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Section 14: Domestic Violence and Abuse Guidance 

4.1.  Introduction 

Exposure to domestic violence and abuse (DVA) can have a wide range of negative 
outcomes for children and young people and presents a risk of significant harm.   

There is a strong link between DVA and the physical and/or sexual abuse of children 
and young people.  Seeing or hearing DVA can have a devastating impact on the 
child’s physical and emotional health and on their social and educational wellbeing and 
development (DH 2009), and the behaviour of the perpetrator or the victim’s own 
physical or emotional trauma may mean the child’s basic needs are neglected. 

Young people may also be victims or perpetrators of DVA within their own intimate 
relationships. 

DVA may also present a risk of serious harm or homicide to the adult victim.  Health 
professionals thus also have a duty to support and protect the non-abusing 
parent/carer (DH 2006).  

Supporting the victim of DVA can be a key factor in promoting the safety and welfare 
of the child.  Professionals must however recognise where there is a risk of harm to 
the child and take appropriate action, even where this conflicts with the victim’s choice.  

This section of the procedures therefore offers guidance on the needs of both the adult 
and child victims of DVA to ensure Trust employees: 

 Have clear guidelines on the use of routine or selective enquiry to support victims of 
DVA. 

 Respond sensitively and effectively to disclosures of DVA and prioritise the safety of 
the adult victim(s) and any children. 

 Provide information and advice to victims of DVA to enable them to make informed 
choices about their safety and lifestyle and to emphasize that safeguarding children 
is at the core of that agenda. 

 Understand their roles and responsibilities and those of other services to ensure an 
effective multi-agency response. 

 Recognise the importance of risk assessment to prevent potential serious harm  or 
possible homicide. 

 Use referral pathways to support and protect children living with DVA  and place 
safeguarding children at the center of any decision making. 

 Use a consent based, partnership approach to the sharing of information unless the 
safeguarding of the child(ren) or adult victim(s) overrides this. 

 Have a clear pathway to manage DVA information shared by partner  agencies 
such as the Police. 

 Are aware of and sensitive to the specific issues facing victims from Black, Minority 
(BME) and other ethnic groups and those with refugee status. 
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 Have an understanding of the legal context of their work with DVA, the limitations of 
confidentiality and the importance of accurate record keeping. 

 Give a clear message to perpetrators of DVA that their actions are unacceptable.   

14.2  Definitions 

The Government’s definition of domestic violence and abuse is: 

Any incident or pattern of incidents of controlling, coercive or threatening 
behaviour,  violence or abuse between those aged 16 or over who are or have been 
intimate partners or family members regardless of gender or sexuality. This can 
encompass, but is not limited to, the following types of abuse: 

 psychological 

 physical 

 sexual 

 financial 

 emotional 

Controlling behaviour is: a range of acts designed to make a person subordinate 
and/or dependent by isolating them from sources of support, exploiting their resources 
and capacities for personal gain, depriving them of the means needed for 
independence, resistance and escape and regulating their everyday behaviour. 

Coercive behaviour is: an act or a pattern of acts of assault, threats, humiliation and 
intimidation or other abuse that is used to harm, punish, or frighten their victim. 

This definition, which is not a legal definition, includes so called 'honour’ based 
violence (HBV), female genital mutilation (FGM) and forced marriage (FM), and is 
clear that victims are not confined to one gender or ethnic group. 

The following terms are also used in this section: 

Domestic violence – the government definition of DVA incorporates the words 
‘violence’ and ‘abuse’ to reflect that DVA is perpetrated in multiple forms in addition to 
physical violence. The term ‘domestic violence’ can still be seen in some documents, 
legislation and data collection. Both terms should be considered synonymous. 

 Domestic Homicide Review – a statutory process defined under section 9(1) of the 
Domestic Crime and Victims Act 2004 as “a review of the circumstances in which the 
death of a person aged 16 or over has, or appears to have, resulted from violence, 
abuse or neglect by:  (a) a person to whom he/she was related or with whom he/she 
was or had been in an intimate personal relationship; or (b) a member of the same 
household as himself/herself, held with a view to identifying the lessons to be learnt 
from the death.” 

Female Genital Mutilation (FGM) – The World Health Organisation defines FGM as 
“all procedures that involve partial or total removal of the external female genitalia, or 
other injury to the female genital organs for non-medical reasons”.  Previously known 
as ‘Female Circumcision’ – this term is no longer used.  
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Forced Marriage (FM) – a marriage which one or both spouses do not (or, in the case 
of some adults with learning or physical disabilities, cannot) consent to, and where 
duress is involved.  Duress can include physical, psychological, financial, sexual and 
emotional pressure. (Forced HM Government 2009 & 2013)  Duress and / or any other 
consequences of non-compliance are also defined as ‘honour based violence’.   

‘Honour Based Violence’ (HBV) – also called ‘honour crime’ or ‘violence committed 
in the name of honour’.  The terms embrace a variety of practices, mainly but not 
exclusively perpetrated against women and girls, including assault, imprisonment and 
murder.  These practices are used to control behaviour within families to protect 
perceived cultural and religious beliefs and/or ‘honour’.  Violence can occur when 
perpetrators believe that an individual has shamed the family and / or community by 
breaking their honour code. (Crown Prosecution Service 2010).  HBV may be 
committed by male and/or females; often involves multiple perpetrators and is 
distinguished from other forms of abuse / violence as it is often committed with some 
degree of approval and / or collusion from family and / or community members.  NB. A 
DVA incident should not be regarded as ‘HBV’ purely because it occurs within the 
BME community.  

Intimate partner – a relationship involving physical and/or emotional intimacy, with or 
without sexual activity, regardless of gender or sexuality. 

MARAC (Multi Agency Risk Assessment Conference) An information sharing 
process to identify, share information about and address high risk cases of DVA using 
a partnership approach (i.e. situations where there is a high risk of repeat victimisation 
and / or may imminently result in significant harm or homicide) 

Perpetrator – the person responsible for the abuse.   

