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EXECUTIVE SUMMARY:
Domestic abuse and sexual violence is commonplace in society, and is even more
prevalent among people who have experiences of mental ill-health. Domestic abuse
and sexual violence are also known to have an impact on mental well-being. The
Department of Health and NICE recognise that mental health services have a role to
play in addressing domestic abuse and sexual violence.
This policy is designed to provide a framework for staff to identify, and respond to,
domestic abuse and sexual violence in an effective and supportive way that promotes
safety and empowers those who experience it, as well as enabling staff to hold
perpetrators accountable for their actions. This policy applies to all Trust services.
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1.0 Introduction
1.1

Purpose of policy

Domestic abuse and sexual violence is part of NHS core business:
•
•

8% of maternity patients will experience DV&A
69% of women and 49% of men with severe mental illness in mental health services will
experience DV&A
• 12.5% of suicides and suicide attempts by women in the UK are due to domestic abuse
• Of all the children and young people who died by suicide under the ages of 20 years,
19% witnessed DV&A
• 40-62% of women in substance abuse services have experienced DV&A
(Domestic Abuse and Violence update 2019 Annual Report NHSE)
The aim of this policy is to ensure that both service users and staff who have experienced
domestic abuse and sexual violence in the past or present, and children who may have
witnessed such acts, are supported safely and appropriately.
The specific objectives are to:
•

Ensure that the issue of domestic abuse and sexual violence is understood by trust staff
to be a feature of mental health distress in the lives of a substantial number of service
users, carers, and for staff themselves.

•

Give staff a framework within which to assess and appropriately respond to disclosures
of domestic abuse and sexual violence by service users and carers

•

Incorporate an assessment for domestic abuse and sexual violence into the routine
assessment of all service users, alongside the trust risk assessment process.

•

Give staff sufficient information to direct them to the experts in the domestic abuse and
sexual violence services so staff do not feel they have to deal with the issues alone.

•

Be aware that under the Trust Safeguarding Policies, all staff are responsible for
ensuring that children are safeguarded, and asking about domestic abuse and
sexual violence at assessment may lead to increased safety for a number of children.
Children who live with domestic a b u s e a n d s e x u a l violence are at s i g n i f i c a n t
physical and psychological risk.

•

Help staff to understand in what circumstance a safeguarding c o n c e r n o r
c h i l d r e f e r r a l should be raised, and be clear about the process to follow in this
situation.

1.2 Definitions
NICE 2018 describes 'domestic violence and abuse' is defined as any incident or pattern of
incidents of controlling, coercive or threatening behaviour, violence, or abuse between people
aged 16 years or over who are, or have been, intimate partners or are family members
regardless of gender or sexuality.
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It is very common, and in a vast majority of cases is experienced by women and is
perpetrated by men. However it is important to acknowledge that domestic abuse can be
experienced by adults and children of all genders
Domestic violence and abuse can include but is not limited to the following:
•
Psychological and or Emotional
•
Physical
•
Sexual,
•
Economic abuse
•
Harassment and Stalking
•
Online or digital abuse
•
Harmful practices (FGM / Forced Marriage)
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.
Gender and Domestic Abuse
Women's aid state that every case of domestic abuse should be taken seriously and each
individual given access to the support they need. All victims should be able to access
appropriate support. Whilst both men and women may experience incidents of inter-personal
violence and abuse, women are considerably more likely to experience repeated and severe
forms of abuse, including sexual violence. They are also more likely to have experienced
sustained physical, psychological or emotional abuse, or violence which results in injury or
death.
Stalking and harassment
Stalking involves a person becoming fixated or obsessed with another. It is a pattern of
persistent and unwanted attention that may make you feel scared, anxious or harassed.
Some examples of stalking:
•
Regularly giving unwanted gifts
•
Making unwanted communication
•
Damaging property
•
Repeatedly following you spying on you
•
Threats
Indicators of Domestic abuse
The following symptoms or conditions are indicators of possible domestic violence or abuse:
•
Symptoms of depression, anxiety, post-traumatic stress disorder, sleep disorders
•
Suicidal tendencies or self-harming alcohol or other substance misuse
•
Unexplained chronic gastrointestinal symptoms unexplained gynaecological
symptoms, including pelvic pain and sexual dysfunction
•
Adverse reproductive outcomes, including multiple unintended pregnancies or
terminations
•
delayed pregnancy care, miscarriage, premature labour and stillbirth
•
Genitourinary symptoms, including frequent bladder or kidney infections
•
Vaginal bleeding or sexually transmitted infections
•
Chronic unexplained pain
•
Traumatic injury, particularly if repeated and with vague or implausible explanations
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•

Problems with the central nervous system – headaches, cognitive problems, hearing
loss
•
repeated health consultations with no clear diagnosis
•
Intrusive 'other person' in consultations, including partner or spouse, parent,
grandparent or an adult child (for elder abuse).
[Adapted from Domestic violence and abuse (NICE guideline PH50)]
https://www.nice.org.uk/guidance/ph50
Forced Marriage
Under the Anti-Social Behaviour, Crime and Policing Act 2014, it is a crime to “use violence,
threats or any other form of coercion for the purpose of causing another person to enter into
marriage”. This also includes deceiving someone into leaving the UK for the purpose of
forced marriage abroad.
As such, a forced marriage is a marriage in which one or both spouses do not consent, or do
not have capacity to consent, to the marriage and duress is involved. Duress can include
physical, psychological, financial, sexual and emotional pressure.
People who are learning and physically disabled are at increased risk of forced marriage,
with parents often citing concerns about the long-term needs and welfare of the person as
their reasons for the marriage. Other reasons include stopping ‘unsuitable’ relationships or to
control unwanted behaviour that may be seen as bringing shame on the family. For this
reason, forced marriage is closely linked with so-called honour-based violence.
So-called Honour-based violence
The terms “honour crime” or “honour-based violence” embrace a variety of crimes including
assault, imprisonment and murder, where the person is being punished by their family or their
community for actually, or allegedly, undermining what the family or community believes to
be the correct code of behaviour. In transgressing the code, the person is seen to bring
“shame” or “dishonour” to the family. The majority of victims are girls and women.
Similar to forced marriage, so-called honour-based violence includes many of the types of
abuse involved in domestic violence.
Sexual violence and abuse
The term sexual violence and abuse includes various types of abuse:
• Rape and sexual assault – which includes specific criminal offences relating to
people who have mental health problems. You can find more details here Sexual
Offences Act 2003
• Child sexual abuse – sexual activity with a child under 16 is a criminal offence, as is
paying for sexual services of a child, and sexual acts with a person under 18 if you are
in a position of trust.
• Sexual exploitation and trafficking – both adults and children can be sexually
exploited or trafficked. Child sexual exploitation is defined as:
“involving exploitative situations, contexts and relationships where young people (or a third
person or persons) receive ‘something’ (e.g. food, accommodation, drugs, alcohol, cigarettes,
affection, gifts, money) as a result of them performing, and/or another or others performing
on them, sexual acts.” (DCSF, 2009)
See also link to Trust Child Sexual Exploitation policy:
https://policies.sussexpartnership.nhs.uk/clinical-3/517-child-sexual-exploitation-policy
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Modern Slavery/Human Trafficking
Modern slavery encompasses slavery, servitude, forced and compulsory labour, and human
trafficking.
Traffickers prey on the vulnerable, and those who are alone or lack strong support networks.
The ‘Modern Slavery Wheel’ illustrates the main types of Modern Slavery. It includes the key
signs to look out for if you believe someone may be a victim. You can find it here:
www.rcn.org.uk/-/media/royal-college-of%20nursing/documents/publications/2018/may/pdf006745.pdf
Awareness about the trafficking of young people around the UK to be sexually exploited has
increased in recent years. Although in such cases, the victim can be tricked into believing
they are in a loving relationship, no child under the age of 18 can ever consent to being
abused or exploited.
Female genital mutilation (FGM)
Female Genital Mutilation (FGM) constitutes all procedures that involve partial or total
removal of the external female genitalia, or other injury to the female genital organs for nonmedical reasons (WHO).
It is an offence to subject someone to FGM in this country or to remove them to another
country for the purpose of FGM.
On October 1st 2015, legal duty to report FGM to the police came into force. Professionals
must phone the police non-emergency crime number, 101, if a patient under the age of 18:
a) Tells you she has had female genital mutilation
b) Has signs which appear to show she has had female genital mutilation
The Department of Health has published guidance for professionals here:
https://www.gov.uk/government/publications/fgm-mandatory-reporting-in-healthcare
A flow diagram of what to do and legal responsibility can be found in Appendix 6.
The Trust FGM policy can be found here:
https://policies.sussexpartnership.nhs.uk/clinical-3/516-female-genital-mutilation-policy
1.3 Scope of policy
Domestic abuse and sexual violence comprises several types of abuse: domestic abuse,
forced marriage, so-called honour-based violence, sexual assault and rape, child sexual
abuse, sexual exploitation, modern slavery and trafficking, and female genital mutilation
(FGM).
The process for responding effectively to domestic abuse and sexual violence involves:
•
•
•
•

