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Hounslow Domestic Violence Perpetrator Programme

Service Specification


Introduction
Hounslow is committed to eradicating domestic violence (DV) by ensuring there are appropriate services available for those affected by this crime, as well as providing opportunities for perpetrators to change abusive behaviour. 

Hounslow’s ambition is to provide wraparound service which, safely supports victims, their children (if any) and specialist interventions for perpetrators to change their abusive behaviour.

The London Borough of Hounslow is looking to commission a Domestic Violence Perpetrator Programme.

Background
In Hounslow, domestic violence is considered a key priority for the Council and its partners. The Council’s Corporate Plan2014-2019 http://www.hounslow.gov.uk/index/council_and_democracy/corporate_plan.htm makes specific reference to domestic violence – support people at risk of domestic violence to seek help and ensure they are kept safe as part of the ‘Keeping you safe’ priority.  DV is feature other key strategies in the borough for example the Hounslow Community Safety Strategy 2014-2017 http://www.hounslow.gov.uk/community_safety_strategy_2014-2017.pdf outlines its commitment to applying a partnership approach to tackling domestic violence in the borough.

The work in Hounslow is underpinned by Central Government’s ‘A Call to End Violence Against Women and Girls Action Plan 2014’ https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/287758/VAWG_Action_Plan.pdf and the Mayor of London’s ‘Mayoral Strategy on Violence against Women and Girls 2013-17’. www.london.gov.uk/sites/default/files/vawg_strategy.pdf


Hounslow has a track record of tackling issues relating to violence against women and girls including domestic violence.  This work has been recognised by our recent award by the White Ribbon Campaign.  

There are many specialist domestic violence services delivered by the London Borough of Hounslow.  These include:

· The Hounslow DV Service was tupe’d over to the council on 1st April 2015.  This service provide crisis intervention support to all victims of DV as well as, supporting victims of rape and sexual violence.   There is a dedicated Independent Sexual Violence Advisor for supporting victims of rape and sexual violence.  The management of the DV One Stop Shop and the Sanctuary Scheme sits within this service too.

· The One Stop Shop is a service that offers a single point of contact where victims of domestic and sexual violence, who reside in Hounslow, can attend to receive free support and advice from a variety of services/agencies.  These include Independent Domestic Violence Advisors, Police, Solicitors, Housing, Refuge, NSPCC, Homestart and iHear Partnership.

· The Sanctuary Scheme provides victims the opportunity to stay safely within their home, with the installation of additional security measures.  The only criteria is the perpetrator is no longer living in the home.  This option allows victims and their children to stay safely in their own properties without having to be re-housed.

· The Council offers a therapeutic group work programme for children who have been affected by DV, with parallel group for their mothers.

· The Council also employs a specific Mother and Children’s DV Support Worker.

· There is a dedicated DV prevention education programme delivered in schools, teaching children and young people about respectful relationships.

· Finally, the Community Safety Team manages the monthly Multi-Agency Risk Assessment Conferences.  This forum deals specifically with high victims of DV who are considered high risk.  Risk levels are determined through a risk assessment, which is used nationally.  Each case is discussed and a safety plan is agreed by agencies at the meeting.

There are other services in the borough.  These are:

· The council commissions Refuge to provide a housing based support service in Hounslow for women fleeing domestic violence in need of emergency accommodation.

· The pan-London service ASCENT (commissioned by London Councils) provides various support services to women and girls in Hounslow affected by DV and other types of violence.  These services include counselling, one to one casework and group work.  Women and Girls Network, EACH and Southall Black Sisters deliver these services in Hounslow.

· Finally, Victim Support provide a London wide Independent Domestic Violence Advocacy Services commissioned by the Mayor of London, which covers Hounslow too.

Hounslow is always striving to improve its response to DV and as such, carried out a DV needs assessment to establish what was currently offered in the borough, good practices and identify gaps.

The DV Needs Assessment highlighted Hounslow has and is, undertaking some excellent work which includes, a strong and well established partnership approach to supporting victims, offering children child focused services allowing them to understand the violence they have witnessed, and carrying out preventative work through a DV education programme on healthy relationships.  However, there are some visible gaps such as the need to have a dedicated DV Perpetrator Programme.



Purpose of Service

The purpose of the service is to provide a Domestic Violence Prevention Programme working with heterosexual men (aged 18 years old and over)[endnoteRef:1] and their partners and ex-partners, hence offering an Integrated Support Service. [1:  The London of Borough Hounslow fully understands there are many types of individuals perpetrating domestic violence who fall outside the group of heterosexual men aged 18 years old and over.  We would be happy to explore ways of working with these individuals with the successful provider.] 


The Provider will work with the London Borough of Hounslow’s Community Safety Team to deliver an annual Plan of Delivery linked to the Services Objectives and Monitoring with clear  milestones, timeframes and outcomes

The Plan of Delivery will be written in the context of the targets and objectives detailed in this Service Specification.  Once agreed, the Delivery Plan will determine the objectives and specific tasks in any one year.

The Provider shall ensure:

That there is clear communication with the Provider and other key agencies.

That the Provider attends relevant meetings, training and other events as required in relation to the main services provided.

The Provider follows the London Borough of Hounslow’s Safeguarding Protection Procedures, Equal Opportunity and Health and Safety requirements. 

The Provider must follow the Public Sector Equality Duty under s.149 of the Equality Act 2010, having due regard to advance equality and minimise disadvantage to affected equalities groups.  

The Provider must collate data on the protected equalities groups to ensure a better understanding of their needs for a more effective service delivery. Positive action must be made to overcome barriers related, but not exclusive to: culture, language, disability (both mental and physical), to make sure that the service is readily and easily accessible and help is given to all affected equalities groups.

The Provider signs and adheres to the Hounslow Community Safety Partnership’s Information Sharing Protocol. 

That the data and reports produced by the Provider are consistent with the Council’s IT system and databases.  Further, the Provider will be required to use standard Microsoft packages including Word, Excel and PowerPoint.

Standards

The Provider shall have Respect Accreditation and follow the standards outlined in ‘The Respect Safe Minimum Practice Standard July 2012’.

Quality Assurance

The dignity of the service users and the confidentiality of information will be respected by the Provider’s staff at all times.  All personal information about service users will be kept securely and the Provider will implement procedures to control access to such information.

The Provider will have a Complaints Procedures.  Service users will be provided with written information about how to make a complaint and who to contact about their complaint.

The Provider will proactively seek the views of service users to improve quality of provision provided.