Routine enquiry – asking every client/patient, at specified times if they are 
experiencing DVA regardless of whether or not there are signs of abuse (see Appendix 
3).   

Selective enquiry – asking a patient/client if they experiencing DVA in response to 
potential indicators (see Appendix 3) 

Victim – a gender neutral term used here to identify the individual who has 
experienced DVA.  Some prefer to use the word ‘survivor’ as a more positive 
alternative term.  

14.3  Principles  

14.3.1 Domestic violence and abuse and Safeguarding Children 

 DVA is not an issue of joint parental responsibility.  Responsibility for the 
abuse lies with the abuser not the victim.  In the first instance (role permitting) 
staff should work with the victim of DVA to empower them to make safe 
choices for themselves and their children. 

 The welfare of children is paramount, therefore all staff, regardless of role, 
must prioritise the safety and wellbeing of children.  Staff should be alert to 
indicators that a child is living with DVA (Appendix 2) and where DVA is 
disclosed or suspected and children are involved, consider the safety and 
wellbeing of those children and take appropriate steps to safeguard them in 
line with NHS and LSCB procedures. 
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14.3.2 Confidentiality and Information Sharing 

 Where there are safeguarding concerns regarding children or vulnerable 
adults in relation to DVA staff should follow the guidance elsewhere in Section 
4 of these procedures and/or seek further advice from safeguarding children / 
adults leads. 

 In health care setting adults usually have the right to confidentiality.  However 
in relation to DVA responsible information sharing can be a key factor in 
protecting adults and children.  Staff should consider seeking consent from 
adult clients to share relevant information with other professionals on a case 
by case basis where DVA is disclosed.   

 DVA may present a risk of serious harm or homicide to the adult victim.   
Maintaining confidentiality must therefore be balanced against the interests of 
disclosure (with or without consent) with a view to protecting the victim hence 
complete confidentiality cannot be guaranteed (See MARAC guidance 
Section 4). 

 Section 115 of the Crime and Disorder Act 1998, Article 8 of the European 
Convention on Human Rights (the right to private and family life) and the Data 
Protection Act 1998 allow for disclosure of information without consent where 
it is in the ‘public interest’ i.e. in order to protect the health, rights, freedom 
and safety of a named individual, or to prevent crime.   

 Staff must be honest about the limits of confidentiality and advise clients that 
where DVA occurs information about both adults and children may be 
processed to other agencies in line with NHS Safeguarding Children 
Procedures and Guidance and MARAC procedures. 

 Staff may seek further advice from either their manager, Safeguarding 
children/adults leads, the Domestic Abuse Coordinator or the Caldicott 
Guardian on this matter. 

 Care must be taken to protect the safety of victims of DVA.  Perpetrators may 
go to extreme lengths to monitor their victim’s day to day activities or to locate 
a partner who has fled the relationship.  In some situations they may attempt 
to locate an estranged partner by tracing the whereabouts of a child and / or 
may enlist the assistance of  willing or unwitting third parties .  Staff should 
ensure no information is disclosed which might compromise the safety of the 
adult victim and / or the child.  Care should also be taken when documenting 
sensitive information such as Refuge or other safe addresses. 

14.3.3 Equality and diversity 

 These procedures may suggest a bias towards women.  This reflects the fact 
that most reported DVA is perpetrated by men against women and girls. 
However staff need to recognise that anyone can be a victim of DVA and act 
accordingly.  Victims may feel embarrassed to disclose and seek help.  
Disclosures, irrespective of gender, should be encouraged, validated and 
responded to in line with these procedures.   

 DVA also occurs within Lesbian, Gay, Bisexual and Transgender (LGBT) 
communities.  Victims of abuse from LGBT communities may face additional 
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barriers to disclosure if they are not already open about their sexuality or 
gender identity.    

 DVA within BME communities can be compounded by religious and cultural 
values and/or issues relating to immigration status.  Victims in this situation 
should be advised to access legal advice.  Immigrants and those with 
Refugee status may have no recourse to public funds in which case advice 
should be sought from specialist BME services.  Access to an interpreter 
should be considered for those whose first language is not English.  NB: In 
situations of suspected or disclosed FM or HBV refer to section below. 

 Victims with disabilities face complex issues. The abuser may also be the 
carer thus increasing their power to control and abuse the victim.  Health 
professionals should ensure service provision is accessible and sympathetic 
to people with disabilities and include routine enquiry into any assessments. 

14.3.4 Forced Marriage and ‘Honour Based Violence’ 

 Forced Marriage is a criminal offence. Statutory multi-agency guidance is 
available on this issue (HM Government 2009, amended 2013).  

 Whilst defined as forms of domestic abuse FM and HBV can only be 
understood within a cultural context. These issues may present a serious risk 
of harm or homicide to adults, children and young people. There are specific 
risks associated with these forms of abuse hence in cases of known or 
suspected FM or HBV staff should act as a matter of urgency and seek advice 
from a Named / Senior Nurse for Safeguarding Children (NNSC / SNSC), the 
Domestic Abuse Coordinator and / or the Police.   

 Key safety issues in such cases are that staff must not contact the family in 
advance of any enquiries by the police, adult or children’s social care or the 
Forced Marriage Unit, either by telephone or letter, and should not have 
family members or others present during discussions / interviews with the 
adult and / or child(ren). The LSCB procedures also contain further guidance. 

14.3.5 Perpetrators of domestic violence and abuse 

 Whilst the perpetrator is always responsible for the abuse, the focus of 
intervention by health practitioners should primarily be to safeguard and 
promote the wellbeing of the adult and child victims.   

 Health professionals are one of the few groups perpetrators of DVA may 
disclose to. However male perpetrators often employ plausible ‘medical’ 
excuses to explain/justify their behavior hence will present the issue as 
‘anger’, ‘stress’, ‘depression’ or attribute it to alcohol/substance misuse 
(Hester and Westmarland 2006). This is often another means to control and 
manipulate the victim into believing their abusive partner is seeking help to 
change. 