All staff being able to respond appropriately to disclosures of abuse.
All clinical staff enquiring about domestic abuse and sexual violence as part of clinical risk
assessments or when indicators of abuse are present. (see link to Clinical risk policy
below)
Clinicians assessing risk of future abuse and working with partners to safeguard against
further harm.
Ensuring survivors of abuse have access to support within or from outside the Trust, as
per their individual needs.
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•
•
•

Working with perpetrators, where it is safe to do so, to reduce the risk of causing further
harm and supporting access to appropriate support.
Supporting multi-agency responses to domestic abuse and sexual violence, including
through the appropriate sharing of information
Ensuring that the voice of the child is present in all thinking and appropriate referrals are
made

Link to Clinical risk policy: http://policies.sussexpartnership.nhs.uk/clinical-3/clinical-riskassessment-safety-planning-risk-management-policy-and-procedure
2.0 Duties
All staff
An awareness of the possible occurrence of domestic abuse and sexual violence among
mental health service users and how to provide an initial response to disclosures from victims
and perpetrators is the responsibility of all staff. Any issues or incidents of relevance must
be reported to their line manager.
Clinical Staff
All clinical staff should:
• be mindful of their a legal ‘duty of care’ which requires that they exercise a reasonable
standard of care to service users, including identifying if they are at risk of harm and
arranging support to enable them to recover from experiences of domestic abuse and
sexual violence.
• routinely enquire about domestic abuse and sexual violence as part of the Trust’s clinical
risk assessment policy (see link on previous page)
• Be able to assess the immediate needs of and risks to victims of domestic abuse and
sexual violence, including by working with relevant partner organisations.
• Know how to record information about domestic abuse and sexual violence.
• Arrange to attend training to meet identified knowledge or skill gaps.
• refer or seek consultation from local specialist services and refer to MARAC if necessary
Team Leaders/Ward Managers
Responsible for ensuring all staff are:
• aware of the principles and procedures detailed in this policy
• confident and competent in addressing domestic abuse and sexual violence
• participating in multi-disciplinary discussions (e.g. through MARAC), where necessary
• properly documenting domestic abuse and sexual violence as part of risk assessment,
formulation and management plans
• having regular supervision as per Trust Policy
• being properly supported
• Helped to address any developmental needs.
• receiving appropriate training
• appraised annually and a have Personal Development Plan that includes domestic abuse
and sexual violence
• support to staff
Middle and senior managers (including service managers, modern matrons and general
managers)
Responsible for ensuring:
• Implementation of this policy, high quality service provision, provision of training and
ensuring learning is applied following adverse incidents.
• The appropriate assessment tools and documentation are accessible and used.
• support to staff
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Safeguarding team
Addressing Domestic Abuse and Sexual Violence is an important part of safeguarding adults
and children. The Safeguarding team will ensure that Trust policies and procedures regarding
domestic abuse are up to date and in line with legislative requirements. The team will provide
strategic leadership and will ensure representation in local partnerships. The team will ensure
training is up to date and will monitor compliance.
Executive
Executive Responsibility: The Chief Nurse has executive responsibility for Safeguarding
Adults and Safeguarding Children respectively. This includes Domestic abuse and sexual
violence. The Chief Nurse is responsible for ensuring participation in strategic partnerships
across Domestic abuse and sexual violence services. This policy will be reviewed every two
years unless there is a cause to so earlier.
3.0 Procedure
3.1 Routine enquiry and responding to disclosures
Research has demonstrated that up to 95% of women do not mind being asked about
experiences of violence and abuse (Feder et al, 2013). This is positive, as it is also well
established that most domestic abuse and sexual violence survivors will not disclose without
being asked by a professional.
3.2 Asking the question
By asking about domestic abuse and sexual violence routinely and regularly to all genders
we can increase the likelihood of disclosure.
Routine enquiry is also:
• part of the Trust clinical risk assessment policy (see link above)
• required under the Care Programme Approach guidance (Department of Health, 2008)
• encouraged by the Department of Health 2005 for staff who have received adequate
training; and
• recommended in the National Institute of Health and Care Excellence (NICE) guidance on
domestic violence (NICE, 2014)
3.3 The basic principles for enquiring about domestic abuse and sexual violence
include:
• Ensure you ask in an environment where confidentiality is assured, and discussions
cannot be overheard.
• The person should NOT be asked about domestic abuse and sexual violence whilst
accompanied by partners or other family members (including children), as they could be a
perpetrator.
• Never use the person’s partner, family, friends or members of their close social community
as an interpreter. Always use an impartial and independent person with whom the person
feels comfortable.
• Ensure that when you ask, your question is intended as sensitive, supportive and with a
view of supporting the victim and exploring things at their pace.
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• You may wish to explain that domestic abuse and sexual violence is very common and so
they are not alone in their experience. You should also explain that domestic abuse and
sexual violence can have an impact on someone’s mental wellbeing, and this is why you
are asking about this.
• Do not feel you have to know everything there is to know about domestic abuse and
sexual violence. Knowing the basics and admitting that you don’t know the answer to a
survivor’s more detailed questions is better than not talking about domestic abuse at all
Any of the following questions are a useful way to start a conversation about domestic abuse
and/or sexual violence:
• We know that many of our service users have experiences of being hurt or frightened by a
partner or family member. Is this something that has happened to you?
• Have you ever been hurt or frightened by your partner, a family member, or someone else
you know?
• How do you and your partner/family work out arguments? Do arguments ever result in you
feeling put down or bad about yourself? Do arguments ever result in hitting, kicking or
pushing?
• Do you ever feel that you aren’t free to make decisions for yourself, such as where you go,
or what you wear? Do you ever feel controlled by your partner/family?
• Has anyone ever made you do things sexually that you weren’t comfortable with or hurt
you?
There are further questions that can assist in identifying each type of domestic abuse and
sexual violence. See Appendix 4
3.4 Responding to disclosures
Research has shown that not responding appropriately to a disclosure of abuse can be more
detrimental than not asking in the first place.
The initial response to a disclosure should offer acknowledgement of what the person has
said:
• Thank you for telling me
• You are not alone. 1 in 4 women and 1 in 6 men, for example, will experience domestic
violence in their lifetime
• No one deserves to be abused
• You have the right to be safe
• There are services available that may be able to help
• You are the expert on what you need
Further, staff are encouraged to:
• Give the person information on local and national support services
• Do not make decisions for the person. It’s crucial that they decide themselves what it is
they want to do next
• The mental capacity of the adult at risk needs to be established in regard to their wishes
• Be aware of high-risk situations. If a survivor wants to leave an abusive partner or to flee
their family due to forced marriage, you should encourage them to seek advice from a
specialist support service before doing. Leaving is the point at which a victim is most at
risk of serious harm or murder
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• Take steps to reduce risk. This may be done with or without the consent of the adult at
risk, particularly where the risk of harm is regarded as high. Every effort should be made to
engage the adult at risk in this process, where it is safe and appropriate to do so
• Any activity connected to the person alleged to have caused the harm needs to be mindful
of any potential risks that it may pose to the adult or child at risk. It is not a requirement in
all cases to disclose information that is held if it will increase the risk
Remember that doing nothing is not an option
3.5 Risk assessment
As part of the initial response to a disclosure of domestic abuse or sexual violence, it is
important to determine the extent of any future harm faced by the adult at risk and their
children.
Risk relating to domestic abuse and sexual violence includes:
• Risk of further harm from the perpetrator(s)
• Risk of psychological distress, self-harm and suicide
This policy also provides guidance on assessing and managing risk from the perpetrator.
Some general points relating to risk in cases of domestic abuse and sexual violence:
• Risk is very fluid and levels of risk can change quickly. The most effective risk
assessments are based on structured professional judgment and are completed in
conjunction with the survivor. Risk assessments should formally be reviewed regularly, but
also as is needed
• Taking any action relating to domestic abuse and sexual violence can put the victim at
greater risk. Always ask yourself if your actions will make the person safer or not
• Professionals should not attempt to mediate in cases of any type of domestic abuse or
sexual violence, but should rather provide the individual who is experiencing the violence
with information about specialist services, where safe and appropriate to do so
• Consideration should be given to the context of the abuse. The interventions need to be
proportionate to the risks identified having regard to the intent or motivation of the person
causing the harm, for example, inadvertent harm caused by a carer
• Any activity connected to the person alleged to have caused the harm needs to be mindful
of any potential risks that it may pose to the adult at risk. It is not a requirement in all cases
to disclose information that is held if it will increase the risk
3.6 Managing risk and safeguarding
If there is an on-going risk of violence and abuse, staff should consider referring the case to:
1. MARAC (Multi-Agency Risk Assessment Conference)
Multi-Agency Risk Assessment Conference (MARAC) is a meeting that brings together
representatives from a number of partner agencies to discuss the safety, health and wellbeing of people experiencing domestic abuse (and their children). There are a number of
MARAC forum's operating across Sussex and Hampshire
Local guidance on the MARAC process for practitioners see links below:
East Sussex - https://www.safeineastsussex.org.uk/MARAC-help.html
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Brighton and Hove - https://www.safeinthecity.info/marac
West Sussex - https://www.westsussex.gov.uk/fire-emergencies-and-crime/domesticabuse/domestic-abuse-training-and-information-for-professionals/
Hampshire- https://www.hants.gov.uk/socialcareandhealth/hantsdomesticabuse/marac
MARAC representation
SPFT provides representatives to the MARAC in each locality where it delivers services.
The Trust will ensure that a representative
•

