩǊŜ ŀƭƭ ǿƻǊƪƛƴƎ ǿƛǘƘ ȅƻǳ ŀǎ ŀ ǘŜŀƳ ŀƴŘ L ǘƘƛƴƪ ǘƘŀǘ ƛǎ 

amazingΦΩ (Survivor 5, West Sussex) 

ΨƛǘΩǎ ƘŜƭǇŜŘ ƳŜ ōŜ ŀ ōŜǘǘŜǊ ƳǳƳ ǘƻ ǘƘŜ ŎƘƛƭŘǊŜƴ ŀƴŘ ƘŜƭǇŜŘ ƳŜ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜƳ ŀƴŘ ǿƘŀǘ ǘƘŜȅΩǾŜ 

ōŜŜƴ ǘƘǊƻǳƎƘ ƳƻǊŜΩ (Mother, Case Study B) 

Findings on implementation and delivery of the SafeLives Co-Designed Pilots (SLCDPs) are presented 

first, providing wider context for the highly positive findings on the impact and experience of 

services for survivors and their children. 

Implementation and Delivery of the SafeLives Co-Designed Pilots ς Key Findings 

¶ The central role of the SafeLives Pioneers in the development of the SLCDPs, alongside the 
contribution of expert partners, was highly valued ς Ψit was all shaped by the survivorsΩ (Senior 

 
5 See Ascent & Imkaan (2017) Good Practice Briefing: Uncivil Partnerships? Reflections on collaborative 
working in the ending violence against women and girls sector 
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Manager 2, SL) - however, locating the development work in the sites themselves would have 
allowed more consideration of the local context and piloting a whole family approach, rather 
than individual interventions, would have been beneficial to implementation.   

¶ Planning and set-up of this multi-component integrated intervention in a limited timeframe was 
an ambitious task. Senior staff agreed that the time allowed for planning and initial 
implementation in the local sites was insufficient. A fuller picture of the local context might 
have assisted understanding of local needs and informed decisions about staff salary levels. 

¶ The competitive tendering process in Norwich had a negative impact on partnership working 
and referral pathways due to the decision not to award the contract to a local high-risk DA 
provider .  

¶ The expertise and training provided by SafeLives was key for staff in the implementation period. 

¶ A higher proportion of referrals for survivors in West Sussex came from DVA/SV agencies, while 
in Norwich, /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ (CSC) was the primary referral agency; some Norwich staff felt 
this changed the nature of their work with families.    

¶ The importance of an integrated approach, based on trauma informed, strength-based practice, 
multi-agency working, and a flexible user-led approach to support were consistently identified 
as the core components of successful delivery across the sites by senior managers and staff.  

¶ The majority of adult service users were white British and heterosexual reflecting the 
demographic landscape in both sites. Female survivors were predominantly aged 26 to 45, the 
majority had a child involved in their case and half of these children had CSC involvement. Most 
children were aged 8-11. Nearly all those using the Engage intervention for perpetrators were 
male and most were aged 20-39.  

¶ Nearly all survivors had experienced DVA in the past 12 months and roughly a third had 
experienced multiple forms of DVA. Perpetrators were predominantly an ex-partner.  

¶ The most common form of complex needs for survivors using the service were housing 
problems, mental health issues or a physical disability or illness. These groups, alongside those 
survivors still living with the perpetrator, were described as more difficult to engage by staff. 

¶ While multi-agency work was described as well-developed with some organisations, multi-
agency communication was less well established with some of the organisations such as GPs 
and mental health services. These are the organisations more likely to refer those with complex 
needs or multiple barriers. 

¶ The Complex Needs Idva role required particular expertise and skills to undertake outreach 
work with potential service users and to establish referral pathways. Where it was achieved, 
continuity of staff facilitated this work, particularly in the context of establishing a new service. 

¶ The complexity of delivering multiple interventions was viewed as challenging and ambitious in 
the timeframe, especially in relation to the Engage work which was affected by staff shortages 
common to this type of work. This intervention reached fewer perpetrators than had been 
planned. Nevertheless, most staff reported that the ambition of creating an integrated, flexible 
service had been achieved.  

¶ The variety of complimentary interventions and toolkits was considered to have facilitated 
tailoring and flexƛōƛƭƛǘȅ ƛƴ ƳŜŜǘƛƴƎ ƛƴŘƛǾƛŘǳŀƭǎΩ ƴŜŜŘǎΦ 

¶ Between November 2018 and December 2020, SafeLives Insights monitoring system recorded 
closed cases for 362 survivors, 187children and 45 perpetrators. Overall, 69% of survivors 
received a service just for themselves and 31% received some form of targeted family support. 

¶ Among survivors with children, 60% received support just for themselves and 40% received 
some form of targeted family support which included parenting support and/or support for 
their child/ren. Overall, around 40% (n=94) of children received a service just for themselves 
with no accompanying survivor or perpetrator receiving a SLCDP intervention. 

¶ Barriers to delivery encountered in one or both sites included: challenges concerning staff 
retention for the Engage and Complex Needs posts, lack of clarity around roles and integration 
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of interventions, especially Engage work; engagement with survivors with complex needs; and 
training issues.  

¶ Staff considered that confining the service to those at a specified level of risk was confusing for 
potential referrers; it could lead to ΨǎƘǳǘǘƛƴƎ ŀƴŘ ƻǇŜƴƛƴƎ ǘƘŜ ǎŜǊǾƛŎŜ ŘƻƻǊΩ (Senior Manager 3, 

SLCDP) and undermine consistency of service for survivors. 

¶ Staff turnover proved a major challenge for one site and was attributed to a shortage of 
relevant skills in the local area and uncompetitive rates of pay for staff: Ψbecause we are so 
ǳƴŘŜǊǎǘŀŦŦŜŘΣ ǎƻƳŜǘƛƳŜǎ ǿŜ ƘŀǾŜ ǘƻ Ǉǳǘ ŀ ƘƻƭŘ ƻƴ ǊŜŦŜǊǊŀƭǎΦΦΦ ǿŜΩǾŜ ƻƴƭȅ done that twice, but, 
ǳƴŦƻǊǘǳƴŀǘŜƭȅΣ ǘƘŜƴ ǘƘŀǘ ŘƻŜǎ ƎŜǘ ǘƘŜ ǎǘƛƎƳŀ ŀǘǘŀŎƘŜŘΦΩ (Staff 9, SLCDP)  

¶ In response to Covid-19 restrictions, service providers developed innovative ways of delivering 
services to survivors, and, to a lesser extent, their children.  

Recommendations on the Implementation and Delivery of the SafeLives Co-Designed Pilots 

¶ More planning time and activity at the local level would ensure a better fit in local service 
landscapes and enhanced integration of different programme components.  

¶ A whole family administrative system would support more effective and efficient monitoring.   

¶  Whole family DVA training for staff should be an essential prerequisite for any programme 

seeking to integrate different interventions for family members. 

¶ The SLCDP services targeted a very broad group of survivors and needs: rebalancing resources to 

increase the capacity of family-focused interventions might enable more survivors and families 

to access ŀ ΨǿƘƻƭŜ ŦŀƳƛƭȅΩ ǎŜǊǾƛŎŜ when needed. 

¶ Although patterns of SLCDP service use reflected local demographics in terms of Black and 

minoritised populations, interventions still require further development and testing in areas with 

greater levels of diversity to determine if they require adaption to meet the needs of different 

groups of survivors and their families.  

¶ Consideration should be given to ensure the geographical catchment area for the service is 

sufficiently wide to enable clear routes for local referral agencies.   

¶ Recruitment and retention of staff with expertise require salaries to match local rates: this is an 

issue for those commissioning services. 

¶ A reconsideration of risk-based service criteria might assist in clarifying referral pathways and 

increase consistency of support for survivors and their families. Risk levels can fluctuate rapidly 

and are not easily understood by those using or referring to DVA services. Commissioners should 

consider other approaches to targeting services that are more comprehensible and reflect 

ǎǳǊǾƛǾƻǊǎΩ ƭƛǾŜŘ ŜȄǇŜǊƛŜƴŎŜΦ 

 
Impact of the SafeLives Co-Designed Pilots ς Key Findings 

¶ Survivors identified that the opportunity to receive services for their children as well as parenting 

support were key reasons for using the service, support for older children and work with 

perpetrators were also mentioned as motivating factors: ΨIŜƭǇƛƴƎ ƳŜ ǘƻΧ ǇŀǊŜƴǘ ŘǳǊƛƴƎ ǘƘŀǘ ǘƛƳŜ 

because there were so many things that were going on whilst they were having contact with their 

fatherΧΩ (Survivor 17, West Sussex). 

¶ Previous barriers to DVA help-seeking were commonly identified, including limited/ inappropriate 

provision of DVA services, especially support for children, ŀƴŘ ǎŜǊǾƛŎŜǎΩ Ǌƛǎƪ ǘƘǊŜǎƘƻƭŘǎ.  

¶ Prior to referral, survivors reported receiving very little information about the SLCDP service. 

¶ A flexible service, responsive to the needs of survivors, which offered an appropriate level of 

support was highly valued. Survivors were positive about the range of integrated interventions 
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which targeted both their own and their childrenΩǎ ƴŜŜŘǎ: ΨǘƘŜȅΩǊŜ ŀƭƭ ǎƛƴƎƛƴƎ ƻŦŦ ǘƘŜ ǎŀƳŜ ǎƘŜŜǘΦ  

¢ƘŜȅΩǊŜ ŀƭƭ ǿƻǊƪƛƴƎ ǿƛǘƘ ȅƻǳ ŀǎ ŀ ǘŜŀƳ ŀƴŘ L ǘƘƛƴƪ ǘƘŀǘ ƛǎ ŀƳŀȊƛƴƎΦΩ (Survivor 5, West Sussex).   

¶ All women interviewed valued their relationships with workers, feeling listened to and   
understood and considered that the work matched the pace that was comfortable for them: ΨI 
just felt that I was listened to and thatΧ what I was saying was being acted on, so it was very 
much sort of led by meΧΩ (Survivor 4, West Sussex) 

¶ Authenticity was important to survivors, and this was enhanced when programmes were 

delivered by those with relevant experience or expertise.  

¶ The use of creative and engaging toolkits and activities, such as Helping Hands and craft 

sessions, was viewed very positively by survivors and children.  

¶ Groupwork was highly valued and enabled survivors and children to share their DVA experiences 

in a supportive environment and to recognise they were not alone.  

¶ Some barriers to service engagement were also identified including: not being able to access 

support when needed, especially for children due to waiting lists; staff turnover and a lack of 

evening group work sessions which were not consistently available. 

¶ During Covid-19, survivors generally felt supported by workers through regular telephone or 

online contact, although some missed the opportunities provided by face-to-face groups and 

engagement with some children was challenging.   

¶ aƻǎǘ ǎǳǊǾƛǾƻǊǎ ǊŜǇƻǊǘŜŘ ŦŜŜƭƛƴƎ ŎƻƴŦƛŘŜƴǘ ŀƴŘ ƻǇǘƛƳƛǎǘƛŎ ŀōƻǳǘ ǘƘŜƛǊ ƻǿƴ ŀƴŘ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ 

prospects for the future and considered their initial goals had been met. Mothers reported more 

confident parenting, increased understanding of the impact of DVA for their children and 

enhanced family communication and relationships ς ΨƛǘΩǎ ƘŜƭǇŜŘ ƳŜ ōŜ ŀ ōŜǘǘŜǊ ƳǳƳ ǘƻ ǘƘŜ 

ŎƘƛƭŘǊŜƴ ŀƴŘ ƘŜƭǇŜŘ ƳŜ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜƳ ŀƴŘ ǿƘŀǘ ǘƘŜȅΩǾŜ ōŜŜƴ ǘƘǊƻǳƎƘ ƳƻǊŜΩ (Mother, Case 

Study B) - although some still had concerns about child contact.     

¶ Children included in the family case studies experienced improvements in mood, sleep, physical 

health and reductions in fear and anger. There were examples of them successfully navigating 

key transitions in their lives: Ψ[my worker] really helped me. I feel more secure and I know people 

ǿƛƭƭ ƭƛǎǘŜƴ ǘƻ ƳŜ ŀƴŘ ǿƘŀǘ L ǿŀƴǘ ƳƻǊŜΦ L ǘƘƛƴƪ L ŀƳ ƳƻǊŜ ŎƻƴŦƛŘŜƴǘΦΩ (Family Case Study A) 

¶ Practitioners interviewed for the family case studies described seeking ŎƘƛƭŘǊŜƴΩǎ ƻǇƛƴƛƻƴǎ ŀƴŘ 

representing their voice in decisions about contact and in child protection cases. Advocacy work 

ǿƛǘƘ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ ǿŀǎ common across the wider sample. 

¶ Outcome measures completed by survivors showed improved safety 12 weeks from baseline and 
this was statistically significant for five out of six questions asked. {ǳǊǾƛǾƻǊǎΩ ǎŀŦŜǘȅ ŀƭǎƻ ƛƴŎǊŜŀǎŜŘ 
further at 6 months, although changes were only statistically significant in respect of safety in the 
home and neighbourhood. Between baseline and service exit, there were moderate or small 
statistically significant improvements for all six safety questions. 

¶ Measures of coping and confidence showed improvements on most questions at 12 weeks, 
although this was only statistically significant for four of the 11 dimensions. At six months from 
baseline, improvements were found on nearly all these dimensions with change reaching 
statistical significance on six dimensions. At service exit, four of these dimensions showed 
statistically significant improvements, all with small effect sizes: dealing with daily life, speaking 
about experiences of abuse, sleeping well and feeling in control of my life. 

¶ {ǳǊǾƛǾƻǊǎΩ improvements in mental wellbeing at six months and service exit reached statistical 
significance: Ψaȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ Ƙŀǎ ƻōǾƛƻǳǎƭȅ Ǝƻǘ ŀ ƭƻǘ ōŜǘǘŜǊΧLϥƳ ƴƻǘ ǿŀƪƛƴƎ ǳǇ ŜǾŜǊȅ ƳƻǊƴƛƴƎ 
ŦŜŜƭƛƴƎ ƭƛƪŜ LϥƳ ƎƻƛƴƎ ǘƻ ōŜ ǎƛŎƪΣ ŦŜŀǊŦǳƭΦΩ (Survivor 22, West Sussex)  

¶ Health questionnaires showed some positive change at 12 weeks from baseline and at service 

exit but a slight decline in health status at 6 months, all changes were not statistically significant. 
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The visual analogue scale (VAS thermometer), which is easier to complete, showed positive 

health change at 12 weeks and service exit and a small decline at 6 months. 

¶ {ǳǊǾƛǾƻǊǎΩ ǎŜƭŦ-reports showed substantial improvements in safety, coping and confidence, 

wellbeing and, to a lesser extent, health, since using the SLCDP service.  A high proportion of 

survivors reported this change was entirely or mostly due to their use of the SLCDP service, 

although attribution of change to the service was lower for health improvements. 

 

 

Recommendations on Impact of SafeLives Co-Designed Pilots  

¶ The positive outcomes achieved for survivors and children indicate that a survivor-centred 
service, co-designed with survivors and delivered in a flexible and creative way provides a model 
for future service provision.   

¶ When first engaging with the SLCDP service, survivors require more detailed explanation of the 
different support services encompassed by the service.   

¶ A wide range of positive outcomes was reported by survivors and children, however increasing 
the capacity of whole family provision, including work with children, would reduce waiting times 
for support, and enable all family members to receive support when they need it. 

¶ Online support was appropriate and necessary during Covid-19 and this was preferred by some 
survivors, while others required/preferred face to face contact, at least at the outset to support 
relationship building.  

¶ Ongoing support with managing child contact is an area where continued or follow-up work 
might be beneficial. 

 

Whole System Impact Key Findings 

¶ Consultations with key stakeholders in the five Roadmap sites in 2019 and 2020 found that 

clarity of referral pathways was lacking. Fragmentation of DVA services and confusion regarding 

catchments, referral processes and service offers (with different services working with different 

levels of risk) were identified as barriers to effective DVA service development and delivery. 

¶ DVA training provided to other local professionals by both WAFE and SLCDPs aimed to improve 

the wider response to DVA and to strengthen referral pathways. The training was judged to have 

achieved impact by both stakeholders and staff with WAFE senior managers highlighting the 

engagement of DWP staff in Surrey in Trusted Professional and SLCDP senior managers flagging 

ǘƘŜ ǘǊŀƛƴƛƴƎ ŀƴŘ ŎƻƭƭŀōƻǊŀǘƛƻƴ ŀŎƘƛŜǾŜŘ ǿƛǘƘ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊe.  

¶ However, not all relevant organisations were reached by this training. Health organisations 

proved more difficult to engage and the Social Network Analysis undertaken found that none of 

the Roadmap organisations interacted with any health organisation on a regular basis.   

¶ While in 2020, more stakeholders considered that DVA services were accessible for children and 

young people, remaining gaps were identified for survivors with complex or multiple needs, 

Black and minoritised survivors and LGBT survivors. 

¶ Stakeholders and senior managers identified early evidence of shifts in language and increasing 

acceptance of the concepts underpinning Roadmap services across the local sites, but progress 

in respect of moving away from a focus on risk (for WAFE sites) and readiness to engage 

perpetrators in change (for SLCDP sites) was considered incremental. 

¶ Senior managers highlighted evidence of impact on commissioning structures in Roadmap sites, 

Ψ[to] have somebody local with lived experience on their board that's going to oversee all of that 

ǿƻǊƪ ŀƴŘΧŦƛǾŜ ȅŜŀǊǎ ŀƎƻ ǘƘŜȅ ǿƻǳƭŘƴϥǘ ƘŀǾŜ ƘŀŘ ώǘƘŀǘϐΩ (Senior Manager) and: ΨǿŜΩǾŜ ōŜŜƴ ǊŜŀƭƭȅ 
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successful in building the needs-led into the commissiƻƴƛƴƎ ǎǘǊŀǘŜƎƛŜǎ ΧǘƘŀǘΩǎ ŀ ǊŜŀƭƭȅ ƪŜȅ ǇƛŜŎŜ 

ƻŦ ǎǳǎǘŀƛƴŀōƛƭƛǘȅ ǿƻǊƪΩ (Senior Manager). 

¶ Stakeholders considered that Covid-19 restrictions had little impact on multi-agency work and in 

some instances multi-agency collaboration was judged to have improved as a consequence of 

remote working. However, the reduction of face-to-face DVA services was considered to have 

been detrimental for survivors. 

¶ The collaboration between WAFE and SL on developing the Roadmap required substantial effort 

and resources but provided a positive experience of working together which led to a number of 

joint initiatives, including a co-ordinated approach to campaigning: ΨΧƛƴ ǘƘŜ ǇǳōƭƛŎ ǇƻƭƛŎȅ ǎǇŀŎŜΣ 

ǿŜΩǊŜ ƳǳŎƘ ǎǘǊƻƴƎŜǊ ǘƻƎŜǘƘŜǊΧ¢ƘŜǊŜΩǎ ōŜŜƴ ǎƻƳŜ ǊŜŀƭ ǿƛƴǎΣ ƛƴ ǘŜǊƳǎ ƻŦ ǎǇŜŀƪƛƴƎ ǘƻƎŜǘƘŜǊΦΩ 

(Senior Manager). However, the benefits of this partnership appeared to have been confined to 

the national organisations with little evidence of it flowing down to local levels. 

Social Return on Investment Analysis ς Key Findings 

Social Return on Investment (SROI) analysis was used to examine the economic impact of the 

Roadmap Programme from the perspective of a wide range of stakeholders. The SROI drew on data 

captured for both the specific WAFE and SLCDP interventions and information on costs supplied by 

the two organisations. All Roadmap interventions were found to generate substantial SROI values 

comparable to those reported for other DVA interventions6,7,8: 

¶ The analysis for the Trusted Professional intervention considered the impact of the training for 
professionals and found a range of social return on investment value of between £3.18 and 
£8.30, with a base-case scenario or mid-range figure of £5.31:£1. 

¶ Outcomes for both volunteers and those in the community living with DVA were analysed for the 

Ask Me intervention  which generated a range of social return on investment of value of 

between £2.64 and £8.96, with a base-case scenario or mid-range figure of £5.13:£1. 

¶ For VOICES, change was identified for survivors, staff and partner organisations and the SROI 

showed a range of social return on investment value of between £4.51 and £7.37 with a base-

case scenario or mid-range figure of £5.50:£1 

¶ The SafeLives Co-Designed Pilots achieved outcomes for survivors, their children and volunteers 

who contributed to service development and delivery and a range of social return on investment 

of value of between £4.18 and £6.75 with a base-case scenario or mid-range figure of £5.36:£1 

¶ The benefits of the Roadmap programme were found to extend beyond the direct benefits for 

survivors and their families. Social value and cost-savings were identified for a wide range of 

stakeholders including survivors; their children; vƻƭǳƴǘŜŜǊǎΤ ²ƻƳŜƴΩǎ !ƛŘ ŀƴŘ ǘƘŜƛǊ ǎǘŀŦŦΤ 

SafeLives and SLCDP ǎǘŀŦŦΤ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎΤ other social care services; and state agencies such 

as the police, criminal justice system and health services. 

¶ The contribution of volunteers (many of whom were themselves survivors) produced 

considerable benefits for both organisations and for the volunteers themselves ς the 

community, organisations, volunteers and DVA survivors all benefited from the time taken to 

ǘǊŀƛƴ ǾƻƭǳƴǘŜŜǊǎ ŀƴŘ ǘƘŜ ǘƛƳŜ ΨŘƻƴŀǘŜdΩ by volunteers. 

 
6 Selsick, A. and Atkinson, E. (2016) Refuge: A Social Return on Investment Analysis. London: New Economics 
Foundation. 
7 Solace (2015) Social Impact Report of Ascent Advice & Counselling https://www.solacewomensaid.org/get-
informed/professional-resourcessocial-impact-report-ascent-advice-counselling 
8 ²ƻƳŜƴΩǎ wŜǎƻǳǊŎŜ /ŜƴǘǊŜ όнлммύ IƛŘŘŜƴ ǾŀƭǳŜΥ 5ŜƳƻƴǎǘǊŀǘƛƴƎ ǘƘŜ ŜȄǘǊŀƻǊŘƛƴŀǊȅ ƛƳǇŀŎǘ ƻŦ ǿƻƳŜƴΩǎ 
voluntary and community organisations. https://socialvalueuk.org/wp-
content/uploads/2016/03/Hidden%20Value_WRC%20SROI%20Report_%202011%20(2).pdf 
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11. Wider Messages for Innovative Interventions in DVA 

Messages re Implementation of Innovative Interventions 

¶ The time required to develop, implement and evaluate new services is likely to be lengthy when 

organisations seek to involve survivors and relevant stakeholders. There can be long-term 

benefits in engaging local stakeholders who bring expert knowledge of the local context and 

conditions to this process. 

¶ Commissioning arrangements may have long-term effects on referral pathways with competitive 

tendering processes proving particularly damaging. These arrangements require careful thought 

and consortium or other approaches may offer useful alternative models for commissioning DVA 

services (see Barter et al 2018)9.  

¶ Understanding of the local context where new services are to be introduced is essential and this 

includes gathering and using knowledge of the skills available in the local workforce, and local 

wage levels to inform recruitment strategies so that staff turnover is reduced. 

Increasing Routes to DVA Support 

¶ DVA services need to have clearly defined user groups that can be easily identified both by other 

services that refer and signpost survivors to DVA services, but also by survivors themselves.   

DVA services should identify their target groups using descriptors that are easily understood and 

communicated, such as geographical catchment areas, survivors with children, survivors 

recovering from DVA, survivors currently living with DVA etc. 

¶ Survivors value a flexible service that recognises that needs change over time, that 

acknowledges that both groupwork and individual work can be beneficial, that many survivors 

need help with parenting as well as support in their own right and that works with children and 

their parents as well as providing advocacy. However, an integrated service with many 

constituent interventions can be challenging to sustain and requires substantial resource and a 

clear remit. 

Key Features of Responsive DVA Services 

¶ Both Roadmap interventions demonstrated the value of survivor-centred services. Survivors 

receiving both WAFE and SLCDP interventions highlighted the importance of feeling that they 

could exert choice over the pace and type of interventions they received and they reported 

increased confidence and self-esteem as well as improvements in mental wellbeing.  

¶ {ǳǊǾƛǾƻǊǎ ōŜƴŜŦƛǘŜŘ ŦǊƻƳ ǎǘŀŦŦΩǎ ŀǾŀƛƭŀōƛƭƛǘȅΣ ŎƻƴǎƛǎǘŜƴŎȅ ŀƴŘ ƎƻƻŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǎƪƛƭƭǎ ŀƴŘ 

these were enhanced by the use of toolkits and visual images. 

¶ The Roadmap services delivered under Covid-19 showed that it is feasible to deliver DVA 

services remotely to both survivors and perpetrators but this is easier where worker and service 

user have already established a face-to-face relationship. Particular difficulties emerged in 

delivering remote services to children, although in some instances, older children felt less 

pressured by support sessions delivered online.  

 

  

 
9 Barter, C, Bracewell, K., Stanley, N., Chantler, K. (2018) Scoping Study: Violence Against Women and Girls 
Services. Connect Centre, UCLan and Comic Relief. http://clok.uclan.ac.uk/24762/ 

http://clok.uclan.ac.uk/24762/
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Responding to Diversity 

¶ Understanding of both diverse forms of DVA and the needs of diverse groups experiencing DVA 

was considered important by those participating in DVA training. Most of the Roadmap sites did 

not serve substantial Black and minoritised populations; for the future, it is important that the 

relevance of Roadmap interventions for Black and minoritised survivors and their families is 

studied. 

¶ Survivors with complex or multiple needs made up a sizeable proportion of those using 

Roadmap services. Survivors came to both VOICES and SLCDP services with generally low levels 

of health and, for SLCDP service users, low mental health. For work with all survivors, especially 

those with complex or multiple needs, to be effective, DVA services need to establish joint 

strategic planning and good channels of communication with mental health services, substance 

misuse services and other services in the health sector. This was a field where DVA 

ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ƴŜǘǿƻǊƪǎ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǿŜǊŜ ŦƻǳƴŘ ǘƻ ōŜ ƭŜǎǎ ǿŜƭƭ ŘŜǾŜƭƻǇŜŘ ŀƴŘ ǘƘŜ 5±! 

sector should draw on relevant pilots and initiatives10,11,12 in strengthening these links. 

Strengthening collaboration with the DVA sector is also a goal for health services as advocated 

by the 2014 NICE Guideline on domestic violence and abuse for health and social care13 and this 

guideline could usefully be updated and reinforced. 

 
 

Roadmap Evaluation Team: Prof Nicky Stanley, Prof Christine Barter, Dr Kelly Bracewell, Prof 
Khatidja Chantler, Dr Emma Howarth, Prof Lorraine Radford, Dr Helen Richardson Foster, 
Dr Rachel Robbins, Prof Rhiannon Tudor Edwards, Katie Martin, Eira Winrow. 

 
10 Feder G, Davies RA, Baird K, Dunne D, Eldridge S, Griffiths C, et al. (2011) Identification and referral to 
improve safety (IRIS) of women experiencing domestic violence with a primary care training and support 
programme: a cluster randomised controlled trial. Lancet. 378(9805):1788ς95. 
11 Oram, S., Capron, L., Trevillion, K. (2016) Promoting Recovery in Mental Health: Final Evaluation Report. 
[ƻƴŘƻƴΥ YƛƴƎΩǎ /ƻƭƭŜƎŜ [ƻƴŘƻƴΦ 
Pawson, R. (2013) The Science of Evaluation: A Realist Manifesto. London: Sage. 
12 5ƘŜŜƴǎŀΣ {ΦΣ IŀƭƭƛǿŜƭƭΣ DΦΣ 5ŀǿΣ WΦΣ WƻƴŜǎΣ {ΦYΦΣ CŜŘŜǊΣ DΦ όнлнлύ άCǊƻƳ ǘŀōƻƻ ǘƻ ǊƻǳǘƛƴŜέΥ ŀ ǉǳŀƭƛǘŀǘƛǾŜ 
evaluation of a hospital-based advocacy intervention for domestic violence and abuse. BMC Health Serv 
Res 20, 129. https://doi.org/10.1186/s12913-020-4924-1 
13 NICE (2014) Domestic violence and abuse: how health services, social care and the organisations they work 

with can respond effectively. https://www.nice.org.uk/guidance/ph50/resources/guidance-domestic-violence-

and-abuse-how-health-services-social-care-and-the-organisations-they-work-with-can-respond-effectively-pdf 

https://doi.org/10.1186/s12913-020-4924-1
https://www.nice.org.uk/guidance/ph50/resources/guidance-domestic-violence-and-abuse-how-health-services-social-care-and-the-organisations-they-work-with-can-respond-effectively-pdf
https://www.nice.org.uk/guidance/ph50/resources/guidance-domestic-violence-and-abuse-how-health-services-social-care-and-the-organisations-they-work-with-can-respond-effectively-pdf
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Chapter 1: Introduction  
 

1.1 Background   

The Roadmap programme of interventions in domestic violence and abuse (DVA) was developed in 
response to increasing concerns that DVA provision in England was inadequate to meet need, often 
difficult for survivors to access and ǳƴǊŜǎǇƻƴǎƛǾŜ ǘƻ ǎǳǊǾƛǾƻǊǎΩ ƴŜŜŘǎΣ ŜǎǇŜŎƛŀƭƭȅ ŦƻǊ ǘƘƻǎŜ ǎǳǊǾƛǾƻǊǎ 
with complex/multiple needs or multiple barriers to receiving services (AVA and Agenda 2019; 
House of Commons Home Affairs Committee 2018; Barter et al 2018). Funded by the Big LotteryΩǎ 
Women and Girls InitiativeΣ ²ƻƳŜƴΩǎ !ƛŘ Federation England (WAFE) and SafeLives (SL) collaborated 
over five years (2016-21) to develop and implement the Roadmap Programme which was designed 
to transform the lives of women and girls through systemic change to policy, practice and 
commissioning so promoting early intervention and reducing the prevalence, impact and tolerance 
of domestic violence and abuse (DVA). The Roadmap aimed to build evidence that can be used by 
frontline services, the community, commissioners, funders, and policy makers to support women 
and girls affected by DVA. 

The independent evaluation of the Roadmap Programme was undertaken by researchers from the 
Connect Centre for International Research on Interpersonal Violence and Harm at the University of 
Central Lancashire (UCLan) in partnership with the University of East London, Manchester 
Metropolitan University and Bangor University. The evaluation (2017-21) adopted a realist approach 
(Pawson and Tilley 1997) which examines what works for whom in what setting. This approach takes 
account of context, audiences and mechanisms of change as well as measuring outcomes and seeks 
to make theories of change explicit. The approach was well suited to the Roadmap programme 
which included a range of interventions delivered in five different sites to a variety of groups 
including survivors, their children, professionals delivering front-line services to DVA survivors and 
community volunteers.  

 

1.2 The Roadmap Programme 
 
WAFE and SL had common goals for the Roadmap programmes which entailed making DVA services 
ƳƻǊŜ ŀŎŎŜǎǎƛōƭŜ ŀƴŘ ǊŜǎǇƻƴǎƛǾŜ ǘƻ ǎǳǊǾƛǾƻǊǎΩ ƴŜŜŘǎΦ .ƻǘƘ aimed to develop holistic approaches for 
those experiencing DVA ǘƘŀǘ ǿŜǊŜ ƛƴŦƻǊƳŜŘ ōȅ ǎǳǊǾƛǾƻǊǎΩ ǾƛŜǿǎ ŀƴŘ ōƻǘƘ organisations were 
committed to achieving wider system change in the sites where the programmes were delivered.  
However, the routes by which the two organisations planned to reach their goals were different 
although complementary.  

²!C9Ωǎ Change that Lasts (CtL) programme was intended to develop ŀ ΨǿƘƻƭŜ ŎƻƳƳǳƴƛǘȅ ǊŜǎǇƻƴǎŜΩ 

that would increase responsiveness to DVA services at three levels: i) the community (Ask Me), ii) 

frontline professionals in organisations that were not specialist DVA organisations (Trusted 

Professional) and iii) services delivered by DVA specialist organisations to those experiencing DVA 

(VOICES).14 The two central programme aims were to combat gender-neutral discourses of DVA, 

since WAFE understand DVA as a gendered crime, and to strengthen a needs-based, strengths-based 

approach to working with women and children experiencing DVA. Women and girls would benefit 

from holistic coordinated approaches and would play an enhanced role in shaping services to meet 

their needs. Delivered in three sites ς Sunderland, Nottingham and Nottinghamshire 

 
14 See https://www.womensaid.org.uk/wp-content/uploads/2020/11/Change-That-Lasts-Impact-Briefing-1.pdf 
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(Nottingham/shire) and Surrey ς the programme had three core components targeted on different 

audiences. The Ask Me intervention aimed to address cultural and attitudinal barriers to change and 

increase awareness and responsiveness to DVA through training and supporting Community 

Ambassadors or volunteers in local communities15. Trusted Professional combined training with 

organisational development to increase expertise and responsiveness among frontline professionals 

working in non-specialist DVA settings such as social care, health, housing and benefit services. The 

VOICES intervention was designed to introduce a trauma-informed approach centred on the survivor 

delivered by practitioners in specialist DVA organisations.  

Ask Me and Trusted Professional had both been developed and piloted in other sites prior to the 
Roadmap Programme16, although considerable rethinking and revision of both programmes, 
especially Trusted Professional, occurred during the evaluation, stimulated in part by early 
evaluation findings. VOICES was developed in the course of the Roadmap programme and its 
implementation therefore occurred later in the programme and unfortunately coincided with the 
restrictions imposed by Covid-19 (for more detail see Chapter 6). 

The SafeLives Programme, designed by SafeLives, alongside Pioneers (survivors and experts by 
experience) and specialist frontline DVA partners, comprised an integrated suite of multiple 
interventions that would allow survivors and their families to access five different interventions 
within the same organisation. Two independent services, in Norwich and West Sussex (Worthing, 
Adur, and Crawley), were commissioned to deliver the interventions, hereafter referred to as the 
SafeLives Co-Designed Pilots (SLCDP). These interventions were tailored to the needs of different 
groups so that survivors and their families could move between and through them on their journey 
ǘƻ ǊŜŎƻǾŜǊȅΦ ¢ƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴ ŀƛƳŜŘ ǘƻ ōǊŜŀƪ Řƻǿƴ ǎƛƭƻǎ ōŜǘǿŜŜƴ ǎŜǊǾƛŎŜǎ ŀƴŘ ŘŜƭƛǾŜǊ ŀ ΨǿƘƻƭŜ 
famƛƭȅΩ ǎŜǊǾƛŎŜ ƛƴŦƻǊƳŜŘ ōȅ 5±! ǎǳǊǾƛǾƻǊǎΩ ǾƛŜǿǎΦ ¢ƘŜ SLCDPs were targeted at those assessed as at 
medium risk of harm; people who wanted to remain in their relationships; those with complex 
needs; survivors recovering from abuse and children and young people. SLCDP services were 
designed to complement and work with existing provision for survivors at the highest risk from 
abuse. A wide range of individual and group interventions was utilised and training and skills 
development were provided to partner agencies. 

Whole System Change ς ōƻǘƘ {ŀŦŜ[ƛǾŜǎ ŀƴŘ ²ƻƳŜƴΩǎ !ƛŘ were committed to working in partnership 
with local organisations in each site and the Roadmap Programme sought to transform the local 
landscape of service provision, strengthen pathways between services and improve collaboration. 
Whole System Change aims included increasing the role of survivors in the production of services 
and mobilising change across local communities and services so that, in line with the aims of the Big 
Lottery funding programme, women and girls experiencing DVA were supported by holistic and 
coordinated approaches that increased safety, early intervention and resilience. 

 
1.3 The Evaluation 

The evaluation was designed to both measure change achieved by the specific interventions 
designed by WAFE and SL and to examine whether and how wider system change was achieved in 
the five sites where the Roadmap programme was delivered. The study aimed to explore those 
factors that facilitated or impeded change both for specific interventions and at the wider level of 
the whole system. Social Return on Investment analysis was included in the evaluation. The 

 
15 While there is no contractual arrangement between Ambassadors and WAFE, for the purposes of this 
evaluation, Ask Me Ambassadors are conceptualised as volunteers as their activities are voluntary and fit the 
bŀǘƛƻƴŀƭ /ƻǳƴŎƛƭ ƻŦ ±ƻƭǳƴǘŀǊȅ hǊƎŀƴƛǎŀǘƛƻƴΩǎ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ǾƻƭǳƴǘŜŜǊǎ. 
16 See: https://www.womensaid.org.uk/our-approach-change-that-lasts/about-change-that-lasts/ 

https://www.womensaid.org.uk/our-approach-change-that-lasts/about-change-that-lasts/
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experiences of diverse groups of survivors informed the design and practice of the research as well 
as being a primary focus for study. 

The evaluation was undertaken over 45 months between October 2017 and June 2021. This time 
span allowed for change to be captured and iterative feedback provided by the Evaluation team to 
WAFE and SL in the course of the study was used to refine and redesign some elements of the 
interventions. The Evaluation Team and representatives of WAFE and SL met regularly to review the 
progress of the study and a series of interim reports was produced. An Expert Advisory Group 
offered advice and access to relevant networks. A {ǳǊǾƛǾƻǊǎΩ !ŘǾƛǎƻǊȅ DǊƻǳǇ also advised the 
research team and assisted the recruitment of Survivor Researchers who worked alongside the 
Evaluation Team researchers on some aspects of the study. 
 
1.3.1 Achievements and Challenges 

Demands on front-line staff in the intervention sites, together with other monitoring responsibilities 
and, in some cases, limited administrative support, contributed to difficulties in capturing outcome 
measures from service users. Providing these measures in online formats was effective in some 
cases but not in others.  The Evaluation Team worked closely with front-line staff to increase returns 
of measures and front-line staff made considerable efforts to assist the study in this respect.  

The restrictions imposed by Covid-19 in 2020 placed substantial pressure on staff delivering 
Roadmap services and required the Evaluation Team to adopt new and safe approaches to remote 
data collection. Together, these circumstances created barriers to recruiting survivor participants, 
obtaining their consent and completing research measures and interviews. Moreover, restrictions on 
movement, together with childcare responsibilities, made it harder for survivors to respond to 
requests to provide consent for research participation and participate in the study. Difficulties in 
collecting data from children and young people under Covid-19 restrictions led to the development 
ƻŦ ƴŜǿ ŀǇǇǊƻŀŎƘŜǎ ǘƘŀǘ ŜƴǎǳǊŜŘ ǘƘŀǘ ŎƘƛƭŘǊŜƴΩǎ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ǇŜǊǎǇŜŎǘƛǾŜǎ ǿŜǊŜ ƛƴŎƭǳŘŜŘ ƛƴ 
the study. In addition to introducing adaptations to the evaluation plan and tools in response to 
Covid-19, the Evaluation incorporated questions that addressed the experience of delivering and 
receiving DVA services under lockdown and was able to examine the ways in which Roadmap 
services adapted to the pandemic. 
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Chapter 2: Evaluation Methods 
 

This was a complex mixed methods evaluation which aimed to capture outcomes but also to provide 
in-depth accounts from those using, designing and delivering services that would illuminate the 
facilitators and barriers to change and provide case studies and accounts that would contribute to  
and influence wider change. Care was taken to ensure that the views of survivors and their children 
were central to research design. The realist evaluation approach adopted takes an iterative 
approach to construction of theories of change (Pawson 2013) and this thinking underpinned the 
ongoing dialogue between the independent evaluators and the two organisations designing and 
delivering the Roadmap interventions.  

Figure 2.1 shows the key components of the Roadmap Evaluation with the different components of 
the study feeding into the synthesis stage which produced the final evaluation. 

Figure 2.1 The Roadmap Evaluation 

 

2.1 Evaluation of Specific Interventions across both Programmes 

2.1.1. Evaluating Direct Work with Survivors and Children 

1. Data on referrals, service uptake, engagement, service use, delivery and outcomes available 
from WAFEΩǎ OnTrack and {[Ωǎ Insights data management and collection systems were 
analysed to provide a picture of the reach and nature of the work undertaken in the 
evaluation period, as well as capturing survivorsΩ ŀƴŘ ǎǘŀŦŦ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜǎΦ  

2. In total, 98 survivors and children were interviewed (or participated in focus groups for 
those taking part in group programmes) about their perceptions of the services received 
from the Roadmap Programme. Programme staff ŜƭƛŎƛǘŜŘ ǎǳǊǾƛǾƻǊǎΩ consent for interviews 
and facilitated arrangements for interviews. While some early interviews took place face-to-
face, the majority were completed by phone or online due to Covid-19 restrictions. 
Difficulties in recruiting children to interview, especially under Covid-19 restrictions, resulted 
in a case study approach being adopted for the evaluation of the SLCDP in respect of their 
work with children and this assisted in building a rounded picture of work undertaken with 
children and their families (see Chapter 8 for more detail). 
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3. Outcome measures assessing wellbeing, safety and health were completed by survivors at 
baseline (within ǘƘŜ ǎŜǊǾƛŎŜΩǎ initial assessment period) and then at two or three follow-up 
points (dependent on the length of the intervention) by all survivors who consented to do 
so. Programme staff administered the outcome measures in the form of either a hard copy 
or an on-line survey, with the evaluation team following up at Time 3 where consent to do 
so and the assurance that it was safe to do so had been received. During 2020, Covid-19 
restrictions resulted in survivors completing some measures online or via telephone calls 
with the researchers. 

 
2.1.2. Outcome Measures 

The Evaluation Team developed a composite outcome measure (see Appendix 2) which included a 
mixture of tested measures and bespoke questions. Used with survivors from both programmes, it 
was designed to be accessible and quick to complete and addressed the following: 

¶ Wellbeing (Short Warwick-Edinburgh Mental Well-Being Scale) (SWEMWBS) (Stewart-Brown 
et al, 2009) 

¶ {ŀŦŜǘȅ ό9ǾŀƭǳŀǘƻǊǎΩ ƻǿƴ ǎŎŀƭŜ adapted from Wellbeing and Safety questions, part of the Space 
for Action scale in Kelly et al, 2014) 

¶ Control and Coping questions from REVA (Responding Effectively to Violence and Abuse) (Kelly 
et al 2014) scale 

¶ Health (EQ-5D-3L) (EuroQol Research Foundation, 2018) and visual analogue scale (VAS 
thermometer) 

¶ Perceptions of service as supportive and enabling  

¶ Confidence and Optimism 

An additional outcome measure was designed for use with children in SLCDP sites and this included 
the health measure CHU-9D (Stevens, 2012) which has been validated for use with children aged 7-
11 (Furber and Segal, 2015). 

 

2.1.3 Evaluating the Ask Me and Trusted Professional Interventions for Volunteers and Professionals 
in Frontline Organisations 

Evaluation of both these interventions included: 

1. Pre/post training questionnaires to assess whether knowledge, beliefs, confidence and skills 

had changed immediately after training.  

2. Follow-up telephone interviews with training participants at 3-6 months post-training.  

3. For Ask Me, analysis of Expression of Interest (EOI) data and How Are You Getting On 

(HAYGO) forms.  

4. Interviews with WAFE trainers and coordinators and with senior managers. 
 

2.2 Whole System Change 

Five data sources were used for the whole system evaluation which took a similar form across both 
programmes (with some variations where appropriate):  

1. Routinely collected demographic and service data contributing to building site profiles which 
provided a picture of context and trends in the designated sites.  These were first produced in 
2019, when they were shared with WA and SL, and were updated in 2020 (see Appendix 1).  

2. An online survey of a wide range of community organisations in the five sites was completed 
in Spring 2018 to create a baseline picture of DVA need and service provision.  
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3. Telephone interviews (16) were undertaken with other DVA organisations in the five sites in 
Summer 2018 to provide depth and expertise.  

4. Social Network Analysis (Gillieatt et al 2015; Sabot et al 2017) designed to identify the 
ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ƴŜǘǿƻǊƪǎ ŀƴŘ ǇŀǘǘŜǊƴǎ ƻŦ ƛƴŦƭǳŜƴŎŜ ŀǎ ǿŜƭƭ ŀǎ ǊŜŦŜǊǊŀƭ ǇŀǘƘǿŀȅǎ was 
undertaken. The analysis was based on interview questions completed by 27 staff members 
(including managers) across the five sites (these questions were integrated into other staff 
interviews to minimise demands on staff) in 2019/20. These interviews were followed up by 
two online surveys in 2020 asking staff about network ties and referral patterns.  

5. Stakeholder meetings were held in 2019 and 2020 in all five sites to capture the views of local 
stakeholders with respect to the implementation and impact of each programme. Key local 
stakeholders were identified with the assistance of local co-ordinators and programme staff. 

6. A survey of all programme staff and interviews with senior managers, both completed in 2020, 
provided their perspectives on system change. This survey included questions on workplace 
and workload ŘǊŀǿƴ ŦǊƻƳ ǘƘŜ IŜŀƭǘƘ ŀƴŘ {ŀŦŜǘȅ 9ȄŜŎǳǘƛǾŜΩǎ Management Survey.17 
 

2.3 Social Return on Investment Analysis (SROI) 

Social Return on Investment (SROI) analysis is widely used in Public Health to evaluate services and 
interventions. It allowed the Evaluation to take account of a wide range of stakeholders and to 
consider the outcomes for a much broader set of stakeholders than more traditional methods used 
in Health Economics. The Cabinet Office (2012) guide for SROI as recommended by the SROI 
Network and the New Economics Foundation informed this aspect of the evalution. 

Hard outcomes are reported widely using traditional methods of evaluation and are easier to report 
as they use numerical data to demonstrate differences. Soft outcomes are more difficult to report, 
as they often depend on subjective measures such as changes in confidence or behaviour. SROI 
offers the opportuity to report hard and soft outcomes in tandem, resulting in an evaluation that 
reveals the difference an intervention can make not just in figures, but in terms of the difference the 
intervention has made to the person, community and wider stakeholders.  

The SROI drew on data provided by WA and SL in respect of:  

¶ Staff wages 

¶ Staff training 

¶ Overheads (property, utilities, IT, etc.) 

¶ Intervention materials (course materials, support and development materials etc.)  

¶ Start up and running costs of the programmes 

¶ Other costs (including any local matched funding) associated with running and developing 
the programmes 

The SROI also drew on the outcome measures completed by those using Roadmap services and on 
the wide range of interviews, stakeholder groups and survey data collected in the course of the 
Evaluation. The analysis enabled us to assign a monetary value to any outcome. The monetised 
outcomes were compared to the total cost of administering and running the interventions, and 
resulting in an SROI metric showing the social value generated for every £ spent on the programme.  

The methodological approach for this economic analysis included the development of an SROI 
Impact Map. This is a spreadsheet that explores the relationship between the inputs (the resources 
used for the programmes), the outputs (the programmes themselves), and the observed outcomes. 

 
17 https://www.hse.gov.uk/stress/standards/step2/surveys.htm  
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By identifying a wide range of stakeholders, it is possible to explore the potential costs and cost 
savings across sectors which may be attributed to these programmes.  We used widely available 
national data to demonstrate where spending may increase or decrease. 

 

2.4 Working with Survivor Researchers 

 

Lƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ ǇǊƛƴŎƛǇƭŜǎ ŀǊǘƛŎǳƭŀǘŜŘ ƛƴ ǘƘŜ wŜǎŜŀǊŎƘ LƴǘŜƎǊƛǘȅ CǊŀƳŜǿƻǊƪ ό²ƻƳŜƴΩǎ !ƛŘ нлнлa) and 
with ōƻǘƘ ²!C9Ωǎ ŀƴŘ {[Ωǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ Ŏƻ-producing knowledge with survivors, survivors were 
actively involved in the Evaluation, both in an advisory capacity and, more actively, as survivor 
ǊŜǎŜŀǊŎƘŜǊǎΦ  ¢ƘŜ ŦƛǊǎǘ {ǳǊǾƛǾƻǊǎΩ !ŘǾƛǎƻǊȅ DǊƻǳǇ aŜŜǘƛƴƎ ǿŀǎ ƘŜƭŘ ŜŀǊƭȅ ƛƴ ǘƘŜ ǎǘǳŘȅΩǎ ƭƛŦŜ ƛƴ aŀǊŎƘ 
2018 and the plan was to recruit and train survivor researchers subsequent to that group.  However, 
this timetable was insufficiently aligned with programme implementation and the time-lag between 
the first tranche of training being delivered to survivor researchers in 2018 and opportunities 
becoming available to involve survivor researchers in interviewing and focus group work in 
2019/2020, together with difficulties in transferring and storing confidential data, resulted in 
additional survivor researchers  being recruited via specialist DVA organisations in Lancashire in 
2019. This approach allowed for increased support to be available for survivor researchers and 
aimed to facilitate data protection and secure data transfer. The project followed good practice in 
respect of preparing, informing and supporting survivor researchers as laid out at www.invo.org.uk. 
 

Five survivor researchers were recruited with the assistance of WAFE and SL, the SurvivorǎΩ !ŘǾƛǎƻǊȅ 
DǊƻǳǇ ŀƴŘ Ǿƛŀ ǘƘŜ /ƻƴƴŜŎǘ /ŜƴǘǊŜΩǎ ƭƛƴƪǎ ǿƛǘƘ ƭƻŎŀƭ domestic abuse services in Lancashire. Survivor 
researchers were defined as women with experience of DVA who had received specialist DVA 
services. Co-production with survivor researchers harnesses their Ψexpertise through experienceΩ and 
can develop their skills and confidence as well as ensuring that research is sensitive to the 
communities and issues researched. These survivor researchers received training in December 2018, 
September 2019 and September 2020 as well as individualised training and support to equip them to 
contribute to the research.  Meetings and training events were followed up by regular contact with 
the research team to update on study progress. The survivor researchers were involved in data 
analysis workshops, undertaking telephone interviews and the co-facilitation of focus groups in 
2020. 
 
While not all those who volunteered as survivor researchers were able to sustain their involvement 
with the study due to a variety of issues, including the restrictions imposed by the pandemic, those 
survivor researchers who worked on the Roadmap Evaluation reported that they enjoyed their 
involvement and they contributed valuable insights to data analysis.  Their involvement in 
interviewing and focus groups ensured that the language utilised was appropriate and their 
involvement elicited useful data. 
 
Key learning points from the involvement of survivor researchers in the Evaluation were as follows: 

¶ Clarity regarding implementation timetables is required so that recruitment and training of 

survivor researchers can be aligned with research tasks and long gaps between training and 

researching are avoided.  

¶ Continuing engagement with survivor researchers between research tasks is key to 

successful retention ς a named member of the research team who builds rapport and 

facilitates survivor engagement with the study is valuable. 

¶ It is essential to ensure that adequate support mechanisms are in place should survivor 

researchers require them. 

 

http://www.invo.org.uk/
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¶ Recruiting and supporting survivor researchers needs to be adequately resourced: this 

entails ensuring that research budgets allow sufficient time for engagement work as well as 

compensating survivor researchers for their time. 

¶ Ensuring that data collected and transferred by survivor researchers is consistent with 

ethical and GDPR requirements requires consideration and planning. 

 
 

2.5 Ethical Issues 
 
¢ƘŜ ¦ƴƛǾŜǊǎƛǘȅ ƻŦ /ŜƴǘǊŀƭ [ŀƴŎŀǎƘƛǊŜΩǎ wŜǎŜŀǊŎƘ 9ǘƘƛŎǎ /ƻƳƳƛǘǘŜŜ scrutinised all aspects of the study, 
reviewing and approving different stages of the evaluation on an ongoing basis as tools were 
designed and tested. 

Sensitivity to the ethical issues involved in conducting research with individuals who have 
experienced or who are at risk of experiencing DVA along with other forms of gendered abuse 
ό²ƻƳŜƴΩǎ !ƛŘ нлнлύΣ was sustained throughout the research. The participating sites and individuals 
were provided with appropriately formatted information about the Evaluation and were informed 
that data was confidential and anonymised. Individual participants were assigned a numerical 
identifier to ensure their anonymity and interviewing procedures (including those introduced to 
facilitate remote interviewing under Covid-19) were developed to ensure that interviews could take 
place safely without being overheard.  

All data collected in the course of this study has been securely stored. No data that could identify a 
particular individual is included in any outputs or publications and all quotations used in this report 
have been anonymised. 
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Chapter 3: The Roadmap Context    
 

This chapter sets the context for the evaluation by firstly describing key characteristics of the five 
Roadmap sites: Nottingham and Nottinghamshire, Sunderland and Surrey (WAFE), Norwich and 
West Sussex (SLCDPs). Secondly, we draw on stakeholder groups, a baseline survey of local 
community organisations and interviews with specialist domestic abuse organisations completed in 
2018/19 in all sites to paint a picture of commissioning, service provision, local awareness and 
responsiveness to DVA in all five sites. Chapter 9 examines evidence for change in the whole system 
across the Roadmap sites in 2020. All site profiles were last updated in January 2021.   

3.1 The Five Roadmap Sites  
 
The five site profiles (see Appendix 1) provide an overview of the main characteristics of each 
location where the Roadmap interventions were delivered (see Figure 3.1).  Data sources and 
citations are included in the full site profiles in Appendix 1. In some instances, we report on the city 
of Nottingham and Nottinghamshire separately due to substantial differences and in some instances 
only county-wide level data was available.  

Figure 3.1 Map of Roadmap Sites  
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3.1.1 Population Demographics 

Size: Surrey has the largest population of the five sites - over 1 million - Nottinghamshire and West 
Sussex have approximately three-quarters of a million people, while Sunderland and Norwich both 
have under 300,000, with Norwich having the smallest population (140,000). However, we need to 
note that these figures are based on the 2011 Census which is now very dated. 

Age: The average age across all five sites was between 33 and 45. In West Sussex , Sunderland, 
Surrey and Nottinghamshire the average age was slightly above the national average of 40,  while in 
the City of Nottingham and Norwich, it was below the national average, with the City of Nottingham 
having the lowest average age at 30.   

Ethnicity: Sunderland has the lowest Black and minoritised population at 4%, West Sussex, Norwich, 
Surrey and Nottinghamshire all have between 7% and 10%, whilst the City of Nottingham has the 
highest level of Black and minoritised groups making up roughly 35% of the population. Surrey was 
estimated to have the fourth largest Gypsy, Roma and Traveller community in Britain in 2014. In 
three sites, 90% of the population spoke English. 

3.1.2 Location 

Sunderland, Norwich and Nottingham are all urban locations, Nottinghamshire, West Sussex and 
Surrey have a mixture of urban and semi-rural (with rural locations in parts of Nottinghamshire).  

3.1.3 Disadvantage  

Poverty: Sunderland, Nottingham and Norwich have very high to high levels of poverty, while Surrey 
and West Sussex have low levels of poverty although, in West Sussex, there are variations across the 
county with some pockets of deprivation. Nottinghamshire, excluding Nottingham, has a more 
mixed picture of very high and very low poverty. Child poverty reflects this pattern across the five 
sites.  

Employment: Unemployment is higher than the national average in Sunderland, Nottingham and 
Norwich and lower than the national average in West Sussex and Surrey. 
 
Housing: Levels of social housing are highest in Nottingham, Sunderland and Norwich which are all 
substantially above the national average, whilst Surrey, West Sussex and Nottinghamshire are below 
the national average. 
 
3.1.4 Crime 

Overall, total recorded crime is substantially above the national average in Northumbria and slightly 
above the national average in Nottinghamshire and below the national average in Surrey, Sussex and 
Norfolk. For crimes involving violence against a person, Northumbria and Nottinghamshire are above 
the national average. Similarly, in relation to stalking and harassment and sexual offences, 
Northumbria and Nottinghamshire are both slightly above the national average.  

3.1.5 Health  

Nottingham City and Sunderland had a lower life expectancy for women and men compared to the 
national average in England, Norwich and Nottinghamshire and women in West Sussex were broadly 
comparable to the national average while men and women in Surrey and men in West Sussex had 
higher than average life expectancy.  
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3.1.6 Brexit  

Sunderland, East Midlands (including Nottingham) and West Sussex voted to leave membership of 
the EU; Norwich and Surrey voted to remain.  

3.1.7 Domestic Violence and Abuse 

There is considerable variation and inconsistency in the publicly available data making it difficult to 
provide a robust overview of DVA rates across the five sites. Police data is likely to be an 
underestimate of prevalence rates as not all experiences of DVA are reported. 

Police Reported DVA:   

Table 3.1 Combined domestic abuse-related incidents and offences 2016/17 & 2019/2020 
 

  2016-2017 2019-2020 

  Number Rate/1000 Number Rate /1000 

Surrey 13,179 11 13,777 12 

Nottinghamshire 14,228 13 20,628 18 

Sussex 23,559 14 29,004 17 

Norfolk 15,880 18 17,835 20 

Northumbria 30,534 21 41,992 29 

 

Surrey had around 3,000 DVA crimes and incidents reported to the police between 2016 and 2017 
and between 2019 and 2020, although this varied significantly across the county, equating to 12 DVA 
incidents per 1,000 population in 2020.  

Nottinghamshire police recorded just over 14,000 DVA crimes from 2016 to 2017, with a greater 
concentration in Nottingham, this increased to almost 21,000 between 2019 and 2020, equating to 
18 DVA incidents per 1,000 population.  

West Sussex had 23,559 DVA incidents and crimes reported to Sussex police between 2016 and 2017 
2017, rising to 29,000 between 2019 and 2020, equating to 17DVA incidents per 1,000 population.   

Norfolk had almost 16,000 DVA incidents and crimes reported to the police between 2016 and 2017, 
rising to nearly 18,000 between 2019 and 2020, equating to 20 DVA incidents per 1,000 population.   

Northumbria constabulary area had around 30,000 DVA incidents and crimes reported to the police 
between 2016 and 2017, rising to almost 42,000 in 2019 to 2020; equivalent to 29 DVA incidents per 
1000 population. However, wide variations were found between different areas ranging from 9 to 52 
DVA incidents per 1000 population.   

Overall, police reported DVA Incident rates ranged from 12 to 28 per 1,000 with Northumbria, 
Norfolk and Nottinghamshire having the highest levels.     
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Multi-Agency Risk Assessment Conferences (MARAC) referrals: 

Table 3.2 Referrals to Marac 2016/17 & 2018/2019 

 

 2016-2017 2018-2019 

 Rate/1000 Rate /1000 

Surrey 15 23 

Nottinghamshire 30 41 

Sussex 28 37 

Norwich  37 45 

Sunderland  52 60 

 

Although Marac data is not directly comparable to police incidents, since it incorporates only high-
risk cases, some area differences and dates, in each site, DVA referrals to Maracs per 1,000 were 
higher than official police reports indicating under-reporting in the police data. Marac referrals 2018-
2019 ranged from 23-60 per 1,000, with Sunderland, Norwich and Nottinghamshire having the 
highest levels, reflecting the Police data.    

Marac Disability Data: Across all sites Maracs reported the number of survivors who had a disability,  
Nottingham reported the highest proportion with an increase from 19% to 36% over a three year 
period (2016 to 2019), West Sussex had the second highest proportion of survivors with a disability 
(20% in 2018-2019), followed by Norwich (16%).  
 
DVA Homicide: Between two and twelve domestic homicides were recorded between 2016 and 2018 
across the five sites, Surrey and West Sussex recorded the most domestic homicides and Norfolk the 
least.   

DVA as a contributing factor to Child in Need Assessments:  Across England, 50.6% of families 
receiving a Children in Need assessment had domestic violence as a factor. Nottinghamshire, 
including Nottingham, and Surrey reported comparable DVA factors in their Children in Need 
assessments whilst Norwich, Sunderland and West Sussex reported slightly higher DVA rates (55% 
56% and 61% respectively).  

DVA Services: These are services provided by specialist DVA staff working in the independent sector 
who have a gendered understanding of DVA. 

Overall changes in DVA Provision 2016-2020: Routes to Support18 data showed that rates of DVA 
service provision remained roughly the same or increased slightly in this four -year period across all 
five sites. However, this does not necessarily mean that services had sufficient staffing capacity to 
respond to need. Looking at the recommended minimum number of Independent Domestic Violence 
Advisors (Idvas) for each area, as calculated by SafeLives, only Nottinghamshire and West Sussex had 
above the minimum recommended staffing levels, while all other sites had below the minimum 
levels, with Surrey having the lowest at only 31% (SafeLives Practitioners Survey 2018-2019, 

SafeLives 2020a). During this period, reductions in the value of funding contracts were an ongoing 

 
18 Routes to Support is the UK violence against women and girls service directory run in partnership with 
²ƻƳŜƴΩǎ !ƛŘ CŜŘŜǊŀǘƛƻƴ ƻŦ bƻǊǘƘŜǊƴ LǊŜƭŀƴŘΣ {ŎƻǘǘƛǎƘ ²ƻƳŜƴΩǎ !ƛŘ ŀƴŘ ²ŜƭǎƘ ²ƻƳŜƴΩǎ !ƛŘ 
https://www.womensaid.org.uk/routes-to-support/  

https://www.womensaid.org.uk/routes-to-support/
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concern for local DVA services with Samuel (2021) noting that in 2019-20, 59% of local authorities 
introduced a real-time cut to their DVA funding. This affected four out of the five Roadmap sites. 

Refuge spaces: All sites, except Sunderland, lacked the expected level of refuge spaces, although it is 
important to note that refuge provision is a national resource.  

 

3.1.8 Covid-19   

During the Covid-19 pandemic, the need to stay at home increased the likelihood of women and 
children experiencing DVA. Survivors have indicated that abuse has intensified during the lockdown, 
with access to support reduced ό²ƻƳŜƴΩǎ !ƛŘ 2020b, SafeLives 2020a). Regional differences in 
lockdowns meant that Sunderland, and to a lesser extent Nottingham, experienced greater amounts 
of time in the higher and more restrictive tiers, compared to the other three sites. In all sites, DVA 
services were required to pivot to providing services remotely while experiencing staff shortages due 
to the pandemic. 
 
3.1.9 Specific site factors 
 
Sussex 

¶ Lƴ aŀȅ нлмфΣ ²Ŝǎǘ {ǳǎǎŜȄ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ ǿŀǎ ǊŀǘŜŘ ŀǎ ΨƛƴŀŘŜǉǳŀǘŜΩΣ ǿƛǘƘ frequent 
changes in workforce19, particularly at a corporate and management level, being part of the 
problem. The impact this had on children and families was described as ΨǇǊƻŦƻǳƴŘΩ20.  

¶ PEEL (Police Effectiveness, Efficiency and Legitimacy) Inspection 2020: in February 2020, Sussex 
Police was inspected by HM Inspectorate of Constabulary, with the force being rated 
ǎŀǘƛǎŦŀŎǘƻǊȅ ƛƴ Ƴƻǎǘ ŀǊŜŀǎΣ ōǳǘ ΨƛƴŜŦŦŜŎǘƛǾŜΩ ŀǘ ǇǊƻǘŜŎǘƛƴƎ ŘƻƳŜstic abuse victims21 (similar 
concerns were raised in an inspection in 2016). 

¶ Sussex Police Response to Domestic Abuse: during Lockdown {ǳǎǎŜȄ /ƻƴǎǘŀōǳƭŀǊȅΩǎ ǊŜǎǇƻƴǎŜ to 
domestic abuse during lockdown was recognised nationally in the GovernmentΩs ΨIƛŘŘŜƴ IŀǊƳǎ 
ǎǳƳƳƛǘΩ ƘŜƭŘ ƛƴ aŀȅ нлнл.   

Sunderland  

¶ Sir Paul Ennals, the independent chairman of Sunderland Safeguarding Children Board, argued 
that Sunderland DVA rates were higher than the rest of the country and identified high levels of 
local tolerance of DVA as a contributing factor. 

¶ In 2018, the BBC News22 published an article detailing the rise of far-right activism in 
Sunderland and their attempt to hijack the Violence against Women and Girls agenda to their 
own campaigns.  