 ‘Anger management’ programmes are not recommended interventions for 
DVA. Likewise, couples counseling such as that offered by Relate is not an 
appropriate intervention where DVA exists (ibid). Addressing issues such as 
alcohol misuse may offer some benefits, ultimately it will not stop the abusive 
behaviour.  
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 Unless acting within their professional remit, staff should not seek to mediate 
with or address the behaviour of the perpetrator as this may exacerbate the 
risk to the victim(s).  (See Section 4, responding to disclosure). The 
recommended intervention for DVA is an accredited domestic abuse 
perpetrator programme. 

 Where a case is referred to MARAC under no circumstances should the 
perpetrator be informed of this (see Section 4).   

14.3.6 Record Keeping 

 Health professionals have a duty of care to record disclosed or suspected 
DVA and permission for this need not be sought from the victim.   

 Where professional remit permits, DVA involving parents / carers should also 
be recorded in their children’s records (DH 2009, RCGP 2011).     

 The presence of third parties during examination / consultation will impact on 
the victim’s choice / ability to disclose.  A record should be made of who is 
present when a history is being taken and their relationship to the client.   

 NB. It is not safe or appropriate to discuss DVA in front of children. 

 DVA should only be recorded in professional records / significant events: 
never in patient held records.  When recording DVA, staff should inform the 
client that they are doing so for future reference and advise that they can have 
access to their records at any time via the Trust’s Record Management Policy. 

 Good documentation prevents clients from having to recount their situation 
repeatedly.  A victim may not want to pursue civil or criminal proceedings on 
any given occasion; but if they choose to do so in the future health records 
can provide history and evidence of the abuse.  Good records also help to 
protect professionals in the event of a complaint or legal challenge.  

 Records should include: 

 Any actual disclosure; where and when the abuse occurred; what the client 
said about the behaviour of the perpetrator at the time of the incident; any 
threats made and if there were other witnesses.  Best practice is to record 
a verbatim account of what was actually said, using quotation marks   

 If there are any children in the household; if they were present at the time 
of any incident and / or present during history taking 

 A description of injuries/bruising (location, shape, size and colour) , a body 
map should be included if possible.  Hand drawn diagrams are acceptable.   

 The client’s demeanour, e.g. Crying or frightened,  

 The victim’s account of how any injuries were sustained 

 Your observations, e.g. Inconsistencies in explanations of injuries can be 
useful but should be identified as such. Where staff suspect injuries were 
caused deliberately but the client denies this staff should document the 
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injuries and state their concern that these may be suggestive of DVA (see 
Appendix 1) 

 Related issues witnessed by staff, such as damage to clothing / property 

 Any decision/action taken, and the evaluation around these  

 Whether the client gives or withholds consent to share information 

 Professional decision for sharing information or otherwise and the grounds 
for this.  Ensure this is safe, effective and lawful. 

14.3.7 Staff safety and support 

Working with DVA is challenging.  It may also present specific difficulties for 
those staff who have personal experience of DVA.  Support may be required 
for staff to make decisions and carry out their professional duties.  Staff and 
managers may need to refer to HR for guidance on this issue. 

Where a risk of violence / aggression is identified staff should consider their 
own safety and refer to the Lone Worker Policy.  Staff should also share risk 
information appropriately across agencies to promote the safety of other 
workers. 

14.4 Processes 

14.4.1 Public health and awareness raising 

 Health professionals should ensure information about DVA is included in 
public health messages and health education programmes.  

 NICE guidance on DVA (NICE PH50 2014) recommends that posters 
advertising local support services should displayed in public areas in 
healthcare settings.  Information about DVA services should also be included 
in client information packs (DH 2006).   

 Where appropriate to role staff should engage in preventive work with children 
and young people such as teaching respectful relationships and negotiating 
skills and engage in activities which will support children in challenging 
oppressive behaviours and bullying.   

14.4.2 Responding to disclosure 

 Not all victims will disclose voluntarily.  DH guidelines (2006) recommend that 
routine enquiry (R.E) into DVA should be included in women’s health 
assessments at key times: e.g. ante-natal or other primary contact to 
encourage disclosure and raise awareness about support services.  Selective 
enquiry (S.E) should be applied when clients display potential indicators of 
DVA (Appendix 1).  Further guidance on routine and selective enquiry and 
responding to disclosure is available at Appendices 3, 4, 5 and 6) 

 Following disclosure victims of DVA should be offered information about / 
referral to the local domestic abuse service.   
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 Perpetrators can access support via the Respect national helpline.  
Heterosexual male perpetrators may also be referred to an accredited 
Perpetrator Programme via the local domestic abuse support service.  

 Details of local and national support services for victims and perpetrators of 
DVA is maintained on the DVA page of the CDDFT intranet (Staffnet) and 
also available on the local authiority websites for both County Durham and 
Darlington. 

Disclosure of DVA should be documented in accordance with Section 3 of this 
guidance. 

14.4 Risk assessment and MARAC 

Following a disclosure of DVA staff should consider completing a risk assessment 
with the client if the nature and history of the abuse suggests an imminent risk of 
repeat victimisation and / or serious harm. NB.  The MARAC risk assessment is 
focused on the adult victim.  Risk to children should be considered and acted upon in 
line with NHS Safeguarding Children procedures. 

14.4.1 Documentation 

 The MARAC risk assessment is the standard tool to be used by all staff in 
respect of adult victims of DVA (regardless of gender or sexuality).  The 
MARAC documentation is owned and maintained by Durham Constabulary.  
Copies are therefore not attached to this policy but are available to CDDFT 
staff via Staffnet and also available via both Durham and Darlington’s LSCB 
websites. 

14.4.2 Key considerations 

 Prior to commencing the risk assessment, staff should discuss the limitations 
of confidentiality with the client and explain the potential for a referral to 
MARAC.  The risk assessment should be conducted with the victim and is 
focused on their experiences and perception of risk.   

