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Foreword

Over 10 years ago, I was co-author of the first multi-agency domestic violence strategy for Leicester & Leicestershire.  Leicestershire Health Authority, as it then was, made commitments that are still valid now.   It is a privilege to commend this new strategy.
The energy that health professionals have put into understanding the problem and to reducing the impact of domestic violence on the well-being of families is rightly highlighted here.  Leicester, Leicestershire and Rutland NHS DV group is recognised for innovation and their influence has been felt beyond the region.  Much of the progress has been down to committed individuals and has yet to be embedded as common practice.
From this firm foundation, we must address the challenges outlined in this new strategy.  It won’t be easy and the potential for the problem to be buried amongst more demanding priorities is great.  So it is vital that prevalence and the health impact of domestic violence are understood at all levels in each organisation.  Investing time, along with partner agencies, to prevent or reduce the effects of domestic violence will go a long way to improving health, well-being and life chances for individuals and communities. 
This work has come a long way in the last decade or so. Back then it was sometimes a struggle to convince policy and decision makers that the problem existed.  Now the issue is widely acknowledged and we all know we can do something to look after our families, friends, colleagues, or clients, wherever we see the signs of this pervasive crime.  This strategy will help us to do that. 
Gill Brigden

Non- Executive Director,  NHS Leicester City

Further Information on this Strategy can be obtained from: 

Carole Devaney

Public Health Programme Manager 

NHS Leicester City 

carole.devaney@leicestercity.nhs.uk
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1 INTRODUCTION

The Leicester, Leicestershire and Rutland NHS DV Group has provided a central catalyst for activity around domestic violence in the local NHS community.  PCT and Leicestershire Partnership Trust (LPT) representatives on the group link into many local Domestic Violence Forums and the strategic structures in the County.  In the City there is a strong link into the Safer Leicester Partnership.  There are also links into multi-agency and NHS Safeguarding Children and Adult structures. This ensures there are strategic links between the Safeguarding Children, Domestic Violence and Safeguarding Adults agendas.  

The Group has no dedicated resources but has undertaken a significant range of work. This includes the development of training packages; input to pre and post registration nursing courses and other courses run by DeMontfort and Leicester University; input to induction and mandatory training for health staff; interventions such as the development of a direct referral scheme from refuges into midwifery services, named health visitors for refuges; peer support networks and safety planning leaflets; audits, surveys and production of policies and guidelines.  

The Group has developed some excellent initiatives that have gained regional and national recognition.  The NHS Domestic Violence Group was a leader in the development of policies for staff experiencing domestic violence.  Some local NHS organisations have incorporated a statement recognising the seriousness of domestic violence into contracts and job descriptions. 

In developing this domestic violence strategy for the local NHS community we have been mindful of the Community Safety Approach, which informed the development of overarching domestic violence strategies in Leicester and Leicestershire.

Safety and Justice: the Government’s Proposals on Domestic Violence (Home Office, 2003) identified the three key elements of the Government’s Strategy as:

· Prevention 
· Protection and Justice 
· Support – for victims to rebuild their lives 

Both the City and Leicestershire County Multi-Agency Domestic Violence Strategies draw on this as a framework for developing action plans and have adopted the following priority headings for their Strategies.  An explanation of what this might mean for health organisations is given below:
Theme 1
Prevention
To prevent domestic violence occurring or reoccurring there is widespread knowledge and understanding of the dynamics of domestic violence and reduced public tolerance. There is understanding of the scale if the problem locally.  Staff can respond appropriately to disclosures of domestic violence by adults, children and young people and signpost where required.
Theme 2
Support
Organisations recognise the issue of domestic violence and its impact on service users and staff and are able to evidence positive outcomes for clients and workers.  They actively engage in partnership work around domestic violence.  There is accessible, appropriate and sufficient good quality specialist and generalist provision for people affected by domestic violence.

Theme 3
Protection

There is assistance for victims and perpetrators which is available at an early stage.  Staff have the skills, knowledge and confidence to identify domestic violence and take appropriate measures.  Organisations can identify, manage and reduce the risk of (further) harm to staff, volunteers and service users.  Organisations work effectively within the multi-agency systems and protocols in place for risk management and safety planning for high risk victims.  Personal and anonymous/aggregated data is shared in an appropriate and safe manner.  
Supporting links between these themes and the Leicester, Leicestershire and Rutland NHS Domestic Violence Strategy are highlighted within the forth column of the Action Plan (Appendix1).
2
WHAT DO WE MEAN BY DOMESTIC VIOLENCE?

The NHS DV Group drew up a definition some years ago, which is widely accepted in the local NHS community and is compatible with other local and national definitions,

“Domestic violence refers to the physical, sexual, emotional, psychological, economic abuse or neglect of an individual by a partner, ex-partner, carer or one or more family members, in an existing or previous domestic relationship”. 

Our definition is broad and inclusive enough to capture the complex nature of family and relationship dynamics and the culturally diverse population base that accesses health care services in Leicester, Leicestershire and Rutland.  Domestic violence also encompasses forced marriage, “honour crimes” and female genital mutilation of adults.

The government now has a core definition of 
“Any incident of threatening behaviour, violence or abuse (psychological, physical, sexual, financial or emotional’ between adults who are or have been intimate partners or family members, regardless of gender or sexuality”
However, this is under review and we await further information before we integrate it into our documentation and training.
The statistics show that domestic violence (perpetrated by men) impacts disproportionately on women and children.  It is important, however, to recognise that this may deter male victims or those in same sex relationships seeking help or being identified as victims/survivors.  

Domestic violence is a range of coercive and controlling behaviours used to dominate an individual or individuals and to maintain that power.  It is an abuse of human rights. Some perpetrators move from one relationship/ family to another continuing to abuse.  Abuse of children under 16 years is classified as child protection whilst abuse experienced by individuals who are 16 -18 is a greyer area and is sometimes seen as domestic violence.  Some adults experiencing domestic violence may also fall within the definitions agreed within local Policies and Procedures for the Protection of Adults in Need of Safeguarding.  

There is also a continuing debate about the use of the term violence and whether the dynamics are captured more effectively by the description abuse.  There is an increasing shift amongst domestic violence specialists to using the term domestic abuse.  However, as the term domestic violence has a recognisable public identity, we will use these two terms interchangeably for the purposes of this document. 

Domestic violence is still a hidden issue for many individuals.  Reports such as the British Crime Survey consistently point out that much domestic violence goes unreported to the police.  Different groups of individuals face additional barriers in reporting domestic violence and accessing information and/or services because of fear of racism or homophobia, cultural norms and taboos, age, disability, gender etc. 

Domestic violence is rarely a single event but often escalates in frequency and severity over time.