Service Outcomes 

1. Victims and their children feel safer and risk levels are reduced

2. Victims informed of their legal rights and support available to lessen the effect of domestic violence 

3. Victims feel empowered to make safe choices

4. Professional awareness increased on how safely and effectively to work with perpetrators 

Service Objectives

1. To carry out assessments of risk and programme suitability.

2. To make proactive contact with partners, ex-partners, new partners and other who may be at current or recent risk from the individuals referred.

3. To offer support, information and advocacy as needed to those individuals named above.

4. To carry out individual or group work or a combination of the two with perpetrators able and willing to engage.

5. To carry out joint and case management between programme workers and partner support workers.

6. To contribute to inter-agency risk management and safety planning to protect victims and / or children.

7. To be co-located with London Borough of Hounslow Children’s Services to assist with risk assessment, case management and engagement with parents and assess parenting capacity.

8. To write specialist reports of current and potential risk from individual clients referred to the programme by family courts, children’s services and safeguarding, MARAC and others.

9. To carry out assessments of likely risk of harm to children on contact visits, to inform court decisions.

10. To improve skills, confidence and knowledge of other frontline agencies responding to perpetrators.

11. To ensure data is stored and shared safely and appropriately in accordance with the Data Protection 1998.

12. To have Respect Accreditation.

13. To work with the borough’s alcohol and drug provider to develop a programme for perpetrators misusing substances.

Monitoring

The purpose of monitoring is to ensure that both qualitative and quantitative measures are being met, and will be based on provision of information by the organisation and at least three formal monitoring meetings.  Other meetings may be held at the request of either Party as requested.

The Provider will provide the Council with quarterly monitoring reports.
 
Records about service performance that can identify individual service users will be kept under secure conditions.

There will be quarterly pre-arranged structured and recorded contract monitoring meetings per year, which may include inspection of the organisations procedures and records in relation to this service agreement and talking to service users about the organisation and its service delivery.

In addition the Council is entitled to make unannounced visits at its discretion.  The organisation is required to provide the following reports:

	(1) A return showing for each Service User, their user reference number; post code; gender; date of birth; sexual orientation; ethnic origin; type of support provided; number of hours spent on case work; outcome; any service user feedback; complaint in a spreadsheet format
(The Council will provide a template for this return)
	Quarterly Figures

Q1 in July for 3 months April to June
Q2 in Oct for 3 months July to Sept
Q3 in Jan for 3 months Oct to Dec
Q4 in April for 3 months Jan to Mar

	(2) A quarterly summarised narrative report on the services provided by the Provider to supplement the data return at item 1. above in a format to be agreed with the Council.
	Quarterly in the month following end of the quarter

	(3) An annual report on the achievements of the service, including organisation’s own evaluation of the service and feedback from service users and the results of any survey of the views of the service users.
	Annually within two months following the end of year



In addition, the Council may reasonably request other information in order to comply with its own statutory or other obligation. 
Domestic Violence Perpetrator Programme                                                      
Reference DN108218

                               
Key Performance Indicators 
The Contractor is responsible for ensuring full compliance at all times to the Key Performance Areas.
Monthly meetings in the first 0 – 3 months will be held to review contract performance based on this section. If targets are met then meetings will move to quarterly meetings for the remaining 1st year and continue in years 2 & 3.
If the targets are not met then the meetings will increase until performance reaches the satisfied target measurement.
	KPI Number
	Quality Outcomes Indicators
	Target year 1
	Target     year 2
	Target          year 3
	Method of Measurement
	Consequence of Breach


	KPI 1
	All clients contacted within 48 working hours of receipt of referrals and then offered an assessment within two weeks of initial contact
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 2
	All cases with a safeguarding concern are referred to children or adult social care within 24 hours.
Attending and participating in all safeguarding meetings where necessary.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 3
	Clients indicate through service user satisfaction process they received the correct support, information and advocacy.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 4
	Referrals made to the service and assessed suitable for the programme.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 5
	Perpetrators attending and successfully completing the course.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 6
	Victims and children/young people reporting they feel safer as a result of the perpetrator attending the programme.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 7
	Recording the number of services involved with children and young people at point of referral, at mid-point of intervention and end of intervention.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 8
	Children/young people, mother and other relevant parties report perpetrator taking positive action in reducing domestic violence and its impact.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 9
	Service user satisfaction recorded at end of intervention.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 10
	Victims and police reporting a reduction in DV incidents since the start of the programme and 6 months after completion 
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 11
	Recording the number of reports requested and the number completed within timeframe.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 12
	Number of professionals attending reporting an increase in confidence when working effectively with perpetrators.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings

	KPI 13
	Attending partnership meetings such as Violence Against Women and Girls Strategy Group, Violence Against Women and Girls Operational Group, MARAC and so forth.
	60%
	80%
	95%
	Quarterly meeting
	Increase in monitoring meetings



[bookmark: _GoBack]Providers will be required to collect the required data at the appropriate time periods, in order to report against the performance indicators above in the monitoring meetings. 

Where improvement plans are required they should be submitted to the commissioner within 2 weeks.
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A&E		Accident and Emergency 

BAMER	Black, Asian, Minority Ethnic and Refugee 

BCS		British Crime Survey 

DV		Domestic Violence 

FGM		Female Genital Mutilation 

HDVOS	Hounslow Domestic Violence Outreach Service 

IDVA		Independent Domestic Violence Advisory Service 

IPV		Intimate Partner Violence 

MARAC	Multi-agency Risk assessment Committee

MAPPA	Multi-agency Public Protection Arrangements

MOPAC	Mayor’s Office for Policing and Crime

PHSE		Personal, Health and Social Education 

PTSD		Post-traumatic Stress Disorder 

RCN		Royal College of Nursing 

SD		Sanction Detection 

SEAL		Social and emotional aspects of learning 

SV		Sexual Violence 

VAWG 	Violence against Women and Girls 

VCU		Victim Care Unit
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1. [bookmark: _Toc378693109]Executive Summary 



In 1971, the world’s first refuge for women and children suffering domestic violence opened in Hounslow. It is reported that women and children flocked to that safe house. The shelter was opened by the organisation Refuge, which continues to provide a safe haven to women in the borough and now also across the country. In the 40 years since that Hounslow refuge was established, the recognition that domestic violence is a serious crime and that support for victims is important has been accepted nationally. Local government now plays an important role in funding refuge and other services, providing support to people who have suffered this violence and working with a wide range of agencies, including the police and health services, to prevent such crimes. Yet it is a tragic fact that despite this work, 9 women in Hounslow alone have lost their lives to domestic violence since 2001. In the last year alone, over 1000 people in Hounslow called the national domestic violence helpline. 