 Professionals may make a referral to MARAC without consent in the event the 
context of a case suggests serious concerns but the victim cannot or will not 
disclose.   

 Risk assessment is a dynamic process which opens up a dialogue with the 
victim.  If the professional’s contact with the client allows, the risk assessment 
may be reviewed and revisited as appropriate regardless of whether a referral 
to MARAC is made on any given occasion.  

14.4.3 Threshold for referral 

 Not all DVA warrants a MARAC referral. MARAC is intended to identify and 
address high risk cases. The assessment tool provides the baseline to 
evidence the level of risk. 

 The perpetrator’s details must be shared as part of the referral.  This is always 
undertaken without the perpetrator’s knowledge or consent in line with 
relevant data protection, human rights, safeguarding children and criminal 
justice legislation.  Hence the need to apply the public interest test and 
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demonstrate that the risk to the victim is such that consent to share 
information is not required. 

 There may be occasions where ‘high risk’ is not demonstrated by the 
assessment but the professional believes there is sufficient concern to 
warrant a referral.  In such cases a referral using ‘professional judgement’ can 
be made. Further advice on this matter can be sought from Safeguarding 
leads or from  Durham Constabulary’s MARAC Coordinator.  

  The final decision that a case will be heard at MARAC rests with the MARAC 
Coordinator.  Professionals should therefore make the victim aware of this as 
part of the assessment and referral process. 

 Contact details for the MARAC Coordinator are included in the referral 
documentation.  Support and guidance on making referrals can also be 
obtained via the Domestic Abuse Coordinator for Health Services or a NNSC / 
SNSC. 

14.4.4 Cases which meet the referral criteria 

 Sensitivity is required when revealing the outcome of the risk assessment to 
the client.  Staff should state their concerns to the client using the clients own 
words and responses to avoid exacerbating their fear or anxiety. 

 In view of the high risk threshold for MARAC referrals staff should consult with 
/ advise their line manager when making a referral. 

14.4.5 Cases which do not meet the referral criteria 

 Identifying that a case does not meet the threshold for MARAC needs to be 
carefully managed to ensure the client does not feel their situation is being 
minimised, and avoid deterring them from seeking help in future.   

 Practitioners should explain that the acts and behaviours addressed in the risk 
assessment are linked with serious harm and recommend that in the event of 
further incident / immediate crisis the client should contact the Police via 999.   

 In any event: 

 Discuss any immediate safety concerns with the client (see Appendix 6) and 
offer / arrange a referral to the local DVA service for outreach support.  Other 
concerns identified such as physical injury, sexual assault, substance misuse 
or mental health issues should also be addressed immediately and 
appropriate services offered. 

 Staff with ongoing involvement with the client should conduct regular reviews 
of the situation with their client and consider conducting a further assessment 
of risk in the event of further incident. 

 

14.5 Referral into the MARAC process:  

With Consent 
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Consent should be sought and documented prior to the referral being made using the 
consent form within the MARAC Referral Pack.  A copy of this may be given to the 
client providing this will not compromise their safety.  

Without Consent 

If consent is withheld, or has not been sought the practitioner must consider whether 
there is justification for a referral without consent.  Such decisions can only be made 
on a case by case basis.  Staff should seek advice prior to making a referral without 
consent.  The following people may be contacted for advice as appropriate: 

 MARAC Coordinator (Durham Constabulary) 

 Domestic Abuse Coordinator for Health Services (CDDFT)  

 NNSC / SNSC or adult safeguarding leads 

 Named GP for Safeguarding Children  

 Line manager  

 Caldicott guardian 

The reasons for referral without consent should be documented in the client’s records 
and highlighted within the referral documentation sent to MARAC. 

14.5.1 Referral mechanism: 

 Complete the MARAC risk assessment and referral documentation 
electronically and forward securely (i.e. from an nhs.net email account) to the 
MARAC Coordinator.   

 Refer to the Transfer of Personal Information Policy for further guidance on 
the secure transfer of personal data.  As with any disclosure of personal 
information regard must be given to both common and statute law. 

 All original documentation should be retained in the client’s records (NB 
MARAC documentation should not be scanned onto electronic records or 
placed within hand held records).  

14.5.2 Procedure following referral 

 On receipt of a referral Durham Constabulary’s MARAC Coordinator will 
review the risk level in respect of additional information held or obtained and 
may contact the referrer to discuss the case.  The MARAC Coordinator will 
advise the referrer whether or not the case will proceed to a conference and 
the reasons for this. 

14.5.3 Information Sharing Process prior to MARAC 

 All agencies who participate in MARAC have a designated Single Point of 
Contact (SPOC) for MARAC.  SPOCS are responsible for processing their 
agency’s information and documentation relating to cases heard at MARAC.   

 The primary SPOC for CDDFT is the Domestic Abuse Coordinator for Health 
Services (DAC) within the Safeguarding Children Team. The Senior Nurses 
for Safeguarding Children also regularly act as MARAC SPOCs.  

 The Safeguarding Children Team is notified of cases to be heard at MARAC 
two working days prior to the meeting.  The SPOC’S role is to gather relevant 
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information from CDDFT patient record systems.  The SPOC may also 
contact frontline professionals prior to or after the MARAC to obtain further 
detail or discuss the case. 

 Where staff are aware of a referral to MARAC they should exercise caution as 
the case may have been referred without the knowledge or consent of the 
victim.  Where necessary the SPOC will advise staff as to whether they are 
able to discuss MARAC with their client.  Staff in lone worker roles should 
consider their own safety where information about high risk DVA has been 
identified and shared. 

 Where staff are involved with the perpetrator in a MARAC case they should 
not under any circumstances discuss this with their client.   

14.5.4 Attendance at Multi Agency Risk Assessment Conferences (MARAC) 

 MARACs are not practitioner forums.  They are attended by SPOCs from 
those agencies who have signed up to Durham Constabulary’s MARAC 
information sharing protocol.  Representatives from other agencies may be 
invited at the discretion of the MARAC Coordinator on a case by case basis.  