3
WHY IS IT IMPORTANT FOR THE NHS?

Domestic Violence has a significant impact on the physical, emotional, psychological health and well-being of individuals and witnesses of domestic violence.  It cuts across all social, economic, religious and cultural boundaries.   The World Health Organisation (WHO) has highlighted the implications of domestic violence for morbidity and mortality including the loss of 1 in 5 healthy years of life for women aged 16-44 (WHO, 1994).  

The NHS bears a significant cost burden in relation to domestic violence.  A report published in September 2004 estimated that domestic violence cost the state £3.1billion and costs employers around £1.3 billion.   The cost of human and emotional suffering accounted for an additional £17 billion.  The estimated cost to hospital, ambulance, GP and prescription health care services was £1,220,247,000.  Physical injuries are estimated to cost about 3% of the NHS budget and the treatment of mental disorder about £176million. (Walby.S, The Cost of Domestic Violence, DTI, 2004).  Extrapolating from the data, the overall costs to Leicester are estimated to be £10,260,000 pa. (Report to Housing and Community Safety Scrutiny Committee, Dec, 2006).  

Appendix 3 graphically illustrates the impact of domestic violence on health care services.  The DH (Department of Health) acknowledges that a focus on prevention and early intervention will have significant long term financial benefits for the NHS.  In addition the NHS is a major employer, particularly of women, and will be experiencing hidden costs in relation to employees’ sickness, absence and reduced productivity.

Domestic violence has many similarities with chronic disease management - it is difficult to cure and has to be managed with the aid of a multi-disciplinary/agency team, which is led by the needs of the patient/client, within the limits of confidentiality.  Validating a victim/ survivor’s experiences is one of the most important things a health professional can do to empower a client to start to make some changes in their lives.  Individuals talk about that critical moment when it moved from “her problem “ to “no one deserves to be abused, this is an issue for us”.  Leaving domestic violence is generally a process rather than an event and this is a first critical step.

Domestic violence is a cross-government priority which is recognised in national indicators.  The DH expects Trusts to participate fully in multi-agency initiatives to tackle this issue and make our communities ‘Safer and Stronger’.

4
THE BIG PICTURE

The Government through the legislative framework of the Crime and Disorder Act, 1998 identified the need to shift public and personal tolerance of domestic violence and endorsed a multi-agency approach.  Domestic violence has also featured significantly in policy development around Safeguarding Children and Think Family approaches and more latterly in Safeguarding Adults.  
4.1
In 2002 Primary Care Trusts (PCTs) joined the police, local authorities and other partners to become a Responsible Authority with a statutory duty to work in partnership to tackle crime and disorder.  Domestic Violence has been identified nationally and locally as a Crime and Disorder priority.

4.2
Standards for Better Health reinforces this through the Seventh Domain – Public Health, C22

“Health care organisations promote, protect and demonstrably improve the health of the community served, and narrow health inequalities by

c) making an appropriate and effective contribution to local partnership arrangements including Local Strategic Partnerships and Crime and Disorder Reduction Partnerships

4.3
The National Community Safety Plan 2006-2009 (Home Office) encourages local partnerships to tackling domestic violence and identifies priority areas for NHS organisations including: 

· “Improving the health and life chances of children and young people

· Developing integrated services to support victims of crime, particularly victims of domestic violence, young offenders or offenders with mental health problems and those experiencing drug and alcohol dependence”  

4.4 The Government’s National Domestic Violence Delivery Plan, Progress Report 2006-7 outlined 7 objectives.  The first is particularly relevant to the NHS –  “ Increase the early identification of - and intervention with - victims of domestic violence by utilising all points of contact with key front-line professionals”.  The progress report for 2008-09 highlighted the need for further prevention work around ‘honour based violence’, forced marriage and female genital mutilation.
The Home Office is also driving the development of a Co-ordinated Community Response to domestic violence.  This incorporates the development of Specialist Domestic Violence Courts, introduction of Independent Domestic Violence Advisors (IDVAs) and the roll out nationally of Multi Agency Risk Assessment Conferences (MARACs).  There has been significant activity in Leicester, Leicestershire and Rutland around theses initiatives.

4.5
  The annual inspection by Strategic Health Authorities into safeguarding children requires assurance that NHS organisations can comply with the “Markers of Good Practice” guidance.  In 2009 this made reference to compliance with the recommendations around the implementation of a domestic violence policy. ‘Responding to Domestic Violence: A handbook for Health professionals, DH, 2005.  Medical and nursing professional bodies have also issued position papers and guidance to their members.  The BMA as far back as in 1998 recognised there was a need for medical staff to take a more proactive approach, at all levels of responsibility, taking account of important issues of safety and confidentiality. 
4.6
In 2008 the DH issued ‘Towards healthier, fairer and safer communities – connecting people to prevent violence ‘.  This identifies a four step framework for creating safer, stronger and healthier communities

· Ensure a positive start – connecting families

· Skills for safe connected individuals and relationships

· Create safe green connected communities

· Working together for safer communities 
This recognised the need for tackling interpersonal violence including domestic violence because of  the impact this has on the health and well-being of the  nation.  This approach is also include in the framework being developed as part of New Horizons A shared vision for mental health programme (DH, December  2009) that is  shaping the future of responses to mental health in this country until 2020.
4.7
The government’s response to the death of baby P led to a number of initiatives culminating in a number of recommendations for health to strengthen its processes internally and with partner agencies via Local Safeguarding Children Boards to protect children at risk of abuse in the home.
4.8
The implications for strategy and action arising from the findings of the NHS Taskforce in relation to the national consultation on Violence against Women and Girls (2009) will have to be assessed.  The developments coming out from the  recent National Support Team visit which focused on responses to sexual violence will also have some overlap with the domestic violence agenda.
4.9
The NHS is improving but service users still experience variations in responses to domestic violence.  There have also been some examples of very poor practice, which increased the risks of serious harm or death for clients and workers.  Of particular concern are alleged breaches of confidentiality by professionals who have informed alleged perpetrators that the victim has disclosed domestic violence.  Variations also exist when we look at how NHS organisations respond to their own staff experiencing abuse.

5
HOW BIG IS THE PROBLEM?

· In 2008-2009 in Leicester around 7000 incidents of domestic violence were reported to the police and about the same in the county.
· Data collected by the Safeguarding Adults team shows approximately 25% of Safeguarding Adults referrals in Leicester, Leicestershire and Rutland relate to abuse perpetrated by a family member although this figure is likely to be under-reported.