from each locality is identified responsibility of Local SPFT identified MARAC lead

•

will be tasked with reviewing the case list for their MARAC meetings, collecting
relevant information from any staff that had contact with the victim/perpetrator/child
and reviewing Carenotes

•

will attend MARAC meeting on behalf of the Trust, possibly accompanied by another
member of staff (such as the victim’s CPN or social worker)

•

will actively participates in MARAC meetings

•

Update patient records on Carenotes (regardless if they are open to services). The rep
will record that the victim / perpetrator has been discussed at MARAC and contact
details where further detailed information can be found on the case. An alert should
also be added to carenotes with date case discussed at MARAC- For
victims/perpetrators known to Primary care services information should be forwarded
to a named person within those teams

•

Will feedback any specific actions for the staff working with the victim/perpetrator and
share information with management as necessary

•

Actions for victims / perpetrators open to CAMHS should be forwarded to the SPFT
Safeguarding Team Deputy Named Nurses for Children's Safeguarding via
Safeguardingteam@sussexpartnership.nhs.uk to take forward

MARAC minutes
It is advised that a full copy of MARAC minutes should not be uploaded on to carenotes due
to the detailed and often sensitive information of both victim and perpetrator that is shared by
a number of partner agencies - Relevant Information from minutes should be used to inform
risk management and care planning and can be sought by contacting the relevant local
MARAC team
To find out who your local MARAC Lead is please contact:
Safeguardingteam@sussexpartnership.nhs.uk

N.B. Victims should know that they have been referred to MARAC. Under no circumstances,
however, should perpetrators been informed that they or their partner are being discussed at
MARAC and this should be clearly documented on any care notes recording.
2. Other multi-agency panels
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Different locality areas will have additional forums for addressing domestic abuse and sexual
violence
Details of forums in your area can be found by contacting the local domestic violence
services in your area.
3. Adult safeguarding
Where an adult is at risk of domestic abuse and/or sexual violence Trust employees have a
statutory duty to safeguard them from future harm.
Staff should use the Sussex Safeguarding Adults Policy & Procedures whenever there is
domestic abuse or sexual violence. These procedures should be used to establish the initial
course of enquiry and inform a protection plan. Threshold documents to support decision
making in regards to raising concerns can be found on link below - which includes guidance
in regards to reporting domestic abuse:
East Sussex: https://www.eastsussexsab.org.uk/information-resources/guidance-on-raisingconcerns-about-abuse-and-neglect/
West Sussex: https://www.westsussexsab.org.uk/media/jikel32x/safeguarding-thresholds.pdf
In cases of domestic abuse, safeguarding referrals should be made alongside a MARAC
referral where necessary. Cases not reaching the threshold for MARAC will still be managed
under the Safeguarding Adults process with strategy discussions taking place to develop
appropriate plans to prevent escalation in circumstances and to provide appropriate support
for the adult.
See link to Adult Safeguarding including Sussex wide multi-agency policy and procedures:
https://staff.sussexpartnership.nhs.uk/nursing-department/teams/safeguarding-team
http://sussexsafeguardingadults.procedures.org.uk/
4. Child safeguarding
Where there is domestic abuse or sexual violence, the implications for any children in the
household must be considered. Professionals should make a preliminary assessment of the
possible degree of exposure of the children to the incidents of violence and its consequent
impact, seek further advice from their named professional/safeguarding team about whether
and how best to make a statement of referral to children services, emphasise and explain
issues of confidentiality to the patient but be clear about its limits, such as if a child is
involved.
Similarly, children and young people are at risk of experiencing domestic abuse and sexual
violence directly, with 16-24-year-old women being at highest risk of domestic violence,
sexual assault and rape, forced marriage and FGM.
Where a child or young person under 18 is living in a household where there is abuse or are
being directly abused, we have a statutory duty to protect them under the safeguarding
procedures.
Full guidance on safeguarding children in the presence of domestic abuse can be found in
the Local Safeguarding Children’s Board protocol for safeguarding children for each locality.
Please also refer to the Pan Sussex Safeguarding Children Policy and Procedure which are
the standard to which we should all subscribe.
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All the relevant policies and procedures can be accessed here:
http://policies.sussexpartnership.nhs.uk/clinical-3/safeguarding-and-child-protection-strategy
Referrals should be discussed with a line manager, named professional or the
Adult/Child Safeguarding lead to ensure the case is being managed correctly.
3.7 Support option for victims
In addition to multi-agency processes such as the MARAC and Safeguarding Adult referrals,
victims of domestic abuse and sexual violence may have a range of support needs. Some of
these needs may be met by Trust staff, but equally may require a referral to an external
agency.
Types of support need might include:
• Physical health checks and treatment for any visible or internal injuries
• Forensic exams for sexual violence
• Safe accommodation – temporary accommodation, including refuge, through any local
authority or direct application (refuge)
• Protection orders – Non-molestation orders (to stop perpetrator contacting victim) and
occupation order (to remove perpetrator from residing at property) that can be obtained
through a family solicitor (details of reputable firm can be obtained from local specialist
service)
• Emotional support – including general support from non-specialist professionals as well as
specialist helplines, counselling services and long-term psychotherapy
• Financial support if no access to own money, including people with no recourse to public
funds
• Immigration advice
• Parenting support
• On-going advocacy and support from specialist agencies
As survivors of domestic abuse and sexual violence may face difficulties with trust, they may
be less likely to want to be referred to multiple services. Trust staff should be mindful of
where they are able to take action themselves, or in partnership with an external agency,
rather than simply referring on.
Details of local and national specialist support services can be found in Appendix 1
3.8 Older People
Older people (60 plus) who experience domestic abuse historically form part of a ‘hidden
group’. Professionals need to be aware that older victims of domestic abuse are less likely to
engage with support services. Older people are more socially isolated and in position where
they may be caring for the perpetrator or be in fact cared for by the perpetrator. Due to heath
issues older victims may not be able to physically access support, or health issues of the
perpetrator (e.g. dementia) may mean there is additional pressure to remain in the
relationship.
Older victims who disclose abuse may have been in this situation for decades. A majority of
victims are women but there is evidence which suggests that there is a much higher
proportion of older men experiencing abuse (16%) compared to under 60 (4%) (Safer Lives
2016).
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Professionals need to ensure that if domestic abuse or sexual violence is disclosed then
support and advice is freely offered. Staff also needs to take the appropriate steps to act in
the person’s best interest if the victim or perpetrator lacks mental capacity.