   Practitioners who make a referral to MARAC are however expected to attend 
the meeting discuss their case.  In the event this is not possible the referrer 
should contact their agency SPOC to discuss the case.   

 On a case by case basis the MARAC Coordinator / CDDFT SPOC may also, 
invite relevant health professionals to attend. Health professionals are also 
welcome to attend MARACs as observers for professional development 
purposes; this can be arranged by contacting the DAC.   

All those attending MARAC are required to sign a confidentiality agreement. 

14.5.5 The Multi Agency Risk Assessment Conference 

 MARAC is a Police led process.  Meetings are chaired by Durham 
Constabulary’s Detective Inspector for Vulnerability.  Information is shared at 
the meeting by all partner agencies and an action plan agreed.  Health 
information shared at MARAC must be relevant, proportionate and the 
minimum required for the purpose (DH 2012).   

14.5.6 Post MARAC feedback to the victim 

 Due to the sensitive and third party information shared at MARAC victims are 
not entitled to disclosure of all information shared or access to the entire 
action plan. 

   The referring professional / agency is usually tasked with feeding back 
relevant aspects of the safety plan to the victim, however the decision 
regarding this will be agreed at the MARAC.  The SPOC will advise relevant 
health professionals on these issues.  

 Where a health professional has made a referral, and not attended the 
meeting in person, the SPOC or MARAC Coordinator will liaise with the 
referrer as soon as practicable following the meeting to discuss the 
information shared and the actions agreed. 
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 The SPOC will notify the GP’s for victims, perpetrators and children of the 
referral to MARAC and provide a brief overview of relevant issues.   

 Where an action is identified for completion by a frontline health practitioner, 
the SPOC will contact that person directly as soon as practicable following the 
meeting to give a verbal / written instruction.  The practitioner should advise 
the SPOC when the action has been completed. If required, the SPOC will 
then notify the MARAC administrator who will update the MARAC minutes.  

 The SPOC will also take action and share information in relation to other risks 
identified during the MARAC. 

14.5.7 Recording and documenting MARAC 

 MARAC meetings are documented centrally by Durham Constabulary’s 
MARAC Administrator.  The minutes containing the action plans are sent to 
the agency SPOCS and are retained by the DAC.  The SPOC will disseminate 
relevant information to specific health professionals on a case by case basis. 

   Where received, MARAC documentation should be stored in the confidential 
section of any records and under no circumstances shared with perpetrators. 

 Where information is received and systems allow, clients records should be 
flagged in a discrete manner to indicate that they have been subject to 
MARAC.  Staff are reminded that in some instances the victim will not be 
aware that their situation has been discussed at MARAC. 

 Role permitting, professionals should also document MARAC in children’s 
records and record it as a Significant Event on SystmOne (where used).  
Professionals must take appropriate steps to protect information recorded on 
any IT systems to ensure there is no inadvertent on screen or other disclosure 
to perpetrators (e.g. a father attending a health appointment with his child). 

 MARAC documentation/information received should not be copied or shared 
with other professionals for any purpose.  Sharing of MARAC information is 
the responsibility of the designated SPOCs within their own organisations. 

  14.6 Accountability 

MARAC is an information sharing process, not a case management system.  Cases 
referred to MARAC are usually discussed on one occasion.  A multi-agency action 
plan is drawn up during the meeting. Responsibility to take those actions forward 
subsequently rests with individual agencies; it is not transferred to the MARAC. 

 

 

14.7 Repeat victimisation 

The primary aim of MARAC is to reduce the risk of repeat victimisation.  In some 
situations, despite the best efforts of all concerned, repeat victimisation may still occur.  
Where a repeat episode occurs involving a victim previously referred to MARAC, 
practitioners may need to revisit their risk assessment with the victim, and if necessary 
make a further referral. 
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14.8 Firearms 

Following recommendations from a Serious case reviews and Domestic Homicide 
Reviews, any practitioner who becomes aware of a person with significant mental 
health concerns who is in possession of a firearms licence should share this 
information with the police. 

14.9 Domestic Homicide Review 

Where a person aged 16 or over dies or suffers significant harm as a consequence of 
DVA the Community Safety Partnership for County Durham or Darlington will convene 
a Domestic Homicide Review board to establish whether the case warrants a review in 
accordance with the Home Office statutory Guidance (2011).  

Where a case is to be reviewed each agency will appoint an appropriate senior 
member of staff (the Reviewer) to conduct an Individual Management Review (IMR). 

Relevant managers within the organisation will be contacted directly for the purposes 
of securing the health records for the victim, perpetrator and any children.   

The Reviewer will identify any staff required for interview.  Those staff will be contacted 
via their line manager and will be provided with further information and guidance about 
the process at that time.  See CDDFT Guideline GUID/NG/0003 for further guidance. 

14.10 Training  

At the time this policy is published DVA training is not a mandatory requirement for all 
staff however NICE guidance (2014 and 2016) recommends that health professionals 
should undertake training in DVA in order to:  

 Increase sensitivity to potential signs of DVA 

 Ensure an appropriate response when abuse is disclosed and increase staff 
confidence in providing support to victims and children 

 Enable staff to assess the level of risk  

 Improve communication and information sharing. 

 Improve awareness of local specialist services and resources 

 Raise awareness of the MARAC process. 

NB. No member of staff should undertake routine screening for DVA unless they have 
been trained in the process. Risk assessment and MARAC training is also 
recommended for clinical staff working with women and children and in 
urgent/emergency care settings. 
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Appendix 1 Domestic Violence and Abuse Practice Guidance 

 

Possible signs of domestic violence and abuse 
 

DVA is fundamentally a process of psychological intimidation typified by controlling 
behaviour.  It can manifest in a range of forms including physical, sexual, emotional and 
financial abuse.  Victims do not all behave in the same way.  None of these signs 
automatically indicates DVA, but they should raise suspicion.  