· Domestic violence accounts for about 20-25% of all violent crime reported to the police.  There are variations both below and above this average across wards in Leicester and across areas in Leicestershire and Rutland.  
· 24% of children referred to the Leicester Children and Young People’s Duty and Assessment team were affected by domestic violence (three month snapshot collected in 2008) 
· The figures for the British Crime Survey (2001) were extrapolated using the 2001 census and showed the numbers of individuals experiencing domestic violence were 

1 in 4 women 

1 in 6-7 men 

However, women appeared to experience more enduring physical and emotional damage from domestic violence than men.  Women experienced  89% of repeat incidents of abuse.  
· Local police data collected between 2006-08 showed that  over 80% of alleged offenders were male
· B Stanko and D Crisp (Monitoring Costs and Evaluating Need, Bramshill Workshop Report July 2000) noted that in sweeps undertaken in a British Crime Survey, prior to 1998, it was estimated that 2% of domestic violence incidents resulted in broken bones.
· NSPCC research published in the summer of 2009 showed that one in three girls aged 13-17 have experienced some form of sexual partner violence, and one quarter have experienced some form of physical violence (press release Leicester Domestic Violence Forum Partnership 2009)
· An average of 2-4 schoolchildren in a class of 30 will be affected by domestic violence (the Colour of Health, Spring 2000; Issue 2 (4)

· Nationally 200,000 children live in households where there is a known high risk case of domestic violence and abuse.  In 30-60% of cases of domestic violence the abusive partner is also abusing the children in the family (The Protection of Children in England:  A Progress Report, The Lord Laming, House of Commons, 2009).

· Domestic violence is a factor in 2/3rds of cases where children are killed or seriously injured (The Protection of Children in England:  A Progress Report, The Lord Laming, House of Commons, 2009)

· The Home Office Report on alcohol and intimate partner violence in 2003 drew on research that suggests in 32% of domestic incidents involving intimate partners the perpetrator was under the influence of alcohol.    Local MARACs have found that alcohol issues were identified as a feature of a significant number of cases.  

· At least 50% of the female prison population have experienced domestic violence  (Interim Report on Women and Offending, fawcett, 2003).  The Corston Report (Home Office, 2007) found women with histories of abuse and violence were over represented in the Criminal Justice System.
· A snapshot survey produced by the Youth Offending Service (YOS) in 2006 showed that 40% of young people in contact with the service for violence offences had witnessed violence within their family
· There is less data on levels of domestic violence in same sex relationships but research in the US and this country has shown 1 in 4 individuals have experienced abuse

· The British Crime Survey also indicated that 21% of women experiencing domestic violence took time off and 2% lost their jobs.  6% of men took time off and 2% lost their jobs.

6
WHY DO WE NEED A STRATEGY?

6.1 There has been some excellent work on domestic violence developed and

implemented by health services in Leicester, Leicestershire and Rutland.  Much of this work has been has been driven by the NHS Domestic Violence Group and has been circulated/recognised nationally as good practice.  However, activity to address domestic violence is often down to local champions on the group.  It is not fully integrated into business planning activity or embedded in practice and policy.  It may be addressed in an ad hoc manner or is not consistent across all Trusts or staff groups.

6.2 The local NHS holds very little systematic data that can easily be extracted to 

identify the size of the problem we are dealing with or if we are moving in the right direction.  Information sharing is made more difficult because of the fragmented and diverse nature of recording systems and record keeping. This is particularly important for risk and safety assessments and for producing evidence of abuse over a period of time.  

6.3 There is limited monitoring of performance or quality assurance around

 responses to domestic violence. 

6.4 Domestic violence is still not systematically embedded in training programmes

or is at risk because of financial constraints.

6.5 Constraints on community nursing staff time reduce the critical opportunities for identification, disclosures and early intervention because these often depend on the development of trust and home visits.
6.6 Routine enquiry has been recommended by the DH for use in Midwifery services but it is not consistently embedded into practice as yet.

6.7 Issues remain around safe, proportionate and appropriate sharing of information to manage and minimise risk in relation to domestic violence.
6.8 The NHS cannot tackle domestic violence as a single agency and needs to work effectively with other agencies in the statutory and voluntary sector.  Not all NHS Trusts are involved in the MARAC process.
6.9 The strategy will demonstrate that we are seeking in a consistent and 

co-ordinated manner to:

· develop, share, implement and monitor good practice and implement policy initiatives from central government particularly the DH and the Home Office

· be clear about the local NHS role in addressing domestic violence, ‘honour based violence’, female genital  mutilation and forced marriage
· improve responses to clients and staff experiencing domestic violence 

· work in partnership with other agencies

6.10 To ensure responses to domestic violence are part of an effective quality assurance programme for the NHS, organisations are increasingly being asked about their processes as part of inspections. 

6.11 To support the ‘Think Family’ agenda which seeks to ensure a joined up approach across adults and children’s services e.g. in relation to Serious Case Reviews involving children where domestic violence is often a feature.
7 WHAT ARE WE GOING TO DO?

Shape and guide the activities of NHS organisations in Leicester, Leicestershire and Rutland to promote the development of an enabling and supportive environment that encourages people to disclose domestic violence 

	
	Objectives
	Outcomes

	1
	Promote understanding within the local NHS community of the impact of domestic violence on the health and wellbeing of individuals and significant others from the diverse communities within Leicester, Leicestershire and Rutland and the additional barriers that can be faced by some groups
	There is increasing understanding of the impact on and cost of domestic violence to the NHS and of the experiences and needs of sufferers and survivors and others especially children which impacts positively on service provision 

	2
	Influence commissioning intentions and identify appropriate performance indicators
	Services that are commissioned are responsive to the needs of victims/survivors and draw on needs assessment and best practice 

	3
	Identify and promote consistent standards of good practice for working with clients/staff who have experienced domestic violence


	Increasing numbers of staff and managers equipped and supported to respond more consistently and appropriately to presentations and disclosures of domestic violence.  Further development of quality assurance and monitoring mechanisms to ensure local practice is informed by feedback and recognised good practice

	4
	Facilitate access to information and support for clients and staff  recognising the barriers that can exist for some groups and individuals


	NHS establishments are able to demonstrate availability of information and access to support mechanisms for clients and staff experiencing domestic violence.  

