Addressing domestic violence:
The Bascomb Street Surgery in transition
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“Yet another woman killed by her husband,” said Dr John Redpath with a sigh. “According to
her medical records she had been beaten for five years, been seen on several occasions by her
GP and twice attended her local A&E department, once with a badly broken arm. And yet
nobody had intervened. She slipped through the net of every authority that might have saved
her; the doctor, the hospital, social services, the police... Why does it keep happening time and
time again?” He looked up from his newspaper and realised that both of his colleagues had
stopped eating their lunches and were staring at him.
“I think what you just read out is something that should concern us all deeply,” said his
colleague, Dr Sonia Lindberg. Freddy Baker, the third doctor in the practice, remained silent.
He was the oldest and most experienced of the three doctors who shared the busy North
London practice located in Bascomb Street. John was the most recent recruit, having joined
two years ago when he moved to London in 2013. The three GPs had formed the habit of
eating lunch together whenever their schedules allowed. It gave them the chance to share
news, discuss medical developments and benefit from each other's advice about difficult cases.
“I saw a recent study,” continued Sonia, who had a tendency to lecture, “that showed that a
third of all women in the European Union have experienced physical or sexual violence at
some point in their lives, and for eight percent of those women abuse happened in the last
year. Just imagine how many of our own patients might have been victims, or are at risk?” 1
She looked at John and Freddy with her intent gaze, before she continued: “I think this is a
major issue that’s right on our doorstep. It's not just a women’s issue; any of our patients, no
matter if it’s a woman, man, child or elderly person, can be terrorised by an abusive partner,
aquaintance or care-giver,” Sonia ended firmly. “You brought up the subject, and I really think
it's time to address it seriously. We do claim to run a family clinic after all. And domestic
violence affects every person in a family – the perpetrator, the victim, and children who may
be witnesses.”

Personal experiences
Sonia’s words struck John with particular force. As a child he had been subject to regular
violence by his father. His mother and siblings had been beaten, too, but he had never talked
about it until just over a year ago at the surgery’s Christmas get-together. John had had one
drink too many and revealed his childhood experiences to his colleagues. At first he had
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sobbed because his father had just passed away, and then he had continued to cry because he
could not feel sad about it. He knew both Sonia and Freddy remembered the occasion, even
though they had never since referred to it.
“Well,” began John. “I do have a patient who has come to see me several times with bruises on
her face and arms. She doesn’t actually come to see me because of the bruises but for other
complaints; a persistent cough, pains in her pelvis. She gave birth... last year I think it was.
When I asked about the bruises, the first time she said she had fallen down the stairs in her
house. Another time she said something about an accident in the garden. She blamed her poor
eyesight and laughed it off, said she’s really clumsy without her glasses. And she sounded so
credible, but I guess this could be a classic case...”
“You’ve never asked her?” said Sonia.
“No! I felt it would be too intrusive. That I would be accusing her of lying to me. Intrusive and
insulting. Perhaps it also got too close to home. I don’t know.”
“I once asked a woman about domestic violence when she came to see me with signs of
depression and anxiety. Her son was having trouble at school,” sighed Sonia. “My gut feeling
turned out to be right. She admitted to having a violent husband but didn't want to talk about
it. I have never raised the subject with her again. I didn't quite know how to help her.”
“What about you, Freddy?” asked John. “Is your record any better?”
Freddy hesitated. “I don’t think I've ever asked any of my patients about domestic violence,”
he said slowly. “Of course, I remember some patients turning up at the surgery with
contusions or lacerations, obviously due to a ‘heated tiff'.” Freddy made air quotes. “My
feeling is that this is something people don't want to talk about. It is seen as a private issue.
Something embarrassing. Or perhaps I was the embarrassed one...”
After a deep breath Freddy continued: “I agree, it's an important topic and one we haven't
faced up to properly. So perhaps, as Sonia suggests, it is time to make this a priority and see
exactly what we can and need to do in our practice. But it's too big a subject to even begin
discussing during a lunch break.”
Freddy stood up, grabbed the pot from the brewer and poured coffee into three mugs already
placed on the table. “We could devote some time during next Thursday's practice meeting to
look at the problem and then discuss what actions we could take. Though that needs some
preparation. How on earth will we find the time for that? We're already overloaded as it is.
New demands for form filling from the Department of Health; new guidelines on what drugs
we can and can't prescribe from NICE (National Institute for Health Care and Excellence);
keeping up with the infant vaccination programme; identifying ageing patients at risk in our
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local population – and that's before we get to the task of actually seeing our patients. There
just aren't enough hours in the day as it is, let alone room to take on a new challenge. How do
you imagine a small practice like ourselves can tackle such a huge issue?”
“Well that's for us to discover, isn't it,” said John. “Don't worry, old man, we'll find a way. I
don’t mind compiling some background material for that meeting.”