Surrey  

¶ New Refuge: The Surrey Domestic Partnership used funding from the Coronavirus Respond 
Fund to establish a new refuge, which immediately supported eight families and has space for 
up to 20.  

  

 
19 https://www.communitycare.co.uk/2019/05/10/staff-turnover-council-failure-meet-social-work-standards-
ofsted-finds/  
20 https://www.bbc.co.uk/news/uk-england-sussex-48202585  
21 https://www.bbc.co.uk/news/uk-england-sussex-51415430  
22 https://www.bbc.co.uk/news/uk-46635022  

https://www.womensaid.org.uk/covid-19-resource-hub/#1585739910691-6b8d326b-5792
https://www.cfsurrey.org.uk/coronavirus-response-fund-domestic-abuse/
https://www.communitycare.co.uk/2019/05/10/staff-turnover-council-failure-meet-social-work-standards-ofsted-finds/
https://www.communitycare.co.uk/2019/05/10/staff-turnover-council-failure-meet-social-work-standards-ofsted-finds/
https://www.bbc.co.uk/news/uk-england-sussex-48202585
https://www.bbc.co.uk/news/uk-england-sussex-51415430
https://www.bbc.co.uk/news/uk-46635022
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Nottingham 

¶ In February 2020, councillors announced23 that over the next four years, £1,554,746 would be 
available to help support adults and children affected by domestic abuse. This would help fund 
a free 24-ƘƻǳǊ ƘŜƭǇƭƛƴŜΣ ¸ƻǳƴƎ tŜƻǇƭŜΩǎ ±ƛƻƭŜƴŎŜ !ŘǾƻŎŀǘŜΣ ǎǳǇǇƻǊǘ ŀŎŎŜǎǎƛƴƎ ǘƘŜ ŎǊƛƳƛƴŀƭ 
justice system and housing, benefits and welfare support.  

¶ In 2019, the Office of the Police and Crime Commissioner funded the first Stalking Advocacy 
Service24 ƛƴ bƻǘǘƛƴƎƘŀƳΦ ¢ƘŜ ǎŜǊǾƛŎŜΣ ǇǊƻǾƛŘŜŘ ōȅ Wǳƴƻ ²ƻƳŜƴΩǎ !ƛŘΣ bƻǘǘƛƴƎƘŀƳǎƘƛǊŜ 
²ƻƳŜƴΩǎ !ƛŘ ŀƴŘ 9ǉǳŀǘƛƻƴΣ ƻŦŦŜǊǎ ŀ ƻƴŜ-stop support service to victims of stalking who were 
previously excluded from domestic abuse services.  
 

Norfolk  

DVA and its impact featured ƛƴ ǘƘŜ bƻǊŦƻƭƪ {ŀŦŜƎǳŀǊŘƛƴƎ /ƘƛƭŘǊŜƴΩǎ .ƻŀǊŘ !ƴƴǳŀƭ wŜǇƻǊǘ ŦƻǊ 

2017 to 201825. The report identified DVA as a strategic challenge that required a direct 

response from various agencies and services, particularly in relation to preventing children from 

becoming victims. 

¶ Most schools (46/50) in Norwich are signed up to Operation Encompass, the police and 
education early referral partnership (Norfolk SCB Annual Report 2018). 

 

Site Profiles Summary 

Overall, the urban areas of Sunderland, Nottingham, and in some respects Norwich, have higher 
level of deprivation, crime, social housing and greater health inequalities compared to Surrey and 
West Sussex. DVA services have not reduced substantially in the five sites since 2016, although only 
two areas, West Sussex and Nottinghamshire, had above the minimum number of Idvas. A high 
proportion of service users with a disability was reported across all sites, being especially high in 
Nottinghamshire. It is of note that the lowest levels ƻŦ ŎƘƛƭŘǊŜƴΩǎ ǊŜŦŜǊǊŀƭǎ ǘƻ ǎƻŎƛŀƭ ŎŀǊŜ ǿƛǘƘ 5±! ŀǎ 
a contributing factor were in Surrey and Nottinghamshire, with West Sussex the highest at 61%. The 
site profiles provide a useful context for the evaluation and help to illustrate how applicable the 
findings are to other areas. However, any variations in the data reported, for example in Marac 
ŦƛƎǳǊŜǎ ƻǊ ǊŜŦŜǊǊŀƭǎ ǘƻ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜΣ Ŏŀƴƴƻǘ be directly attributed to the Roadmap 
interventions.   

 

3.2 The Baseline Picture across the Five Sites 

3.2.1 Background Information 

The whole system evaluation aims to assess system transformation in the five Roadmap sites, as 
evidenced by i) professional and community awareness of domestic abuse and appropriate 
responses to it and ii) inter-agency communication and strength of partnership working, as well as 
the level of co-ordination underpinning the community response to DVA. This section reports the 
whole system baseline findings drawing on:  
 

¶ The Whole System Survey (WSS) of just under 100 local practitioners and managers 
undertaken in Spring 2018 (see Appendix 3 for participating organisations);  

 
23 https://www.nottinghamshire.gov.uk/newsroom/news/domestic-abuse-funding-update  
24 https://www.nottinghamshire.pcc.police.uk/News-and-Events/Archived-News/2019/PR-717.aspx  
25 https://www.norfolklscb.org/wp-content/uploads/2018/11/NSCB-Annual-Report-2017-18_FINAL.pdf 

https://www.nottinghamshire.gov.uk/newsroom/news/domestic-abuse-funding-update
https://www.nottinghamshire.pcc.police.uk/News-and-Events/Archived-News/2019/PR-717.aspx
https://www.norfolklscb.org/wp-content/uploads/2018/11/NSCB-Annual-Report-2017-18_FINAL.pdf
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¶ Telephone interviews with specialist Domestic Violence and Abuse (DVA) organisations26 
(n=17) in Summer 2018;  

¶ Stakeholder consultation groups in all five sites (n=38) conducted Jan-March 2019. These 
groups were repeated in 2020 (see Table 3.2, Appendix 3 for details of participating 
stakeholders);  

¶ Social Network Analysis undertaken with staff in Roadmap sites 2019-20 to identify the 
ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ƴŜǘǿƻǊƪǎ ŀƴŘ ǇŀǘǘŜǊƴǎ ƻŦ ƛƴŦƭǳŜƴŎŜ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ǘȅǇŜ ŀƴŘ ƴŀǘǳǊŜ ƻŦ ǊŜŦŜǊǊŀƭǎ 
and referral pathways. The findings are reported in Chapter 9.  

 
3.2.2 Funding Context 

The programme of austerity, initiated in 2010 by the Conservative and Liberal Democrat coalition 
government, sought to eliminate the financial deficit by reducing government funding for services. 
This was widely viewed by stakeholders as resulting in limited, short-term funding for specialist DVA 
organisations and they noted that this coincided with statutory organisations raising thresholds for 
service provision. The knock-on impact as reported by DVA service providers was that they were 
working with women with more entrenched and complex/multiple needs, due partly to limited 
capacity in other services:   

ΧǘƘŜ ƴŀǘǳǊŜ ƻŦ ǘƘƻǎŜ ƴŜŜŘǎ ǘƘŀǘ ǘƘŜȅ ŎƻƳŜ ǘƻ ǳǎ ǿƛǘƘ ŀǊŜ ƳǳŎƘ ƳƻǊŜ ŎƻƳǇƭŜȄ ǘƘŀƴ ǘƘŜȅ ǳǎŜŘ ǘƻ 
ōŜΧ ǘƘǊŜǎƘƻƭŘǎ ǿƛǘƘ ǎǘŀǘǳǘƻǊȅ ŀƎŜncies now are so high that often they're not able to meet those 
thresholds and/or services have been withdrawn, particularly around mental health, substance 
ŀōǳǎŜ ŀƴŘ ŀƭƭ ǘƘŀǘΧΦ (Participant 11, DVA Specialist Service Interview) 

Commissioning arrangements were generally perceived as failing to reflect the DVA needs of local 
areas. In particular, the focus on funding for innovation was considered problematic as organisations 
were constantly under pressure to innovate so that basic ΨōǊŜŀŘ ŀƴŘ ōǳǘǘŜǊΩ ǿƻǊƪ ŀƴŘ ǇǊŜǾƛƻǳǎ 
innovation projects became difficult to sustain:    

9ǾŜǊȅ ŦǳƴŘƛƴƎ ƻǇǇƻǊǘǳƴƛǘȅ ǿŀƴǘǎ ȅƻǳ ǘƻ ƛƴƴƻǾŀǘŜ ōǳǘ ōŜ ǎǳǎǘŀƛƴŀōƭŜ ŀǎ ǿŜƭƭΧ¸ƻǳ Řƻƴϥǘ Řƻ ōƻǘƘ 
really. (Participant 4, Norwich Stakeholders Group). 

Whilst short-term innovation funding was more readily available, the temporary nature of funding 
undermined long-term planning, sustainability and stability of DVA services. Managing services with 
multiple contracts ending at different times also caused problems and was described by as a 
ΨminefieldΩΦ Lƴ ŎƻƴǘǊŀǎǘΣ ǿƘŜǊŜ ƭƻƴƎ-term commissioning and funding processes were in place (e.g. 
Nottingham City Joint Commissioning Group), this was considered to reduce the pressures 
mentioned above.  

Multiple systems of monitoring and reporting to funders and commissioners were considered 
onerous for already over-stretched services which struggled to meet demand as reflected here: 

ΧǿŜ ōŀǎƛŎŀƭƭȅ ŀǊŜ ƳƻƴƛǘƻǊƛƴƎ ŦƻǊ ŜǾŜǊȅ ǎƛƴƎƭŜ ƎǊŀƴǘ ǘƘŀǘ ǿŜϥǾŜ Ǝƻǘ ŎƻƳƛƴƎ ƛƴΧǘƘŜǊŜ ŀǊŜΧǎǇŜŎƛŦƛŎ 
methods of reporting outcomes that those grant holders request but we've also got kind of bespoke 
outcome reporting. (Participant 12, DVA Specialist Interview) 

Clearly, there is a strong case to be made for streamlining reporting mechanisms to free up time for 
organisations to focus on work with DVA survivors and their families.   
 
  

 
26 Specialist DVA organisations are usually considered to be organisations based in the independent sector.  
However, one DVA organisation included in this sample was a local authority service. 
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3.2.3 Multi-agency Partnerships 

Positive partnership working was connected to the identification of DVA as a strategic priority by 
stakeholders in all sites and this was thought to be achieved through shared understanding, aims 
and objectives: 

I think it helps that we've got domestic abuǎŜ ŀƴŘ ±!²D ŀǎ ŀ ǎǘǊŀǘŜƎƛŎ ǇǊƛƻǊƛǘȅ ƛƴ ǘƘŜ ŎƛǘȅΧǿŜϥǾŜ ƘŀŘ 
a cross partnership group which has brought people together from safeguarding children and adults, 
health and wellbeing, community safety and brought them togetherΧ όtŀǊǘƛŎƛǇŀƴǘ рΣ {ǳƴŘŜǊƭŀƴŘ 
Stakeholders Group). 

Positive partnership relationships were also perceived to support implementation of the new 
Roadmap interventions. 

However, attempts to keep such partnerships alive were described as time consuming, particularly 
when organisational structures, priorities and key personnel changed and all sites identified that 
ƛƴǾƻƭǾƛƴƎ ǘƘŜ ΨǊƛƎƘǘΩ ƛƴŘƛǾƛŘǳŀƭǎ ŎƻǳƭŘ ōŜ ŘƛŦŦƛŎǳƭǘ ŀƴŘ that staff turnover in partner agencies could 
present barriers to collaboration: 

ΧƘŀǾƛƴƎ ǘƘŀǘ ǎƻǊǘ ƻŦ ǘǳǊƴƻǾŜǊ ƻŦ ǇŜƻǇƭŜ ǿƛǘƘƛƴ ǘhe role and making sure that that buy-in is 
ƳŀƛƴǘŀƛƴŜŘ ƛǎ ǉǳƛǘŜ ŀ ŘƛŦŦƛŎǳƭǘ ƧƻōΧ (Participant 4, Norwich Stakeholders Group). 

The responses to the whole system survey indicated that interest in and commitment to DVA 
services was variable outside the specialist DVA sector. It was particularly noticeable that very few 
responses were received from some key sectors, such as education. 
 
оΦнΦп /ƻƴŦƛŘŜƴŎŜ ƛƴ [ƻŎŀƭ {ŜǊǾƛŎŜǎΩ wŜŀŘƛƴŜǎǎ ǘƻ ǿƻǊƪ ǿƛǘƘ 5±! 

The WSS completed in 2018 showed that, overall, 21% of respondents, who were mostly managers 
representing a wide range of local organisations and services, ǊŜǇƻǊǘŜŘ ǘƘŀǘ ǘƘŜƛǊ ǎǘŀŦŦ ǿŜǊŜ ΨǾŜǊȅ 
ƪƴƻǿƭŜŘƎŜŀōƭŜΩ ŀōƻǳǘ 5±! ŀƴŘ пп҈ ǎŀƛŘ ǘƘŀǘ ǎǘŀŦŦ ƛƴ ǘƘŜƛǊ ƻǊƎŀƴƛǎŀǘƛƻƴ ƘŀŘ ΨǎƻƳŜ ƪƴƻǿƭŜŘƎŜΩ ŀōƻǳǘ 
DVA. Respondents in Norfolk and Nottingham/shire were more likely to state that staff in their 
organisation were very knowledgeable.   

Figure 3.1 below also illustrates that, whilst practitioners responding to the WSS were relatively 
confident in identifying DVA in their work with service users, they were less sure about discussing 
DVA with women currently experiencing it and even less so with children. 
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In contrast, the consultation groups showed that local stakeholderǎΩ confidence in frontline staff 
who were not DVA specialists to identify and respond to DVA was limited, with most participants 
neither confident or unconfident: 

Table 3.3 Confidence in frontline professionals to identify and respond to DVA 

 

 Not at all 

confident 

Not 

confident 

Neither Confident Very 

confident 

Don't 

Know 

Total per 

site 

Norwich 0 4 1 2 0 0 7 

Nottingham/shire 0 1 6 2 1 0 10 

Surrey 0 2 3 1 0 0 6 

Sunderland 1 3 3 0 0 0 7 

West Sussex 0 3 3 0 0 2 8 

Total  1 13 16 5 1 2 38 

 

Specialist DVA agencies presented a more mixed picture of their confidence in statutory sector 
workers as illustrated below: 

Similarly, with social workers, you, you'll get really great ones who'll work with us, work with the 
client, understand the dynamics of domestic abuse and then others who don't. (Participant 11, DVA 
Specialist Interview) 
 

3.2.5 Empowering DVA Service Users 

WSS respondents were asked whether local DVA services assisted women experiencing DVA to make 
their own choices. Overall, 30% of the 82 respondents to this question felt that most women were 
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Figure 3.1: Staff confidence in responding to DVA  (n=85)
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ΩŦǳƭƭȅ ŀǎǎƛǎǘŜŘΩ ǘƻ ƳŀƪŜ ǘƘŜƛǊ ƻǿƴ ŎƘƻƛŎŜǎ ŀƴŘ ƻǾŜǊ a third (37.8%) said they did not know. Data 
analysis by site showed that respondents from Surrey were more likely to consider that women were 
fully assisted to make their own choices about help and support, compared to other sites. 
Respondents in Norfolk were most unsure when answering this question. Few respondents from 
Sunderland answered this question. This level of uncertainty suggests a lack of familiarity as to how 
local DVA services engage with women or possibly, due to the high level of non-responses, a wider 
lack of general understanding around empowerment and choice. Interviews with survivors reported 
in Chapters 6 and 8 reveal more information about the modality and impact of interventions. 
 
3.2.6 Gaps in DVA Provision 

²{{ ǊŜǎǇƻƴŘŜƴǘǎΩ ǇŜǊŎŜǇǘƛƻns of the availability of services for particular groups were broadly 
similar regardless of which group was addressed. Figure 3.2 below shows that most respondents 
stated that, for all the groups they were asked about, there were services available, but they were 
insufficient to meet needs. In the WAFE sites, there was only one specialist provider for Black and 
minoritised groups at the time of the survey, indicating that the responses below do not reflect the 
reality of provision. Further, a substantial minority were unaware of the service availability for Black 
and minoritised groups. The question regarding support for child to parent violence was only asked 
in the SLCDP sites. 
 

Figure 3.2 How available are services for the following groups? 

 

Interviews with specialist DVA services and the stakeholder consultations probed further about gaps 
in services and also found that levels of service provision did not meet the needs of marginalised 
groups of women and girls experiencing DVA, including services for Black and minoritised groups , 
children and young people, older women, those with complex/multiple needs and LGBTQ+ groups:   
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ΧǿŜ ƘŀǾŜ ǉǳƛǘŜ ŀ ƭŀǊƎŜΧ9ŀǎǘŜǊƴ 9ǳǊƻǇŜŀƴ ǇƻǇǳƭŀǘƛƻƴΣ ǎƻ ƛƴ ŀƴ ƛŘŜŀƭ ǿƻǊƭŘ ǿŜϥŘ ƘŀǾŜΣ ȅƻǳ ƪƴƻǿΣ 
community engagement workers that could not only work directly with those women but do the 
education stuff around it as well to meet the cultural differences, so I would say that's a big 
provision gap. (Participant 14, DVA Specialist Interview). 

ΧǿŜϥǾŜ ƛŘŜƴǘƛŦƛŜŘ ǘƘŀǘ ǘƘŜǊŜϥǎ ŀ ƴŜŜd to do more focused work with lesbians and bisexual women in 
particular. (Participant 16, DVA Specialist Interview). 
 
3.2.7 Anticipated Impact of the Roadmap Programme 

The stakeholder consultation groups identified anticipated changes in the local service landscape as 
a result of the Roadmap Programme. In spite of the challenging funding context discussed above, 
stakeholders were optimistic that Roadmap would result in an increase in both specialist DVA 
organisations and other frontline services, so increasing local capacity to respond to DVA. Examples 
of this included working with different forms of violence and targeting different groups, for example, 
adolescent-to-parent violence and work with families including perpetrators (in West Sussex and 
Norwich). Training in DVA at both community and professional levels was also cited as increasing 
capacity since it would enable frontline professionals in non-DVA specialist agencies to be better 
equipped to identify and respond to DVA: 

There was a time wƘŜƴ ǇŜƻǇƭŜ ǿŀǎ ƭƛƪŜ ΨƻƘ ǘƘŀǘϥǎ ƛƴ ǘƘŜ ǘƻƻ ƘŀǊŘ ōƻȄΣ L Řƻƴϥǘ ǊŜŀƭƭȅ ǿŀƴǘ ǘƻ ƪƴƻǿΣ 
that's not part of my job, that's something else, that's social services work with that, that's the 
ŀƎŜƴŎȅ ǘƘŀǘ ǿƻǊƪǎ ǿƛǘƘ ǘƘŀǘΩΦ bƻǿ ƛǘ ƛǎ ǇŀǊǘ ƻŦ ŜǾŜǊȅōƻŘȅϥǎ Ƨƻō ōŜŎŀǳǎŜ ŜǾŜryone's absorbing more 
so they need the training, which is good. (Participant 6, West Sussex Stakeholders Group) 

Stakeholders commented that if other frontline practitioners were more able to respond 
appropriately to DVA, pressures on specialist DVA staff might be relieved, thereby enabling them to 
focus on more complex work.   

Stakeholders in Norwich identified that offering interventions for families with the perpetrator 
remaining in the home might have the effect of relieving pressure on housing services by avoiding 
the need for the children and survivors to move outς providing that remaining together was the best 
and safest solution. Surrey and Nottingham/shire stakeholders considered that early help promoted 
by WAFE services might reduce the need for MARAC referrals: 

ΧƛŦ ǘƘŜ ǿƘƻƭŜ ǎȅǎǘŜƳ ŀǇǇǊƻŀŎƘ ǿŀǎ ǿƻǊƪƛƴƎΣ ǿŜ ǿƻǳƭŘƴϥǘ ƴŜŜŘΧ ώƻǊ] ƘŀǾŜ ŀǎ ΧƳŀƴȅ aarac 
ǊŜŦŜǊǊŀƭǎ ōŜŎŀǳǎŜΧ ǘƘŜ Ǌƛǎƪs would be identified and they would be mitigated before you got to the 
Ǉƻƛƴǘ ȅƻǳ ƴŜŜŘŜŘ ǘƻ ƘŀǾŜ ŀ ΧƳǳƭǘƛŀƎŜƴŎȅ ƳŜŜǘƛƴƎ ōŜŎŀǳǎŜ, actually with 25 meetings a 
dayΧeffective decision making is seriously compromised. (Participant 3, Nottingham Stakeholders 
Group)  
 
3.3 Summary 
 
The key findings provide a baseline picture of the challenges and opportunities for developing DVA 
provision, knowledge and awareness across the five sites:     

¶ There are some key differences between the Roadmap sites with Sunderland, Nottingham, and 
in some respects Norwich, having higher level of deprivation, crime, social housing and greater 
health inequalities than Surrey and West Sussex. Only Nottinghamshire and West Sussex had 
above the minimum number of Idvas. 

¶ Limited and short-term funding had restricted service provision in both the DVA sector and other 
allied sectors, so increasing demand and complexity for the DVA sector. 



20 

¶ Stakeholders identified that available funding needed to focus on both innovation and on the 
long-term sustainability of existing work. 

¶ Monitoring and reporting for DVA services needed to be streamlined so that services were not 
over-burdened with different requirements from multiple funders/commissioners, enabling 
monitoring to focus on key outcomes for survivors and their families. 

¶ Successful multi-agency working was described as requiring shared understanding of DVA across 
specialist and mainstream organisations and was seen as a pre-requisite for successful 
implementation of Roadmap interventions. 

¶ The work required to sustain positive partnership working should not be under-estimated. 

¶ The ²{{ ǎƘƻǿŜŘ ǘƘŀǘ ƻƴƭȅ нм ҈ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎ ǇŜǊŎŜƛǾŜŘ ǎǘŀŦŦ ǘƻ ōŜ ΨǾŜǊȅ ƪƴƻǿƭŜŘƎŜŀōƭŜΩ 
about DVA, the stakeholder groups and interviews with specialist DVA organisations also 
indicated that non-specialist DVA staff needed to strengthen their understanding of the 
dynamics of DVA.  

¶ Gaps in services were identified for Black and minoritised women, LGBTQ+ populations, older 
women and children and young people in most sites. 

¶ Stakeholders identified reduced pressure on housing services, fewer MARAC referrals and 
increased capacity to identify and respond to DVA as anticipated outcomes of Roadmap.  
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Chapter 4: Ask Me 
 

4.1 Introduction 

Ask Me, Trusted Professional and VOICES ǿŜǊŜ ǘƘŜ ǘƘǊŜŜ ŎƻƳǇƻƴŜƴǘǎ ƻŦ ²!C9Ωǎ Change That Lasts 

(CTL) Programme,  which aimed to combat gender-neutral discourses of DVA and to strengthen a 

needs-based, strengths-based, trauma informed approach to working with women and children 

experiencing DVA: 

Χ ōŜŜƴ ŀ ǊŜŀƭ ǇǳǎƘ ǘƻ ǘƘŀǘ ƎŜƴŘŜǊ-neutral, higher risk, crisis led intervention, and Change That Lasts 

is offering an alternative to that. (Senior Manager 1, WA). 

Ask Me aimed to increase awareness of DVA in local communities by challenging the myths 

associated with DVA and increasing openness to discussing DVA in local communities. Ask Me 

participants were recruited from groups with community reach (originally conceived as community 

members such as hairdressers, shop assistants, and church members). They took part in a two-day 

community-based training programme that enabled them to raise awareness, challenge myths and 

assumptions and to give an appropriate response to survivors within their communities disclosing 

abuse, including signposting them to specialist DVA services. Components of the training included: 

information about the prevalence of DVA, myths and stereotypes surrounding DVA, challenging 

victim-blaming, dynamics of abuse including coercive control, the impact of DVA, skills and qualities 

required of Ask Me Ambassadors (as those who completed the training were known), signposting to 

specialist DVA organisations and self-care. The training employed a variety of methods including 

whole group activities, small group discussions, presentations, role play and videos. The restrictions 

imposed by the pandemic resulted in Ask Me training being delivered online from Summer 2020. 

Post-ǘǊŀƛƴƛƴƎ !ƳōŀǎǎŀŘƻǊ ŀŎǘƛǾƛǘȅ ǿŀǎ ŎŀǇǘǳǊŜŘ Ǿƛŀ ΨIƻǿ ŀǊŜ ȅƻǳ ƎŜǘǘƛƴƎ ƻƴΩ όI!¸Dhύ forms and 

interviews with Ambassadors. Although there is no contractual arrangement between Ambassadors 

and WAFE, for the purposes of this evaluation, Ask Me Ambassadors are conceptualised as 

ǾƻƭǳƴǘŜŜǊǎ ŀǎ ǘƘŜƛǊ ŀŎǘƛǾƛǘƛŜǎ Ŧƛǘ ǘƘŜ bŀǘƛƻƴŀƭ /ƻǳƴŎƛƭ ƻŦ ±ƻƭǳƴǘŀǊȅ hǊƎŀƴƛǎŀǘƛƻƴΩǎ όb/±hΩǎύ ŘŜŦƛƴƛǘƛƻƴ 

of volunteers27 and so these terms are used interchangeably in this report. 

This chapter is based on data analysis from pre/post training surveys (n=326) completed in years 1 

and 2 of the programme (February 2018- February 2020); four structured research observations by 

UCLan staff; interviews with Ambassadors (conducted 3-6 months post-training, n=31); trainer/co-

ordinator interviews (n=10); and senior manager interviews (n=3). It also includes analysis of 

expression of interest (EOI) forms and HAYGOs. Year 2 EOIs were only available for those who 

attended the training. This means that we are not able to compare all those who applied for training 

with those who actually attended and are unable to report fully on attrition across the two years of 

the intervention. We were also unable to link all EOIs with HAYGO forms due to administrative 

shortagesΦ ¢Ƙƛǎ ƳŀŘŜ ŦƻǊ ŘƛŦŦƛŎǳƭǘƛŜǎ ƛƴ ǘǊŀŎƪƛƴƎ !ƳōŀǎǎŀŘƻǊǎΩ ǘǊŀƧŜŎǘƻǊƛŜǎ Ǉƻǎǘ-training. Events such 

 
27 b/±h ΨŘŜŦƛƴŜ ǾƻƭǳƴǘŜŜǊƛƴƎ ŀǎ ŀƴȅ ŀŎǘƛǾƛǘȅ ǘƘŀǘ ƛƴǾƻƭǾŜǎ ǎǇŜƴŘƛƴƎ ǘƛƳŜΣ ǳƴǇŀƛŘΣ ŘƻƛƴƎ ǎƻƳŜǘƘƛƴƎ ǘƘŀǘ ŀƛƳǎ ǘƻ 
benefit the environment or someone (individuals or groups) other than, or in addition to, close relatives. This 
can include formal activity undertaken through public, private and voluntary organisations as well as informal 
ŎƻƳƳǳƴƛǘȅ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ŀƴŘ ǎƻŎƛŀƭ ŀŎǘƛƻƴΩ:   
https://www.ncvo.org.uk/policy-and-research/volunteering-
policy#:~:text=We%20define%20volunteering%20as%20any,in%20addition%20to%2C%20close%20relatives. 

https://www.ncvo.org.uk/policy-and-research/volunteering-policy#:~:text=We%20define%20volunteering%20as%20any,in%20addition%20to%2C%20close%20relatives
https://www.ncvo.org.uk/policy-and-research/volunteering-policy#:~:text=We%20define%20volunteering%20as%20any,in%20addition%20to%2C%20close%20relatives
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as coffee mornings were introduced from summer 2019 to ensure completion of HAYGO forms at 

consistent time points but difficulties remained and information on frequency of or attendance at 

these events is limited due to the high levels of administration required to collect this data. 

 

4.2 Implementation of Ask Me 

Ask Me had already been developed in other parts of the country and was perceived as requiring 

little development from the perspective of WAFE senior managers. The programme was delivered in 

partnership between WAFE trainers and local member services staff as explained below: 

Yes, so we were invited, as part of the Ask Me proƎǊŀƳƳŜΣ ǘƘŜ ƭƻŎŀƭ ƪƛƴŘ ƻŦ ²ƻƳŜƴΩǎ !ƛŘ 

ƻǊƎŀƴƛǎŀǘƛƻƴǎ ǿŜǊŜ ŀǎƪŜŘ ǘƻΧǿƻǊƪ ƛƴ ǇŀǊǘƴŜǊǎƘƛǇΦ  ¢ƘŜȅ ǿŀƴǘŜŘ ǘƻ ƭƻŎŀƭƛǎŜ ǘƘŜ ǘǊŀƛƴƛƴƎΣ ǎƻ ƘŀǾŜ 

ŀŎǘǳŀƭƭȅΣ ǎǇŜŎƛŀƭƛǎǘ 5± ǿƻǊƪŜǊǎ ŘŜƭƛǾŜǊƛƴƎ ŀƴŘ ŦŀŎƛƭƛǘŀǘƛƻƴ ƻŦ ǘƘŜ ǘǊŀƛƴƛƴƎ ŀƭƻƴƎǎƛŘŜ ²ƻƳŜƴΩǎ !ƛŘ 

England. (Trainer/Coordinator 3) 

However, this model of delivery was difficult at times with constant changing of trainers and 

pressures on local services: 

!ƴŘ ǎƻƳŜǘƛƳŜǎ LΩŘ ƘŀǾŜ ŀ ŘƛŦŦŜǊŜƴǘ ǘǊŀƛƴŜǊ ŜŀŎƘ ŘŀȅΣ ƴŜǾŜǊ ƳƛƴŘ ŦƻǊ ŜŀŎƘ ōƭƻŎƪΦ  {ƻ ƛǘ ƳŜŀƴǘ ǘƘŀǘ 

LΩǾŜ ƘŀŘ ǘƻ ƭŜŀǊƴ ŜǾŜǊȅ ǎƛƴƎƭŜ ǘƛƳŜ Ƙƻǿ ǘƻ ǎƻǊǘ ƻŦ ƳŀǇ ƛƴ ǿƛǘƘ ǘƘŀǘ ǘǊŀƛƴŜǊ ǘƻ ŘŜƭƛǾŜǊΣ ǿƘŀǘ ǘƘŜƛǊ 

delivery styles are. (Trainer/Coordinator 9) 

Χ ǿŜ ǾŜǊȅ ƳǳŎƘ want to co-deliver with the member services.  But, at the same time, we have to be 

ƳƛƴŘŦǳƭ ǘƘŀǘΣ ȅƻǳ ƪƴƻǿΣ ƛǘΩǎ ŀƴ ŀǎƪ ƻŦ ŀ ǎŜǊǾƛŎŜ ǘƻ ƘŀǾŜ ǘǿƻ Řŀȅǎ ƻǳǘ ƻŦ ǘƘŜƛǊ ǘƛƳŜΣ ǿƘƛŎƘ ƛǎƴΩǘ ŦǊŜŜ 

ǘƛƳŜΣ ƛǘΩǎ ǘǿƻ Řŀȅǎ ǘŀƪŜƴ ŀǿŀȅ ŦǊƻƳ ǘƘŜƛǊ ǊƻƭŜΣ ǘƘŜƛǊ ŎŀǎŜǿƻǊƪΧ (Trainer/Coordinator 10) 

CŀŎƛƭƛǘŀǘƻǊǎ ǘƻ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƛƴŎƭǳŘŜŘ ǎǘǊƻƴƎ ƭƻŎŀƭ ƴŜǘǿƻǊƪǎΣ ǇǊƛƻǊ ƭŜŀǊƴƛƴƎΣ ƳŜƳōŜǊ ǎŜǊǾƛŎŜǎΩ 

engagement with Ask Me and excellent training materials. The quote below reflects a county-wide 

commitment to CtL as a whole, and demonstrates how local engagement was central to take-up and 

delivery: 

It was a bit of kudos being able to co-chair that domestic abuse management board, because that 

took me right into the senior leaders, and then spending time building relationships with them....  

!ǘǘŜƴŘƛƴƎ ƭƻǘǎ ƻŦ /ƻƳƳǳƴƛǘȅ {ŀŦŜǘȅ tŀǊǘƴŜǊǎƘƛǇǎΣ ƭƻǘǎ ƻŦ 5ƻƳŜǎǘƛŎ ±ƛƻƭŜƴŎŜ CƻǊǳƳ DǊƻǳǇǎΦΦΦ ƛǘΩǎ ǘƻƻƪ 

ŀ ƎƻƻŘ ǎƛȄ ƳƻƴǘƘǎ ǊŜŀƭƭȅΧǿƻǊƪƛƴƎ ǎǘǊŀǘŜƎƛŎŀƭƭȅΣ ƎŜǘǘƛƴƎ ƳȅǎŜƭŦ ƪƴƻǿƴΣ ƎŜǘǘƛƴƎ ƛƴ ǘƘŜǊŜΣ ŀƴŘ Ƨǳǎǘ 

being very consistent. (Trainer/ Co-ordinator 6)    

The time taken to hone the intervention and recruit ambassadors were both identified as factors 

that delayed implementation:   

¢ƘŜ ǘƘƛƴƎ ƛǎΣ ƛǘ ǿŀǎ ŀ ƴŜǿ ǇǊƻƧŜŎǘ ŀƴŘ ƴŜǿ ǇǊƻƧŜŎǘǎ ǘŀƪŜ ǘƛƳŜ ōŜŎŀǳǎŜ ȅƻǳΩǊŜ ƭŜŀǊƴƛƴƎ ŀƭƭ ǘƘŜ ǘƛƳŜΣ 

ŘƛŦŦŜǊŜƴǘ ŀǇǇǊƻŀŎƘŜǎΦ  LŦ LΩƳ ƘƻƴŜǎǘΣ L ǘƘƛƴƪ ǿŜ ŘƛŘƴΩǘ ǊŜŀŎƘ ǿƘŀǘ ǿƻǊƪǎ ǉǳƛŎƪ ŜƴƻǳƎƘΣ ōǳǘ ǿŜ ƘŀǾŜ 

now. (Trainer/Coordinator 2) 

LǘΩǎ ƴƻǘ Ƨǳǎǘ ƎƻƛƴƎ ǘƻ ƘŀǇǇŜƴ ǘƘŀǘ ǇŜƻǇƭŜ ŀǊŜ ƎƻƛƴƎ ǘƻ ǎŀȅΣ ΨƻƘ LΩŘ ƭƛƪŜ ǘƻ Řƻ ŀ ŘƻƳŜǎǘƛŎ ŀōǳǎŜ ŎƻǳǊǎŜΣ 

ǿƘŜǊŜ ƛǎ ƻƴŜΚΩ ȅƻǳ ƪƴƻǿΦ  ¢ƘŀǘΩǎ ƴƻǘ ƻƴ ǇŜƻǇƭŜΩǎ ώŀƎŜƴŘŀϐΣ so you have to kind of be out there 

ǊŜŎǊǳƛǘƛƴƎΣ Řƻ ǘŀƭƪǎ ŀǘ ǿƻƳŜƴΩǎ ŎŜƴǘǊŜǎ ŀƴŘ ǘƘƛƴƎǎ ƭƛƪŜ ǘƘŀǘ ǘƻ ƎŜǘ ǊŜŎǊǳƛǘǎΦ (Trainer/Coordinator 6) 

Saturation appeared to be an issue in Year 2, as illustrated by this trainer/co-ordinator: 
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And then to keep that kind ƻŦ ƳƻƳŜƴǘǳƳ ƪƛƴŘ ƻŦ ƎƻƛƴƎΣ ǎƻ ȅƻǳΩǾŜ ǊŜŀŎƘŜŘ ƻǳǘ ǘƻ ŀƭƭ ȅƻǳǊ ŎƻƴǘŀŎǘǎ 

ǿƘƻ ŘƛŘƴΩǘ ƴŜŜŘ ƳǳŎƘ ǇŜǊǎǳŀŘƛƴƎ ǘƻ ŎƻƳŜ ƻƴ ǘƘŜ ǇǊƻƎǊŀƳƳŜΦ  !ƴŘ ƴƻǿ ȅƻǳΩǊŜ ǘǊȅƛƴƎ ǘƻ ǇŜǊǎǳŀŘŜ 

people to come on the programme. (Trainer/ Co-ordinator 6) 

Lack of administrative support was also mentioned: Ψǎƻ ǘƘŀǘ ǘƘŜ ǇŜǊǎƻƴ Ŏŀƴ ǘŀƪŜ ǘƘŜ ŜȄǇǊŜǎǎƛƻƴ ƻŦ 

ƛƴǘŜǊŜǎǘΣ Ǉǳǘ ǘƘŜƳ ƛƴǘƻ ŀƴ 9ȄŎŜƭ ǎƘŜŜǘ ŀƴŘ ƛǘΩǎ ŀƭƭ ƪƛƴŘ ƻŦ ŘƻƴŜΦ  ²ƘŜǊŜŀǎΣ ƛƴǎǘŜŀŘΣ ƭƻŀŘǎ ƻŦ ǇŜƻǇƭŜ ŀǊŜ 

ŘƻƛƴƎ ƛǘΣ ƛǘ ƴŜǾŜǊ ƎŜǘǎ ŘƻƴŜ ǊƛƎƘǘ ŀƴŘ ƛǘΩǎ Ƨǳǎǘ ŀƭǿŀȅǎ ŀ ƴƛƎƘǘƳŀǊŜΦΩ (Trainer/Co-ordinator 6). This also 

impacted on the evaluation and will be discussed below. 

 

4.3 Ask Me Delivery 

In both years, Ask Me training was delivered face-to-face and, whilst delivery moved online during 

the pandemic, we have no data relating to how Ask Me was experienced by participants who 

completed the training remotely. 

The Evaluation team analysed 175 Expressions of Interest (E0Is) collated by WAFE between January 

and August 2018 (Year 1). This showed that about half of those that expressed an interest took up 

the offer of Ask Me training; the highest level of attrition was found in the 35-44 age group. We also 

used this EOI data to ascertain who attended the training in Year 1 and if there were gaps in 

representation of particular social groups. Table 4.1, Appendix 4, shows that the vast majority of 

applicants were woman with none of the three men who applied in Year 1 attending. At the EOI 

stage in year 1, 75% of Ask Me candidates were heterosexual and 73% were white. Out of 12 

participants who withdrew from the training after starting on a course, 10 were DVA survivors, all 

were female and white British.  One person with multiple disabilities attended the training, other 

participants disclosed one disability or medical condition.  The numbers of disabled people and 

those from Black and minoritised groups attending the training were limited but they were accepted 

onto the training at the same rates as other groups (see Table 4.2, Appendix 4). However, a higher 

number of Black and minoritised participants might have been anticipated in Nottingham due to the 

ethnic diversity of the city - approximately 34.6% are from Black and minoritised groups (Census, 

2011). Ethnic diversity of an area is widely used as a minimum benchmark to indicate adequate 

representation and uptake of services. Whilst Ask Me recruitment across the three CtL sites was 

comparable with national ethnicity rates, local areas with higher density of Black and minoritised 

communities may need to do more to attract Ambassadors from these communities. In Year 1, 

married women were the largest group to attend the training (32%) (Appendix 4, Table 4.2). The age 

range for all participants was 19 to 71; the mean age was 44 years.  

Key characteristics of all Ambassadors attending the training across both cohorts are shown in Table 

4.3, Appendix 4, and summarised below: 

- Of the 290 participants who indicated their gender, 286 women and 4 men attended the 

training. 

- Out of 280 participants who answered the question, 246 said they did not consider 

themselves to be disabled; 34 (12%) disclosed one or more disabilities.  

- The age range of Ambassadors was 19-71, with the average age being 42. 
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- Most Ambassadors described themselves as White British, 30 (11%) reported having a Black 

and minoritised background and 15 (5%) rŜǇƻǊǘŜŘ ΨƻǘƘŜǊ ǿƘƛǘŜ ōŀŎƪƎǊƻǳƴŘΩ ǎǳŎƘ ŀǎ 9ŀǎǘŜǊƴ 

European. 

- Most ambassadors described themselves as heterosexual (91%); 13 (5%) identified as gay, 

lesbian, or bi-sexual and 13 (5%) chose not to disclose.  

EOI data for those attending Ask Me training across both cohorts shows that women aged between 

25 and 54 formed the majority (77%) of those attending Ask Me training (see Table 4.3, Appendix 4).  

In contrast, national data on volunteering shows that in 2018-19, people aged 65ς74 were most 

likely to volunteer on a regular basis (NCVO, 2020). NCVO data also shows that men and women 

regularly volunteer in the same proportions, whilst Ask Me Ambassadors are overwhelmingly 

women. NCVO data reports that in 2018/19, 14% of all volunteers were involved in formal regular 

volunteering (i.e. through a club or organisation) in the most deprived areas of England compared 

with 29% in the least deprived areas. This may have implications for targeting areas where uptake 

for Ask Me might be higher. The self-identified class category in the EOI did not yield useable data. 

Wanting to help others is a common motivation for volunteering in national data (45% of volunteers 

in the NCVO 2020 report) as well as for Ask Me Ambassadors, a substantial proportion (40%) of 

whom disclosed that they were DVA survivors. Other motivations for attending included knowing 

someone who had personal experience of DVA, to learn more about supporting people who had 

experienced DVA or to pursue a career or volunteer opportunities in work with DVA survivors:  

ΧƧǳǎǘ ƛƴ Ƴȅ ǇŜǊǎƻƴŀƭ ƭƛŦŜΣ ƴŜŜŘƛƴƎ ǘƻ ōŜ ƳƻǊŜ ǇǊŜǇŀǊŜŘ ŀǎ ǘƻ Ƙƻǿ ǘƻ ǎǳǇǇƻǊǘ Ƴȅ ŦǊƛŜƴŘǎ ŀƴŘ Ƴȅ 

ŦŀƳƛƭȅΣ ŀƴŘ ǘƻ ƘŜƭǇ ƘŜŀƭ ƳȅǎŜƭŦ ŀǎ ǿŜƭƭΣ ǘƘŜǊŜΩǎ ŀƴ ŜƭŜƳŜƴǘ ƻŦ ǘƘŀǘΦ (Participant 7, Sunderland, Year 2) 

I wanted to be able to help others because I found that being a domestic abuse survivor some ten 

ȅŜŀǊǎ ŀƎƻΣ ǘƘŜǊŜ ǿŀǎƴΩǘ ǘƘŜ ǎǳǇǇƻǊǘ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅΣ ŀƴŘ L ƘŀŘ ǘƻ ǊŜŀƭƭȅ ŦǳƳōƭŜ Ƴȅ ǿŀȅ ǘƘǊƻǳƎƘ 

issues like housing, benefits, raising a small child on my own. (Participant 11, Surrey, Year 2)  

Some participants were aware of DVA as a prevalent issue in their community (or the community in 

which they worked/volunteered) and wanted to be better able to support survivors and make a 

difference. One participant specifically reported undertaking the training with a view to delivering 

ǎƻƳŜǘƘƛƴƎ ǎƛƳƛƭŀǊ ƛƴ ǘƘŜ ǿƻǊƪǇƭŀŎŜ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜ ǿƻǊƪ ŜƴǾƛǊƻƴƳŜƴǘ ŦƻǊ Ψpeople losing their jobs 

because of domestic abuseΩ όtŀǊǘƛŎƛǇŀƴǘ мрΣ {ǳƴŘŜǊƭŀƴŘΣ ¸ŜŀǊ нύΦ 

In Year 1, Ask Me training often attracted professionals who might have been better suited to 

Trusted Professional. This caused difficulties on training days where some participants were unable 

to relinquish their professional identities. Clearly, people have multiple social identities and co-

ordinators reported that the community-based focus of this intervention had been emphasised to 

potential professional recruits in Year 2:  

They turn up presenting as a professional, with their lanyard on and everything like that.  And you 

ǘǊȅ ǊŜŀƭƭȅ ƘŀǊŘ ǘƻ ƪŜŜǇ ǎƘƛŦǘƛƴƎ ǘƘŜƳ ƻǳǘ ƻŦ ǘƘŀǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ǎǇŀŎŜ ŀƴŘ ǎŀȅΧȅƻǳ ǎŀƛŘ ǘƘŀǘ ȅƻǳ ǿŜǊŜ 

ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŜǎŜΧ ŎƻƳƳǳƴƛǘȅ ƎǊƻǳǇǎ ƻǊ ȅƻǳ ǾƻƭǳƴǘŜŜǊ ƘŜǊŜΣ ǘƘƛƴƪ ŀōƻǳǘ ƛǘ ŦǊƻƳ ǘƘŀǘ ǇŜǊǎǇŜŎǘƛǾŜΦ 

(Trainer/Coordinator 10) 

Interestingly, two participants in year 2 described accessing the training to develop knowledge and 

skills to address gaps in community DVA provision due to austerity:   
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ώΨǘƻ ƘŀǾŜϐ ŀ ƪƴƻǿƭŜŘƎŜ ŀōƻǳǘ ǘƘŀǘ ŀǘ ǘƘŜ ƳƻƳŜƴǘΣ ǘƻ ōŜ ŀōƭŜ ǘƻ ƘŜƭǇ ŀƴŘΣ ȅƻǳ ƪƴƻǿΣ ǎƛƎƴǇƻǎǘΧ ώŘǳŜ 

tƻϐ ΧŀǳǎǘŜǊƛǘȅΣ Ƙƻǿ ǘƘŀǘΩǎ ŀŦŦŜŎǘŜŘ ǊŜŦǳƎŜǎ ŀƴŘ ǎŜǊǾƛŎŜǎ ŀƴŘ ŀŎŎŜǎǎ ǘƻ ǎŜǊǾƛŎŜǎ ŀƴŘ ŜǾŜǊȅǘƘƛƴƎΦ 

(Participant 6, Surrey, Year 2) 

Ask Me required participants to give up the equivalent of two days of their time to participate in the 

training and for ǘƘƻǎŜ ǿƘƻ ǿŜǊŜ ǿƻǊƪƛƴƎ ǘƘƛǎ ƳƛƎƘǘ ǇƻǎŜ ŀ ōŀǊǊƛŜǊ ŀǎ Ψgenerally, people are using 

ƭŜŀǾŜΣ ŀƴŘ L ǘƘƛƴƪ ǘƘŀǘΩǎ ŀ ōƛƎ ŀǎƪΩ (Trainer/Coordinator 5). In year 2, Ask Me remained a two-day 

training course however, to support attendance, days were delivered flexibly rather than in a block, 

e.g. as one day per week over two weeks or in the evenings.  

Trainers/Coordinators also expressed a need to recruit a more diverse group of Ambassadors:  

I think more could be done across all of the sites to make sure that the people attending are more 

ŘƛǾŜǊǎŜΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ŦǊƻƳ ŀƭƭ ƳŀǊƎƛƴŀƭƛǎŜŘ ƎǊƻǳǇǎΧƛǘΩǎ Ƴƻǎǘƭȅ ŀōƻǳǘ ǘƘŀǘ ŎƻƳƳǳƴƛǘȅ ƻǳǘǊŜŀŎƘ ǘƘŀǘΩǎ 

ŘƻƴŜΧŀƴŘ ǿƻǊƪƛƴƎ ǿƛǘƘ ǇǊŜ-existing groups in the community that come from different 

communities (Trainer/Coordinator 11) 

Following Evaluation recommendations in Year 1, the Ask Me training package was modified to 

enhance accessibility and include representation of diverse groups in its resources and case studies.  

Interview participants confirmed it was very comprehensive. In contrast to Year 1, all 15 interview 

participants in Year 2 reported confidence in supporting women from Black and minoritised and 

LGBTQ+ communities as well as both older and younger women who had experienced DVA (except 

for one participant who felt less confident supporting younger women). Participants also suggested 

further training around these groups, see below for further discussion. 

The shift to online training precipitated by the pandemic was viewed with uncertainty by some 

trainers due to the high numbers of survivors participating in the training and attendant support 

ǊŜǉǳƛǊŜƳŜƴǘǎΥ ΨLΩƳ Ƨǳǎǘ ƴƻǘ ǎǳǊŜΦ  L ƳŜŀƴ ŦƻǊ ŜǾŜǊȅ ǎƛƴƎƭŜ ƻƴŜ ƻŦ ǘƘŜ !ǎƪ aŜ ǘǊŀƛƴƛƴƎ ŜǾŜƴǘǎ ǘƘŀǘ L 

ƘŀǾŜΧǘƘŜǊŜ ǿŀǎ ŀǘ ƭŜŀǎǘ ƻƴŜ ǿƻƳŀƴ ǿƘƻ ǿŀǎ ǳǇǎŜǘ ŀƴŘ ƴŜŜŘŜŘ ǎǳǇǇƻǊǘ ƻǳǘǎƛŘŜ ƻŦ ǘƘŜ ǊƻƻƳΩ 

(Trainer/Coordinator 7). In the event, it appears that these concerns were allayed:   

!ƴŘ ƴƻǿ ǘƘŜȅΩǾŜ ŘƻƴŜ ǎŜǾŜǊŀƭ ŘŜƭƛǾŜǊƛŜǎ ώƻƴƭƛƴŜϐΣ ǘƘŜ ŦŜŜŘōŀŎƪ ǘƘŜȅΩǊŜ ƎŜǘǘƛƴƎ ŦǊƻƳ ǎƻƳŜ ǿƘƻΩǾŜ 

ŘƻƴŜ ōƻǘƘ ƻƴƭƛƴŜ ŀƴŘ ŦŀŎŜ ǘƻ ŦŀŎŜΣ ƛǎ ǘƘŀǘ ǘƘŜȅ ǇǊŜŦŜǊ ƻƴƭƛƴŜΣ ǘƘŀǘ ƛǘΩǎ ƳƻǊŜ ŀŎcessible to them.  And, 

ȅƻǳ ƪƴƻǿΣ ǘƘŜȅΩǊŜ ƘŀǾƛƴƎ ƎǊŜŀǘ ǎǳŎŎŜǎǎ ǿƛǘƘ ƛǘΦ  {ƻΣ L ǘƘƛƴƪ ǿŜΩǾŜ ǎǳǊǇǊƛǎŜŘ ƻǳǊǎŜƭǾŜǎ ǊŜŀƭƭȅ ƛƴ ǘƘŀǘΦ 

(Senior Manager 3, WA). 

 

4.4 Post-Training Support 

Post-training support aimed to keep Ambassadors active and involved and its importance was 

emphasised by most trainers and coordinators: 

I would like to put a bit more work and emphasis on the post-ŘŜƭƛǾŜǊȅΧ ōŜŎŀǳǎŜ ǘƘŀǘΩǎ ǘƘŜ ƘŀǊŘ ōƛǘΣ 

keeping people on board with it. (Trainer/Coordinator 2).  

Participants in both years 1 and 2 found accessing ongoing support from other Ask Me Ambassadors 

through social media platforms, including Facebook and WhatsApp groups, beneficial. In Sunderland, 

for example, Ambassadors made use of an online group, but other face-to-face initiatives were not 

always so successful:   
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²Ŝƭƭ ǘƘŜǊŜΩǎ ŀ CŀŎŜōƻƻƪ ƎǊƻǳǇ ǘƘŀǘΩǎ Ƨǳǎǘ ŦƻǊ !ǎƪ aŜ !ƳōŀǎǎŀŘƻǊǎΦ  L ǘƘƛƴƪ ǘƘŜǊŜΩǎ мрлΣ ƛǘΩǎ ŦƻǊ 

everyone across the country, ƛǘΩǎ ŀ ǊŜŀƭƭȅ ǎǳǇǇƻǊǘƛǾŜ ŜƴǾƛǊƻƴƳŜƴǘΦ (Participant 5, Sunderland, Year 2) 

[ƻŎŀƭƭȅΣ ǿŜΩǾŜ Ƨǳǎǘ ǎǘŀǊǘŜŘ ǘƻ ƳƻǾŜ ǘƻ ƳƻƴǘƘƭȅ !ƳōŀǎǎŀŘƻǊ ŎŀǘŎƘ ǳǇǎΧǘƘŜȅΩǾŜ ōŜŜƴ ŀ ōƛǘ ŀŘ ƘƻŎΣ ǘƻ 

ōŜ ƘƻƴŜǎǘΦΦΦōŜŎŀǳǎŜ ǘƘŜǊŜΩǎ ƴƻǘ ŀƭǿŀȅǎ ōŜŜƴ ǘƘŀǘ ƛƴǘŜǊŜǎǘΦΦΦ ǿŜΩǾŜ ƘŀŘ ǉǳƛǘŜ ǎƳŀƭƭ ƴǳƳōŜǊǎΧ 

(Trainer/Coordinator 10)  

Despite attempts to strengthen follow-up support systems, six of the 15 Ask Me Ambassadors 

interviewed in year 2 reported that no post training support had been received. A small number 

recalled receiving an email, newsletter or had accessed the online forum but they had expected 

more substantial activities to constitute post-training support. Furloughing of coordinators during 

the pandemic clearly had an impact and three participants commented that post-training support 

had been affected by Covid-19: 

ΧƛŦ ƭƻŎƪŘƻǿƴ ƘŀŘƴΩǘ ƘŀǇǇŜƴŜŘΣ ǘƘŜȅ ǿŜǊŜ ǘŀƭƪƛƴƎ ŀōƻǳǘΣ ȅƻǳ ƪƴƻǿΣ ƎǊƻǳǇ ƳŜŜǘƛƴgs and things like 

ǘƘŀǘΦ  ¢Ƙŀǘ ǿƻǳƭŘ ƘŀǾŜ ōŜŜƴ ƎƻƻŘ ōǳǘΣ ƻōǾƛƻǳǎƭȅΣ L ŀǇǇǊŜŎƛŀǘŜ ǘƘŀǘ ǘƘŀǘ ŎƻǳƭŘƴΩǘ ƘŀǇǇŜƴΦ (Participant 

13, Sunderland, Year 2) 

Only one interview participant in Year 2 reported that they had attended monthly meetings and that 

these were highly valued: 

²Ŝƭƭ ǿŜ ƘŀǾŜ ƳƻƴǘƘƭȅ ƳŜŜǘƛƴƎǎΧŜǾŜǊȅƻƴŜΩǎ ǾŜǊȅ ǊŜǎǇŜŎǘŦǳƭΣ ŜǾŜǊȅƻƴŜ ƭƛǎǘŜƴǎ ǘƻ ŜŀŎƘ ƻǘƘŜǊ ŀƴŘ 

ǿƘŀǘ ǘƘŜȅ ƘŀǾŜ ǘƻ ǎŀȅΧƛǘΩǎ ŀƳŀȊƛƴƎ ōŜŎŀǳǎŜ ŜǾŜǊȅƻƴŜΩǎ ǎƻ ǎƻǊǘ ƻŦ ŎƘŀǊƎŜŘ ǳǇΧǿŜΩǾŜ ŀƭƭ Ǝƻǘ ǎƻ Ƴŀƴȅ 

ƛŘŜŀǎ ŀƴŘ ǿŜΩǊŜ ōƻǳƴŎƛƴƎ ƻŦŦ ŜŀŎƘ ƻǘƘŜǊΦΦΦ(Participant 5, Sunderland, Year 2) 

One participant who had been the only attendee at a recent post-training meeting suggested that 

post training support might be more welcomed if delivered as and when it was needed:  

I would go back to them if I then found myself in a situation where I was supporting somebody. I 

ǘƘƛƴƪ ǘƘŀǘΩǎ ǿƘŜƴ L ǿƻǳƭŘ Ǝƻ ǘƻ ǘƘŜƳ ŀƴŘ ǎŀȅΣ ǿƘŀǘ Řƻ L Řƻ ƴƻǿΚ (Participant 8, Sunderland, Year 2) 

Other participants reported that telephone support was available if required and this had been 

utilised by two interviewees: 

¢ƘŜ ŎƻǳǊǎŜ ƛƴǎǘǊǳŎǘƻǊǎ ǿŜǊŜ ŦŀƴǘŀǎǘƛŎΧƘǳƎŜƭȅ ŘŜŘƛŎŀǘŜŘ ŀƴŘ ǘƘŜȅ ŘƛŘ ǇǊƻǾƛŘŜ ǎƻǊǘ ƻŦ ǘŜƭŜǇƘƻƴŜ Ŏŀƭƭǎ 

ŀƴŘ ŜƳŀƛƭǎ ŀŦǘŜǊ ǘƘŜ ŎƻǳǊǎŜΣ ŀƴŘ ŘƛŘ ƎƛǾŜ ǳǎ ǘƘŜƛǊ ƻǿƴ ƳƻōƛƭŜ ƴǳƳōŜǊǎ ǘƻ ŎŀƭƭΧǘƘŜȅ ŀōǎƻƭǳǘŜƭȅ ŀǊŜ 

there if we need them.  (Participant 10, Sunderland, Year 2) 

Other participants reported that, although it had been offered, they were unable to take up the 

post-training support on offer due to caring responsibilities, a lack of connection with other group 

members or distance to meeting locations.   

 

4.5 Impact of Ask Me Training 

To evaluate impact, pre/post questionnaires, HAYGOs and interviews with Ambassadors were 

analysed. The total sample for analysis of pre/post questionnaires was 326, including Ambassadors 

in Sunderland (n=160), Surrey (n=91) and Nottingham (n=75). Although the data was not 

distinguished by training year, year two of the training represented most of the sample (n=228, 

70%). Data were initially analysed by site but as there were no significant differences between sites, 

findings were aggregated. 
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Nine questions on knowledge and beliefs and four questions on skills and confidence were asked 

pre/post training. The results are summarised in Table 4.1 below. Each domain was analysed using a 

Wilcoxon signed-ranks test with a bar chart showing changes (see Figures 1-13 in Appendix 4).  

Table 4.1 ς Pre/Post Questionnaire Results 

 N 

Pos. 

Change 

(n) 

Neg. 

Change 

(n) 

No 

Change 

(n) 

Median 

pre-post 

change 

Stand-

ardised 

Test 

Statistic 

(Z 

score) 

Asymp-

totic 

Sig.a 

(2-sided 

test) 

Effect 

Size 

(Cohen

Ωǎ Ǌύb 

Knowledge of DVA questions 

Women form the majority of 

DVA victims 
309 157 27 125 1 8.313 .000 .33 

Men form the majority of 

DVA victims 
304 145 35 124 0 7.711 .000 .31 

Men find it harder than 

women to come forward as 

victims 

307 95 49 163 0 3.644 .000 .15 

Women in abusive 

relationships should just 

leave 

306 168 13 125 1 10.311 .000 .42 

Some people choose abusive 

partners 
303 187 15 101 1 11.414 .000 .46 

{ǳǊǾƛǾƻǊǎ ŀǊŜ ΨŜȄǇŜǊǘǎΩ ƛƴ 

their own experiences 
309 203 30 76 1 11.467 .000 .46 

People who get into abusive 

relationships have low self-

esteem 

310 161 31 118 1 8.833 .000 .35 

Anger, drugs and drink are 

responsible for DVA 
308 182 30 96 1 10.439 .000 .42 

DVA is part of some BME 

cultures 
306 116 81 109 0 2.019 .044 .08 

Skills and confidence questions 

Understanding coercive 

control and DVA 
314 247 2 65 1 13.928 .000 .56 

Starting conversations about 

DVA 
313 245 7 61 1 13.593 .000 .54 

Managing and responding 

to DVA disclosure 
314 250 2 62 1 14.052 .000 .56 

Sharing information and 

signposting survivors 
312 251 1 60 1 14.023 .000 .56 

a. The significance level is .050. 

ōΦ ¢ƘǊŜǎƘƻƭŘǎ ŦƻǊ /ƻƘŜƴΩǎ Ǌ ŜŦŦŜŎǘ ǎƛȊŜǎΥ ǎƳŀƭƭ ғ ΦоΣ ƳŜŘƛǳƳ Φо ς .5, large > .5 

Table 4.1 demonstrates significant positive changes in all the above domains.  Where there was 

limited significant positive change, this was usually because participants already had good 
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understanding of the issue (e.g. on the question - women form the majority of DVA victims). Two 

areas that could be further refined in training were DVA and Black and minoritised communities and 

ƳŜƴ ŀŎŎŜǎǎƛƴƎ ǎǳǇǇƻǊǘ ŦƻǊ 5±!Φ ¢ƘŜ ǎǘŀǘŜƳŜƴǘ ǘƘŀǘ ǎǳǊǾƛǾƻǊǎ ŀǊŜ ΨŜȄǇŜǊǘǎΩ ƛƴ ǘƘŜƛǊ ƻǿƴ ŜȄǇŜǊƛŜƴŎŜ 

and understanding of coercive control showed the most positive change. Interview participants 

confirmed that the training helped to facilitate understanding about why women might not leave 

abusive relationships and could reduce victim-blaming: 

Χƛǘ ŘƛŘ ŎƻƳǇƭŜǘŜƭȅ ŎƘŀƴƎŜ Ƴȅ ǘƘƛƴƪƛƴƎΣ Ƴȅ thoughts about people living in abused relationships. And 

L Řƻ ŎƻƴǎƛŘŜǊ ƳȅǎŜƭŦ ŀ ŎŀǊƛƴƎ ƛƴŘƛǾƛŘǳŀƭΣ ƻǘƘŜǊǿƛǎŜ L ǿƻǳƭŘƴΩǘ ōŜ ƛƴ ǘƘƛǎ ƪƛƴŘ ƻŦ ǊƻƭŜΦ  .ǳǘ L ǿŀǎ ǉǳƛǘŜ 

ǎƘƻŎƪŜŘ ŀǘ Ƙƻǿ ƴŀǊǊƻǿ ƳƛƴŘŜŘ L ƘŀŘ ōŜŜƴ ǇǊŜǾƛƻǳǎƭȅΣ ŀƴŘ L ŘƛŘƴΩǘ ǘƘƛƴƪ L ǿŀǎΦ (Participant 10, 

Sunderland, Year 2)  

Structured observations and interviews identified learning from other participants as key to change:  

Χƛǘ ǿŀǎ ǘƘŜ ƛƴǘŜǊŀŎǘƛƻƴ ŀƴŘ ǘƘƻǎŜ ƻǇŜƴ ŘƛǎŎǳǎǎƛƻƴǎ ŀƴŘ Ƙƻǿ ǘƘŜ Řŀȅ ŦƭƻǿŜŘ ōŜǘǿŜŜƴ ŜǾŜǊȅōƻŘȅΣ 

and the trainers, was as much the benefit as, you know, the theory and the detail. (Participant 4, 

Surrey, Year 2) 

Overall, Ask Me training increased confidence in responding to DVA immediately post-training. 