	5
	Promote a philosophy of risk assessment and safety planning


	Increasing numbers of staff and managers are equipped and encouraged to undertake risk assessment and safety planning with clients/staff where domestic violence is identified 

	6
	Identify, promote, develop and sustain partnership working and networking particularly with those organisations with specialist expertise in responding to the diverse needs of our local communities
	Improving inter- and intra-agency responses in Leicester, Leicestershire and Rutland to those affected by domestic violence.  NHS organisations contribute to activity in Leicester, Leicestershire and Rutland to challenge myths around domestic violence/change social attitudes to domestic violence and reduce stigmatisation of those experiencing abuse


8
WHAT ARE OUR VALUES?

8.1
The strategy is underpinned by the following principles

· Domestic violence is a breach of human rights Article 2, 3 and 8

· Domestic violence is unacceptable and it is an issue for the NHS as a health care provider and as an employer

· Domestic violence is a significant health and cost burden for the NHS

· The safety of those at risk is paramount – any action should not increase the risks for victims and others including children and staff

· The links with Safeguarding Adults (fly Vulnerable Adults), Safeguarding Children and the Carers Strategy are explicitly recognised

· Victims and perpetrators will be found in staff and client groups and it is recognised that some staff will be affected by their personal experiences of domestic violence in the past or the present 

· The needs of people experiencing domestic violence should drive the provision of services, within the limits of confidentiality

· Employment practices and service provision must be sensitive to the diversity of service users and staff, for example in terms of issues such as gender, sexual orientation, cultural heritage, language, religious practice and disability and the additional barriers and pressures this can create for individuals.  However, this should not compromise the safety of individuals or lead to collusion with domestic violence

· Tackling domestic violence will support work to reduce health inequalities, mental ill health, substance misuse, suicide and self harm

· Domestic violence cannot be tackled by one organisation working in isolation and effective responses will require close partnership working

· The importance of effective and accessible local voluntary support services is recognised

8.2
Equality and Diversity

Service providers and commissioners need to have an understanding of the social, cultural and political context in which domestic violence happens.  NHS organisations in Leicester, Leicestershire and Rutland are committed to supporting and valuing individuals from diverse backgrounds both as service providers and as employers.  Those who work for or use the services of the Trusts have differing lifestyles and experiences in terms of wealth, housing and location, employment, environment, age, gender, sexual orientation, ethnicity, religion, culture and physical and mental ability.  

Our organisations must, as far as is possible, to be capable of adapting to meet the needs of the individuals who use and work for our services.  This approach is reinforced through contracts, induction and training and operating procedures.  It means listening to the voices of victims and survivors and using these to inform our planning, delivery and employment practices.  Services and practices must not increase the risks for victims and survivors and must be safe and relevant.

Domestic violence knows no boundaries and cuts across all sectors of society.  All those who experience domestic violence are entitled to receive services, which are provided in a fair and equitable manner.  Some groups however are more vulnerable to domestic violence and may face multiple forms of oppression.  They experience additional sanctions, risks and particular forms of abuse, which may be compounded by multiple forms of discrimination.  We need to recognise the socially structured systems of inequalities around race, class, gender, sexuality and disability and the impact of their intersection with cultural structures.  This has very real consequences for the ability of individuals to disclose, seek support or protection or escape domestic violence.  Cultural and linguistic diversity must be respected, however, this should not be at the expense of colluding with illegal practices and abuse. There are also some groups who may be missed because they are perceived to be at lower risk of experiencing abuse – those who are more affluent or educated, men and those in same sex relationships.  Middle class, educated women have been identified as a ‘hard to reach’ group.

An Equality Impact Assessment was carried out by on the strategy and associated documents.  This is shown at Appendix 4.
9
WHAT SUPPORT DO WE NEED?

To tackle domestic violence and deliver the strategy local NHS organisations need to:

· Take corporate responsibility and ensure there is strategic leadership from the top to achieve a shift in organisational culture

· Ensure there is investment in dedicated time to implement this strategy

· Have mechanisms in place to deliver the strategy through workforce planning and the commissioning of services informed by the experiences of service users and frontline staff.
· Have in place a range of mechanisms to monitor and review performance and quality of service taking into account responsiveness to issues of equality and diversity

· Have clear lines of accountability linking back into the NHS Domestic Violence Group and in-house assurance processes
· Incorporate activity into commissioning and business planning processes 
10
WHAT DOES DOMESTIC VIOLENCE DO TO PEOPLE’S HEALTH AND WELL-BEING? 

10.1
Health Implications

Individuals present with a range of symptoms and issues, which may include bruises, burns, cuts, stab wounds, broken bones, damage to teeth and jaw and bites.  The impact of prolonged stress on the body is well documented and may impair the immune system, increase vulnerability to a range of conditions or inhibit recovery.  Domestic violence may be the underlying cause or trigger or may exacerbate a range of conditions and chronic illnesses such as coronary heart disease, irritable bowel syndrome, respiratory diseases, gastro-intestinal conditions, depression and Post Traumatic Stress Disorder (PTSD).   Domestic violence may result in long or short-term disability. There may be an impact on sexual or reproductive health. Individuals may present over a long period of time with a range of vague and undefined symptoms.  There may be non-attendance at appointments.    Domestic violence can also take the form of neglect resulting for example in malnutrition and hypothermia.

10.2
Rape, Sexual Violence and Sexual Health
An estimated 50% of rapes are committed by partners or ex-partners and may be frequently repeated.  Individuals may also be forced to take part in activities with which they are uncomfortable and/or with one or more individuals.  Rapes may result in pregnancy.  Children may be forced to watch or take part in the sexual violence.  Sexual violence is often harder to disclose than physical violence but may cause severe emotional trauma/long term sexual dysfunction especially when a frequent experience.  Victims may be deliberately infected with sexually transmitted diseases or not told if they have been infected by their partners. There may be significant internal injuries or anal or vaginal trauma.  The perpetrators may try to prevent women having cervical smears. 

10.3
Mental Health

Physical violence; sexual violence and abuse; destruction of property; intimidation - threats to kill or harm the victim, pets, other family members including children, to “out”, to report to Social Services or Immigration Authorities, set fire to or destroy property; locking or chaining up and isolating from friends and families are amongst the range of strategies which can impact on an individual’s mental health.  Abuse can continue through stalking and harassment for many years even when partners are separated especially where perpetrators are granted contact access to children.  

In October 2003 the Department of Health produced “ Women’s Mental Health:  Into the Mainstream” which, identified that women are at greater risk of violence and abuse than men.  The document links experiences of childhood sexual abuse and domestic violence with long-term mental illness especially depression and anxiety and sexual health problems.  It suggests that the high incidence of these two forms of abuse may relate directly to the high prevalence of depression in women.  Alcohol and to a lesser extent drugs are used as a mechanism to cope with current or historical abuse particularly by women.  The consultation document ‘New Horizons, (DH, 2009) shaping the future of responses to mental health also identifies the impact of violence and abuse on the mental health and well-being of the population.
Experiencing domestic violence within the family is known to impact on the emotional development of children especially where attachment is impaired and this can result in long-term mental illness.