In 2012 the LB Hounslow published its first strategy on preventing violence against women and girls, the ‘Hounslow Violence Against Women and Girls Strategy 2012 to 2015’. This was in follow up to the Home Office vision ‘A call to end Violence Against Women and Girls (2010) and the Mayor of London’s ‘The Way Forward’ paper (2009). In 2013 it was agreed that Hounslow would carry out a needs assessment of domestic violence epidemiology and service provision. In this 2013 ‘Domestic Violence Needs Assessment: understanding unmet need in Hounslow’ the aims were to: determine the magnitude of the violence in Hounslow and identify gaps in service provision or use of services. The purpose of the assessment is to help guide future commissioning of local services to better meet the needs of people in Hounslow. To carry out the assessment, local and national data was analysed, literature was reviewed and interviews and focus groups carried out with service commissioners, service providers and people using the available services. 

The key findings of this assessment include the following:

· 5,871 women and girls in Hounslow are estimated to have suffered domestic violence in the past year and 20,016 have experienced DV at some point in their life. 

· 1,896 domestic violence offences were reported to Hounslow police in 2010-2011 but less than half of offences reported ended in a charge or were cautioned

· Over 200 children in Hounslow are known to currently live in ‘high risk’ of domestic violence households

· There are high numbers of repeat victims of violence

· Many victims and perpetrators of violence have mental health conditions and/or drug and alcohol misuse conditions

· Female Genital Mutilation (‘FGM’) is a serious health and welfare issue for Hounslow, with an estimated 6% of all women giving birth having suffered this 

·  The cost to the borough and people of Hounslow of current domestic violence levels is estimated at £24.2 million

In terms of preventing domestic violence and support to victims, key findings include:

· Wide range of organisations carrying out work to support victims but funding has been short term and some age-groups of victims not provided for (teenagers)

· Recent benefit changes may have put women at additional domestic violence risk through a financial inability to flee a violent home: benefit payments may be made to perpetrator, the crisis fund now available for women and children does not go far enough to help

· There is no perpetrator programme offered locally 

· Health service referring far fewer women into domestic violence services than would be expected 

· Opportunities for identifying domestic violence early are being missed by professionals

· Not all services have robust systems in place to record and share data

· Women have been turned away from the council due to lack of temporary accommodation or council not having a duty of care, and have had to return to the household where violence has occurred

· There are long waiting lists in operation for counselling and support services, one service user had been waiting a year for a counselling appointment because the service cannot meet current demand

· The majority of professionals and service users commended the One Stop Shop and found it really helpful

· HDVOS was highly regarded by professionals and service users 

· Not all statutory partners contribute to provision of DV services

The key recommendations from this assessment are:

· Commissioning should be streamlined and funding long-term 

· Gaps in service provision should be addressed to ensure all victims have support

· Identification of domestic violence and referrals to domestic violence services by health professionals (in primary and secondary care) needs to be improved 

· Coordinated local action against FGM needs to be taken

· Services need to address barriers to access 

· Ensure enough temporary accommodation is available

· Set up an additional DV crisis fund to help victims fleeing domestic violence 














2. [bookmark: _Toc378693110]Full list of Recommendations 



		Recommendation 

		Page Number 



		Monitor sanction detections and reasons for declining rates 

		21



		Strengthen coordination between A&E, health visiting and maternity. Increased provision for lower risk pregnant clients 

		26



		Services should address the physical, emotional and psychological harms arising from a young person’s exposure to domestic violence.



		28



		Support should match the child’s developmental stage (for example, infant, pre-adolescent and adolescent) and should be long enough to ensure lasting effects. Long-term interventions are more effective



		28



		Specialist DV support should be available for child/teenage perpetrators



		28



		Implement recommendations in Tackling FGM in the UK- intercollegiate recommendations for identifying, recording and reporting and Female Genital Mutilation: Multiagency Practice Guidelines 

		30



		Hounslow substance misuse service iHear should record and report clients experiences of DV, both as victims and perpetrators.

		31



		iHear should increase referrals to MARAC and other local DV services

		31



		Introduce routine DV screening in young persons’ substance misuse and youth offending teams.

		32



		Recommendations in Commissioning for Multiple Disadvantages: Developing effective services for young women experiencing domestic and sexual violence that have substance use and mental health problems should be implemented locally.

		32



		Developing gang related crime issues should be monitored for associated sexual and domestic violence related incidents.  .  

		32



		Agencies should work in partnership to build a complete profile of gang related activity in Hounslow

		32



		Access and referrals to evidence based psychological therapies should be improved for people suffering DV

		33



		Improve data sharing amongst mental health services and DV services

		33



		Develop a communication protocol between CAMHS and Refuge for ‘children in crisis’

		33



		Prevalence of DV in older people and people with disabilities and their needs to be better understood

		34



		Identify any barriers for BAMER groups access to services

		34



		Ensure services and referral pathways that meet the needs of Asian women are available. 



		35



		A core DV service ‘specification’ should be designed and associated funding allocated to a single commissioner or consortium of commissioners with a single-point-of-contact/lead commissioner. 



		38



		The duration of funding allocations should be long enough to allow services to embed and be effective. Evidence suggests three years minimum.



		38



		The Community Safety Partnership Board should review funding contributions to ensure all identified gaps are appropriately funded by the responsible authorities.



		38



		Hounslow should contribute £20,000 funding to West London Rape Crisis Centre, as recommended by MOPAC

		45



		Look at support for victims going through Criminal Justice System/courts 

		50/51/52



		Allocate a quota of temporary housing stock reserved for sufferers of domestic violence in emergencies. 



		51



		Develop referral pathways for specialist refuges for women with substance misuse issues

		51



		Create a council leaflet for women suffering from DV on their rights and entitlements, and on how to ask for them when presenting to frontline council staff



		51



		Resettlement support should be provided for at least 3 months for women after exiting the refuge

		51



		Access to life skills, exercise and relaxation classes e.g. yoga, for survivors. 

		51



		Services should create an environment for disclosing domestic violence and abuse. This should be done by displaying information on National Domestic Violence Helpline and local services.



		54



		Continued training should be delivered to GPs and Practice Nurses on DV risk factors/indicators and local services. A DV Integrated Care Pathway and Guidance document should be created and shared with all local health professionals 



		54



		A  CCG GP Champion for DV should be identified



		54



		GPs and Practice Nurses should routinely enquire about experiences of DV during consultations. 



		54



		Ensure nursing representation on MARAC and VAWG strategy group and training is available; nurses should have access to care pathway and referral procedures



		55



		Improve information systems for capturing DV in A&E presentations and prioritise referrals to DV services.