Whilst the training was judged to be comprehensive, further training was also considered useful for 

ongoing knowledge development. Areas of interest identified included: DVA survivors in the criminal 

justice system or going through family/ criminal court processes; LGBTQ+ or Black and minoritised 

women, media representation of DVA and knowledge of different DVA services available to inform 

victims/survivors:  

L Řƻ ǿƛǎƘ ǘƘŀǘ ǘƘŜǊŜΩŘ ōŜŜƴ ŀ ōƛǘ ƳƻǊŜ ƛƴŦƻǊƳŀǘƛƻƴ ǎǇŜŎƛŦƛŎŀƭƭȅ ǘƻ ƳƛƴƻǊƛǘȅ ƎǊƻǳǇǎΦ  .ǳǘ ǘƘŜȅ Řƻ ǎŜƴŘ 

ƻǳǘ ƭƛƪŜ ƴŜǿǎƭŜǘǘŜǊǎ ƻƴŎŜ ŀ ƳƻƴǘƘ ŀƴŘ ǘƘŜǊŜΩǎ ŀ ŦƻǊǳƳ ŀǎ ǿŜƭƭ ŦƻǊ ǘƘŜ !ǎƪ aŜ !Ƴōŀssadors.  So 

ǘƘŀǘΩǎ ōŜŜƴ ƘŜƭǇŦǳƭ ōŜŎŀǳǎŜ ȅƻǳ Ŏŀƴ ǊŜŀŘ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŜǊŜΦ (Participant 5, Sunderland, Year 2) 

Structured observations and interview participants consistently identified additional benefits of the 

training which extended beyond the original aims of Ask Me. These included: meeting other members 

of the community; increased self-reflection; feeling empowered, motivated, or enthusiastic to do 

something or be involved in something pro-active. Participants stated that it was these feelings of 

camŀǊŀŘŜǊƛŜΣ ŀƴŘ ΨŜƳǇƻǿŜǊƳŜƴǘΩ Ψŀ ǎŜƴǎŜ ƻŦ ǎƛǎǘŜǊƘƻƻŘ ƛƴ ǘƘŜ ǊƻƻƳΩ (Participant 7, Sunderland, Year 

2) that motivated them to return to complete the training and further developments might consider 

how to harness these experiences to maintain engagement: 

I was excited that I could make a difference in the community.  And that there was this kind of tribe 

ƻŦ ǿƻƳŜƴΧL ŦŜƭǘ ǊŜŀƭƭȅ ŜȄŎƛǘŜŘ ŀƴŘ ŜƳǇƻǿŜǊŜŘ ǘƘŀǘ ǘƘŜǊŜ ǿŀǎ ǎƻƳŜǘƘƛƴƎ ǘƘŀǘ ǿŜ ŎƻǳƭŘ Řƻ 

collectively, to change things for women in Sunderland. (Participant 16, Sunderland, Year 1) 

 

4.6 Post-training Activities 

Post-training activity was assessed by interviews and HAYGO forms that aimed to measure the level 

ƻŦ !ƳōŀǎǎŀŘƻǊǎΩ 5±! ŀŎǘƛǾƛǘƛŜǎ Ǉƻǎǘ-training. A total of 112 HAYGO forms were received from 

Ambassadors across the three sites for both years. Of those completing HAYGOs, 49% identified 

themselves as survivors at EOI stage, suggesting that survivors are particularly likely to remain 

engaged with Ask Me or at least be more willing to return information about activities as 
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Ambassadors. There were no major differences between those who completed the training and 

those who returned HAYGO forms.  

The most frequent activity reported was conversations about DVA. In total, 93 (78%) Ambassadors 

reported having between them at least 598 conversations28 about DVA since the training, with over 

ƘŀƭŦ ƻŦ ǘƘŜǎŜ ŎƻƴǾŜǊǎŀǘƛƻƴǎ ŀŘŘǊŜǎǎƛƴƎ ǎƻƳŜƻƴŜΩǎ ǇŜǊǎƻƴŀƭ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ 5±!Φ  /ƻƴǾŜǊǎŀǘƛƻƴǎ ǿŜǊŜ 

more likely to occur with friends or family (n=58), clients or customers (n=39), colleagues (n=37) or 

online via social media (n=14). Other groups of people who Ambassadors had talked to about DVA 

included neighbours, colleagues in other organisations or fellow students. Ambassadors reported 

that 173 people had shared their experiences for the first time. For 170 of all those people they 

talked to, the abuse was current while, for 275 of those people, the abuse had happened in the past. 

Where timescales were known, the abuse had most frequently continued for between one and five 

years (n=139). Seventy-two (64%) Ambassadors reported providing information and signposting 

those who had disclosed DVA to national or local DVA organisations. In a minority of instances, the 

police or an employer were informed by the Ambassador. 

The Ambassadors interviewed described putting up posters, discussing the Ask Me training, 

spreading awareness via social media, challenging myths or stereotypes surrounding DVA or 

providing information to someone else about becoming an Ambassador. Some had become more 

involved with their local DVA services, and a few had given talks about DVA. In total, 20 interview 

participants talked about raising awareness of DVA in their local communities by initiating 

conversations with people around them. These conversations included discussions about healthy 

relationships and media reporting of DVA and were considered key to addressing the silence 

surrounding DVA:   

Χƴƻǘ ŦǊƛƎƘǘŜƴŜŘ ǘƻ ōǊƻŀŎƘ ǘƘŜ ǎǳōƧŜŎǘΧnot sort of like be specific with people, but just sort of bring 

up various conversatƛƻƴǎ ŀƴŘ ŜǾŜǊȅǘƘƛƴƎΧŀƭƳƻǎǘ ƭƛƪŜ ōǊŜŀƪƛƴƎ ǘƘŜ ǎƛƭŜƴŎŜΦ (Participant 6, Surrey, 

Year 2) 

One participant explained that she would also introduce information about local services within a 

conversation to ensure others had this knowledge if needed. The Ask Me badge was worn by some 

participants and some described wearing it every day to in initiate conversations about DVA: 

!ǎƪ aŜΣ ǿƘŀǘΩǎ !ǎƪ aŜΣ ǿƘȅ ƘŀǾŜ ȅƻǳ Ǝƻǘ ǘƘŀǘ ōŀŘƎŜ ƻƴΚ  {ƻΧƻōǾƛƻǳǎƭȅΧΣ ǘƘŀǘ ǎǘŀǊǘǎ ǘƘŜ 

ŎƻƴǾŜǊǎŀǘƛƻƴ ŦƻǊ ƳŜ ǘƻ ŜȄǇƭŀƛƴ ǿƘŀǘ ǘǊŀƛƴƛƴƎ LΩǾŜ ōŜŜƴ ƻƴΦ (Participant 4, Surrey, Year 2) 

Ambassadors had utilised social media to share information or resources around DVA. They were 

able to signpost to local services or challenge myths around DVA: 

ΧǇŜƻǇƭŜ ǿƘƻΣ ŀƎŀƛƴΣ ŀǊŜ ǎŀȅƛƴƎΣ ǘƘŀǘΩǎ ŀōǎƻƭǳǘŜƭȅ ŎǊŀȊȅΣ ǿƘȅ Ƙŀǎ ǎƘŜ ǎǘŀȅŜŘ ǿƛǘƘ ƘƛƳΚ  ¸ƻǳΩǊŜ ŀōƭŜ ǘƻ 

go and comment and say, well, hang on, this is, you know, think of it this way. (Participant 8, 

Sunderland, Year 2) 

¢Ƙŀǘ ǿŀǎ у ƻΩŎƭƻŎƪ ǘƘŀǘ ƳƻǊƴƛƴƎΣ ōȅ у ƻΩŎƭƻŎƪ ǘƘŀǘ ƴƛƎƘǘΣ ǎƘŜ ǿŀǎ ƻƴ ƘŜǊ ǿŀȅ ǘƻ ŦǊŜŜŘƻƳΦ  Lǘ ǿŀǎ 

ŀƳŀȊƛƴƎΣ ǎƘŜ ǿŀǎ ǊŜŀƭƭȅ ƎǊŀǘŜŦǳƭ ŦƻǊ ǿƘŀǘ LΩŘ ŘƻƴŜ ŀƴŘ L ŦŜƭǘ ǇǊƻǳŘΦΦΦ (Participant 12, Sunderland, 

Year 2). 

 
28 This figure is likely to be an underestimate as HAYGO forms only offer Ambassadors the option of logging 1-
10+ conversations. 
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Other participants had mostly utilised their learning at work but sometimes also with family and 

ŦǊƛŜƴŘǎΦ tŀǊǘƛŎƛǇŀƴǘǎ ŘŜǎŎǊƛōŜŘ ŀ ŎƘŀƴƎŜ ƛƴ ǘƘŜƛǊ ǊŜǎǇƻƴǎŜǎ ǿƘŜƴ ǘƘŜǊŜ ƳƛƎƘǘ ōŜ ŀ ΨhintΩ ŀōƻǳǘ 5±! 

from a woman and they described themselves as more confident to ask questions, listen and 

signpost. For example, one participant identified a change in her practice at work, proactively 

contacting people who did not attend appointments, where she had DVA concerns, rather than 

presuming this was their choice. Another identified working with their Human Resources 

department to better inform other members of the staff team about DVA. 

The evidence above illustrates the levels of positive activity and impact of Ask Me following the 

training. However, some participants who had completed the training were uncertain about how to 

put their training into action: 

LΩƳ ƴƻǘ ǊŜŀƭƭȅ ǎǳǊŜ ǿƘŀǘ ǘƻ Řƻ ǿƛǘƘ ǘƘŜ ǘǊŀƛƴƛƴƎ ǘƘŀǘ L ƘŀǾŜΣ ƛŦ ǘƘŀǘ ƳŀƪŜǎ ǎŜƴǎŜΦ (Participant 8, 

Sunderland, Year 2)   

Others were unsure how  proactive they could beΥ ΨǿŜ ŘƻƴΩǘ ǉǳƛǘŜ ƎŜǘ Ƙƻǿ ǘƻ ƘŜƭǇ ǇŜƻǇƭŜ ŦǳǊǘƘŜǊΣ 

ǳƴƭŜǎǎ ǘƘŜȅ ŎƻƳŜ ǘƻ ȅƻǳΩ (Participant 2, Surrey, Year 2) and also wanted further guidance to keep up 

momentum as Ψŀ ǿŀȅ ƻŦ ƪŜŜǇƛƴƎ ǳǎ ŜƴƎŀƎŜŘΣ ŀǎΧǘƘƛƴƎǎ ǿŀƴŜ ŀŦǘŜǊ ŀ ƭƛǘǘƭŜ ǿƘƛƭŜΩ (Participant 6, 

Surrey, Year 2). Interview participants who decided not to become an Ambassador post-training 

described a lack of capacity due to competing personal commitments or because of lack of contact 

with potential victims/survivors in their employed role or because nobody had shared their 

experiences since the training.  Across both cohorts, a small number of participants highlighted their 

deliberate avoidance of social media to avoid potential contact with an abuser: 

L ŘƻƴΩǘ Ǉƻǎǘ ŀƴȅǘƘƛƴƎ ƻƴ ǎƻŎƛŀƭ ƳŜŘƛŀ ǇŀǊǘƛŎǳƭŀǊƭȅ ŀōƻǳǘ ŀƴȅǘƘƛƴƎ ōŜŎŀǳǎŜ ǘƘŜ ǇƻƭƛŎŜ ǘƻƭŘ ƳŜΧ ƴƻǘ ǘƻ 

put too much on there about anything, because I just disappeared, nobody knows where I am. 

(Participant 2, Nottingham/shire, year 1) 

Interview participants in year 2 identified a range of challenges in performing the Ambassador role. 

Firstly, the impact of Covid-19 restrictions was felt to inhibit both face-to-face disclosure and picking 

up non-verbal cues: 

Χƴƻǿ ǿŜΩǊŜ ŀƭƭ ƛƴ ƳŀǎƪǎΦ  {ƻΣ ǘƘƛǎ ƛǎ ǿƘŀǘ ǿŜ ƭƻƻƪ ƭƛƪŜΣ ǎƻ ȅƻǳ ŎŀƴΩǘ ǎŜŜ ǿƘŜǘƘŜǊ LΩƳ ƎƻƛƴƎΣ ȅŜǎ or, it 

ƛǎ ǎǘƛƭƭ ǾŜǊȅ ŘƛŦŦƛŎǳƭǘΣ ōǳǘ ŀǘ ƭŜŀǎǘ ȅƻǳΩǾŜ Ǝƻǘ ǘƘŜ ǇƘȅǎƛŎŀƭ ŎƻƴǘŀŎǘΣ ƛŦ ƴƻǘ ǘƘŜ ŦŀŎƛŀƭ ǊŜŎƻƎƴƛǘƛƻƴΦ 

(Participant 10, Sunderland, Year 2) 

Secondly, appropriate services might not be available locally, for example, a participant in Surrey 

mentioned the lack of LGBTQ+ services in the area. Others cited cultural barriers in the workplace or 

community coupled with a lack of funding for awareness raising activities to address such attitudes: 

ΧŎǳƭǘǳǊŀƭƭȅΣ ǘƘŜ ƛǎǎǳŜ ǘƘŀǘ LΩǾŜ ŎƻƳŜ ǳǇ ŀƎŀƛƴǎǘ ǘƛƳŜ ŀƴŘ ǘƛƳŜ again, which is when there is known 

domestic violence, what religious leaders try and do, is they try and bring the respective partners 

ǘƻƎŜǘƘŜǊ ǘƻ ƳŜŘƛŀǘŜΦ !ƴŘ ƛǘΩǎ ŀ ōƛƎΣ ōƛƎΣ ƴƻΣ ƴƻΣ ƛƴ ŜǾŜǊȅǘƘƛƴƎ ǘƘŀǘ LΩǾŜ ŜǾŜǊ ōŜŜƴ ǘŀǳƎƘǘΧ (Participant 

6, Surrey, Year 2) 

 

4.7 Future Plans for Ask Me 

One trainer/co-ordinator suggested that, in future, Ask Me should be targeted on particular 

community organisations: 
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Χƛǘ ƳƛƎƘǘ ōŜ ƎƻƻŘ ǘƻ ƪƛƴŘ ƻŦ Řƻ ƻǊƎŀƴƛǎŀǘƛƻƴǎΦ  {ƻ L ŀǇǇǊƻŀŎƘŜŘ ŀ ǿƻƳŀƴΩǎ ŎŜƴǘǊŜΣ ǿƘŜǊŜ ǘƘŜȅ ƘŀǾŜ 

training programmes for their volunteers, and asked if, you know, Ask Me could be part of their 

ǘǊŀƛƴƛƴƎ ǇǊƻƎǊŀƳƳŜΦ {ƻ ƛƴ ǘƘŀǘ ǿŀȅ ƛǘΩǎ ŜƳōŜŘŘŜŘ ǿƛǘƘƛƴ ǘƘŜƛǊ ƪƛƴŘ ƻŦ ŎǳǊǊƛŎǳƭǳƳΣ ȅƻǳ ƪƴƻǿΣ ǘƘŜȅ 

have their own premises and everything...  (Trainer/ Co-ordinator 6) 

 

In future, Ask Me is to be delivered via a social franchise model and its continuation will depend on 

ƭƻŎŀƭ ƳŜƳōŜǊ ǎŜǊǾƛŎŜǎΩ ŀōƛƭƛǘȅ ǘƻ ŦǳƴŘ ƛǘΥ 

!ǎƪ aŜ ƛǎ ŦǊŜŜ ŀǘ ǘƘŜ Ǉƻƛƴǘ ƻŦ ŘŜƭƛǾŜǊȅΣ ǎƻ ǘƘŜǊŜΩǎ ƴƻ ǘǊŀƛƴƛƴƎ ƳƻƴŜȅ ǘƘŀǘ Ŏŀƴ ŎƻƳŜ ŦǊƻƳ !ǎƪ aŜΣ ōǳǘ 

members have generated in-ƪƛƴŘ ǎǳǇǇƻǊǘ ǘƘǊƻǳƎƘ !ǎƪ aŜΦ  .ǳǘ ƛǘΩǎ ƘŀǊŘŜǊ ǘƻ ƧǳǎǘƛŦȅ ǘƘŜ Ŏƻǎǘ ƻŦ ƛǘ ŀƴŘ 

ǿŜΩǾŜ ǿƻǊƪŜŘ ƛǘ ƻǳǘ ŀǘ ŀōƻǳǘ пл ƎǊŀƴŘ ŀ ȅŜŀǊ ǘƻ ǊǳƴΣ ǎƻ ƳŜƳōŜǊǎ ƘŀǾŜ ǘƻ ŦƛƴŘ ǘƘŀǘ ǎƻƳŜǿƘŜǊŜΦ 

(Senior Manager 1, WA)  

 

An external evaluation of the Ask Me Plus scheme delivered in sites not included in the Roadmap 

Programmed confirmed that ongoing evaluation of this social franchise model was required 

(Edwards and Brook 2020). 

  

4.8 Summary 

¶ Facilitators to implementation included earlier piloting of the intervention, strong local 

ƴŜǘǿƻǊƪǎΣ ƭƻŎŀƭ ²! ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ŜƴƎŀƎŜƳŜƴǘ ǿƛǘƘ !ǎƪ aŜ ŀƴŘ ŜȄŎŜƭƭŜƴǘ ǘǊŀƛƴƛƴƎ ƳŀǘŜǊƛŀƭǎΦ  

¶ ¢ƘŜ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ǘŀǎƪǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ !ǎƪ aŜ ǿŜǊŜ ŘŜǎŎǊƛōŜŘ ŀǎ ǳƴǿƛŜƭŘȅ ŀƴŘ ŀ ΨnightmareΩ 

and coordinators also mentioned that they had not appreciated that they would have to recruit 

participants. Recruiting new participants in the future was also anticipated as being problematic 

as it was considered that saturation levels might have been achieved.  

¶ Local member services were also expected to work with multiple WAFE trainers which meant 

training styles had to be adapted, often at short notice. Covid-19 restrictions particularly 

impacted on delivery of post-training support.   

¶ DVA survivors made up a substantial proportion of those attending the Ask Me training.  

¶ The ethnic diversity of Ask Me trainees was in line with the ethnicity profile of the country and 

people with declared disabilities also attended the training. However, given that the Black and 

minoritised population in Nottingham is 35%, more diversity among Ask Me participants would 

be anticipated there.  

¶ Immediately post-training, pre/post questionnaires revealed positive changes in all domains. 

¶ Two areas where participants wanted more programme coverage concerned addressing myths 

around DVA and Black and minoritised communities and men and DVA.  

¶ Interviews (conducted 3-6 months post-training) provided examples of increased knowledge, 

ŎƻƴŦƛŘŜƴŎŜ ŀƴŘ !ƳōŀǎǎŀŘƻǊǎΩ ƛƳǇǊƻǾŜŘ ŀōƛƭƛǘȅ ǘƻ ǊŜǎǇƻƴŘ ǘƻ ǎǳǊǾƛǾƻǊǎ Ǉƻǎǘ-training.   

¶ Some Ambassadors suggested top-up training and more regular follow-up support addressing 

ways in which the training might be used.  

¶ Ongoing Ask Me support needs to be flexible and both pro-active and reactive which inevitably 

ǿƻǳƭŘ ƘŀǾŜ ǘƛƳŜ ŀƴŘ ǊŜǎƻǳǊŎŜ ƛƳǇƭƛŎŀǘƛƻƴǎΦ {ŜǾŜǊŀƭ ƳŜǘƘƻŘǎ ǿŜǊŜ ǳǎŜŘ ǘƻ ǊŜǘŀƛƴ !ƳōŀǎǎŀŘƻǊǎΩ 

engagement with Ask Me with varying degrees of success.  

¶ Ambassadors initiated numerous activities both at an individual level as well as at a community 

level. The most frequent of these was facilitating disclosure of DVA, but community-focused 

activities also included putting posters up in the local community, utilising the Ask Me lanyard as 

a means of starting conversations about DVA; commenting on social media about news or 

television coverage of DVA.  
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¶ !ƳōŀǎǎŀŘƻǊǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ŎŀƳŀǊŀŘŜǊƛŜΣ ΨǎƛǎǘŜǊƘƻƻŘΩ ŀƴŘ ōŜƭƻƴƎƛƴƎ ǘƻ ŀ ΨǘǊƛōŜ ƻŦ ǿƻƳŜƴΩ 

embodied the importance of combatting DVA collectively and as part of a movement. 

 

 

4.9 Recommendations    

¶ Allocating one WAFE trainer to work in each site would allow a training relationship to develop 

between WAFE and local areas. 

¶ Central WAFE administrative systems for Ask Me could be strengthened and clarity on who 

should input which data would assist local trainers and co-ordinators. 

¶ Recruitment strategies for Ask Me should ensure that, when professionals attend Ask Me, they 

participate in their identity as a community member rather than as a professional. 

¶ Recruitment and programme design should aim to achieve a diverse range of participants in Ask 

Me training to maximise inclusivity within communities.  

¶ Online delivery of the Ask Me training requires robust evaluation, including capturing participant 

experiences and monitoring of whether online delivery impacts adversely on specific groups (e.g. 

older women). 

¶ Given the time commitment required to attend the training, maintaining a flexible approach to 

delivery of the two-day course (e.g. in shorter evening sessions, over weekends etc) would 

potentially extend the reach of Ask Me.     

¶ Overall, the training programme is highly successful but could be developed further by an 

increased focus on enhancing understanding of DVA and gender (including men as victims) and 

DVA and Black and minoritised communities. This would help to challenge a gender-neutral 

approach and increase the confidence of Ambassadors in responding to diverse communities.   

¶ LƴǘŜǊǾƛŜǿ ǇŀǊǘƛŎƛǇŀƴǘǎ ǊŜŎƻƳƳŜƴŘŜŘ ΨǘƻǇ-ǳǇΩ ǘǊŀƛƴƛƴƎ ƻƴ ŀ ǊŀƴƎŜ ƻŦ ƛǎǎǳŜǎ ƛƴŎƭǳŘƛƴƎ 5±! 

survivors involved with the criminal justice system or with family proceedings; minoritised 

groups such as LGBTQ+ or Black and minoritised women, media representation of DVA and 

knowledge of different DVA services available 

¶ Support for Ambassadors both during and post-training to identify how they could make a 

difference within communities is essential to capitalise on the achievements of the training. The 

variety of approaches currently used to deliver this support (e.g. social media, newsletters, face-

to-face meetings) should be maintained. 

¶ Regular and systematic collection of HAYGO forms, ideally linked back to Expression of Interest 

forms, should be undertaken to identify patterns of activities and provide data on those 

Ambassadors who continue or cease Ask Me engagement. 

¶ The piloting of the social franchise model of Ask Me to assess its viability is recommended as this 

model has not been tested to date. 
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Chapter 5: Trusted Professional 
 
The Trusted Professional intervention had two iterations during the evaluation. The first phase 
(October 2017ςMarch 2018) comprised a standalone one-day training event aiming to increase 
survivor-centred, strengths-based, trauma informed and needs led approaches to DVA survivors by 
non-specialist frontline professionals. The second phase (June 2019ςMarch 2020) was an enhanced 
intervention that built on previous work and drew on the findings from the evaluation of Phase 1.  

WAFE define the Trusted Professional programme as a 360-degree intervention, combining policies 
and practice reviews with training and development to ensure that professionals and organisations 
create space for action for women survivors. It comprised a system-orientated intervention designed 
to wrap around the whole organisation. In addition to the one-day training programme, it included 
focus groups with staff (Professional Voice) and survivors (Survivor Voice) at the outset to 
understand their views and experiences of DVA services and to highlight good practice. Focus group 
findings directed DVA policy development with organisations participating in Trusted Professional 
and informed reflection days with staff following the training. The Phase 2 intervention also included 
assessment of the longer-term impact of the enhanced offer regarding changes in practice with DVA 
survivors. Based on researcher observations, the one-day training session in Phase 2 provided 
ŘŜǘŀƛƭŜŘ ŜȄǇƭŀƴŀǘƛƻƴǎ ƻŦ 5±!Σ ŜƳǇƘŀǎƛǎƛƴƎΥ ŎƻŜǊŎƛǾŜ ŎƻƴǘǊƻƭΣ ǿƛŘŜƴƛƴƎ ǘƘŜ ǎǳǊǾƛǾƻǊΩǎ ǎǇŀŎŜ for 
action, strength-based ways of working, power within services and systems, trauma-informed 
approaches, building change through language, record keeping and self-care. 

Data sources informing this chapter include: pre/post training surveys (n=404), interviews with i) 
professionals who had received Trusted Professional training (n= 31); ii) trainers and coordinators 
(n=10); iii) senior WAFE managers (n=3) and iv) researcher observations (n=3). Descriptive statistics 
were used to analyse pre/post interviews and interviews were analysed thematically. There is 
limited data available on the enhanced Trusted Professional offer since development took longer 
than anticipated and both delivery and the evaluation were interrupted by the pandemic.   
 
5.1 Implementation 

Trusted Professional had been successfully delivered in other areas of the country prior to the 
Roadmap Programme and this learning assisted implementation in the three sites. Implementation 
varied between sites depending on the strength of local networks and whether it had been possible 
to embed CtL within commissioning arrangements. Surrey recruited statutory sector organisations 
(especially in Phase 2), whilst Sunderland largely recruited from the voluntary sector. 
Nottingham/shire had commissioned the existing DVA training provider and joint delivery was 
initiated.  

Implementation relied on central WAFE delivery in partnership with local member services and CtL 
coordinators. This approach capitalised on local connections and reduced the burden on member 
services. Implementation of the enhanced Trusted Professional offer was delayed for the reasons 
given above but it also took time to build an appetite for and commitment to the programme in local 
organisations: 

L ǘƘƛƴƪ ƳŀȅōŜ ƛŦ ǿŜΩŘ ƘŀǾŜ Ǝƻǘ ƘƻƭŘ ƻŦ ¢ǊǳǎǘŜŘ tǊƻŦŜǎǎƛƻƴŀƭ ŀ ōƛǘ ŜŀǊƭƛŜǊΧL ǿƻǳƭŘ ƘŀǾŜ ƭƛƪŜŘ ǘƻ ƘŀǾŜ 
seen that, yes, deliver more with different audiences and checked that that worked for everyone. 
(Senior Manager 1, WA) 

{ƻΣ ƛƴ ǘŜǊƳǎ ƻŦ ŀǇǇǊƻŀŎƘƛƴƎ ƻǊƎŀƴƛǎŀǘƛƻƴǎΣ ǘƘŀǘ ǘƻƻƪ ŀ ƭƻǘ ƭƻƴƎŜǊ ōŜŎŀǳǎŜ ƛǘΩǎ ŀ ōƛƎ ŎƻƳƳƛǘƳŜƴǘ ŦǊƻƳ 
the organisation. (Trainer/Coordinator 10)   

On reflection, senior managers also recognised that CtL coordinators were over-stretched and the 
task of implementing three different interventions was ambitious:  
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Χ ǿŜ ƘŀŘ ƻƴŜ Ŧǳƭƭ ǘƛƳŜ ǿƻǊƪŜǊΣ ǿƘƻ ǿŀǎ ŜȄǇŜŎǘŜŘ ǘƻ Χ Řƻ ŀƭƭ ƻŦ ǘƘŀǘ ƭƻŎŀƭ ǎǘŀƪŜƘƻƭŘŜǊ ƳŀƴŀƎŜƳŜƴǘΣ 
raise the profile, do all of that kind of strategic piece, alongside planning, administrating and 
ŘŜƭƛǾŜǊƛƴƎ ¢ǊǳǎǘŜŘ tǊƻŦŜǎǎƛƻƴŀƭΣ !ǎƪ aŜΧ!ƴŘ L ǘƘƛƴƪ ǘƘŀǘΧǿŜ ǿŜǊŜ ƭƛƳƛǘŜŘ ƛƴ ǿƘŀǘ ǿŜ ŎƻǳƭŘ ŀŎƘƛŜǾŜ 
by the capacity that we had within each area. (Senior Manager 1, WA) 
 
5.2 Training Delivery     

Face-to-face DVA training was the key delivery mechanism across both phases. Pre/post 
questionnaires were completed prior to and immediately following the training to measure 
immediate changes in knowledge, confidence and skills to intervene in DVA (n= 404: phase 1 n=99; 
phase 2 n=305). Most participants were female (85%; n=344); 56 were male (14%) and two 
preferred not to say. Most participants stated that they had already received DVA training in their 
current role (72%; n=288). However, 17% indicated that this had been for a period of less than two 
hours (n=50). Table 4.1 provides an overview of the service sectors from which training participants 
were drawn. The majority came from children and families services, including Early Help Services in 
ǘƘŜ ƛƴŘŜǇŜƴŘŜƴǘ ǎŜŎǘƻǊ ŀǎ ǿŜƭƭ ŀǎ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜΣ ǘƘŜ 5Ŝpartment of Work and Pensions 
(Surrey only) and Housing Associations. 

Table 5.1 Participating Sectors by Site 2017-2020 

Sector Geographical Location Total 

Nottingham Sunderland Surrey 

Children and families 48 50 95 193 

Department of Work and Pensions (DWP) - - 93 93 

Housing 30 30 - 60 

Health - - 20 20 

Youth Offending  - 1 - 1 

Community Safety 15   15 

Local Authority Health & Wellbeing Service   12 12 

Unknown 10 - - 10 

Total 103 81 220 404 
NB. Some inaccuracies in assigning participants to sectors may have occurred among some Year 1 participants  
where their sector was not always clearly distinguished. 

Pre/post questionnaires included seven potential DVA indicators (substance misuse, financial 
difficulties, childcare issues, injuries, anti-social behaviour, mental health difficulties, physical health 
issues) agreed between WAFE and the research team. These indicators were used to assess the 
extent to which professionals participating in the training already inquired about DVA in current 
ǇǊŀŎǘƛŎŜΦ Lƴ ǘƘŜ ¸ŜŀǊ н ŎƻƘƻǊǘ όǿƘŜǊŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǿƻǊƪǇƭŀŎŜǎ ǿŜǊŜ ŜŀǎƛŜǊ ǘƻ ƛŘŜƴǘƛŦȅύΣ ƻƴ ŀǾŜǊŀƎŜΣ 
нр҈ ƻŦ ǘƘƻǎŜ ǿƻǊƪƛƴƎ ǿƛǘƘ ŎƘƛƭŘǊŜƴ ŀƴŘ ŦŀƳƛƭƛŜǎ ǎǘŀǘŜŘ ǘƘŀǘ ǘƘŜȅ ƘŀŘ ΨŀƭǿŀȅǎΩ ƻǊ ΨƴŜŀǊƭȅ ŀƭǿŀȅǎΩ 
asked about DVA/Sexual Violence (SV) in the previous six months compared to 20% working in the 
health sector, 10% in the DWP and 8% in housing. A higher proportion (67%, n=106) of those who 
ǎǘŀǘŜŘ ǘƘŜȅ ƘŀŘ ΨŀƭǿŀȅǎΩ ƻǊ ΨƴŜŀǊƭȅ ŀƭǿŀȅǎΩ ŀǎƪŜŘ ŀōƻǳǘ 5±!κ{± ƛƴ ǘƘŜ ǇǊŜǾƛƻǳǎ six months, identified 
ƴŜǿ ŎŀǎŜǎ ŎƻƳǇŀǊŜŘ ǘƻ ǘƘƻǎŜ ǿƘƻ ƘŀŘ ΨǎƻƳŜǘƛƳŜǎΩ ŀǎƪŜŘ όпр҈Σ ƴҐппύ ŀƴŘ ΨǎŜƭŘƻƳΩ ƻǊ ΨƴŜǾŜǊ ŀǎƪŜŘΩ 
(16%, n=22). On identification, the most common response was to provide information (78.2%; 
n=136), offer validating statements (70.1%; n=122) and ask the victim what was most important to 
them (68.9%; n=120). 

Trainer/Coordinator interviews revealed several challenges when delivering the training including 
the challenges of delivering to a multi-professional group; participants requesting more information 
about perpetrators; challenging gender-neutral attitudes among some participants; space required 
for participants disclosing DVA; and organisational practices that were not conducive to working in a 
survivor-centred manner. In mixed professional groups, understanding different professional roles 
was considered central to influencing post-training practice:     
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I think it works better if the trainer understands the roles of the people in the room.  So, yes, it 
ŘƻŜǎƴΩǘ ƳŀǘǘŜǊΣ ȅƻǳ ǎŜŜΣ ƛŦ ȅƻǳΩǾŜ Ǝƻǘ ŀ ƳƛȄǘǳǊŜ ƻŦ ǎƻŎƛŀƭ ǿƻǊƪŜǊǎΣ ƘƻǳǎƛƴƎ ŀƴŘ ǿƘƻŜǾŜǊ ƛƴ ǘƘŜ ǊƻƻƳΣ 
ŀǎ ƭƻƴƎ ŀǎ ǘƘŜ ǇŜǊǎƻƴ ǘƘŀǘΩǎ ŘŜƭƛǾŜǊƛƴƎ ǘƘŜ ǘǊŀƛƴƛƴƎ ǳƴŘŜǊǎǘŀƴŘǎ ǘƘŜ ǊƻƭŜ ƻŦ ŀŘǳƭǘ ǎƻŎƛŀƭ ŎŀǊŜΣ 
understands the role of childrenΩǎ social care, understands the role of a housing officer. (Trainer/Co-
ordinator 2). 

Plans for Phase 2 revolved around targeting specific organisations and so were more likely to include 
single professional groups, thus making the organisational context of delivering changes in practice 
more central.  

There was also recognition that expanding delivery to a wider group of statutory sector professionals 
would be beneficial as these were settings where DVA was routinely encountered: 

5ǊǳƎ ŀƴŘ ŀƭŎƻƘƻƭ ΧL ǘƘƛƴƪ ƛǘ ǿƻǳƭŘ ōŜ ǾŀƭǳŀōƭŜ ŦƻǊ ǘƘŜƳΧώ!ƭǎƻϐ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΣ L ǘƘƛƴƪ ƛǘ 
would be beneficial to them as well. (Trainer/Coordinator 7). 

Different professional groups had markedly varied understandings of DVA and so training needed to 
reflect this and be tailored accordingly: 

Maybe this is just about tailoring it to the different organisations and the different levels, because if 
you are working with family support workers, I imagine they do have a much greater understanding 
ƻŦ ŀōǳǎŜ ǘƘŀƴ ŀ 5²t ǿƻǊƪŜǊΦ  .ǳǘ ŦƻǊ ǘƘŜ 5²t ǿƻǊƪŜǊǎΧ ƛǘ ŘƛŘƴΩǘ ǎŜŜƳ ǘƘŀǘ ǘƘŜȅ ǿŜǊŜ ǇŀǊǘƛŎǳƭŀǊƭȅ 
coming in with a greater understanding of abuse than any ordinary community member. 
(Trainer/Coordinator 11) 

The content and quality of training delivery was valued by participants. This was confirmed via 
interviews with professionals, training feedback forms and researcher observations of the various 
training activities. For example:  

L ƎŜƴǳƛƴŜƭȅ ŦŜƭǘ ƛǘ ƘŀŘ ōŜŜƴ ƻƴŜ ƻŦ ǘƘŜ ōŜǎǘ ōƛǘǎ ƻŦ ǘǊŀƛƴƛƴƎ LΩǾŜ ŘƻƴŜ ƛƴ ŀ ǾŜǊȅ ƭƻƴƎ ǘƛƳŜΣ ΧǘƘŜ ǉǳŀƭƛǘȅ 
of the training, before ȅƻǳ ǘƘŜƴ Ǝƻǘ ƛƴǘƻ ǘƘŜ ǎǳōƧŜŎǘΣ ǿŀǎ ŜȄŎŜƭƭŜƴǘΣ ŀƴŘ L ŦƻǳƴŘ ƛǘ ǾŜǊȅ ǳǎŜŦǳƭΧŦƻǊ 
me, it was very much back to basics.  I feel like we stripped the issue right back to the absolute 
fundamentals of what DVA is about. (Training Participant 19, Sunderland, Phase 2) 
 
5.3 Impact    

The impact of Trusted Professional was examined via the pre/post questionnaires and follow up 
interviews with training participants, senior managers and trainers/coordinators. To measure the 
impact of DVA training on professionalǎΩ confidence and capability to recognise and manage DVA 
cases, participants were asked to ΨƛƴŘƛŎŀǘŜ Ƙƻǿ ƳǳŎƘ ȅƻǳ ŀƎǊŜŜ ǿƛǘƘ ǘƘŜ ŦƻƭƭƻǿƛƴƎΩ ƛƴ ǊŜƭŀǘƛƻƴ мт 
statements using a five-Ǉƻƛƴǘ [ƛƪŜǊǘ ǎŎŀƭŜ ǊŀƴƎƛƴƎ ŦǊƻƳ ΨмΦ {ǘǊƻƴƎƭȅ ŘƛǎŀƎǊŜŜΩ ǘƻ ΨрΦ {ǘǊƻƴƎƭȅ ŀƎǊŜŜΩ. 
Change was measured using a Wilcoxon Signed-Ranks test. Positive ranks (higher code response post 
to pre training) indicated increased confidence and capability. Negative ranks (lower code response 
post to pre training) indicated confidence and capability had reduced post training. Tied ranks (pre-
training response = post-training response) indicated no change. A proportion of ties included those 
ǿƘƻ ǎŜƭŜŎǘŜŘ ΨǎǘǊƻƴƎƭȅ ŀƎǊŜŜΩ ǇǊŜ- and post-training, therefore positive change was not possible. 
There was a significant relationship between DVA training and increased confidence and capability  
immediately following the programme across all 17 statements, z =-.15.25, p <.001. (see Figure 5.1, 
Appendix 5). Positive change was more prevalent in Surrey (see table 5.1, Appendix 5). Increased 
understanding of and confidence to recognise coercive control was a key area where positive change 
was most evident. Those agreeing they had sufficient training to assist women experiencing DVA 
doubled immediately post-training. To measure change in beliefs about DVA, participants were 
ŀǎƪŜŘ ǘƻ ǎŜƭŜŎǘ ΨǘǊǳŜΩΣ ΨŦŀƭǎŜΩ ƻǊ ŘƻƴΩǘ ƪƴƻǿΩ ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ ǎƛȄ ǎǘŀǘŜƳŜƴǘǎ όǎŜŜ CƛƎǳǊŜ рΦнΣ !ǇǇŜƴŘƛȄ р 
for changes in beliefs pre/post training). Overall, Trusted Professional training had a positive 
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influence on DVA beliefs, with most professionals showing positive changes immediately following 
the training.  

Interviews consistently indicated that professionals valued the opportunity to increase their 
knowledge, skills and confidence to respond to DVA, and they associated this with improved 
practice. Even where participants reported that nothing new had been learnt from the training, they 
reflected that the training was important for reinforcing key messages and maintaining motivation. 
Observations by UCLan researchers noted that participant knowledge was variable at the start and 
some participants might benefit from DVA awareness training prior to Trusted Professional 
intervention, particularly for professionals who have limited training, knowledge or experience of 
working with DVA. The training also helped to update professionals about local services and 
awareness of their own professional role in identifying DVA in their everyday practice also improved. 
Overall, the impact of the intervention was widely reported as increasing understanding of the 
dynamics of DVA:   

ΧŜǾŜǊȅōƻŘȅ ƪƴƻǿǎ ŀ ƭƛǘǘƭŜ ōƛǘ ŀōƻǳǘ ŘƻƳŜǎǘƛŎ ǾƛƻƭŜƴŎŜΧōǳǘ L ŎŜǊǘŀƛƴƭȅ ŘƛŘƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ƭŜǾŜƭǎ 
ƻŦ ǾƛƻƭŜƴŎŜ ŀƴŘ ŎƻƴǘǊƻƭΧƛǘ ƻǇŜƴŜŘ Ƴȅ ŜȅŜǎΦ  (Training Participant 12, Nottingham/shire, Phase 2) 

Most of the 19 professionals interviewed (3-6 months post-training) during Phase 2 were confident 
in their understanding of ΨǎǳǊǾƛǾƻǊ-ƭŜŘ ǿƻǊƪƛƴƎΩΣ ŘŜǎŎǊƛōƛƴƎ ǘƘƛǎ ŀǇǇǊƻŀŎƘ ŀǎ ŀ ƳŜŀƴǎ ƻŦ ŜƴŀōƭƛƴƎ 
individual choices and actions led by the survivor whilst supported by professionals:  

ŀŦǘŜǊ ǘƘŜ ǘǊŀƛƴƛƴƎΣ ǿŜ ǳƴŘŜǊǎǘƻƻŘ ǘƘŀǘΧ ǿŜΩǊŜ ƴƻǘ ǘƻ ǘǊȅ ŀƴŘ ŦƛȄ ƛǘΣ ǘƘŀǘ ǿŜΩǊŜ ƴƻǘ ǘƻ ƳŀƪŜΣ ȅƻǳ ƪƴƻǿΣ 
ǎǳƎƎŜǎǘƛƻƴǎ ƻŦ ǿƘŀǘ ǘƘŜ ǇŜǊǎƻƴ ǎƘƻǳƭŘ ŘƻΧȅƻǳ ƭŜǘ ǘƘŜƳ ƪƴƻǿ ǘƘŀǘ ȅƻǳ ŀǊŜ ŀǾŀƛƭŀōƭŜ ǘƻ ƘŜƭǇ ƻǊ ȅƻǳ 
do know places ǿƘŜǊŜ ǘƘŜȅ Ŏŀƴ ƎŜǘ ƘŜƭǇΣ ȅƻǳ ƪƴƻǿΣ ǿƘŜƴ ǘƘŜȅ ŀǊŜ ǊŜŀŘȅΧ(Training Participant 10, 
Surrey, Phase 2) 

L ƘŀŘƴΩǘ ƪƛƴŘ ƻŦ ōŜŜƴ ŀǿŀǊŜ ƻŦ ƛǘΣ ŀōƻǳǘ ǎǳǊǾƛǾƻǊ ƭŜŘ ƛƴǘŜǊǾŜƴǘƛƻƴΣ ƛŦ ȅƻǳ ƭƛƪŜΦ  Lǘ ƳŀƪŜǎ ǇŜǊŦŜŎǘ ǎŜƴǎŜ 
to me.  The person who is being affected, should have ǘƘŜ Ƴƻǎǘ ǎŀȅΦ  Lǘ Ƙŀǎ ǘƻ ǎǳƛǘ ǘƘŜƳΣ ȅƻǳ ŎŀƴΩǘ 
ƛƳǇƻǎŜ ǎƻƭǳǘƛƻƴǎ ƻƴ ǇŜƻǇƭŜΦ ¸ƻǳ ƘŀǾŜ ǘƻ ǿƻǊƪ ǿƛǘƘ ǇŜƻǇƭŜ ŀƴŘ ǘƘŀǘ Ƴŀȅ ōŜ ǘƘŀǘ ȅƻǳ ŘƻƴΩǘ ƎŜǘ ǘƻ Řƻ 
the thing that you want to do. (Training Participant 12, Nottingham/shire, Phase 2) 

Participants also described how language could facilitate the process of building trust with survivors 
and open up dialogue about their experiences. Researchers noted that the activities and cases used 
in training emphasised that language and changes to approaches needed to be meaningful. Across 
the interviews, professionals reported increased confidence to think differently and ask the 
questions that would enable those experiencing DVA to disclose. They described positive attitudinal 
change towards DVA in their practice and an increased intent to ask relevant, probing questions:  

I can remember a couple of occasions when people have attended in the office and, basically, 
ōŜŎŀǳǎŜ ƻŦ ǘƘŜ ǘǊŀƛƴƛƴƎ L ƘŀŘΣ L ŀǎƪŜŘ ǉǳŜǎǘƛƻƴǎ ŀǘ ǘƘŀǘ Ǉƻƛƴǘ ǘƘŀǘ L ǿƻǳƭŘƴΩǘ ƘŀǾŜ ŀǎƪŜŘ ōŜŦƻǊŜΣ Ƨǳǎǘ 
to make sure people were safe and things were OK. (Training Participant 11, Surrey, Phase 2) 

Phase 1 participants reported that the training improved understanding and knowledge of DVA but 
not necessarily rates of identification, possibly because these professionals were already working in 
facilitative environments regarding DVA. However, in Phase 2, managers reported improvements in 
frontline workersΩ ability to recognise DVA, particularly coercive control, and to identify strategies to 
engage individuals about their DVA experiences. The training provided examples of how and which 
questions to ask, improving confidence to start conversations which practitioners had found difficult 
to broach previously:  

ΧǘƘŜ ǘƘƛƴƎ ǘƘŀǘ L ǿŀƭƪŜŘ ŀǿŀȅ ǿƛǘƘ ƳƻǊŜ ǘƘŀƴ ŀƴȅǘƘƛƴƎ ŜƭǎŜΣ was to be professionally curious, to be 
unafraid to ask questions (Training Participant 3, Nottingham/shire, Phase 2).  

Professionals reported feeling more skilled and competent to ensure appropriate time and space for 
individuals to share their DVA experiences following a disclosure. This connected to feeling better 
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equipped to listen effectively and respond directly to DVA rather than just signposting to other 
services:  

ΧƛŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ǘŀƪŜǎ ŀ ǎǘŜǇ ǘƻ ǘŜƭƭ ǎƻƳŜōƻŘȅ ǘƘŜȅΩǊŜ ǿƻǊƪƛƴƎ ǿƛǘƘ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ŀƴ issue with their 
ƭƛŦŜ ǘƘŜȅ ƴŜŜŘ ǎƻƳŜ ǎǳǇǇƻǊǘ ǿƛǘƘΣ ǿƘŀǘ ǘƘŜȅ ŘƻƴΩǘ ǿŀƴǘΣ ƛǎ ǘƻ ǘƘŜƴ ōŜ ǇŀǎǎŜŘ ǘƻ ŀƴƻǘƘŜǊ ǇŜǊǎƻƴ ǿƘƻ 
ǘƘŜȅΩǾŜ ƴŜǾŜǊ ƳŜǘ ōŜŦƻǊŜΧǘƘŀǘΩǎ ƻƴŜ ƻŦ ǘƘŜ ōƛƎƎŜǎǘ ŎƘŀƴƎŜǎΧǎǘŀŦŦ ŀǊŜ ŀōƭŜ ǘƻ ǎǳǇǇƻǊǘ ǿƻƳŜƴ ǿƛǘƘ 
ǘƘŀǘ ƛǎǎǳŜΣ ǿƛǘƘƻǳǘ ǇŀǎǎƛƴƎ ǘƘŜƳ ƻƴ ǘƻΧŀƴƻǘƘŜǊ ǎǘǊŀƴƎŜǊΧǘƘŀǘΩǎ ōŜŜƴ ƻƴŜ ƻŦ ǘƘŜ Ƴƻǎǘ ǇƻǿŜǊŦǳƭ 
things.  (Training Participant 19, Sunderland, Phase 2) 

While most participants in Phase 2 reported increased confidence in working with DVA, Covid-19 
restrictions meant that some practitioners had not been able to put the training into practice. 
Additional training around identifying signs and symptoms of DVA in the Covid-19 context was 
suggested. For others, the training had been helpful in recognising DVA and they were able to 
transfer this learning to the Covid-19 context: ΨΧsome of those small things have become more 
exaggerated during lockdown, more obvious.Ω (Training Participant 6, Nottingham/shire, Phase 2). 
Interviews indicated that maintaining this confidence long-term required ongoing and consistent 
training within and across all agencies including the provision of up-to-date information about 
available services or changes to the service landscape.   

Most professionals interviewed in Phase 2 valued the training which was described ŀǎ Ψvery 
ƛƴŦƻǊƳŀǘƛǾŜΩΣ ΨŜƴƧƻȅŀōƭŜΩ and ΨǾŜǊȅ ǿŜƭƭ ŘŜƭƛǾŜǊŜŘΩΦ IƻǿŜǾŜǊΣ ƛƴǘŜǊǾƛŜǿŜŜǎ ŀƭǎƻ ƻŦŦŜǊŜŘ ŀ ǊŀƴƎŜ ƻŦ 
suggestions about how the training might be improved. These included adding video scenarios, 
greater knowledge of DVA services and more time for questions.  Participants across both phases 
requested more information about other forms of abuse including violence in same-sex 
ǊŜƭŀǘƛƻƴǎƘƛǇǎΣ ƳŀƭŜ 5±! ǾƛŎǘƛƳǎΣ ǎƻ ŎŀƭƭŜŘ ΨƘƻƴƻǳǊ-based violencŜΩΣ ŎƘƛƭŘ ǘƻ ǇŀǊŜƴǘ ǾƛƻƭŜƴŎŜ ŀƴŘ 
perpetrators.   

Phase 1 participants emphasised the importance of the intervention moving beyond a standalone 
training day. Phase 2 aimed to do this, and some managers reflected on changes to the way they 
supervised staff, encouraging staff to be alert to signs of DVA. Two professionals reported 
organisational policy changes: one reported policy improvements for staff experiencing DVA; 
another reported improved public office space to offer privacy for those disclosing DVA experiences. 
Phase 2 of the intervention also responded to Phase 1 suggestions for tools, activities and resources 
professionals could use with survivors to strengthen professional practice. For example, 
professionals were supported to use a practical advocacy tool designed to be used with a survivor to 
elicit the Ψbigger pictureΩ. Activities observed were also designed to support professionals to make 
changes within their case notes and reporting. 

Most professionals participating in Phase 2 reported existing opportunities to practice reflection and 
self-care within their organisations, commonly during supervision sessions. Four professionals across 
the three sites reported improvements to self-reflection practices in their organisation since the 
intervention. These ranged from a one-off meditation session, open and reflective discussions 
among staff teams, to more structured opportunities for reflection. One professional spoke 
positively of a WAFE reflection session providing opportunities for professional development via 
peer support:  

ΧǎƘŀǊƛƴƎ ǘƘŜ ƪƛƴŘ ƻŦ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ ƻǘƘŜǊ ǇŜƻǇƭŜ ǿƘƻ ƳƛƎƘǘ ƘŀǾŜ ƎƻƴŜ ǘƘǊƻǳƎƘ ǘƘŜ ǎŀƳŜ ǘǊŀƛƴƛƴƎΣ 
and just kind of keeping note of that and how do we record it?...that helps, knowing that other 
ǇŜƻǇƭŜ ƘŀǾŜ ŘƻƴŜ ǘƘŜ ǎŀƳŜΧǇŜŜǊ ǎǳǇǇƻǊǘ ƛǎ ǊŜŀƭƭȅ ǊŜƭŜǾŀƴǘΧ²Ŝ Ŏŀƴ ƭŜŀǊƴ ŦǊƻƳ ŜŀŎƘ ƻǘƘŜǊΧōŜŎŀǳǎŜ 
we might not come across the same cases. (Training Participant 2, Nottingham/shire, Phase 2)  

A needs-led and trauma-informed approach to working with DVA was widely supported. However, it 
was acknowledged that conflict could occur for staff in organisations working with families with a 
priority to safeguard children that used a risk-led model of intervention. While professionals from 
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ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ appreciated the importance of a needs-led approach, they raised concerns about 
Ƙƻǿ ǘƘƛǎ ŎƻǳƭŘ ōŜ ŀŎƘƛŜǾŜŘ ǿƛǘƘƛƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ǇǊƛƻǊƛǘƛǎƛƴƎ ǘƘŜ ŎƘƛƭŘǊŜƴΩǎ ǎŀŦŜǘȅΦ ¢ǊŀƛƴŜǊǎ ŀƴŘ Ŏƻ-
ordinators interviewed also identified potential for conflict here with suggestions that additional 
material in the training addressing children might be appropriate and help professionals to 
understand how a survivor-ƭŜŘ ŀǇǇǊƻŀŎƘ ŎƻǳƭŘ ǎǳǇǇƻǊǘ ŎƘƛƭŘǊŜƴΩǎ ǎŀŦŜǘȅ ƛƴ ǇǊŀŎǘƛŎŜ. Despite these 
tensions, professionals indicated attitudinal change towards adopting a strength-based approach 
and working towards the empowerment of survivors. 

Professionals reported that understanding, attitudes and approaches to survivor-led working had 
improved following the training. For professionals already working within a strengths-based 
framework (e.g. Home Start), it is likely that the intervention was successful in reinforcing survivor-
led working. Participants considered that continuous training was essential to embedding this 
approach. In comparison, survivor-led working represented an innovative and challenging approach 
for some organisations (e.g. /ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ). Whilst individual professionals could see the value 
of this approach, organisational priorities and practices could present a barrier to change: 

sometimes we go in and go bang, bang, bang, which is ǿƘŀǘ ǿŜ ǿŀƴǘ ǘƻ ŘƻΧǿŜ ǿƛƭƭ Ǉǳǘ ǘƘƛǎ ƛƴǘƻ 
ǇƭŀŎŜ ǘƻ ƘŜƭǇ ȅƻǳΣ ǿŜΩƭƭ ǎƻǊǘ ȅƻǳǊ ƘƻǳǎƛƴƎ ƻǳǘΣ ǿŜΩƭƭ ǎƻǊǘ ȅƻǳǊ ŘŜōǘ ƳŀƴŀƎŜƳŜƴǘΧ¢ƘŀǘΩǎ ǿƘŀǘ ǿŜΩƭƭ 
ŘƻΦ .ǳǘ ǘƘŀǘΩǎ ƴƻǘ ǊŜŀƭƭȅ ǿƘŀǘ ǿŜΩǊŜ ǎǳǇǇƻǎŜŘ ǘƻ ŘƻΦ ²ŜΩǊŜ ǎǳǇǇƻǎŜŘ ǘƻ ōŜ ƭŜŘ ōȅ ǘƘŜƳΧ (Training 
Participant 1, Nottingham/shire, Phase 2)   

From a WAFE senior managerΩǎ perspective, the increase in referrals from a wider range of 
organisations was an indicator of success: ΨThe positive outcomes of the projectΧwith Trusted 
ProfessionalΧǿŜΩǊŜ ǎŜŜƛƴƎ ǇƻǎƛǘƛǾŜ ǎƛƎƴǎ that specialist services are getting increased referrals 
coming from those kind of organisationsΩ (Senior Manager 1). In future, organisations engaging in 
Trusted Professional will be required to cover the costs of member services delivering the 
programme.  At the time of writing, delivery of Trusted Professional had moved online in response 
to Covid-19 restrictions. 
 
5.4 Summary 

¶ The Trusted Professional intervention started off as a stand-alone training day and was 
developed into a more holistic systems-based intervention.  

¶ The time taken to develop the new offer, the resources available (particularly at a local level) 
and the impact of Covid-19 delayed the new intervention and limited data was available for 
evaluation.  

¶ The use of local member services to co-deliver the intervention meant that local knowledge and 
networks maximised implementation opportunities. The wider context of austerity and cutbacks 
to welfare and specialist DVA services may make this difficult to achieve.  

¶ The training was well received with most participants drawn from children and families services, 
the Department of Work and Pensions (in Surrey) and housing. Fewer health professionals 
participated in the training. 

¶ Immediately following the training, positive short-term changes were found in knowledge, 
attitudes and confidence across the three sites and understanding of coercive control increased.  

¶ Post training interviews illustrated how training translated into practice, particularly where it 
was supported by organisational cultures ŎƻƴŘǳŎƛǾŜ ǘƻ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴΩǎ ǇƘƛƭƻǎƻǇƘȅΦ  More 
challenges were encountered where organisations conceptualised risk differently. 

¶ Interviews with participants and trainers and co-ordinators suggested that training content could 
be strengthened by additional material addressing diverse forms of abuse and work with 
perpetrators and children. CƻǊ ŜȄŀƳǇƭŜΣ wŜǎǇŜŎǘΩǎ aŀƪŜ ŀ /ƘŀƴƎŜ tǊƻƎǊŀƳƳŜΣ29 developed in 

 
29  https://www.respect.uk.net/pages/34-make-a-change 

https://www.respect.uk.net/pages/34-make-a-change
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collaboration with WAFE, addresses frontline work with perpetrators and could provide a useful 
source for additional material on this topic.  

¶ The future sustainability of the intervention is uncertain as it moves from a free intervention to 
one where participating organisations will be expected to meet the costs of the intervention 
alongside the time commitment required. 

5.5 Recommendations 

¶ The time and resources required for developing the intervention and engaging interested 
organisations need to be fully recognised in roll-out and implementation of Trusted Professional. 

¶ The sustainability of the intervention requires careful auditing to assess the viability of the 
proposed new model for delivering Trusted Professional in the future. 

¶ The partnership model between WAFE and member services is important for effective delivery 
of the intervention and should be nurtured. 

¶ Adequate resources at a local level for coordinators and member services to develop and 
implement future interventions should be made available via future commissioning 
arrangements.  

¶ Preliminary findings on impact from evaluation of the enhanced Trusted Professional 
programme are encouraging, further evaluation is required to assess the longer-term benefits 
more fully. 

¶ Trusted Professional should continue to target a wide range of organisations, particularly in 
those statutory sector organisations where DVA is regularly encountered. Training should be 
ǘŀƛƭƻǊŜŘ ǘƻ ǊŜŦƭŜŎǘ ŘƛŦŦŜǊŜƴǘ ǇǊƻŦŜǎǎƛƻƴŀƭ ƎǊƻǳǇǎΩ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ŀǿŀǊŜƴŜǎǎ ƻŦ 5±!Φ  

¶ The intervention needs to develop strategies to adapt/challenge organisational priorities and 
working practices which may be antithetical to survivor-led and strengths-based approaches. 

¶ Trusted Professional training needs to address the diverse forms of violence experienced by 
survivors to ensure that intersectional needs are responded to. Additional content to inform 
ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǿƻǊƪ ǿƛǘƘ 5±! ǇŜǊǇŜǘǊŀǘƻǊǎ ŀƴŘ ŎƘƛƭŘǊŜƴ ǿŀǎ ŀƭǎƻ ǎǳƎƎŜǎǘŜŘΦ  

¶ On-going training was recommended by several participants to help embed a survivor-centred 
approach.  
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Chapter 6: VOICES 
 

Whilst Trusted Professional and Ask Me are outward-facing interventions, VOICES aimed to build 
skills and competence in assessment and support among specialist DVA services.  

The intervention was delivered by staff in WomenΩǎ !ƛŘ ƳŜƳōŜǊ ǎŜǊǾƛŎŜǎΦ Lƴ ǘƻǘŀƭΣ ²!C9 ǎǳǇǇƻǊǘǎ 
180 member organisations providing just under 300 frontline services to women and children across 
England. These member services offer a range of local support services such as online support, 
outreach, independent domestic violence advocacy (Idvas), refuge accommodation, floating support, 
aftercare and resettlement.  

VOICES provided practitioners in four WAFE member services30 in the three CtL sites with a new 
assessment framework, training and planning tools. Work was also undertaken with managers and 
boards to encourage a more reflective and woman-centred approach to DVA. Like Trusted 
Professional, ±hL/9{Ω ǘǊŀǳƳŀ-informed approach was conceived as a whole organisation approach, 
incorporating organisational culture, leadership, supervision and experiences of using the VOICES 
approach for both practitioners and survivors.  

In their literature, WAFE conceptualise the service response to DVA as increasingly moving towards a 
gender-neutral, risk-based model, with the aim of providing a standardised approach31. Instead, 
WAFE propose that an effective and sustainable service response is built on ǿƻƳŜƴΩǎ ƻǿƴ ǎǘǊŀǘŜƎƛŜǎ 
and enables what is positive within such strategies. VOICES aimed to embed this response through a 
framework, training and coaching for frontline DVA practitioners that would reconnect them to this 
strengths-based, needs-led, trauma informed approach. 

The evaluation of VOICES (30/11/19 ς 30/11/20) included thematic analysis of interviews with 
survivors (n=17), staff (n=11) senior managers (n=3) and trainers/coordinators (n=3). It also included 
ǘƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜǎ ŎƻƳǇƭŜǘŜŘ ŀǘ ǘƘǊŜŜ ǘƛƳŜ Ǉƻƛƴǘǎ ōȅ ǎǳǊǾƛǾƻrs using VOICES 
services between October 2019 and December 2020 ŀƴŘ ŀ ǎǘŀŦŦ ǎǳǊǾŜȅΦ ²!C9Ωǎ hƴ¢ǊŀŎƪ Řŀǘŀ ǿŀǎ 
used to establish a picture of all survivors using the VOICES services as well as survivor outcomes.  
 
6.1 Implementation 

VOICES was the last of the CtL interventions to be implemented and was introduced from September 
2019. It took longer than anticipated to plan and develop, and its focus and content changed during 
the development process. It was intended to be trialled across five organisations in the three study 
sites in September 2019; two organisations dropped out of the evaluation due to capacity issues and 
the evaluation focused on one organisation in each of the three sites. Of these, Nottingham/shire 
was only involved at the outset and then did not continue the intervention due to staff shortfalls. 
Nevertheless, the early data made available from Nottingham/shire has been included in this report. 
The pandemic affected VOICES particularly severely as the intervention was newly developed, had 
not been piloted previously and had been delivered for less than six months at the start of 
lockdown: 

ΧǘƘŜƴ /ƻǾƛŘ Ƙƛǘ ώǿƘƛŎƘϐ Ƙŀǎ ŘŜŦƛƴƛǘŜƭȅ ǎƭƻǿŜŘ ǿƘŀǘ ǿŜ ǿƻǳƭŘ ƘŀǾŜ ŜȄǇŜŎǘŜŘ ǘƻ ƘŀǾŜ ǎŜŜƴ ŦǊƻƳ 
±hL/9{ ƛƴ ǘƘŜ ƭŀǘǘŜǊ ǇŀǊǘǎ ƻŦ ǘƘŜ ǇǊƻƧŜŎǘΦ  {ƻΧ±hL/9{ Ƙŀǎ ōŜŜƴ ŀ ōƛǘ ƘŀǊŘŜǊ ǘƻ ƛƳǇƭŜƳŜƴǘΧ (Senior 
Manager 3, WAFE) 

 
30 Your Sanctuary Outreach Team (Surrey), Wearside Women In Need Refuge Team (Sunderland), Wearside 
²ƻƳŜƴ Lƴ bŜŜŘ hǳǘǊŜŀŎƘ ¢ŜŀƳ ό{ǳƴŘŜǊƭŀƴŘύΣ bƻǘǘƛƴƎƘŀƳǎƘƛǊŜ ²ƻƳŜƴΩǎ !ƛŘ hǳǘǊŜŀŎƘ ¢ŜŀƳ ό5!{²!ύΦ 
31 ²ƻƳŜƴΩǎ !ƛŘ όнлнлŎύ https://www.womensaid.org.uk/wp-content/uploads/2020/11/Change-That-Lasts-
Impact-Briefing-1.pdf 
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However, there were several other factors that hampered implementation. Implementation relied 
heavily on coordinators in each of the three sites but, as has been highlighted in previous chapters, 
their existing work on the Trusted Professional and Ask Me interventions meant they were unable to 
support the development as intended. This workload therefore had to be absorbed by WAFE 
centrally, potentially contributing to the delays. Co-production with member services and survivors 
was central to VOICES but proved time and resource intensive:   

And then the VOICES tools we co-produced with member services... So, [my colleague] and I 
ŎƻƻǊŘƛƴŀǘŜŘ ŀ ƎǊƻǳǇ ƻŦΧŜƛƎƘǘ ǎŜǊǾƛŎŜǎΣ ǘƘŀǘ ǊŜŀƭƭȅ ǊŜǇǊŜǎŜƴǘŜŘ ǘƘŜ ŘƛǾŜǊǎƛǘȅ ƻŦΧǘƘŜ ŦŜŘŜǊŀǘƛƻƴΦ  {ƻΣ 
ǿŜΧǿƻǳƭŘ ŘƻΧǘƘŜ ƘŜŀǾȅ ƭƛŦǘƛƴƎ ƻŦ ŘŜǾŜƭƻǇƳŜƴǘΣ ŀƴŘ ǘƘŜƴ ƛǘ ǿƻǳƭŘ Ǝƻ ǘƻ ǘƘŀǘ ƎǊƻǳǇ ǘƻ ƪƛƴŘ ƻŦ ǎŀȅΣ 
what do you think about this?  And they would take it back to their service users and then it would 
come back to us.  So, it was quite a long process of development that way.  It does, it takes ages to 
co-produce (Senior Manager 1, WAFE) 

Other factors which slowed implementation included the tasks of persuading local member services 
ǘƻ ŀŘƻǇǘ ǘƘŜ ƴŜǿ ŦǊŀƳŜǿƻǊƪ ŀƴŘ ǘƻ ƳƻǾŜ ŀǿŀȅ ŦǊƻƳ ŀ ΨǊƛǎƪ-ledΩ ŎǳƭǘǳǊŜ ǘƻ ŀ ƴŜŜŘǎ-led culture:   

...when we were trying to bring members in to deliver VOICES, we had to do an awful lot of work, in 
terms of their values and making sure that they were still, yes, just undoing some of that cultural 
knot [risk cultuǊŜϐ ǘƘŀǘ ǘƘŜȅ ǿŜǊŜ ŀƭƭ ƻǇŜǊŀǘƛƴƎ ƛƴΧ{ƻΧƳŀȅōŜ ƛƴ ƘƛƴŘǎƛƎƘǘΣ L ǿƻǳƭŘ ƘŀǾŜ ǎǘŀǊǘŜŘ ǿƛǘƘ 
a member offer. (Senior Manager 1, WAFE) 

Resistance to new ways of working was also reported: 

L ǘƘƛƴƪ ŀƴȅǘƘƛƴƎ ƴŜǿΣ ƻǳǊ ŦƛǊǎǘ ƛƴǎǘƛƴŎǘΧ ǿƻǿΣ Ƴȅ ŎƭƛŜƴǘǎ ǿƻƴΩǘ ƭƛƪŜ ǘƘŀǘΦ  {o, we get that defence up 
ŀƴŘ ǿŜΩǊŜ ƭƛƪŜΧ ǿŜΩǊŜ ƴƻǘ ƎƻƛƴƎ ǘƻ Ǝƻ ǘƻƻ ƛƴǘŜƴǎŜƭȅ ǿƛǘƘ ǘƘƛǎΣ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ ǘŀƪŜ ƛǘ ǊŜŀƭƭȅ ǎƭƻǿ (Staff 
interview 2, Surrey) 

Staff across the three services suggested that implementation difficulties might be linked to a lack of 
time to introduce or understand changes or complete new paperwork and that additional training 
would have been welcomed. A long gap between the initial VOICES training and implementation 
contributed to a perception that workers were not always confident about the approach. While 
VOICES was seen as a different way of working for some staff, others considered that it was simply 
structuring their existing way of working into a different format or that they already worked in a 
strengths-based way: 

ΧǘƘŜ ǎǘǊŜƴƎǘƘs-based approach because I feel that we were already doing that before the VOICES 
(Staff interview 7, Nottingham/shire)  

Some staff felt that VOICES record keeping was inconsistent with their existing database or created 
duplication alongside their current support plans and case notes. Additionally, VOICES was not 
embedded across an entire organisation but instead was piloted by specific services within the three 
organisations. It is also important to acknowledge that implementation of VOICES at the level of the 
individual practitioner is likely to have varied both between practitioners and across cases. This 
evaluation was not able to measure fidelity to the model.  