10.4
Suicide and Self  Harm

The DTI report The Cost of Domestic Violence (Walby. S, 2004) reported that 1497 women in the UK in 2000 committed suicide and of these it was estimated that 509 had experienced domestic violence and 118 of these were primarily attributed to the abuse.  Of the 84742 emergency hospital admissions for self harm in females an estimated 29,000 had experienced domestic violence.  The violence was the primary cause for 10,000 admissions.

Women born in India and East Africa have a 40 per cent higher suicide rate than those born in England and Wales and the suicide rate amongst young Asian women is twice the national average - (www.mind.org.uk fact sheet on suicide).  Domestic violence organisations have argued that the higher level in this group is linked partly to domestic violence.      

 10.5
Maternity, Family Planning and Gynaecology

Pregnancy is known to trigger or escalate domestic violence. Studies have shown women attending A&E departments with physical injuries from domestic violence are more likely to be pregnant (McWilliams M, McKiernan M, Bringing it out into the open, HMSO, 1993).  Up to 30% of women are estimated to have their first experience of abuse in pregnancy (Helton et al, Battered and Pregnant: a prevalence study, A.J.P.H. 77: 1337-9, 1987).   Domestic violence was self disclosed by 14% of women who died including those maternal deaths unrelated to the pregnancy  (Lewis, G (ed). The Confidential Enquiry into Maternal and Child Health (CEMACH).  Saving Mothers’ Lives: reviewing maternal deaths to make motherhood safer – 2003-2005: CEMACH, 2007).  There are links between domestic violence and alcohol and drug misuse, suicide and self-harm which have implications for positive outcomes for mothers and babies.  Domestic violence is known to trigger recurring admissions for abdominal pain/reduced foetal movement etc; increases in rates of miscarriages and terminations; premature birth and death and foetal injury and death.  Research is beginning to show the detrimental impact of living in a hostile environment on the development of the foetus and maternal health (Bacchus et al, Domestic Violence and Pregnancy, Obstetrician and Gynaecologist 3 (2):56 –9, 2001). Added maternal stress is known to be a cause of low birth weight and may impact on the ability to reduce or give up smoking in pregnancy.

It is also associated with gynaecological problems e.g. frequent vaginal and urinary tract infections; pelvic inflammatory disease. There are also links to multiple pregnancies and denial of access to contraception.
10.6
Domestic Violence, Safeguarding Adults and Children and Sexual 
Violence
There is a significant crossover between domestic violence and the following:

· Safeguarding Children policies and procedures  
· Safeguarding (Vulnerable) Adult Policies and procedures  - a significant proportion of incidents of abuse can be classed as both domestic violence and abuse of adults in need of safeguarding 

· Carers Strategy (unpaid carers can be abused by those they care for)
· Sexual Violence – a strategy is in development and a high proportion of those experiencing sexual violence are abused by partners, ex partners, boyfriends or family members.

10.7
Safeguarding Children
Domestic violence has a significant impact on the physical and mental health and development of children and young people. The 2004 Children Act extended the definition of harm to children to include the impairment of health and development caused by exposure to seeing or hearing the ill treatment of others. Serious Case Reviews (Working Together 2006) into incidents involving children have consistently shown that domestic violence in the family is the highest single risk factor in child deaths as well as featuring very highly in families with combined risk factors e.g. mental health or drug and alcohol issues. A recent audit found, for example, that around 60% of child protection conferences identified domestic violence as a significant or contributory factor to the risk experienced by the child or young person (Leicester Children’s and Young Peoples Plan 2006-2009) There is also a demonstrable link between domestic violence and child abuse and an increased risk that this will become a continuing cycle of violence for the next generation. 

Domestic Violence impacts negatively on the five key outcomes for children identified in the policy document Every Child Matters (2004), the government response to the Laming Enquiry into the violent death of Victoria Climbie. The outcomes are: 

· Staying Safe : being protected from harm and neglect 

· Being Healthy 

· Enjoying and achieving

· Making a positive contribution 

· Achieving economic well being 

Domestic Violence may impair the ability to parent and undermine infant/ parent attachments with long term effects on emotional well-being, social functioning and educational and physical development.  Most children and young people are aware that the violence and abuse is occurring even if they do not witness it first hand.  There are links between exposure to domestic violence and self-harm, teenage pregnancy, alcohol and substance misuse, truancy, antisocial behaviour, bullying and eating disorders in young people.  The extent to which individual children are affected will be mitigated or exacerbated by a range of factors including the availability of supportive interventions. 

Another violent child death, that of ‘Baby Peter’ in 2007, led to a progress report from Lord Laming (The Protection of Children in England:  A Progress Report, The Lord Laming, House of Commons, 2009) with a further 58 recommendations.  Recommendations 20 and 21 specifically identify Domestic Violence.   Recommendations 32 and 33 highlight the need for re-investment in Health Visiting which has a key role to play in early identification and intervention. Recommendations 37 and 38 consider the roles of the Care Quality Commission and other inspectorates in safeguarding children.   
  The Local Safeguarding Children’s Boards takes the issue of domestic violence very seriously and is working across a range of initiatives to improve responses to children who are experiencing this within their family.  Members of the NHS Domestic Violence Group have links into the Boards.  

11
HOW WILL WE KNOW IT HAS WORKED? 

It is important for us to review the Strategy and to check if it has made an impact on policy and practice.  There are a range of mechanisms we can use to audit, monitor and review progress.  These include:

· Review of NHS DV Group Annual Action Plan

· Performance Management Framework – self assessment tool for organisation and performance indicator for commissioners
· Evaluation and Review of Training 

· Clinical Governance/Serious Adverse Events and Complaints Review Process

· Review of policies/guidelines

· User Review – review of patient/client experience

· Monitoring of Safeguarding Adults data and review of practice

· Monitoring of Safeguarding Children data and review of practice

· Data Collection and Snapshot Audits

· Care Quality Commission and other inspections

· Equality Impact Assessment

Potential multi-agency mechanisms include:

· Domestic Violence Homicide Reviews

· Safeguarding Children Serious Case Reviews
· Safeguarding Adults Serious Case Reviews
· Multi Agency Risk Assessment Conferences (MARACs)

· Suicide Audits

APPENDIX 1

ACTION PLAN 2009-2012
	No
	Action
	Time

frame 
	Lead
	Links to and supports 
	Meets NHS DV

Strategy 

Objectives

Pg13

	
	Strategic
	
	
	
	

	1
	NHS DV Strategy is signed by all local NHS organisations and accountability arrangements clarified with the NHS DV Group
	June 10
	NHSDV Group 
Leads and Safeguarding Leads
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005 


	ALL

	2
	All local NHS organisations appoint a lead  at Board level for domestic violence and forced marriage 
	June 10
	Safeguarding Leads
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005 

Every Child Matters

The Right to Choose: Multi-agency statutory guidance for dealing with forced marriage – HM Government 2008


	ALL

	3
	Training and workforce development plans address issues of domestic violence and forced marriage.  This is an integrated approach with arrangements around safeguarding adults and children. 