3.9 Older People with Dementia
Having dementia places older people at an increased risk of abuse within their home
environment and particularly from a caregiver. Research shows that psychological and verbal
abuse are the most common; people with dementia are also vulnerable to neglect, physical,
sexual and financial abuse.
The cognitive and communication impairments experienced by a person with dementia can
mean it is more difficult to detect abuse. Signs and symptoms that abuse is occurring may be
confused with symptoms of dementia and so careful assessment with the person, the
caregiver and of the environment is important. Signs that a person with dementia could be
being abused may include physical evidence such as unexplained injuries and bruising, pain,
changes in appetite and sleep and behavioural/ psychological distress such as difficulties
accepting care, withdrawal, avoidance of eye contact, vocal expressions of distress and
hypervigilance. Evidence shows that caregivers will often admit to abuse so it is important to
sensitively ask both the carer and, as appropriate, the person with dementia, about possible
abusive behaviours.
Risk factors for domestic abuse of people with dementia may be related to the characteristics
of both the person with dementia and their carer, the quality of their relationship and the
caring environment. In the person with dementia, increased cognitive impairment, behaviours
that challenge and the presence of mental illness or psychological difficulties can all indicate
an increased risk of abuse. If the person with dementia is, or has been (for example premorbidly) abusive towards the caregiver, this is also a risk factor for abuse and can lead to an
escalating cycle of aggression and abuse between the person with dementia and their carer.
In the caregiver, risk factors include experience of mental health problems, experiencing
carer burden and a lack of effective coping strategies in caring for the person with dementia.
In the environment, issues of levels of support and time spent caring through the day are
important. A poor relationship between the cared for and caregiver, and a history of this, is a
risk factor for abuse. It is important to remember that the carer may also be at risk of abuse
(e.g. verbal, physical or sexual) from the person with dementia, especially where there is a
history of a controlling or abusive relationship.
Financial abuse of a person with dementia can be difficult to detect, partly due to their
potentially not being able to detect or report it themselves, and partly due to a possible sense
of entitlement on the part of family who may be mismanaging the person's affairs.
Assessing for the possibility of sexual abuse, as opposed to sexual activity, can also be
complex. It is important to take a person-centred approach that takes into account the
relationship context of the sexual activity, the person's pre-morbid values and preferences,
their capacity to consent and their usual ways of showing assent and dissent in their close
relationships.
It is important to assess early for potential abuse and risk factors, or behaviours that do not
meet a definition of abuse but that are signs that are carer is not coping. In many cases,
abuse of a person with dementia may not be intentional. Factors that have been found to
help in cases of caregiver/ cared-for abuse and 'pre-abuse' include treating cognitive and
non-cognitive symptoms in the person with dementia, providing information/ education to the
carer about dementia, teaching coping strategies and offering home care and/or respite care.

3.10 Parents / Carers
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It is important to consider unpaid carers in the context of domestic violence and abuse. We
should give the message that "You are not alone and the services that are here to help".
https://www.carersuk.org/home.
Consideration should be given to making a safeguarding referral if the carer may have 'care
and support needs' (ref 3.6 Adult Safeguarding). If they do not reach this threshold
practitioners should consider offering support and advice to the carers regarding local and
national services that are available to them (Appendix 1).
3.11 Adolescent to Parent Violence
Taken from Institute for Research and Innovation in Social Services
https://www.iriss.org.uk/resources/esss-outlines/adolescent-parent-violence

Definition
• Adolescent to parent violence and abuse (APVA) was first differentiated from other
forms of familial violence as ‘battered parent syndrome’ (Harbin and Madden, 1979),
referring to:
o “Any harmful act by a child, whether physical, psychological or financial, which
is intended to gain power and control over a parent or carer”
•

It’s a term that has evolved since then, and while there remains a lack of consensus
on definitions and terminology, it can be broadly seen as a pattern of habitual,
coercive behaviours that reverse the parent / child power dynamic (Wilcox, 2012).

•

The term AVPA itself presents problems. It is most likely ‘mother’ – as opposed to
‘parent’ – who is the recipient of APVA. Abuse also defines the child as an ‘abuser’
which is arguably not an appropriate or helpful way of positioning someone under the
age of 18 (Holt, 2011).

•

There is currently no legal definition of APVA. Depending on the age of the child, it
may fall under the government’s official definition of domestic violence and abuse
(Home Office, 2015):
o “...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 psychological, physical, sexual,
financial and emotional abuse.”

•

The UK Government’s draft Domestic Abuse Bill (HM Government, 2019) makes
reference to APVA, but some feel it does not adequately capture its complexities, the
experiences of families, or make a clear commitment to statutory support for those
affected (Adoption UK, 2019).

Prevalence
• Despite recognition from practitioners, APVA has been, and continues to be, a
relatively unexplored area. It is a particularly hidden form of domestic violence, and
like other forms of domestic abuse is under-reported (Holt, 2011).
•

As policy has only recently begun to address the problem, incidents of APVA are not
usually officially recorded or flagged, so prevalence is hard to gauge (Home Office,
2015). Without an understanding of the scale of the issues it is difficult to deliver
appropriate policy and funding.
Page 15 of 35

•

This lack of an agreed definition has resulted in the estimates of APVA varying
between 3 and 27 percent (Gallagher, 2008; Holt, 2012a).

•

In 2009, Parentline Plus reported receiving an average of 95 calls to the helpline each
month from parents concerned about their child’s verbal and / or physical aggression
towards them: 91 percent of the callers were female, with the majority of children aged
between 13 and 15 years (Holt, 2012b).

•

An analysis of Metropolitan Police Service statistics from 2009-10 on adolescent to
parent violence, while limited, found 1,892 incidents of violence, threats of violence, or
criminal damage in the home, perpetrated by a 13-19 year old towards a parent / carer
(Home Office, 2015).

•

The national charity Family Lives reported in 2010 that their helpline received 22,537
phone calls from parents reporting aggression from their children, 7,000 of which
involved physical aggression (Home Office, 2015).

•

International research, mainly from the US, Canada, Australia and Spain shows similar
findings.

See Appendix 5 for further information.