The surroundings
The population served by the North London surgery was typical of many UK cities. Prosperous
squares of tall houses with access to their own locked parks were occupied by the professional
classes; doctors, lawyers, civil servants, bankers and businessmen. Nearby, the upwardly
mobile social workers, teachers, office and local government workers were busy renovating
the terraced housing – once the homes of ordinary workers but now generally beyond their
means.
Just a few streets away from these two areas stood the run down blocks of council flats that
housed a mixed collection of families and nationalities. White working class people, the luckier
ones employed in the transport, office or council sectors, lived alongside a growing and highly
diverse population of immigrants. Many of these, like an increasing number of their white
neighbours, were unemployed and struggling to survive. It was a cosmopolitan society in which
each population largely mixed with their own. But apart from the very well-off who had their
own private health care, all of these different nationalities and ethnic groups mingled at the
small surgery in Bascomb Street.

Thursday, March 5th: The surgery meeting
The following Thursday evening saw the team assembled. Apart from the three doctors, the
two members of staff at the surgery were also present. Joan was the receptionist in charge of
the Appointments diary. She exchanged glances with the lady sitting next to her, who wore the
white overall of an auxiliary nurse. Brenda was a large, cheerful West Indian lady. She was
responsible for the many routine medical jobs that didn't require a doctor's appointment, such
as giving injections, renewing prescriptions, changing dressings and so on. The two knew
nearly every visitor of the surgery, and everyone knew Joan and Brenda.
John held a huge folder containing numerous articles and reports with coloured charts and
graphs. “Well,” began Freddy. “I know you've been busy this week, John. I haven't seen you
lunching. Judging by those bulging files of notes you are holding, we should be able to build a
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pretty good picture of the problem. Let's not waste time but start with the information you've
gathered.”

Domestic violence: The picture
“Thanks, Freddy! Well, I've looked into a lot of recent literature on domestic violence and
found some depressing figures on its prevalence and health impacts. Our Office for National
Statistics has calculated that one in twelve women (8.5 %) and one in twenty-two men (4.5 %)
has experienced domestic violence during the last year. That's about 1.4 million women and
700,000 men in the UK alone.” John stopped for a moment and looked at his colleagues. They
were all listening attentively. He continued: “Domestic violence is not only physical, but also
psychological or sexual, and the offender is most commonly an intimate partner or former
partner. However, this type of violence can also be committed by other family members. If we
look at the total number of persons having ever experienced domestic violence since the age
of sixteen, the rate is close to 30 % of all British women and 15 % of all the men.” 2
“I also became aware that the percentage among the patients in our waiting rooms is likely to
be higher than the national average. An enquiry into surgery waiting rooms in Hackney 3
showed that 17 % of women had experienced physical violence and/or forced sex by a partner
or former partner in the past year, and the lifetime prevalence there was 41 %. Three out of
four women reported some form of controlling behaviour in a partner, and one in three had
felt afraid of their partner at some point. Let's take a simple calculation: We see about 30
female patients on a normal day in our clinic. Using the Hackney rate, around twelve of those
would have experienced physical or sexual violence at the hands of their partner at least once
during their adult life; five of those women over the past year.”
“But, John, we're not in East London,” interrupted Freddy. “Hackney has a completely different
demography and history. It's one of the most crime-ridden boroughs in the country –
gangland!”
“That's maybe right,” John replied calmly. “We don’t know the figures for this area. But my
point is that women, and certainly men and children too, who have been beaten or otherwise
abused at home, more often get health problems. They are therefore more likely to turn up in
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the surgeries. Look at this world map,” he continued, passing round a report from the World
Health Organization (WHO) which was folded open. “It shows the rate of physical and sexual
violence against women in different regions. Africa, the Eastern Mediterranean Region and
South-East-Asia have the highest rates here. We should probably have this in mind, when
seeing newly arrived immigrants” (Exhibit 1).