		55



		Evaluate need for introducing routine/targeted enquiry



		55



		Evaluate need for health/ A&E IDVA



		55



		Add DH DV pathway recommendations to school nursing contract specification



		55



		Work with NHS England and Health Visitors to implement recommendations in DV Pathway and Antenatal Mental Health Pathway 



		55



		A local perpetrator programme should be introduced that is cost effective and evidence based. The programme should focus on the safety of victims and children and attitudinal changes in the perpetrator. Compliance with RESPECT accreditation criteria is recommended. 



		58



		Programme funding should be integrated. The introduction of a perpetrator programme should not take money away from existing services for women and children



		58



		Perpetrator programmes should not be linked to child contact orders or convictions  



		58



		Couples work, anger management, mediation and restorative justice are not appropriate responses to men’s abusive behaviour to women and therefore should not be part of interventions. 



		58



		Ensure systems to record data are established



		59



		Devise a data sharing agreement



		59



		Monitor data for trends and have regular update reports for VAWG Strategy Group



		59



		Organisations should have staff policies on DV 



		59



		Ensure sufficient clinical supervision provided



		59



		Local services for people without immigration status who are suffering from DV should be mapped and appropriate pathways developed. 



		61



		Ensure access to benefits advice  available (perhaps through expansion of the One Stop Shop)



		62



		Set up an additional crisis fund for victims as Discretionary Crisis Fund and Hounslow Furniture Project does not go far enough to help



		62



		

		







3. [bookmark: _Toc373239481][bookmark: _Toc378693111]
 Introduction 

[bookmark: _Toc373239482][bookmark: _Toc378693112]Health Needs Assessment 

Health needs assessment (HNA) is a systematic method of identifying unmet health and needs of a population, leading to changes being made to meet these unmet needs.[footnoteRef:1]  Needs assessment brings together information on service provision, epidemiology and research, views of local stakeholders, and comparison to evidence and best practice.  [1:  	Wright J (2001). Oxford Handbook of Public Health Practice. OUP.] 


[bookmark: _Toc373239483][bookmark: _Toc378693113] Context

The Home Office define domestic violence as:

‘Any incident or pattern of incidents of controlling[footnoteRef:2], coercive[footnoteRef:3] 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: [2:  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.’]  [3:  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.] 


· psychological 

· physical 

· sexual 

· financial 

· emotional 

The definition issued in March 2013 was expanded to include children aged 16 and 17 years old and to include ‘coercive control’. The expansion recognises the risk young people are at of experiencing domestic violence through intimate relationships themselves.  The Government have announced plans to roll out nationally the Domestic Violence Protection Orders (DVPO) and Domestic Violence Disclosure Scheme (DVDS) in March 2014. Domestic Violence Protection Orders are a new power introduced by the Crime and Security Act 2010, and enables the police to put in place protection for the victim in the immediate aftermath of a domestic violence incident. Under DVPOs, the perpetrator can be prevented from returning to a residence and from having contact with the victim for up to 28 days, allowing the victim a level of breathing space to consider their options, with the help of a support agency. This provides the victim with immediate protection. If appropriate, the process can be run in tandem with criminal proceedings.

The Domestic Violence Disclosure Scheme introduces a framework with recognised and consistent processes to enable the police to disclose to the public information about previous violent offending by a new or existing partner where this may help protect them from further violent offending. The DVDS introduces two types of process for disclosing this information. The first is triggered by a request by a member of the public ("right to ask"). The second is triggered by the police where they make a proactive decision to disclose the information in order to protect a potential victim ("right to know"). Both processes can be implemented within existing legal powers.

The classification includes so- called ‘honour’ based violence, female genital mutilation (FGM) and forced marriage, and is clear that victims are not confined to one gender or ethnic group. 

At least 1.2 million women and 784,000 men aged 16-59 in England and Wales experienced domestic abuse in the year 2010/11, equivalent to 7.4% of women and 4.8% of men.  Approximately 29.9% of women and 17.0% of men in England and Wales have, at some point, experienced DV. (Smith et al, 2012)[footnoteRef:4].  [4: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/116718/analysis-bcs-ipv-2011.pdf ] 


These figures are likely to be hugely underestimated as all types of domestic violence are underreported in health and social care research. It’s estimated that police only hear of approximately 39% of all DV incidents[footnoteRef:5].   [5:  BCS] 


Domestic violence is not a gender neutral problem, historical and current evidence shows that more domestic violence is experienced by women and children than is by men. However, men who experience domestic abuse are less likely to seek support or to recognise their experiences as abuse. 

Most women who are killed by a current or former partner are killed after they have left the home/relationship or are in the process of leaving. Two women per week are killed by their current or ex-partner[footnoteRef:6].  [6:  Smith,K.,Osbourne,S.,Lau,I.& Briiton, A. (eds) (2012)’ Homicides, Fire Arm Offences and Intimate Violence 2010/11: Supplementary Volume 2 to Crime in England and Wales 2010/11’. London: Home Office ] 


· In Hounslow, since 2001, there have been 9 domestic homicides



· 51% of HDVOS perpetrators have indicated they have substance abuse or/and alcohol abuse issues in 2012/13



· There were 235 children identified in high risk DV households in Hounslow during 2012/13 as per MARAC figures

















[bookmark: _Toc373239484]

[bookmark: _Toc378693114]Costs 

In London, it is estimated that 100,000 women a year seek medical treatment as a result of domestic violence. The cost of treatment for violent injuries and psychological harm was £189 million in the Greater London area alone[footnoteRef:7]. [7:  Ibid ] 


According to the Home Office Domestic Violence cost calculator tool[footnoteRef:8] and based on the number of females in the borough from the Census 2011 (released in November 2012), the total cost of domestic and sexual violence to Hounslow borough is an estimated £24.2 million, broken down as follows: [8:  http://webarchive.nationalarchives.gov.uk/20100104215220/http:/crimereduction.homeoffice.gov.uk/domesticviolence/domesticviolence072.htm ] 




· £5.2m for physical and mental health care costs;

· £3.2m for criminal justice costs;

· £0.6m in social services costs; and

· £15.0m for other costs including housing, civil, legal and employment costs.



[bookmark: _Toc373239485]London Borough Hounslow spent a total of £596,056 in 2012/13 on commissioned domestic violence services (not including victim services provider by external stakeholder agencies). Efficiencies in the delivery of services are being sought in 2013/14 for non-accommodation based services that sees a reduction of £52,676; savings on the cost of accommodation based services have also been negotiated totalling £83,850. 