3.12 Disability
Disabled people experience disproportionately higher rates of domestic abuse than the
general population. Research also shows that people with a disability experience domestic
abuse for longer periods of time, and more severe and frequent abuse than non-disabled
people. They may also experience domestic abuse in wider contexts and by greater numbers
of significant others, including intimate partners, family members, personal care assistants
and health care professionals. This is true for all types of abuse - physical, financial,
emotional or sexual.
Disabled people are:
• 3 times more likely to experience gender-based violence (sexual violence, rape, neglect and
exploitation) compared to non-disabled population.
• Disabled women are 2-4 times more likely to experience serious sexual violence than nondisabled women or disabled men internationally. (Hughes, 2012)
• 2.5 times more likely to experience lifetime prevalence of domestic violence than nondisabled women.
Specific risk factors
People with a disability are often in particularly vulnerable circumstances that may reduce
their ability to defend themselves, or to recognise, report and escape abuse. Impairment can
create social isolation, which, along with the need for assistance with health and care, raises
the risk of domestic abuse for disabled people. Often reliance on care increases the
situational vulnerability to abuse and can exacerbate difficulties in leaving an abusive
situation. It is also important to remember that for some people this is support around
intimate personal care, which can make some forms of abuse more likely to occur and more
difficult to identify. For some people they may struggle to identify that a relationship that
should be loving and caring is in fact abusive. Cognitive / communication difficulties may also
be a barrier to the person being able to communicate what is happening to them.
Additionally, the person being abused may receive a financial or emotional reward which
means they may find it difficult to disclose what is happening to them.
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Carers may also be managing difficult behaviour which makes it more difficult to identify
when use of restrictions or control is inappropriate and should be seen as a safeguard.
However, it is also important to remember that managing challenging / aggressive behaviour
is in itself a risk factor for domestic abuse occurring. A detailed assessment of the situation is
required to ensure that risks are identified and appropriately manged. The safeguarding
process should be a central part of manging this.
It is also important to consider that the carer may also be the victim of domestic abuse from
the person that they care for and this needs to be considered alongside the consideration of
risk to the person with a disability.
There are a number of east read leaflets which may be useful when assessing or discussing
these issues with a person with a disability
https://www.calderdale.gov.uk/v2/sites/default/files/dv_easy_read.pdf
https://www.bournemouth.gov.uk/communityliving/CrimeDisorder/DomesticAbuse/domesticabuse-docs/domestic-abuse-bcp-council-easy-read-friends-family-june-2019-002-withpolice.pdf
3.13 LGBTQ+
There are a number of specific issues that are unique to LGBQT people that experience
domestic violence. These include:
•
•
•
•
•
•
•

Threat of disclosure of sexual orientation and gender identity to family, friends, or work
colleagues. It is worth remembering some trans people will be in hetero passing
relationships and others in openly gay relationships
Increased isolation because of factors like lack of family support or safety nets.
Undermining someone’s sense of gender or sexual identity.
Limiting or controlling access to spaces and networks relevant to coming out and
coming to terms with gender and sexual identity.
The abused may believe they ‘deserve’ the abuse because of internalised negative
beliefs about themselves.
The abused may believe that no help is available due to experienced or perceived
homo/bi/ transphobia of support services and criminal justice system.
Professionals may be less aware of the potential for domestic abuse in LGBQT
relationships.

Specific reference to LGB partner abuse:
• Using society’s heterosexist myths about aggression and violence abusive partners
may manipulate and convince their partner that no one will believe the abuse is real.
• Abusive partner may manipulate their partners into believing that abuse is a ‘normal’
part of same-sex relationships.
• Abusive partners can give the idea that the violence is mutual or that the abused
partner consents to the abuse.
• Abusive partner may threaten to call the police and claim they are the abused person.
• The abusive partner may pressure their partner to minimalise abuse to protect the
image of the LGB community.
• If the abused partner is living in the UK on a spousal visa, abuser might take
advantage of their lack of awareness about immigration law, and threaten to deport
them back to their country of origin, which might be unsafe due to e.g.: anti-gay
legislation.
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Specific reference to trans persons:
• Withholding medication or preventing treatment needed to express victim’s gender
identity (e.g. hormones, surgery).
• The abuser might refuse to use correct pronouns and prevent the abused from telling
other people about their trans background or identity.
• The abuser might use pejorative names and ridiculing persons’ body image (body
shaming).
• The abuser might convince or manipulate their partner that nobody would believe
them because they’re transgender.
• The abuser might deny a person’s access to medical treatment or hormones or
coercing them into not pursuing medical treatment.
Gallop (Domestic violence and abuse and the lesbian, gay, bisexual, and transgender
(LGBT) community’s factsheet)
http://www.galop.org.uk/wp-content/uploads/Domestic-Violence-and-Abuse-and-the-LGBTcommunities.pdf
The term 'transgender' is used to describe anyone who identifies differently to the gender
they were assigned at birth. There is no one way to 'be transgender' and it is a term that is
personal to the person using it. Some people identify within the binary of man or woman,
whilst others identify outside of these as non-binary or gender fluid. Transgender people may
seek gender affirming medical interventions and use a range of pronouns, including him/his,
she/her or they/their.
3.14 Staff who are experiencing domestic and sexual abuse:
In a large workforce, it is likely that some employees will experience domestic abuse at some
point in their working lives. Staff may well be reluctant to share details of their private lives
with colleagues or managers.
It is therefore essential that information and help for staff who are victims of domestic abuse
is openly available and can be freely accessed by staff should it be needed. If a colleague
discloses to you of their own volition, this is a major step for them.
It estimated that a person will be assaulted over 35 times before they tell someone else. How
you respond to the person will depend largely on the closeness and the nature of your
relationship. It is vital that you are non-judgmental and provide accurate and helpful advice.
Often it is best to act as a sensitive and non-judgmental listener, using the opportunity to
highlight support mechanisms that are available. More information can be found in the
resource list in Appendix 1.
Help is also available from the Occupational Health Service and the EAP (Employee
Assistance Programme), available 24/7 for advice and support. And counselling where
appropriate, Staff can self-refer to either of these services.
3.15 Domestic and sexual violence perpetrators
Data from MARACs and Domestic Violence Homicide Reviews (DHRs) highlights that mental
health services come into contact with a large proportion of domestic abuse and sexual
violence perpetrators.
As a Trust, our priority is on increasing safety for survivors of domestic abuse and sexual
violence, and this also involves when working with perpetrators.
3.16 Responding to disclosures
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There is no expectation that staff will routinely enquire whether someone is a perpetrator of
domestic abuse and sexual violence, although many services may ask about a service user’s
history of using violence more generally as part of the standard risk assessment.
Where a Trust service user discloses perpetrating domestic abuse or sexual violence, staff
should:
• Give positive feedback where violent or abusive behaviour has been disclosed; be positive
about and promote the possibility of change. For example:
“Acknowledging to yourself and others that you have been abusive in the past is a really
important step in making changes. It’s not easy as it opens up many emotions that you
don’t want to feel, so the fact that you are talking to me about this is a really important first
step.”
• Emphasise there is no excuse for the behaviour; encourage perpetrators to think about
when they use violence or are abusive – is it only when unwell or under the influence of
alcohol/drugs?
• Do NOT back the person into a corner as this may stop them from talking again about their
behaviour.
• Ask what effects the violence has upon them and explore if this is how they would like to
continue. Be aware that deep down they may be unhappy about the abuse.
•

Ask what effect the behaviour has on their children and partner. As well as revealing
whether the perpetrator is able empathise with the survivor, this might promote motivation
to change. This may also alert you to risk to children in the household