Health consequences
John continued to talk as the report was passed around the table. “Even more important is
that very few victims of domestic violence come to see the doctor because of their physical
injuries. Many more attend our surgery with chronic diseases and psycho-social problems.
There is another interesting figure in this report,” John added as he pointed to the publication
now in Brend’s hands. “It is a flow diagram showing how partner violence harms the victim not
only because of the physical trauma, but also because of the psychological stress and the
control and fear mechanisms associated with it” (Exhibit 2).
“According to an American study on diagnoses of women who have experienced partner
violence over the past year, their medical records showed a six-fold increased risk of clinically
identified substance abuse, a three-fold increased risk of depression, and a more than a
doubled risk of anxiety/neuroses and tobacco use. Significantly more of those women,
compared with women without partner violence, had also musculo-skeletal diagnoses,
menstrual disorders, headaches, chest pain, abdominal pain, reflux disease, and so on.” 4
“Okay. I think we've all got your point,” commented Freddy. “It’s true that we often see
patients with inexplicable ailments and diseases. These could be the symptoms or
consequences of violence. Maybe we should learn to ask the right questions?” Everyone
around the table nodded in agreement.

Role in violence prevention
“What I find particularly disturbing about these figures,” said Sonia, “is that every day we also
see patients in our surgery, who are likely to experience domestic violence in the near future.
So my question is – can we do anything to prevent violence from happening in the first place?”
“But, Sonia, primary prevention is not our job,” protested John. “That's something we should
leave to teachers and public health services to deal with.”
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Freddy leaned back in his chair. “Primary prevention would require us knowing about the risk
factors for domestic violence as well as protective factors. And we would need to educate
ourselves about possible effective interventions.”
“Well, you are right!” replied John. “The greatest risk factor for experiencing domestic violence
is having experienced violence before. It therefore makes sense to check whether there has
been violence in the life of a patient, and not wait until we see acute signs and symptoms of it.”
“But, why is it so difficult for our patients to tell us these things voluntarily?” asked Sonia.
“There might be certain barriers for disclosuring a history of violence, such as a feeling of guilt
for what has happened, fear for retaliation, or confusion and ambiguity when the perpetrator
is a beloved one. And,” continued Freddy, ”there are barriers on our side, too. For instance,
not feeling comfortable or skilled to inquire about such issues.”
“We should have clinical protocols and care pathways on domestic violence,” intervened Joan.
“This could make it easier for Brenda and me, too. We often see and hear things which are
suspicious, and it would be good to know what we are then supposed to do. You have very
packed schedules. You cannot expect patients to talk about difficult things under time pressure.
We will need to give them more time. I suggest that patients where we think that violence
could be an issue, are scheduled in the afternoon, when the surgery is a bit quieter.”
Brenda nodded in agreement. “Not to forget the language and cultural differences. Those
things can also make it difficult for some women to talk about it, or to trust you white doctors.
And when a woman is accompanied by her husband or another relative who is helping with
translation, that’s hardly a great starting point when you want to disclose an abusive
relationship at home, is it? There's another issue, too.” Brenda pointed in the direction of the
reception and waiting room. “I don't know if you've noticed, but we've got pamphlets and
posters on diet, on cholesterol, on how to stop smoking and various other health issues, but
nothing at all about domestic violence. No helpline number. No web-links. No invitation to talk
to us about it. Nothing! Not even in the Ladies Room. How on earth would our patients know
that we care about the troubles they face at home?”
The three doctors looked at each other and smiled. “As usual,” said Freddy, “the most practical
suggestions come from you two. Thank you. We obviously have to work in our own back yard.”
“There is a lot we can do to prevent violence from being repeated,” said Sonia. “Last but not
least we could educate ourselves on how to identify early signs and symptoms of domestic
violence, how to communicate with our patients without being intrusive, and how to care for
and support those who have already experienced violence. Plus, we should keep in mind that
there might be children suffering, too. This might be our biggest contribution to protecting our
patients' health and breaking cycles of violence.” Sonia stopped for a moment and then
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continued. “Why don't we organise a workshop where we can try to put these different
strategies into practice, perhaps do role plays about difficult questions and elaborate our
protocols on domestic violence?”
Everyone at the meeting agreed on a time for such a workshop two weeks later. Sonia
volunteered to find some patient cases that could be anonymised and used for simulations and
role plays. John offered to check with his professional network to find out how other surgeries
were dealing with the problem, and Freddy decided he would be best suited to check the
political and legal aspects of domestic violence.
”Would you have the time to look into coordination efforts?” Freddy asked Joan. “By that I
mean how to work with the many different stakeholders involved, such as the police, social
workers, specialist agencies, and so on. And if you have time, Brenda,” he continued, “do you
think you could find out who in our neighbourhood is currently offering help with this problem?
Perhaps there is a Women's Group in the area? We should know about local support and
resources, where we can direct victims for practical help or assistance if they want to leave an
abusive partner.”