[bookmark: _Toc373239486][bookmark: _Toc378693115]Associated risk factors 

The risk of experiencing domestic violence or abuse is increased if someone is:

· Female

· Is aged 16-24 (women) or 16-19 (men)[footnoteRef:9] (Smith et al 2011)[footnoteRef:10] [9:  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/116718/analysis-bcs-ipv-2011.pdf ]  [10:  Smith] 


· Has a long-term illness or disability (this almost doubles the risk)

· Has a mental health problem (Trevillion et al., 2012)

· Is a woman who is ‘separated’ from her partner

· Is pregnant or has recently given birth (Harrykkissoon et al., 2010)

Intimate partner abuse (IPV) is the most prevalent form of domestic abuse. At least 26.6% of women and 14% of men have, at some point, experienced IPV since they were aged 16[footnoteRef:11].  [11:  Ibid ] 


[bookmark: _Toc373239487][bookmark: _Toc378693116]Repeat Victimisation 

Women are more likely than men to experience repeated partner abuse or partner abuse over an extended period of time. It is thought the impact of the abuse is greater to women than men, both emotionally and injuriously[footnoteRef:12]. On average women live with domestic violence for five years before seeking effective help[footnoteRef:13]. In Hounslow, of the 274 Multi-agency Risk Assessment Committee (MARAC) referrals in 2012/13, there were 93 repeat victims.  A repeat MARAC case is one that has previously been referred to MARAC within the last twelve months, any agency can identify a ‘further incident’ regardless if it has been reported to the police. A further incident may involve: [12:  Walby S, & Allen, J. (2004) Domestic violence, sexual assault & stalking: Findings from the British Crime Survey. London: Home Office Research Study. 276]  [13:  CAADA insights ] 


· Violence or threats of violence to the victim (including threats against property), or

· A pattern of stalking or harassment, or

· Rape or sexual abuse 



[bookmark: _Toc373239488][bookmark: _Toc378693117]Types of domestic violence 

Apart from physical and sexual violence, domestic abuse can take other forms. This includes: stalking, forced marriage, sexual exploitation and trafficking, sexual violence, female genital mutilation or so called ‘honour’-based violence. A significant number of survivors may experience several forms of abuse at any one time[footnoteRef:14].  [14:  Womans Aid (2009). Commissioning Domestic Violence Services: A Quick Guide ] 


Sexual violence

At least 54% of incidents of rape and serious sexual assault are perpetrated by a current or former male partner (Walby and Allen, 2004). Shockingly, more than one third (36%) of all rapes recorded by the police are committed against children under 16 years of age[footnoteRef:15]. According to CAADA Insights, 22% of those experiencing DV have also experienced sexual abuse[footnoteRef:16].  [15:  Walker A, Kershaw C and Nicholas S (2006) Crime in England and Wales 2005/06, Home Office Statistical Bulletin http://rds.homeoffice.gov.uk/rds/ ]  [16:  http://www.ccrm.org.uk/images/docs/2.1aaplaceofgreatersafety.pdf ] 


 Coercive Control- Economic abuse

Perpetrators often use economic abuse as a form of ‘coercive control’ to gain power over their partners. A study carried out by Refuge[footnoteRef:17] found that 89% of respondents had experienced economic abuse as part of their experience of DV. The types of abuses ranged from: the perpetrator interfering with education and employment (49%); controlling access to economic resources (74%): refusing to contribute (12%); and generating economic costs (18%). [17:  Sharp, N (2008) What’s yours is mine: The different forms of economic abuse and its impact on women and children experiencing domestic violence] 


FGM 

At least 66,000 women and girls in England and Wales have undergone FGM[footnoteRef:18]. The majority of cases involve women who have emigrated from other countries. There was an estimated 222 pregnancies to women having undergone FGM in Hounslow during 2004. During 2013, there were 55 cases where FGM affected pregnancy care at West Middlesex Hospital. Given the small proportion of women becoming pregnant and known to services, the numbers of women having undergone FGM in Hounslow is likely to be much higher.  [18:  Dorkenoo, E., Morison, L., & Macfarlane, A. (2007) A Statistical Study to Estimate the Prevalence of Female Genital Mutilation in England and Wales, London, Foundation for Women’s Health, Research and Development (FORWARD) .  ] 


Forced marriage

The majority of people affected by forced marriage are young girls; 2009 data shows that of all cases dealt with by the Forced Marriage Unit (FMU) 37.5% involved children and 16.5% of these involved girls less than 16 years of age[footnoteRef:19]. Women with learning difficulties are often also victims of forced marriage and the Government recommends working with health practitioners to increase awareness[footnoteRef:20]. In A Call to end Violence against Women and Girls (2013), the government has vowed to criminalise forced marriage by introducing Forced Marriage Protection Orders.  Since March 2013, the Government planned to work with communities who practice forced marriage in order to change attitudes and behaviours.  [19:  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97905/vawg-paper.pdf ]  [20:  Ibid ] 




The Hounslow Violence against Women and Girls strategy (2012) reported incidents and offences of so-called ‘honour’ based violence and forced marriage from 2008-2012. The table below details numbers. 



Incidents and Offences of Honour Based Violence and Forced marriage in Hounslow [footnoteRef:21]  [21:  Hounslow Violence Against Women and Girls Strategy (2012)] 


		

		Honour Based Violence

		Forced Marriage 



		Financial Year

		Incidents

		Offences

		Incidents

		Offences



		2008/09

		3

		3

		5

		3



		2009/10

		3

		2

		12

		4



		2010/11

		14

		2

		10

		1



		2011/12*

		9

		5

		6

		2





*2011/12 incomplete financial year. Data only until 31/10/2011

Stalking 

The definition of stalking used in the British Crime Survey 2010/11 is “two or more incidents (causing distress, fear or alarm) of obscene or threatening unwanted letters or phone calls, waiting or loitering around home or workplace, following or watching, or interfering with or damaging personal property by any person, including a partner or family member.”



Around 1 in 25 women aged 16-59 are a victim of stalking every year[footnoteRef:22]. After the age of 16, stalking affects around 1 in 5 women and 1 in 10 men[footnoteRef:23]. A third of victims said they had lost their job, relationship or had to move as a result of stalking[footnoteRef:24] . Although sometimes perpetrated by strangers, the most common perpetrator of stalking is a woman’s current or former partner (39%). Stalking was a feature in 40% of domestic murders reviewed by the Metropolitan Police where there have not been previously recorded incidents of violence[footnoteRef:25].  [22:  Smith, K. (ed), Coleman, K, Eder, S and Hall, P (2011). Homicides, firearm offences and intimate violence 2009/10 (Supplementary volume 2 to Crime in England and Wales 2009/10 2nd Edition). Home Office Statistical Bulletin 01/11. ]  [23:  ibid]  [24:  www.le.ac.uk/press/stalking survey.htm ]  [25:  British Crime Survey 2012] 


[bookmark: _Toc373239489]

According to the Home Office Ready Reckoner (2008), using 2011 census data, 4,412 people have been the victim of stalking in Hounslow in the past year. 