• Explore whether the individual shows a desire to change. If not, broach the subject again
in future meetings.
• Where appropriate and safe, it may be helpful for perpetrator to explore the links between
the substance use/mental health and the abuse – when did the abuse and violence first
start, what were the circumstances. Allow them to talk to support analysis of their attitudes,
values, insights, defensiveness, powers of self-analysis and commitment to change.
• If the person is open to information, give them details of the Respect National Phone line
(for male and female perpetrators of domestic violence) or local interventions, details of
which can be found in Appendix 1.
• Do not refer to anger management or couples counselling. Both interventions may help a
perpetrator to have increased control rather than addressing their abusive behaviour.
• Inform the perpetrator of the limits on confidentiality. You should check the confidentiality
agreement that is used in your service. This should already outline the limits on
confidentiality in cases, for example, where disclosure is required by law or by order of a
court or is necessary in the public interest. This could include disclosures about
perpetration of domestic and sexual abuse.
• If unsure what to do, speak to your line manager, named professional or Child/Adult
Safeguarding lead for further advice and support.
Whatever action you take, always ask yourself ‘Will this make the victim safer?’ If you
are not sure, get advice before proceeding.
3.17 Information sharing and partnership working:
Information sharing
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Health records play an important role in responding to domestic abuse and sexual violence.
The records you keep can be used in criminal proceedings against a perpetrator; in obtaining
a court order or injunction against a perpetrator; immigration and deportation cases; housing
provision and civil procedures in family courts around access to children.
Keeping clear records about disclosures of domestic and sexual violence and the actions
taken are all useful in monitoring how well the Trust as a whole is responding to domestic
and sexual violence.
Currently, all suspicions about domestic abuse and sexual violence and actual disclosures
should be identified through risk assessment procedures and documented in the relevant
section of the electronic record patient system.
Victims should be asked if they consent to information being shared with other agencies, and
the details of each agency consented should be noted in their records.
3.18 Partnership Working
SPFT is committed to a coordinated community response to all forms of domestic abuse and
sexual violence, and in doing so works to develop strong working relationships with local
partners involved in preventing and responding to domestic abuse and sexual violence
The Trust will nominate a senior staff member to represent SPFT at all domestic abuse and
sexual violence policy and strategy forums.
Other staff are encouraged to attend practitioner forums including MARAC (Ref 3.6) where
available, and to develop links with local specialist service providers. Details of the forums
can be found in Appendix 1.
3.19 Domestic Violence Homicide Reviews
Under the Domestic Violence, Crime and Victims Act 2004, there is a statutory requirement
to conduct a Domestic Violence Homicide Reviews (DHRs) when a person is killed by their
partner or a family member. In cases where the victim or alleged perpetrator has had contact
with SPFT, the Trust is likely to be invited to join the DHR Panel and provide information
about all contact with the victim/perpetrator, in order to establish if anything could have
prevented the death and to identify learning and improvements in systems and practice. The
Trust will appoint a relevant member of staff to represent SPFT and facilitate the collation of
any required information. Domestic Homicide Reviews are reported internally to the Trust
wide Safeguarding Scrutiny Panel chaired by the Chief Nurse.

4.0 Development, consultation and ratification
This policy was developed in conjunction and consultation with the Chief Nurse, Professional
Leads for Social care, Named/Lead Nurses for Safeguarding Children, Trust wide
Safeguarding Adult Leads, Joint Strategic Commissioner
Safer Communities - Joint Domestic, Sexual Violence & Abuse and Violence against Women
& Girls (VAWG) Unit Brighton & Hove and East Sussex
5.0 Equality and Human Rights Impact Assessment (EHRIA)
An Equality and Human Rights Impact Assessment has been undertaken and agreed.
6.0 Monitoring Compliance
This policy will be reviewed every two years as directed by the Chief Nurse
7.0 Dissemination and Implementation of policy
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The policy will be disseminated through the Trust safeguarding children and adults
structures, and made available to all operational staff and partner agencies. The policy will
be published on the Trust website.
All clinical staff are required to undertake mandatory Domestic Abuse training. Staff are also
required to undertake mandatory adult and children safeguarding training. This will support
the implementation of the policy.

8.0 Reference documents
Sexual Offences Act 2003
Safeguarding Children and Young People from Sexual Exploitation
SPFT Clinical Risk Policy
Department of Health, 2008
Department of Health 2005
NICE, 2014
DASH risk indicator checklist
Safeguarding adults at risk policy
SPFT Safeguarding and Child Protection Strategy
Domestic Violence, Crime and Victims Act 2004
Care and Support Statutory Guidance (Care Act 2014)
Safe Later Lives: Older People and Domestic abuse (Safer Lives 2016)
9.0 Glossary of Terms in Domestic Abuse /Sexual Violence Services
DASH (Domestic abuse, stalking and harassment)
The DASH (otherwise commonly called the RIC) is a standard risk assessment tool used by
the police, children’s services and domestic abuse services to identify survivors who are at
high risk of further violence and abuse.
IDVA (Independent Domestic Violence Advisors)
IDVAs are trained specialists that provide individual advocacy and support to survivors of
domestic abuse, usually those at highest risk of further harm. IDVAs represent their clients at
the multiagency risk assessment conference (MARAC). Contact your council’s Community
Safety Team for your nearest IDVA service.
ISVA (Independent Sexual Violence Advisors)
ISVAs are victim-focused advocates that work with survivors of recent and historic serious
sexual crimes. ISVAs are based in SARCs and voluntary sector violence against women
services nationally. Contact your council’s domestic abuse and sexual violence coordinator to
find out if there is an ISVA in your area.
MAPPA (Multi-Agency Public Protection Arrangements)
MAPPA refers to the arrangements put in place to protect the public from serious harm by
sexual and violent offenders. They require local criminal justice agencies and other bodies to
work in partnership. MAPPA offenders are managed at different levels, with the majority
falling under category 1 which requires information sharing but no multi-agency meetings
MARAC (Multi Agency Risk Assessment Conference)
MARACs have been set up in most areas of the country and are usually coordinated by
either the local Police Community Safety Unit or Domestic Violence Coordinator. The multiagency meetings usually meet once a month with the aim of managing the most high-risk
domestic violence cases.
RIC (Risk identification checklist)
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See DASH Section
Section 136
Under section 136 of the Mental Health Act 1983, the police have power to remove a person
from a public place to a place of safety when they appear to be suffering from a mental
disorder and deemed by the Police as needing immediate care and control. See link to Trust
policy: https://policies.sussexpartnership.nhs.uk/mental-health-act-and-mental-capacity-actpolicies/assessment-of-persons-under-s135-and-s136
Sexual Assault Referral Centres (SARCs)
There are 24 hour Sexual Assault Referral Centres throughout England, Wales and Scotland,
which are specialist centres for adults who have been raped or sexually assaulted in the past
12 months. They provide support to recover from the emotional and physical effects of the
assault, including medical care and forensic examination, counselling, psychotherapy,
emergency contraception, treatment for STIs and advocacy.
Children need to be referred to Children's Assault and Referral centre (CSARC). Referrals
are usually only accepted from the police and children's social care - for local contact details
see Appendix 1.
10.0 Cross reference
•
•
•

SPFT Care Programme Approach Policy
SPFT Safeguarding Adults Policy
SPFT Safeguarding Children Policy

11.0 Appendices
1. Resources and local support
2. Referral pathway
3. NICE guidance recommendations
4. Additional questions
5. Mandatory reporting of female genital mutilation
.
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Appendix 1
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Appendix 2
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Appendix 3
NICE guidance recommendations
NICE guidance on addressing domestic violence and abuse within health settings was
published. Below are the key NICE recommendations relating to the direct delivery of services
to victims of domestic violence and their children.
Recommendation