	June 10
	Training and Safeguarding Leads/ NHS DV Group

	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 3rd Domain – Governance C7e, C10b, C11a, c; 4th Domain – Patient Focus C13

City and County Multi-Agency Domestic Violence Strategies –theme 1, 2, 3

The Right to Choose: Multi-agency statutory guidance for dealing with forced marriage – HM Government 2008
Training Strategies for Safeguarding Adults and Children


	ALL

	4
	Ensure domestic violence is referenced in  the delivery plan for maternity services
	June 10
	Safeguarding Lead/ Consultant Midwife (UHL)/ Lead commissioner for maternity services

	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Every Child Matters/Children’s NSF Standard 1 and 5
	ALL

	
	Operational
	
	
	
	

	5
	NHS Group definition of domestic violence clearly adopted by local NHS Trusts and disseminated to managers and staff.   Mechanisms to check for widespread understanding identified and implemented.  Minimum of 4 NHS organisations incorporate recognition of seriousness of domestic violence into statements within job descriptions/contract
	Annual review April
June 10
	NHS DV Group/ Safeguarding Leads
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 2nd domain – Clinical and Cost Effectiveness D2 b, c

City and County Multi-Agency Domestic Violence Strategies –theme 1,
Every  Child Matters/Children’s NSF Standard 1 and 5


	ALL

	6


	Commissioners to ensure that services are fit for purpose and equipped to deliver consistent and appropriate responses to individuals, families and staff experiencing domestic violence/forced marriage and the links with Safeguarding Adults and Children are clearly addressed.  Performance indicators agreed. 


	Sept 10
	Quality Assurance Leads/ Commissioning/

Contracting Leads


	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 1st Domain -Safety

C1a, C2, D1; 2nd Domain – Clinical and Cost Effectiveness D2 b, c; 3rd domain – Governance C7 c, e, C8, C10 b, C11 a, b, c; 4th Domain – Patient Focus C13 a, b, c; 5th domain- Accessible and Responsive Care C17, C18, D11 a; 6th Domain C20 a, b; 7th domain –Public Health C22 a, b, c, C23, D13 a, b, c, d

City and County Multi-Agency Domestic Violence Strategies–theme 1, 2, 3
Every Child Matters

No Secrets/Safeguarding Adults Strategy

Leicester Community Plan

New Horizons 

	ALL


	7
	NHS organisations participate in the annual local domestic violence campaign in November and at least 6 other initiatives.  Each organisation to place at least one dv related article in its in-house magazine or equivalent.

	Annual review in April

	Communication Leads/ NHS DV Group 


	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 2nd Domain – Clinical and Cost Effectiveness D2 b, c; 5th Domain – Accessible and Responsive Care C18; 7th Domain – Public Health C22a, c 

City and County Multi-Agency Domestic Violence Strategies –theme 1

Local Community Safety/ Crime and Disorder Strategies

	1,6


	8
	NHS organisations to work towards ensuring relevant clinical and managerial areas have access to resource packs / intranet resource.
Assigned individuals given responsibility for updating.

Information on domestic violence to be available within generic information produced by midwifery service


	Annual review in April
June 10
	Safeguarding Leads/ NHS DV Group 

Specialist Safeguarding Midwife

	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 1st Domain – Safety

C2, 2nd Domain – Clinical and Cost Effectiveness D2 b, c; 

5th Domain – Accessible and Responsive Care C18; 7th Domain – Public Health C22a, c 

City and County Multi-Agency Domestic Violence Strategies –theme 1

Every Child Matters/Children’s NSF Standards 1,5,9,11

	1,4, 6

	9

	NHS organisations to ratify policy on responding to clients experiencing domestic violence  that has a clear review data and mechanism for monitoring

Adapt local NHS DV Flowchart for input to electronic system in A&E (ED)
	Sept 09
Mar 10
	Safeguarding Leads
ED Consultant/

Public Health programme Manager
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005/ SHA Markers of Good Practice
Standards for Better Health – DH 2004 1st Domain – Safety

C1a, C2, D1; 2nd Domain – Clinical and Cost Effectiveness C6 D2 a, b, c; 3rd Domain – Governance C7 c, e, C10b, C11c, D5 b, 4th Domain – Patient Focus C13 a, b, c  D9 b; 5th Domain – Accessible and Responsive Care C18; 6th Domain – Care Environment and Amenities C20 a, b; D12 7th Domain – Public Health C22a,b,c C23; D13 a, b, c, d

City and County Multi-Agency Domestic Violence Strategies –theme 1, 2, 3
Every Child Matters/Children’s NSF Standards 1,5,9,11

	ALL

	10
	NHS organisations to agree a policy for staff experiencing domestic violence.  A review process identified.

All NHS organisations to identify appropriate training mechanism for HR staff and managers to be identified


	Dec 10
Dec 10
	Directors,
Leads of HR/

NHSDV Group

Directors/

Leads of HR


	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 1st domain –Safety C2; 3rd Domain – Governance C7 c, e, C10 , D7; 6th Domain Care Environment and Amenities – C20a, D12a
City and County Multi-Agency Domestic Violence Strategies -theme 2

Strategic Health Authority Markers of Good Practice

	ALL

	11
	Standardised record keeping practices identified and implemented across all professional groups/organisations in the local NHS family
	Dec 10
	Clinical Governance Leads –
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

City and County Multi-Agency Domestic Violence Strategies –theme 2, 3


	3, 4, 5

	12
	WPSH (UHL) to:

· Establish baseline on the number of women who have been asked about domestic violence.
· Routinely collect data on the  number of referrals from midwives to Social Care and Safeguarding and submit to Domestic Violence Strategic Partnership
· Undertake retrospective trawl of sample of records to identify if alcohol a feature 
· Develop closer liaison between WPSH and Psychiatric Liaison Service and resolution of information sharing issues
	Mar 10 
Sep 10
	Specialist Safeguarding Midwife
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 1st Domain – Safety

C1a, C2, D1; 2nd Domain – Clinical and Cost Effectiveness D2 a, b, c; 3rd Domain – Governance C7 c, e,  C10b, C11c, D5 b, 4th Domain – Patient Focus C13 a, b, c  D9 b;5th Domain – Accessible and Responsive Care C18; 6th Domain – Care Environment and Amenities C20 a, b, D12; 7th Domain – Public Health C22a, c C23; D13 a, b, c, d