[bookmark: _Toc373239490]


[bookmark: _Toc378693118]Hounslow’s Population 

Since 2001 Hounslow’s population has grown by 19.6% from 212,341 to 253,957 people.  

The population is young with approximately 50% being under the age of 35.  Around 51% of the population in Hounslow is male and 49% female.



Of the overall population 37,570 people are aged between 16-24 years (the age at which they are most at risk of experiencing domestic violence) and of these, 18,410[footnoteRef:26] are estimated to be female and 19,160 male.  Women are also more likely to experience domestic violence if they are pregnant or have young children. Men are most at-risk of experiencing DV between the ages of 16-19.  [26:  Estimates based on advice from Richard Pearce (via Sigrid Ryan). ] 






Table: Hounslow population breakdown and estimated DV prevalence 



		

		Male 

		Estimated

DV prevalence (Males in past year *)

		Female

		Estimated 

DV Prevalence

(Females  in past year)



		All 

		126,978

		5,079

		124,438

		8,710



		16-24 years

		19,160

		816

		18,410

		2,043



		16-19 years

		5,973

		254

		5,740

		728



		0-4



		10,073

		N/A

		9679

		N/A







































The table above shows the number of people in the age-groups most at-risk of exeriencing domestic  violence and the estimated numbers who have experienced domestic violence in the past year based on the British Crime Survey prevalence statistics. 














Females aged 16-24 years by MSOA census 2011

[image: ]



Source: Census data 2011, female population 16-24 years by MSOA, map provided by Vinesh Govind 2013. 



The map above shows the population spread of females aged 16-24 years. The areas shaded in dark purple shows those that are most densely populated by 16-24 year old females. The lightest area is the most sparsely populated by those of that age group. 



The greatest fluctuation from 2001 to 2011 occurred among those aged 0-35 years.  There was an increase of approximately 38% in the 0-5 age group, with the second largest increase (35%) being in the 25-30 age group. This increase in population coincides with a rising trend of DV reported cases and may be linked to the growth. 



The highest increase in population density (all population) from 2001 to 2011 was seen in Hounslow Central (40.7%), Syon (39.5%) and Feltham West (34.8%). The areas with the largest increase of 0-4 year olds from 2001-2011 was Hounslow Central (88.6%), Osterley and Spring Grove (79.4%) and Syon (75.4%).  The increase in 0-4 year olds and 24-34 year olds is suggestive of an increase of young families in the borough. This may mean we will continue to see an increase in demand for DV related services. 













Females aged 16-59 years by MSOA census 2011, in Hounslow 

[image: ]



The map above shows the distribution of female population aged 16-59 years. The areas with the highest numbers are shaded darker and the ones with the least lighter. 


 

4. [bookmark: _Toc373239491][bookmark: _Toc378693119]Results- What is the need? (Epidemiology)



This section highlights the need for greater intervention to prevent, identify and treat DV. There is a shortfall in the number of reported incidents versus the number of expected incidents estimated by the British Crime Survey. 

[bookmark: _Toc373239492][bookmark: _Toc378693120]Prevalence 

At Least 1.2 million women and 784,000 men aged 16-59 in England and Wales experienced domestic abuse in the year 2010/11,  equating to 7.4% of women and 4.8% of men.  Approximately 29.9% of women and 17.0% of men in England and Wales have, at some point, experienced it (Smith et al, 2012)[footnoteRef:27].  [27:  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/116718/analysis-bcs-ipv-2011.pdf ] 




[bookmark: _Toc373239493][bookmark: _Toc378693121]Observed Prevalence 

The table below shows the number of recorded ‘offences’ by the police from 2009-2013 as well as the number of ‘sanction detections’ (SD). An offence refers to an act punishable by law.  A SD occurs when:

 1) A notifiable offence (crime) has been committed and recorded 

2) A suspect has been identified and is aware of the detection 

3) The Crown Prosecution Service (CPS) evidential test is satisfied

 4) The victim has been informed that the offence has been detected 

5) The suspect has been charged, reported for summons, or cautioned, issued with a penalty notice[footnoteRef:28].  [28:  Police definition ] 




POLICE DATA 

Domestic violence 



Hounslow Domestic Violence Offences and Sanction Detections Police Data 2009-2013

		Year 

		Offences 

		Sanction detections 

		% change  Offences 

		% change Sanction Detections 



		2009-2010

		1893 

		866

		

		



		2010-2011

		1896

		906

		0.16%

		4.62%



		2011-2012

		2052

		854

		8.23%

		-5.4%



		2012-2013

		1929

		835

		-5.99%

		-2.22%





Source: Police data supplied by Community Safety Team, May 2013

The table shows there was not a significant change in the number of DV offences reported between 2009/10 and 2010/11. However, the rate of offences rose significantly from 2010/11 to 2011/12 a change of +8.23%, the number reported in 2012/13 dropped by 5.99% to 1929 which is only slightly higher than the figure reported in 2010/11 of 1896 and in 2009/10. However, the number of sanction detections is decreasing; the reasons for this need to be understood. Recommendation:  Monitor sanction detections and reasons for declining rates







Hounslow Domestic Violence Outreach (HDVOS) Service Data

In 2012/13 356 clients were referred to Hounslow Domestic Violence Outreach Service. This was an increase of 32% from the previous year when 270 (264 female: 6 male) were referred. Overall, it looks as if the number of referrals to Hounslow Domestic Violence Outreach Service is on an upward trend. The HDVOS indicated that the increase may be due to a change in policy. HDVOS now accept referrals with a risk score of 10[footnoteRef:29] from Victim Support Services and may be attributable to the launch of the One Stop Shop which has increased referrals.  [29:  Using CAADA DASH provides a risk identification checklist (RIC) to help practitioners identify high risk clients. A score of 10 indicates an increasing risk. ] 


The tables below show the ethnic mix of HDVOS clients and the coexisting vulnerabilities of perpetrators. A large proportion of perpetrators also have a drug (28%) or alcohol (23%) vulnerability - combined this would amount to 51% of perpetrators. However, there is a caveat with this data as perpetrators may have multiple vulnerabilities and so this figure may not be reflective of the overall proportion but may represent a smaller number of highly complex clients.