Action

• Senior officers participate in local strategic partnerships
• Actively participate in both operational and strategic multi-agency
initiatives, e.g. MARAC
5-10
• Display information in suitable places, making sure information is
(relevant to adults
in a range of formats and locally used languages
and children)
• Establish a referral pathway to specialist services
• Ensure frontline staff know about services
• Provide training and supervision
• Establish clear policies and procedures
6
• Frontline staff in all services are trained to recognise indicators of
abuse and can ask questions to help people to disclose abuse.
This should be completed routinely.
7
• Develop protocols for sharing information, within and between
agencies. Define the range of information that can be shared and
with whom
• Identify and train key contacts responsible for advising on the
safe sharing of domestic violence and abuse-related information.
13
• Provide evidence-based treatment for survivors that have a
mental health condition
• Ensure mental health interventions are provided by professionals
trained in how to address domestic violence and abuse.
Interventions may include psychological therapies (for example,
trauma-focused CBT), medication and support.
• Any treatment programme should include an on-going
assessment of the risk of further violence, collaborative safety
planning and the offer of a referral to specialist services.
15
• Training to provide a universal and specialist response.
17
• Ensure training about DV is part of undergraduate or prequalifying curriculum and part of continuing professional
development for health and social professionals. It should be
delivered in partnership with local specialist services and include
face-to-face contact, even if it is mainly delivered online.
2
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Appendix 4
Additional questions for enquiring about domestic and sexual abuse
1.1 Domestic violence questions
Are you ever afraid of your partner?
Does your partner constantly check up on you or follow you?
Have you ever changed your behaviour because you are afraid of what your partner might do or say to
you?
1.2 Financial abuse by a partner, other family member or carer
Is anyone:
• Stopping you getting or keeping a job?
• Making you ask them for money or account for your spending?
• Not allowing you to spend money on yourself or your children?
• Spending money for bills and food on themselves?
• Controlling your bank account?
• Stealing, taking or demanding money from you?
• Taking control of any benefits you get?
• Insisting that bills or any credit is in your name?
1.3 So called honour-based violence and abuse
Some people might be violent or abusive because they say they are protecting family or community
honour, or defending traditional or religious values. Is this something you’re affected by?
Are you afraid of anyone because you have been accused of bringing shame on them, the family or
community?
Has a partner, family member or anyone else ever accused, threatened, abused, hurt or frightened you
for:
• Having a boyfriend/girlfriend
• Refusing a marriage or other relationship
• Being gay, lesbian or bi-sexual
• Being transgender
• Wearing make-up or for wearing what they say is inappropriate dress
• Your choice of partner
• Your educational, employment or behaviour choices
• Being a victim of rape
• Seeking help in anyway
These points may also be relevant to cases of forced marriage.
1.4 Forced marriage
Are you able to have a boyfriend/girlfriend of your own choice?
Are you free to choose your own partner?
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Has anyone in your family talked about wanting you to marry when you don’t want to?
Have your family talked about any plans for you to get married?
Are you aware that you have the right to choose who you want to marry?
Have your family set up meetings to introduce you to a potential husband/wife?
Have any of your brothers/sisters been forced to marry someone against their will?

1.5 Female genital mutilation
Some people are violent, abusive or harmful against you because they claim it is part of a cultural,
traditional or religious practice. It can include genital cutting, also known as female genital mutilation or
female circumcision. Is this something that you’ve been affected by?

1.6 Rape and sexual assault
Has anyone ever made you do something of a sexual nature that you were uncomfortable with?
Has anyone sexually abused or been sexually violent towards you, at home, work or anywhere else?
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Appendix 5
Adolescent Violence to parents
Taken and adapted from:
http://www.domesticabuseservices.org.uk/Adolescent%20violence%20to%20parents%20Feb%2020161.pdf
Parents struggling with their adolescents’ violence are often confused when confronted. It can be hard to
find ways to keep everyone safe including the adolescent whose behaviour is posing the risk to positive
family relationships and safety. It can be difficult to know how to make things better.
• 77% of all parent victims were female
• 87% of all perpetrators were male
• 66% of cases involved son to mother (APV key findings for Youth Justice Service, September
2013)
• Adolescent violence is not just against parents. Many adolescents are also violent to their
siblings.
• Adolescent violence exists across all sections of society irrespective of gender, race, culture,
nationality, religion, sexuality, disability, age, class, or educational level.
Adolescence is the time between childhood and adulthood. It is normal during this time for adolescents
to challenge parents and authority as they head towards an independent life. Adolescents will exhibit
healthy anger and conflict along the way, which is distinct from violent behaviour.
Types of violence
Violence is not the same as anger. Anger is an emotion; violence is about control and power.
Adolescent violence is any behaviour used by an adolescent in the family to control, dominate, threaten
or coerce a parent or sibling.
It can include any of the following:
Physical
• spitting, shoving, hitting, kicking
• throwing things, breaking things and punching holes in walls or doors
• bullying or physical violence to siblings
• cruelty to pets
• any action or behaviour that threatens a person’s sense of wellbeing and safety
Emotional, Psychological and Verbal
• verbal abuse, yelling, screaming, swearing, ‘put downs’ and humiliation
• verbal intimidation
• whispering campaigns
• emotional and psychological intimidation
• playing mind games
• making threats to hurt or kill themselves or run away, in order to get their own way or to control
you and the family
• social media threats
• e-violence
Financial
• demanding money or things you cannot afford
• stealing money or possessions from you, your family or friends
• incurring debts that you are responsible for
When to know if parent has experienced violence:
• The parent(s) feels afraid of upsetting the adolescent and they change their behaviour to avoid it.
• The parent is ‘walking on eggshells’ trying to predict their adolescent’s wants and needs.
• Their adolescent pushes, hits, punches or hurts the parent or his or her siblings, throws things or
damages the parent(s)' possessions or those of other family members.
• The adolescent threatens to hurt the parent, themselves or others (such as children, family,
friends, pets) if the parent does not meet his or her demands.
• The adolescent ridicules or tries to humiliate or embarrass the parent, family or friends.
• The adolescent constantly criticises the parent(s) and puts them down.
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•
•

The adolescent threatens the parent(s) that he or she will leave home if they do not do what they
want.
The adolescent blames the parent(s) for his or her behaviour.

Is your adolescent demonstrating violent behaviour?
How do you know if your adolescent is displaying normal adolescent behaviour and ‘acting out’ or being
violent?
• Although most people know about domestic abuse and its effects, less attention is given to
adolescent violence and its impact on the family. This makes it very hard for parents to recognise
their adolescents’ behaviour as violence and to seek out services that can support them.
• Violence from adolescents is not a normal part of growing up. Most adolescents will ‘act out’ in
some way at some time during their adolescence. When this behaviour is controlling, threatening,
or intimidating, it stops being ‘normal’.
• Adolescent violence is a complex issue, particularly when adolescents have experienced family
violence themselves, have suffered grief or loss, or have an illness or disability. Whilst these
issues mean adolescents and their families need support, it does not mean that adolescent
violence should be excused.
What the parent may be feeling
• Denial - Most parents have difficulty accepting that their child is violent towards them. You may
think your child’s behaviour is part of growing up or dealing with stress. You may think that the
behaviour is just normal mood swings.
•

•
•

•

•

•

Despair and isolation
o totally alone and isolated
o unsupported and solely responsible for their situation
o ‘hit the wall’ and that nothing can help
o hopeless and helpless because they cannot bring the situation under control
o totally unsupported by a lack of services or information available
o despair at not having a harmonious family life
o cannot talk or think about anything else but their adolescent
o adolescent’s behaviour seems to be a replica of your abusive partner’s (current or former)
violence towards them/family
Fear like they are living in fear, both in the present and of what might happen in future when their
son or daughter is bigger and stronger than them and ‘unsafe’ in your own home.
Shame and humiliation
o feel like a failure and experience a great sense of shame
o confused about what went wrong and questioning their parenting abilities
o Believing they are entirely responsible for their child’s violent behaviour, to blame and a
‘bad’ parent
Loss
o heartbroken and a huge sense of loss because the child you used to know, love and
enjoy, seems to be driving a wedge in the relationship
o grief if your adolescent has had to leave home
o the loss of friends and family who do not want or know how to assist you
o worried the young person will leave home and sever the relationship entirely
Relationship stress
o Adolescent violence often leads to arguments between adults in the home, as to how the
behaviour should be dealt with. You may have different ideas on what helps or on what
caused the violence. This can place enormous stress on family and partner relationships
o The parent may hate it when people give you solutions, as they do not know what they
are going through.
o The parent may feel undermined by their adolescent’s other parent who may take your
adolescent’s side (particularly if you are a sole parent).
Loss of trust o The parent may feel unable to trust your adolescent especially when you are not at home
to supervise.
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The parent may be worried your child may have damaged or stolen property and whether
the other siblings are safe.
o The parent may find it difficult to leave the home at all
Sibling concerns
o Other children may be affected by their sibling’s violence. Many adolescents who are
violent to their parents are also violent to their siblings. Siblings may be unsafe because
of the violence.
o The parent may not have the time or energy to give to other siblings because they are
dealing with the violent adolescent.
o The adolescent may also use drugs or alcohol or engage in illegal activities. This may
mean their siblings are unsafe or at risk of harm.
Work issues
o The parent's worries and anxieties may extend into your workplace where you may find it
hard to concentrate.
o The parent may find that they need to take time off from work to seek support.
o The parent may experience the additional cost of counselling, legal fees and fixing
damage to property caused by your adolescent. This can increase financial pressures.
Health issues
o The parent may be depressed and/or anxious and/or traumatised and this may impact on
their health and well-being.
o They may experience insomnia, physical illness and fatigue as well as other physical and
emotional symptoms.
o