 
6.2 Referral Pathways 

WAFE OnTrack data showed that, across all three sites, referrals were most likely to come from the 

police (31.7%, n=1255), followed by MARAC (20.2%, n=800) (see Table 6.1). Self-referrals were 

highest in Sunderland. Across all services, referrals from the national DVA helpline32, education, 

 
32 Helplines often signpost rather than directly make referrals. Self-referrals might therefore be a consequence 
of contact with the national helpline.  
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ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎΣ ǇǊƻōŀǘƛƻƴΣ ǎƻƭƛŎitors, health services and other voluntary and community groups 

were consistently low. The data suggests that some services received more than one referral for a 

service user, i.e. they might have received a referral from an organisation and a woman might also 

have contacted them directly (see Table 6.1). Refuges, by their nature, have different referral 

pathways. 

Table 6.1 Referral Routes 
 

All Your 
Sanctuary 
(Surrey) 

WWIN                
Outreach 

WWIN                            
Refuge 

WA                              
Nottingham        

 
n % n % n % n % n % 

Self-referral 506 12.8 51 4.1 355 17.0 70 20.6 30 10.7 

Police 1255 31.7 662 53.3 555 26.5 36 10.6 2 0.7 

Probation 20 0.5 9 0.7 5 0.2 6 1.8 - - 

MARAC 800 20.2 198 15.9 601 28.7 1 0.3 - - 

Adult Social Services 56 1.4 40 3.2 8 0.4 6 1.8 2 0.7 

/ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ 187 4.7 4 0.3 151 7.2 31 9.1 1 0.4 

Another VAWG Service 109 2.8 12 1.0 39 1.9 57 16.8 1 0.4 

National DV Helpline 2 0.1 - - - - - - 2 0.7 

A&E 62 1.6 - - 57 2.7 5 1.5 - - 

GP 12 0.3 5 0.4 6 0.3 - - 1 0.4 

Mental Health 49 1.2 5 0.4 38 1.8 3 0.9 3 1.1 

Drugs / Alcohol 27 0.7 2 0.2 15 0.7 10 2.9 - - 

Specialist CYPS Support 46 1.2 - - - - - - 46 16.4 

Parenting Support 7 0.2 - - - - - - 7 2.5 

Education 8 0.2 2 0.2 2 0.1 - - 4 1.4 

Housing 116 2.9 2 0.2 34 1.6 70 20.6 10 3.6 

Solicitor 2 0.1 - - - - - - 2 0.7 

Voluntary / 
Community Group 

91 2.3 5 0.4 75 3.6 11 3.2 - - 

Other 188 4.8 127 10.2 40 1.9 7 2.1 14 5.0 

Missing Data 412 10.4 119 9.6 110 5.3 27 7.9 156 55.5 

Total Referrals 
Total Survivors 

3955* 
3543 

 
 

1243  2091  340  281  

*Figures suggest that some services received more than one referral for a service user, i.e. they might have 

received a referral from an organisation and a woman might have contacted them directly. 

 

Table 6.1, Appendix 6, indicates that half of those referred to VOICES within the 12-month period 

were accepted onto service although, in one area, almost a quarter had to be placed on the waiting 

list (22.9%, n=64) at the time of reporting. Refuges are required to be immediately responsive as 

they are needed at the point of fleeing the home and so a woman will often move to where there is 

space rather than be placed on a waiting list. 

Practitioners participating in the staff survey reported that referral routes had not substantially 
changed since the introduction of VOICES. One survey respondent stated that the approach had 
encouraged them to review their processes, with two describing the expanded breadth and depth of 
referral forms and processes which in turn made it clearer what external support from other services 
would be most beneficial for survivors. Respondents also highlighted that they used the VOICES 
tools to structure their conversations with external agencies and in some cases, the trauma-focused 
approach helped to combat a culture of victim-blaming: 
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Our referral forms into refuge are now more in-depth and when we are making referrals to outside 
agencies we use the tools and the information provided to get the most appropriate support to 
meet the women's needs as directed by the women (Survey Respondent) 

Understanding more about trauma-informed practice has enabled us to challenge negative 
comments from other professionals who victim-blame and state that problems are due to drug and 
ŀƭŎƻƘƻƭ ǳǎŜ ŀƴŘ ƴƻǘ ǘǊŀǳƳŀ ƭƛǾŜŘ ŜȄǇŜǊƛŜƴŎŜǎΦΩ (Survey Respondent) 

A minority of staff interviews revealed the challenges of working in a strengths-based way in multi-
agency settings: 

I think it can be quite difficult in a multiagency setting, when other people are more focused on risk 
ŀƴŘ ƳŀȅōŜ ǎƻƳŜǘƛƳŜǎ ǿŜŀƪƴŜǎǎŜǎ ŀƴŘ ǾǳƭƴŜǊŀōƛƭƛǘƛŜǎΦ  ²ƘŜǊŜŀǎΣ ǿŜ ŀǊŜ ƭƻƻƪƛƴƎ ŀǘ ǿƻƳŜƴΩǎ 
strengths and how that sort of helps thŜƳ ƳƻǾŜ ŦƻǊǿŀǊŘΧ (Staff interview 10, Sunderland) 

 

6.3 Demographics and DVA Histories of VOICES survivors 
 
6.3.1 Demographic Information 

¢ŀōƭŜ сΦн ŘǊŀǿǎ ƻƴ ²!C9Ωǎ hƴ¢ǊŀŎƪ Řŀǘŀ ǘƻ ǇǊƻǾƛŘŜ ŘŜƳƻƎǊŀǇƘƛŎ ƛƴŦƻǊƳŀǘƛƻƴ ŦƻǊ ŀƭƭ ǎŜǊǾƛŎŜ ǳǎŜǊǎ 

accessing the service (n=2,125) during this period33.  

  

 
33 Some referrals will have been received prior to 30/11/19 sƻ ǊŜŦŜǊǊŀƭ ŦƛƎǳǊŜǎ ŘƻƴΩǘ ŎƻǊǊŜǎǇƻƴŘ ŜȄŀŎǘƭȅ ǿƛǘƘ 
service user figures. 
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Table 6.2 Demographic Information for Voices Service Users 

 All 

Your 
Sanctuary 
(Surrey) 

WWIN                
Outreach 

WWIN                            
Refuge 

WA                              
Nottingham        

  n % n % n % n % n % 

Female 2045 96.2 733 91.5 1029 99.0 109 100.0 174 98.8 

Male 65 3.1 54 6.7 10 1.0 - - 1 0.6 

Intersex 1 0.0 - - - - - - 1 0.6 

Do not know 14 0.7 14 1.8 - - - - - - 

Total Survivors  2125 100         

0-15 2 0.1       2 1.1 

16-25 378 17.8 116 14.5 195 18.8 25 22.9 42 23.9 

26-35 765 36.0 238 29.7 436 42.0 45 41.3 46 26.1 

36-45 507 23.9 183 22.9 249 24.0 28 25.7 47 26.7 

46-55 256 12.0 106 13.2 111 10.7 10 9.2 29 16.5 

56-65 77 3.6 45 5.6 25 2.4 1 0.9 6 3.4 

66-75 38 1.8 17 2.1 17 1.6 0 0.0 4 2.3 

76+ 16 0.8 12 1.5 4 0.4 0 0.0 0 0.0 

Missing Data 86 4.0 84 10.5 2 2.0 - -  -  -  

White 1513 71.2 243 30.4 1006 96.7 97 89.0 167 94.9 

Mixed/Multiple ethnic groups 12 0.6 5 0.6 4 0.4 1 0.9 2 1.1 

Asian/Asian British 52 2.4 34 4.2 12 1.2 6 5.5 0 0.0 
Black/African/Caribbean/Black 
British 20 0.9 6 0.7 7 0.7 2 1.8 5 2.8 

Another ethnic group 13 0.6 5 0.6 4 0.4 3 2.8 1 0.6 

Do not know/declined/not asked 515 24.2 508 63.5 6 0.6 0 0.0 1 0.6 

No religion 902 42.4 39 4.9 693 66.6 64 58.7 106 60.2 

Christian 178 8.4 26 3.3 112 10.8 15 13.8 25 14.2 

Hindu 2 0.1 2 0.2 - - - - - - 

Jewish 1 0.0 1 0.1 - - - - - - 

Muslim 34 1.6 18 2.3 10 1 6 5.5 - - 

Sikh 4 0.2 - - 2 0.2 2 1.8 - - 

Buddhist 2 0.1 - - 1 0.1 1 1 - - 

Any other religion 17 0.8 2 0.2 10 1 3 2.8 2 1.1 

Do not know/declined/not asked 985 46.4 713 89.0 211 20.3 18 16.4 43 24.5 

Heterosexual 1669 78.5 408 51.0 994 95.6 101 92.7 166 94.2 

Bisexual 17 0.8 1 0.1 13 1.3 2 1.8 1 0.6 

Lesbian 11 0.5 1 0.1 9 0.9 - - 1 0.6 

Gay 6 0.3 2 0.2 4 0.4 - - - - 

Queer 2 0.1 2 0.2 - - - - - - 

Pansexual/Other 2 0.1 - - - - 1 0.9 1 0.6 

Do not know/declined/not asked 418 19.7 387 48.4 19 1.8 5 4.6 7 4.0 

Single 738 34.7 159 19.9 457 43.9 56 51.4 66 37.4 

In relationship not cohabiting 144 6.8 33 4.1 94 9.1 6 5.5 11 6.3 

Cohabiting 182 8.6 66 8.2 96 9.2 9 8.3 11 6.3 

Married 232 10.9 120 15.0 80 7.8 10 9.2 22 12.4 

Civil partnership 5 0.2 1 0.1 3 0.3 1 0.9 - - 

Separated 373 17.6 83 10.4 211 20.3 22 20.1 57 32.4 

Divorced 36 1.7 17 2.1 15 1.4 - - 4 2.3 

Widowed 3 0.1 1 0.1 1 0.1 1 0.9 - - 

Other 10 0.5 8 1.0 - - 1 0.9 1 0.6 

Do not know/declined/not asked 402 18.7 313 39.1 82 7.9 3 2.8 4 2.3 

Child(ren) Yes 972 73.4* -  -  773 74.4 76 69.7 123 69.9 
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Women comprised 96.2% (n=2045) of service users referred to the VOICES intervention but it was 

also used with male service users, particularly in Surrey (n=54). According to the Crime Survey for 

England and Wales (ONS 2020) women aged 16 to 19 years were more likely to experience DVA in 

the last year than all other age groups. This contrasts with the VOICES cohort where service users 

were most frequently aged 26-45 years, indicating that more could be done to make DVA services 

more accessible to younger DVA victims. OnTrack data also shows that older women were less likely 

to access refuge provision. 

Service users were mostly of White British heritage (71.2%, n=1513), although this data was missing 
for almost a quarter of survivors (n=515), predominantly from one organisation (n=508). Only 97 
service users (4.5%) were recorded as being from Black and minoritised communities which is much 
less than the national average Black and minoritised population. Utilising site profile data on 
ethnicity (see Chapter 3), Sunderland has the lowest Black and minoritised population, but the 
highest proportion of Black and minoritised women (11%) in refuge; Nottingham only had 4.5% Black 
and minoritised womeƴ ƛƴ ƛǘǎ ǎŜǊǾƛŎŜǎ ŎƻƳǇŀǊŜŘ ǘƻ ǘƘŜ ŎƛǘȅΩǎ Black and minoritised population of 
35%. It should be noted that Nottingham was part of VOICES for a short time only and there may be 
Black and minoritised specific DVA services in the city which were used by Black and minoritised 
survivors in preference to the VOICES service. Nevertheless, the disparity in Nottingham strongly 
suggests that accessibility of VOICES services to Black and minoritised communities could be 
improved. Religion was frequently recorded as missing or not asked (46.4%, n=985).  
 
Service users were most likely to be heterosexual (78.5%, n=1669) and single (34.7%, n=738), 

although there was a large amount of missing data from one organisation. Other sexual preferences 

represented just under 2% of VOICES service users. Almost three-quarters of service users (73.4%, 

n=972) had children with 2,821 children recorded across the four databases. This may suggest that 

service users are more likely to engage in support when they have children. 

Data for income type was recorded for just under 30% of women (see Table 6.5, Appendix 6).  

Where this information was recorded across the services, service users were most likely to be in 

receipt of universal credit (11.7%, n=248) or in employment (8.4%, n=178). Data on living 

arrangements was available for just under 60% of service users. Of these, most were living in the 

private sector (See Table 6.3, Appendix 6). For the 2,125 service users accessing VOICES services, the 

majority were not living with the perpetrator at the time of referral (see Table 6.4, Appendix 6), 

although data was missing in this respect for 20.3% of survivors (n=432).  

 

6.3.2 DVA Histories 

Table 6.6, Appendix 6, highlights that service users experienced multiple forms of abuse, the most 

commonly recorded was emotional abuse (99%, n=2103), followed by physical abuse (61.6%, 

n=1310), jealous/controlling behaviour (57.1%, n=1214) and surveillance/ harassment/ stalking 

behaviours (39.5%, n=840). The figures for one of the services for this last field were much lower 

than in the other areas, perhaps indicating that it is not as well recognised as a form of DVA or, 

alternatively, that the fields were not populated. The average length of time a woman had 

experienced abuse prior to accessing VOICES was seven years. Women accessing refuge support 

were more likely to disclose experiences of sexual abuse (27.6%, n=35) compared to other services. 

Only one service recorded financial abuse. Service users in Sunderland and Nottingham/shire were 

also more likely to have experienced abuse previously (Table 6.7, Appendix 6) which might also be 

linked to more detailed recording or assessment by staff. Under 1% of cases related to forced 

marriage or Honour-based Violence (HBV), suggesting that the VOICES services may need further 

development to address diverse forms of DVA. Sixty-three percent of women were recorded as 
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having multiple needs such as mental health, physical health, alcohol and/or drug issues. Mental 

health was most frequently recorded (35.5%; n= 755). Interestingly, no women were recorded as 

having Ψno recourse to public fundsΩ under support needs. It is not possible to say if women had 

multiple or intersecting needs as aggregated data was not provided and individual data would be 

subject to General Data Protection Regulations (GDPR) (see Table 6.9).   

There was a large amount of missing data for most domains, particularly from one organisation. 

Given that staff have to enter data into a number of different reporting and monitoring systems, 

recording formats need to be less onerous to complete. Currently there are missed opportunities for 

utilising service data to understand who service users are, who VOICES works for and how these 

analyses might contribute towards further refinement of services and building a case for future 

funding.  

 

6.3.3 Service Exit  

OnTrack data showed that, on average, survivors used VOICES services for between 1.73 ς 3.27 
months. Reasons for case closure are given in Table 6.10, Appendix 6, and have been further 
categorised into planned and unplanned closures (Table 6.10.1, Appendix 6). Roughly half of all 
closures were planned. The most common reason for unplanned closure was client disengagement 
which constituted a survivor ceasing to use services without informing the worker (22%; n= 444). 
¢Ƙƛǎ ƛǎ ŦƻƭƭƻǿŜŘ ōȅ ΨŎƭƛŜƴǘ ƴŜǾŜǊ ŜƴƎŀƎŜŘΩ όмсΦм҈Σ ƴҐонрύΣ ƛΦŜΦ ǊŜŦŜǊǊŀƭǎ ƳŀŘŜ ōȅ ƻǘƘŜǊ ŀƎŜƴŎƛŜǎ ōǳǘ 
services not being taken up by the survivor. 
 
6.4 Accessibility and Experiences of Delivery 

Seventeen women who had received the VOICES intervention were interviewed: 4 in 
Nottingham/shire; 6 in Surrey; and 7 in Sunderland. Survivors interviewed had used refuge (n=8) 
and/or community services such as outreach support (n=7) and/or accessed group work 
programmes.  

All interviewees had previous experiences of accessing support from other agencies. In contrast to 
their experiences of VOICES services, survivors across the three sites commonly described previous 
experiences of help seeking negatively, cƻƳƳŜƴǘƛƴƎ ǘƘŀǘ ǘƘŜȅ ƘŀŘƴΩǘ ŦŜƭǘ ƭƛǎǘŜƴŜŘ ǘƻ ƻǊ ǊŜǎǇŜŎǘŜŘΣ 
and that other agencies had lacked knowledge and understanding.  For example, in Sunderland, 
women reported feeling pressured by police to press charges ΨǿƘŜƴ ȅƻǳ ǊŜŀƭƭȅ Ƨǳǎǘ ǿŀƴǘ ǘƻ ōŜ ƭŜŦǘ 
alone wƘŜƴ ǘƘŜǊŜΩǎ ōŜŜƴ ŀƴ ƛƴŎƛŘŜƴǘΩ ό{ǳǊǾƛǾƻǊ сΣ {ǳƴŘŜǊƭŀƴŘύΣ ƻǊ ōŜƛƴƎ ƛƴǎǘǊǳŎǘŜŘ ΨȅƻǳΩǊŜ ƴƻǘ ƎƻƛƴƎ 
ōŀŎƪΩ (Survivor 7, Sunderland) ōȅ ǎƻŎƛŀƭ ǿƻǊƪŜǊǎ ǿƘƻ ǇǊƛƻǊƛǘƛǎŜŘ ŎƘƛƭŘǊŜƴΩǎ ǎŀŦŜǘȅΦ  tǊŜǾƛƻǳǎ ǿƻǊƪŜǊǎ 
were considered to lack empathy, as one woman observed ΨǿƘŜƴ they spoke they got a kind of, you 
know, the well-ƳŜŀƴƛƴƎ ǎƳƛƭŜΩ (Survivor 16, Sunderland); another said of her VOICES worker that, 
compared to previous providers, ΨǎƘŜ ŘƻŜǎƴΩǘ Řƻ ƭƛǇ ǎŜǊǾƛŎŜΣ ǎƘŜ ƘŜƭǇǎ ȅƻǳΩ (Survivor 17, Surrey). 
Other agencies were described as lacking expertise and sympathy in responding to disclosures of 
DVA: 

ΧǘƘŜ Ƴŀƴ ƻƴ ǘƘŜ ƻǘƘŜǊ ŜƴŘ ƻŦ ǘƘŜ ǇƘƻƴŜ ǿŀǎ ǊǳŘŜ ŀƴŘ ƘŜ ǎŀƛŘ ǘƻ ƳŜΣ ȅƻǳ ƪƴƻǿΣ ȅƻǳΩǾŜ Ǝƻǘ ƴƻ ǊƛƎƘǘǎ 
ǳƴƭŜǎǎ ȅƻǳǊ ƘǳǎōŀƴŘΩǎ ŀŎǘǳŀƭƭȅ ƘƛǘǘƛƴƎ ȅƻǳΦ  IŜ ǿŀǎ Ƨǳǎǘ ƭƛƪŜΣ ƛǘΩǎ Ƨǳǎǘ ǘƻǳƎƘΦ  (Survivor 10, Surrey) 

aƻǎǘ ǎǳǊǾƛǾƻǊǎΩ ŎƻƳƳŜƴǘǎ ƻƴ ǘƘŜ ŀŎŎŜǎǎƛōƛƭƛǘȅ ƻŦ ±hL/9{ ǎŜǊǾƛŎŜǎ ǿŜǊŜ ǇƻǎƛǘƛǾŜΦ 9ƴƎŀƎŜƳŜƴǘ ǿŀǎ 
ŀŎƘƛŜǾŜŘ ǘƘǊƻǳƎƘ ǿƻǊƪŜǊǎΩ ŀǇǇǊƻŀŎƘŀōƛƭƛǘȅ ŀƴŘ ŦƭŜȄƛōƛƭƛǘȅΣ ŀƴŘ ōȅ ǇǊƻǾƛŘƛƴƎ ǎǳŦŦƛŎƛŜƴǘ ǘƛƳŜ ŀƴŘ Ǿƛŀ 
opportunities for women to talk at the time when they needed support: 

ΧǘƘŜǊŜ ǿŀǎ ƻƴŜ Ǉƻƛƴǘ ǿƘŜǊŜ L ǿŀǎ ǊŜŀƭƭȅ ŘƻǿƴΣ ŀƴŘ L Ƨǳǎǘ ǇƛŎƪŜŘ ǳǇ ǘƘŜ ǇƘƻƴŜΦ  !ƴŘ ǎƘŜ ŘƛŘƴΩǘ ǎŀȅΣ 
ΨƻƘ Ŏŀƴ ȅƻǳ ǘŀƭƪ ǘƻƳƻǊǊƻǿ ōŜŎŀǳǎŜ L ŘƻƴΩǘ ƘŀǾŜ ǘƛƳŜ ŀƴŘ ǿŜ ƘŀǾŜ ǘƻ ōƻƻƪ ŀƴ ŀǇǇƻƛƴǘƳŜƴǘΩΦ 
(Survivor 9, Surrey) 
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Women valued having good relationships with and being listened to by staff and when staff worked 
well together in a team. Efficient communication between staff so that Ψȅƻǳ ƘŀǾŜƴΩǘ Ǝƻǘ ǘƻ ǊŜ-explain 
ŜǾŜǊȅǘƘƛƴƎΩ (Survivor 10, Surrey) was valued by most, although there were divergences in respect of 
this: 

ΧǿƘŜƴ ǿŜ ǎŀȅ ǎƻƳŜǘƘƛƴƎ ǘƻ ƻƴŜ ǎǘŀŦŦΣ ǎƻ ŀǳǘƻƳŀǘƛŎŀƭƭȅ ŜǾŜǊȅƻƴŜ ƪƴŜǿ ŀƴŘ ǎƻƳŜǘƛƳŜǎ ǿŜ Řƻƴϥǘ 
ǿŀƴǘ ǘƻ ǘŜƭƭ ŜǾŜǊȅǘƘƛƴƎ ǘƻ ŜǾŜǊȅƻƴŜΧL Řƻƴϥǘ ǿŀƴǘΦΦΦǘŜƴ ǇŜƻǇƭŜ ƪƴƻǿƛƴƎΧ ǿƘŀǘ ƘŀǇǇŜƴŜŘ ǘƻ ƳŜ ŀƴŘ 
ǿƘŀǘϥǎ ƎƻƴŜ ǿǊƻƴƎ ƛƴ Ƴȅ ƭƛŦŜ Χ (Survivor 14, Sunderland)  

The quality of the relationship between survivor and worker was highly prized and positive change 
was attributed to this relationship by 12 of the 17 survivors interviewed rather than to the wider 
organisation. Being allocated to a single worker for support and advice was reassuring and 
empowering: 

L ŦŜƭǘ ǊŜƭƛŜǾŜŘ ōŜŎŀǳǎŜ Χ L ǿƻǳƭŘ ƘŀǾŜ ƻƴŜ ǇŜǊǎƻƴ ŀƴŘ ǎƘŜ ǿƻǳƭŘ ŀƭǿŀȅǎ ƪƛƴŘ ƻŦ ōŜ ǘƘŜǊŜ ŦƻǊ ƳŜΧ 
{ƘŜ ǿŀǎ ŀƳŀȊƛƴƎΧ ƎŀǾŜ ƳŜ ǘƘŜ ŎƻƴŦƛŘŜƴŎŜ ŀƴŘ ǘƘŜ ǎǘǊŜƴƎǘƘΦ (Survivor 10, Surrey) 

Authenticity was important and this was enhanced when workers had relevant experience or 
expertise: 

ΧǘƘŜ ǎǘŀŦŦ ŀǊŜ ǎƻ Ŝŀǎȅ ǘƻ ǘŀƭƪ ǘƻ ŀƴŘ ǘƘŜȅ Ƨǳǎǘ ǳƴŘŜǊǎǘŀƴŘ ŜǾŜǊȅǘƘƛƴƎΦ  .ŜŎŀǳǎŜ ǎƻƳŜ ƻŦ ǘƘŜƳ ǘƘŀǘ 
ǿƻǊƪ ǘƘŜǊŜΣ ƘŀǾŜ ŀŎǘǳŀƭƭȅ ōŜŜƴ ǘƘǊƻǳƎƘ ǿƘŀǘ ǿŜΩǊŜ ŀƭƭ ƎƻƛƴƎ ǘƘǊƻǳƎƘΦ (Survivor 7, Sunderland) 

Case Study A illustrates how a supportive relationship that promoted exploration of trauma, 
combined with advocacy and parenting support, had achieved very positive outcomes for a mother 
and her child. 

 

Case Study A  

This woman and her young child were referred to the VOICES refuge service by social services 
following concerns for their immediate safety after her violent ex-partner had discovered their 
whereabouts. She described feeling anxious and isolated on entry to the refuge, but encouragement 
from her key worker enabled her to build the trust and confidence that enabled her to engage with 
ǘƘŜ ǎǳǇǇƻǊǘ ƻƴ ƻŦŦŜǊΦ  {ƘŜ ŦŜƭǘ ƛƴ ŎƻƴǘǊƻƭ ƻŦ ǘƘƛǎ ǇǊƻŎŜǎǎ ǊŜǇƻǊǘƛƴƎ ǘƘŀǘ ΨΧǘƘŜȅ ŘƛŘƴΩǘ ŀŎǘǳŀƭƭȅ ǘŜƭƭ ǳǎ 
ǿƘŀǘ ǘƻ ŘƻΧǘƘŜȅ ƭƛƪŜ ƪind of advised usΩΤ ǎǳǇǇƻǊǘ ǿŀǎ ŘŜƭƛǾŜǊŜŘ ǘƘǊƻǳƎƘ ōƻǘƘ ƛƴŘƛǾƛŘǳŀƭ ŀƴŘ ƎǊƻǳǇ 
work. 

¢ƘŜ ǿƻƳŀƴ ŘŜǎŎǊƛōŜŘ ǘƘŀǘ ǿƛǘƘƻǳǘ ǘƘŜ ǿƻǊƪŜǊΩǎ ƛƴǇǳǘΥ ΨL ǿƻǳƭŘƴΩǘ ŀŎǘǳŀƭƭȅ ƘŀǾŜ Ƴȅ ώŎƘƛƭŘϐ ǿƛǘƘ ǳǎ 
ƴƻǿΦ !ƴŘ ώǘƘŜȅΩǊŜϐ ǎǘƛƭƭ ǿƛǘƘ ǳǎ ŀƴŘ ōŜŎŀǳǎŜ ƻŦ ŀƭƭ ǘƘŜ ǿƻǊƪ ǿŜΩǾŜ ŘƻƴŜΩ. This had been achieved 
through a range of interventions: for example, the VOICES worker had supported her during care 
proceedings and had advocated on her behalf during meetings with social workers about her 
parenting capacity. In comparison to her relationship with her social worker, who was considered to 
lack empathy, she felt able to open up about her experiences to her VOICES workers and this had 
impacted significantly on her emotional safety:  

.ŀǎƛŎŀƭƭȅΣ ƭƛƪŜ ǘŀƭƪƛƴƎ ŀƴŘ Ƨǳǎǘ ƎŜǘǘƛƴƎ ǘƘƛƴƎǎ ƻǳǘ ǘƘŀǘ LΩǾŜ like kept bottled in for years, everything, 
ōŀǎƛŎŀƭƭȅΦ  LŦ ƛǘ ǿŜǊŜƴΩǘ ŦƻǊ ǘƘŜƳΣ L ǿƻǳƭŘ ƘŀǾŜ ǇǊƻōŀōƭȅ ƪƛƭƭŜŘ ƳȅǎŜƭŦ ōŜŦƻǊŜ ƴƻǿΦ 

Input from workers had built her confidence, independence and parenting skills and she described 
how, as a result of this, ΨƳŜ ŀƴŘ Ƴȅ ώŎƘƛƭŘϐ ƘŀǾŜ ŀŎǘǳŀƭƭȅ ƘŀŘ ǘƘŜ ŎƭƻǎŜǎǘ ǊŜƭŀǘƛƻƴǎƘƛǇ ŜǾŜǊΧ ƛǘΩǎ 
ǳƴōŜƭƛŜǾŀōƭŜΦ LǘΩǎ ŜǾŜǊȅǘƘƛƴƎ L ŜǾŜǊ ǿŀƴǘŜŘΩΦ 

VOICES workers had helped this survivor to secure a nursery place for her child, as well as a new 
home which they were due to move into. This was described by her as both an exciting and daunting 
prospect, however she felt reassured that ongoing support and outreach would be provided once 
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ǘƘŜȅ ƘŀŘ ƳƻǾŜŘ ƻƴΦ ²ƘŜƴ ŀǎƪŜŘ Ƙƻǿ ǎƘŜ ŦŜƭǘ ŀōƻǳǘ ǘƘŜƛǊ ŦǳǘǳǊŜΣ ǎƘŜ ǊŜŦƭŜŎǘŜŘ ǘƘŀǘ ƛǘ ǿŀǎ Ψa lot 
brighter than what it was. I can actually see the lightΦΩ     

Whilst experiences of service delivery were overwhelmingly positive and trust in workers was high, a 
few negative experiences were also reported. Two survivors reported that they had insufficient 
contact with their allocated workers, possibly due to Covid-19 restrictions: 

L Ƨǳǎǘ ƘŀǾŜƴΩǘ ƘŀŘ ŎƻƴǘŀŎǘΦ  .ǳǘΣ ƻōǾƛƻǳǎƭȅΣ L ƘŀǾŜƴΩǘ ƛƴƛǘƛŀǘŜŘ ōǳǘ ǘƘŜǊŜΩǎ ōŜŜƴ ŀ /ƻǾƛŘ ǎƛǘǳŀǘƛƻƴΧL 
ƘŀǾŜƴΩǘ ŎƘŀǎŜŘ ƛǘ ŜƛǘƘŜǊΦ (Survivor 13) 

One survivor from a minoritised community reported that staff had generally been supportive, that 
she trusted them and felt safe from her abuser. However, she described examples where staff had 
failed to challenge racism from other service users. The response to this was to move her to another 
service rather than addressing the racist behaviour displayed towards her. This parallels some DVA 
interventions where the victim is expected to move to keep safe: 

L ŘƻƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǿƘȅΧōŜŎŀǳǎŜ ǎƻƳŜōƻŘȅ ŦǊƻƳ .Ǌƛǘŀƛƴ ƛǎ ǎƻ ŘŀƴƎŜǊƻǳǎ ŀƴŘ ƘƻǊǊƛōƭŜΦ  tŜƻǇƭŜ ŦǊƻƳ 
Briǘŀƛƴ ŘƻƴΩǘ ŀŎŎŜǇǘ ŀƴƻǘƘŜǊ ŎǳƭǘǳǊŜ. (Survivor 9)  

Whilst the quality of the relationship between worker and survivors (or service users) is well 
recognised as a key element of support, the next section discusses the specific tools introduced as 
part of the VOICES intervention.   
 

6.5 Impact 

6.5.1 VOICES Approach and tools 

The staff survey (n=16) showed that most respondents reported that the introduction of VOICES had 
either definitely (n=7/16) or partially (n=5/16) changed their approach to working with survivors. 
Those describing positive changes (n=10) highlighted that the approach assisted them to structure 
group and individual work, as well as their note-taking, discussions, and in turn, their thinking 
around the diversity of survivor needs, safety and the impact of trauma. This meant that discussions 
with survivors were less interrogative and covered a wider range of potential issues so that 
individual plans were more reflective of the needs of adult survivors and their children:  

The categories give us a lot of scope to gain information to help us support the women and children 
in a way which does not seem as though we are interrogating them. (Staff Survey Participant) 

Survey participants also described VOICES as being less risk and safety driven and more strengths-
based and survivor-led ς enabling survivors to make their own choices. This was also confirmed by 
survivors (see below). Specifically, the Tree of Strength tool was identified as helpful in the 
visualisation of survivor strengths ς ŀƭǘƘƻǳƎƘ ƛǘ ǿŀǎ ŀƭǎƻ ŎǊƛǘƛǉǳŜŘ ōȅ ŀ ƳƛƴƻǊƛǘȅ ǿƘƻ ǊŜǇƻǊǘŜŘ ǘƘŀǘ Ψit 
ŘƛŘƴΩǘ ŦŜŜƭ ƭƛƪŜ ŀ ƴŀǘǳǊŀƭ ŦƭƻǿΩ and that it was ΨŘƛŎǘŀǘƻǊȅ ŀƴŘ ǊŜƎƛƳŜƴǘŜŘΩ. A small number of 
respondents felt that this approach was not new to them, but for the majority, VOICES had helped to 
provide a space that was physically and emotionally safe for women.  

The Tree of Strength is a visual tool designed to be used as a conversation guide and to help women 
identify their priorities. It was described as a non-threatening method of building up a detailed 
picture of survivors' lived experiences which could be used to identify their strengths and diversity of 
needs. Importantly, it also enabled identification of potential barriers to accessing support and 
therefore, where adaptations were needed.  This tool was considered to offer a more survivor-
centred, less risk-focused, tool for assessment. The use of the tool varied with some staff presenting 
the Tree to survivors whereas others used it as a reference point for themselves:    
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ΧǿƘŜƴ LΩƳ ŜȄǇƭŀƛƴƛƴƎ ǘƘƛǎ ǘƻ ǿƻƳŜƴΣ ƛǘ ƛǎ ƎƛǾƛƴƎ ŀ ƳƻǊŜ ƘƻƭƛǎǘƛŎ ŀǇǇǊƻŀŎƘ ǘƻ ǎǳǇǇƻǊǘƛƴƎ ǿƻƳŜƴΦ  ¸ƻǳ 
ƪƴƻǿΣ ǿŜΩǾŜ Ǝƻǘ ǘƘŜ ǾƛǎǳŀƭǎΣ ǘƘŜ ǘǊŜŜΣ ǿƻƳŜƴ ǘŜƴŘ ǘƻ ǉǳƛǘŜ ǊŜŀƭƭȅ ƭƛƪŜ ǘƘŀǘΦ (Staff interview 12, 
Nottingham/shire). 

VOICES was also described as raising practitioner awareness of trauma and its impacts and allowing 
for a more open and honest approach to be taken with survivors: 

Using the VOICES tools has given me a benchmark to work to and raised my personal awareness of 
the physical, psychological, and social impact of trauma on a person's everyday coping. (Staff Survey 
participant) 

Several staff survey respondents commented on the improved breadth of coverage that the tools 
enabled, allowing them ǘƻ ŎƻƴǎƛŘŜǊ ŀƭƭ ŀǎǇŜŎǘǎ ƻŦ ŀ ǿƻƳŀƴΩǎ ƭƛŦŜ ŀƴŘ ŀ ǿƛŘŜ ǊŀƴƎŜ ƻŦ ŜƳƻǘƛƻƴǎΦ ¢Ƙƛǎ 
in turn helped survivors themselves to reflect more widely on their own lives:  

VOICES supports the professional to have a conversation with a survivor about all aspects of their 
lives and their emotions in regards to that element.  This structure is clear to read in regards to case 
management showing clear direction in action. (Staff Survey Participant) 

Staff also described the VOICES tools as particularly useful in structuring case notes, providing clarity 
around survivor experience and perspectives, and supporting the case management process ς for 
example, when cases were handed over to other professionals. Lastly, the VOICES tools were 
described as assisting staff self-reflection, as well as helping them to recognise the signs and 
symptoms of trauma. 

²Ƙƛƭǎǘ ǎǳǊǾƛǾƻǊǎ ǿŜǊŜ ǳƴŦŀƳƛƭƛŀǊ ǿƛǘƘ ǘƘŜ ΨǎǇŀŎŜ ŦƻǊ ŀŎǘƛƻƴΩ ǘŜǊƳƛƴƻƭƻƎȅ ƻƴ ǿƘƛŎƘ ±hL/9{ ƛǎ ōŀǎŜŘΣ 
they conveyed that they felt empowered to recognise what they needed and in control of both the 
process and pace of support as the case study below demonstrates. 

Case Study B 

This woman had been signposted to the VOICES service by a member of her local community.  At the 
start of the intervention, she had regular brief chats with ǿƻǊƪŜǊǎ ōȅ ǘŜƭŜǇƘƻƴŜΣ ōǳǘ ǎƘŜ ŘƛŘƴΩǘ ǿŀƴǘ 
further involvement until she felt ready to leave her partner; this point came after a period of six 
ƳƻƴǘƘǎΦ !ǘ ǘƘƛǎ ǘƛƳŜΣ ǎƘŜ ǿŀǎ ŀǎǎƛƎƴŜŘ ŀ ƪŜȅ ǿƻǊƪŜǊΣ ŀƴŘ ŘŜǎŎǊƛōŜŘ ŦŜŜƭƛƴƎ ΨrelievedΩ ǘƘŀǘ ǎƘŜ ǿƻǳƭŘ 
have one perǎƻƴ ǘƻ ǎǳǇǇƻǊǘ ƘŜǊ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ǇǊƻŎŜǎǎΦ LƴǇǳǘ ŦǊƻƳ ǘƘŜ ǿƻǊƪŜǊ ƎŀǾŜ ƘŜǊ Ψthe 
confidence and the strengthΩ ǘƻ ƭŜŀǾŜ ǎŀŦŜƭȅΣ ŀƴŘ ǘƘƛǎ ƻŎŎǳǊǊŜŘ ǘƘǊŜŜ ƳƻƴǘƘǎ ŀŦǘŜǊ ōŜƛƴƎ ŀǎǎƛƎƴŜŘ ǘƻ 
the VOICES worker. She described feeling fully in control of this process:  

It went at my pace, completely at my pace.  I was not pushed to do anything any quicker.  I was not 
held back at all.  It was completely, she just worked with me and supported me and we went exactly 
at the pace I wanted to go. 

The intervention aimed to support the survivor to recognise what she needed, and the type of 
support required to help her progress.  She described how, as a result of being able to communicate 
effectively with her worker, feeling listened to and understood, they were able to collaborate on a 
plan to enable her to leave safely:  

L ƳŜŀƴ ǎƘŜΩǎ ǊŜŀƭƭȅ ƘŜƭǇŦǳƭ ŀǘ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǿƘŀǘ L ǿŀǎ ƎƻƛƴƎ ǘƘǊƻǳƎƘ ŀƴŘ ƘŜƭǇƛƴƎ ƳŜΧ¢Ƙŀǘ ǿŀǎ ŀƭƭ 
very, very helpful, at managing situations.  And she gave me the confidence that I would be able to 
get out of that situation.   

Regular and consistent contact with the worker was highly valued and the survivor described feeling 
ǘƘŀǘ ƘŜǊ ǿƻǊƪŜǊ Ψwas always available and always there whenever I needed her to beΩΦ  .ŜƛƴƎ 
provided with information about different sources of support strengthened her capacity to leave by 
ǇǊƻǾƛŘƛƴƎ ƘŜǊ ǿƛǘƘ ŀ ΨƴŜǘǿƻǊƪ ƻŦ ǎǳǇǇƻǊǘΩ.   
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Having been supported by VOICES to leave her abusive partner, this survivor was now living in her 
own home with her young child and had started to retrain for a new job.  She described feeling 
liberated and optimistic about their future: 

LΩƳ ŘƻƛƴƎ ǎǘǳŘȅƛƴƎΣ ǘƘŜǊŜΩǎ ǎƻ ƳǳŎƘΣ ǘƘŜǊŜΩǎ ŜǾŜǊȅǘƘƛƴƎ ǘƘŀǘ L ŘƻΣ ŜǾŜǊȅ ƳƛƴǳǘŜ ƻŦ ǘƘŜ Řŀȅ ƛǎ ǎǘǳŦŦ ǘƘŀǘ 
I do and I can do.  I can do things when I like, I can do what I like.  I go out with my friends, you 
ƪƴƻǿΧΦŀƴŘ L ƪŜŜǇ ǊŜƳƛƴŘƛƴƎ ƳȅǎŜƭŦΣ L Ŏŀƴ Řƻ ŀƭƭ ǘƘƛǎ ǎǘǳŦŦ ƴƻǿΦ   

Although she felt well supported by the service as a whole, she reflected that it was the relationship 
she had with her individual worker that was key to her being able to achieve change: 

L ƪƴƻǿ ǘƘŀǘ L ŎƻǳƭŘ ƘŀǾŜ ǇƘƻƴŜŘ ώǘƘŜ ǎŜǊǾƛŎŜϐΦ LŦ LΩŘ ƴŜǾŜǊ ōŜŜƴ ƎƛǾŜƴ ώƘŜǊϐ ŀǎ ŀ ƪŜȅ ǿƻǊƪŜǊΣ ƛǘ 
ǿƻǳƭŘƴΩǘ ƘŀǾŜ ōŜŜƴ ŀƴȅǿƘŜǊŜ ƴŜŀǊ ŀǎ ƎƻƻŘΦ  {ƘŜΩǎ ōŜŜƴ ǇƛǾƻǘŀƭ ƛƴ ŎƘŀƴƎƛƴƎ Ƴȅ ƭƛŦŜΦ   

 
Survivors and staff confirmed that the work was focused on supporting women to build confidence, 
self-ŜǎǘŜŜƳ ŀƴŘ ǊŜǎƛƭƛŜƴŎŜ ǘƻ ƛŘŜƴǘƛŦȅ ǘƘŜƛǊ Ǝƻŀƭǎ ǿƘƛŎƘ ŎƻǳƭŘ ŀŘŘǊŜǎǎ ŀƴȅ ƻŦ ǘƘŜ ΨǎǇŀŎŜ ŦƻǊ ŀŎǘƛƻƴΩ 
domains: parenting, education, employment, relationships with friends or family, housing, self-
efficacy, coping strategies, health or wellbeing. Additionally, survivors also reported increased 
recognition of DVA: several survivors had not previously understood what was happening to them as 
abuse. For some, this increased recognition of DVA facilitated a movement away from blaming 
themselves for the abuse experienced:   
 
I was feeling like everything was my fault, I did this, why it could have happened and all that.  But 
ŀŦǘŜǊ ƘŀǾƛƴƎ ǘƘŀǘ ŎƻǳǊǎŜ ŀƴŘ ǎǇŜŀƪƛƴƎ ǿƛǘƘ ǘƘŜ ǎǘŀŦŦ ŀǎ ǿŜƭƭΣ ǘƘŜȅ ƳŀŘŜ ƳŜ ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ƛǘΩǎ 
never my fault. (Survivor 17, Sunderland) 
 
6.5.2 Well-Being, Safety and Health Outcomes 

Three sources of data were used to examine outcomes: survivor interviews, the Personal Outcomes 
and Wellbeing Record (POWeR) included in OnTrack data ŀƴŘ ǘƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜǎΦ 
Improvements in physical and emotional safety were widely reported in survivor interviews.  
Increased confidence, well-being and a sense of self helped to increase feelings of personal safety. A 
key factor was feeling listened to, believed, validated and supported across various aspects of their 
life as discussed above. Examples of the range of safety advice and support offered by workers 
across the sites included: carrying mobile phones, blocking calls from abusive ex-partners, 
deactivating the location device in mobile phones, and planning what action to take if abusers 
discovered their whereabouts. Re-locating to a different town or city unknown to ex-partners helped 
ǿƻƳŜƴ ǘƻ ŦŜŜƭ ǎŀŦŜǊΦ {ǳǇǇƻǊǘ ŀǊƻǳƴŘ ǿƻƳŜƴΩǎ ŜƳƻǘƛƻƴŀƭ ǎŀŦŜǘȅ ǿŀǎ ŀƭǎƻ ƻŦŦŜǊŜŘΣ ŦƻǊ ŜȄŀƳǇƭŜ 
offering advice, reassurance, and calming techniques: 

She said that if I get frustrated or I feel like I need space, to go for a walk, go out. Make sure the kids 
have got like somebody there and then just go out.  (Survivor 5, Nottingham/Shire) 

For some women, support with their emotional safety was ongoing, for example, where women had 
recently left their abusive relationship or, in one instance, where an ex-partner was due for release 
from prison.  Most women interviewed reflected positively on their future and the focus on career 
or employment plans and parenting described in Case Study 6.2 was typical of the aspirations 
expressed. 

For a minority of women, the future still appeared bleak with understandable anxiety about the 
outcome of a pending court decision on child custody for one, and another who needed support 
around her ex-ǇŀǊǘƴŜǊΩǎ ŀŘŘƛŎǘƛƻƴΥ ΨL ŘƻƴΩǘ ǘƘƛƴƪ LΩǾŜ ǊŜŀŎƘŜŘ ǘƘŜΣ Ƴȅ Ǝƭŀǎǎ ƛǎ ƘŀƭŦ ŦǳƭƭΣ Ƨǳǎǘ ȅŜǘΦΩ  
(Survivor 11, Surrey) 
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6.5.3 Survivor Outcome Measures  

vǳŀƴǘƛǘŀǘƛǾŜ ŀƴŀƭȅǎƛǎ ƛǎ ōŀǎŜŘ hƴ¢ǊŀŎƪ th²Ŝw Řŀǘŀ ŀƴŘ ǘƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜΦ .ƻǘƘ 
sets of data represent a very small proportion of service users as noted below. 

POWer Forms 

POWeR forms are completed with service users usually at entry, then approximately every 12 weeks 
with another at the end of engagement with the service. Data was provided by WAFE for every 
service user who completed two or more POWeR forms at different time points. 34 POWeR forms 
comprise seven items related to how women have been feeling over the previous two weeks. One of 
the services did not use the POWeR form, and instead used the Warwick-Edinburgh 
aŜƴǘŀƭ ²ŜƭƭōŜƛƴƎ {ŎŀƭŜǎ ό²9a².{ύ ǎŜǇŀǊŀǘŜƭȅ ǿƘƛŎƘ ǿŜǊŜ ǳƴŀǾŀƛƭŀōƭŜ ǘƻ ǘƘŜ ǊŜǎŜŀǊŎƘ ǘŜŀƳΦ 
Where the same items are used on the POWeR form and WEMWBS, data has been analysed where 
available. This only applied to one item (safety). Excluding those who never engaged with services, 
the completion rate of paired POWeR forms was 6.8% for most items (based on three services) and 
16.6% for one item (based on four services). See Table 6.12, Appendix 6. 

Data provided by WAFE categorised the seven items as showing levels of improvement between 
times when the POWeR form was completed (see Figures 6.1 ς 6.7, Appendix 6). Over 65% of 
survivors across services reported an improvement in feelings of safety with a small proportion (3-
8%) reporting that their safety had worsened (Figure 6.1, Appendix 6). Over 80% of survivors 
reported an improvement in confidence with only 3% stating that their confidence had worsened 
(Figure 6.2, Appendix 6). Self-esteem had improved for over 75% of survivors (Figure 6.3, Appendix 
6); over 60% also reported improved feelings of connection (Figure 6.4, Appendix 6) and over 75% 
reported an improved ability to deal with problems (Figure 6.5, Appendix 6). More than 70% said 
their decision-making had improved (Figure 6.6, Appendix 6) and similar proportions had an 
improved sense of optimism about the future (Figure 6.7, Appendix 6). Whilst this is an encouraging 
picture, the completion rates for POWeR were below 7% and these improvements have not been 
tested for significance.    
 
Evaluation Outcome Measure 

¢ƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜǎ ǿŜǊŜ ŎƻƭƭŜŎǘŜŘ ōŜǘǿŜŜƴ hŎǘƻōŜǊ нлмф ŀƴŘ 5ŜŎŜƳōŜǊ нлнлΦ 

Services struggled to implement the measures due to staffing capacity, duplication of existing 

paperwork or lack of confidence to offer the measures to service users due to concerns about being 

intrusive. Having dedicated responsibility within an organisation and frequent check-ins by the 

research team helped to improve completion of outcome measures. Only one service completed the 

outcome measures online with service users. It is difficult to specify the exact impact of Covid-19 on 

completion rates, but services were preoccupied with responding to the changing restrictions from 

March 2020. From August 2020, the Evaluation team provided support for service users to complete 

follow-up measures by telephone. 

Table 6.3 shows that outcome measures were completed by 109 survivors at three different time-

points. T1 or baseline was completed within two weeks of assessment, T2 was completed 6-8 weeks 

from T1 and T3 was completed 12-16 weeks from T1. The highest number of outcome measures 

were received from Sunderland. 

 
34  The exit POWeR form contains some additional questions around impact e.g. confidence to recognise 
abusive behaviour, to ask for help, and parenting as well as any improvements in support networks and 
reduced feelings of self-blame.  However, since these questions are only answered at one time-point, this 
additional data is not included in the analysis. 
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Table 6.3 Outcome Measures completed  

Surrey Sunderland 
Nottingham/ 

shire 
Unknown 

Area 
Total 

Completion 
Rate 

18 74 6 11 109 6.1% 

 

However, for some survivors, while T2 and/or T3 forms were received, no T1 measures were 

completed. Further, T1, T2 and T3 completion rates for different items were highly variable: we 

therefore report subsample sizes by each item/test for T1 and T2. Excluding those who never 

engaged with services, this means 6.1% of all service users completed outcome measures at T1 with 

attrition at T2 and T3 (see Table 6.2, Appendix 6). This level of attrition and the small sub-sample 

numbers mean that findings reported ƘŜǊŜ Ŏŀƴ ƻƴƭȅ ƻŦŦŜǊ ŜŀǊƭȅ ŜǾƛŘŜƴŎŜ ƻŦ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴΩǎ 

effectiveness. 

Due to the small size of the sample and the need to ensure that only meaningful change was 

identified, the five-point scale responses used for safety and coping questions were transformed into 

three-point scale responses. Statistical tests on T1 and T2 pairs were performed and reported on the 

transformed three-point scales, although the tests were repeated on the five-point scales to check 

for any differences in test results.   

Safety 

The outcome measures (see Appendix 2) comprised six items to establish whether women reported 

changes in safety. For each of these items, frequencies and proportions were produced at T1 and T2 

(see Table 6.a and Table 6.b, Appendix 6). T3 findings are not included in the analysis here as the 

numbers of paired measures received (T1 and T3) were too low and because there were no 

significant differences between T1 and T2. 
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Table 6.4 Test statistics for Wilcoxon signed-ranks ς T1 to T2 change on Safety items 

 

N 
Positive 
Change 

(n) 

Negative 
Change 

(n) 

No 
Change 

(n) 

Median 
T1-T2 

Change 

Standard
-ised 
Test 

Statistic  
(Z score) 

Asymp-
totic 
Sig.a 

(2-sided 
test) 

Effect 
Size 

(Cohen
Ωǎ Ǌύ 

I have felt safe 37 7 2 28 0 1.667 .096 .19 

My home felt safe 
and secure  

33 5 2 26 0 1.265 .206 .16 

I have felt safe 
moving around 
my neighbourhood  

34 6 1 27 0 1.933 .053 .23 

I have felt safe 
online  

30 8 4 18 0 1.374 .169 .18 

I have felt that it is 
safe for my children 
to spend time with 
their father (if 
relevant)  

23 3 2 18 0 1.242 .214 .18 

I know where I can 
go for help when I 
need it  

34 1 5 28 0 -1.730 .084 -.21 

* Denotes significance at the p < .05 level 

As Table 6.4 above shows, there were no statistically significant differences in safety between T1 and 

T2. This may be partly explained by the high proportion of survivors at baseline reporting feeling 

ǎŀŦŜΦ hŦ ǘƘŜ ǎƛȄ ǎŀŦŜǘȅ ƛǘŜƳǎΣ ŦƛǾŜ ǎŎƻǊŜŘ ср҈ ƻǊ ƻǾŜǊ ŀǘ ōŀǎŜƭƛƴŜ ŦƻǊ ƻŦǘŜƴκŀƭƭ ƻŦ ǘƘŜ ǘƛƳŜΦ ¢ƘŜ ƛǘŜƳΣ ΨI 

ƘŀǾŜ ŦŜƭǘ ƛǘ ƛǎ ǎŀŦŜ ŦƻǊ Ƴȅ ŎƘƛƭŘǊŜƴ ǘƻ ǎǇŜƴŘ ǘƛƳŜ ǿƛǘƘ ǘƘŜƛǊ ŦŀǘƘŜǊΩ showed that 39.7% (n=25/63) 

reported that their children were not safe or rarely safe to spend time with their father. The 

proportions shifted positively for five items (at T2 and at T3) and changes between T1 and T2 are 

shown in Table 6.a, Appendix 6). However, these improvements were not statistically significant.  

Coping and Confidence 

Eleven items were used to assess coping and confidence. Frequencies and proportions are provided 

in Table 6.b, Appendix 6, for T1 and T2. The proportions of survivors providing positive responses 

ƛƴŎǊŜŀǎŜŘ ōŜǘǿŜŜƴ ¢м ŀƴŘ ¢н ŦƻǊ ǘŜƴ ƻŦ ǘƘŜ ŜƭŜǾŜƴ ƛǘŜƳǎΦ ΨI have been able to manage my use of 

alcohol/medication/drugs (if applicable)Ω ǎƘƻǿŜŘ ŀ ǎƭƛƎƘǘ ŘŜŎƭƛƴŜ ōŜǘǿŜŜƴ ¢м ŀƴŘ ¢нΦ hŦ ǘƘŜ мм 

items, three items showed a statistically significant positive chaƴƎŜ ōŜǘǿŜŜƴ ¢м ŀƴŘ ¢нΥ ƛύ ΨI have felt 

ŀōƭŜ ǘƻ ŘŜŀƭ ǿƛǘƘ Ƴȅ Řŀƛƭȅ ƭƛŦŜΩΤ ƛƛύ ΨL ƘŀǾŜ ōŜŜƴ ŀōƭŜ ǘƻ ƎŜǘ ŀ ƎƻƻŘ ƴƛƎƘǘΩǎ ǎƭŜŜǇΩΤ ŀƴŘ ƛƛƛύ ΨI have been 

able to recognise if other people have been behaving abusivelyΩ ŀǎ ƛƭƭǳǎǘǊŀǘŜŘ ƛƴ ¢ŀōƭŜ сΦр ōŜƭƻǿΦ 
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Table 6.5 Test statistics for Wilcoxon signed-ranks ς T1 to T2 Change for Coping and Confidence 

items   

 

N 

Positive 

Change 

(n) 

Negative 

Change 

(n) 

No 

Change 

(n) 

Median 

T1-T2 

Change 

Standard-

ised Test 

Statistic (Z 

score) 

Asymp-

totic Sig.a 

(2-sided 

test) 

Effect 

Size 

(Cohen

Ωǎ Ǌύ 
I have felt able to 

cope if things 

have gone wrong 

36 7 9 20 0 -.688 .491 -.08 

I have felt able to 

deal with my daily 

life  

36 10 3 23 0 2.066 .039* .24 

I have been able 

to make my own 

decisions  

36 5 3 28 0 1.100 .271 .13 

I have felt able to 

speak to people 

about my 

experiences of 

abuse, if I wanted 

to  

36 9 6 21 0 -.358 .721 -.04 

I have been able 

to manage my 

use of alcohol/ 

medication/drugs 

(if applicable) 

23 1 2 20 0 -.816 .414 -.12 

I have been able 

to get a good 

ƴƛƎƘǘΩǎ ǎƭŜŜǇ 

32 8 2 22 0 2.070 .038* .26 

I have been 

confident about 

doing new things  

35 9 4 22 0 1.500 .134 .18 

I have felt in 

control of my life 

36 11 7 18 0 1.091 .275 .13 

I have good 

relationships with 

my children  

31 0 1 30 0 -1.000 .317 -.13 

I have known that 

I was not 

responsible for 

the abuse that 

happened to me  

35 9 4 22 0 .775 .438 .09 

I have been able 

to recognise if 

other people 

have been 

behaving 

abusively 

35 8 1 26 0 2.333 .020* .28 

* Denotes significance at the p < .05 level 
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Mental Wellbeing 

The 91 survivors who responded to the seven mental wellbeing questions at T1 had a mean average 

ǎǳƳ ǎŎƻǊŜ ƻŦ ннΦтнΣ ŀ ǎŎƻǊŜ ǿƘƛŎƘ ǎƛǘǎ ŀǘ ǘƘŜ ƭƻǿŜǊ ŜƴŘ ƻŦ ǘƘŜ ΨŀǾŜǊŀƎŜ ƳŜƴǘŀƭ ǿŜƭƭōŜƛƴƎΩ ǊŀƴƎŜ ƻŦ 

scores (21 ς 27) for the short form of the Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS) 

used and sits just below the UK population norm for women (23.6) (Ng Fat et al, 2017). At T2, 50 

survivors completed the seven questions, producing a slightly higher mean average sum score of 

24.41 - ǘƘƛǎ ŀƭǎƻ ǎƛǘǎ ƛƴ ǘƘŜ ƳƛŘŘƭŜ ƻŦ ǘƘŜ ΨŀǾŜǊŀƎŜ ƳŜƴǘŀƭ ǿŜƭƭōŜƛƴƎΩ ǊŀƴƎŜ ƻŦ ǎŎƻǊŜǎ ŦƻǊ ǘƘŜ 

SWEMWBS and is slightly higher than the UK population norm for women. The 20 survivors 

completing the mental wellbeing questions at T3 produced a very similar a mean average sum score 

of 25.20. Table 6.15, Appendix 6, provides a full breakdown of descriptive statistics for all three time 

points. 

Cut scores were applied to the SWEMWBS sum scores from T1, T2 and T3. These enabled the scores 

ǘƻ ōŜ ŘƛǾƛŘŜŘ ƛƴǘƻ ǘƘŜ ŎŀǘŜƎƻǊƛŜǎ ƻŦ ΨǇǊƻōŀōƭŜ ŘŜǇǊŜǎǎƛƻƴΩΣ ΨǇƻǎǎƛōƭŜ ŘŜǇǊŜǎǎƛƻƴΩΣ ΨŀǾŜǊŀƎŜ ƳŜƴǘŀƭ 

ǿŜƭƭōŜƛƴƎΩ ƻǊ ΨƘƛƎƘ ƳŜƴǘŀƭ ǿŜƭƭōŜƛƴƎΩΦ !ǎ Ŏŀƴ ōŜ ǎŜŜƴ ƛƴ ¢ŀōƭŜ сΦс ōŜƭƻǿΣ ŀ ǎƳŀƭƭ ƳŀƧƻǊƛǘȅ ƻŦ 

respondents at T1 (50:55%) had ǎŎƻǊŜǎ ŎŀǘŜƎƻǊƛǎŜŘ ŀǎ ƛƴŘƛŎŀǘƛƴƎ ŜƛǘƘŜǊ ΨŀǾŜǊŀƎŜΩ ƻǊ ΨƘƛƎƘΩ ƳŜƴǘŀƭ 

ǿŜƭƭōŜƛƴƎΣ ǘƘŜ ǊŜƳŀƛƴƛƴƎ όпмΥпр҈ ǿŜǊŜ ƛŘŜƴǘƛŦƛŜŘ ŀǎ ƘŀǾƛƴƎ ǎŎƻǊŜǎ ǘƘŀǘ ƛƴŘƛŎŀǘŜŘ ΨǇǊƻōŀōƭŜΩ ƻǊ 

ΨǇƻǎǎƛōƭŜΩ ŘŜǇǊŜǎǎƛƻƴΦ ¢ƘŜǎŜ ǇǊƻǇƻǊǘƛƻƴǎ ǎƘƛŦǘŜŘ ŀǘ ¢нΣ ǿƛǘƘ όорΥтл҈ύ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎ ŎŀǘŜƎƻǊƛǎed as 

ƘŀǾƛƴƎ ΨŀǾŜǊŀƎŜΩ ƻǊ ΨƘƛƎƘΩ ǿŜƭƭōŜƛƴƎΣ ŀƴŘ όмрΥ ол҈ύ ŎŀǘŜƎƻǊƛǎŜŘ ŀǎ ƘŀǾƛƴƎ ΨǇǊƻōŀōƭŜΩ ƻǊ ΨǇƻǎǎƛōƭŜΩ 

ŘŜǇǊŜǎǎƛƻƴΦ !ǘ ¢оΣ όмрΥтр҈ύ ƻŦ ǊŜǎǇƻƴŘŜƴǘǎ ǿŜǊŜ ŎƭŀǎǎŜŘ ŀǎ ƘŀǾƛƴƎ ΨŀǾŜǊŀƎŜΩ ƻǊ ΨƘƛƎƘΩ ƳŜƴǘŀƭ 

ǿŜƭƭōŜƛƴƎΣ ǿƛǘƘ όрΥнр҈ύ ŎƭŀǎǎŜŘ ŀǎ ƘŀǾƛƴƎ ΨǇǊƻōŀōƭŜΩ ŘŜǇǊŜssion. See Table 6.6 and Figure 6.1 below. 

While these findings show an encouraging trend, the level of attrition in completion of measures 

between the three time-points means that these findings should be treated as indicative only. 

 

Table 6.6: Frequencies and proportions for mental wellbeing thresholds at T1, T2 and T3 

  Probable 
depression 
(7 to 17) 

Possible 
depression (18 to 

20) 

Average mental 
wellbeing 
(21 to 27) 

High 
mental 

wellbeing 
(28 to 35) 

Total 

Time 1 N 24 17 29 21 91 
 % 26.4 18.7 31.9 23.1 100.0 
Time 2 N 9 6 20 15 50 
 % 18.0 12.0 40.0 30.0 100.0 
Time 3 N 5 0 10 5 20 
 % 25.0 0.0 50.0 25.0 100.0 
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Figure 6.1: Mental wellbeing proportions for all survivors completing measures at T1, T2 and T3  

 

 

Changes in mental wellbeing between T1 and T2 

Only 35 survivors answered questions on mental wellbeing at both T1 and T2. Analysis using a 

paired-samples t-test indicated that the mean decrease in wellbeing (.444) between T1 (M = 23.59, 

SD = 6.32) and T2 (M = 24.04, SD = 6.44) was not statistically significantly different from zero, t(34) 

= .547, p = .588, d = -.09. As there were T1 and T3 paired data for only eight survivors, no inferential 

statistical analysis was performed on potential change between T1 and T3. 