 

Physical 

 Injuries inconsistent with explanations 
of cause 

 Multiple injuries at different stages of 
healing 

 Injuries to the breast, chest and 
abdomen.  Abused women are more 
likely to be injured in these areas and 
especially so during pregnancy. 

 Injuries to face, head or neck. 

 History of repeated miscarriages, 
terminations, still births or pre-term 
labour 

 Recurring sexually transmitted or 
urinary tract infections 

 Attempts to hide injuries or minimise 
their extent 

 Frequent use of pain medications. 
 

Emotional 

 Appears frightened, overly anxious or 
depressed 

 Suicide attempts, particularly in Asian 
women 

 Repeated presentation with 
depression, anxiety, self-harm or 
psychosomatic symptoms 

 Emotional exhaustion, lack of 
emotional control 

 Impaired thinking 

 Decreased concentration / attention 
span 

 Eruptions of aggression; anger out of 
context 

 Low self esteem 

 Frequent use of minor tranquillisers  
 

 

 

 

 

 

Other 

 Alcohol / substance misuse (by 
victim / perpetrator) 

 Frequent appointments for 
vague symptoms 

 Submissive or reluctant to 
speak in front of partner 

 Partner always attends 
unnecessarily 

 Partner is aggressive or 
dominant, talks for the patient or 
refuses to leave the room 

 Secretive about home life 

 Frequent missed appointments 

 Poor or non-attendance at 
antenatal clinics 

 Non-compliance with treatment 

 Early self-discharge from 
hospital 

 Financial difficulties 
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Appendix 2 Guidance re children exposed to domestic violence and abuse 
 

Possible signs and symptoms  

 Physical abuse  

 Sexual abuse 

 Being protective of mother and / or siblings e.g. physically intervening, withholding 
information, getting help 

 Advance in maturity and a sense of responsibility compared to children of a similar age 

 Aggression and anger to mother and / or other adults and siblings. 

 Withdrawn and being secretive and unable to tell. 

 Feeling guilty and to blame for the violence. 

 Difficulties at school, truancy and running away, frequent school changes. 

 Conversely may have excellent behaviour and achieve well at school. 

 Sleep disturbances, irritability, bed wetting and nightmares. 

 Developmental delay. 

 Flinching or heightened awareness of changes in voice / sudden movement in younger 
children  

 Eating problems being under or over weight. 

 Difficulty in trusting others, social isolation and poor social skills. 

 Perpetrator or victims of bullying behaviour. 

 Highly developed social skills having the ability to negotiate difficult situations. 

 Low self-esteem, sadness and depression. 

 Possible criminal behaviour and/or escaping into drug or alcohol misuse. 

 Running away from home or being at home infrequently. 

 Expressing decreased empathy for victims having suicidal or homicidal thoughts or 
actions. 

 

Important considerations: 

 Non biological children of the perpetrator are more at risk of abuse.  

 The younger the child the more vulnerable they are to suffering significant harm.  

 These signs can be due other problems, not necessarily associated with DVA  

 Children with a high level of resilience may not exhibit any of difficulties 
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Appendix 3 Guidance on Routine and Selective Enquiry  

Victims of DVA often find it difficult to raise the subject.  Health professionals should take a 
proactive approach and make talking about DVA part of their daily work. The Department 
of Health (2006) advocates the use of routine or selective enquiry to identify victims of 
DVA. 

Victims of DVA are predominantly female.  In 30% of cases the abuse starts or 
significantly escalates during pregnancy.  Routine enquiry (R.E.) should therefore be 
conducted as standard practice during ante-natal contact. Selective enquiry (S.E.) should 
be conducted in any patient / client contact in response to indicators of DVA (Appendix 1), 
e.g. in ED / Urgent Care Centres  

R.E. should also be incorporated into health assessment / screening of adults deemed 
vulnerable due to age, ill health or disability.  

When utilising either form of enquiry: 

 Do not undertake R.E. / S.E. unless you have previously had DVA training 

 Consider carefully how to ask relevant questions ensuring your actions do not 
exacerbate risk or compromise the client’s safety  

 Choose a safe and private environment to ask the question. Practitioners may need to 
be creative in finding opportunities to speak with clients alone 

 Never ask in front of a third party.  Perpetrators of DVA and so-called ‘honour based 
violence’ often monitor their victims directly or via willing or unwitting third parties  

 Use discretion where children are present.  It may not be appropriate for children to 
hear the discussion, the victim may not talk openly in front of children or the child may 
inadvertently disclose the discussion to the perpetrator  

 Where an interpreter is required using a family member (male or female) may not be 
safe or appropriate   

 Be sensitive but use clear, direct questions, not vague queries 

 Whatever the response offer information about local DVA services NB: only provide 
written literature where it is safe to do so 

 Enquiry into DVA is not a one off activity, further enquiry at intervals increases the 
likelihood of a victim feeling safe enough to talk about the abuse 

 Consider your own safety 
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Appendix 4 Guidance following disclosure of Domestic Violence and Abuse 
 
Decision making  

General principles 

 The person alleging abuse is to be believed unless there is clear evidence to the 
contrary.  

 Check whether the perpetrator is in the vicinity and ensure they are not able to overhear 
or walk in on the conversation  

 Reassure the client that discussions are confidential and no action will be taken without 
their consent, unless there are issues relating to their safety or the welfare and safety or 
other persons. 

 Disclosure, discussion and risk assessment of DVA is likely to result in an 
appointment/consultation taking longer than planned.  Work with the client to create a 
credible explanation for this.  

 Establish the best method to contact the victim in future (contacting them at home may 
not be safe or appropriate) 

 Acknowledge the victim’s experiences and listen with respect and dignity and without 
judgment 

 Give a positive message that DVA is unacceptable but do not pressurise the victim to 
take action.  Ask what they want to do (if anything) and respect their decision.  Health 
Professionals should work to empower victims to make their own decisions and, unless 
the abuse is assessed as very high risk, not make decisions on their behalf (see 
MARAC procedures) 

 Information sharing within and between agencies should be done in accordance with 
policy and appropriate levels of confidentiality should be respected 

 Be prepared to offer the same standard of support on all occasions no matter how 
many times the issue arises.   