•

•

•

What to do - general principles
• Joined up working between agencies
• MASH and MARAC to be involved
• Shared risk assessment - some helpful things to ask
Environmental factors:
o Is there a history of domestic abuse within the family unit?
o Is the young person in an abusive intimate relationship?
o Is there a need for adult services’ involvement in the family?
o Is the young person being coerced into abusive behaviours?
o Is the young person displaying heightened sexualised behaviours?
o Is the young person associating with peer groups who are involved in offending or older
peers?
o Are Children’s Services currently involved with the family?
o Should a risk assessment be conducted on the siblings to see if they are at risk of
violence and/or contributing to the violence?
o Is the young person isolated from people and services that could support them? • Is there
a risk that the young person is being bullied?
o Are there BAME issues that need to be considered or that may affect a victim’s
disclosure?
Emotional self-regulation
o Does the young person have difficulties in forming relationships?
o Does the young person have mental health issues, self-harm or suicidal tendencies?
o Is the young person disengaged from education?
o Is the young person misusing substances?
o Does the young person display an obsessive use of violent games or pornography?
o Does the young person have poor coping skills or engage in risk taking behaviours?
o Does the young person they identify their behaviour as abuse?
•

•

It is important that a young person using abusive behaviour against a parent receives a
safeguarding response. The statutory guide to inter-agency working to safeguard and promote
the welfare of children, ‘Working Together to Safeguard Children’ sets out what professionals and
organisations need to do to safeguard children. Responders should also use their discretion and
professional judgement when addressing cases of APVA.
Shared multi-agency safety management plan
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o
o
o
o
o
o
o
•

help to understand the parent’s fear and experiences as well as the fears of the young
person;
use and build on existing positive coping strategies;
provide a safe physical space to recover;
link to the relevant assessment framework being used by the agency and provide a
holistic approach to safety and well-being;
be part of a continuous process and ensure that safety planning links into the overall plan
for the victim and is not completed as an isolated process;
ensure safety plans are tailored to the individual
A ‘one size fits all’ approach is ineffective and potentially dangerous.

Review and monitor the safety plan and check in with friends and neighbours who might be
called on to help.
o The parent needs to keep a phone in a room that locks from the inside and store all
emergency numbers on it
o Carry a mobile phone on their person
o Ensure other children can use a phone and know emergency numbers.
o Decide and plan where the parent will go if they do leave home and prepare an excuse to
leave if they feel threatened
o Alert family or friends that they may need help
o Keep a handbag/overnight bag with money, important phone numbers and items in a
place where they can grab it if they need to leave in a hurry.
o If they are attacked and are in immediate danger, call 999/112 when they can.
o If they have not been able to signal that their call is an emergency by coughing after
dialling 999, they will be put through to the operator.
o If they are in danger, they will be asked to dial "55", otherwise the call will be terminated.
o Explain the parent should get out, if they can.
o If they cannot get out, suggest the parent avoid going into places like the kitchen and
garage where there may be potential weapons.
o Suggest the parent avoid rooms with small areas like closets or crawlspaces where they
can be trapped. Try to stay away from rooms without windows.
o Suggest the parents try to alert your friends, family, or a neighbour that they’re in trouble
and need help.
o If they need support during this time, or at any time, Parentline 0800 927 277 are open
Monday – Thursday 10am – 9.30pm and Friday 10am – 4.30pm.
o Keep notes or a diary with dates and brief details about the violence. These may be
needed in the future if you take protective or legal action.
o It is important to inform yourself about your legal rights and rights of your child so that you
are clear about the full range of options available to you, even if you choose not to take
legal action.

Tips
o
o
o
o
o

o

o

Prioritise the issues and try not to focus on the small issues.
Strike while the iron is cold and bring in all those de-escalation and stress relieving tactics and
techniques you learnt wherever possible.
Have a talk right about how things are going to work: Expectations of safety, what everyone will
do if feeling angry or unsafe, what consequences might be brought in to play.
Keep expectations low.
Understand it is important for children to stay in touch with other people, whether chatting, face
timing or gaming, but what this means will vary from individual to individual, and it still comes with
all the usual concerns about who they’re talking to, what people are saying and what they’re
being asked to do.
Limiting/stopping screen time might itself be a source of tension and create later risk for child and
parents. Talk about the new rules about screen time and how they will be enforced right from the
start.
What about leaving the house? Children and young people who insist on doing this are going to
be hard to stop.
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o
o
o

o

What are the parent's usual expectations and what actions do you normally take? If the police are
aware of their family then now might be a good time to have a catch up with a named officer.
Parents need to maximise their own opportunities to leave, whether for exercise, shopping or
self-care.
Look for the positives! Can the parent use this time to connect over shared activities they both
enjoy, however brief? Parents to use kind words where they can. Write thankful notes to each
other if real conversations don’t work.
Parents to make use of specialist support groups more than ever at this time, whether with regard
to adoption, special guardianship, special educational needs, disability, substance use, parenting.
Check out their suggestions for filling the days, and resources they may offer. Put helpline
numbers in your phone.
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Appendix 6

Trauma & Safeguarding questions for the assessment of children & young people
Young people may find it helpful for you to explain the purpose of certain difficult questions. For
example, “Many people have experienced difficult and upsetting things, so some of my questions are
about whether you experienced any”
A young person may not report or confirm the following for a number of reasons. Young people may not
always feel they are able to answer these questions in the presence of a family member and/or for fear
of any consequences. It is important that clinicians therefore observe carefully.
It is important that these questions are asked to support screening for trauma and awareness of any
potential safeguarding issues.
Clinicians should not elicit or ask young people to describe emotionally overwhelming traumatic events in
detail and be aware of the potential risk of re-traumatising the young person within the assessment
process
The following questions are to be used as a guideline:
Q1. Do you feel safe at home or outside of your family?
Q2. Is anyone getting hurt within your family? Or are you worried about anyone in your
family? And if so why?
If a young person indicates there are current issues of safety or concern explore further
•
•
•
•

Is anyone frightening you or anyone else in your family?
Would you like some support to manage these thoughts and feelings?
Have you talked to anyone about this?
Who and/ or what helped/ or was not helpful?

Explain any actions you may need to consider now or in the future.
In the Initial Assessment it may be helpful to ask questions to identify C/YP who have not only had
experience of trauma, but as a result may have developed PTSD. These are:Q3 Have you (or a member of your family) ever experienced a difficult or frightening event
in your life which affects how you feel now?
Q4 Do you regularly think about these events? Can you describe how they make you feel?
Q5 Would you like some support to manage these thoughts and feelings?
Q6 Is there anything else you would like to discuss about your own thoughts or behaviours?
Consider responses and what action if any is required to keep the child/young person safe.
Risk is dynamic- think about specialist resources for children.
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