Were improvements in safety, coping and confidence and wellbeing attributable the service? 

At T2, survivors were asked whether they had experienced improvements in safety, coping and 

confidence and wellbeing since having contact with the service. Table 6.7 shows that most service 

users who had experienced improvements (89%, 89%, 96% and 78% respectively) were very positive 

about services with between 60-73% attributing their improvements across the four domains either 

mostly, or entirely to the VOICES service. Between 24-31% attributed changes partly to services and 

2-10% attributed changes mostly or entirely to other factors.  
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Table 6.7 Improvements and Attribution 

 Entirely due 
to service 

% (n) 

Mostly 
due to 
service 
% (n) 

Partly due 
to service 

% (n) 

Mostly due to 
other things 

% (n) 

Entirely due 
to other 
things 
% (n) 

Experienced 
improvements in safety 
(n=41/46) 

34.1 (14) 39.0 (16) 24.4 (10) 2.4 (1) 0.0 (0) 

Experienced 
improvements in coping 
and confidence (n=41/46) 

26.8 (11) 36.6 (15) 26.8 (11) 4.9 (2) 4.9 (2) 

Experienced 
improvements in mental 
wellbeing (n=45*/47) 

25.0 (11) 36.4 (16) 29.5 (13) 4.5 (2) 4.5 (2) 

Experienced 
improvements in health 
(n=35/45) 

31.4 (11) 28.6 (10) 31.4 (11) 5.7 (2) 2.9 (1) 

* One respondent who reported improvements in wellbeing did not answer the attribution question 

(i.e. n=44) 

Health 

There was significant drop off in the completion of the validated EQ-5D-3L health questionnaires 

used for the study. However, there was a 2.1% change in the scores between time one and time two 

and a significant change of 11.7% between time one and time three. The visual analogue scale (VAS 

thermometer) also showed positive change between time one and time two and time one and three. 

The VAS is easier to complete and asks the participant to indicate how their health is today on a 

scale of 1-100, rather than the five health-state questions of the EQ-5D-3L questionnaire.   

The results at all time points were significantly lower than accepted UK population norms for the EQ-

5D-3L, indicating that service users across all time points are experiencing health states worse than 

the general population.   

 

Table 6.8 EQ-5D-3L Health Outcomes 

EQ-5D-3L  T1  T2  T3  

COMPLETE  93  47  21  

AVERAGE  0.639  0.660  0.756  

STDEV  0.311  0.383  0.226  

NORM  0.86  0.86  0.86  
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Table 6.9 VAS (Thermometer Outcomes) 

VAS (Thermometer)  T1  T2  T3  

COMPLETE  84  49  20  

AVERAGE  62.35  65.98  69.25  

STDEV  18.94  26.24  18.87  

NORM  82.48  82.48  82.48  

 

6.6 Organisational Culture, Leadership and Supervision 

For an organisation to be trauma-informed, a whole organisation approach is necessary, and the 
staff survey and interviews addressed the organisational culture and support available to 
practitioners. Overall, staff survey respondents reported good levels of supervision, with nearly all 
(n=13/14) having received regular supervision, which in most cases (n=8/14) was management 
supervision. Only half of respondents (n=7/14) felt they had received sufficient training to enable 
them to deliver the VOICES programme to survivors and their families as intended, and over half 
(n=8/14) indicated that further training and/or supervision would have been helpful, most 
commonly, general/further programme training (see Table 6.16, Appendix 6, for frequencies and a 
full list of training and supervision recommendations).  

The majority of respondents (n=12/14) felt that they were supported through emotionally 

demanding work, that they were clear about what was expected of them (n=11/14) and that their 

deadlines were achievable (Table 6.16, Appendix 6). This was also explored in staff interviews where 

overall staff felt ΨΦΦǘƘŀǘ ȅƻǳΩǊŜ ǎǳǇǇƻǊǘŜŘ ŀƴŘ ŦŜŜƭ ǎŀŦŜ ǘƻΧŎŀǊǊȅ ƻǳǘ ǘƘŜ ƧƻōΩ (Staff interview 5, 

Sunderland) Staff were generally clear about how changes would work in practice (n=8/13), although 

sometimes Ψŀ ŎƘŀƴƎŜ ƎŜǘǎ Ǉǳǘ ƛƴ ǇƭŀŎŜ ōŜŦƻǊŜ ǿŜΩǊŜ ŀƭƭ ƪƛƴŘ ƻŦ ǳǇŘŀǘŜŘ ƻƴ ƛǘΦ  !ƴŘ ǘƘŜƴ ƛǘΩǎ ƭƛƪŜΣ ƻƘ 

we do this now, by the way.Ω ό{ǘŀŦŦ ƛƴǘŜǊǾƛŜǿ пΣ {ǳƴŘŜǊƭŀƴŘύΦ IƻǿŜǾŜǊΣ Ƴƻǎǘ ŦŜƭǘ ǘƘŀǘ ǘƘŜǊŜ ǿŀǎ 

rarely conflict between colleagues (n=11/14) (Table 6.17, Appendix 6). Survey respondents were 

fairly mixed in their responses to workload questions, with exactly half (n=7/14) reporting that their 

workload was too heavy and with most respondents (n=13/14) indicating that at some point they 

had neglected tasks due to their high workload (Table 6.18, Appendix 6). This was corroborated by 

interviews with staff who reported that they ƘŀǾŜ ŀ ƭƻǘΣ ŀ ƭƻǘ ǘƻ ŘƻΧŀǘ ǘƘŜ ƳƻƳŜƴǘΣ ǎƻ ƛƴ ǘƘŜ Ǉŀǎǘ ǎƛȄ 

ƳƻƴǘƘǎ ƛƴ ǇŀǊǘƛŎǳƭŀǊΧǾŜǊȅΣ ǾŜǊȅ ōǳǎȅΣ ŜǾŜƴ ŀŦǘŜǊ ǘƘŜ мǎǘ ƻŦ !ǇǊƛƭΧ (Staff interview 3, Surrey.) High 

workloads are connected to limited funding and high demand. Over the last 10 years the DVA sector 

has experienced severe cutbacks to services which make new initiatives difficult to sustain (Samuels, 

2021; Barter et al, 2018; Chantler and Thiara, 2017).  

 

Survey respondents were generally positive about their working environment and about the 

administrative/IT support they had received prior to the pandemic, with the majority feeling that 

ǘƘŜƛǊ ƻŦŦƛŎŜ ǎǇŀŎŜ ǿŀǎ ΨDƻƻŘΩ όƴҐфκмпύΣ ǘƘŜƛǊ ǿƻǊƪ ǎǇŀŎŜ ǿŀǎ ΨDƻƻŘΩ ƻǊ Ψ9ȄŎŜƭƭŜƴǘΩ όƴҐммκмпύ ŀƴŘ ǘƘŜ 

ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ŀƴŘ L¢ ǎǳǇǇƻǊǘ ǿŀǎ ŘŜǎŎǊƛōŜŘ ŀǎ ΨDƻƻŘΩ ƻǊ Ψ9ȄŎŜƭƭŜƴǘΩ όƴҐмоκмпύΦ 
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6.7 Summary 

¶ Several factors impeded implementation of VOICES apart from Covid-19 including: time taken to 

co-produce the intervention, the limited capacity of coordinators to support VOICES, initial 

resistance from local member services, the volume of paperwork and a perception that more 

and timely training would have been beneficial.  

¶ Once adopted by practitioners, the VOICES approach and tools were seen as transformative by 

the majority of practitioners, although a few reported that they were already working in a 

trauma-informed, strengths-based way.  

¶ The move away from a risk-focused to a more survivor-centred approach was valued by most 

practitioners.  

¶ Survivors had negative experiences of services previously encountered but were very positive 

about their experiences of VOICES services.  

¶ ²Ƙƛƭǎǘ ǘƘŜ ǘŜǊƳƛƴƻƭƻƎȅ ƻŦ Ψ{ǇŀŎŜ ŦƻǊ !ŎǘƛƻƴΩ ǿŀǎ ǳƴŦŀƳƛƭƛŀǊ ǘƻ ǎǳǊǾƛǾƻǊǎΣ ǘƘŜ ŎŀǎŜ ǎǘǳŘƛŜǎ ŎƭŜŀǊƭȅ 

illustrate intervention and change across the multiple Space for Action domains that 

practitioners utilised in their casework. However, this was not always apparent in OnTrack data 

which had substantial gaps. 

¶ A consistent relationship between practitioner and survivor was highly valued and survivors saw 

this as key to developing their self-confidence, independence, and belief in themselves.  

¶ A trauma-informed, strengths-based, needs-led approach to service delivery was valued by 

survivors. 

¶ Two survivors reported negative experiences of VOICES: one related to confidentiality and the 

ƻǘƘŜǊ ǘƻ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ǊŜǎǇƻƴǎŜǎ ǘƻ ǊŀŎƛǎƳΦ 

¶ OnTrack data revealed limited engagement with Black and minoritised communities. This was 

particularly notable in areas with high levels of Black and minoritised communities.  

¶ Under 1% of cases related to forced marriage or Ψǎƻ-called honour-based violenceΩ (HBV) across 

the whole data set.  

¶ Together, the three points above addressing Black and minoritised communities indicates that a 

more intersectional approach is required with adequate funding for DVA specialist services as 

ǿŜƭƭ ŀǎ .ƭŀŎƪ ŀƴŘ ƳƛƴƻǊƛǘƛǎŜŘ ǿƻƳŜƴΩǎ 5±! ƻǊƎŀƴƛǎŀǘƛƻƴǎΦ  

¶ There were gaps and inconsistencies in OnTrack recording between WA organisations with some 

services having large amounts of missing data in most fields.     

¶ 5ǳŜ ǘƻ ǘƘŜ ƭƻǿ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ǎǳǊǾƛǾƻǊǎ ŎƻƳǇƭŜǘƛƴƎ ǘƘŜ th²Ŝw ƻǳǘŎƻƳŜǎ ŀƴŘ ǘƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ 

outcome measures at T1 and further attrition at T2 and T3, conclusions drawn are indicative. 

The attrition at T3 may be a function of the timing (12-16 weeks after T1) as OnTrack data 

showed that most VOICES service users were in services for between 1.73 ς 3.27 months.  

¶ ¢ƘŜ ŀƴŀƭȅǎƛǎ ƻŦ th²Ŝw ŦƻǊƳǎ ŀƴŘ ǘƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜǎ ŘŜƳƻƴǎǘǊŀǘŜŘ ǇƻǎƛǘƛǾŜ 

improvements on most items, but very few of the improvements found on outcome measures 

were statistically significant as insufficient numbers of completed measures were available for 

analysis at both baseline and follow-up.   

¶ !ǘ ōƻǘƘ ¢м ŀƴŘ ¢нΣ ǎǳǊǾƛǾƻǊǎ ǊŜǇƻǊǘŜŘ ΨŀǾŜǊŀƎŜ ƳŜƴǘŀƭ ǿŜƭƭōŜƛƴƎΩ ό{²9a².{ύ ŀƴŘ ŀǘ ¢н ǘƘƛǎ ǿŀǎ 

slightly higher than the UK population norm for women.  

¶ For those survivors that reported improvements in safety, coping and mental wellbeing, most of 

this was attributed to services, indicating a high level of satisfaction with VOICES services.  

¶ Findings in respect of health outcomes were significantly lower than the accepted UK population 

norms, indicating that service users across all time points experienced worse health than that of 

the general population.     
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¶ Practitioners were generally positive about the support they received for emotionally 

demanding work and reported that there was rarely any conflict between colleagues.  

There was more ambivalence regarding workload: half the staff survey respondents reported 

that workloads were too high, this was also reported in staff interviews. This may indicate under-

resourcing of specialist DVA services.   

 

6.8 Recommendations 

Unlike Trusted Professional and Ask Me, VOICES was a completely new approach and these 
recommendations are made for future pilots and/or roll out of VOICES. These may help to iron out 
the issues discussed above by practitioners and trainer/coordinators and to strengthen the 
intervention:  

¶ A trauma-informed, strengths-based, needs led approach needs to be central to DVA service 
provision. 

¶ Adequate time should be allocated to develop and implement new interventions such as 
VOICES. 

¶ Earlier buy-in from member services and adequate preparation and training for staff to adopt 
VOICES would facilitate implementation. 

¶ Staff need to be trained and equipped to challenge racism when they encounter it. 

¶ All DVA services need to be accessible to Black and minoritised communities and work in a 
respectful and equal partnership with Black and minoritised services to offer Black and 
minoritised women a choice of services and to increase uptake of services. 

¶ Ensuring that staff are supported to undertake emotionally demanding work will continue to be 
essential for VOICES. 

¶ Ensuring that workloads are manageable is also likely to contribute to sustaining the VOICES 
approach.   

¶ Commissioners need to ensure that DVA services are adequately funded to continue to provide 
existing services and introduce new interventions. 

¶ Streamlining VOICES monitoring requirements and ensuring that these are compatible with the 
OnTrack recording system will assist ƭƻŎŀƭ ǎŜǊǾƛŎŜǎ ǘƻ ǇǊƻǾƛŘŜ ƳƻǊŜ Ǌƻōǳǎǘ Řŀǘŀ ƻƴ ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ 
profiles, needs and outcomes for those planning and managing services and for commissioners 
wanting evidence on the efficacy of VOICES.  
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Chapter 7: SafeLives Co-Designed Pilots: Development, 

Implementation and Delivery 
 

The SafeLives Co-Designed Pilots (SLCDPs) comprised a suite of interventions for survivors, their 
children and perpetrators. In combination, these interventions provided ŀ ΨǿƘƻƭŜ ŦŀƳƛƭȅΩ ŀǇǇǊƻŀŎƘ 
(Stanley and Humphreys 2017). The intention was that all those using the service would be able to 
move between interventions with regard to need and according to the stage reached on their 
journey to recovery. Five strands of interventions were delivered to families: Community Idva 
support; Complex Needs Idva support; Step Down and Recovery Groups for survivors; Children and 
¸ƻǳƴƎ tŜƻǇƭŜΩǎ ǿƻǊƪΣ ƛƴŎƭǳŘƛƴƎ ƛƴŘƛǾƛŘǳŀƭ ŀƴŘ ƎǊƻǳǇ ǿƻǊƪ ŦƻǊ ŎƘƛƭŘǊŜƴΣ ŀƴŘ parenting support; and 
the Engage strand of the service which worked with the whole family, including the perpetrator. In 
ŀŘŘƛǘƛƻƴΣ ŀ Ψ{ƪƛƭƭǎ 9ƴƘŀƴŎŜǊΩ was employed to deliver internal and external training and provide 
consultation with local professionals. Peer mentoring and support was facilitated by a dedicated 
worker. Figure 7.1 identifies the five strands which together made up the intervention.  

Figure 7.1: The SafeLives Programme 

 

The programme was designed by SafeLives, alongside SafeLives Pioneers (survivors and experts by 
lived DVA experience) and specialist frontline domestic abuse expert partners. Two independent 
services, in Norwich and West Sussex, were commissioned to deliver the interventions. 

This chapter reports on the development, implementation and delivery of the SLCDP interventions in 
Norwich and West Sussex. This provides the wider context for the positive findings on the impact of 
the SLCDP services for survivors and their children reported in Chapter 8.  
 
The chapter draws on: {ŀŦŜ[ƛǾŜǎΩ Insights monitoring and outcomes data, which staff completed for 
service users at intake and exit between November 2018 and December 2020; baseline data 
ŎƻƭƭŜŎǘŜŘ Ǿƛŀ ǘƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜ όǎŜŜ !ǇǇŜƴŘƛȄ нύ; 14 staff interviews completed 
between February and May 2020; five interviews with senior managers, including frontline service 
managers and  senior SafeLives staff, undertaken between November and December 2020, and a 
staff survey (n=15), completed in Autumn 2020. While interviews with staff were largely completed 
before Covid-19 restrictions were introduced, interviews with senior managers and the staff survey 
provided opportunities to reflect on the impact of the pandemic.   
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7.1 Development of the SLCDP 

The programme was developed by SafeLives Pioneers alongside expert frontline partners from 
ǎǇŜŎƛŀƭƛǎǘ ǿƻƳŜƴΩǎ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ƛƴŎƭǳŘƛƴƎ !ŘǾŀƴŎŜΣ !ǳǊƻǊŀ bŜǿ 5ŀǿƴΣ /ƘŜǎƘire Without Abuse, 
Oasis and North Devon Against Domestic Abuse. The SafeLives Pioneers guided the identification of 
service gaps, the range of interventions needed, format of delivery and integration of services for 
the whole family: 

The amount of work that had gone into designing this project and looking at each different 
ƛƴǘŜǊǾŜƴǘƛƻƴΣ ȅƻǳ ŎƻǳƭŘƴΩǘ ŀǎƪ ŦƻǊ ƳƻǊŜΣ ōŜŎŀǳǎŜ ǘƘŜȅ ƘŀŘ ŀ ŎƻǳǇƭŜ ƻŦ ȅŜŀǊǎ ŀƴŘ ƛǘ ǿŀǎ ŀƭƭ ǎƘŀǇŜŘ ōȅ 
the survivors. (Senior Manager 2, SLCDP) 

The time spent developing services with frontline expert partners was considered highly valuable, 
although one senior manager felt planning might have been more effective if undertaken directly in 
the delivery sites, enabling greater adaptations to the local context. Others thought the 
development time for the individual interventions had been too long given the move to an 
integrated service, which required careful planning, and that the programme would have benefitted 
from a longer commissioning and implementation stage.  
 
7.2 Implementation  

7.2.1 The Commissioning Process 

All senior managers interviewed recognised that the tendering process had created specific issues 
for implementation in both sites. In Norfolk, the competitive tendering process resulted in a single 
non-specialist DVA organisation gaining the contract rather than a local long-standing DVA service. 
This outcome contributed to a range of ongoing challenges for successful implementation and 
delivery, affecting referral pathways and routes to support. This impacted on service delivery as the 
Norwich service was unable to establish a positive working relationship with the local high risk DVA 
service provider and consequently received few referrals from this service for women whose risks 
had reduced. In West Sussex, although the challenges were less prominent, some local service 
providers had questioned if all the commissioned services were needed due to overlaps with 
established provision.  

Although some strategic conciliatory work was undertaken with support from the commissioners, 
this was largely unsuccessful in Norwich. Some senior managers thought that commissioners might 
have provided more support to try and overcome these problems, recognising this was not a service 
issue but a system problem. One senior member of staff commented that Ψit should have been 
followed up with some further conversations to introduce the new serviceΧthat kind of restorative 
ŀǇǇǊƻŀŎƘΣ Χ ǿŜϥǊŜ ŀƭl here to support families of domestic abuse, so how are we going to do that?  
That, that would have helped.Ω (Senior Staff 5) 

Both services were launched in November 2018 and services were in high demand from the outset. 
Norwich had staff in place a month before West Sussex and facilitated visits from service managers 
across the county to establish partnership relationships. In West Sussex, a consortium of 
predominantly regional DVA organisations won the tender, enabling the service to Ψhit the ground 
running much quicker because of the relationship that they already had with those existing servicesΩ 
(Senior Manager, SLCDP 4). This was further facilitated by the Local Authority secondment of the 
West Sussex manager, an experienced Idva; the benefit of this for effective implementation was 
recognised by all senior staff. Senior managers also highlighted the impact of funding partnerships 
for implementation: West Sussex had one Local Authority funding partner while Norwichhad six 
partners, which resulted in challenges regarding decision making and multiple monitoring 
requirements.    
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7.2.2 Resources for planning, implementation, and delivery of the programme  

Senior staff had mixed views on the level of resources available for planning and implementation of 
the service. Most thought resources had generally been sufficient, especially around training, 
although some difficulties were also highlighted (see Section 7.12). Senior staff felt that more 
targeted resources could have supported greater communication and learning between sites. One 
senior manager interviewed identified a need for greater support from SafeLives in their role as 
intervention/programme developers, given the implementation challenges encountered and 
questioned the feasibility of the management resources especially around multiple reporting, 
monitoring and line management responsibilities. The West Sussex service had some resource issues 
around ΨŎƻƴǎƛǎǘŜƴǘ ǘŜŀƳ office spaceΩ, as original pƭŀƴǎ ǘƻ ǳǎŜ ǘƘŜ /ƻǳƴǘȅ /ƻǳƴŎƛƭΩǎ ǊƻƻƳǎ ŘƛŘ ƴƻǘ 
materialise, and the service lacked wider office facilities, such as bulk printing, which became a 
prominent issue under lockdown. The lack of suitable long-term spaces for group work was also a 
significant challenge in West Sussex. Another resource issue identified in West Sussex was staff 
recruitment and retention due to wage discrepancies in the area (see Section 7.10). One senior 
manager concluded: ΨWas there enough resource [for learning and delivery across sites]?  I think our 
activities and interventions were too optimistic and I think that probably will show itself in not 
enough resourceΩ (Senior Staff, SLCDP 5). 

7.2.3 Time scales for planning and implementation of the programme  

All senior staff agreed that the 12-week planning and implementation period was insufficient.  A lack 
of time was compounded by the introduction of new monitoring and reporting systems, staff 
recruitment, marketing activity, training requirements and associated travel, implementing multiple 
interventions and toolkits as well as embedding the service locally through outreach to support 
referral pathways. Many staff commented that the Engage work had been especially challenging in 
this period due to the need for marketing, outreach, and integration of this new intervention into 
the service. As well as a longer period for implementation to reduce conflicting priorities, it was 
suggested that having senior managers in place for a more extended period before other team 
members started would have facilitated a more consistent implementation and managers would not 
have felt overwhelmed.  However, the commitment of staff throughout this period was recognised 
by senior staff: 

L ǘƘƛƴƪ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ǘƘŀǘ L Ǉŀȅ ǘŜǎǘŀƳŜƴǘ ǘƻ ǘƘŜ ǎƘŜŜǊ ǊŜǎƛƭƛŜƴŎŜ ƻŦ ǘƘŜ ǘŜŀƳΣ ǘƘŜƛǊ ŀǘǘƛǘǳŘŜ ŀƴŘ Ƙƻǿ 
they kept finding solutions to the challenges of setting up a brand new service from scratch (Senior 
Manager 1, SLCDP). 
 
7.3 Building Local Support for Implementation and Delivery  

In West Sussex, Early Help was the main local partner, facilitated by the West Sussex service sharing 
some office space. In addition, the high-risk DVA service, also part of Early Help, was highly 
supportive of the West Sussex service. Some staff moved across from the county council on 
secondment and brought with them their established connections and knowledge of the area. In 
Norwich, the service also sat within the Early Help Hub and this helped to ensure that multi-agency 
partners were aware of the service and its objectives from the start although, as a new provider, 
local support for the service ƘŀŘ ǘƻ ōŜ ōǳƛƭǘ ƻǾŜǊ ǘƛƳŜΥ ΨWhat that translated to was, in West Sussex, 
the local authority embedded [SLCDP service] in their system but in Norfolk it was a much more 
ǎǘŀƴŘŀƭƻƴŜ ǘƘƛƴƎΩ (Senior Manager 5, SLCDP). Despite this challenge, staff felt that they were now 
ǿŜƭƭ ŜǎǘŀōƭƛǎƘŜŘ ƛƴ ǘƘŜƛǊ ƭƻŎŀƭ ŀǊŜŀǎΥ Ψ²ŜΩǾŜ ƻƴƭȅ ōŜŜƴ ƎƻƛƴƎ ŜƛƎƘǘŜŜƴ ƳƻƴǘƘǎΤ ŜǾŜǊȅōƻŘȅ ǘŜƴds to 
ƪƴƻǿ ŀōƻǳǘ ǘƘŜ ώbƻǊǿƛŎƘϐ ǎŜǊǾƛŎŜ ƴƻǿΧ²Ŝ ŀǊŜ ǿŜƭƭ ƪƴƻǿƴΩ (Staff 11, SLCDP). 
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A central mechanism to build local support was the work of the Skills Enhancers who established 
links with local agencies, promoted the service and organised free culture of change training 
designed to enable practitioners in other local services to work more effectively and confidently with 
victims, survivors and perpetrators. {ŀŦŜ[ƛǾŜǎΩ ŦƛƎǳǊŜǎ ǎƘƻǿ ǘƘŀǘΣ ōŜǘǿŜŜƴ bƻǾŜƳōŜǊ нлму ŀƴŘ 
December 2020, 444 attendees in West Sussex and 1642 in Norwich received training.  
  
External agency feedback on training was described as positive with practitioners reporting 
increased awareness and confidence to work with DVA. However, making links with some agencies 
and setting up training was challenging. Norwich staff reported that, despite positive meetings with 
/ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ ό/{/ύΣ ƴƻ whole team training courses had been confirmed for this 
organisation at the time of interviews, although CSC did regularly refer into the service (see section 
7.4). Some services did not respond to training offers, and others who took up training did not refer 
ƛƴǘƻ ǘƘŜ ǎŜǊǾƛŎŜΦ Lƴ ²Ŝǎǘ {ǳǎǎŜȄΣ ǘƘŜǊŜ ǿŀǎ ŦŜƭǘ ǘƻ ōŜ ŀƴ ƻǾŜǊƭŀǇ ǿƛǘƘ {[Ωǎ ²ƘƻƭŜ Picture Matters 
training which was being delivered across the county. 
 
7.4 Referrals  

In total, SLCDP administrative data showed 1307 referrals of female survivors were made between 
November 2018 and December 2020: 755 in West Sussex and 552 in Norwich (see Table 7.1). 
Referral numbers were higher in the West Sussex site in both years. Most referrals (63%) were 
received through either CƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ ό/{/ύ όо9%) or Domestic Violence and Abuse/ Sexual 
Violence (DVA/SV) services (24%) (see Table 7.1). However, sites had distinct referral patterns. A 
greater proportion of referrals for survivors in Norwich came from CSC (48% compared to 33%), 
while West Sussex received a higher proportion from DVA/SV agencies (35% compared to 7%). There 
was a larger proportion of self-referrals in Norwich (11%) compared to West Sussex (5%). Health 
services, ƛƴŎƭǳŘƛƴƎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘh services, accounted for 4% referrals overall. 

Table 7.1 Referral source by site 

 

      

 West Sussex Norwich Total 

 N Percent N Percent  
/ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ 245 32.5 263 47.6 508 

DVA/SV Services  267 35.4 40 7.2 307 

Internal service referral 3 0.4 - - 3 

Self 40 5.3 61 11.1 101 

/ƘƛƭŘǊŜƴΩǎ /ŜƴǘǊŜǎ - - 12 2.2 12 

Early Help  163 21.6 - - 163 

Police - - 38 6.9 38 

Education 2 0.3 39 7.1 41 

Housing 15 2.7 15 2.7 30 

Health (including mental health   21 2.8 35 6.3 56 

Probation 2 0.3 3 0.5 5 

Adult Social Care 4 0.5 15 2.7 19 

Substance misuse  3 0.4 2 0.4 5 

Voluntary Sector - - 16 2.9 16 

Norwich City Council - - 11 2.0 11 

DWP  - - 2 0.4 2 

Total  755 100% 552 100% 1307 
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In West Sussex, the strength of some referral pathways such as that from the police, may have been 
obscured by referrals coming through the Early Help Hub which accounted for 21% of referrals, and 
this was confirmed in staff interviews. In addition, self-referrals were often encouraged by GPs or 
social workers. However, staff interviews confirmed that some agencies were not routinely referring 
into the service including housing, education (in West Sussex only), GPs and probation. In addition, 
staff commonly reported that individual practitioners often made repeat referrals while others in the 
same agency had not made any referrals (see Social Network Analysis, chapter 9).  

The sites recorded 399 declined referrals (183 West Sussex, 216 Norwich). In Norwich, the main 

reason that referrals were declined was due to them coming from ƻǳǘǎƛŘŜ ǘƘŜ ǎŜǊǾƛŎŜΩǎ ŎŀǘŎƘƳŜƴǘ 

area (49%), which may reflect the relatively small catchment area of the service. In West Sussex, this 

was only a factor in 9% of declined referrals. High risk referrals accounted for 21% of declined 

ǊŜŦŜǊǊŀƭǎ ƛƴ bƻǊǿƛŎƘ ŀƴŘ ну҈ ƛƴ ²Ŝǎǘ {ǳǎǎŜȄΦ hǘƘŜǊ ǊŜŀǎƻƴǎ ƛƴŎƭǳŘŜŘ ΨƛƴŀǇǇǊƻǇǊƛŀǘŜΩ ǊŜŦŜǊǊŀƭǎ ƻǊ ǘƘŜ 

client declining the offer of support.   

The SL outcomes measurement tool, Insights, also recorded мтф ΨƻǘƘŜǊ ŎƻƴǘŀŎǘǎΩ with the service. 

This category was used for survivors who had a one-off contact with the service, or who did not 

consent to further monitoring of their data on the SL insights system. Most of these contacts (82%) 

were recorded by the Norwich site. The main reason provided was the client chose not to continue 

with the service (39%) or was not suitable for the service (12%).  A small number of individuals (9%) 

did not consent to further monitoring of their data. The referral route was not noted in all cases, but 

ŀǎ ǿƛǘƘ ǘƘŜ ƻǘƘŜǊ ǊŜŦŜǊǊŀƭ ŘŀǘŀΣ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ Care was the most frequent referrer (40%). 

Telephone or face to face support was offered, regarding topics such as safety, children and 

parenting matters, child contact and housing. Referrals on to other services were noted in some 

cases, most usually to another DVA service, housing or mental health services. 

Staff interviewed stressed that in the case of unsuitable referrals, which were usually due to 
survivors from out of the catchment area in Norwich or inappropriate risk levels, they would always 
provide signposting and advice on appropriate support.  

A range of support and outreach strategies had been used to try and increase awareness of referral 
criteria and expand referral routes, including: training for professionals in other agencies; GP 
awareness meetings; information sharing with schools, youth and community projects; offers to 
attend discussions with service users (including perpetrators) to explain the support provided by the 
SLCDP services; and attending multi-agency forums. Norwich staff commented on the benefits of 
attending the regular Early Help multi-agency hub which enabled confidential information sharing to 
inform appropriate referrals. Staff also commonly reported on the need to build stronger 
relationships with schools to raise awareness of the service and to support schools in undertaking 
comprehensive risk assessments to ensure appropriate referrals. Some staff recognised engagement 
strategies had produced positive results. One Norwich staff member stated they had recently seen 
ŀƴ ƛƴŎǊŜŀǎŜ ƛƴ tƻƭƛŎŜ ǊŜŦŜǊǊŀƭǎΣ ŀƭǘƘƻǳƎƘ Ψthe issue is often the risk level has increased once we see 
ǘƘŜƳ ŀƴŘ ǘƘŜǊŜŦƻǊŜ ǘƘŜȅ ƘŀǾŜ ǘƻ ǊŜŦŜǊ ǘƘŜƳ ōŀŎƪΩ (Staff 7, SLCDP). This reflects a wider issue around 
risk levels raised by several staff (see Section 7.9).  
 
 
 
  
 

 

7.5 The Service Users   
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7.5.1 Survivors   

The evaluation included only female survivors; three-quarters (74%) of the 481 survivors recorded 
on SL Insights as using the service were aged 26 to 45 years old (see Table 7.2). The majority were 
predominantly heterosexual (94%, n=450) and most (83%, n=400) described themselves as White, 
5% (n=26) as Asian/Asian British and 2% as mixed ethnicity; reflecting the ethnic breakdowns in the 
site profiles. Nearly a third stated they were unemployed (29%, n=138), a quarter (27%) were 
employed part-time, 11% full-time, and a fifth (21%, n=102ύ ŘŜǎŎǊƛōŜŘ ǘƘŜƳǎŜƭǾŜǎ ŀǎ ŀ Ψǎǘŀȅ ŀǘ ƘƻƳŜ 
ǇŀǊŜƴǘΩΦ This is a greater proportion of people not in work when compared to national and local 
rates. A fifth (22%) of adult survivors had a disability, of whom 53% described a mental health 
impairment and 36% had a physical disability.  

  

Table 7.2 Demographic Details of Survivors: November 2018 - December 2020 

 West Sussex Norwich Total 

Age N % N % N % 

17-25  26 8.6 27 15.1 53 11 

26-35  125 41.4 74 41.3 199 41.4 

36-45 100 33.1 58 32.4 158 32.8 

46-55 36 11.9 16 8.9 52 10.8 

Over 55  15 5 4 2.2 19 4 

Ethnicity       

White  236 78.1 164 91.6 400 83.1 

Mixed / Multiple ethnic groups  9 3 3 1.7 12 2.5 

Asian / Asian British 22 7 5 2.8 27 5.6 

Black / African / Caribbean / Black British 14 4.6 3 1.7 17 3.5 

Other ethnic group 6 2 0 0 6 1.3 

Not disclosed /don't know 15 5 4 2.2 19 4.0 

Employment       

Unemployed 52 17.3   87 48.3 139 28.9 

Retired 4 1.3 1 0.6 5 1.0 

Part-time employment 91 30.2 36 20 127 26.4 

In education or training 0 0 4 2.2 4 0.8 

Full-time employment 36 12 18 10 54 11.2 

Self-employed 10 3.3 2 1.1 12 2.5 

Volunteering 3 1 0 0 3 0.6 

Stay at home parent 79 26.2 23 12.8 102 21.2 

Other 2 0.7 3 1.7 5 1.0 

Part-time and education or training 1 0.3 3 1.7 4 0.8 

5ƻƴΩǘ ƪƴƻǿκ ƴƻǘ ŘƛǎŎƭƻǎŜŘ 23 7.7 3 1.7 26 5.4 

Are children involved in the case?      

No 38 12.6 40 22.2 78 16.2 

One or more 263 87.4 140 77.8 403 83.8 

Total     481 100 
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7.5.2 Families  

Most survivors had a child involved in their case (82%, n= 402). Sixty-seven (17%) of survivors with 
children had a disability. Most (75%) had a child aged under 12, with only 38% having a child aged 
under 4. SafeLives Insights data showed that 270 children and young people received support from 
the service, in roughly equal numbers by gender. The majority (41%) were aged 8-11 years (mean 
age 9.48, SD=3.21), 27% were aged 5 to 7 and 28% between 12 and 17 (see Table 7.3) Most were of 
White ethnicity (83%) and 12% were described as from mixed or multiple ethnic groups.  

A quarter of survivors had some form of CSC involvement, most commonly at the higher level of 

Section 47 inquiries or on a child protection plan (n=71), 34 families were classified as at the Child in 

Need level. Just over half of children (58% n=270) had some involvement with CSC, and for a 

minority (15%, 40/270) this was at the higher level of Section 47 inquiries or on a child protection 

plan. Reflecting referral routes across the two sites, three-quarters of children in Norwich had some 

form of CSC involvement compared to half of children in West Sussex. 

 

Table 7.3 Age and ethnicity of children and young people accessing SLCDP services November 

2018-December 2020 

 West Sussex Norwich Total  
N % N % N % 

Age range (years)       

0-4 5 3.4 6 5 11 4.1 

5-7 38 25.5 34 28.1 72 26.7 

8-11 70 47.0 41 33.9 111 41.1 

12-17 36 24.2 40 33.1 76 28.1 

Ethnicity         

White 121 81.2 104 86.0 225 83.3 

Mixed / Multiple ethnic groups 18 12.1 13 10.7 31 11.5 

Asian / Asian British 5 3.4 0 0 5 1.9 

Black / African / Caribbean / Black British 5 3.4 1 0.8 6 2.2 

Other ethnic group 0 0 2 1.7 2 0.7 

Total  149 100 121 100 270 100 

 

Most perpetrators using the Engage intervention (n=56) were male (53/56) and aged 26-35 (41) or 

36-45 (30%). All stated they were heterosexual and most (82%) identified as White (see Table 7.4). A 

third (37%) were unemployed and 45% were in full-time work. This is similar to national and local 

area figures.  
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Table 7.4 Demographic Details of Perpetrator SLCDP Service Users, November 2018-December 

2020   

Age N % 

17-25 11 19.6 

26-35  23 41.1 

36-45 17 30.4 

46-55 5 8.9 

Over 55  - - 

Ethnicity   

White  46 82.1 

Mixed / Multiple ethnic groups 3 5.4 

Asian / Asian British 4 7.1 

Black / African / Caribbean / Black British - - 

Other ethnic group - - 

Not disclosed /don't know 3 5.4 

Employment   

Unemployed 21 37.5 

Retired - - 

Part-time employment 1 1.8 

In education or training - - 

Full-time employment 25 44.6 

Self-employed 6 10.7 

Volunteering 1 1.8 

Stay at home parent 1 1.8 

Other - - 

Part-time and education or training - - 

5ƻƴΩǘ ƪƴƻǿκ ƴƻǘ ŘƛǎŎƭƻǎŜŘ - - 

Total 56 100 

 

 

тΦрΦо {ǳǊǾƛǾƻǊǎΩ 9ȄǇŜǊƛŜƴŎŜǎ ƻŦ Domestic Violence and Abuse  

The majority of the 481 survivors (71%) receiving a service had experienced DVA in the past 12 
months and roughly one third (29%) had experienced multiple forms of DVA (physical violence, 
sexual violence, stalking and coercive control) with most reporting the severity level as either 
standard or moderate. Controlling, coercive and jealous behaviours were experienced by two-thirds 
(67%) of all survivors in the sample. The majority had experienced DVA for more than a year: a third 
of survivors had experienced DVA for between 1 and 4 years and a further 41% for over five years. 
DVA perpetrators were predominantly an ex-partner (76%,) or, to a lesser degree, a current partner 
(19%), with the majority of survivors not living with the perpetrator when referred (74%), although 
nearly a quarter (24%) lived with the perpetrator full-time or intermittently.  

Insights data for the 270 children accessing the services showed that 42% were currently exposed to 
DVA at home and a quarter were currently exposed to witnessing physical violence.  A substantial 
proportion (40%) of children were described in Insights records as experiencing emotional abuse. In 
Norwich, a higher proportion of children were recorded as experiencing neglect (25% compared to 
5% in West Sussex) and exposure to parental mental illness was a more frequent concern in this area 
(35%:3%). Some children (14%) were recorded in the SL Insights data as being worried about getting 
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hurt at home. More children in Norwich lived with the perpetrator (30% compared to 10% in West 
Sussex) and more expressed concern about harm to a parent (61%) or sibling (31%) compared to 
those in West Sussex (39%:16% respectively). For around a quarter of children, DVA perpetrators 
had used contact visits as an opportunity to continue the abuse, with contact featuring in the cases 
for half of the Norwich children (49%).  

 
SL LƴǎƛƎƘǘǎ Řŀǘŀ ǇǊƻǾƛŘŜŘ ǘƘŜ ǊŀǘƛƻƴŀƭŜ ŦƻǊ ǇŜǊǇŜǘǊŀǘƻǊǎΩ ǳǎŜ ƻŦ ǘƘŜ 9ƴƎŀƎŜ ǇǊƻƎǊŀƳƳŜ ǿƛǘƘ с8% 
doing so to improve their relationship with their partner or ex-partner; 39% aiming to improve their 
relationship with their children; 29% wanting to stop abusive behaviours; and 16% prompted by 
issues around child contactΦ {[Ωǎ LƴǎƛƎƘǘǎ records also provided space for perpetrators to explain the 
difference accessing support had made to their lives and why. One father stated:  
 
So in the past whereas I might have told the kids to stop crying like little girls now over the last 
couple of months I felt myself hugging them in that moment which is something I would never have 
done in the past. So being able to emotionally engage with the individuals slightly better than I 
would have done in the past for me is a massive step in the right direction. (Insights data) 
 
7.5.4 Complex Needs 

Table 7.5 shows that the most common complex need among survivors using the services concerned 
housing issues (36%). Overall, 23% of survivors had a disability, most commonly a mental health 
issue (12%) or a physical disability or neurological illness (10%).  Norwich supported a higher 
proportion of survivors with complex needs relating to mental health issues compared to West 
Sussex (55%: 44%), although nearly all survivors with risks around honour-based violence and forced 
marriage who received a service were in West Sussex (n=18/19).   

Table 7.5 Survivor with complex needs using SLCDP services  

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 

 
Only 10% of children were recorded as having complex needs, these included Hyperactivity Disorder 
(ADHD), autism, physical disability or learning disability. For perpetrators, similar rates of physical 
(n=5/9%) or learning disabilities (n=5, 9%) were noted.  Seven perpetrators were recorded as having 
mental health needs at intake (13%). This low level of recorded mental health need is surprising in 

Complex need N Percentage 

 (of 481) 

Any disability 108 22.5 

- Physical, neurological, and/or progressive illness 45 10.0 

- Learning disability or difficulties 16 3.3 

- Mental health  58 12.1 

Problems with drug misuse 24 5.0 

Problems with alcohol misuse 40 8.3 

Housing issues 176 36.6 

Problems with access to public funds 9 1.9 

Forced Marriage 3 0.6 

Honour-based violence 17 3.5 

Female Genital Mutilation 3 0.6 

Total 481 100 
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the light of other research undertaken on whole family interventions and on perpetrator 
interventions (Trevillion et al 2020, Hester et al 2020). 
 
7.5.5 The Survivors at Baseline  

The majority of the 188 survivors ǿƘƻ ŎƻƳǇƭŜǘŜŘ ǘƘŜ 9ǾŀƭǳŀǘƛƻƴΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜǎ ŀǘ ōŀǎŜƭƛƴŜ 
were white British (69%) or white other background (6%), most (67%) were aged 30 to 49, with 41% 
aged 30 to 39, the majority were heterosexual, and three-quarters (n=128/163) had at least one 
child under the age of 18. A quarter of survivors (26.6%; 50/188) had a complex need (this figure 
ŜȄŎƭǳŘŜǎ ŎƻƳǇƭŜȄ ƴŜŜŘǎ ǊŜŎƻǊŘŜŘ ŀǎ ΨƘƻǳǎƛƴƎΩ ŀǎ ǘƘƛǎ ǘŜǊƳ covers a wide range of issues).  Thus, the 
demographics of the sample completing the Evaluation outcome measures were broadly reflective 
of service users recorded on Insights, although the survivors who completed baseline outcome 
measures were slightly older.   

Baseline measures addressed three areas: Safety, coping and confidence and wellbeing. For the 

safety and coping questions, survivors could answer: none of the time; rarely; sometimes; often; all 

of the time. For analysis, these were condensed into three responses: none of the time and rarely; 

sometimes; often and all of the time.  

Although, at baseline, the majority of survivors reported feeling safe often/all the time, in their 

home, their neighbourhood and online, 40% had felt safe none of the time/rarely or sometimes, 42% 

said they felt safe at home none of the time/rarely or sometimes and the same proportion (42%) 

reported feeling safe in their neighbourhood none of the time/rarely or sometimes (see Table 7.1, 

Appendix 7). Fewer online safety concerns were reported with only 21% stating they felt safe online 

none of the time/rarely or sometimes. When asked whether they felt it was safe for their children to 

see their father, the proportion of survivors answering none of the time/rarely or sometimes was 

65% with 44% responding none of the time/rarely. However, most survivors (75%) reported that 

they knew where to go for help often or all of the time (see Table 7.1, Appendix 7).  

At baseline, the majority of survivors felt they were coping well often/all the time in the following 

five areas: relationships with their children (84%); alcohol and drug use (81%); decision making 

(64%); being able recognise if other people have been behaving abusively (63%) and, to a lesser 

extent, knowing they were not to blame for the abuse (54.5%) (see Table 7.2, Appendix 7). In other 

areas, responses were more varied, for example, 49% felt they were able to deal with everyday life 

often/all of the time and 42% sometimes; similarly, 45% felt they could cope if things went wrong 

often/all of the time and 40% sometimes. In some areas, more prominent coping concerns were 

ƘƛƎƘƭƛƎƘǘŜŘΣ ŦƻǊ ŜȄŀƳǇƭŜΣ ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ ΨōŜŜƴ ŀōƭŜ ǘƻ ƎŜǘ ŀ ƎƻƻŘ ƴƛƎƘǘΩǎ ǎƭŜŜǇΩΣ оп҈ ǎŀƛŘ ƴƻƴŜ ƻŦ ǘƘŜ 

time/ rarely and 38% stated only sometimes. Similarly, 28% stated they felt they had control in their 

lives none of the time/rarely and 28% sometimes (see Table 7.2, Appendix 7). 

Wellbeing was measured using the Short WarwickςEdinburgh Mental Wellbeing Scale 

(SWEMWBS) (n=175), the mean score was 21.10 with a range of 11.25-35. The SWEMWBS scoring 

thresholds showed that wellbeing was low at baseline: 34% of survivors had average mental health, 

30% had possible depression, 26% had probable depression and 10% had high mental wellbeing. 

The results of the health questionnaire EQ-5D-3L indicated that survivors at baseline experienced 

health states that were worse than those of the general population. 
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7.рΦс 9Ǿŀƭǳŀǘƛƻƴ /ƘƛƭŘǊŜƴΩǎ Outcome Measures at Baseline 

Children (n=77) completing outcome measures at T1 were mostly White (84%); 9% were from 

mixed/multiple ethnic groups and 4% were Black. Slightly more were male (56%) than female (44%) 

and 52% were aged 7-10 years with 48% aged 11-17 years. Eight children had a disability, for seven 

of this group, this was a mental health difficulty or condition such as ADHD or autism. The majority 

of children (61/77) were receiving support from the service for historical abuse and 16 were 

currently experiencing DVA. Most were receiving one-to-ƻƴŜ ǎǳǇǇƻǊǘ ŦǊƻƳ {[Ωǎ /¸t ǿorkers (50/77, 

65%), and a further 13 received support from the Engage caseworker. The children (n=71) completed 

a child health questionnaire (CHU-9D) at baseline, the average score was 0.814 with the SD PF 0.107, 

where perfect health is rated as 1.  

 

7.6 Implementing and integrating different components of the intervention 

Overall, the complexity of delivering seven different interventions (including the Skills Enhancer and 
Peer mentoring roles) with five toolkits was viewed as hugely challenging and, as two senior staff 
argued, may have been too ambitious in the timeframe. More assistance was required in the 
implementation and delivery stage to understand how the different components worked together in 
practice. This was especially important in the early stages as the services had been developed and 
piloted in isolation rather than as an integrated service: 

Χwe could have provided a better service if someone had helped us to map those interventions 
ǘƻƎŜǘƘŜǊ ŀ ōƛǘ ƳƻǊŜΧ ǿŜΩǾŜ ǿƻǊƪŜŘ ƛǘ ƻǳǘ ƻǾŜǊ ǘǿƻ ȅŜŀǊǎΣ ōǳǘ ǘƘŜǊŜ ƛǎƴΩǘ ŀ ŦƭƻǿŎƘŀǊǘΣ ŀ roadmap. 
(Senior staff 1, SLCDP) 

Nevertheless, the majority of respondents to the staff survey (n=13/16) felt that co-ordination 
ōŜǘǿŜŜƴ ŘƛŦŦŜǊŜƴǘ ŜƭŜƳŜƴǘǎ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜ ƘŀŘ ŜƛǘƘŜǊ ōŜŜƴ ΨƎƻƻŘΩ ƻǊ ΨŜȄŎŜƭƭŜƴǘΩΣ ǿƛǘƘ ƴŜŀǊƭȅ ǘǿƻ-
thirds reporting that the ambition of creating an integrated, flexible service had been achieved. 
However, in interviews, staff commonly reported a lack of clarity around their different roles and 
how these might contribute to the wider whole family approach, especially at the beginning:  

An Idva is trying to learn how to do the Engage work, to learn how to do the Community Idva work 
ŀƴŘ ŀƭǎƻΣ ƭŜŀǊƴƛƴƎ Ƙƻǿ ǘƻ Řƻ ǘƘŜ !t± ǿƻǊƪΦ {ƻ ǿŜΩǊŜ ŀǎƪƛƴƎ ǇŜƻǇƭŜ ǿƘƻ ŀǊŜ ǳǎŜŘ ǘƻ ŘŜƭƛǾŜǊƛƴƎ ƻƴŜ 
intervention, to learn three interventions. (Staff 6, SLCDP) 
 
Integration was particularly challenging for the Engage strand of the programme where greater 

understanding was needed on how work with perpetrators could be integrated into the wider SLCDP 

ƳƻŘŜƭ ŀƴŘ Ψespecially around more traditionalΩ Ldva and children and younƎ ǇŜƻǇƭŜΩǎ ǿƻǊƪΣ ǿƘƛŎƘ 

were seen as easier to implement and integrate. However, not all aspects of work planned for 

children and young people, for example the Adolescent to Parent Violence (APV) groups, were 

implemented due to issues with capacity and sufficient numbers for group work.  Staff in both sites 

noted the need for step-down work with children: in Norwich, groups with a local arts agency were 

developed to respond to demand but, in West Sussex, staff capacity had restricted similar 

development. The ambition of creating a flexible integrated approach to support all family members 

at the time when they needed it was sometimes undermined by capacity issues, below one staff 

member reflected on how delays in being able to provide survivors with support, due to waiting lists, 

meant that work with perpetrators could not begin: 

Χōǳǘ ǿŜ ŎŀƴΩǘ ǎǘŀǊǘ ǿƛǘƘ ǘƘŜƳ όǇŜǊǇŜǘǊŀǘƻǊǎύ ǳƴǘƛƭ ǿŜ ǎǘŀǊǘ ǿƛǘƘ ǘƘŜ ǾƛŎǘƛƳΦ  {ƻ ǘƘŀǘ ƳŜŀƴǎ ǘƘŀǘ ǿŜ 

will lose some perpetrators but by the time the victim and the children can both get a service, that 

perpetrator might well have lost motivation (Staff 1, SLCDP). 
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7.6.1 Interventions Received 

Insights data showed that a total of 869 interventions were delivered to 481 adult survivors, 270 

children and 56 perpetrators over the two-year period that the service was being delivered and 

evaluated (see Table 7.6). The most frequently accessed interventions across both sites were 

Community IŘǾŀǎΣ /ƘƛƭŘǊŜƴΩǎ /ŀǎŜǿƻǊƪŜǊǎ ŀƴŘ {ǘŜǇ 5ƻǿƴ and Recovery Group interventions. West 

Sussex delivered more Step Down and Recovery groups to survivors and Norwich undertook higher 

levels of Engage work with children and perpetrators. The adolescent to parent violence intervention 

(Tandem) was only delivered to nine children across both sites in the Evaluation period, this was due 

to a range of reasons, for example, in West Sussex a similar established service was already 

available. It should be noted that there was some fluidity in moving between and categorising some 

interventions such as Community Idva and Step Down and Recovery work.  

 

Table 7.6 Interventions accessed by all SLCDP service users by 18 December 2020   

Interventions* Total West Sussex Norwich 

Survivor only  n % n % n % 

Community Idva - Medium risk 231 26.6 148 28.6 83 23.6 

Community Idva - Complex needs 29 3.3 7 1.4 22 6.3 

Step Down and Recovery Group Interventions 159 18.3 111 21.4 48 13.7 

Children only  n % n %  n %  

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ ς one to one 191 22.0 118 22.8 73 20.8 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - Monkey Bob - groups 15 1.7 0 0.0 15 4.3 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ ς Groups 14 1.6 14 2.7 0 0.0 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - Monkey Bob - one to one 13 1.5 9 1.7 4 1.1 

Parenting  n % n  %   n   

Grow Together - Advice 11 1.3 11 2.1 0 0.0 

Grow Together - Groups 8 0.9 0 0.0 8 2.3 

Grow Together - one to one 1 0.1 0 0.0 1 0.3 

Survivor and child  n % n %  n  % 

Parent and child support - Side by Side - groups 31 3.6 25 4.8 6 1.7 

Parent and child support - Tandem - one to one 7 0.8 4 0.8 3 0.9 

Parent and child support - Tandem - groups 2 0.2 1 0.2 1 0.3 

Survivor, child and perpetrator   n % n  % n % 

Community Idva - Engage 68 7.8 39 7.5 29 8.3 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - Engage 32 3.7 8 1.5 24 6.8 

Case manager - Engage 57 6.6 23 4.4 34 9.7 
  * the percentage figure shown is for interventions and individuals may have received more than one intervention.  The number of 
interventions for perpetrators is greater than service users as includes a repeat service user.   
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7.7 Exits and Case Closures 

Over the Evaluation period, cases were recorded on the SL Insights system as closed for 362 

survivors (63 survivors with no children under 18 and 299 survivors with children involved in the 

case), 187 children and 45 perpetrators (see Table 7.7). For this group of service users, it is possible 

to examine the full range of support accessed from the service. Overall, 69% (n=251) of survivors 

received a service just for themselves and 31% (n=111) received some form of family support. In 

addition, four survivors without children used Engage support. Looking only at survivors with 

children (n=299), 64% (n= 192) received support just for themselves and 36% (n=107) received 

support which included parenting support and/or support for their child/ren. Overall, around 40% 

(n=76) of children received a service just for themselves with no accompanying survivor or 

perpetrator support. The service may still have engaged with the parent but may not have 

completed an Insights data form for them.  Iƴ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǘƘŜ мут ŎƭƻǎŜŘ ŎƘƛƭŘǊŜƴΩǎ ŎŀǎŜǎ, the 

children had received support from a one-to-one caseworker support (69%) or the Engage 

caseworker for children and young people (13%). Groupwork was less developed for children, 

possibly due to lockdown restrictions however, in total, 20% of children attended one or more group 

sessions such as Monkey Bob, Side by Side or general group work.      

The average length of service use for survivors was 7.5 months. Most survivors (56%) had ten or less 

contacts, (M=13.56, SD 13.16) (Insights records define a contact as a face-to-face or telephone 

meeting in which meaningful direct communication with the client took place). The majority of 

children (59%) received a service for over six months, with most (75%) having ten or fewer contacts 

(M=7.39, SD 4.96). Children were supported as a consequence of witnessing DVA (95%), directly 

experiencing abuse (40%) and in respect of their own harmful behaviour towards others (16%). A 

higher proportion of Norwich children received support for their behaviour towards others (26%, 

compared to 10% in West Sussex). For the 45 perpetrators where cases had been closed, just over 

half (n=25) had ten or less contacts with the service (M=12.62, SD 11.09). 

Looking at the number of interventions accessed by those service users whose cases had been 

closed, for survivors who used services only for themselves (n=252), 96% (n=240) received a single 

type of intervention from the service. Of the 252 who had an adult intervention only, most received 

support from the Community Idva service (146, 58% of survivors) and recovery group work (99, 39% 

of survivors) and 12 survivors had a combination of these two interventions. In the group of 110 

survivors receiving targeted parenting or family interventions (whole family support), the most 

common intervention used was one-to-one CYP services (38%), followed by Engage Idva (40%) 

support, 16% of these survivors participated in the Grow Together intervention and 15% participated 

in Side by Side group work at the same time as their child. Of the 110 survivors who accessed 

targeted parenting or family interventions, 62% received more than one intervention which was 

most usually a combination of CYP one-to-one support with recovery group support (16%).  
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Table 7.7 Intervention type by cases closed by 18t December 2020 

Survivors ς Closed cases All 
West Sussex  

n=232 

Norwich  

N= 130 

 n % n % n % 

Community Idva  180 43.8 124 46.6 56 38.6 

Community Idva - Engage 46 11.2 24 9 22 15.2 

Community Idva - Complex needs 20 4.9 6 2.3 14 9.7 

Step Down and Recovery Group Interventions 133 32.4 91 34.2 42 29 

Adult parenting support  - Grow Together - 

groups / one to one / advice 

18 4.4  10 3.8 8 5.5 

Parent and child support - Side by Side - groups  11 2.7 9  3.4 2 1.4 

Parent and child support - Tandem - groups 1 .2 1 0.4 0 0 

Parent and child support - Tandem - one to one 2 .5 1 0.4 1 0.5 

Children ς Closed Cases 
All  

n=187 

West Sussex 

n=114 

Norwich 

n=73 

 n % n % n % 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - one to one 127 67.9 88 77.2 39 53.4 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - Engage 26 13.9 6 5.3 18 24.7 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - groups 16 8.6 13 11.4 0 0.0 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - Monkey Bob - one to one 8 4.3 6 5.3 2 2.7 

/ƘƛƭŘǊŜƴΩǎ ŎŀǎŜǿƻǊƪŜǊ - Monkey Bob - groups 11 5.9 0 0.0 11 15.1 

Parent and child support - Side by Side - groups 17 9.1 12 10.5 5 6.8 

Parent and child support - Tandem - groups 1 0.5 0 0.0 1 1.4 

Parent and child support - Tandem - one to one 2 1.1 1 0.9 1 1.4 

Perpetrators- closed cases 
All  

n=45 

West Sussex 

n=18 

Norwich  

n=27 

 n % n % n % 

Engage Case Manager 45 100 18 100 27 100 

 
Exit data for survivors (n=362) showed that a quarter of exits were unplanned (n=96) with more 
unplanned exits occurring in Norwich than in West Sussex (37% and 21% of all exits respectively. The 
Insights monitoring database (SafeLives 2020b) indicated that this level of unplanned exits was in 
line with that experienced by other DVA outreach services. The main reason for an unplanned exit 
was disengagement from the service (72%), followed by the service user moving out of the area 
which accounted for 8% of unplanned exits. A slightly higher proportion of unplanned exists involved 
survivors who, at the referral stage, stated they were in a current relationship with the perpetrator. 
Survivors with complex needs or families with CSC involvement did not experience higher levels of 
unplanned exits. Three-quarters of unplanned exits had occurred by the time of the tenth contact 
with the service. Exit data for the 187 children showed that 18% had an unplanned exit.   

Barriers to engagement identified in interviews with staff ƛƴŎƭǳŘŜŘΥ ǿƻƳŜƴΩǎ ŦŜŀǊ ƻŦ losing their 
children; feeling overwhelmed by their own situation; not believing their situation could change; and 
fear of the repercussions if their abuser discovered they were receiving support. Although staff 
reported that children engaged well with services, staff also felt that children were commonly told 
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not to discuss their family situation with professionals. Restrictions due to Covid-19 meant that CYP 
workers were not always confident they could elicit ǘƘŜ ŎƘƛƭŘΩǎ ǇŜǊǎǇŜŎǘƛǾŜ ƻƴ ǘƘŜ ŦŀƳƛƭȅ ǎƛǘǳŀǘƛƻn. 
 
Staff interviewed noted that in practice it was sometimes difficult to know when to close a case, 
especially when support for a child had been completed but there was still the possibility of 
concerns occurring in the future, for example, due to ongoing court cases. In Norwich, staff reported 
that the ongoing nature of recovery work, including peer support sessions, made it difficult to close 
cases, Ψ!ǘ ǘƘŜ ƳƻƳŜƴǘΣ ǘƘŜ ǿŀȅ ǿŜ ǿƻǊƪΣ ƛǎ ǘƘŀǘ ǇŜƻǇƭŜ Ŏŀƴ ŀŎŎŜǎǎΣ Ŏŀƴ ƪƛƴŘ ƻŦ Řƻ ǊŜŎƻǾŜǊȅ ŦƻǊ ŀǎ 
ƭƻƴƎ ŀǎ ǘƘŜȅ ǿŀƴǘ ŀƴŘ ǘƘŜȅ Ŏŀƴ ŀŎŎŜǎǎ ŀǎ Ƴŀƴȅ ƎǊƻǳǇǎ ŀǎ ǘƘŜȅ ǿŀƴǘΩ (Staff 10, SL). This may have 
inadvertently increased the number of unplanned exits if service users did not take up the ongoing 
support offer.  

 
7.8 Facilitators to SLCDP delivery  

Senior SLCDP managers felt that one of the most important achievements was the way in which the 
services had adapted and responded to survivorǎΩ needs and continued to do so. The importance of 
an integrated approach, based on trauma informed, strength-based practice, multi-agency working, 
and a flexible user-led approach to support were consistently identified as the core components of 
successful delivery across the sites by senior managers and staff. One staff survey respondent noted 
that the use of trauma-informed practice was a particular area of work that had gone well:   
 
Implementation of trauma-informed practice with focus on understanding the impact of trauma and 
ACEs that clients have experienced. This is a very powerful strengths-focused approach and has 
enabled clients to make sense of their past experiences and to regain strengths and self-worth. 
(Survey respondent, SLCDP) 

Staff surveyed commonly identified that the wide variety of complimentary interventions and 
toolkits allowed for significant tailoring and flexibility; specifically, the recovery service, volunteer 
interventions and therapeutic fund for survivors and perpetrators, were considered to be successful 
in addressing the needs of survivors and behaviours of perpetrators. 

The achievements of the survivor-led work were illustrated by the number of service users who, 
after completing the programme, had joined the peer support network and volunteered to help 
other survivors. When asked to comment on what they felt had worked well within the service, staff 
ǎǳǊǾŜȅ ǊŜǎǇƻƴŘŜƴǘǎΩ ŎƻƳƳŜƴǘǎ όƴҐмпύ ŦƻŎǳǎŜŘ ŀǊƻǳƴŘ ǘƘǊŜŜ Ƴŀƛƴ ǘƘŜƳŜǎΥ ǘƘŜ ǇƻǎƛǘƛǾŜ ƴŀǘǳǊŜ ƻŦ 
client support, multi-agency collaboration, and strong leadership and supervision. Three staff spoke 
very positively about the specialist clinical supervision they had received. 
 
!ƭƭ ǎǘŀŦŦ ƛƴǘŜǊǾƛŜǿŜŘ ǎŀƛŘ ǘƘŀǘ ǘƘŜȅ ŦŜƭǘ ǘƘŜ ǎŜǊǾƛŎŜ ƳŀƴŀƎŜŘ Ǌƛǎƪ ŜƛǘƘŜǊ ΨǾŜǊȅ ǿŜƭƭΩ ƻǊ ΨǉǳƛǘŜ ǿŜƭƭΩ ŀƴŘ 
most mentioned the value of using the domestic abuse, stalking and harassment risk assessment 
(DASH) form. However, some differences between staff emerged around identifying risk in work 
with perpetrators: 
 
Q: And with the family, do you encounter differences in understandings of risk and how do you 

ƴŜƎƻǘƛŀǘŜ ǘƘŀǘΧƛƴ ƳŀƴŀƎƛƴƎ 9ƴƎŀƎŜΚ 

A: ²Ŝ Řƻ ŀƴŘ L ǘƘƛƴƪ ǘƘŀǘΩǎ where the cultural background and the, you know, beliefs and values 
come in.  Because I know that our [Engage workers] can see a perpetrator as somebody who needs 
some help with expressing themselves healthily, controlling their emotions, communication 
skillsΧAnd there the risk is different from someone like that guy, who was borderline dysphoric, 
completely ego centric.  His way was the only way and he was a very dangerous man.  When our 
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Idvas tend to view every perpetrator as an intimate terrorist, our Engage [workers] ŘƻƴΩǘ. (Staff 1, 
SLCDP)  
 
Staff interviewed agreed that the effectiveness of the Norwich Complex Needs Idva service was due 
to sustained outreach work which supported referral pathways and joint working, further facilitated 
by having a single site and consistent staff in place. Relationship building with survivors who had 
complex needs was often a long-term process, as indicated by one worker who described contact 
with a potential service user:    
 
ΧΧif I see her in the streets when I go ŦƻǊ ŀ ǿŀƭƪΣ LΩƭƭ ŀƭǿŀȅǎ ƎŜǘ ƘŜǊ ŀ ŘǊƛƴƪΣ L ŀƭǿŀȅǎ ŎƘŀǘ ǘƻ ƘŜǊ and 
she knows the service I work forΧǘƘŀǘΩǎ ōŜŜƴ ƎƻƛƴƎ ƻƴ ŦƻǊ ŦƛǾŜ ƳƻƴǘƘǎ. (Staff 15, SLCDP) 
 
The offer and take up of direct work with children and young people were also viewed as a success, 
although delivery of the APV group intervention in West Sussex had been affected by competition 
with an existing service. Despite some challenges around integration of the Engage work, as 
highlighted earlier,  work with perpetrators was viewed as an important achievement that had 
enabled perpetrators  to develop greater insights into their behaviour, build healthy relationships 
ǿƛǘƘ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴ ŀƴŘ ƘŀŘ ŜƴŀōƭŜŘ ǎǳǊǾƛǾƻǊǎ ŀƴŘ ŦŀƳƛƭƛŜǎ ǘƻ ŦŜŜƭ ǎŀŦŜǊΥ ΨWorking with the 
perpetratorsΣ ƘŀǾƛƴƎ ǘƘŀǘ ƻƴƎƻƛƴƎ ŘƛŀƭƻƎǳŜ ŀƴŘ ƳƛǊǊƻǊƛƴƎ ǎŜǎǎƛƻƴǎΧ L ǘƘƛƴƪ ǘƘŀǘ ǘƘŀǘ Ƙŀǎ ǿƻǊƪŜŘ 
ǊŜŀƭƭȅ ǿŜƭƭΦΩ (Staff 2, SLCDP). Norwich staff identified that weekly check-in meetings between Engage 
workers and Idvaǎ ƘŀŘ ŜƴƘŀƴŎŜŘ ǘŜŀƳǿƻǊƪ ƻƴ ŎŀǎŜǎ ŀƴŘ Ψ{ƛƎƴǎ ƻŦ {ŀŦŜǘȅΩ ŎŀǎŜ ŘƛǎŎǳǎǎƛƻƴǎ ƘŀŘ ōŜŜƴ 
used to explore practice. More widely, staff in both sites stressed the importance of case meetings 
to bring together different team members and this had been facilitated by co-location of teams.   
 