Ethnicity of victims referred to HDVOS 2012/13	Co-occurring vulnerabilities of perpetrators

		Ethnicity 

		Number

		% of clients

		

		Vulnerability

		Number

		% of perpetrators



		White 

		171

		48.00%

		

		Drugs  

		98

		28%



		Asian 

		98

		28%

		

		Alcohol 

		83

		23%



		Black 

		53

		15%

		

		Children 

		37

		10%



		Mixed 

		7

		2%

		

		Financial 

		20

		6%



		ME/Arab 

		23

		6%

		

		Gambling 

		5

		1%



		Chinese/other 

		3

		0.80%

		

		Religion 

		8

		2%



		Not stated 

		1

		0.30%

		

		Forced marriage 

		2

		1%



		

		

		

		

		Jealousy 

		39

		11%



		

		

		

		

		Sexual 

		2

		1%



		

		

		

		

		Cultural *

		42

		12%



		

		

		

		

		Other 

		20

		6%






Source: HDVOS extracted by Sabeel Khan

*Used to describe people from specific cultural backgrounds e.g. Somali, Afghanistan, and some Asian communities. Victim may attribute behaviour to cultural reasons[footnoteRef:30] [30:  Confirmed by Jacqueline Duke, HDVOS  ] 


Mullti-agency Risk Assessment Conference  (MARAC)

In 2012/13, there were a total of 274 referrals to Hounslow MARAC (265 female; 9 male), 93 cases were repeat victims.  In total 289 children and young people were discussed. 

Number of Repeat Victims Referred to Hounslow MARAC 

		2012/13 

		Number of repeat victims 

		% of overall referrals 



		Quarter 1 

		11

		18%



		Quarter 2 

		24

		29%



		Quarter 3 

		23

		37%



		Quarter 4 

		19

		27%





Source: MARAC quarterly reports 

There are a high number of repeat victims referred to MARAC each quarter making up on average 28% of all referrals. A repeat MARAC case is one that has previously been referred to MARAC within the last twelve months, any agency can identify a ‘further incident’ (see page 14 for definition) regardless if it has been reported to the police. A 



Number of children discussed at Hounslow MARAC 

		2012/13 

		Number of children discussed versus total referrals 



		Quarter 1 

		62/60



		Quarter 2 

		64/82



		Quarter 3 

		49/62



		Quarter 4 

		60/70



		Total 

		





		Source: MARAC quarterly reports



The number of children relevant to the number of referrals is very high; many women have several children who are exposed to domestic violence whereas other victims have no dependents. There needs to be immediate access to services for women and their children experiencing domestic violence. 

MERLIN Database 

The MERLIN database is run by the Metropolitan Police; a ‘Merlin report’ is generated if a child becomes known to the police for any reason ranging from child protection to bullying to ‘being present’ when a premises is searched. Where concerns are raised these reports are shared with social services staff. 

A pilot project was run by Children’s and Adult Services from June 2012 to September 2013 on the types of incidents recorded as Merlins.  . A significant number are attributable to DV (33%). 

Data From MERLIN Pilot 2011-12

 

			

Duty team contacts 1st July – 10th October  2012



		



5210

(0-17)

		2485 (48% Merlins)





		

		815 classed as DV (33% of all Merlins and 16% of all contacts)









Weekly rates of MERLINS referred to Duty Team 

The weekly rate of contacts to the Duty team ranged from 225 – 376 (average of 289). Of these

· the weekly rate of Merlins ranged from 104 – 192 (average 138)

· 31 – 89 (average 45) classed as DV Merlins



		

Age breakdown of children on a DV Merlin



		0 – 4 

		41%



		5 - 10

		34%



		11 -16

		22%



		17+

		3%







Perhaps the most significant finding from the table above is that 22% (n=179) of Merlins involve children in the 11-16 age range for who there are no DV related services currently available. 



		

DV Merlin Cases



		Know to Children’s Specialist Service and passed to allocated Social worker 

		23%



		Progressed to referral to Children’s Specialist Service (CSS)

		11%



		Referred to Early Intervention Service (EIS)

		24%



		No Further Action (NFA)

		23%









		Referrals to EIS 



		Total Number of cases where no further action was taken- 147

		No contact was established and Merlin assessed as 1-10 on DV matrix 



		49



		

		No contact- Information and Advice 



		17



		

		No consent obtained 



		81



		Total number where consent was obtained- 49

		Targeted Services 



		11



		

		Family Support



		25 (50% CAF referrals)



		

		Other 



		13







Unfortunately, we were unable to obtain information on A&E DV presentations.  This data was requested. 







Adult Safeguarding Data for Hounslow 

The table below shows the total number of referrals to adult safeguarding team between April 2010 and May 2012 pertaining to DV and the relationship of the perpetrator to the victim. An accusation is substantiated[footnoteRef:31] when the safeguarding team have gathered enough evidence and are satisfied that harm more than likely occurred, an inconclusive decision is recorded if there is insufficient evidence to make a judgement on whether abuse has occurred or not, and it is unsubstantiated when evidence suggests abuse was unlikely to have occurred.  [31:  Confirmation email from Adult Safeguarding Team ] 


Adult Safeguarding DV cases April 2010- May 2012 

		Relationship

		Substantiated

		Unsubstantiated

		Inconclusive



		Son

		16

		9

		4



		Husband

		12

		5

		7



		Parent 

		7

		3

		1



		Daughter 

		6

		4

		4



		Civil Partner

		2

		0

		1



		Wife

		2

		1

		0



		Other relative

		4

		5

		4



		Other not known 

		8

		-

		3



		Total 

		72

		39

		41



		

		

		

		

		152







Hounslow Violent Injuries Project 

The Violent Injuries Project collects data on people presenting at A&E who have been the victim of an assault. Data quality of the project has been poor so findings must be treated with caution. Also, a DV specific question is not asked but an assumption of DV can be made if the assault happens at home. The study has found that 14% of presentations could be the result of DV. One client presented to A&E 7 times from Oct 2012- June 2013. 

[bookmark: _Toc373239494][bookmark: _Toc378693122]Expected Prevalence of DV in Hounslow 

Based on the BCS estimate that 24.8% of all women between the ages of 16-59 have experienced DV, we can crudely estimate there to be approximately 20,016 women in Hounslow who have experienced DV at some point in their life[footnoteRef:32].  [32:  Calculated using 2010/11 BCS results and 2011 census data. Male/female extrapolations crudely based on 49% of the population being male and applied to total 16-59 age-band, calculations made on advice of Richard Pearce (data specialist)  via Sigrid Ryan (PH Manager Inequalities). ] 


It is estimated that 16% of men aged 16 and over (including those aged over 59) have experienced DV at some point in their lifetime, equating to 16,164[footnoteRef:33] men in Hounslow.  [33:  Total number men aged 16 and over provided by Vinesh Govind, 16% estimate Smith et al, BCS 2011] 


Expected number of violent incidents

Based on the BCS estimate that only 39% of all incidents are reported to the police we can calculate that there were approximately 4,946 incidents in total (1929 reported), meaning 3,017 incidents went unreported in 2012/13.   *Please note these estimates are crudely extrapolated from national data. 