Monday March 16th: Email from Freddy
Dear team,
As agreed, we will hold a workshop on domestic violence this coming Friday, March
20th. I hope we can begin promptly at 3pm, as that will give us two and a half hours to
cover as much as we can. It's an ambitious programme! We need to finish by 5.30 pm so
that we have time to prepare for evening surgery at 6pm.
I have come across two particularly useful reports published by WHO. One of these is a
collection of evidence about violence prevention. 5 Just to follow up on our discussion
on preventing violence in the first place, please have a look on the page about treating
problem drinkers (Exhibit 3). There might also be other risk factors that we could try to
modify, for instance unwanted pregnancies or mental disorders.
The other publication is a set of guidelines on how to respond to violence against
women. 6 They cover many of the issues we discussed at our surgery meeting. It would
5)

WHO (2010). Violence prevention: the evidence. WHO, Geneva.
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be useful if you could find time at least to look at the figure on the care pathway
(Exhibit 4).
Also attached is a danger assessment form and a safety plan which might be useful for
our own protocols (Exhibits 5 and 6).
Provisionally, I think that the main objectives of our workshop should be to:
1.
Identify our personal, structural and cultural barriers to addressing DV
2.
Try to create the best strategies/tools to overcome these barriers
3.
Prepare an implementation plan for the best strategies/tools
I look forward to discussing this with you all, and to hear your comments and ideas!
Freddy

Friday March 20th: The workshop
At 2:50pm, Freddy entered the meeting room holding a plate with a large fruit cake on it. John
followed right behind him with another plate of biscuits while Sonia carried five pads of paper
and several pens, which she proceeded to set out round the table. Joan and Brenda were
already there and the room smelled of freshly brewed coffee.
Freddy and John then started to battle with a rickety flip chart that seemed too big for the
small meeting room. Eventually it was stable and Freddy sellotaped a large printout of the
workshop objectives onto the front sheet.
“Right!” said Freddy. “Let’s all sit down! Everyone’s got a pen, something to write on and the
right glasses so they can see the flip chart? Good. Well, let's make a start. Today, we are going
to try and work out how to incorporate best practice regarding the prevention, identification
and treatment of domestic violence at our surgery,” he began. “By the end of the afternoon, I
hope we will have been able to map out a strategy in which we can all play our part, so that
patients are no longer afraid or feel they have to hide their sufferings from us. I want us to
make them feel that in Bascomb Street Surgery they can find a sympathetic ear and expert
help; that we won't just treat their bruises but help them to change their own life and that of
their family. It's a big task, I know, but I believe this team has the will and energy to do this. We
just have to find the best way forward. I don’t want any of our patients to end up in the
headline of a newspaper.”

9

Exhibit 1
World map of regional rates of violence against women

Source: Garcia-Moreno C, Pallitto C, Devries K, Stöckl H, Watts C, Abrahams N (2013) Global
and regional estimates of violence against women: Prevalence and health effects of intimate
partner violence and non-partner sexual violence. Geneva: WHO. Page 18.
http://www.who.int/reproductivehealth/publications/violence/9789241564625/en/
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Exhibit 2
Pathways and health effects of intimate partner violence

Source: Garcia-Moreno C, Pallitto C, Devries K, Stöckl H, Watts C, Abrahams N (2013) Global
and regional estimates of violence against women: Prevalence and health effects of intimate
partner violence and non-partner sexual violence. Geneva: WHO. Page 8.
http://www.who.int/reproductivehealth/publications/violence/9789241564625/en/
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Exhibit 3
Violence prevention: Reducing alcohol use in problem drinkers

Source: WHO (2010) Violence prevention: the evidence. WHO, Geneva. Page 54.
http://www.who.int/violence_injury_prevention/violence/4th_milestones_meeting/publicatio
ns/en/
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Exhibit 4
Care pathway for intimate partner violence

Source: WHO (2013) Responding to intimate partner violence and sexual violence against
women – WHO clinical and policy guidelines. WHO. Geneva. Page 24.
http://www.who.int/reproductivehealth/publications/violence/9789241548595/en/
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Exhibit 5
Short danger assessment scheme

Source: Campbell JC, (2004) Danger Assessment. Retrieved March 23, 2015, from
http://www.dangerassessment.org
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Exhibit 6
Safety Planning
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Source: U.S. Department of Health and Human Services, Office on Women’s Health (2011)
Safety Planning. Retrieved March 23, 2015, from http://womenshealth.gov/violence-againstwomen/get-help-for-violence/safety-planning-for-abusive-situations.html
16