Establishing peer mentors in the two sites had taken time but was felt to have gone from ΨǎǘǊŜƴƎǘƘ 
ǘƻ ǎǘǊŜƴƎǘƘΩ (Senior Manager 3, SL). Development work required networking with other 
organisations and establishing training programmes and the peer mentors in both sites shared 
expertise with each other. The availability of survivors to become mentors had been addressed by 
recruiting other survivors directly into the mentoring role as well as training those who had received 
SLCDP services.  Service user involvement had also included participation in other ways: in Norwich, 
survivors were supported to be part of recruitment interview panels, including children for the CYP 
worker interviews and, in West Sussex, ǎŜǎǎƛƻƴǎ ƘŀŘ ōŜŜƴ ƘŜƭŘ ǘƻ ŦŀŎƛƭƛǘŀǘŜ ǎǳǊǾƛǾƻǊǎΩ ǊŜǎǇƻƴǎŜ ǘƻ 
local DVA strategy consultations.   
 
7.9 Barriers to delivery  

The enormity of the task of embedding and delivering an integrated whole family DVA response, 
which worked with perpetrators and with couples wishing to stay together, was recognised by many 
staff:  

Χthe shift from working only with victims to families and engaging with people in a relationship was 
culturally (challenging], we knew was going to be hard but it is much harder than we thought and itΩs 
shown itself in so many different ways (Senior Staff 5, SLCDP) 
 
Both sites encountered difficulties in recruiting to the Engage posts, perhaps reflecting a wider lack 
of expertise and specialist knowledge around working with DVA perpetrators (Stanley and 
Humphreys, 2017). In Norwich, senior staff thought this problem was compounded by the new 
nature of the role and lack of clarity in the job title which was later amended to Behaviour Change 
Practitioner. The West Sussex team was also unable to re-recruit a Complex Need Idva which meant 
they lacked the capacity to undertake outreach activity to support partnership working for survivors 
with complex needs.  
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Staff shortages (see Section 7.10) also meant that at some points referrals into West Sussex had to 
be placed on hold which one respondent felt reduced trust and damaged professional reputation: 
ΨōŜŎŀǳǎŜ ǿŜ ŀǊŜ ǎƻ ŀǊŜ ǳƴŘŜǊǎǘŀŦŦŜŘΣ ǎƻƳŜǘƛƳŜǎ ǿŜ ƘŀǾŜ ǘƻ Ǉǳǘ ŀ ƘƻƭŘ ƻƴ ǊŜŦŜǊǊŀƭǎΦΦΦ ǿŜΩǾŜ ƻƴƭȅ ŘƻƴŜ 
ǘƘŀǘ ǘǿƛŎŜΣ ōǳǘΣ ǳƴŦƻǊǘǳƴŀǘŜƭȅΣ ǘƘŜƴ ǘƘŀǘ ŘƻŜǎ ƎŜǘ ǘƘŜ ǎǘƛƎƳŀ ŀǘǘŀŎƘŜŘΦΩ (Staff 9, SLCDP). However, it 
should be noted that stakeholder meetings reported very positive partnership relationships in both 
sites. In some cases, capacity issues resulted in long waiting lists or closing referrals for specific time 
frames, limiting the extent to which delivery could be ŦƭŜȄƛōƭŜ ŀƴŘ ǊŜǎǇƻƴǎƛǾŜ ǘƻ ŎƭƛŜƴǘ ƴŜŜŘǎ ŀǎΣ Ψwe 
are not always supporting the different members of the family at the same timeΩ ό{ǘŀŦŦ {ǳǊǾŜȅΣ 
SLCDP), potentially making for a disjointed whole family approach. Both SLCDP sites only accepted 
referrals for children whose parent was willing to engage meaning  that children and young people 
could not access support directly in their own right.  

Staff survey respondents (n=11) provided comments on which areas of the service could be 
improved, these focused on three main themes: the intervention offer, especially around 
communicating with survivors ǿƘƻ Ƴŀȅ ƘŀǾŜ ōŜŜƴ ǊŜŦŜǊǊŜŘ ōȅ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜ ŀǎ ǇŀǊǘ ƻŦ ŀ ŎƘƛƭŘ 
protection plan, that the service was voluntary and not compulsory and letting survivors whose 
partners were receiving Engage support know support was available for them; additional support for 
ǇŜǊǇŜǘǊŀǘƻǊǎ ǘƻ ŀŘŘǊŜǎǎ ŜƳƻǘƛƻƴ ǊŜƎǳƭŀǘƛƻƴ ŀƴŘ ōŜƘŀǾƛƻǳǊŀƭ ŎƘŀƴƎŜΤ ŀƴŘ ŜȄǇŀƴŘƛƴƎ ǘƘŜ ǎŜǊǾƛŎŜΩǎ 
remit to include Ψhigh riskΩ perpetrators. The issue of risk thresholds determining which service 
ŦŀƳƛƭƛŜǎ ŎƻǳƭŘ ŀŎŎŜǎǎΣ ŀƴŘ ǘƘŜ ƛƳǇŀŎǘ ƻŦ ǘƘƛǎ ƻƴ ŀ ǎǳǊǾƛǾƻǊΩǎ ƧƻǳǊƴŜȅ ǘƻ ǊŜŎƻǾŜǊȅΣ ǿŀǎ ŀƭǎƻ ǊŀƛǎŜŘ ƛƴ 
ƛƴǘŜǊǾƛŜǿǎ ǿƛǘƘ ǎǘŀŦŦ ŀƴŘ ǎŜƴƛƻǊ ǎǘŀŦŦ ƳŀƴŀƎŜǊǎ ǿƘƻ ŘŜǎŎǊƛōŜŘ ǘƘƛǎ ŀǎ Ψshutting and opening the 
ǎŜǊǾƛŎŜ ŘƻƻǊΩ (Senior Manager 3, SLCDP). Another senior manager highlighted the discontinuity that 
ƻŎŎǳǊǊŜŘ ǿƘŜƴ ǎǳǊǾƛǾƻǊǎΩ Ǌƛǎƪ ƭŜǾŜƭǎ ŎƘŀƴƎŜŘ ŀƴŘ ŎƻƴǎŜǉǳŜƴǘƭȅ ǘƘŜȅ ƴŜŜŘŜŘ ǘƻ ōŜ ǊŜŦŜǊǊŜŘ ǘƻ 
another service that targeted service users with a different level of risk:  
 
The high risk, medium risk, I feel, for victims, that then go from medium risk and having lots of 
support and engaging well and building a rapport with our team, to then have to move to a different 
ǘŜŀƳΧǘƘŀǘ ŘƻŜǎ have an impact.  (Senior Manager 5, SLCDP).   
 
One staff member reflected that the prominence of referrals from CSC, especially in respect of child 
protection cases, had impacted on the nature of support provided, such as being able to work 
flexibly at the service userΩǎ pace, as Ψit becomes solely around trying to put work in place and have 
ƻǳǘŎƻƳŜǎ ǿƛǘƘƛƴ ŀ ǾŜǊȅ ǎƘƻǊǘ ǎǇŀŎŜ ƻŦ ǘƛƳŜΣ ǎƻ ǘƘŀǘ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴ ŀǊŜƴΩǘ ǊŜƳƻǾŜŘΣ ŎƻƳǇƭŜǘŜƭȅ 
changes the kind of work that you do.Ω (Staff 7, SLCDP). 
 
Staff survey responses identified that some groups had been more difficult to engage, most 
commonly, survivors who were homeless, had mental health issues and/or substance misuse and 
survivors who were living with the perpetrator (as confirmed by the unplanned exit data reported 
above). Survey respondents also identified that, at times, multi-agency collaboration and 
partnerships could be challenging, which made it difficult to respond to familiesΩ needs effectively: 
Ψ¢ƘŜ ŘƛŦŦŜǊŜƴǘ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ƛƴǾƻƭǾŜŘ Ŏŀƴ ǎƻƳŜǘƛƳŜǎ ƘŀǾŜ ŘƛŦŦŜǊŜƴǘ ōŜƭƛefs in terms of the way the 
ǎŜǊǾƛŎŜ ǿƻǊƪǎ ΧǿƘƛŎƘ Ŏŀƴ ƳŀƪŜ ǘƘƛƴƎǎ ǘǊƛŎƪȅΩ (Staff Survey Respondent, SLCDP). 

Cultural norms were also described by a staff member as a possible barrier to accessing services,  
 
L ŦŜŜƭ ǘƘŀǘ ǇŜƻǇƭŜ ŦǊƻƳ !ǎƛŀƴ ōŀŎƪƎǊƻǳƴŘǎΣ ȅƻǳ ƪƴƻǿΣ ǇŜƻǇƭŜ ŦǊƻƳ ŘƛŦŦŜǊŜƴǘ ŎǳƭǘǳǊŜǎΧǘƘŜ ŎǳƭǘǳǊŜ 
teaches you that you need to be closed with your feelings and emotions, and nobody needs to know 
about what you are going through. (Staff 16, SLCDP) 
 
A lack of capacity, time and resources was reported as a barrier to Ψreally overcome some of those 
ōŀǊǊƛŜǊǎ ŀōƻǳǘ ǿƘȅ ǿŜΩǊŜ ƴƻǘ ǊŜŀŎƘƛƴƎ ǘƘƻǎŜ ŎƻƳƳǳƴƛǘƛŜǎΩ (Staff 3, SLCDP) including LGBTQ+, male 
victims, and older survivors. In Norwich, staff commented that they felt the service had ΨƛŘŜƴǘƛŦƛŜŘ 
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ǘƘŜ ǎŎŀƭŜ ƻŦ ǘƘŜ ƎŀǇǎ ǘƘŀǘ ƛǘ ǿŀǎ ŘŜǎƛƎƴŜŘ ǘƻ ƳŜŜǘΣ ōǳǘ ƛǘΩǎ ŀƭǎƻ ƛŘŜƴǘƛŦƛŜŘ Ƙƻǿ ƳǳŎƘ ƻǘƘŜǊ ƴŜŜŘ ǘƘŜǊŜ 
is out thereΩ (Staff 6, SLCDP). Establishing ties with local services that supported marginalised groups 
was viewed as essential to widening engagement. Staff reflected on some of the barriers women 
experienced in accessing groups, for example, lack of flexibility around working times, lack of 
transport or childcare, mental health or physical disability, as well as social anxiety. The capacity to 
provide individual work with women who were unable to attend groups was often restricted, 
limiting the ability of services to be inclusive for all women. Lastly, the online counselling support 
had not been utilised as much as anticipated which staff attributed in part to the service provider. 

Nevertheless, despite the challenges, ǎǘŀŦŦΩǎ commitment to delivering a whole family intervention 
was clearly recognised and valued by senior staff: ΨΧ ǘƘŜȅΩǊŜ [staff] so passionate, and that just 
ǎŎǊŜŀƳǎ ǘƘǊƻǳƎƘΧǘƘŜȅΩǊŜ ǎŜŎƻƴŘ ǘƻ ƴƻƴŜΩ (Senior Manager 1, SLCDP). 
 
 
7.10 Workforce Issues  

Turnover of staff was high in both sites and occured across all roles: 17 staff had resigned or left in 
the 26 months from October 2018 to November 2020. Nine posts were vacant for more than one 
month, in particular, the Complex Needs Idva role in West Sussex was vacant for 25 months despite 
many recruitment attempts. In Norwich, for the majority of the 26 months of the evaluation, only 
one Behaviour Change Practitioner was in post, with two being in post for five months.  Sites 
reported significant workforce issues around recruitment and retention, with this being particularly 
challenging in West Sussex due to higher salaries being offered locally for similar posts. This caused 
additional demands on staffing resources due to ongoing recruitment, inductions and training 
requirements. In West Sussex, workforce difficulties associated with delivering a complex service in 
ǘǿƻ ŘƛŦŦŜǊŜƴǘ ǎƛǘŜǎ ǿŜǊŜ ŀƭǎƻ ƘƛƎƘƭƛƎƘǘŜŘΥ Ψƛƴ ŜǎǎŜƴŎŜ ǿŜΩǊŜ ǎŜǘ ǳǇ ŀƴŘ ŀǊŜ ǊǳƴƴƛƴƎ ǘǿƻ ǘŜŀƳǎ ŀƴŘ 
ǘǿƻ ŘƛŦŦŜǊŜƴǘ ŀǊŜŀǎΩ (Senior Manager 2, SLCDP). However, there was reflection from a senior 
manager that the switch to remote working during the pandemic in 2020 had provided an 
opportunity to bridge the gaps between the teams, such as through video meetings: 
  
¢ƘŜ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƴƻǿ ƛǎ ǇǊƻōŀōƭȅ ǘƘŜ ǎǘǊƻƴƎŜǎǘ ƛǘΩǎ ŜǾŜǊ ōŜŜƴ ōŜŎŀǳǎŜ ǿŜΩǊŜ ǳǎƛƴƎ ŀƭƭ ǘƘŜ 
technology to stay in contact with each other, ǿƘƛŎƘ ǿŀǎƴΩǘ ǘƘŜǊŜ ōŜŦƻǊŜΣ ȅƻǳ ƪƴƻǿΣ ǿŜ ǿŜǊŜƴΩǘ 
doing video calls with each other. So, it has made us re-evaluate that and, you know, make sure we 
actually put time aside to come together and catch up and look at our wellbeing and team meetings 
and things. (Senior Manager 2, SLCDP)  
 
Reasons for staff turnover included staff being offered longer term contracts and higher salaries and 
ŦƻǊ ŀ ǎƳŀƭƭ ƴǳƳōŜǊΣ ŦŜŜƭƛƴƎ ǳƴŘŜǊǾŀƭǳŜŘ ƻǊ ΨōǳǊƴŜŘ ƻǳǘΩ ŘǳŜ ǘƻ ƘƛƎƘ ŎŀǎŜƭƻŀŘǎ. High staff turnover is 
a frequent problem for sectors such as the DVA sector that are characterised by short-term funding 
(Berry et al 2014). 
 
Staff shortages may have also impacted on workloads with just over half of the staff survey 
responses (8/15) reporting that their workload was too heavy and nearly all those responding 
(12/14) felt that their deadlines were unachievable (Tables 7.7 and 7.4, Appendix 7). Ten of 14 
respondents indicated that they sometimes or often neglected tasks due to their high workload 
(Table 7.7, Appendix 7). However, most staff felt supported through emotionally demanding work 
(Table 7.5, Appendix 7).  These questions were taken from the HSE Management Standards toolkit to 
measure workplace stress which state that employees should feel able to manage demands on their 
time and local systems should be in place to respond to individual concerns. The findings indicate 
that demands on staff were high but they reported receiving support from their managers.  
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7.11 Monitoring  

Most staff understood and appreciated the benefits of routine monitoring for building evidence of 
effectiveness, highlighting areas for improvement and to support future funding applications. 
However, some staff were less supportive, citing that routine monitoring was not a priority in the 
context of a pilot service: 

L ŘƻƴΩǘ ǘƘƛƴƪ ƛǘ ǿŀǎ ǊŜŀƭƛǎǘƛŎ ǘƻ ǎŜǘ ǘƘƛǎ ǇǊƻƧŜŎǘ ǳǇ ǘƻ ƳŜŜǘ ŀ ǎŜǊǾƛŎŜ ƴŜŜŘΧ ŀƴŘ ǘƻ ǘŜǎǘ ǘƘŜǎŜ ƳƻŘŜƭǎ 
at tƘŜ ǎŀƳŜ ǘƛƳŜΧ ȅƻǳΩǊŜ ŀǎƪƛƴƎ ǇŜƻǇƭŜ ǘƻ ŘŜƭƛǾŜǊ ŀƴŘ ǇǊƻŘǳŎŜ ƻǳǘŎƻƳŜǎ ƛƳƳŜŘƛŀǘŜƭȅ ŦǊƻƳ Řŀȅ 
one, as well as go through some fairly fundamental internal change in their professional practice. 
(Staff 12, SLCDP) 

Conflicts between the workloads of front-line staff and the demand for effective monitoring, as well 
as data requirements for the current evaluation, were acknowledged, and on rare occasions this 
could lead to pausing work with service users:  

¢ƘŜȅ ƘŀǾŜ ōŜŜƴ ǊŜŀƭƭȅ ōŜƘƛƴŘΦ {ƻΣ ǿŜΩǾŜ ƘŀŘ to put a bit of pressure on and actually stop them 
seeing clients, so that they can catch up and get things up to date. (Senior Manager 1, SLCDP) 

Some staff stressed that the Insights recording system was too complicated, they were unsure if all 
the questions were necessary and felt that the system was not tailored to reflect the integrated 
nature of the service. The Evaluation Team would concur with this last point ς difficulties in marrying 
up Insights data for children and mothers hampered the analysis. Some staff also questioned 
ǿƘŜǘƘŜǊ ǘƘŜ 9Ǿŀƭǳŀǘƛƻƴ ¢ŜŀƳΩǎ ƻǳǘŎƻƳŜ ƳŜŀǎǳǊŜǎ ǇǊƻǇŜǊƭȅ ǊŜŦƭŜŎǘŜŘ ǘƘŜ ǿƘƻƭŜ ŦŀƳƛƭȅ ŀǇǇǊƻŀŎƘ 
and some felt it was overly burdensome. Staff suggested that specific training on the role and value 
of routine monitoring and outcome measures would be helpful. 

7.12 Training  

The expertise and training provided by SafeLives was key for staff in the implementation period. 
Training included a mixture of compulsory DVA outreach training and training modules/blocks based 
on their roles.  Staff interviewees involved in the implementation stage felt this had enabled them to 
understand the vision of the programme as well as establishing working relationships within their 
team and connections to the other delivery sites. All staff survey respondents stated they had 
received sufficient training to enable them to deliver the SLCDP services as intended. However, over 
a third (n=6/15) indicated specific areas where they would like further training such as: adolescent to 
parent violence, managing volunteers, the impact of trauma on children. Two staff not undertaking 
Idva roles mentioned that Idva training would have been beneficial for them.   

The delivery of the training was also highlighted as an area for improvement in staff interviews. The 
blocked nature of courses meant that staff who missed the first sessions had to wait to complete the 
full training and this meant that some new staff completed components out of sequence.   Staff also 
commented on the need for a more integrated training format to support a common understanding 
around how interventions and roles joined up to provide a whole family response, this was seen as 
particularly important for the Engage roles: Ψ...with hindsight, to bring Engage and the Idva training 
together, rather than doing them separately, would have been beneficial, so that everybody started 
ƻŦŦ ŦǊƻƳ ŀ ŎƻƳƳƻƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎΩ (Staff 1, SLCDP). One staff member suggested that four days 
training on working with perpetrators compared to twelve days training on working with victims was 
insufficient:   
 
in terms of specific, yes, typology, what to do when this happens, what to do in this situation type 

training around perpetrators, I feel we could have benefited from more. (Staff 6, SLCDP) 
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7.13 Impact of Covid-19 

Senior staff reflected on service delivery during the Covid-19 pandemic. The lockdown had prompted 
ƳŀƴŀƎŜǊǎ ŀƴŘ ǎǘŀŦŦ ǘƻ ΨǘƘƛƴƪ ƻǳǘǎƛŘŜ ǘƘŜ ōƻȄΩ in developing their service response. Responses 
included delivering adult recovery groups online, providing one-to-one support by phone or video 
call and sending out materials and newsletters to service users. Issues of privacy and safety were 
central to the delivery of support for all service users during lockdown and this was an additional 
challenge when staff were also working from their own homes. Remote working was not appropriate 
for all service users, and although efforts were made to connect with children individually, 
restrictions on school visits and the curtailment of face-to-face group work caused a backlog of 
cases. The training work provided by the Skills Enhancer was also affected.  

Survey respondents were asked to indicate which three statements best described the impact of 
Covid-19 on the service, the three most common responses were: they had ƳŀŘŜ ΨŜŦŦŜŎǘƛǾŜ ǳǎŜ ƻŦ 
ǊŜƳƻǘŜ ǿŀȅǎ ƻŦ ǿƻǊƪƛƴƎ ǿƛǘƘ ǎǳǊǾƛǾƻǊǎΩ όƴҐфκмрύ; ƘŀŘ ōŜŜƴ ΨŎƻƴŎŜǊƴŜŘ ŦƻǊ ǘƘŜ ǎŀŦŜǘȅ ƻŦ ǎƻƳŜ ƻŦ ƻǳǊ 
ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ όƴҐфκмрύ; and ƘŀŘ ŦƻǳƴŘ ΨƴŜǿ ŀƴŘ ƛƴƴƻǾŀǘƛǾŜ ǿŀȅǎ ƻŦ ŘŜƭƛǾŜǊƛƴƎ ǎŜǊǾƛŎŜǎΩ όƴҐуκмрύΦ bƻ 
respondents selected any negative statements, suggesting that the services adapted well to the 
challenges of Covid-19.  
 
7.14 Summary 

¶ The central role of Pioneers in the development and implementation of the SafeLives Co-
Designed Pilots, alongside the contribution of expert partners, was highly valued, however 
locating the development work in the sites themselves would have allowed the local context to 
be taken into consideration and piloting a whole family approach, rather than individual 
interventions, would have been beneficial to implementation.   

¶ The importance of an integrated approach, based on trauma informed, strength-based practice, 
multi-agency working, and a flexible user led approach to support were consistently identified as 
the core components of successful delivery across the sites by senior managers and staff.  

¶ There were mixed views on the level of resources available for planning and implementation of 
the integrated service, although all senior staff agreed that time allowed for planning and initial 
implementation in the local sites was insufficient. A fuller picture of the local context might have 
assisted understanding of the local need for a child-to-parent abuse service and informed 
decisions about staff salary levels. 

¶ The expertise and training provided by SafeLives was key for staff in the implementation period. 

¶ The competitive tendering process in Norwich had a negative impact on partnership working and 
referral pathways due to the decision not to award the contract to a local high-risk DA provider. 

¶ A higher proportion of referrals for survivors in West Sussex came from DVA/SV agencies, while 
ƛƴ bƻǊǿƛŎƘ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ Care was the primary referral agency; some Norwich staff felt this 
changed the nature of their work with families.    

¶ Nearly all adult service users were white British and heterosexual. Female survivors were 
predominantly aged 26 to 45, the majority had a child involved in their case and three-quarters 
of these families had CSC involvement. Children roughly used the service in equal numbers by 
gender and the majority were aged 8-11. Nearly all perpetrators on the Engage strand of the 
programme were male and most were aged 20-39.  

¶ Nearly all survivors had experienced DVA in the past 12 months and roughly three-quarters had 
experienced coercive control and a third multiple forms of DVA. Perpetrators were 
predominantly an ex-partner.  

¶ The most common form of complex needs for survivors using the service were housing 
problems, mental health issues or a physical disability or illness. Despite a flexible approach to 
addressing need, these groups, alongside those survivors still living with the perpetrator, were 
described as most difficult to engage by staff. 
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¶ Most staff reported that the ambition of creating an integrated, flexible service had been 
achieved. However, the complexity of delivering multiple interventions was viewed as 
challenging and ambitious in the timeframe, especially in relation to the Engage support, which 
was affected by staff shortages and reached fewer perpetrators than had been planned.  

¶ While multi-agency work was viewed as well-developed with some organisations although multi-
agency communication was less well established with some of the organisations more likely to 
refer those with complex needs such as GPs and mental health services. 

¶ The Complex Needs Idva role required particular expertise and skills to undertake outreach work 
with potential service users and to establish referral pathways. Where it was achieved, 
continuity of staff facilitated this work, particularly in the context of establishing a new service. 

¶ The Engage and Complex Needs Idva interventions were innovative delivery models which 
required greater levels of staff resources such as training, outreach work and new approaches to 
facilitate their successful delivery.   

¶ The variety of complimentary interventions and toolkits was considered by staff to have 
facilitaǘŜŘ ǘŀƛƭƻǊƛƴƎ ŀƴŘ ŦƭŜȄƛōƛƭƛǘȅ ƛƴ ƳŜŜǘƛƴƎ ƛƴŘƛǾƛŘǳŀƭǎΩ ƴŜŜŘǎΦ 

¶ Over the evaluation period, Insights recorded closed cases for 362 survivors, 187 children and 45 
perpetrators. Overall, 69% of survivors received a service just for themselves and 31% received 
some form of targeted family support. Among survivors with children, 60% received support just 
for themselves and 40% received some form of targeted family support which included 
parenting support and/or support for their child/ren. Overall, around 40% (n=94) of children 
received a service just for themselves with no accompanying survivor or perpetrator receiving a 
SLCDP intervention. 

¶ Targeted family support most commonly included combinations of: one-to-one CYP services with 
Community Idva, recovery groups or Engage support for parents, targeted parenting support 
was less frequently used. 

¶ Barriers to delivery included: challenges concerning staff retention for the Engage and Complex 
Needs roles, lack of clarity around roles and integration of interventions, especially Engage work; 
engagement with survivors with complex needs; and training issues.  

¶ Staff questioned whether the Insights monitoring system, as well as the UCLan co-produced 
outcome measures, were well suited to a multi-component, integrated services such as theirs.  

¶ Despite being deliberately conceived to address the noted gap in services for medium risk 
survivors, staff considered that confining the delivery of some parts of the service to those at a 
specified level of risk was confusing for potential referrers and could undermine consistency of 
service for survivors. 

¶ Staff turnover proved a major challenge for one site and was attributed to a shortage of relevant 
skills in the local area and uncompetitive rates of pay for staff.  

¶ In response to Covid-19 restrictions in 2020 SLCDP service providers developed innovative ways 
of delivering services to survivors and, to a lesser extent, their children 

 

7.15 Recommendations  

¶ More planning time and activity at the local level would ensure a better fit in local service 
landscapes and enhanced integration of different programme components.  

¶ A whole family administrative system would support more effective and efficient monitoring.  

¶ Whole family DVA training for staff should be an essential prerequisite for any programme 

seeking to integrate different interventions for family members. 

¶ The SLCDP services targeted a very broad group of survivors and needs: rebalancing resources to 

increase the capacity of family-focused interventions might enable more survivors and families 

to access ŀ ΨǿƘƻƭŜ ŦŀƳƛƭȅΩ ǎŜǊǾƛŎŜ when needed. 
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¶ Although SLCDP service use was reflective of local demographics in terms of Black and 

minoritised populations, interventions still require further development and testing in areas with 

greater levels of diversity to determine if they require adaption to meet the needs of different 

groups of survivors and their families.  

¶ Recruitment and retention of staff with expertise require salaries to match local rates: this is an 

issue for those commissioning services. 

¶ Consideration should be given to ensure the geographical catchment area for the service is 

sufficiently wide to enable clear routes for local referral agencies.   

¶ A reconsideration of risk-based service criteria might assist in clarifying referral pathways and 

increase consistency of support for survivors and their families. Risk levels can fluctuate rapidly 

and are not easily understood by those using or referring to DVA services. Commissioners should 

consider other approaches to targeting services that are more comprehensible and reflect 

ǎǳǊǾƛǾƻǊǎΩ ƭƛǾŜŘ ŜȄǇŜǊƛŜƴŎŜΦ 
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Chapter 8: The SafeLives Co-Produced Pilot Programme: Impact  
 

This chapter reports on SLCDP programme impact drawing on qualitative and quantitative data. 

Individual and focus group interviews were completed with survivors between October 2019 and 

December 2020. Difficulties in completing interviews with children receiving the service resulted in a 

ŎƘŀƴƎŜ ǘƻ ǘƘŜ ǊŜǎŜŀǊŎƘ ŘŜǎƛƎƴ ŀƴŘ ǎƛȄ ŎŀǎŜ ǎǘǳŘƛŜǎ ǘƘŀǘ ƛƴŎƭǳŘŜŘ ŎƘƛƭŘǊŜƴΩǎΣ ƳƻǘƘŜǊǎΩ ŀƴŘ ǎǘŀŦŦΩǎ 

ǇŜǊǎǇŜŎǘƛǾŜǎ ǿŜǊŜ ŎƻƳǇƭŜǘŜŘ ōŜǘǿŜŜƴ {ŜǇǘŜƳōŜǊ ŀƴŘ bƻǾŜƳōŜǊ нлнл ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ŎƘƛƭŘǊŜƴΩǎ 

experiences and assessments of the intervention were captured. Quantitative impact data was 

collected from {[Ωǎ Insights recording system and through outcome measures completed by 

survivors at multiple time-points. This evaluation focused on survivors and their children in line with 

the womŜƴ ŀƴŘ ƎƛǊƭǎ ǊŜƳƛǘ ƻŦ ǘƘŜ .ƛƎ [ƻǘǘŜǊȅΩǎ ŦǳƴŘƛƴƎ ǇǊƻƎǊŀƳƳŜΦ tŜǊǇŜǘǊŀǘƻǊǎ ǳǎƛƴƎ ǘƘŜ 9ƴƎŀƎŜ 

service were invited to complete parenting measures, but none did so. Other studies have also 

found that perpetrators using whole family services are less accessible to researchers than survivors 

(Trevillion et al 2020) but their perspectives are also worth capturing. However, a recent study has 

demonstrated the positive outcomes that can be achieved through working with DVA perpetrators 

and victim-survivors (Hester et al 2020).  

 
8.1 Characteristics of Survivors Interviewed 

Table 8.1 shows that 54 survivors who used the SLCDPs were interviewed individually. The majority 
of these were telephone interviews with 13 interviews completed face-to-face in community venues 
in the two sites.  In addition, five online focus groups were conducted on Microsoft Teams or Zoom, 
ǳǎƛƴƎ ǘƘŜ ƎǊƻǳǇΩǎ ŜȄƛǎǘƛƴƎ ŀǊǊŀƴƎŜƳŜƴǘǎΦ ¢ƘŜ ŦƻŎǳǎ ƎǊƻǳǇ ƛƴǘŜǊǾƛŜǿ ŜƛǘƘŜǊ ǊŜǇƭŀŎŜŘ ƻǊ ŦƻƭƭƻǿŜŘ ǘƘŜ 
ƎǊƻǳǇΩǎ ǇƭŀƴƴŜŘ session. In total, 21 individuals participated in focus groups, three focus group 
interviewees were also interviewed individually, and one person took part in two focus groups 
following different courses. Four of the six mothers who were interviewed as part of the case studies 
had also been interviewed previously in their own right. In total 74 individual survivors participated 
in the evaluation data collection, as shown in table 8.1 below.  

Table 8.1 Interviews with Survivors and their Families 

 Norwich West Sussex Total 

Survivors interviewed  24 30  54  

Family Case Studies  3 3 6 

Focus groups (participants) 1 (2) 4 (19) 5 (21) 

 

The majority of the 54 survivors interviewed were White British (38) and other ethnic backgrounds 
ƛƴŎƭǳŘŜŘ Ψŀƴȅ ƻǘƘŜǊ ǿƘƛǘŜΩ όрύ ŀƴŘ .ƭŀŎƪ !ŦǊƛŎŀƴ ƻǊ /ŀǊƛōōŜŀƴ όоύΦ aƻǎǘ ǿŜǊŜ ŀƎŜŘ ол-39 (20/54) or 
40-49 (17/54). Six were currently living with the perpetrator. The majority were in employment 
(28/54) and 12 were unemployed and eight were listed as a stay-at-home parent. The sample was 
ōǊƻŀŘƭȅ ǎƛƳƛƭŀǊ ǘƻ ǘƘŀǘ ƻŦ ǘƘŜ {[ LƴǎƛƎƘǘǎ ǎǳǊǾƛǾƻǊǎΩ Řŀǘŀ ƛƴ ǘŜǊƳǎ ƻŦ ŜǘƘƴƛŎƛǘȅ ŀƴŘ ŀƎŜΣ ōǳǘ ŀ ƎǊŜŀǘŜǊ 
proportion were in employment (52% of interviewees compared to 40% of survivors in the SL 
Insights dataset). Whilst efforts were made to contact and interview survivors from a range of 
backgrounds who experienced all interventions, the sample does have some limitations. For 
example, those receiving support as part of the Engage intervention were under-represented. 
Contact was only made with survivors who indicated they wished to be interviewed, and during the 
2020 lockdown, where it was safe to contact them by telephone. Thus, those still living with their 
partner may have been less willing to participate in a telephone interview during this time.    
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Interventions Used by Survivors Interviewed 

Interviews were conducted with survivors who had experienced at least one SLCDP intervention and 
had been receiving support for at least three months, 32 were open cases at the time of interview 
and were still receiving some support either for themselves or their child. 

About one third of participants (22/54) had received Idva support and a small number (n=4) had 
received support from the Complex Needs Idva in the Norwich site, due to mental health or 
substance misuse issues. The majority of participants had children aged under 18 (48/54). Just over 
ƘŀƭŦ ƻŦ ǘƘƻǎŜ ƛƴǘŜǊǾƛŜǿŜŘ ǿƛǘƘ ŎƘƛƭŘǊŜƴ ǳƴŘŜǊ му όнрκпрύ ƘŀŘ ǊŜŎŜƛǾŜŘ ΨǿƘƻƭŜ ŦŀƳƛƭȅ ǎǳǇǇƻǊǘΩΤ ŀ 
mixture of support for themselves, parenting groups, and services for themselves and their children, 
ƛƴ Ƴƻǎǘ ŎŀǎŜǎ {ƛŘŜ ōȅ {ƛŘŜ ƎǊƻǳǇǎΦ {ǳǊǾƛǾƻǊǎΩ ŎƘƛƭŘǊŜƴ ƘŀŘ ǊŜŎŜƛǾŜŘ ŀ ǊŀƴƎŜ ƻŦ ƻƴŜ-to-one and group-
ōŀǎŜŘ ǎǳǇǇƻǊǘΣ ƛƴŎƭǳŘƛƴƎ ΨaƻƴƪŜȅ .ƻōΩ ǎŜǎǎƛƻƴs for younger children. Support for adolescent to 
parent violence was also planned but delivery was restricted (see Chapter 7) and no survivors 
interviewed received this for their families. Two interviewees and two focus group participants had 
received Engage support with their family. Overall, half the survivors had participated in Recovery 
DǊƻǳǇ ǎǳǇǇƻǊǘΣ ǘƘƛǎ ƛƴŎƭǳŘŜŘ ΨtŀǘƘǿŀȅǎ ǘƻ tǊƻƎǊŜǎǎΩ ŀƴŘ ǘƘŜ ΨCǊŜŜŘƻƳΩ ǇǊƻƎǊŀƳƳŜΣ ǿƛǘƘ ŀŘŘƛǘƛƻƴŀƭ 
ǊŜŎƻǾŜǊȅ ǇǊƻƎǊŀƳƳŜǎ ǎǳŎƘ ŀǎ ΨtŀǘǘŜǊƴ /ƘŀƴƎƛƴƎΩ ƻǊ ǘƘŜ ǊŜŎƻǾŜǊȅ ǘƻƻƭƪƛǘ ǳǎǳŀƭƭȅ Ǌǳƴ ŀǎ ŀ ǎŜŎƻƴŘ 
stage. Other recovery work included workshop sessions in Sussex, and the Craft Group in Norwich. A 
peer mentoring and support scheme was also run using survivors to assist with group and individual 
support for others.  Descriptions of these different programme components are provided in Table 
81, Appendix 8. 
 
8.2. Early Experiences of Referral and Accessing the Service 

Most survivors interviewed had been referred by another DVA service. For many, the decision to 
seek help was linked to concerns about their children. The opportunity to receive services for their 
children as well as parenting support was key to motivation to use the service:  

L ǘƘƻǳƎƘǘ L ŎŀƴΩǘ ŎƻǇŜ ǿƛǘƘ ǘƘƛǎ ŀƴȅƳƻǊŜ ŀƴŘ ǊŜŦŜǊǊŜŘ ƳȅǎŜƭŦ ǘƻ {ƻŎƛŀƭ {ŜǊǾƛŎŜǎΧǎŀȅƛƴƎ ǘƘŀǘ L ŎƻǳƭŘƴΩt 
cope...They sent me an Early Help person round who then said, thereΩs absolutely nothing wrong 
ǿƛǘƘ ȅƻǳǊ ǇŀǊŜƴǘƛƴƎ ōǳǘ L Řƻ ŀƎǊŜŜ ǘƘŀǘ ǘƘŜ ŘƻƳŜǎǘƛŎ ŀōǳǎŜ ƛǎ ŎŀǳǎƛƴƎ ƛǎǎǳŜǎ ŦƻǊ ȅƻǳǊ ŦŀƳƛƭȅΧŀƴŘ 
then she referred me on to [SLCDP service] (Survivor 4, West Sussex) 

Eight survivors had been referred by ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜΣ ƛƴŎƭǳŘƛƴƎ ǎƻƳŜ ǿƘƻ ƛƴŘƛŎŀǘŜŘ ǘƘŜȅ ƘŀŘ 
felt compelled to use the service as part of their child protection plan. Other referral sources 
included GPs, adult mental health services and CAMHS. A small number of women had self-referred. 
Many had accessed DVA support previously, including through other DVA services, counselling, drug 
and alcohol services, but still required support for their child:  

L ƘŀŘ ōŜŜƴ ƛƴǾƻƭǾŜŘ ǿƛǘƘ {ƻŎƛŀƭ {ŜǊǾƛŎŜǎΧōǳǘ L ŀŎǘǳŀƭƭȅ ƘŀŘ ŀƴ ŀƭŎƻƘƻƭ ǇǊƻōƭŜƳ ōŜŎŀǳǎŜ ƻŦ ǘhe 
ŘƻƳŜǎǘƛŎ ŀōǳǎŜ ǘƘŀǘ LΩŘ ǎǳŦŦŜǊŜŘΦ {ƻ ƛǘ ǿŀǎ ŀ ŎŀǎŜ ƻŦΣ ǘƘŀǘ L ǿŀǎ ǊŜŀƭƭȅ ƻƴ ǘƘŜ ǊƻŀŘ ǘƻ ǊŜŎƻǾŜǊȅ ōǳǘ L 
was worried about some of the effects that were happening to my child. (Survivor 11, Norwich) 

Some of the innovative elements of the SLCDP  interventions, such as support for older children and 
work with the perpetrator, were also cited as reasons for accessing the service: ΨOne thing that 
ŀǘǘǊŀŎǘŜŘ ƳŜ ƛǎ ōŜŎŀǳǎŜ ǘƘŜȅ ǿŜǊŜ ŀōƭŜ ǘƻ ǿƻǊƪ ǿƛǘƘ ǘƘŜ ǇŜǊǇŜǘǊŀǘƻǊ ŀǎ ǿŜƭƭΦ  .ǳǘΣ ƛƴƛǘƛŀƭƭȅΣ ǘƘŀǘΩǎ 
what I was hopƛƴƎΣ ǘƘŀǘ ƘŜ ǿƻǳƭŘ ŎƻƻǇŜǊŀǘŜ ǿƛǘƘ ǘƘŜƳ ŀƴŘ ǘƘƛƴƎǎ ǿƛƭƭ ōŜ ōŜǘǘŜǊ ŀƴŘ ǿŜ ŘƻƴΩǘ ƘŀǾŜ 
ǘƻ ǎŜǇŀǊŀǘŜΩΦ (Survivor 20, Norwich) 

However, in this case, the perpetrator had not taken up the offer of support and the relationship 
ended. The survivor described receiving the support of the SLCDP Idva throughout the separation.  
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Survivors identified previous barriers to DVA help-seeking, including limited or inappropriate 
provision of DVA services. Many identified the lack of support services for children as a barrier.  
Others commented that they had been told that they had not met the criteria for services that only 
assisted women who were ΨƘƛƎƘ ǊƛǎƪΩ and whose experience of DVA was not current.  For example, 
ǘƘƛǎ ǎǳǊǾƛǾƻǊ ŘŜǎŎǊƛōŜŘ Ƙƻǿ ǎƘŜ ΨƎŀǾŜ ǳǇΩ seeking support when she was told she was ineligible for a 
high risk service:  
 
I had an assessment by a psychiatrist, and he said, I think you would benefit from accessing domestic 
abuse servicesΧhe signposted me toΧŀ ƘƛƎƘ Ǌƛǎƪ ǎŜǊǾƛŎŜΣ ǿƘƛŎƘ L ŘƛŘƴΩǘ Ŧŀƭƭ ǳƴŘŜǊΧ{ƻΣ L ǊŀƴƎ ǘƘŜƳ 
several times and nobody ever phoned me back, and then when they did finally phone me back, they 
ǘƻƭŘ ƳŜ ǘƘŀǘ ǘƘŜȅ ŎƻǳƭŘƴΩǘ ǊŜŀƭƭȅ ƘŜƭǇ ƳŜΣ ŀƴŘ ǘƘŜƴ L ƎŀǾŜ ǳǇΣ ŦƻǊ ŀƎŜǎΣ L ƎŀǾŜ ǳǇ. (Survivor 16, West 
Sussex) 
 
8.2.1. Experience of seeking help and initial contact   

Survivors reported receiving very little information from referral agencies about the SLCDP service, 
which was described as frustrating and led some to access online information themselves. Although 
information was provided at the initial assessment meeting, many said they would have liked this 
information earlier in the referral process:  
 
LΩŘ ƭƛƪŜ ǘƻ ƘŀǾŜ ƪƴƻǿƴ ŀ ōƛǘ ŀōƻǳǘ ǘƘŀǘ ŎƻǳǊǎŜ ŎƻƴǘŜƴǘΧǘƘŜ ŦƛǊǎǘ ŎƻǳǇƭŜ ƻŦ ǎŜǎǎƛƻƴǎ ǿŜǊŜ ǊŜŀƭƭȅ ǉǳƛǘŜ 
shocking, wŜ Ƨǳǎǘ ƭƛƪŜŘ ŘƛǾŜŘ ǎǘǊŀƛƎƘǘ ƛƴǘƻ ǘƘŜ ŘƻƳŜǎǘƛŎ ǾƛƻƭŜƴŎŜ ǿŜΩŘ ōŜŜƴ ǘƘǊƻǳƎƘ ƛƴ ǘƘŜ Ǉŀǎǘ ŀƴŘ L 
ŘƛŘƴΩǘ ǘƘƛƴƪ ƛǘ ǿŀǎ ƎƻƛƴƎ ǘƻ ōŜ ǘƘŀǘ ŀǘ ŀƭƭΣ L ǿŀǎΧǉǳƛǘŜ ǳǇǎŜǘ ŀŎǘǳŀƭƭȅΦ (Survivor 26, West Sussex). 
 
More information about the nature of the service, the different roles of staff, the timescales 
involved and, where relevant, what the work with children might involve were common requests. 
 
Although survivors were broadly positive about the initial introductions to the services and 
assessments, describing these meetings as informative and reassuring, some had experienced 
lengthy delays, especially in West Sussex, where high levels of demand had resulted in waiting lists. 
Problems with room bookings, delaying the start of some services, had been exacerbated by Covid-
19 restrictions:  

It was about six months but [workers] did call me every couple of weeks, just for a check and see 
Ƙƻǿ ǘƘƛƴƎǎ ǿŜǊŜΣ ŀƴŘ ǿƘŜǘƘŜǊ L ƴŜŜŘŜŘ ŀƴȅǘƘƛƴƎ ǿƘƛƭǎǘ ǿŀƛǘƛƴƎΦ  {ƻΣ L ǿŀǎƴΩǘ ŦƻǊƎƻǘǘŜƴΦ (Survivor 11, 
West Sussex) 
 

уΦнΦнΦ {ǳǊǾƛǾƻǊǎΩ Goals and Aims   

Most survivors had been able to identify key goals they wanted to achieve from the support. 
However, a small number indicated that, although they recognised they needed support, their initial 
goals were less clearly defined: ΨI didnΩt really have any expectations, all I knew was I wanted to get 
ōŜǘǘŜǊΧL ƪƛƴŘ ƻŦ ǿŜƴǘ ƛƴ ƛǘ ǿƛǘƘ Ƴȅ ŜȅŜǎ ǎƘǳǘΣ ƘƻǇƛƴƎ ŦƻǊ ǘƘŜ ōŜǎǘΩ (Survivor 1, Norwich). The process 
of defining and achieving goals was described as a collaborative process between the survivor and 
ǘƘŜ ǿƻǊƪŜǊ ΨI told her what I wanted and she kind of told me how it was achievable and how we can 
Řƻ ƛǘΩ (Survivor 6, West Sussex). One woman reported feeling initially cynical that she could be 
helped: ΨActually, at the beginning I was like okay, I will listen to them but still I didnΩt believe that 
ǎƻƳŜƻƴŜ Ŏŀƴ ƘŜƭǇ ƳŜΧ ǎƻ ŀŦǘŜǊ ŀΧ ŦƛǊǎǘ ƳŜŜǘƛƴƎΣ L ǎǘŀǊǘ to ōŜƭƛŜǾŜ ǘƘŀǘ ŀŎǘǳŀƭƭȅ ǘƘƛǎ ƛǎ ǿƻǊƪƛƴƎΧΩ 
(Survivor 6, Norwich)  

A common goal identified was the need to recover and move on from their DVA experiences, for 
themselves and their familyΥ Ψmy goal was that we all got on as a nice family and we learnt to get on 
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ǘƻƎŜǘƘŜǊ ŀƴŘ ōŜ ǘƘŀǘ ƴƻǊƳŀƭ ŦŀƳƛƭȅΩ (Survivor 5, West Sussex). Group based programmes offered 
important opportunities for women who experienced isolation, often due to the perpetratorΩs 
controlling behaviour, to reconnect with others: 

L ƴŜŜŘŜŘ Ƨǳǎǘ ŎƻƴǘŀŎǘ ōŜŎŀǳǎŜ Ƴȅ ƘǳǎōŀƴŘ ǿŀǎ ǾŜǊȅ ŎƻƴǘǊƻƭƭƛƴƎ ŀƴŘ ǿƘƛƭŜ ƭƛǾƛƴƎ ǿƛǘƘ ƘƛƳΣ L ŘƛŘƴΩǘ ƎŜǘ 
any friendship or any relationships with other people.  So, I was completely isolated.  So, for me, 
group work was something to get connected with other people. (Survivor 18, Norwich) 

Gaining confidence and re-building self-esteem were important goals for some survivors. Other goals 
included practical support to access housing, employment, finances, education, childcare and legal 
advice and advocacy for court applications including non-molestation and restraining orders, divorce 
proceedings and child contact. A need for support with managing contact between children and the 
perpetrator was reported by six women, mostly in West Sussex:  

Helping me to sort of, to, to parent during that time because there were so many things that were 
going on whilst they were having contact with their father and, and she was there to kind of say, you 
know, this is, this is what is it and you need to do. (Survivor 17, West Sussex) 

Safety was reported as the immediate goal for a small number of women: ΨΧI was still in the 
relationship and he was still living with us, it was, literally, ǎŀŦŜǘȅ ǿŀǎ ǘƘŜ ǇǊƛƻǊƛǘȅΦΩ (Survivor 10, West 
Sussex). Section 8.4 explores whether survivors felt that they had achieved their goals. 

уΦо {ǳǊǾƛǾƻǊǎΩ ±ƛŜǿǎ ƻŦ ǘƘŜ SLCDP Approach 
 
8.3.1 A multi-component, integrated service 

Mothers reflected positively on the range of interventions which targeted both their own needs and 
the needs of their ŎƘƛƭŘǊŜƴΩǎΦ CƻǊ ǎƻƳŜΣ ǎǳǇǇƻǊǘ ŦƻǊ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴ ƘŀŘ ōŜŜƴ ŘƛŦŦƛŎǳƭǘ ǘƻ ŀŎŎŜǎǎ 
previously. The combination of different elements of support was also felt to be ΨǊŜŀƭƭȅ ƘŜƭǇŦǳƭΩ and 
some identified this as their main reason for using the service. The range of services were viewed as 
complementary, for example, Grow Together parenting support reinforced concepts introduced in 
the Freedom course, such as the impact of witnessing DVA on children. The flexibility of the support 
tailored to each family member was also welcomed: 

She explained everything that they could help, for me, and for the children.  And always 
ƛƴŘƛǾƛŘǳŀƭƭȅΧLǘ ǿŀǎ ƭƛƪŜΣ ǿŜ Ŏŀƴ ƻŦŦŜǊ ǘƘƛǎ ŦƻǊ ώƻƭŘŜǊ ǎƻƴϐΣ ǿŜ can offer this for [younger son], and I 
thought, it was always really personalised. (Survivor 7, West Sussex) 

  
Some noted that team members had different strengths or expertise, such as work with children 
support or legal knowledge. Communication and co-ordination within the team was also recognised 
ǿƛǘƘ ƻƴŜ ǎǳǊǾƛǾƻǊ ǎŀȅƛƴƎ ǘƘŜȅ ŦŜƭǘ ǘƘŀǘ ǘƘŜ ǎŜǊǾƛŎŜ ƘŀŘ ōŜŜƴ ŎƻƴǎƛǎǘŜƴǘ ŀƴŘ ǘƘŀǘ ΨǘƘŜȅΩǊŜ ŀƭƭ ǎƛƴƎƛƴƎ 
ƻŦŦ ǘƘŜ ǎŀƳŜ ǎƘŜŜǘΦ  ¢ƘŜȅΩǊŜ ŀƭƭ ǿƻǊƪƛƴƎ ǿƛǘƘ ȅƻǳ ŀǎ ŀ ǘŜŀƳ ŀƴŘ L ǘƘƛƴƪ ǘƘŀǘ ƛǎ ŀƳŀȊƛƴƎ.Ω (Survivor 5, 
West Sussex).  

The scheduling of the various family-based interventions was reported as an important factor for  
engagement: Ψthey were all at the right time for where IΩm at and this has helped me like at this 
stage of where IΩve, IΩm going, itΩs helped me sort of put into practice things IΩve learnedΦΩ (Focus 
Group 1, Norwich)  

Although a range of whole family interventions were offered, factors preventing engagement with 
particular programme components were identified. These included having a child taken into care, 
co-ǊŜǎƛŘŜƴŎȅ ƻŦ ŎƘƛƭŘǊŜƴ ǿƛǘƘ ǘƘŜƛǊ ŦŀǘƘŜǊΣ ƳƻǘƘŜǊΩǎ ǿƻǊƪ ŎƻƳƳƛǘƳŜƴǘǎΣ ǿŀƛǘƛƴƎ ƭƛǎǘǎ ŦƻǊ ŎƻǳǊǎŜǎ ŀƴŘ 
postponement of courses due to Covid-19 restrictions. Women valued having choice and ownership 
over decisions about whether to participate in the range of interventions on offer, particularly as 
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women were at different stages in their recovery. One mother reflected that the Grow Together 
course was not suitable for her at the time it was offered:  

I went to one and found it very difficult, not because the course was bad, but because of my 
situation at the time with my children. I felt horribly detached from my boys because I was in so 
much trŀǳƳŀΦ  !ƴŘ L ŘƻƴΩǘ ǘƘƛƴƪ L ǿŀǎ ǉǳƛǘŜ ǊŜŀŘȅ ǘƻ ŘŜŀƭ ǿƛǘƘ ǘƘŀǘΦ (Survivor 15, Norwich) 

8.3.2 Facilitators to service use for survivors  

A flexible service, responsive to the needs of survivors, which offered an appropriate level of support 
was valued ƘƛƎƘƭȅΥ Ψthey were always there if you needed extra support and talking to, whether on 
the phone or at the end of one of the lessonsΩ όSurvivor 16, Norwich). Another interviewee described 
the combination of Idva and group work as ΨƘƻƭƛǎǘƛŎΩΦ  All the women interviewed spoke very 
positively about their relationship with staff, reporting that they felt listened to and understood. This 
rapport enabled survivors to talk openly about their experiences, with enough time to ensure they 
could speak at their own pace, so they ŘƛŘƴΩǘ ŦŜŜƭ like a ΨōǳǊŘŜƴΩΦ  

I just felt that I was listened to and that what, what I was saying was being acted on, so it was very 
much sort of led by me, if that makes sense, and what I needed. (Survivor 4, West Sussex) 

Consistent and regular contact with Idvaǎ ƘŜƭǇŜŘ ǘƻ ŦŀŎƛƭƛǘŀǘŜ ǿƻƳŜƴΩǎ ŜƴƎŀƎŜƳŜƴǘ ŀƴŘ Ƴƻǎǘ 
respondents who commented on the frequency of their appointments were highly satisfied with this 
aspect of the service. Most contact took place weekly or fortnightly, either face-to-face or by 
ǘŜƭŜǇƘƻƴŜΣ ŀƴŘ ǘƘƛǎ ǿŀǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ǇǊƻƳƻǘƛƴƎ ǎǘŀōƛƭƛǘȅ ŀƴŘ ǊŜƭŀǘƛƻƴǎƘƛǇ ōǳƛƭŘƛƴƎΥ ΨI really feel like 
ǎƘŜ ŎŀǊŜǎΩ (Survivor 15, Norwich). Others commented on the value of workers offering flexibility: Ψshe 
would say, you know, how often do yƻǳ ƴŜŜŘ ƳŜ ǘƻ ǇƘƻƴŜ ȅƻǳΚΩ (Survivor 23, Norwich).  

Flexibility with regards to location was an important factor for women and children receiving 
individual support. Sessions took place in a range of places ƛƴŎƭǳŘƛƴƎ ǎǳǊǾƛǾƻǊǎΩ home, cafes, 
community buildings and schools. Central venues were convenient for many women and 
participants spoke positively about location in relation to safety and accessibility of venues. Offering 
group sessions on different days or times meant survivors were able to fit sessions around home or 
work commitments. A welcoming environment contributed to participantsΩ ability to relax and 
engage with the programme material. 

DǊƻǳǇ ǿƻǊƪŜǊǎΩ ǎƪƛƭƭǎ ŀƴŘ ǎŜƴǎƛǘƛǾƛǘȅ ǿere important for engagement and survivors valued having 
workers available both before and after sessions if additional support was needed. Authenticity was 
important to survivors, and this was enhanced when programmes were delivered by those with 
relevant experience or expertise. The groupwork provided opportunities for discussion and to learn 
from other women. The opportunity for survivors to realise that they were not alone in their 
experiences was important:   

ΧǿƘŜƴ ǇŜƻǇƭŜ ŀǊŜ Ƨǳǎǘ ƛƴ ǘƘŜ ǎŀƳŜ ǎƛǘǳŀǘƛƻƴΣ ȅƻǳ ŀǊŜ ŦǊŜŜ ǘƻ ǎǇŜŀƪ ŀƴŘ ȅƻǳ ƘŀǾŜ ƘƻǇŜ ǘƘŀǘ ǘƘƛƴƎǎ 

can get better, just as it was with them. (Survivor 18, Norwich) 

 

Peer support provided a safe space to be sad and also to find humour and support each other. ΨStep 
ŘƻǿƴΩ ǎǳǇǇƻǊǘ was valuable for addressing any issues arising from the course when regular 
individual support was no longer required and it offered opportunities for self-development through 
being encouraged to put elements of the course in practice and report back to the group. Norwich 
survivors who had attended the craft group sessions said that they had enjoyed the social aspect as 
well as the opportunity to learn new skills.  
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8.3.3. Facilitators for work with children 

{ǘŀŦŦΩǎ ǊŜǎǇƻƴǎƛǾƛǘȅ ǘƻ ŎƘƛƭŘǊŜƴΩǎ ƴŜŜŘǎ ŀƴŘ attention to ensuring children felt safe and relaxed in 
their preferred environment meant that children were more likely to engage in the sessions. For 
some, school-based sessions were convenient and Ψtheir ǘƛƳŜΩ (Survivor 28, West Sussex) but for 
some this was not an appropriate setting and mothers valued the flexibility shown by workers:  

ǘƘŀǘ ǿŀǎ ŀ ōƛƎ ǘƘƛƴƎ ǘƘŀǘ ώ/¸t ²ƻǊƪŜǊϐ ǿŀǎ ŀōƭŜ ǘƻ ƳŜŜǘ ŜƭǎŜǿƘŜǊŜΧǿƘƛŎƘ ƘŜƭǇŜŘ ǘƘŜ ŎƘƛƭŘǊŜƴ ƴƻ ŜƴŘΣ 
especially [my son] because he was away from the environment that he didnΩǘ ƭƛƪŜ Χǎƻ ƘŜ Ŏƻǳld open 
up more...  (Survivor 9, Norwich) 
 

Some mothers noted that children participating in groupwork benefited from realising they were not 
the only family who had experienced domestic abuse:  

ΧƘŜ ǊŜŀƭƛǎŜŘ ǘƘŀǘ ǘƘŜǊŜ ŀǊŜ ƻǘƘŜǊ ǇŜƻǇƭŜ ŀƴŘ ƻǘƘŜǊ ǇŜƻǇƭŜΩǎ ŦŀƳƛƭƛŜǎΣ ǘƘŜȅ ƘŀǾŜ ƳǳƳƳƛŜǎ ŀƴŘ 
ŘŀŘŘƛŜǎ ǿƘƻ ƎŜǘ ŀƴƎǊȅ ŀƴŘ ǎƘƻǳǘ ŀƴŘ ƎŜǘ ŎǊƻǎǎΧƛǘ ǿŀǎ ƧǳǎǘΣ ƭƛƪŜ ŦƻǊ ƘƛƳ ǘƻ ōŜ ŀōƭŜ ǘƻ ƴƻǊƳŀƭƛǎŜ ƛǘΦ 
(Survivor 11, Norwich).  

Survivors described a range of creative methods and exercises being used in one -to-one sessions 
with children, such as dream-ŎŀǘŎƘŜǊǎΣ ǿƻǊǊȅ ŘƻƭƭǎΣ ƻǊ ǘƘŜ ΨHelping HŀƴŘǎ ŜȄŜǊŎƛǎŜΩΣ ǿƘƛŎƘ ǿŜǊŜ 
valuable: Ψsomeone there who shows that they care, shows that they actually want to listen, take the 
time to talk to them and actually sit there and do something that they like ŘƻƛƴƎΧΩ (Survivor 17, 
West Sussex) 

8.3.4 Barriers to service use 

Staff changes were reported by a small number of women, however effective handovers between 
workers meant that this was not overly problematic: one woman found it beneficial that the 
replacement workers already knew about her circumstances and therefore she did not have to 
repeat her story; another woman reported that, despite her worker leaving, the service had 
continued to support her until her case was closed.  In contrast, others noted that staff unreliability 
and inconsistency could affect confidence in relationships with workers and this was especially 
poignant for those receiving support for their childrenΥ ΨSheΩs leaving as well and I think thatΩs a 
really hard thing [..] different people but it canΩt be helped.Ω (Survivor 27, West Sussex) 

A lack of support for children was raised by several women; lowering the minimum age for children 
to access sessions35 was suggested by some survivors, while others commented on the length of 
time their children had waited to receive a service. Some said that it was difficult to achieve progress 
for their children when contact with their father continued to be difficult. 

Some commented that evening group work sessions were not available for all courses which made 
ŜƴƎŀƎŜƳŜƴǘ ŎƘŀƭƭŜƴƎƛƴƎΥ Ψthey need an eveninƎ ǾŜǊǎƛƻƴ ŦƻǊ ǘƘŀǘ ǇǊƻƎǊŀƳƳŜΣ ŦƻǊ ǇŜƻǇƭŜ ǿƘƻ ŎŀƴΩǘ 
take that amount of time out of their working day or childcare ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎΩ (Survivor 16, West 
Sussex). Provision of onsite creche facilities would have been beneficial for those with young 
children. A small number of women commented that the group work content was challenging, 
leading to them drop out. This was often mentioned with regards to Pattern Changing which 
explored negative past experiences and responses to behaviour, or when the course covered topics 
that were not relevant to them.    
 
  

 
35 The SLCDPs worked with children aged 4-17 
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8.3.5 Areas for improvement 

As reported earlier, some participants would have liked more information about the service, 
particularly at the referral and assessment stages. More detail about the different elements of the 
service, the content of sessions and courses, and the planned frequency and duration of sessions 
was requested by some survivors. This was noted as an issue for adults and children, for example, 
the mother of a child with autism noted that clearer information would be useful to prepare her 
child for the sessions. Written information about legal options and routes was also suggested by one 
survivor.  

Many said they would like more groups and follow on sessions. Some felt that more frequent 
sessions over a longer time period would have allowed topics to be covered in greater depth, and 
ƳƻǊŜ ΨǘƛƳŜ ǘƻ ŀōǎƻǊō ǘƘŜ ƪƴƻǿƭŜŘƎŜΩ. Extending the duration of the programme could provide 
enhanced opportunities fƻǊ ǇŀǊǘƛŎƛǇŀƴǘǎ ǘƻ ΨƎŜƭ ŀǎ ŀ ƎǊƻǳǇΩ and for the group to feel comfortable to 
engage in the programme topics. Opinions varied on the ideal duration of sessions.  
 

8.3.6 Covid-19 ς Impact On delivery 

Participants frequently reported that staff had continued to support them during lockdown through 
regular telephone or online calls and this was highly appreciated. Survivors described workers 
ŜƳŀƛƭƛƴƎ ŀƴŘ ǇƻǎǘƛƴƎ ƳŀǘŜǊƛŀƭǎ ǘƻ ǘƘŜƳ ǘƻ ǊŜŀŘΣ ŀƴŘ ΨǇŀŎƪǎΩ ƻŦ ŀŎǘƛǾƛǘȅ ƳŀǘŜǊƛŀƭǎ for children when 
online work was possible.  However, at the start of lockdown, groups for survivors and children had 
been cancelled which was disappointing for many and resulted in long waiting lists. Changes in the 
format of group sessions from face-to-face to online delivery were welcomed by some women who 
had already attended several face-to-face sessions, and by others who were meeting in online 
groups for the first time. Online groups were more convenient for some women who had busy lives 
or childcare commitments. Some said they had ΨǎǇƻƪŜƴ ƳƻǊŜ ƻǇŜƴƭȅ ŀƴŘ ƘƻƴŜǎǘƭȅΩ and others felt 
that it made accessing group work less traumatising: ΨI was in my comfort zone in my room, so I felt 
safe there.  Secondly, I can kind of just close the camera and, like if I cry or something, so I feel, again, 
safe, you knowΩ (Survivor 28, West Sussex). 

Although online groups were reassuring for some women, others missed the opportunities that face-
to-face groups provided to talk informally and build relationships or to offer physical comfort. Some 
women felt that online groups at home did not offer the space or privacy of face-to face groups and 
were concerned about their children overhearing discussions.    