Following disclosure the immediate safety of the victim and any children should be 
assessed. 

Ascertain / consider the following: 

 Is the victim and/ or any children in immediate danger?  If so contact police via 999 if 
necessary 

 Where is the perpetrator now? 

 Does the victim feel safe to return/remain in their home? 

 Do they want to report the abuse to the police  

 Do they need medical attention (this is their choice) 

 Do other colleagues need to be notified immediately? 

 What is the emotional/psychological state of the victim 

 Are there any underlying conditions/illnesses that need to be considered? 



Domestic Violence and Abuse Guidance 

PROC/CLIN/0018(n)                                                     Version 4.0 Page 20 of 26 
 

 Is a referral to Children’s Services needed? 

 Is a risk assessment with a view to MARAC referral needed? 

DO NOT 

 suggest that the victim’s first consideration is to leave the relationship (this can 
exacerbate risk) 

 discuss the matter or attempt to mediate with the perpetrator  

 put yourself or colleagues at risk in a potentially violent situation 

If there is no immediate danger: 

1.  Avoid arousing the perpetrator’s suspicion. 

 Perpetrators often accompany victims to health appointments to monitor 
conversations and inhibit disclosure.  

2.  Discuss confidentiality and Safeguarding Children 

 If children are at risk NHS Safeguarding Children procedures must be adhered to. 
Discuss this with the parent/carer and obtain consent if possible. However the 
interests of the child are paramount and initiating Safeguarding Children procedures 
is not conditional on gaining consent.  Professionals can override consent or choose 
not to inform parents if they feel the child or themselves will be placed at risk by 
doing so.   

3.  Obtain a history of the pattern and history of the abuse  

 Try to build a picture of the nature and extent of the abuse without pressing the 
victim to talk if he/she feels reluctant or uncomfortable. It is important to work at the 
victim’s pace, which may take several contacts. The MARAC risk assessment 
identifies the relevant information required to identify the nature and severity of the 
abuse, and establish the risk level.  Staff should familiarise themselves with this 
document and so be able to discuss the issues with the victim in a conversational 
style.  The information should be recorded in the client’s notes for future reference. 

4.  Safeguarding the adult victim 

 Where the nature of the abuse indicates a high risk of repeat victimisation, significant 
harm or homicide refer to MARAC.  If not, retain the risk assessment in the client’s 
file to provide a baseline for comparison and evidence in the event of a repeat 
incident or escalation of the abuse. 

 A key line of enquiry within the Domestic Homicide Review process is to establish 
whether any risk assessment was conducted where DVA was known or suspected.  
Health professionals therefore need to be able to evidence that a risk assessment 
was undertaken. 

 Consult the Safeguarding Adults Policy where the victim or other adults are identified 
as vulnerable or at risk due to other factors. 

5.   Establish the victim’s future plans 

 Establish if the victim intends to remain in the relationship or plans to leave. The aim 
is to offer support and information - not to pressure the victim into leaving or to 
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provide a ‘quick fix’.  Violence often escalates at the point of separation or 
afterwards.  Pressuring the victim to leave the abuser is not helpful or safe.  Leaving 
is a step that should be carefully planned after support mechanisms are established.  
However where the victim feels at imminent risk of significant harm and indicates 
that they may need to leave the situation immediately this is best achieved with the 
help and support of outreach and/or refuge services, or the police. 

 Do not be surprised or give up on a client who chooses to remain in a violent or 
abusive relationship.  There are many issues affecting the decision to leave not least 
the risk it might pose to the victim and/or their family.  

6.  Offer support and information 

 Victims of DVA often blame themselves for the abuse and minimise and rationalise 
their abusers behaviour.  They may be unaware of services or feel they do not need 
or deserve help. Your role, if there are no immediate child protection concerns, is to 
advise the victim of options available and support them in making their decisions.  
You should ensure the victim has contact details for specialist DVA services, refuges 
or help lines and should also offer to support them to contact those services there 
and then.   If it is not safe for the victim to take written details of services home, help 
them to memorise the number or store it under disguise in their mobile phone or 
address book 

7.  Discuss safety  

 Health professionals have a duty of care to discuss safety, regardless of whether the 
victim plans to leave or remain in the relationship, and should not presume that a 
victim is safe, or knows how to improve their safety, even where there has been 
police involvement.   

 Health professionals also can assist victims who have fled DVA by advising them of 
the option to have the Sensitive Flag set on the NHS Summary Care Record via their 
GP.  This process ensures all demographic information which could identify where a 
person is living is hidden from view, thus preventing this information being 
inadvertently or deliberately given to a perpetrator.   

8.  Ongoing support 

DH guidance (2006) states that health practitioners should not be the key providers 
of long term support to victims of DVA but have a duty to ensure that the victim is 
referred to specialist support services.  These services can offer emotional and 
practical support, for example assistance with home security, housing and legal 
matters. 

Professionals who have long term involvement with victims and/or children due to 
the nature of their role should consider how DVA impacts on their clients’ health and 
wellbeing.  DVA can result in health issues such as depression, anxiety, Post 
Traumatic Stress Disorder, acute or chronic injury and substance misuse (DH 2010).  
Referrals to other health professionals to address these issues may therefore also 
be required.  
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Appendix 5 Guidance to promote the safety and welfare of children in relation to 
DVA 
 

Interventions to promote the safety and welfare of children  

The purpose of intervention is to help the child / young person achieve each of the five 
Every Child Matter outcomes.  Staff have a responsibility, at any level of need, to assist 
families and help them access appropriate services.  Using a ‘tiered’ approach based on 
the common assessment framework, staff should consider the following as examples of 
interventions / services available to children and / or families at each level.   