City and County Multi-Agency Domestic Violence Strategies –theme 1, 2

Every Child Matters/ Children’s NSF standards 1,5,9,11

	3, 4, 5

	13
	Accident and Emergency Department (UHL) to identify a mechanism for checking if patients disclosing domestic violence are pregnant and if there are other children in the household and alert other relevant depts. including WPSH
	Mar 10
	Specialist Safeguarding Midwife/ A&E Consultant/  Primary Care Co-ordinator
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Women’s Mental Health into the Mainstream

Every Child Matters/Children’s NSF 1,5,9,11

City and County Multi-Agency Domestic Violence Strategies –theme 1, 2, 3


	3, 4, 5, 

	14

	All NHS organisations to include reference to domestic violence in induction material

All NHS organisations to identify appropriate  levels of training for all staff groups on domestic violence/abuse and forced  marriage and integrate into training plans

WPSH to identify no. of midwives who have received domestic violence training 

GP trainees to routinely receive domestic violence, forced marriage and safeguarding adults training session
	Sep 10

Sep 10

Mar 10

Dec 10
	HR leads

Training Leads

Specialist Safeguarding Midwife
Safeguarding Adults Training Lead/ Public Health Programme Manger/ GP Training Lead

	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 First Domain Safety  C2; 3rd Domain – Governance C7e , C10 b, C 11 a, b, c, D7; 4th Domain – Patient Focus C13 b, c; 5th Domain – Accessible and Responsive Care C18; 6th Domain – Care Environment and Amenities  C20 a, b;  7th 

City and County Multi-Agency Domestic Violence Strategies –theme 1, 2, 3

Every Child Matters/Children’s NSF standard 1,5,9,
Safeguarding Adults Strategy

New Horizons – Mental Health Promotion
	ALL

	15

	All NHS organisations ensure staff recognise the importance of safety risk assessment and safety planning and embed this into practice. 

Development of specialist training module on safety planning, risk assessment and recording 

Provide half day sessions to train staff in LCCHS to identify and respond appropriately to domestic violence and forced marriage, undertake a safety risk assessment, record appropriately and refer appropriately into the IDVA service and MARAC process.
	Dec 10

Mar 10

June 10


	Clinical Governance Leads

NHS DV Group

Specialist DV Nurse
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

Standards for Better Health – DH 2004 1st Domain – Safety C1 a, D1; 2nd Domain – Clinical and Cost  Effectiveness D2 b; 3rd Domain – Governance C7 c, e, C11 a, b, c, D5 b                                                                                                   4th Domain – Patient Focus C13 a, b, c, D9 b, 6th Domain – Care Environment and Amenities C20 a, b

City and County Multi-Agency Domestic Violence Strategies –theme 2, 3 

NI 32
	5



	16

	LCRCHS to identify mechanism for informing health staff of potential risks during home visits where safety issues have been  identified by the police/MARAC

Identify mechanism for LCRCHS to input to MARAC process
	June 10
	Safeguarding Lead
Safeguarding Lead
	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

 Standards for Better Health – DH 2004 3rd Domain – Governance C7 c, D7;  6th Domain - Care Environment and Amenities C20 a, D12

City and County Multi-Agency Domestic Violence Strategies –theme 2, 3
	5

	17
	Mechanisms for service users to inform service provision to be explored across the health community

Run 2 or 3 workshops with Gypsy/ Traveller women in liaison with the Travelling Family Service to raise awareness and increase understanding of  the issues and  tailor resources  appropriately for their service users

Run workshop in liaison with LPT exploring issues around domestic violence and the experiences of lesbians/gay women
	Dec 10
Mar 10

Mar 10
	Patient and Public Involvement leads/NHSDV Group leads

Travelling Families Service/ 

Public Health Programme Manager 
LPT Safeguarding Lead/ Public Health Programme Manager


	Responding to Domestic Violence A handbook for Health Professionals – DH 2005

City Multi-Agency and County Domestic Violence Strategies –theme 1,2, 3

Standards for Better Health 4th Domain –Patient Focus C14c, D8; 7th Domain - Public Health C22a
	ALL


NHS DV GROUP Remit of Group











APPENDIX 2

	Group
	Main
	Training

	Activity
	
	

	Ensuring links made with national agendas/drivers eg Safeguarding Children and Adults, Think Family and Community Safety
	(
	(

	Influencing strategy and policy
	(
	

	Overview across health community 
	(
	

	External links include Crime and Disorder and DV Forums, Safeguarding Adults Working Group, Local Safeguarding Children Boards, Suicide Prevention Group, Mental Health Promotion Network
	(
	

	Arena for debate.  Sounding board for practitioners
	(
	(

	Managing subgroup activity
	
	

	Delivering Public Health agenda
	(
	(

	Catalyst
	(
	(

	Driving training (managing)
	(
	

	Developing/delivering training
	
	(

	Structure for consultation/input etc for local NHS communities and others
	(
	

	Informing clinical governance/good practice
	(
	(

	Keeping up to date with current knowledge etc
	(
	(

	Disseminating good practice
	(
	(

	Peer support
	(
	(

	Networking
	(
	(


Meetings

The Group meets six times a year and is made up of representatives from the local NHS community





IMPACT ON HEALTH – NHS Domestic Violence Group
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	Leicester City PCT: Equality Impact Assessment Report Summary                                                       APPENDIX 4


	Leicester, Leicestershire and Rutland 

NHS Domestic Violence Strategy  and template policy for Clients experiencing Domestic Violence

	Service area:

 NHS Trusts
	Team Members: Karl Mayes, Carole Devaney, Joan Hawkins and HR rep.
	Date: 

23rd June 09

	Findings



	General

Beneficiaries are population of LLR including current and past victims and potential victims, managers and staff and staff in other agencies. The strategy and policy aim to challenge practice and understanding, to enhance responses to disclosures and make explicit the links with Safeguarding Adults and Safeguarding Children.  They recognise the need to respond to domestic violence through multi agency partnerships and working.  There are a number of difficulties inherent in involving victims formally in the development of the strategy and policy including accessing victims.  The Citizens Forum was not felt to be an appropriate mechanism.  Current victims are rightly more concerned with safety and the practicalities of trying to move on.  Many past victims do not want to revisit their experiences. We have therefore used national and local research based evidence and national and local good practice to draw up these documents as well as practitioners who themselves have been victims of abuse or who have extensive expertise in working with victims of abuse and their children.  The NHS DV Group has on occasions led national good practice.  We report on our activities and work in partnership with strategic and operational multi-agency domestic violence forums in the City and County and met the City and County DV leads based in the Local Authorities to ensure our strategy was complementary to the multi-agency domestic violence strategies  that were being developed. We have discussed the development of the strategy in these Forums and within the NHS DV Group which has representatives from all local NHS Trusts.  We have liaised with our Equalities Manager who set up a panel including himself, LLR NHS DV lead, a senior manager from LPT and a representative from HR.  An initial EqIA was undertaken which suggested the need to consult with a range of stakeholders including NHS managers and operational staff most of which was undertaken through the NHS DV Group.