Some reported delays in the criminal justice system due to lockdown, such as delayed responses 
from the police, and difficulties with making child contact arrangements. For example, this survivor 
had received support from the service with problems about contact under Covid-19:  

I did try and cut down the amount of time we did handovers with my little boy because of Covid, and 
ǘƘŜ ŦŀŎǘ ǘƘŀǘ L ŘƛŘƴΩǘ ǿŀƴǘ ǘƻ Ǝƻ ƻƴ Ƴȅ ƻǿƴΣ ōŜŎŀǳǎŜ L ƳƻǾŜŘ ƻǳǘ ƻŦ Ƴȅ ǇŀǊŜƴǘǎΩ place.  And he got 
nasty over that but [SLCDP] have been brilliant and helped me. (Survivor 14, West Sussex) 
 

уΦп {ǳǊǾƛǾƻǊǎΩ tŜǊŎŜǇǘƛƻƴǎ ƻŦ /ƘŀƴƎŜ ƛƴ ǘƘŜƛǊ hǿƴ [ƛǾŜǎ 

 
Survivors spoke very positively about changes in their lives due to receiving support from the SLCDP 
service. Most interviewees (n=33/54) considered that their initial goals had been met. Women 
widely reported feeling confident in their ability to recognise abusive behaviours and had gained a 
better understanding of the impact of their past DVA experiences; both of which substantially 
contributed to their recovery process. Women talked positively about a range of practical goals that 
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had been achieved, for example leaving relationships, finalising divorces, help with housing, 
managing contact with ex-partners, having more positive relationships with children and feeling 
safe. However, a minority felt that achieving their goals remained an ongoing process in relation to 
ǘƘŜƛǊ ƻǿƴ ƻǊ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ǊŜŎƻǾŜǊȅ ƻǊΣ ƛƴ ǎƻƳŜ ŎŀǎŜǎΣ ŘǳŜ ǘƻ ǇŜƴŘƛƴƎ ŎƻǳǊǘ ƘŜŀǊƛƴƎǎΦ  

 

8.4.1 Mental health, wellbeing, confidence and self-esteem 

Many interviewees reported positive changes in their mental health, including feeling less scared, 
anxious or depressed; Ψaȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ Ƙŀǎ ƻōǾƛƻǳǎƭȅ Ǝƻǘ ŀ ƭƻǘ ōŜǘǘŜǊΧLΩm not waking up every 
morning feeling like IΩƳ ƎƻƛƴƎ ǘƻ ōŜ ǎƛŎƪΣ ŦŜŀǊŦǳƭΦΩ (Survivor 22, West Sussex). However, some were 
still experiencing mental health difficulties.  For example, this survivor who was receiving support 
from the Complex Needs Idva ŀƴŘ ǿŀǎ ǇƭŀƴƴƛƴƎ ǘƻ ƭŜŀǾŜ ƘŜǊ ƘǳǎōŀƴŘΣ ǎǇƻƪŜ ŀōƻǳǘ ǘŀƪƛƴƎ Ψbaby 
stepsΩ towards feeling strong enough to leave her husband, and that her mental health was 
fluctuating:  

Χƻƴ Ƴȅ ōŀǊ ŦǊƻƳ ƻƴŜ ǘƻ ǘŜƴΣ ǘƻŘŀȅ Ƴȅ ōŀǊ ǿŀǎ ƻƴ ŀ ǎƛȄΦ  [ŀǎǘ ǿŜŜƪ ƛǘ ǿŀǎ ƻƴ ŀ ŦƛǾŜΣ ǎƻ ƛǘΩǎ ƎƻƛƴƎ ǳǇΦ  
.ǳǘ ǘƘŜ ƴŜȄǘ ǿŜŜƪ L ŎƻǳƭŘ Ǝƻ ōŀŎƪ Řƻǿƴ ŀƎŀƛƴΧL ƴŜŜŘ ǘƻ ǊŜŀŎƘ ǘƘŀǘ ten. (Survivor 10, Norwich). 

Another survivor was receiving counselling paid for via the service which she explained was 
addressing issues of childhood abuse as well as recent DVA, however she expressed her concerns 
that this was due to finish:  

IΩm kind of feeling that anxiety thing coming back, and the fact that IΩve only got two more sessions of 
the counselling and then itΩs like, then what?  (Survivor 8, Norwich) 
 
Improvements in overall wellbeing and coping were also commonly highlighted. Women reported 
increased self confidence and self-esteem, often linked to greater awareness of abuse and 
ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜƛǊ Ǉŀǎǘ ŜȄǇŜǊƛŜƴŎŜǎΥ ΨL ōŜŀǘ ƳȅǎŜƭŦ ǳǇ ŀ ƭƻǘ ƭŜǎǎ ƴƻǿΧ LΩm not mad, IΩm not doing 
anything, you know, so itΩs been good for me, for my estŜŜƳ ŀƴŘ ǘƻ ƪƛƴŘ ƻŦΣ ǘƻ ƎŜǘ ǘƘŀǘ ƛƴ Ƴȅ ƘŜŀŘΩ 
(Survivor 27, West Sussex). Some women described how workers had prompted them to do self-care 
ŀŎǘƛǾƛǘƛŜǎΣ ƛƴŎƭǳŘƛƴƎ ŜȄŜǊŎƛǎŜΣ ǿƘƛŎƘ ŜƴŎƻǳǊŀƎŜŘ ǘƘŜƳ ǘƻ ŦƻŎǳǎ ƻƴ ǘƘŜƛǊ ƻǿƴ ƴŜŜŘǎΥ ΨSo, giving me 
those techniques that helped my wellbeing, they also helped me having a focus on where I want to be 
ŀƴŘ ǿƘŜǊŜ L ǿŀƴǘ ǘƻ ƎƻΩ (Survivor 20, Norwich). Others explained that support concerning 
boundaries and assertiveness had positively impacted on wider aspects of their lives, for example, 
being able to function better at work. Survivors gave examples of how increased self-confidence and 
a sense of empowerment had led them to take positive action in their lives, such as seeking 
counselling, applying for a new course, trying new social activities, or separating from their abusive 
partner and feeling able to cope if difficulties arose in the future: 
 
LΩƳ ŀ ŎƻƳǇƭŜǘŜƭȅ ŘƛŦŦŜǊŜƴǘ ǇŜǊǎƻƴ ƴƻǿΣ ȅƻǳ ƪƴƻǿΦ  LΩƳ ǎƻǊǘ ƻŦ ǊŜŀƭƭȅ ǇƻǎƛǘƛǾŜΣ ŎƻƴŦƛŘŜƴǘΣ LΩǾŜ ǎǘŀǊǘŜŘ 
my own business. (Survivor 13, West Sussex).  
 
These positive changes in wellbeing, mental health and coping and confidence were also found in 
the outcomes data (reported later in section 8.10).  
 
However, others seemed less ready or able to benefit from the service and as noted above, had 
found programme content challenging or upsetting. For example, one survivor described a 
ΨbreakdownΩ ǘƘŀǘ ƘŀǇǇŜƴŜŘ ǿƘƛƭǎǘ ǎƘŜ ǿŀǎ ŀǘǘŜƴŘƛƴƎ ǘƘŜ ΨPattern ChangingΩ ǊŜŎƻǾŜǊȅ course, which 
explored past experiences of DVA, including childhood experiences of abuse. Individual counselling 
support was organised via the SLCDP therapy fund and she was able to return to the group work at a 
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later date. She commented on the support she had received from staff and peers on the course 
during this time.   
 
8.4.2 DVA Awareness  

Whilst some survivors were already aware of DVA, many reported an increased understanding of the 
different types of DVA, including coercive control, had recognised the impact of DVA on their mental 
health and felt empowered to manage future interactions with the perpetrator where this continued 
to be an issue. Survivors described increased awareness of the emotional and psychological impacts 
of DVA and for some, the concept of trauma was valuable in this respect: 
 
 ώǿƻǊƪŜǊϐ ǘŀƭƪŜŘ ƳŜ ǘƘǊƻǳƎƘ ǿƘŀǘ ǎƻǊǘ ƻŦ ǘǊŀǳƳŀ ƛǎΣ ǿƘŀǘ ƻǳǊ ōǊŀƛƴǎ ŀǊŜ ŘƻƛƴƎ ǿƘŜƴ ǿŜΩǊŜ ƛƴ 
ǘǊŀǳƳŀΦ ²Ƙȅ ƻǳǊ ōƻŘƛŜǎ ǊŜŀŎǘ ǘƘŜ ǿŀȅ ǘƘŜȅ Řƻ ǘƻ ƛǘΧ (Survivor 15, Norwich).  
 
However, one survivor found the concept of trauma threatening, especially when applied to young 
children: 
 
[CYP Worker] wanted to see actually [my son] because she told me [my son] can have a trauma that 

comes with a kind of situation like this, but [my son] never experienced any trauma. (Survivor 22, 

Norwich)  

 
Increased awareness had enabled survivors to come to terms with what had happened and to 
address feelings of guilt and self-blame and realise Ψƛǘ ǿŀǎƴΩǘ ŀŎǘǳŀƭƭȅ Ƴȅ ŦŀǳƭǘΩ (Focus Group 3, West 
Sussex). Linked to this increased DVA awareness, survivors discussed feeling validated and reassured 
by sharing experiences with other women during group sessions. Survivors also expressed an 
increased awareness of unhealthy relationships and harmful behaviours, which they attributed to 
the SLCDP ǊŜŎƻǾŜǊȅ ŎƻǳǊǎŜǎΣ ǎǳŎƘ ŀǎ ǘƘŜ ΨtŀǊŜƴǘ !Řǳƭǘ /ƘƛƭŘΩ ƳƻŘule in Grow Together or concepts 
introduced in the Freedom programme:  
 
CǊŜŜŘƻƳ tǊƻƎǊŀƳƳŜ ǿŀǎƴΩǘ Ƨǳǎǘ ŀ ǿŀƪŜ-up call to what my ex had done to me, it was also a wake-
up call as to how my friends had treated me, how my family was with me.  Because there was a lot 
of abuse from my childhood as well. (Survivor 14, Norwich).  
 
For those still living, or in contact, with the perpetrator, this increased awareness informed their 
response and management of further incidents.  One survivor described being able to recognise and 
Ψhandle differentlyΩ ǘƘŜ ōŜƘŀǾƛƻǳǊ ƻŦ ƘŜǊ ǎƻƴ ǿƘƻ ƘŀŘ ǊŜŎŜƛǾŜŘ ǎǳǇǇƻǊǘ ŦǊƻƳ ǘƘŜ 9ƴƎŀƎŜ ǿƻǊƪŜǊΥ 
ΨǊŜŎƻƎƴƛǎƛƴƎ ƛǘΩǎ ƘŀǇǇŜƴƛƴƎ ŀƴŘ ǊŜŎƻƎƴƛǎƛƴƎ ǿƘŀǘ ƛǘ ƛǎΣ ŀƴŘ Ƙƻǿ ƛǘ ƛƳǇŀcts on me and handling it 
differentlyΩ (Survivor 5, West Sussex).  
 
BŜƛƴƎ ŀōƭŜ ǘƻ ǊŜŎƻƎƴƛǎŜ ΨǊŜŘ ŦƭŀƎΩ warning signs associated with a perpetrator, including perpetrator 
characteristics were also considered important outcomes with implications for future relationships: 
 
IΩve started a new relationship and all I could see was [Group Worker] was raising her red flags 
because he text too much and I was like, [Idva] help me, and I went through it all with her and she, 
and she calmed me down and talked me ǘƘǊƻǳƎƘ ǿƘŀǘ ŀ ǊŜǎǇŜŎǘŦǳƭ ǊŜƭŀǘƛƻƴǎƘƛǇ ƛǎΧ  
(Survivor 4, Norwich) 
 
8.4.3 Relationships and communication  

Although some interviewees said they had been able to talk about their experiences of DVA before 
using the SLCDP service, for others, being able to spŜŀƪ ƻǇŜƴƭȅ ŀƴŘ ƴƻ ƭƻƴƎŜǊ ŦŜŜƭƛƴƎ ΨŀǎƘŀƳŜŘΩ of 
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the abuse they had experienced was a major achievement: I used to feel ashamed of it, do you know 
what I mean? I was ashamed of it. Now, it werenΩt my thing to be ashamed of (Survivor 17, Norwich).  

For those who were managing abuse currently or were in the process of leaving the perpetrator, 
being able to talk about their experience was essential to their safety. However, for some survivors, 
this remained too difficult: ΨΧŀ ƭƻǘ ƻŦ ƛǘ L ŘƻƴΩǘ ŜǾŜǊ ǿŀƴǘ ǘƻ talk about with my family or my friends.  
¢ƻ ōŜ ǇŜǊŦŜŎǘƭȅ ƘƻƴŜǎǘΣ ŜǾŜƴ Ƴȅ ǾŜǊȅ ŎƭƻǎŜǎǘ ŦǊƛŜƴŘǎ ŘƻƴΩǘ ǊŜŀƭƭȅ ǳƴŘŜǊǎǘŀƴŘ.Ω (Survivor 16, West 
Sussex). 

Some described how discussing their experiences on the SLCDP programme, particularly in groups, 
enabled them to talk about their experiences with others and seek support, which positively 
impacted on their relationships. Survivors who had been isolated from friends described being able 
to renew friendships. Friendships and peer support developed through group sessions were also 
cited as valuable, and these links could be maintained once groups ended: 

We set up a WhatsApp group and, you know, there was a lot of texting support, and still now, you 
ƪƴƻǿΣ ǿŜΩǊŜ ǘŜȄǘƛƴƎ ŀƴŘ ǎƻǊǘ ƻŦΣ Ƙƻǿ ŀǊŜ ǘƘƛƴƎǎ ƎƻƛƴƎΚ (Survivor 11, West Sussex)  

{ƻƳŜ ŘŜǎŎǊƛōŜŘ Ƙƻǿ ǘƘŜ ǎǳǇǇƻǊǘ ŀƴŘ ƭŜŀǊƴƛƴƎ ǘƘŜȅΩŘ ǊŜŎŜƛǾŜŘ ŦǊƻƳ the SLCDP programme had been 
beneficial for developing new or current relationships: I am now in a new relationship that I can see 
is healthy (Survivor 4, West Sussex). 
 
8.4.4 Safety and Risk 

Most survivors felt safer due to the support they had received, although one survivor reported that 
ǘƘŜ ǎǳǇǇƻǊǘ ƻŦŦŜǊŜŘ ǿŀǎ Ψbƻ ǊŜŀƭ ƘŜƭǇΣ ƛǘΩǎ ƻƴƭȅ ǘŀƭƪƛƴƎΩΦ !ƴƻǘƘŜǊ ŜȄǇǊŜǎǎŜŘ ƘŜǊ ŦǊǳǎǘǊŀǘƛƻƴ ǿƛǘƘ ǘƘŜ 
lack of police response and currently felt very unsafe.  Changes in safety were related to a 
combination of physical safety measures, such as police markers on houses, legal measures such as 
non-molestation orders and safety planning discussions. Women described feeling comforted 
knowing that the service would be available in the future if required. Others said they felt 
empowered through increased knowledge and the impact this had on their safety. One survivor, 
who had received Idva and group support described changes to her safety, stating that whilst she did 
ƴƻǘ ŦŜŜƭ ǎŀŦŜǊ ŀǘ ŦƛǊǎǘΣ ŀƴŘ ǿŀǎ ƻƴ άhigh alertέ ǿƛǘƘ ƘŜǊ ŜȄ-partner still living nearby, the support she 
ǊŜŎŜƛǾŜŘ ƘŀŘ άhelped massivelyέΥ 

I felt a lot more supported and a bit calmer in myself because I knew I had that [contact with the 
ǎŜǊǾƛŎŜϐ ŀǎ ŀ ŦŀƭƭōŀŎƪ ƻǇǘƛƻƴΧL ƪƴŜǿ ǘƘŀǘ L ŎƻǳƭŘ ŀǎƪ ǘƘŜƳΣ hYΣ ƴƻǿ ǘƘƛǎ Ƙŀǎ ƘŀǇǇŜƴŜŘΣ ǿƘŀǘ Řƻ L Řƻ 
then, in relation to safety or, indeed, child contact?  (Survivor 10, West Sussex) 

Some survivors were currently experiencing abuse and living with the perpetrator while others no 
longer had any contact with the perpetrator but had sought recovery work. In some cases, a safety 
plan was not required, either because there were no concerns around physical safety or because 
they had no contact with the perpetrator and were seeking recovery work. 

In contrast, safety was critical for some survivors accessing the service, and a thorough consideration 
of safety measures was valued. Survivors reported that workers understood what was important to 
them and recognised where their understanding of safety measures was already well-developed.  
Many gave examples of how workers recognised their safety issues varied and were available to 
discuss developments with them. Ongoing support and understanding from Idvas was described:  
 
I had a thing with not being able to lock my front door, because I saw it as my way out, rather than 
ǎƻƳŜƻƴŜΩǎ ǿŀȅ ƛƴΦΦΦŜǾŜǊȅ ǿŜŜƪ ǎƘŜΩŘ ŀǎƪ ƛŦΣ ȅƻǳ ƪƴƻǿΣ ƛŦ LΩŘ ōŜŜƴ ŀōƭŜ ǘƻ Řƻ ƛǘΦ  !ƴŘ L ƎǊŀŘǳŀƭƭȅ Ǝƻǘ ǘƻ 
the point where I was doing it all the timeΧ(Survivor 21, Norwich) 
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However, some survivors did not always agree with, or understand, the actions advised by staff. For 
example, this survivor describes how she was urged to act quickly to seek a non-molestation order:   

L ŘƛŘƴΩǘ ǊŜŀƭƭȅ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ǿƘƻƭŜ ǇǊƻŎŜǎǎ ƻǊ ǿƘȅ ƛǘ ǿŀǎ ǎƻ ǳǊƎŜƴǘΦ  !ƴŘ L ǘƘƻǳƎƘǘΣ ǿŜƭƭ ǘƘŀǘΩǎ ŀ ōƛǘ 
ŜȄǘǊŜƳŜΣ L ŘƻƴΩǘ ǿŀƴǘ ǘƻ Řƻ ǘƘŀǘ ōŜŎŀǳǎŜ ǘƘŜƴ ƛǘ ƳŜŀƴǎ ƘŜ ŘƻŜǎƴΩǘ ǎŜŜ Ƙƛǎ ǎƻƴΣ ǿƘƛŎƘ L ŘƛŘƴΩǘ ǿŀƴǘ ǘƻ 
ǎǘŀƴŘ ƛƴ ǘƘŜ ǿŀȅ ƻŦΦΦΦ!ƴŘ ǎƘŜ ƪŜǇǘ ǎŀȅƛƴƎΣ ȅƻǳΩǊŜ ŀǘ ǊƛǎƪΣ ȅƻǳ ƴŜŜŘ ǘƻ Řƻ ǘƘƛǎΦ (Survivor 10, West 
Sussex) 
 

уΦр {ǳǊǾƛǾƻǊǎΩ tŜǊŎŜǇǘƛƻƴǎ ƻŦ /ƘŀƴƎŜ ƛƴ ǘƘŜƛǊ /ƘƛƭŘǊŜƴΩǎ [ƛǾŜǎ 

8.5.1 Increased Awareness and Discussion of DVA with children  

Survivors reported an increased awareness of the impact of DVA on their children due to the 
parenting support they had received individually, as part of a group or via the recovery programme.  
Some were now more aware of the ongoing impact that contact with the perpetrator might be 
having on their children:  

ΧƳȅ ŘŀǳƎƘǘŜǊ ǎǘŀǊǘŜŘ ǿŜǘǘƛƴƎ ǘƘŜ ōŜŘ ŀƴŘ ǘƻ ƳŜ L ƪƴƻǿ ŜȄŀŎǘƭȅ ǿƘŀǘ ǘƘŀǘ ƛǎΧ ǘƘŀǘΩs not normal, 
surely thatΩs a big red flag and, you know, [CYP worker] was there and they were all there to sort of 
say, okay, this is what needs to happen. (Survivor 17, West Sussex) 

Many reported an increased ability to discuss their DVA experiences with their children. This may 
reflect an increased understanding and ΨǊŜŀǎǎǳǊŀƴŎŜΩ received from parenting group sessions, or 
individual work with CYP workers or Idvas. Some described how their relationship with their children 
had improved, with more communication about feelings and increased trust:  

...he [my son] can tell me everything and he is doing this so I know he trusts me and he feels safe 
with me, because before he didnΩt speak with me because he was afraid. (Survivor 6, Norwich) 

A minority of survivors spoke of feeling unable to speak to their children about the abuse, such as 
this survivor who was a few weeks into receiving support from the service, having only attended the 
Pathways to Progress group: 

LΩǾŜ ƴŜǾŜǊ ŜǾŜǊ ŜȄǇƭŀƛƴŜŘ ǘƻ ǘƘŜƳ ŀōƻǳǘ ǘƘŜ ǾƛƻƭŜƴŎŜ ŀƴŘ ǎǘǳŦŦΣ ŜǊƳΣ ŀƴŘ ǘƘŀǘΩǎ ŀƭǿŀȅǎ ƭƛƪŜ ŀ ōƛǘ ΧƻŦ 
a taboo between me and my children. IΩm sure theyΩre obviously aware of it being there because 
they, they used to witness it happening but itΩs, itΩǎ ƴŜǾŜǊ ǎǇƻƪŜƴ ŀōƻǳǘΣ ǎƻΧL ǿƻǳƭŘƴΩt know how to 
tackle that, so. (Survivor 26, West Sussex) 

A small number of survivors interviewed had not sought support for their children as they believed 
their child did not need it, or in some cases, because they thought the child was too young to be 
affected.  
 

Where children had received services, mothers reported changes in their emotional regulation and 
ability to communicate their feelings, so reducing their anger and anxiety. Some considered that 
their children were more able to share their upset or anger in appropriate ways. Children were 
described as better able to speak to their mothers about their feelings. This mother identified how 
she and her son had used the tool provided by workers to improve their communication:   

The first week he came home with this chart with different faces on it, and the face is put on paper. 
{ƻ ŜŀŎƘ Řŀȅ ǿŜ ƘŀǾŜ ŀ ŎƻƴǾŜǊǎŀǘƛƻƴ ŀōƻǳǘ Ƙƻǿ ƘŜΩǎ ŦŜŜƭƛƴƎ. (Survivor 11, Norwich) 

Similarly, another said their house felǘ ΨŎŀƭƳŜǊΩ ŀƴŘ ƻƴŜ ƳƻǘƘŜǊ ŘŜǎŎǊƛōŜŘ Ƙƻǿ ƘŜǊ ŘŀǳƎƘǘŜǊΩǎ 
ŜƳƻǘƛƻƴŀƭ ƭƛǘŜǊŀŎȅ ƘŀŘ ƛƴŎǊŜŀǎŜŘ ǿƛǘƘ ƘŜǊ ƴƻǘƛŎƛƴƎ ƘŜǊ ΨtriggersΩ ŀƴŘ ŀŎǉǳƛǊƛƴƎ ǘƘŜ ƭŀƴƎǳŀƎŜ ǘƻ 
describe her feelings after attending the Side by Side course. Children were reported to be happier 
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and calmer at school as well as at home and some described how their children had managed 
transitions to a new school well.  
 
Contact with the father/perpetrator was a concern for some mothers, and children had been able to 
express their views about contact with their father:  

ΧƛǘΩǎ ǎƻǊǘ ƻŦ ƎƛǾŜƴ ƘŜǊ ǘƘŜ ŎƻƴǘǊƻƭΣ ōŜŎŀǳǎŜΧǘƘŜǊŜ ǿŀǎ ƛǎǎǳŜǎ ǿƛǘƘ ƘŜǊ ŘŀŘ ŀƴŘ ǎƘŜ ŘƛŘƴΩǘ ǿŀƴǘ ǘƻ Ǝƻ 
and see him. So, knowing that she could stop and nobody would think any less of her, was a big help 
for her. (Survivor 11, West Sussex) 

Another key benefit for children reported by mothers was the value of having another person to 
speak to about their experiences or feeling. These discussions reassured children and feelings of guilt 
or blame were reduced:   

when [CYP worker] went through everything [my son] got then to understand that actually there 
was nothing he could have done to help anything because he was still a child.  (Survivor 9, Norwich) 

As noted above, not all mothers interviewed had received support for their child from SLCDP. One 
mother described how her children had been reluctant to share information with CYP worker so only 
a few sessions had taken place. However, she stated that her children were reassured knowing that 
she was being supported by the service. One mother wanted support for her son, however his 
abusive father, who had joint custody, prevented access.  

Whilst respondents generally identified positive changes in family relationships and home life, some 
interviewees reported that, although they had ƛƴƛǘƛŀƭƭȅ ǎŜŜƴ ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ 
behaviours, since the support from the ǎŜǊǾƛŎŜ ƘŀŘ ŜƴŘŜŘΣ ǘƘŜǎŜ ƘŀŘ ΨǎƭƛǇǇŜŘ ōŀŎƪΩ ό{ǳǊǾƛǾƻǊ мрΣ 
²Ŝǎǘ {ǳǎǎŜȄύΦ IƻǿŜǾŜǊΣ ǘƘŜƛǊ ƻǿƴ ǊŜǎǇƻƴǎŜǎ ǘƻ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ōŜƘŀǾƛƻǳǊ ƘŀŘ ǎƘƛŦǘŜŘ ŘǳŜ ǘƻ ǘƘŜ 
parenting support they had received. 

8.5.2 Parenting 

Mothers described how the support they had received had improved their parenting. Those who 
attended SLCDPΩs Grow Together or Side by Side courses recounted the benefit of learning from the 
course concepts, such as the ΨtŀǊŜƴǘ !Řǳƭǘ /ƘƛƭŘΩ model, a theory drawn from Transactional Analysis. 
Others mentioned the benefit of creative activities and techniques that they could implement at 
home, such as having scrapbook of activities that they did together and being reminded of the value 
of one to-one time with their children:  

 
CYP worker was able to sort of explain to me that [older son ] maybe feels sometimes that [younger 
ǎƻƴϐ ƎŜǘǎ ŀƭƭ ǘƘŜ ŀǘǘŜƴǘƛƻƴΣ ȅƻǳ ƪƴƻǿΣ ŀƴŘ ƘŜ ŘƻŜǎƴΩǘ ƎŜǘ ŀƴȅ ǘƛƳŜ ǿƛǘƘ ƳŜΣ ǿƘƛŎƘ ƛǎ ƴƻǘ ǘǊǳŜΣ ōǳǘ ƛǘΩǎ 
interesting that he thinks that.  So then I was able to try and put a bit more effort into making sure 
that [older son] knew that he was getting special time just with me. (Survivor 11, Norwich) 
 
One mother explained how she had been able to discuss her ŎƘƛƭŘǊŜƴΩǎ negative behaviour with 
them as well as their past experiences of DVA and, with the support they had receiving from their 
CYP worker, this had led to positive changes for the family:  

They were just fighting and I said, can you two stop it please?  And we had this conversation, I said, 
ȅƻǳ ƪƴƻǿΣ ōƻȅǎΣ ǿƘŀǘ ǿŜΩǾŜ ōŜŜƴ ǘƘǊƻǳƎƘΣ Řƻ ȅƻǳ ǘƘƛƴƪ ǘƘŀǘΩǎ ŀŎŎŜǇǘŀōƭŜ ōŜƘŀǾƛƻǳǊΚ  {ƻΣ L ǘƘƛƴƪ ƛǘΩǎ 
that conversation we had and that time they were seeing [CYP worker] that all stopped. (Survivor 28, 
West Sussex) 

Some of the mothers whose children had not received support in their own right spoke of how the 
knowledge and support provided by their Idva, or the recovery courses, had positively impacted on 
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their parenting, for example, enabled them to  maintain boundaries and assertiveness in respect of 
contact with their former partner: 
 
 ΦΦΦ ǘƘŜȅ ǿŜǊŜ ƭƛƪŜΣ ƴƻΣ ǘƘŀǘΩǎ ŦƛƴŜΣ ȅƻǳ Ŏŀƴ ǘŜƭƭ ȅƻǳǊ ǎƻƴ ǘƘŀǘ ǘƘŀǘΩǎ ƴƻǘ ƻƴΦ .ŜŎŀǳǎŜ L ŀƭǿŀȅǎ ǘƘƻǳƎƘǘ 
LΩŘ ƎŜǘ ƛƴ ǘǊƻǳōƭŜ ŦƻǊ ǎŀȅƛƴƎ ǘƘŀǘ 5ŀŘŘȅΩǎ ƴƻǘ ōŜƛƴƎ ƪƛƴŘΣ ȅƻǳ ƪƴƻǿΣ ŜǎǇŜŎially going through court.  
(Survivor 14, West Sussex)  
 
Similarly, another ǎǳǊǾƛǾƻǊ ǊŀƛǎŜŘ ŎƻƴŎŜǊƴǎ ŀǘ ŀ ǊŜŎƻǾŜǊȅ ƎǊƻǳǇ ǎŜǎǎƛƻƴ ŀōƻǳǘ ƘŜǊ ǎƻƴΩǎ ŎƻƴǘŀŎǘ ǿƛǘƘ 
his father and described feeling confident to take action following discussion with the group worker: 
 
L ƘŀŘ ǘƘŜ ŎƻƴŦƛŘŜƴŎŜ ǘǿƻ ǿŜŜƪǎ ŀƎƻΣ ǘƻ ǎŀȅ ǘƘŀǘ ƘŜΩǎ ƴƻǘ ǎǘŀȅƛƴƎ ǿƛǘƘ ƘƛƳ ŀƴȅƳƻǊŜΣ ƘŀǾƛƴƎ ǎǇƻƪŜƴ 
to [worker] at the end of one of those sessions. (Survivor 13, Norwich) 
 

уΦрΦо /ƘƛƭŘǊŜƴΩǎ ǎŀŦŜǘȅ ŀƴŘ ǎŀŦŜǘȅ Ǉƭŀƴǎ 

Around half of the survivors interviewed (n=26) mentioned discussions with workers about their 
ŎƘƛƭŘǊŜƴΩǎ ǎŀŦŜǘȅΦ {ƻƳŜ ƳƻǘƘŜǊǎ ŦŜƭǘ ǘƘŀǘ ǘƘƛǎ ǿŀǎ ƴƻǘ ŀƴ ƛǎǎǳŜ ǘƘŀǘ ƴŜŜŘŜŘ ǘƻ ōŜ ŀŘŘǊŜǎǎŜŘΣ ŜƛǘƘŜǊ 
due to the age of the child or because the DVA had not been directed at or affected the child. 

Safety plans also addressed other forms of interpersonal violence, for example, one mother talked 
about how she and her children had received support from their worker to develop a plan in 
response to hŜǊ ƻƭŘŜǊ ǎƻƴΩǎ ǾƛƻƭŜƴǘ ōŜƘŀǾƛƻǳǊΥ  

ΧƳȅ ŜƭŘŜǎǘ Ǝƻǘ ǊŜŀƭƭȅ ōŀŘΣ ōŜŎŀǳǎŜ ƘŜΩǎ ƴƻǘ ǉǳƛǘŜ ŀǘ ǘƘŀǘ Ǉƻƛƴǘ ŀƎŀƛƴΣ ōǳǘ ƘŜ ǿŀǎ ƎŜǘǘƛƴƎ ǉǳƛǘŜ ς 
ǇƘȅǎƛŎŀƭƭȅΣ ƘŜ ƘŀǎƴΩǘ ŀŎǘǳŀƭƭȅ ŘƻƴŜ ƛǘ ς ōǳǘ ƘŜΩǎ ƘŀŘ Ŧƛǎǘǎ ǊŀƛǎŜŘ ŀƴŘ ǘƘŀǘ ǎƻǊǘ ƻŦ ǘƘƛƴƎΧ (Survivor 5, 
West Sussex) 

She also remarked that this support provided reassurance and validation for her other children that 
the violence in the home was not acceptable, illustrating how the SLCDP service worked to support 
the whole family:   

I think because somebody was listening, and somebody was listening to them and telling them that 
ƛǘ ǿŀǎƴΩǘ ǊƛƎƘǘ ŀƴŘ ǘƘƛǎ ƛǎ ǿƘŀǘ ȅƻǳ ƴŜŜŘ ǘƻ ŘƻΦ {ƻ L ǘƘƛƴƪ ƛǘ ŘŜŦƛƴƛǘŜƭȅ ƘŜƭǇŜŘΧ (Survivor 5, West 
Sussex) 

Mothers whose children had direct support described how they had worked with the CYP worker to 
address issues of safety, and safety planning. Conversations between CYP workers and children led 
to discussions between mothers and children about safety at home, including planning for incidents 
that might occur in the future:  

ΧǿŜΩǾŜ ƘŀŘ ƭƛƪŜ ŀ ōƛƎ ǎafety talk about the house and things, and not opening the door and not 
being by the window.  !ƴŘ ƳŀȅōŜ ǎƻƳŜǘƛƳŜǎ ƳǳƳƳȅ ŘƻŜǎƴΩǘ ǿŀƴǘ ǘƻ ƻǇŜƴ ǘƘŜ ŘƻƻǊ ƛŦ ǎƻƳŜƻƴŜΩǎ 
ǘƘŜǊŜ ŀƴŘ ǿŜΩǊŜ ƛƴΣ ŀƴŘ ǘƘŀǘΩǎ hY ŀǎ ǿŜƭƭΦ (Survivor 16, Norwich).  

Another mother talked aboǳǘ Ƙƻǿ ǘƘŜ /¸t ǿƻǊƪŜǊ ǇǊƻǾƛŘŜŘ ŀƴ ŀŘŘƛǘƛƻƴŀƭ ΨǎŀŦŜ ǇŜǊǎƻƴΩ ŦƻǊ ǘƘŜ ŎƘƛƭŘ 
to speak to about any concerns (see also Family Case Study A below). Positive cƘŀƴƎŜǎ ƛƴ ŎƘƛƭŘǊŜƴΩǎ 
behaviour, such as no longer being clingy or locking doors, were reported.   

Safe contact was an important area that workers assisted mothers and children with. In this case, 
the workers had liaised with the ex-partner and contact services:  

I had issues with the Contact Centre. So, I spoke to [workers] about it and they did actually try and 
contact him...they were then making sure that she was safe to go to the Contact Centre and what 
ƳŜŀǎǳǊŜǎ ǿŜǊŜ ōŜƛƴƎ Ǉǳǘ ƛƴ ǇƭŀŎŜ ǘƻ ƳŀƪŜ ǎǳǊŜ ǎƘŜ ǿŀǎ ǎŀŦŜΧ (Survivor 19, Norwich) 
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For some, child contact was a way in which perpetrators continued to exert control over survivors 
and survivors expressed a need for ongoing support from the service with this:    
 
.ŜŎŀǳǎŜ ǘƘŀǘΩǎ ǘƘŜ ƻƴƭȅ ǘƛŜ ƭŜŦǘΣ ǘƘŀǘΩǎ ǘƘŜ ƻƴƭȅ ǿŀȅ ǘƘŜȅ Ŏŀƴ ŎƻƴǘǊƻƭ ȅƻǳΣ ƛǎ ǘƘǊƻǳƎƘ ǘƘŀǘ ŎƘƛƭŘΦ  !ƴŘ 
ǘƘŜ ŦŀŎǘ ǘƘŀǘ ǘƘŜȅ ƪƴƻǿ ǘƘŜȅΩǊŜ ƎƻƛƴƎ ǘƻ see you at handoversΧthere will always be something going 
on in that situation. (Survivor 10, West Sussex) 
 
8.6 Family Case Studies 

This section reports on findings from analysis of six family case studies (3 from each SLCDP site) 
selected to represent the range of family work undertaken across both SLCDP organisations. As 
noted above, a range of sources including interviews with children aged 7-11 (6 plus one set of 
written comments), mothers (6), and SLCDP staff (10), as well as information drawn from the case 
records for each family (6) contributed to a rounded ǇƛŎǘǳǊŜ ƻŦ ΨǿƘƻƭŜ ŦŀƳƛƭȅΩ ǿƻǊƪ ǳƴŘŜǊǘŀƪŜƴ ōȅ 
the two services. 

8.6.1 Accessing and receiving SLCDP services  

Most case study cases were referred to SLCDP service by another DVA service for Idva support for 

the mother, with support for children (or child focussed support) offered later. One referral came 

ŦǊƻƳ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜΣ ŀƴŘ ŀƭǘƘƻǳƎƘ ǘƘŜ ƳƻǘƘŜǊ ŘƛŘ ƴƻǘ ƛƴƛǘƛŀƭƭȅ ǿƛǎƘ ǘƻ ǊŜŎŜƛǾŜ ǎǳǇǇƻǊǘ ƘŜǊǎŜƭŦΣ 

her view changed over time. Case Study A below provides an example of a mother whose 

engagement with the service was relatively low and informal. 

Families presented with a range of issues relating to their experiences of abuse, however in most 

cases parents were seeking specific support around child protection proceedings and contact issues 

with fathers. Parents also hoped that their children would be able to talk about their experiences to 

someone other than themselves or other family members.  

ΧLΩƳ ƴƻǘ ǎǳǊŜ ǘƘŀǘ ώŘŀǳƎƘǘŜǊϐ always wants to talk to me about everything.  And so, I was concerned 

ǘƘŀǘ ƛŦ ǎƘŜ Ƨǳǎǘ ƘŀŘ ŀƴ ƻǳǘƭŜǘΣ ǘƘŀǘ ǎƘŜ ŎƻǳƭŘ Ƨǳǎǘ ǎŀȅΣ ΨLΩƳ ǎƻ ǳǇǎŜǘ ŀōƻǳǘ ǘƘƛǎ ŀƴŘ L ŘƻƴΩǘ ǿŀƴǘ ǘƻ ǘŀƭƪ 

ǘƻ ƳǳƳƳȅ ōŜŎŀǳǎŜ L ŘƻƴΩǘ ǿŀƴǘ ǘƻ ǳǇǎŜǘ ƘŜǊΦ  L ŎŀƴΩǘ ǘŀƭƪ ǘƻ ŘŀŘŘȅ ōŜŎŀǳǎŜ ƘŜΩƭƭ ƎŜǘ ŎǊƻǎǎ ǿƛǘƘ ƳŜΧ 

(Mother, Case Study 6) 

Practitioners and parents identified a number of issues around which children required support, 

such as: understanding and making sense of their experiences, feeling able to talk about the abuse, 

recognising and managing their emotions, understanding healthy relationships and managing 

ambivalent feelings about the abusive parent.   

Before beginning any direct work with children, practitioners usually undertook sessions with 

ƳƻǘƘŜǊǎ ǘƻ ƎŀǘƘŜǊ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ŎƘƛƭŘǊŜƴΩǎ ǎǳǇǇƻǊǘ ƴŜŜŘǎΣ their current understanding of the 

situationΦ ²ƻǊƪ ǿŀǎ ƎǳƛŘŜŘ ōȅ ƳƻǘƘŜǊǎΩ ǇǊŜŦŜǊŜƴŎŜǎ ŀƴŘ ǾƛŜǿǎΥ 

ΧǿŜΩƭƭ ǘŀƭƪ ŀōƻǳǘ ǿƘŀǘ ƳǳƳ ŦŜŜƭǎ ǿƻǳƭŘ ōŜ ǎƻǊǘ ƻŦ ǘƘŜ ōŜǎǘ ǾŜƴǳŜΧǿƘŀǘ ǎƘŜ ǘƘƛƴƪǎ ǘƘŜȅ ǿƻǳƭŘ ŦŜŜƭ 
most comfortable with.  And then also, gaining consent to talk with other agencies or anyone else 
ƛƴǾƻƭǾŜŘΣ ƭƛƪŜ ǎŎƘƻƻƭΣ ŦƻǊ ŜȄŀƳǇƭŜΣ ƛŦ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘΩǎ ƎƻƛƴƎ ǘƻ ōŜ ŀǘ ǎŎƘƻƻƭΦ (Practitioner, Case 
Study 4).  
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8.6.2 Support delivered by SLCDP Services  

The work undertaken across the six cases varied but took four main forms: direct work with parents, 
child focussed work with parents, direct work with children and child focussed advocacy.  

Support for parents: It was common for mothers to access a range of interventions, one after the 

other. Emotional support for mothers was often offered on an ad-hoc basis and could be initiated by 

parents or practitioners. Much of this support related to ongoing court and contact proceedings, as 

well as support regarding separation from their abusive partner. In terms of interventions focussed 

on their own recovery, mothers accessed combinations of the following: the Freedom Programme, 

Pattern Changing, Pathways to Progress, Step Down and Recovery, the Recovery toolkit and Peer 

Mentoring. One woman received peer mentoring to support her work on the recovery toolkit.  

Child focussed work with parents: This usually took place with mothers alone, rather than jointly or 
in parallel involving children. Much of this can be attributed to having to move sessions online during 
ǘƘŜ ƭƻŎƪŘƻǿƴΣ ǿƘƛŎƘ ƳŀŘŜ ŎƘƛƭŘǊŜƴΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ŘƛŦŦƛŎǳƭǘΣ ŀƭǘƘƻǳƎƘ ƳƻǘƘŜǊǎ ǿŜǊŜ ŀōƭŜ ǘƻ 
participate in online groups. Mothers communicated with CYP workers highlighting issues for follow 
up in individual child sessions; and CYP workers reciprocated, feeding back relevant information 
about the work they were undertaking with children:  

LŦ LΩŘ ŎƻƴǘŀŎǘ [worker] just to say that ώƳȅ ŘŀǳƎƘǘŜǊΩǎϐ feeling a bit low or there was something that 
ǿŀǎ ǿƻǊǊȅƛƴƎ ƳŜΣ ŀƴŘ ǎƘŜΩŘ Ƨǳǎǘ ǊƛƴƎ ƛƴ ǘƻ ǎŜŜ ƛŦ ǎƘŜΩǎ hYΦ  {ƘŜΩŘ ǇǊƛƴǘ ƻŦŦ ƭƛǘǘƭŜ ŀŎǘƛǾƛǘƛŜǎ ǘƘŀǘ ǿŜ 

could do together, like Helping Hands. (Mother, Case Study 1) 

Practitioners ŘŜǎŎǊƛōŜŘ ƳƻǘƘŜǊǎΩ engagement with the service as facilitating the support they were 
able to offer children: 

ΧƘƻǿ ƛǘ ǿƻǊƪŜŘ ǿŜƭƭΣ ǿŀǎ ƳǳƳΩǎ ŜƴƎŀƎŜƳŜƴǘΧƳǳƳ ƎƻƛƴƎΣ ȅŜǎΣ L ǿƛƭƭ Řƻ ǘƘŀǘ ŎƻǳǊǎŜ ŀŎǘǳŀƭƭȅΣ ŀƴŘ 
keeping in contact with me around how she feels the children are doing. {ƻΣ ǿŜΩǊŜ ƴƻǘ ǿƻǊƪƛƴƎ ƛƴ 
ǎƛƭƻΣ ƛǘΩǎ ǾŜǊȅ ƳǳŎƘ ǘƘŀǘ ǎƘŜ ǿŀǎ ǇŀǊǘ ƻŦ ƛǘ ŦǊƻƳ ǘƘŜ ǎǘŀǊǘΣ ŀƭƭ ǘƘŜ ǿŀȅ ǘƘǊƻǳƎƘΦ (Practitioner, Case 
Study 4)  

Direct support for children: Direct work with younger children was delivered via the Monkey Bob 
intervention, whereas work with older children was usually on an individual basis and often child-
led, with some steer from parents (see above and Case Study A). As reported elsewhere in this 
chapter, practitioners and children themselves described a range of creative and fun activities 
designed to facilitate conversation around issues such as identifying supportive adults (see also Case 
Studies A and B) and exploring ambivalent feelings about the abusive parent:  

ΧǎƘŜ ǊŜŎƻƳƳŜƴŘŜŘ ǘƘƛǎ ǿƻǊǊȅ ƳƻƴǎǘŜǊ ǘƘƛƴƎΣ ƛǘΩǎ ƭƛƪŜ ŀ ǘŜŘŘȅ ŀƴŘ ƛǘǎ ƳƻǳǘƘ ƻǇŜƴŜŘ ǳǇΣ ǎƻ L ŎƻǳƭŘ 
ǿǊƛǘŜ ǎƻƳŜǘƘƛƴƎ LΩƳ ǿƻǊǊȅƛƴƎ ŀōƻǳǘ ŀƴŘ Ǉǳǘ ƛǘ ƛƴΧ LΩŘ Řƻ ǘƘŀǘ ǿƘŜƴŜǾŜǊ L ŦŜƭǘ ǿƻǊǊƛŜŘΧ (Child, Case 
Study 2)  

Case Study A highlights the value of the tools and activities used with children to facilitate expression 
of feelings and build resilience (see also Case Study B). 
 

Case Study A 

This family was referred to SLCDP ōȅ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜ ŦƻƭƭƻǿƛƴƎ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ aǳƳΩǎ ŜȄ-

ǇŀǊǘƴŜǊΩǎ ŎƻƴǘŀŎǘ ǿƛǘƘ ǘƘŜ ŎƘƛƭŘǊŜƴΦ ¢ƘŜ ǿƻǊƪŜǊ ǿŀǎ ŀōƭŜ ǘƻ Ǿƛǎƛǘ ŀƴŘ ŀǎǎŜǎǎ aǳƳ ŀƴŘ ǘƘŜ ǘǿƻ 

children once in person before lockdown restrictions were introduced.  Thereafter, all contact was 

online. Although Mum had regular brief chats with the ǿƻǊƪŜǊΣ ǎƘŜ ŘƛŘƴΩǘ ŦŜŜƭ ǊŜŀŘȅ ŦƻǊ ŦǳǊǘƘŜǊ 

involvement. The worker held separate weekly sessions online with the two daughters, one of whom 

was primary school age while the other was a teenager, over a period of 5.5 months. Mum felt that 
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online delivery waǎ ǇŀǊǘƛŎǳƭŀǊƭȅ ƘŜƭǇŦǳƭ ƛƴ ƳŀƪƛƴƎ ǎŜǎǎƛƻƴǎ ƭŜǎǎ ǇǊŜǎǎǳǊƛǎŜŘ ŦƻǊ ǘƘŜ ƻƭŘŜǊ ŎƘƛƭŘΥ Ψthere 

ǿŀǎƴΩǘ ŀƴȅƻƴŜ ƛƴ ǘƘŜ ǊƻƻƳ ǿƛǘƘ ƘŜǊ ǘƻ Ǉǳǘ ǇǊŜǎǎǳǊŜ ƻƴΩΦ 

The intervention aimed to assist the children to make sense of their feelings around contact and to 

have a voice in the future management of contact. Work with the older child focused on developing 

resilience and capacity for emotional regulation and used a wide range of tools and materials to 

encourage her to express and manage her feelings. Work with the younger child drew on established 

interventions and used craft materials, toys and photographs to promote expression of feelings. 

¢ƘŜǎŜ ŜƴŀōƭŜŘ ƘŜǊ ǘƻ ŘŜǾŜƭƻǇ ǎŀŦŜǘȅ Ǉƭŀƴǎ ŀƴŘ ǎǳǇǇƻǊǘ ǎǘǊŀǘŜƎƛŜǎ ǿƛǘƘ ǘŜŀŎƘŜǊǎΥ ΨI know I can speak 

out to my teachers if I am worried oǊ ƘŀǾŜ ƘŀŘ ōŀŘ ŘǊŜŀƳǎΦ ¢ƘŜȅ ŀǊŜ Ƴȅ άƘŜƭǇƛƴƎ ƘŀƴŘǎέΩΦ    

aǳƳ ŘŜǎŎǊƛōŜŘ ƘƻǿΣ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘŜ ǿƻǊƪŜǊΩǎ ƛƴǇǳǘ ǿƛǘƘ ƘŜǊ ƻƭŘŜǊ ŘŀǳƎƘǘŜǊΣ ǎƘŜ ŀƴŘ ƘŜǊ ŘŀǳƎƘǘŜǊ 

were able to communicate and collaborate on safety plans involving the school: 

 ΨΧǎƘŜ understands the reasons behind me doing that, is to keep her safe.  Whereas, beforehand, 

ǎƘŜΩŘ Ƨǳǎǘ ǘǳǊƴ ǊƻǳƴŘ ŀƴŘ ǎŀȅΣ L ƘŀǘŜ ȅƻǳΣ ȅƻǳΩǊŜ ǊǳƛƴƛƴƎ Ƴȅ ƭƛŦŜΣ ŀƴŘ L Ƨǳǎǘ ǿŀƴǘ ǘƻ ƎŜǘ ƻƴ ŀƴŘ ƴƻǘ 

think about it.Ω  

Mum considered that the worker had enabled both children to:  

ΨŦƛƴŘ ŀ ǾƻƛŎŜ ŀƴŘ ǎƘŜ ƳŀŘŜ ǘƘŜƳ ǊŜŀƭƛǎŜ ǘƘŀǘ ǿƘŀǘ ƘŀŘ ƘŀǇǇŜƴŜŘ ǘƻ ǘƘŜƳ ǿŀǎ ƴƻǘ ǘƘŜƛǊ ŦŀǳƭǘΩ ΧŀŦǘŜǊ 

ǎƛȄ ǎŜǎǎƛƻƴǎΣ ώȅƻǳƴƎŜǊ ŎƘƛƭŘϐΣ ŦƻǊ ǘƘŜ ŦƛǊǎǘ ǘƛƳŜΣ ǎǘŀǊǘŜŘ ǎǇŜŀƪƛƴƎ ŀōƻǳǘ ǿƘŀǘ ƘŀŘ ƘŀǇǇŜƴŜŘΧ  ώǎƘŜΩǎϐ 

ƳǳŎƘ ƳƻǊŜ ƻǳǘǎǇƻƪŜƴΦ  {ƘŜΩǎ ƳŜǘ ǿƛǘƘ ǘƘŜ ǎŀŦŜƎǳŀǊŘƛƴƎ ǘŜŀƳ ōŜŎŀǳǎŜ ǎƘŜ ǿŀƴǘŜŘ ǘƻΧ ǎƘŜ 

understands that her voice will be heardΦΩ  

The worker supported the children to contribute their views to a report that would inform future 

court proceedings. The younger child made a successful transition between schools following the 

intervention and the worker helped her produce a safety plan for her new school. This child felt that 

her worker had: Ψreally helped me. I feel more secure and I know people will listen to me and what I 

ǿŀƴǘ ƳƻǊŜΦ L ǘƘƛƴƪ L ŀƳ ƳƻǊŜ ŎƻƴŦƛŘŜƴǘΦΩ 

Lƴ ƭƛƴŜ ǿƛǘƘ ƳƻǘƘŜǊǎΩ ŜŀǊƭȅ ŀǎǇƛǊŀǘƛƻƴǎ ŦƻǊ support for their children, practitioners and parents 
emphasised ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ŎƘƛƭŘǊŜƴ ǊŜŎŜƛǾƛƴƎ ǎǳǇǇƻǊǘ ǘƘŀǘ ǿŀǎ ΨƧǳǎǘ ŦƻǊ ǘƘŜƳΩ: ΩLǘ ǿŀǎ 
ƧǳǎǘΧfinding [the SLCDP CYP worker] comfortable to speak [to], you know, he can speak whatever he 
ƭƛƪŜǎ ŀƴŘ ƛǘΩǎ ƴƻǘ ƳǳƳΣ ƛŦ ǘƘŀǘ ƳŀƪŜǎ ǎŜƴǎŜΩ (Mother, Case Study 4). However, in one case, a mother 
described her disappointment that this relationship was unable to develop due to a lack of 
consistency in the workerΩǎ ǾƛǎƛǘǎΥ 

¢ƘŜȅ Ƨǳǎǘ ƴŜŜŘ ŀ ŎƻƴǎǘŀƴǘΣ ȅƻǳ ƪƴƻǿΧ¢ƻ ƘŀǾŜ ǘƘŀǘ ŜȄǘǊŀ ǇŜǊǎƻƴΣ Ƨǳǎǘ ǘƻ ƎƻΣ ǇƘŜǿΣ L ƪƴƻǿ ǘƘŀǘ ώƳȅ 

ŘŀǳƎƘǘŜǊΩǎϐ  ǎŀŦŜ ǿƛǘƘ this person, she can talk to them about whatever and they can build a 

ǊŜƭŀǘƛƻƴǎƘƛǇΧ¢ƘŜǊŜ Ƨǳǎǘ ƘŀǎƴΩǘ ōŜŜƴ ǘƘŀǘΦ (Mother, Case Study 6) 

However, a supportive relationship combined with the use of various toolkits and activities was 

insufficient for some severely traumatised children. One practitioner reported that, although a 

family had engaged well with the service and had made discernible progress, she felt ill equipped to 

work with the level of trauma exhibited by the children:  

ΧǘƘŜ ŦŀƳƛƭȅΩǎ ƳƻǾŜŘ ƻƴ ƭƻŀŘǎ ǿƛǘƘ ǘƘŜ ŎƻǳǊǘ ǇǊƻŎŜǎǎΣ ŀƴŘ L ǘƘƛƴƪ ǿŜΩǾŜ ǎǳǇǇƻǊǘŜŘ ǘƘŜ ŦŀƳƛƭȅ ƭƻŀŘǎΣ 

ōǳǘ L ǘƘƛƴƪ ǘƘŜ ǿƻǊƪ ǿƛǘƘ ǘƘŜ ŎƘƛƭŘǊŜƴΣ ƛǘΩǎ Ƨǳǎǘ ōŜŜƴ ǎƻ ŘƛŦŦƛŎǳƭǘ ōŜŎŀǳǎŜ ǘƘŜ ǘǊŀǳƳŀ ƛǎ ǘƻƻ ƘƛƎƘ ŦƻǊ 

both children.  !ƴŘ ǿƘƛƭŜ LΩƳ ǘǊŀǳƳŀ ƛƴŦƻǊƳŜŘΣ LΩƳ ƴƻǘ ŀ ǘƘŜǊŀǇƛǎǘ ƻǊ ŀ ŎƻǳƴǎŜƭlor. (Practitioner, 

Case Study 1) 
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This highlights a need for established pathways between DVA services and child and mental health 

services (CAMHS) and the need for specialist therapeutic provision for some children experiencing 

DVA.   

Child focused advocacy: As noted elsewhere in this chapter, practitioners described seeking 
ŎƘƛƭŘǊŜƴΩǎ ƻǇƛƴƛƻƴǎ ŀƴŘ ǊŜǇǊŜǎŜƴǘing their voice in decisions about contact and in child protection 
casesΦ /ŀǎŜ {ǘǳŘȅ ! ŀōƻǾŜ ǇǊƻǾƛŘŜǎ ŀƴ ŜȄŀƳǇƭŜ ƻŦ ǘƘƛǎ ǿƻǊƪ ŀƴŘ ƛǘǎ ƛƳǇŀŎǘ ƻƴ ŎƘƛƭŘǊŜƴΩǎ Řŀƛƭȅ ƭƛǾŜǎΦ 
Case Study B illustrates advocacy focused on supporting the family through involvement with 
/ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ ŀƴŘ ǇǊƻǘǊŀŎǘŜŘ ŎƻǳǊǘ ǇǊƻŎŜŜŘƛƴƎǎΦ 
 

Family Case Study B 

The family was referred to SLCDP by a local DVA service for victims at high risk as the mother 
required Idva support. Both children were living with their father at the time of the referral. The case 
quickly escalated when a child protection plan was put in place due to concerns around emotional 
abuse. The older child moved to alternative care and the younger child went to live with mum. The 
family were going through court proceedings for custody. The Idva worker reflected on the change in 
ǇǊƛƻǊƛǘƛŜǎΥ Ψǿe had planned to do Side by Side. That was an initial goal.  But, obviously, court took 
over and all the risks and ŜǾŜǊȅǘƘƛƴƎ ŜƭǎŜ ǘƻƻƪ ǇǊƛƻǊƛǘȅΩΦ   

Direct work with the mother involved emotional support throughout the court process. She noted 
that: Ψώthe Idva worker and the CYP Worker] rung me regularly, just to check in, see how I was and 
ǘƘƛƴƎǎ ƭƛƪŜ ǘƘŀǘΧƛƴ ŀ ǎǘǊŜǎǎŦǳƭ situation, having them, obviously, helps a lot.  I suddenly thought I was 
ƻƴ Ƴȅ ƻǿƴ ōǳǘΣ ƴƻΣ ǘƘŜȅ ǿŜǊŜ ǎǘƛƭƭ ǘƘŜǊŜΣ ǎƻ ǘƘŀǘ ǿŀǎ ƴƛŎŜΦΩ The workers also helped with emotional 
ǊŜƎǳƭŀǘƛƻƴΥ Ψcontacting me and giving me like mindful techniques and grounding techniques, when I 
ǿŀǎ ƎŜǘǘƛƴƎ ǎǘǊŜǎǎŜŘ ŀƴŘ ǘƘƛƴƎǎΦΩ 

Alongside the emotional support, the SLCDP staff provided advocacy and liaised closely with 
/ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜΥ ΨThe first psychological assessment, which the court ordered, I suddenly got 
ǊŜŀƭƭȅ ǳǇǎŜǘ ŀƴŘ L Ǝƻǘ ǊŜŀƭƭȅ ŘƻǿƴΧ!ƴŘ L ǊǳƴƎ ώƴŀƳŜ ƻŦ ǿƻǊƪŜǊϐ ŀƴŘ ǎƘŜ ǘŀƭƪŜŘ ƳŜ ǘƘǊƻǳƎƘ ƛǘ ŀƴŘ ǎƘŜ 
ƎŀǾŜ ƳŜ ǎƻƳŜ ŀŘǾƛŎŜ Χ ŜǾŜƴ ǘƘŜ ǎƻŎƛŀƭ ǿƻǊƪŜǊ ŘƛŘƴΩǘ ōŜƭƛŜǾŜ ǘƘŜ ǊŜǇƻǊǘ ŀƴŘ ŀǎƪŜŘ for a second 
psychologist to do a report.  .ǳǘ ώƴŀƳŜ ƻŦ ǿƻǊƪŜǊϐ L ŘŜŦƛƴƛǘŜƭȅ ƴŜŜŘŜŘ ƘŜǊ ǘƘŜƴΦΩ   

Wider group work for mum, including the Freedom Programme and Pattern Changing, provided 
support to move on from the abuse, reduced victim-blaming, increased assertiveness and decision-
making skills.   

Both children received face-to-face individual support over a number of months which later moved 
online due to Covid-мфΦ ¢ƘŜ ȅƻǳƴƎŜǎǘ ŎƘƛƭŘ ǘƻƭŘ ƘŜǊ ǿƻǊƪŜǊ ǎƘŜ ŘƛŘƴΩǘ ŦŜŜƭ ŀōƭŜ ǘƻ ǘŀƭƪ ƻǇŜƴƭȅ ƛƴ ǘƘŜ 
online meetings at school, as her teacher was in the room, so these meetings were moved to the 
ŎƘƛƭŘΩǎ ƘƻƳŜΦ ²ƻrk with the youngest child concerned supporting her to identify safe adults to talk 
to and being able to express her worries and concerns, especially to her mum. The creative and 
engaging format of Monkey Bob and Helping Hands toolkits enabled reflection on sources of help:  

Ψ²Ƙŀǘ ȅƻǳΩǾŜ Ǝƻǘ ǘƻ Řƻ ƛǎ ȅƻǳΩǾŜ Ǝƻǘ ǘƻ ƎŜǘ ǎƻƳŜ ǇŀƛƴǘΣ Ǉǳǘ ƛǘ ƻƴ ȅƻǳǊ ƘŀƴŘΣ ǘƘŜƴ ȅƻǳ Ǉǳǘ ƛǘ ƻƴ ŀ ǇƛŜŎŜ 
ƻŦ ǇŀǇŜǊ ŀƴŘ ŀŦǘŜǊ ȅƻǳ ƎŜǘ ŀ ōƭŀŎƪ ǇŜƴ ŀƴŘ ǿǊƛǘŜ ǿƘƻ ȅƻǳΩŘ ǘŀƭƪ ǘƻ ŀōoǳǘ ȅƻǳǊ ǿƻǊǊƛŜǎΦΩ  

The CYP worker described the work with the ȅƻǳƴƎŜǎǘ ŎƘƛƭŘΥ ΨMonkey Bob was huge for her, in that 
ǎƘŜ ǊŜŀƭƭȅ ǘƻƻƪ ŜǾŜǊȅǘƘƛƴƎ ƻƴ ōƻŀǊŘ ǘƘŀǘ ǿŀǎ ǎŀƛŘΩΦ 
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Support for the older child focused on recognising the impact of DVA, and emotional abuse from her 
father, including victim-blaming: ƘŜΩŘ ƳŀƴƛǇǳƭŀǘŜŘ her so much, our sessions were just her slating 
ƘŜǊ ƳǳƳΧ ǿŜ ŘƛŘ ŀ ǇƛŜ ŘƛŀƎǊŀƳΣ ΦΦΦ ǎƘŜ ǎǇƭƛǘ ǘƘŜ ŘƛŀƎǊŀƳ ƛƴǘƻ ŀōǳǎŜ ŦǊƻƳ ŘŀŘ ǘƻ ƳǳƳΣ ƳǳƳ ǘƻ ŘŀŘΣ 
Χ ǎƘŜ ŘƛŘ ƛǘ ƘŜǊǎŜƭŦ ŀƴŘ ǘƘŀǘ ǿŀǎ ǘƘŜ ŦƛǊǎǘ ǘƛƳŜ ǎƘŜΩŘ ŀŘƳƛǘǘŜŘ ǘƻ ŀƴȅōƻŘȅ ǘƘŀǘ ŘŀŘ ǿŀǎ ǊŜǎǇƻƴǎƛōƭŜ 
for ǎƻƳŜ ƻŦ ƛǘΩ ό/¸t ²ƻǊƪŜǊύΦ    

At the time of the Evaluation interviews with the family, the court reports had all recommended that 
the children should live full-time with their mother, although the court hearing was still pending. The 
older child had resumed contact with her mum and their relationship was being rebuilt. However, 
both workers felt the family required in-depth, court-mandated therapeutic work. Mum described 
changes in her parenting and in her youngest child: 

ΨƛǘΩǎ ƘŜƭǇŜŘ ƳŜ ōŜ ŀ ōŜǘǘŜǊ ƳǳƳ ǘƻ ǘƘŜ ŎƘƛƭŘǊŜƴ ŀƴŘ ƘŜƭǇŜŘ ƳŜ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜƳ ŀƴŘ ǿƘŀǘ ǘƘŜȅΩǾŜ 
been through more.  L ǘƘƛƴƪ ǎƘŜΩǎ ώƳȅ ŘŀǳƎƘǘŜǊΩǎϐ ǎǘŀǊǘƛƴƎ ǘƻ ǊŜƭŀȄ ŀ ƭƛǘǘƭŜ ōƛǘ ƳƻǊŜ ǿƛǘƘ ƳŜΦ {ƘŜΩǎ 
ǾŜǊȅ ǇƻǎƛǘƛǾŜ ŀƴŘ ǎƘŜΩǎ ŘŜŦƛƴƛǘŜƭȅ ǎǘŀǊǘƛƴƎ ǘƻ ƻǇŜƴ ǳǇ ŀƴŘ ǘŀƭƪ ƛŦ ǎƘŜΩǎ Ǝƻǘ ǇǊƻōƭŜƳǎΣ ǎƻ ǘƘŀǘΩs really 
ƎƻƻŘΦΩ   

Contact issues often prevented women from feeling able or confident to move on from the service 
and the service was able to respond to requests for ongoing support:  

ΧL ŎŀƳŜ ǘƻ ǘƘŜ ŜƴŘ ƻŦ ŀƭƭ ǘƘŜ ƎǊƻǳǇǎ ŀƴŘ ŜǾŜǊȅǘƘƛƴƎ L Ŏŀƴ ŘƻΣ ōǳǘΧL ŘƛŘƴΩǘ ǊŜŀƭƭȅ ǿŀƴǘ ǘƻ ōŜ ƪƛƴŘ ƻŦ 
ƭŜŦǘ ƛƴ ǘƘŜ ƭǳǊŎƘ ŀǘ ǘƘŜ ƳƻƳŜƴǘΧ ŀƴŘ ώǿƻǊƪŜǊϐ ǎŀƛŘ ŀōƻǳǘΧǘƘŜ ǇŜŜǊ ƳŜƴǘƻǊΦ  Χ ǘƘŜȅΩǊŜ ǾŜǊȅ 
supportive because it helps me realise a lot of things as well.   (Mother, Case Study 1) 

 

8.6.3 Key features of the SLCDP service  

Regular and responsive input: Women and practitioners talked about the importance of regular 
contact and the ability to get in touch on an ad-hoc, as needed, basis. Again, much of this support 
focussed on issues arising from ongoing court cases around contact or was requested following 
contact visits or court appearances as Case Study B demonstrates. 