NB: This is not an exhaustive list 

Referrals should be made with the consent of the family and, ideally, the child/young 
person concerned, unless to do so would increase the risk to the child or adult victim. 

Tier 1 - Universal Services & preventive work 

 Screening e.g. Antenatal & Family health needs assessments 

 Early identification via Routine / Selective enquiry  

 Domestic violence and abuse awareness 

 Personal Social and Health Education (PSHE) within schools  

 Healthy relationship education. 

Tier 2 - Targeted services for children vulnerable as a result of DVA 

 Risk assessment and safety planning  

 Additional support e.g. family support visits / listening visits (health visitors) 

 Information about / support to access DVA services (outreach and refuge) 

 Children’s Centres  

 Group work programmes e.g. Freedom programme / parenting programmes 

 Youth workers 

 Parent Support Advisors (PSAs) & Family Link Workers 

 Family Pathfinder Team (via CAF) 

 Victim Support 

Tier 3 - Additional services with more than one agency for children whose lives are 
seriously disrupted by DVA 

 CAF – Team around the child / family 

 Children In Need Services 

 CAMHS 

 Refuge and community based outreach support 

 Specialist children’s workers (via outreach services / refuge) 

 Drug and Alcohol Services 

 Counseling 

 Legal advice re protection & child contact 

 Housing 

 Voluntary domestic abuse perpetrator programme 

Tier 4 - Specialist services 

 Police 

 Safeguarding Services 

 MARAC 

 MAPPA 
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Appendix 6 Guidance around Safety Planning – Domestic Violence and Abuse 

Safety planning can help a victim think through their options and place their immediate and 
future safety at the forefront of any course of action. 

Key issues: 

 Victims are at increased risk of abuse post separation hence ending the relationship is 
NOT the only or essential element in safety planning 

 The victim may not live with or be in a relationship with the perpetrator 

 Separation may result in different forms of abuse e.g. stalking and harassment. 

 Post separation child contact can create opportunities for the perpetrator to continue to 
abuse the victim 

 A written plan should not be kept where it may be discovered by the abuser 

 
Advise the victim as follows: 

If you anticipate an incident: 

 Try to get to a room or area with access to an outside door. 

 Avoid areas which present additional risk e.g. kitchens (easy access to knives) 

You may need to leave in a hurry, in which case: 

 Have a plan for where you will go 

 Keep your mobile / money for the phone on you at all times 

 Leave keys / handbag / purse where you can easily get them 

 Have a bag packed with clothes, money and an extra set of keys.  Consider keeping 
these at the home of a trusted friend or relative 

Think about your safety and that of your children: 

 Learn defensive tactics such as how to position your body to reduce damage 

 If you can get a mobile phone pre-programme it for emergency / 999 calls 

 Rehearse ways you and your children can leave your home quickly and safely  Also 
practice this in the dark 

 Where appropriate discuss safety plans with your children – tell them what they should 
and should not do during an incident e.g. not intervene 

 Teach children how to get away / where to go during an incident 

 If safe/age appropriate teach children how to get help (e.g. phone numbers)   

 Teach children how to call police – specifically tell them to give their name, address and 
say what’s happening i.e. someone is hurting my mum  

Get support: 

 Decide who you can talk openly with and who can support you 

 If you can confide in family or friends have a code word that triggers help  



Domestic Violence and Abuse Guidance 

PROC/CLIN/0018(n)                                                     Version 4.0 Page 24 of 26 
 

 If possible identify a neighbour who will call police if they hear a disturbance 

The victim is most at risk when planning to leave or just after ending a relationship.  
In these circumstances the following should be considered: 

Plan ahead 

 Take legal advice about your situation (many solicitors provide half an hour free) 

 Keep a record of incidents, or tell someone else who can do it for you. Include the date, 
time and a description of what happened, names of witnesses and any police  officers 
who attended 

 If possible open a bank account in your name.  Hide the book or card and pay small 
amounts of money in at a time 

Identify where you will go 

 Do you have a supportive friend or family member with whom it is safe to stay? 

 Would a refuge or emergency homeless accommodation be an option? 

 How will you get to the alternative accommodation? (Refuge providers can assist those 
fleeing DVA to reach safe accommodation) 

 Leave when the abuser is not around 

Take important documents and items with you: 

 ID e.g. national insurance card/ passport/birth certificates for you and the children 

 Money / bank cards / details of bank accounts / benefits books. 

 Medication and health records – NHS card, immunisation records etc.  

 Legal documents e.g. court orders 

 Rent books / mortgage / insurance details 

 Jewellery and items of sentimental value 

 Children’s things e.g. clothes, nappies, formula, toys. 

Do not return to the home unaccompanied 

If remaining in the home or moving to a new address post separation:  

 Talk to children (in age appropriate terms).  Tell them to inform you if your ex-partner 
comes to the house or tries to speak to them when you are not there. 

 Seek legal advice regarding formalising child contact arrangements. 

 Change the locks / ensure windows are secure / install a home security system  

 Contact the local DVA support service for advice and assistance with home security 
(also known as target hardening).  A panic alarm may be provided by the Police in 
some circumstances  

 Keep support agency contacts to hand and pre-programme emergency numbers / 999 
into phones. (Mobiles will ring 999 even without credit)  

 Consider asking neighbours to contact the Police if they see the abuser near your home 
or see or hear any disturbance at your house. 
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 Inform those who care for children (child minder, nursery, schools) and make sure they 
are aware who has the authority to collect the children. 

 Consider your safety travelling to and from work / college.  Consider asking your 
employer / a trusted tutor for security measures to be put in place such as not allowing 
ex-partners on the premises or screening telephone calls.   

 Keep a record of any incidents, saving any communication from the perpetrator (text 
messages / social networking comments or messages / voicemails / letters) - these can 
be used as evidence of harassment. 

 Report ongoing incidents and harassment to the police, even if they seem minor e.g. 
driving past the house. 
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Appendix 7 Flowchart Disclosure of Domestic Violence and Abuse 
 

What to do following disclosure of DVA 
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