	Specific equality areas (age, disability, gender, race, religion or belief, sexual orientation)

Current knowledge and research to date indicates that the majority of victims are women and children and the majority of perpetrators are men.  This is referred to in the policy but the definition we use encompasses male victims as well as victims within same sex relationships.  It also recognises that domestic violence cuts across all groupings in society.  This is reflected in our training material which challenges the myths around who are the victims of abuse.  The 
definition also covers so called honour based violence, female genital mutilation and forced marriage 

	Equality Outcomes

 

	Current equality outcomes:

Strategy and policy refers to the need to respond effectively to the needs of the diverse groups that experience domestic violence and identifies mechanisms to implement this through training, policies and documentation and audit and monitoring

Strategy and policy recognises that staff may be victims or perpetrators or alleged perpetrators 

Need to highlight best practice in relation to interpretation needs

Emphasises that NHS staff should not collude with or condone norms and behaviours that are abusive but are said to be culturally acceptable within sectors of some communities.  Abuse is a breach of human rights and is not condoned by any major religion.   

The LLR Mental Health Promotion Group has developed a Commissioners’ checklist which highlights that services ensure workers can identify and respond appropriately to domestic violence.  

Acknowledging the serious of domestic violence is written into job descriptions and contracts for NHS Leicester City and LPT

There is significant cross working in some NHS Trusts around the Domestic Violence and the Human Rights Agenda – NHS Leicester City and LPT



	Intended equality outcomes arising from actions below: 

Improve understanding of domestic violence in gipsy/traveller communities and lesbian, gay, bisexual and transgender communities to inform practice.  Enhance understanding and practice around domestic violence in families with complex needs.  Ensure training programme and practice reflects the current level of knowledge around specific issue e.g. issues of forced marriage and honour based violence. 



	Further Actions

 

	Problem/barriers identified
	Actions to overcome problem/barrier
	Resources required
	Responsibility
	Target date

	Responding to the needs of gipsy/travellers


	Links built with specialist health visiting service and local member of the community who experienced domestic violence.  Facilitating access to the community for specialist domestic violence services e.g.  Domestic violence  stalls at Traveller Information Fayre

Meetings with Heath ambassadors and report produced

	Staff time 

Time and multi agency commitment


	Carole Devaney/Lynne Hartwell

Lynne Hartwell/Carole Devaney
	Completed

Completed

	Disseminating new research into experiences of lesbian victims and survivors


	Clinical governance event at Alfred Hill  open to NHS staff and dv specialist services
	Staff time and multi-agency commitment

Funding for refreshments
	Jackie Channell/Teresa Naish
	March 2010

	Lessons from Serious Case Reviews etc around the interaction of dv, and families where adults have mental health/ drug and alcohol/ learning disability issues which impact on their ability to support and protect their children are rolled out. 


	Development of LSCB inter-agency protocol for work across adult and children’s services in families with complex needs (Think Family)
	Staff time 
	Carole Devaney
	Completed

	Review of domestic violence sections of Safeguarding Adults and LSCB Policies and Procedures 


	
	
	Carole Devaney
	Completed



	Knowledge of/roll out of Forced Marriage Statutory Guidance patchy as is understanding of issues of honour based violence 
	Paper summarising action to be undertaken by NHS Trusts produced.  Disseminated to NHS organisations through the respective NHS DV Group reps. 

To be taken to Safeguarding Assurance Groups.

Training delivered to GPs and GP registrars through a joint Safeguarding Adults/ Domestic Violence session

Dissemination of information on training opportunities and resources through NHS DV Group  
	Staff time

Staff time

Staff and practitioner time


	Carole Devaney

Jackie Channell/ Julia Austin/Claire Silcott (and Michael Clayton)
Carole Devaney/ Safeguarding Leads

Carole Devaney

Carole Devaney
	Completed

Completed
NHS Leicester City completed ongoing in other organisations

Completed but further work needed in 2010

Ongoing

	Myths around victims of domestic Violence
	Review Induction Programmes to ensure they reflect the equalities agenda
	Staff time
	NHS DV Group Reps/ Training Leads
	Some work completed still ongoing in some NHS organisations because of issues around induction programmes. June 2010



	Assess the views of domestic violence victims
	Identify one refuge or service which will hold a discussion group
	Staff time
	Carole Devaney
	Some discussions provided through multi agency workshops.  Ongoing to deliver by Mar 2010


Sources of Support 













APPENDIX 5
· NHS LCR Safeguarding Adults webpage    
  http://www.lcr.nhs.uk/_Theorganisation-Safeguarding-Adults.aspx
· NHS LCR Safeguarding Children webpage  
  http://www.lcr.nhs.uk/_Theorganisation-Safeguarding-Children.aspx
· Improving safety, Reducing harm; Children, young people and domestic violence, DH, 2009 Link to Improving safety....
· Domestic abuse guidance; ( Practice Guidance 6 within No Secrets )

	Contact/ Role
	Telephone Number
	Mobile Number

	NHS LCR Head of Safeguarding 


	0116 2957586
	07796998080

	NHS LCR Head of Safeguarding 

 LCCHS
	0116 2953443
	07775010713

	NHS LCR Care Homes Quality Manager
	
	07786228432

	NHS LCR CHS Named Nurse Safeguarding Adults
	01509 567706
	07554115492

	NHS LCR MCA/DoLs Lead
	01509 56 8664
	07825116305





















































Impaired immune system


cold sores


poor recovery





Frequent use of tranquillisers/pain medications





Incontinence





Frequent attendance with vague symptoms





Mental ill health


Depression/anxiety


Self Harm/suicide


Eating disorders


Alcohol and substance misuse


Sexual dysfunction


Sleep disturbance





After effects of 


 strangulation 


poisoning 


drowning


shaking





Teenage pregnancy


Termination of pregnancy


Miscarriage


Still birth


Premature birth





Post Traumatic Stress Disorder





DOMESTIC VIOLENCE


Physical, Sexual, Psychological, Financial and Neglect





DNA (Did not attend)





Short and long term disability





Chronic pain


Gastro Intestinal Disorders


Ulcers


High blood pressure


Heart attack/stroke


Impaired ability to manage chronic  conditions, migraine, asthma etc.








Dental trauma





Pelvic Inflammatory   Disease 


Sexually    transmitted


infections/Urinary   tract infections





Anal, genital trauma





Frequent attendance at A & E/Fracture Clinic





Fractures


Wounds


Burns


Internal Bleeding


Multiple scars
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