Co-ordination and continuity: Several practitioners talked about the value of being able to offer 

multiple programmes within the same service, which they felt lead to smoother transitions between 

programmes and deeper relationships with mothers: 

ΧŀƴŘ ǿƘŀǘΩǎ ǿƻǊƪŜŘ ǿŜƭƭ ƛǎ ƪƴƻǿƛƴƎ ǘƘŀǘ ǎƘŜΩǎ ƴƻǘ ƻƴ ƘŜǊ ƻǿƴΣ that she can get that support 
ǘƘǊƻǳƎƘ ŘƛŦŦŜǊŜƴǘ ǇŀǊǘǎ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜ ōǳǘ ǎƘŜΩǎ ƴƻǘ ƘŀǾƛƴƎ ǘƻ ƭŜŀǾŜ ǘƘŜ ǎŜǊǾƛŎŜ ǘƻ ƎŜǘ ƛǘΧ 
(Practitioner, Case Study 4) 

The ability to seek advice from colleagues and the possibility of mobilising other parts of the service 

when new issues emerged in a case was identified as a particular strength of the model, that 

improved the quality of service provided to families: 

ΧƳȅ Ƴŀƛƴ ŦƻŎǳǎ ƛǎ ǘƘŜ ŎƘƛƭŘǊŜƴΣ ōǳǘ ƛŦ L ƛŘŜƴǘƛŦȅΣ ǘƘǊƻǳƎƘ ǘƘŜ ŀǎǎŜǎǎƳŜƴǘǎΣ ǘƘŀǘ ŀŎǘǳŀƭƭȅΣ L ǘƘƛƴƪ ǘƘŜ 

parent needs support, then I can either take it back to the team, for example, and say, I think an Idva 

support might be helpful here, or it might be that I can advocate for the Pathway to Progress Group 

ŀƴŘ ǘŀƭƪ ŀōƻǳǘ ǘƘŜ ōŜƴŜŦƛǘǎ ƻŦ ǘƘŀǘΣ ǎƻ ǘƘŜǊŜΩǎ ǎǳǇǇƻǊǘ ƛƴ ƳǳƳΩǎ ƻǿƴ ǊƛƎƘǘ. (Practitioner, Case Study 

4).  

Impact of Covid-19 on Delivery: Tensions were experienced in delivering a family-focused service 

during the pandemic. The lockdown interrupted several interventions, particularly those for or 
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involving children. As noted elsewhere in this chapter, younger children especially missed the face-

to-face contact with a worker:  

ΧǘƘŜ ƻƴƭȅ ǘƘƛƴƎ ǿŀǎ L ǿƻǳƭŘ ƭƛƪŜ ǘƻ ƘŀǾŜ ǎŜŜƴ ƘŜǊ ώǘƘŜ ǿƻǊƪŜǊϐ ƘŜǊŜΦ .ǳǘ /ƻǊƻƴŀ ƳŜŀƴǘ ǎƘŜ ŎƻǳƭŘƴΩǘ 

come to see us anymore. (Younger child, Case Study 5) 

On the other hand, as noted in Case Study A above, both the parent and the practitioner felt that a 

young person had benefitted from support being delivered online. One worker also noted that 

online delivery reduced the time associated with offering support ΧƛŦ LΩŘ ƎƻƴŜ ŀƴŘ ǾƛǎƛǘŜŘΣ ǘƘŜ ŦŀŎǘ 

ǘƘŀǘ ǘƘŜȅΩǊŜ ƴƻǘ ŜǾŜƴ ƛƴ Ƴȅ ŀǊŜŀΣ ǘƘŀǘ ǿƻǳƭŘ ƘŀǾŜ ōŜŜƴ ŀ ǿƘƻƭŜ ƳƻǊƴƛƴƎ ƻǳǘΣ ƎƻƛƴƎ ǘƘŜǊŜΣ ŘƻƛƴƎ ǘƘŜ 

session and coming back.  (Practitioner, Case Study 5) 

Resourcing: In contrast, another practitioner felt that Covid-19 had exacerbated resourcing issues, 

which prevented her from doing as much therapeutic work with children as she would have liked. 

High caseloads meant that, once she knew children were safe and parents were being supported, 

she needed to move on to work with other families experiencing safety and safeguarding issues.  

This sense of needing to move people on to create capacity was echoed by one parent:  

L ŘƻƴΩǘ ǘƘƛƴƪ Ƴȅ ŎƘƛƭŘǊŜƴ ǿŜǊŜ ǉǳƛǘŜ ǊŜŀŘȅ ǘƻ ƭŜŀǾŜ ōŜŎŀǳǎŜ ǘƘŜȅΩŘ ƳŀŘŜ ǎǳŎƘ ŀ ƭƻǾŜƭȅ ŎƻƴƴŜŎǘƛƻƴ 

ǿƛǘƘ ώǿƻǊƪŜǊϐΧ ǘƘŜ ǇŀƴŘŜƳƛŎ ƛƴǘŜǊǊǳǇǘƛƴƎΣ ŀƴŘ L ǳƴŘŜǊǎǘŀƴŘ ǘƘŜȅ ōŜŎŀƳŜ ŎƻƳǇƭŜǘŜƭȅ ǎǿŀƳǇŜŘ ǿƛǘƘ 

people that needed the help.  So, anybody that they probably could move off, they maybe did. 

(Mother, Case Study 5) 

A second practitioner talked about how staff turnover followed by lockdown severely delayed the 
delivery of any direct work with children in one family, the impact of which was compounded by 
poor communication. This left both mother and her child feeling severely let down by the service: 

Χƛǘ Ƙŀǎ ōŜŜƴ ǾŜǊȅ ƻƴ ŀƴŘ ƻŦŦ ŀƴŘ ƛǘ Ƙŀǎ ōŜŜƴ ǉǳƛǘŜΣ L ǿƻǳƭŘ ǎŀȅΣ ƛǘΩǎ ōŜŜƴ ŀŎǘǳŀƭƭȅ ǉǳƛǘŜ ŘƛǎǊǳǇǘƛǾŜ ǘƻ 

ώƳȅ ŘŀǳƎƘǘŜǊϐΦ  L ŘƻƴΩǘ ǘƘƛƴƪ ƛǘΩǎ ōŜŜƴ ŀ ǇŀǊǘƛŎǳƭŀǊƭȅ ǇƻǎƛǘƛǾŜ ŜȄǇerience in some respects because 

ǎƘŜΩǎ ōŜŜƴ ƭŜǘ Řƻǿƴ ŀ ŦŜǿ ǘƛƳŜǎΦ  !ƴŘ ǎƻƳŜ ƻŦ ǘƘƻǎŜ ǘƛƳŜǎ ƘŀǾŜƴΩǘ ōŜŜƴ ŀŎǘǳŀƭƭȅ ŎƻƳƳǳƴƛŎŀǘŜŘ 

ǿƛǘƘ ƳŜΧ (Mother, Case Study 6) 

8.6.4 Case Study Outcomes and mechanisms of change  

Benefits experienced by children: Parents, professionals and children themselves reported a range of 
benefits. In several cases, parents and workers described children developing greater understanding 
of their feelings and the ability and confidence to articulate their thoughts.  

{ƻΣ ƘŜΩǎ ǊŜŀƭƭȅ ƛƴ ǘƻǳŎƘ ǿƛǘƘ Ƙƻǿ ƘŜ ŦŜŜƭǎ ŀƴŘ ǎŀƛŘ ƭƛƪŜΣ ȅŜǎΣ L ǿƛƭƭ Řƻ ƛǘ ƻǊ ƴƻΣ L ǿƻƴΩǘΦ  So, because we 

ǿŜǊŜ ǾŜǊȅ ŎƻƴǘǊƻƭƭŜŘ ŀǎ ǿŜƭƭΣ ǎƻ ǿŜ ŘƛŘƴΩǘ ƘŀǾŜ ƳǳŎƘ ǾƻƛŎŜΣ ŀƴȅ ƻŦ ǳǎΦ  {ƻΣ ƴƻǿ ώǎƻƴΩǎϐ ƭƛƪŜΣ ȅƻǳ ƪƴƻǿ 

ǿƘŀǘΣ LΩƳ ǿŀǊƳƛƴƎ ǳǇ ŀ ƭƛǘǘƭŜ ōƛǘΦ (Mother, Case Study 4)  

Children also experienced improvements in mood, sleep, physical health and reductions in fear and 
anger. Parents and children themselves noticed improvements in behaviour and reported using 
constructive coping strategies to deal with stressful situations:  

I Řƻ ƎŜǘ ŀƴƎǊȅΣ ōǳǘ LΩƳ ŀ ƭƛǘǘƭŜ ōƛǘ ōŜǘǘŜǊΦ  ̧ ŜǎΣ LΩƳ ŀ ƭƛǘǘƭŜ ōƛǘ ōŜǘǘŜǊΦ  LǘΩǎ ƳƻǊŜ ǿƘŜƴŜǾŜǊ ƭƛƪŜ 
somebody calls me names. .ŀŎƪ ƛƴ Ƴȅ ƻƭŘ ǎŎƘƻƻƭ LΩŘ ƴƻǊƳŀƭƭȅ ǇǳƴŎƘ ǘƘŜƳΦ (Child, Case Study 4) 

There was also evidence, as shown in Case Study A, of children successfully navigating key 
transitions in schooling: 
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ΧǎƘŜΩǎ ŀ ƭƻǘ ƳƻǊŜ ƘŀǇǇƛŜǊΧǎƘŜ ǎǘŀǊǘŜŘ ƘƛƎƘ ǎŎƘƻƻƭ {ŜǇǘŜƳōŜǊ ŀƴŘ ǿŜƴǘ ƛƴǘƻ ǘƘŀǘΣ ŀƴŘ ǘƘŀǘΩǎ ŀƭƭ 
ōŜŜƴ ŀ ǇƻǎƛǘƛǾŜΧ ǿƘŜǊŜŀǎ ōŜŦƻǊŜΣ ǎƘŜ ǿŀǎ ƭƛƪŜΣ ǎƘŜ ŘƛŘƴΩǘ ƘŀǾŜ ƘŀǊŘƭȅ ŀƴȅ ŦǊƛŜƴŘǎ ŀƴŘ ǎƘŜ ǿŜǊŜƴΩǘ 
ƘŀǇǇȅΣ ŀƴŘ ǎƘŜ ǿŀǎ ŀƭǿŀȅǎ ƛƭƭΦ  .ǳǘ ǘƘŜǊŜΩǎ ƴƻƴŜ ƻŦ ǘƘŀǘ ƴƻǿ ŀƴŘ ǎƘŜΩǎ ƳŀƪƛƴƎ ƴŜǿ ŦǊƛŜƴŘǎ ŀƴŘ 
ƎŜǘǘƛƴƎ ŀ ōƛǘ ŎƘŜŜƪȅ ŀǎ ǿŜƭƭΧ (Mother, Case Study 2) 

Mothers reported the benefits of realising that they were Ψƴƻǘ ŀƭƻƴŜΩ and attributed this to the 
service in general but also the Grow Together group intervention: 

ΧƘƻǿ ǿŜΩǾŜ ǘŀƭƪŜŘ ŀōƻǳǘ ƛǘΣ ŀƴŘ Ƙƻǿ ƛǘ ƛǎ ƻƴ ǘƘŜ ƳŜŜǘƛƴƎǎΣ ƛǎ ǊŜŀƭƭȅΣ ǊŜŀƭƭȅ ƎƻƻŘΣ ƛǘΩǎ ǾŜǊȅ ǇƻǎƛǘƛǾŜΦ  
LǘΩǎ ǾŜǊȅΣ ȅƻǳ ƪƴƻǿΣ ǘƘƻǳƎƘǘ ǇǊƻǾƻƪƛƴƎ ŀǘ ǘƛƳŜǎ ŀƴŘ ƛǘ Ŏŀƴ ōŜ ǉǳƛǘŜ ǎƻǊǘ ƻŦ ǳǇǎŜǘǘƛƴƎ ŀǎ ǿŜƭƭΧ!ƴŘ 
ȅƻǳΩǊŜ ǘƘŜǊŜ ǿƛǘƘ ƭƛƪŜ-minded people that have been through similar situations.  (Mother, Case 
Study 6) 

Parents reported engaging in self-reflection and discovery as a result of the support they had 

received which in turn led to greater awareness about how the abuse and their own feelings may 

have affected their children: 

ΧōŜŎŀǳǎŜ ǘƘŜ ǎǳǇǇƻǊǘ L ǊŜŎŜƛǾŜŘ ŀƴŘ ǘƘŜ ǎǳǇǇƻǊǘ ǘƘŜ children received, ΧL ƘŀǾŜ ƳƻǊŜ ƪƴƻǿƭŜŘƎŜ 
ƴƻǿΣ ōŜŦƻǊŜ L ŘƛŘƴΩǘ ƘŀǾŜΧ just understanding - ΧǘƘŜƴ L ŘƛŘ ǘƘŜ ŎƻǳǊǎŜΧ- that impact was on the 

children as well.  {ƻΣ L Ŏŀƴ ǎŜŜ ǘƘŀǘ ƳƻǊŜ ŎƭŜŀǊΦΦΦŀƴŘ ƛǘΩǎ Ƨǳǎǘ ŜŀǎƛŜǊ ǘƻ ŘŜŀƭ ǿƛǘƘ ǘƘŀǘ ŀǎ ǿŜƭƭΦ  (Mother, 
Case Study 4) 

Women and practitioners reported positive impacts on the amount and style of communication 

between mothers and children, particularly in regard to talking about the abuse that they had all 

experienced. This enhanced communication had a positive effect on ƳƻǘƘŜǊǎΩ ŀōility to manage their 

ŎƘƛƭŘǊŜƴΩǎ ōŜƘŀǾƛƻǳǊ and enabled children to gain greater insight and develop empathy for their 

mothers:  

ŀŦǘŜǊΧŀ ŦŜǿ ǎŜǎǎƛƻƴǎ ǿƛǘƘ ƘƛƳΣ L ŘƻƴΩǘ ƪƴƻǿ ǿƘŀǘ ŜȄŀŎǘƭȅ ǎƘŜ ŘƻƴŜΣ ōǳǘ ƘŜ ōŜŎŀƳŜ ƭƛƪŜΣ hYΣ L 
see.  {ƻΣ ƛǘΩǎ ƪƛƴŘ ƻŦ ƭƛǎǘŜƴƛƴƎ ǘƻ Ƴȅ ǎƛŘŜ ŀǎ ǿŜƭƭΣ ƛƴǎǘŜŀŘ ƻŦ ƭƛƪŜΣ ƴƻΣ ȅƻǳΩǊŜ ǿǊƻƴƎΦΦΦǘƘŜƴ ǿŜ ƪƛƴŘ ƻŦ 
manage to have a conversation. (Mother, Case Study 4)  
 

уΦт !ŘǾƻŎŀŎȅ ǿƛǘƘ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ ŀƴŘ hǘƘŜǊ {ŜǊǾƛŎŜǎ 

A high portion of families had been referred to the servicŜ ōȅ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ ό/{/ύΣ ŜǎǇŜŎƛŀƭƭȅ 
in Norwich. A small number of interviewees described the support provided by SLCDP workers whilst 
they were on a Child Protection plan. Representation and support at meetings such as case 
conferences was welcome. For example, the mother in Case Study 1, who had one child living away 
from home and the other on a child protection plan, praised the support provided by the CYP worker 
in contacting social workers, attending conferences and supporting her children individually. 
!ƴƻǘƘŜǊ ǎŀƛŘ ǎƘŜ ƛƴƛǘƛŀƭƭȅ ŦŜƭǘ ǘƘŀǘ ǎƘŜ ƘŀŘ Ψƴƻ ŎƘƻƛŎŜΩ in attending the Pathways to Progress course 
online, however, she was pleased when the group worker offered to attend child protection 
conferences alongside her, and to update CSC on her progress:  

ΧǎƘŜ ǎŀƛŘ ōŜŎŀǳǎŜ LΩve got so much good to say about you [name] that you co-operate and youΩve 
got so much to say about your kids and your involving yourself so much I think it could help you out 
(Survivor 24, West Sussex) 

Two women, both participants in the West Sussex online Pathways to Progress group, described 
feeling compelled to participate in interventions, reflecting staff concerns around compliance being 
driven by CSC involvement as reported in Chapter 7:    

ΧōŜŎŀǳǎŜ ƭƻǘǎ ƻŦ ƛǘΩǎ ŘƻƴŜ ǘƘǊƻǳƎƘ ƭƛƪŜ ǘƘŜ ŎƻǳǊǘ ŀƴŘ {ƻŎƛŀƭ {ŜǊǾƛŎŜǎΦ {ƻ LΩƳΣ ōŀǎƛŎŀƭƭȅΣ ǘƻƭŘ ǿƘat work 
I need to be doing. (Focus Group 1, West Sussex) 
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Other interviewees had been referred after addressing DVA as part of their child protection plan. 
One interview participant was concerned about emotional abuse from her ex-partner during contact 
visits and noted that her SLCDP worker was contacting CSC on her behalf. In contrast, others 
ŘŜǎŎǊƛōŜŘ ŦŜŜƭƛƴƎ ΨǘŜǊǊƛŦƛŜŘΩ about any future involvement of CSC. For example, one mother whose 
ŎƘƛƭŘΩǎ ōŜƘŀǾƛƻǳǊ ƘŀŘ ǇǊƻƳǇǘŜŘ ŀ ǎŀŦŜƎǳŀǊŘƛƴƎ ǊŜŦŜǊǊŀƭ ǿŀǎ ǊŜŀǎǎǳǊŜŘ ǿƘŜƴ ƴƻ ŦǳǊǘƘŜǊ /{/ 
involvement was deemed necessary due to the service working with the family.  

In some cases, CSC services, including support for disabled children, were delivered by CSC 
practitioners alongside the SLCDP service. One mother, who was supported by the Complex Needs 
Idva, felt it was appropriate that she received support from the service for herself while her children 
received CSC support:  

L ŦŜŜƭ L ƴŜŜŘ ǘƘŀǘ ǘƘƛƴƎ ŦƻǊ ƳȅǎŜƭŦΧ¢ƘŜ ŎƘƛƭŘǊŜƴ ƘŀǾŜ Ǝƻǘ ǘƘŜ ǎǳǇǇƻǊǘ ƻŦ ǇŀǊŜƴǘ ǎǳǇǇƻǊǘ ŀƴŘ 9ŀǊƭȅ 
Help. (Survivor 10, Norwich) 

Staff also supported survivors to access other services. Some had received external support with 
housing issues including accessing social housing, information on grants and financial support and 
practical support to assist a move to new accommodation.  Other agencies staff liaised with included 
ǘƘŜ ǇƻƭƛŎŜΣ /!C/!{{Σ ǎŎƘƻƻƭǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎƻŎƛŀƭ ŎŀǊŜ όsee Chapter 9).   

As noted in Case Study B above, SLCDP support and advice throughout court proceedings were also 
welcomed: 
 
I felt really bad because I was just like, okay, youΩre just sitting there, but it was just the fact that I felt 
ǎǳǇǇƻǊǘŜŘΧ ȅƻǳ ŘƻƴΩt really find that in, in many other organisations. (Survivor 17, West Sussex) 
 
The reassurance and legal expertise of workers were appreciated and some noted that the 
discussion of available legal options gave sense of security and safety, even if they did not plan to 
use them immediately. 
 

8.8 Further support survivors wanted from the service 

More support for children was a common response from survivors, many of whom were interviewed 

whilst their children were on a waiting list for support from the service.  Some children had not been 

offered support due to lockdown, long waiting lists or due to their age ς either being too young  

(pre-school age) or too old to receive support from the service, including older teenagers (over 17 

year of age) who were being violent. Survivors expressed concern about needing support with 

potential issues in the future, particularly with regard to upcoming court processes and contact with 

ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ŦŀǘƘŜǊκǇŜǊǇŜǘǊŀǘƻǊΦ  

Others noted that their children needed more specialist mental health support and some survivors 

also said they wanted more mental health support for themselves, such as counselling. The Recovery 

Groups were valued by survivors ς and those who had completed all the recovery groups expressed 

a desire to attend more courses, to meet others and continue their journey. Some were 

apprehensive about no longer receiving support from the service:  

ΧLΩm coping with my depression and I feel that, you know, itΩs like spring, I started to grow [laughs] 

but the group is over. (Focus Group 1, Norwich) 

In some cases, survivors were still receiving support from the service at the point of interview and 
some were experiencing difficulties which were not yet resolved, for example, in ongoing child 
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custody legal procedures,  or with legal or financial issues, usually related to housing or divorce. In 
some instances, this was beyond the remit of the SLCDP and survivors had been signposted to other 
relevant services, in other cases, SLCDP staff continued to provide a service. 
 

8.9 Next Steps  

When asked to reflect on their feelings about the future, most participants reported feeling 
ŎƻƴŦƛŘŜƴǘ ŀƴŘ ƻǇǘƛƳƛǎǘƛŎ ŀōƻǳǘ ǘƘŜƛǊ ƻǿƴ ŀƴŘ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ǇǊƻǎǇŜŎǘǎΦ ¢ƘƻǎŜ ǿƘƻ ŦŜƭǘ ƭŜǎǎ 
optimistic reported feeling fearful about starting afresh, leaving their homes, or leaving their 
partner. Uncertainty about where women might be placed when applying for housing was described 
ŀǎ Ψŀ ǊŜŀƭƭȅ ǎŎŀǊȅ ǇǊƻǎǇŜŎǘΩ, particularly considering previous experiences of isolation within their 
abusive relationships. Awaiting outcomes of pending court decisions meant some women felt 
ƛƴǎŜŎǳǊŜ ŀƴŘ ΨǎǘǊŜǎǎŜŘΩ about their future.   
 
Some interviewees stated that they were planning to volunteer with the service as a peer mentor in 
future. One Sussex survivor was about to commence volunteering as a peer supporter in online 
groups and had recently completed training to do this. This was completed online due to the 
pandemic and she had found this difficult, due to a lack of group support and the difficult nature of 
the topics. One Norwich survivor was currently volunteering as a supporter on the Freedom Course, 
and was planning to progress to being a peer mentor when this was possible. She described the 
ǘǊŀƛƴƛƴƎ ŀǎ άōǊƛƭƭƛŀƴǘέ ŀƴŘ summarised her motivation thus: 

I really want to volunteer to give something back, just ōŜŎŀǳǎŜ ƻŦ ŀƭƭ ǘƘŜ ǎǳǇǇƻǊǘ ŀƴŘ ƘŜƭǇ LΩǾŜ ƘŀŘΦ  
(Survivor 11, Norwich) 
 
8.10 Survivor Outcomes 
 
In this section, we report findings on outcomes captured from the measures (see Appendix 2) 

completed at three or four time-points by survivors and children.36 

Sample Characteristics T1-T2  

Of the 188 of survivors who completed outcome measures at T1, 88 also completed an outcome 

measure at T2, a 53% attrition rate. In this sample, 58 (66%) were from West Sussex and 30 (35%) 

were from Norwich. The majority of the sample at T2 were white British (73% n=64), 6% were white 

other, 5% were Black/British/ African/Caribbean and 4% were from another ethnic group (10 

missing). Most survivors were aged between 30 and 49 (73%), with an age range from 18 to 69. Most 

(74%) had a child under 18 and a third (33%) had a complex need. The majority received one 

intervention (63%) and 30% had received two although, as mentioned previously, due to the flexible 

and fluid approach to addressing need, it was sometimes difficult to separate out the different forms 

of support received. Only four survivors who completed evaluation outcome measures at T1-T2 had 

an unplanned exit, which is lower than found in the Insights monitoring data and may indicate 

survivors who were engaged in the service were more willing to complete outcome measures at T2 

or that survivors who disengaged did so before T2 data collection. We compared survivors who only 

completed a T1 outcome measure to those who completed subsequent measures. Younger survivors 

and survivors who reported greater child contact issues in the safety questionnaire were slightly less 

likely to complete subsequent outcome measures   

 
36 The Alabama Parenting Questionnaire was used to measure positive and negative parenting styles however 
the very low number responses received from survivors and perpetrators prohibited analysis of the findings.    
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TI-T2 Outcome Findings for Survivors  

Safety at T2 (12 weeks from T1 baseline) 

The findings reported in Chapter 7 showed that at T1 a substantial minority of survivors reported 
feeling safe none of the time/rarely in their homes, neighbourhoods and to a lesser extent online. A 
high proportion of survivors at T1 felt it was safe for their children to have contact with their father 
none of the time/rarely or only sometimes. However, most survivors reported that they did know 
where to go for help often/all of the time. We wanted to know whether survivors reported improved 
safety and knowledge about help-seeking at T2.     

Survivors reported improved safety for each question, and this was statistically significant for five 
out of six safety questions using the Wilcoxon Signed Ranks test, although all had small effect sizes 
(see Table 8.2 /Appendix 8). For example, in respect of the question I have felt safe, 85 survivors 
responded to this question at both T1 and T2, of these, 20 demonstrated a positive change, 57 
demonstrated no change, and 8 demonstrated negative change, which was statistically significant (z 
= 2.758, p = <.006) although the median change was 0. Similarly, for the question My home felt safe 
and secure, 84 survivors responded to this question at both T1 and T2, of these, 24 demonstrated a 
positive change, 52 demonstrated no change, and 8 demonstrated negative change, which was 
statistically significant (z = 2.803, p = <.005). For those who answered the question I have felt that it 
is safe for my children to spend time with their father (n=65), 15 reported a positive change, 43 no 
change and for 7 there was a negative change (z=1.975,p=<0.048).   

The only question that was not statistically significant for positive change was I know where to go for 
help when needed probably due to high level of awareness at T1 (76% answered often/all of the time 
at T1 rising to 86% at T2).  

Coping and Confidence at T2  

The T1 findings reported in Chapter 7 showed that a substantial minority of survivors reported a 
range of coping and confidence issues, this included feeling they were never/rarely: in control of 
their lives; able to deal with everyday life; or able to cope if things went wrong.  

At T2, survivors showed some improvements on most (9/11) of the coping and confidence questions, 
although this was only statistically significant for four questions using the Wilcoxon Signed Ranks 
test (see Table 8.3, Appendix 8).  The notable examples of change included I have felt in control of 
my life: 83 survivors responded to this question at both T1 and T2, of these, 31 demonstrated a 
positive change, 42 demonstrated no change, and 10 demonstrated negative change, a statistically 
significant median increase from T1 to T2 (z = 3.15, p = <.002). Similarly, I have been able to get a 
ƎƻƻŘ ƴƛƎƘǘΩǎ ǎƭŜŜǇ also showed a statistically significant median increase from T1 to T2 (z = 2.305, p = 
<.021): 71 answered this question with 23 showing a positive change, 40 no change and for 8 there 
was a decrease. For I have been able to recognise if other people have been behaving abusively, 81 
survivors responded to this question at both T1 and T2, of these, 21 demonstrated a positive change, 
52 demonstrated no change, and 8 demonstrated negative change, a statistically significant median 
increase (z = 2.601, p = <.009). The last area of significant change was for I have known that I was not 
responsible for the abuse that happened to me where 23 of the 83 who answered reported a positive 
change, for 52 there was no change and 8 demonstrated negative change (z=2.25, p = <.0024). 

¢ǿƻ ǉǳŜǎǘƛƻƴǎ ǎƘƻǿŜŘ ǾŜǊȅ ƭƛƳƛǘŜŘ ŎƘŀƴƎŜΦ ΨL ƘŀǾŜ ōŜŜƴ ŀōƭŜ ǘƻ ƳŀƴŀƎŜ Ƴȅ ǳǎŜ ƻŦ 
ŀƭŎƻƘƻƭκƳŜŘƛŎŀǘƛƻƴκ ŘǊǳƎǎΩ ǎƘƻǿŜŘ ƭƛǘǘƭŜ improvement, although response rates for this question 
ǿŜǊŜ ƭƻǿΦ {ƛƳƛƭŀǊƭȅΣ ΨL ƘŀǾŜ ƎƻƻŘ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ Ƴȅ ŎƘƛƭŘǊŜƴΩΣ ŀƭǎƻ ǎƘƻǿŜŘ ƭƛƳƛǘŜŘ positive 
change, due to very high positive responses at T1. 
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Mental Wellbeing at T2 

A single wellbeing score was derived from the answers to the seven wellbeing (SWEMWBS) 
questions. Raw scores were transformed into a metric score using the SWEMWBS conversion table.  

A total of 77 survivors completed the SWEMWBS at both T1 and T2. The mean score at T1 was 21.55 

and this rose to 22.68 at T2, an increase of 1.13 (t (76) = -2.130, p=.036), although this did not reach 

statistical significance. This is still lower than the national average for women of 23.6 (Ng Fat et al., 

2011) but does show an improvement in self-reported wellbeing. Survivors with complex needs 

reported slightly lower wellbeing scores compared to those without multiple needs, although this 

was not a statistically significant mean difference (22.1380 compared to 22.8938 respectively).  

¢ƘŜ {²9a².{ Ŏŀƴ ŀƭǎƻ ōŜ ŎŀǘŜƎƻǊƛǎŜŘ ǳǎƛƴƎ ΨŎut scoresΩ ǿƘƛŎƘ ŘƛǾƛŘŜ ǎŎƻǊŜǎ ƛƴǘƻ ΨǇǊƻōŀōƭŜ 
ŘŜǇǊŜǎǎƛƻƴΩΣ ΨǇƻǎǎƛōƭŜ ŘŜǇǊŜǎǎƛƻƴΩΣ ΨŀǾŜǊŀƎŜ ƳŜƴǘŀƭ ǿŜƭƭōŜƛƴƎΩ ƻǊ ΨƘƛƎƘ ƳŜƴǘŀƭ ǿŜƭƭōŜƛƴƎΩ37. Figure 
уΦм ǎƘƻǿǎ ǘƘŀǘ ǎǳǊǾƛǾƻǊǎΩ ǿŜƭƭōŜƛƴƎ ƘŀŘ ƛƳǇǊƻǾŜŘ ŀǘ ¢н ǿƛǘh more survivors in the average mental 
wellbeing group and fewer in the probable depression category. 

 

Figure 8.1 Mental Wellbeing at T1 and T2 

 

 

Physical Health at T2 

At T2, there was significant drop off in completion of the EQ-5D-3L health questionnaires used for 

the study, which did not show any significant improvement (see Table 8.5, Appendix 8). However, 

there was a 2% change in the scores between T1 and T2 and the visual analogue scale (VAS 

thermometer) also showed positive change between T1 and T2. The VAS is easier to complete and 

asks the participant to indicate how their health is today on a scale of 1-100, rather than the five 

health-state questions of the EQ-5D-3L questionnaire.  

The results at T2 were significantly lower compared with accepted UK population norms for the 

Adult EQ-5D-3L, indicating that service users across all time points are experiencing health states 

worse than the general population.   

 
37 https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs/using/howto/ 
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{ǳǊǾƛǾƻǊǎΩ ǎŜƭŦ-reports on improvements in their safety, coping and confidence, wellbeing and health 
since using the SLCDP service at T2 

In addition to using tested scales, we asked survivors at T2 to self-report any improvements in their 
safety, coping and confidence, wellbeing and health since using the SLCDP service (see Table 8.2). A 
high proportion of survivors reported positive change for each area, ranging from 92% for wellbeing 
to 69% for health, even though the Adult Health EQ-5D-3L measure did not find any significant 
change. Survivors with complex needs self-reported slightly greater levels of improvements for 
safety (96%, n=24) and coping and confidence (92%, n=22) compared to survivors without multiple 
needs (84% n=48, 77% n=43 respectively). We also asked survivors who reported an improvement to 
estimate the extent to which this was due to the services they had used. Most survivors who 
reported improvements for safety, coping and confidence and wellbeing mostly (45%, 48%, 45% 
respectively) or entirely (22.5%, 18%, 15% respectively) attributed these to the service. However, 
improvements in health were seen as less attributable to the support, although 44% stated 
improvements were entirely or mostly due to the service, nearly half of survivors (47%) stated this 
was partly due to the  service and 9% stated it was mostly due to other things. 

 

Table 8.2 Improvements in safety, coping and confidence, wellbeing and health since using the 
service at T2  

Have you experienced 

improvements in 

your: 

Yes

% 

No

% 

Entirely 

due to 

the 

service 

Mostly 

due to 

the 

service 

Partly 

due to 

the 

service 

Mostly 

due to 

other 

things 

Entirely 

due to 

other 

things 

Safety (n=82*) 89 11 22.5% 44.9% 31.5% 1.1% 0% 

Coping and confidence 

(n=80) 

77 23 17.7% 47.9% 30.2% 3.1% 1% 

Wellbeing (n=80) 92 8 15.1% 45.2% 33.3% 6.5% 0% 

Health (n=59) 69 31 14.5% 29.1% 47.3% 9% 0% 

* Number of survivors who reported an improvement and also provided an attribution   
 

Outcome Findings for Survivors at T3 (6 months from T1 baseline) 

Of the 188 of survivors who completed outcome measures at T1, 57 also completed an outcome 

measure at T3, a 70% attrition rate. The sample characteristics at T1- T3 did not differ substantially 

from the sample at T1-T2, except a slightly higher age range and a higher proportion had received 

two or more interventions (47%). 

Safety at T3  

At Time 3, survivors (n=56) reported proportional increases, to varying degrees, for each of the 11 
safety questions, however this change was only statistically significant for two questions using the 
Wilcoxon Signed Ranks test (see Table 8.4, Appendix 8).   

Ψaȅ ƘƻƳŜ ŦŜƭǘ ǎŀŦŜ ŀƴŘ ǎŜŎǳǊŜΩ and ΨL ƘŀǾŜ ŦŜƭǘ ǎŀŦŜ ƳƻǾƛƴƎ ŀǊƻǳƴŘ Ƴȅ ƴŜƛƎƘōƻǳǊƘƻƻŘΩ showed 
statistically significant increase in median scores at T3, although both had small effect sizes. For 
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ŜȄŀƳǇƭŜΣ ƻŦ ǘƘŜ рп ǿƘƻ ŀƴǎǿŜǊŜŘ ΨL ƘŀǾŜ ŦŜƭǘ ǎŀŦŜ ŀƴŘ ǎŜŎǳǊŜΩ at T1 and T3, 14 had a positive 
change, 35 had no change and 5 had a decrease in median scores (z = 2.428, p = <.015).  

For responses which did not reach statistical significance, some increases in safety were indicated, 
for example, ΨL ƘŀǾŜ ŦŜƭǘ ǘƘŀǘ ƛǘ ƛǎ ǎŀŦŜ ŦƻǊ Ƴȅ ŎƘƛƭŘǊŜƴ ǘƻ ǎǇŜƴŘ ǘƛƳŜ ǿƛǘƘ ǘƘŜƛǊ ŦŀǘƘŜǊΩ showed a 9% 
increase for often/all of the time, however little change was evident in the none of the time/rarely 
ǊŜǎǇƻƴǎŜǎΦ [Ŝǎǎ ŎƘŀƴƎŜ ƻŎŎǳǊǊŜŘ ŦƻǊ ΨL ƪƴƻǿ ǿƘŜǊŜ L Ŏŀƴ Ǝƻ ŦƻǊ ƘŜƭǇ ǿƘŜƴ L ƴŜŜŘ ƛǘΩΣ ŘǳŜ ǘƻ ǾŜǊȅ ƘƛƎƘ 
positive responses at baseline. 

Coping and Confidence at T3 

At Time 3, survivors (n=55) reported improved coping and confidence in ƴŜŀǊƭȅ ŀƭƭ ŀǊŜŀǎΣ ŜȄŎŜǇǘ ΨI 
ƘŀǾŜ ƎƻƻŘ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ Ƴȅ ŎƘƛƭŘǊŜƴΩ. Overall, six of the 11 questions showed a statistically 
significant increase from T1 to T3 using the Wilcoxon Signed Ranks test (see Table 8.6, Appendix 8), 
although five had small effect sizes. The largest effect size was for the question I have felt able to 
speak about my abuse if I want to: of the 52 who answered at T1 and T3, 25 showed a positive 
change, for 22 there was no change and for 6 there was a decrease in the median score (z =3.318, p 
= <.001, d=.32). Other areas which showed a statically significant change were I have felt in control 
of my life (z =2.992, p = <.003, d=.29); I have known that I was not responsible for the abuse that 
happened to me (z =2.401, p = <.016 d=.23); I have felt able to deal with my daily life (z =2.2, p = 
<.028, d=.21); I have been confident about doing new things (z =2.172, p = <.03, d=.21);  and I have 
been able to recognise if other people have been behaving abusively (z =2.307, p = <.021, d=.22). 

Less change was found for management of alcohol and drugs (although again this had a low   
response rate) and for ΨL ƘŀǾŜ ƎƻƻŘ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ Ƴȅ ŎƘƛƭŘǊŜƴΩ (due to high scores at T1).   

Mental Wellbeing at T3  

A total of survivors completed the SWEMWBS at both T1 and T3. The mean at T1 was 20.71 and this 

rose to 23.3 at T3, a statistically significant increase of 2.54, (t(53) = -4.254, p=<.001). This is still 

lower than the national average for women of 23.6 but does show an improvement in self-reported 

wellbeing. Survivors with complex needs reported slightly lower wellbeing scores compared to those 

without multiple needs, although this was not a statistically significant mean difference (22.8370 

compared to 23.3114 respectively).   

Figure 8.2 Mental Wellbeing at T1 and T3  
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Physical Health at T3 

At T3, the EQ-5D-о[ ƘŜŀƭǘƘ ƳŜŀǎǳǊŜ ŘƛŘ ƴƻǘ ǎƘƻǿ ŀƴȅ ǎƛƎƴƛŦƛŎŀƴǘ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ǎǳǊǾƛǾƻǊǎΩ ƘŜŀƭǘƘ 

and the VAS thermometer showed a slight decline in health status (see Table 8.9, Appendix 8). The 

results at T3 were significantly lower compared with the accepted UK population norms for the EQ-

5D-3L, indicating that service users across all time points are experiencing health states worse than 

the general population.  

{ǳǊǾƛǾƻǊǎΩ self-reports on improvements in their safety, coping and confidence, wellbeing and health 
since using the SLCDP service at T3  

As at Time 2, survivors at Time 3 self-reported any improvements in their safety, coping and 
confidence, wellbeing and health since using the service (see Table 8.3). Reflecting T2 findings, the 
majority of survivors reported positive improvements for each area, ranging from 95% for coping 
and confidence to 66% for health, even though the EQ-5D-3L measure did not find any significant 
change. Survivors with complex needs self-reported slightly lower levels of improvements for safety 
(79%, n=15) and health (44%, n=7) compared to survivors without multiple needs (87.5%, n=28, 73% 
n=19 respectively). Most survivors who reported improvements either mostly or entirely attributed 
this change to the SLCDP service they had used, reiterating T2 findings. There was also some 
indication that at T3 survivors were more likely to attribute their health improvements mostly or 
entirely to the service (57.5% at T3 compared to 43.5.% at T2). 

 

Table 8.3 Improvements in safety, coping and confidence, wellbeing and health since using the 
service at T3 

Have you experienced 

improvements in your: 

Yes

%  

No 

% 

 Entirely 

due to 

the 

service 

Mostly 

due to 

the 

service 

Partly 

due to 

the 

service 

Mostly 

due to 

other 

things 

Entirely 

due to 

other 

things 

Safety (N=66)* 88 12  23.2% 41.1% 26.8% 8.9% 0% 

Coping and confidence 

(N=65) 

95 5  21.3% 45.9% 29.5% 3.3% 0% 

Wellbeing (n=67) 93 7  13.3% 48.3% 30% 8.3% 0% 

Health (n=56) 66 34  17.5% 40% 30% 10% 2.5% 

* Number of survivors who reported an improvement and also provided an attribution   

 

Outcome Findings at Service Exit for Survivors  

For 37 survivors, T2 (n=12) or T3 (n=25) outcome measures were completed at service exit. This 

section therefore combines T2 and T3 findings to provide a picture of survivor outcomes at service 

exit. However, not all survivors answered every question. Around two-thirds of this group (68%) 

were from West Sussex, 32% from Norwich.  The age range was broadly similar to the T1-T2 and T1-

T3 samples, however only 24% (n=9) had a complex need, a lower proportion than the T1-T2 sample 

of 33%, or T1-T3 of 37%, prohibiting separate analysis for this group of survivors. Due to the small 
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sample size, and the reduced proportion of survivors with complex needs, caution is required in 

interpretation of these findings.  

Safety at Service Exit  

Analysis of safety questions for T1 to end of service (n=27) using the Wilcoxon signed ranks test, 

found six areas showed statistically significant changes, with three having moderate effect sizes and 

three small effect sizes (see Table 8.10, Appendix 8).. The most significant change was for ΨL ƘŀǾŜ ŦŜƭǘ 

ǎŀŦŜ ƻƴƭƛƴŜΩΦ The only question which did not show a statistically significant change was ΨI know 

where I can go for help when I need itΩΣ and, as noted above, this was probably due to high levels of 

awareness at baseline.  

Coping and Confidence at Service Exit    

Of the 11 coping and confidence questions, four showed statistically significant improvements, all 

with small effect sizes, these were: I have felt able to deal with my daily life, I have felt able to speak 

to people about my experiences of abuse if I wanted to, L ƘŀǾŜ ōŜŜƴ ŀōƭŜ ǘƻ ƎŜǘ ŀ ƎƻƻŘ ƴƛƎƘǘΩǎ 

sleep and I felt in control of my life (see Table 8.11, Appendix 8). However, one item regarding drug 

and alcohol use was only answered by 17 survivors.   

Mental Wellbeing at Service Exit  

Wellbeing increased significantly from T1 to service exit for the 28 survivors who had valid scores at 

both time points, with a change in the mean SWEMBS score from 21.28 to 24.1 (df(27), t =-2.604, 

p=<0.015), indicating that most had average mental wellbeing at the end of service use. Although, as 

already stated, very few survivors with complex needs completed the end of support outcomes and 

this may have impacted on the wellbeing scores.    

Physical Health at Service Exit  

Analysis of the EQ-5D-3L for 27 matched pairs revealed an increase in self-reported health of 1.7% at 

the end of the programme, but the average score of 0.746 is significantly lower than the accepted 

UK population norm of 0.86 (see Table 8.12, Appendix 8).  

The VAS (thermometer) element of the questionnaire revealed an increase of 11.68% across the 25 

participants who completed this measure (see Table 8.12, Appendix 8). Whilst this is still lower than 

the accepted UK population norm of 82.48, this is a significant increase at the end of the 

programme.  

Survivor self-reported improvements for safety, coping and confidence, wellbeing and health at 
Service Exit 

At service exit, levels of self-reported improvements for safety, coping and confidence, wellbeing 

and health were comparable to earlier time points, with health remaining the lowest at 73%. 

Attribution questions showed that 97% of those responding at this point said their coping and 

confidence had improved and for 62% this was entirely or mostly due to the service. Similarly high 

proportions attributed improvements in safety and wellbeing to the service and 47% said they had 

experienced changes in their health entirely or mostly due to the SLCDP service.   
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Table 8.4 Survivor self-reported improvements for safety, coping and confidence, wellbeing and 
health at service exit  

 Yes No  Entirely 

due to the 

service 

Mostly 

due to 

the 

service 

Partly 

due to 

the 

service 

Mostly 

due to 

other 

things 

Entirely 

due to 

other 

things 

Safety (n=35)* 86% 14%  21% 48% 24% 6.9% 0% 

Coping& Confidence 

(n=35) 

97% 3%  18% 44% 29% 6% 3% 

Wellbeing (n=35) 89% 11%  15.5% 50% 19% 15.5% 0% 

Health (n=26) 73% 27%  19% 28% 43% 10% 0% 

* Number of survivors who reported an improvement and also provided an attribution   

 

8.11 Insights Survivor DVA Outcomes at Service Exit   

Insights data for survivors with closed cases showed reductions in DVA at exit. Overall, for recorded 

responses to physical DVA escalation (total = 198), 47% reported a reduction in physical violence, a 

similar proportion (41%), showed no change and 14 survivors reported an increase in severity of 

physical DVA.  For recorded responses to sexual violence escalation (n=158), a third (35%) reported a 

reduction, 61% reported severity was unchanged and for six survivors it had increased.  In respect of 

harassment and stalking (n=204), 56% reported a decrease, 38% no change and 11 survivors 

reported an increase in severity of harassment and staking. Lastly for controlling behaviours (n=212), 

59% reported a decrease, 34% no change and 13 survivors reported an increase in severity.   

Overall, 58% of the 362 survivors had ongoing contact with the perpetrator at case closure 

compared to 36% who had no contact. The main reason for ongoing contact was due to their 

children seeing the perpetrator (40%), being in a relationship with the perpetrator (28%), or due to 

financial arrangements (12%). As interviews with survivors reported above confirmed, child contact 

arrangements were a source of ongoing concern for survivors: of the 82 survivors who reported 

continuing contact with the perpetrator due to their children, 89% reported ongoing conflict around 

child contact arrangements and 82% stated the perpetrator used contact arrangements to continue 

the abuse.     

Most survivors who lived permanently with the perpetrator at referral continued to do so at exit 

(63%), however, for those survivors who were only intermittently lived with the perpetrator at 

referral (n=18), only one third were living with the perpetrator at exit.   

8.12 /ƘƛƭŘǊŜƴΩǎ hǳǘŎƻƳŜǎ 

Children aged over 7 participating in CYP interventions completed outcome measures at baseline 
(T1), 12 weeks later (T2) and at end of service use. The paediatric health related quality of life 
measure, the Child Health Utility 9D (CHU-9D) was given to all children. To measure wellbeing, the 
Strengths and Difficulties questionnaire (SDQ) was used for children aged 11 and over, and for 
children aged 7-11, their parents complete the SDQ on their behalf. However, the very low number 
of matched responses prohibited analysis of the SDQ findings.     

At T1, 71 children completed a questionnaire, 46 (65% from West Sussex and 25 (35%) from 
Norwich, overall 55% were aged 7-10 and 45% were aged 11-17 years.   
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All children completed a child health questionnaire (CHU-9D), but there was a significant drop-off in 
the completion rate. There was no significant difference between ŎƘƛƭŘǊŜƴΩǎ scores at T1 and T2, but 
there was a change of almost 5% between T1 and T3. We cannot assume that this is representative 
of all children receiving services due to the low number of completed questionnaires, but it does 
ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜ ŎƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘƘ Ƴŀȅ ƘŀǾŜ ƛƳǇǊƻǾŜŘ ŀŦǘŜǊ ǘƘŜȅ ǳǎŜŘ the SLCDP service support.   
 
Table 8.5 Child Health Questionnaire (CHU-9D) at T1, T2 and T3 

CHU9D T1 T2 T3 

COMPLETE 71 27 12 

AVERAGE 0.814 0.815 0.859 

STDEV 0.107 0.106 0.128 

 
LƴǎƛƎƘǘǎ ŎƘƛƭŘǊŜƴΩǎ Řŀǘŀ ŀǘ ǎŜǊǾƛŎŜ ŜȄƛǘ ǊŜǇƻǊǘŜŘ ǾŜǊȅ ŦŜǿ ŎƘƛƭŘǊŜƴ ōŜƛƴƎ ŀ ǿƛǘƴŜǎǎ ǘƻ 5±! ŀǘ ŎŀǎŜ 

closure compared to levels at intake: for example, of the 132 who witnessed physical DVA at referral 

(71%), only nine children (5%) continued to witness this at exit (5%). Similarly, 152 children had 

witnessed controlling behaviour at referral (81%) but only 20 (11%) were still witnessing this form of 

DVA at exit. A similar pattern was also recorded in relation to direct child abuse, except for 

emotional abuse where 39% of the 72 children had experienced this at intake and 19%  experienced 

this form of abuse at exit. However, this figure was comprised mostly of children who were not 

recorded as experiencing emotional abuse at point of entry to the service.      

At service exit, 78 children were recorded as receiving support with safety, for 45 children (58%) this 

had greatly increased their safety and for 30 (38%) it had been slightly improved. Fewer children 

(n=59) received support for their relationships with family members, with 27 (46%) having a slightly 

improved and 20 (34%) a greatly improved relationship with their family. Among children who 

received mental wellbeing support (n=47), this had slightly improved wellbeing for 23 (49%) and for 

22 children (47%) wellbeing had greatly improved. 

 
8.13 Summary  

¶ The SLCDP pilot services were designed to address gaps in DVA support for families.  Survivors 

identified that the opportunity to receive services for their children as well as parenting support 

was a key reason for using the services, support for older children and work with perpetrators 

were also mentioned as motivating factors.  

¶ Previous barriers to DVA help-seeking identified by survivors included limited/inappropriate 

provision of DVA services, especially targeted support for childrenΣ ŀƴŘ ǎŜǊǾƛŎŜǎΩ Ǌƛǎƪ ǘƘǊŜǎƘƻƭŘǎ.  

¶ Prior to referral, some survivors reported receiving very little information about the SLCDP 

service.  

¶ A flexible service, responsive to the needs of survivors, which offered an appropriate level of 

support was valued highly. Mothers reflected positively on the range of integrated interventions 

which targeted both their own needs and the needs of their children.  

¶ All women interviewed valued their relationships with workers, feeling listened to and   

understood and that the work matched the pace that was comfortable for them.  

¶ Authenticity was important to survivors, and this was enhanced when programmes were 

delivered by those with relevant experience or expertise.  

¶ The use of creative and engaging toolkits and activities, such as Helping Hands and craft sessions 

were viewed very positively by survivors and children.  
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¶ Groupwork was highly valued enabling survivors and children to share their DVA experiences in a 

supportive environment and to recognise they are not alone. Similarly, children valued the 

realisation that DVA happened in other families. 

¶ Some barriers to service engagement were also identified including: not being able to access 

support when needed, especially for their children, due to waiting lists; staff turnover and a lack 

of evening group work sessions. 

¶ During Covid-19, survivors generally felt supported by workers through regular telephone or 

online contact, although some missed the opportunities provided by face-to-face groups and 

engagement with some children was challenging.   

¶ Most survivors reported feeling confidenǘ ŀƴŘ ƻǇǘƛƳƛǎǘƛŎ ŀōƻǳǘ ǘƘŜƛǊ ƻǿƴ ŀƴŘ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ 

prospects for the future and considered their initial goals had been met.  

¶ Mothers reported more confident parenting, understandings of the impact of the DVA for their 

children and enhanced family communication and relationships, although some still had 

concerns about child contact.     

¶ Family Case Study children experienced improvements in mood, sleep, physical health and 

reductions in fear and anger. There were examples of them successfully navigating key 

transitions in their lives.  

¶ Family Case Study practitioners described seeking ŎƘƛƭŘǊŜƴΩǎ ƻǇƛƴƛƻƴǎ ŀƴŘ ǊŜǇǊŜǎŜƴǘing their 

ǾƻƛŎŜ ƛƴ ŘŜŎƛǎƛƻƴǎ ŀōƻǳǘ ŎƻƴǘŀŎǘ ŀƴŘ ƛƴ ŎƘƛƭŘ ǇǊƻǘŜŎǘƛƻƴ ŎŀǎŜǎ ŀƴŘ ŀŘǾƻŎŀŎȅ ǿƻǊƪ ǿƛǘƘ /ƘƛƭŘǊŜƴΩǎ 

Social Care was found across the wider sample. 

¶ When asked to reflect on their feelings about the future, most survivors reported feeling 

ŎƻƴŦƛŘŜƴǘ ŀƴŘ ƻǇǘƛƳƛǎǘƛŎ ŀōƻǳǘ ǘƘŜƛǊ ƻǿƴ ŀƴŘ ǘƘŜƛǊ ŎƘƛƭŘǊŜƴΩǎ ǇǊƻǎǇŜŎǘǎΦ  

¶ Outcome measures completed by survivors showed improved safety 12 weeks from baseline 
and this was statistically significant for five out of six questions asked. {ǳǊǾƛǾƻǊǎΩ ǎŀŦŜǘȅ ŀƭǎƻ 
increased further at 6 months although changes were only statistically significant in respect of 
safety in the home and neighbourhood. Between baseline and service exit, there were moderate 
or small statistically significant improvements for all six safety questions. 

¶ Measures of coping and confidence showed improvements on most questions at 12 weeks, 
although this was only statistically significant for four of the 11 dimensions. At six months from 
baseline, improvements were found on nearly all these dimensions with change reaching 
statistical significance on six dimensions. At service exit, four of these dimensions showed 
statistically significant improvements, all with small effect sizes: dealing with daily life, speaking 
about experiences of abuse, sleeping well and feeling in control of my life. 

¶ Mental Wellbeing outcomes increased at six weeks, although this was not statistically significant. 
However, improvements in mental wellbeing at six months and service exit reached statistical 
significance.  

¶ Health questionnaires showed some positive change at 12 weeks from baseline and at service 

exit but a slight decline in health status at 6 months, all changes were not statistically significant. 

The visual analogue scale (VAS thermometer), which is easier to complete, showed positive 

change for 12 weeks and service exit and a small decline at 6 months. 

¶ {ǳǊǾƛǾƻǊǎΩ ǎŜƭŦ-reports showed substantial improvements in safety, coping and confidence, 

wellbeing and, to a lesser extent, health, since using the SLCDP service.  A high proportion of 

survivors reported this change was entirely or mostly due to their use of the service, although 

attribution of change to the service was lower for health improvements. 
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8.11 Recommendations  

¶ Positive outcomes for survivors and children suggest that a survivor-centred service, co-designed 
with survivors and delivered in a flexible and creative way provides a model for future service 
provision.   

¶ Survivors require more detailed explanation of the different support services offered with the 
SLCDP model and how they seek to support the whole family in moving on from DVA and 
recovery at point of referral.   

¶ A wide range of positive outcomes were reported by survivors and children, however increasing 
the capacity of whole family provision, including work with children, would reduce waiting times 
for support, and enable all family members to receive support when they need it. 

¶ Although online support was appropriate, and was preferred by some survivors, others require 
face-to-face contact, at least at the outset, to support relationship building.  

¶ Ongoing support with managing child contact is an area where continued or follow-up work 
might be beneficial in future whole-family work. 
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Chapter 9: Whole System Change 
 

фΦм {ǘŀƪŜƘƻƭŘŜǊǎΩ tŜǊŎŜǇǘƛƻƴǎ ƻŦ /ƘŀƴƎŜ 

The stakeholder consultation groups held in the five Roadmap sites in 2019 (see Chapter 3) were 
repeated between March and July 2020. The Covid-19 pandemic resulted in half of this second 
round of meetings being conducted remotely. It was not possible for all participants to attend both 
meetings but some were able to do so. The organisations represented by the 38 or 39 participants 
attending in 2019 and 2020 are shown in Table 3.1, Appendix 3. Organisations involved in delivering 
the Roadmap assisted the Evaluation Team in identifying key local stakeholders. Some of those 
attending represented partner organisations involved in the delivery of the Roadmap interventions 
and their views of impact may have been influenced by their role. 

Participants provided ratings of the local DVA landscape and services similar to those completed in 
2019 and below we report key changes identified and relevant issues raised in discussion. 
 
9.1.1 The Local Landscape 

In 2020, the proportion of stakeholder group participants who would be confident or very confident 
in referring a family member or friend to existing DVA services, increased from two-thirds (n=25) in 
2019 to four-fifths (n= 31) of the group, with no participants reporting a lack of confidence to do so.  

IƻǿŜǾŜǊΣ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŀǘƛƴƎǎ ƻŦ ŎƻƳƳǳƴƛǘȅ attitudes to DVA in their local communities failed to 
shift between 2019 and 2020 with most continuing to state that the local community was mixed in 
its attitudes towards DVA. Although WAFE co-ordinators interviewed noted difficulties in extending 
the recruitment of Ask Me Ambassadors (see Chapter 4), stakeholders in Sunderland, suggested that 
the number of Ambassadors needed to be substantially increased to achieve significant impact in 
this respect. Stakeholders were keen for the reach of this programme to be extended: 

ΧŦŀƴǘŀǎǘƛŎΣ ǿŜΩǾŜ Ǝƻǘ ƳƻǊŜ ǘƘŀƴ L ǘƘƛƴƪ ǿŀǎ ƻǊƛƎƛƴŀƭƭȅ ǇƭŀƴƴŜŘΣ ōǳǘ 150 people is a drop in the ocean 
ƛƴ ŀ ǇƻǇǳƭŀǘƛƻƴ ƻǳǊ ǎƛȊŜΧ (Sunderland, consultation 2) 

Nevertheless, in the ensuing discussion, participants from Surrey and West Sussex described an 
increased public awareness of DVA as a consequence of public messages and media coverage under 
Covid-19. 
 
9.1.2 Referral Pathways 

In 2019, participants in four of the five sites described referral into DVA services as sometimes 
difficult and they considered that clarity of referral pathways was lacking. This was attributed to the 
number of services operating across counties, often with different catchments and addressing 
different levels of risk. These complexities could represent a barrier for potential service users and 
other professionals. 

In 2020, group participants in Norwich and West Sussex, where the SLCDPs were new to those areas, 
considered that referral pathways to the SLCDPs still lacked clarity for many.  In West Sussex, where 
the SLCDP served different districts, boundary issues had led to Ψtoing and froing about whether 
ǘƘŜȅΦΦΦŎƻǳƭŘƴΩǘ ǘŀƪŜ ŀƴȅ ƳƻǊŜ ǊŜŦŜǊǊŀƭǎ ƛƴ ǇŀǊǘƛŎǳƭŀǊ ŀǊŜŀǎ ƻǊ ƛƴ ǇŀǊǘƛŎǳƭŀǊ ŀǊŜŀǎ ƻŦ ƛƴǘŜǊǾŜƴǘƛƻƴΩ  and 
this had resulted in Ψconfusion, possibly, then led to social workers maybe not referring so mucƘΩ 
(West Sussex, consultation 2).  However, examples were also cited of close communication between 
the SLCDP and another organisation helping to prevent delay in sending high risk cases directly to an 
Idva (Norwich, consultation 2), and increases in Ψtwo way referralΩ ό²Ŝǎǘ {ǳǎǎŜȄΣ Ŏƻƴǎǳƭǘŀǘƛƻƴ нύΦ 
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wŜǎǘǊǳŎǘǳǊƛƴƎ ƻŦ /ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ ƛƴ bƻǊǿƛŎƘ ǘƻ ƛƴǘǊƻŘǳŎŜ ŀ ǎǇŜŎƛŀƭƛǎǘ ǎǳǇǇƻǊǘ ǘŜŀƳ ǿƛǘƘ ŀ ŦƻŎǳǎ 
on DVA was envisaged as a means of improving communication and referral pathways. 

Multi-agency mechanisms for collaboration and ease of referral which were felt to be working well 
in 2020 included the Encompass scheme (Norwich, Nottingham and Surrey), the local MASH 
(Nottingham), Early Years partnerships and the Domestic Abuse Referral Team (DART) (Nottingham). 
Sunderland reported an increase in DVA referrals from GP practices and the hospital-based Idva and, 
in Surrey, GP referrals were felt to be working well in the east of the county as a result of the IRIS 
programme. 
 
9.1.3 Equal Access to Services across Sites 

tŀǊǘƛŎƛǇŀƴǘǎΩ ǾƛŜǿǎ ŀǎ ǘƻ whether DVA services in their area were equally accessible to different 
groups of women became more positive between 2019 and 2020. In 2019, 15 of the 38 participants 
disagreed or strongly disagreed with this statement while, in 2020, none did so and the majority (22 
of 39) agreed with the statement somewhat. Similarly, ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǾƛŜǿǎ ŎƘŀƴƎŜŘ ƻƴ ǘƘŜ ƛǎǎǳŜ ƻŦ 
whether DVA services were equally accessible to different groups of children and young people. In 
2019, over half (22 of 39) stakeholders disagreed that DVA services were equally accessible to 
different groups of children and young people while, in 2020, this had reduced to 14 of 39 of 
respondents. While this shift might be attributed to the SLCDP services in Norwich and West Sussex, 
there had been other positive developments with regards to services for children in both Sunderland 
and Surrey. However, in Nottingham, a participant reported that funding for children and young 
ǇŜƻǇƭŜΩǎ refuge workers had ended ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ŎŜƴǘǊŜǎ ƘŀŘ ŎƭƻǎŜŘ, emphasising the fragility of 
some services. 

In 2019, Black and minoritised women and children were identified as a group who did not always 
have equal access to DVA services and there was limited change discernible in respect of this in 2020 
although Sunderland and Surrey stakeholders both described developing plans for collaborative 
work with specialist Black and minoritised organisations. Stakeholders in Nottingham in 2020 
described an increase in referrals from Black and minoritised communities and the Black and 
minoritised refuge was considered a valuable resource, but language barriers created difficulties 
when trying to move women into more generic DVA services. Commissioning of specialist services 
for Black and minoritised women and children was an area of concern for some stakeholders in both 
2019 and 2020. A shortfall in services for women with no recourse to public funds (NRPF) continued 
to be identified in a number of sites, although Surrey and West Sussex reported new projects 
targeting this group. 

The consultation groups found particular barriers to accessing services for survivors with complex or 
multiple needs in 2019 and in 2020 this remained a theme. It was noted that Covid-19 restrictions 
might have impacted especially heavily on this group: 

ΧǿƻƳŜƴ ǘƘŀǘ ŀǊŜ ƘƻƳŜƭŜǎǎ ƻǊ ǿƻƳŜƴ ǘƘŀǘ ŀǊŜ ŘƛǎŀŘǾŀƴǘŀƎŜŘ ōȅ ŀ ƴǳƳōŜǊ ƻŦ ƻǘƘŜǊ ǘƘƛƴƎǎ ǘƻ Řƻ 
ǿƛǘƘΣ ȅƻǳ ƪƴƻǿΣ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ǘƘƛƴƎǎ ƭƛƪŜ ǘƘŀǘΣ ǿŜΩǊŜ ƴƻǘ ƘŀǾƛƴƎ ŀƴȅ ŎƻƴǘŀŎǘ ǿƛǘƘ ǘƘŜƳ ŀǘ ŀƭƭ 
ōŜŎŀǳǎŜ ǘƘŜȅ ŘƻƴΩǘ ƘŀǾŜ ǇƘƻƴŜǎ ŀƴŘ ƭŀǇǘƻǇǎ ŀƴŘ ƛtŀŘǎ ŀƴŘ ǎǘǳŦŦ ƭƛƪe that (West Sussex, consultation 
2) 

Gaps in provision for LGBTQ+ survivors also continued to be identified in 2020.  
 
9.1.4 Knowledge and Assessment of Roadmap Interventions 

In one of the WAFE sites, participants were still unclear about the differences between the Ask Me 
and Trusted Professional interventions in 2020. This lack of knowledge was attributed to less 
frequent meetings of multi-agency networks which were likely to have been affected by Covid-19 
restrictions. Knowledge of the VOICES intervention was also limited with some participants thinking 






























































































































































































































































