If we calculate that 7.3% (BCS estimate) of all persons experienced DV in 2011/12 then this would amount to 5,871 people experiencing DV in Hounslow during 2011/12. 

Expected prevalence Sexual Violence 

According to the Projecting Adult Needs and Service Information System (PANSI) the number of people aged 18-64 in Hounslow likely to be survivors of childhood sexual abuse is estimated to be 20,157 in 2013 rising to 20,473 in 2014 and to 21,818 by 2020. So by 2020 it is estimated there will be a 7.6% overall increase. For women, this is a 6.1% increase over the same period (13,808 in 2013 to 14,720 in 2020), and for men, a rise of 10.5% (6349 in 2013 to 7098 in 2020). *Estimates are also crude. 

Projected numbers of sexual abuse survivors 2012-2020

		

		2012 

		2014

		2016

		2018

		2020



		Males aged 18-64 predicted to be survivors of childhood sexual abuse 

		6,202

		6,489

		6,727

		6,937

		7,089



		Females aged 18-64 predicted to be survivors of childhood sexual abuse 

		13,600

		13,984

		14,272

		14,544

		14,720



		Total population aged 18-64 predicted to be survivors of childhood sexual abuse 

		19,802

		20,473

		20,999

		21,481

		21,818







5. [bookmark: _Toc373239495][bookmark: _Toc373239496][bookmark: _Toc378693123]Special groups affected by domestic violence 



[bookmark: _Toc373239497][bookmark: _Toc378693124]Domestic Violence and Pregnant Women 

More than 30% of all domestic violence cases begin in pregnancy[footnoteRef:34].  Studies show that the prevalence of DV during pregnancy in high-income settings ranges from 4%-8% although in low and middle income countries the prevalence can be higher.[footnoteRef:35][footnoteRef:36]  Rates may also be higher when sexual and emotional abuses are included[footnoteRef:37]. More than 14% of maternal deaths occur in women who have told services they are in an abusive relationship[footnoteRef:38].  [34:  http://www.publichealth.hscni.net/sites/default/files/Saving%20Mothers'%20Lives%202003-05%20.pdf ]  [35:  Gazmararian JA, Lazorick S, Spitx AM, Ballard TJ, Saltzman LE, et al (1996) Prevalence of violence against pregnant women. JAMA 275:1915-1920]  [36:  Gazmararian JA, Petersen R, Spitz AM, Goodwin MM, Saltzman AE, et al (2000) Violence and reproductive health: current knowledge and future research directions. Matern Child Health J 4:7984]  [37:  ]  [38:  http://www.publichealth.hscni.net/sites/default/files/Saving%20Mothers'%20Lives%202003-05%20.pdf ] 


A link has been established between developing a perinatal mental health disorder (anxiety, depression, puerperal psychosis) and experiencing DV during pregnancy. There is strong evidence that DV increases risk of low birth weight, and growing evidence of an association with pre-term labour, miscarriage and foetal death[footnoteRef:39].  [39:  ] 


Exposure to domestic abuse can result in maternal stress which can mean a mother is emotionally distant, unavailable or even abusive herself[footnoteRef:40].  Women should be made aware of local parenting programmes and be referred accordingly.  [40:  Levondosky, A.A.,Huth-Bocks,A.C, Shapiro,D.L.,& Semel,M.A. (2003) The impact of domestic violence on the maternal-child relationship and preschool-age children’s functioning. Journal of Family Psychology. 17(3), 275-287] 


Midwives[footnoteRef:41] have reported a high level of DV in Hounslow across all ages, ethnicities and socioeconomic classes. They enquire routinely about experiences of DV but felt coordination between: A&E, heath visiting and maternity services could be strengthened. They reported a good response from referrals made to HDVOS for immediate risk but identified a lack of service provision for lower risk clients. This feedback has been included in recommendations and is congruent with other service provider feedback.  [41:  Conversation with Teresa Driver, DV Safeguarding Midwife, WMUH ] 


Recommendation: Strengthen co-ordination between A&E, health visiting and maternity services. Increased provision for lower risk clients. 



[bookmark: _Toc373239498]



[bookmark: _Toc378693125]Total number of Midwifery referrals to Children’s Social Services and number that are DV related January 2013- November 2013. 

		2013

		Referrals to Children’s Social Services

		Those involving a history of domestic violence

		% of referrals to Children’s Social Services related to DV 



		January

		14

		6

		43%



		February

		16

		7

		44%



		March

		13

		5

		38%



		April

		21

		7

		33%



		May

		10

		6

		60%



		June

		20

		4

		20%



		July

		38

		18

		47%



		August

		10

		4

		40%



		September

		10

		6

		60%



		October

		14

		3

		21%



		November

		17

		10

		59%



		Total

		183

		76 

		42%







[bookmark: _Toc373239499]Approximately 80% (crude estimate) of West Middlesex Hospital births are to women resident in Hounslow and 20% to women resident in Richmond, it was not possible to categorise the data by locality for this needs assessment. The DV safeguarding midwife[footnoteRef:42] reported that all DV cases detected at the maternity unit are referred to Children’s Social Services, but noted there may be more cases that they are not aware of. Complete information on DV screen was not available.  [42:  Email correspondence with Teresa Driver on 3/12/13] 




[bookmark: _Toc378693126]Domestic Violence and Children 

Approximately 130,000 children nationally (in 2011/ 2012) living with domestic abuse[footnoteRef:43]. In relationships where there is domestic violence children witness about three-quarters of the abusive incidents. One study found that children 71% of children witnessed a physical assault and 10% witnessed the rape of their mother[footnoteRef:44]. There is a high co-occurrence between domestic abuse and child abuse with approximately 50% of children exposed to DV being hit or beaten themselves.  Sexual and emotional abuses are also more likely to happen in these families[footnoteRef:45]. One study found that 4% of abused mothers reported the sexual abuse of their child[footnoteRef:46].  [43:  Caada 2012 ]  [44:  Mc Gee, C. (2000). Childhood experiences of domestic violence. Londo: Jessica Kingsley Publishers]  [45:  http://www.rcpsych.ac.uk/expertadvice/parentsandyouthinfo/parentscarers/domesticviolence.aspx ]  [46:  Kellog, N.D., & Menard, S.W. (2003). Violence among family members of children and adolescents evaluated for sexual abuse. Child Abuse and Neglect, 27, 1367-1376. ] 


Recommendation: Services should address the physical, emotional and psychological harms arising from a young person’s exposure to domestic violence. 







In Hounslow, 235 children were discussed at MARAC.  A total of 72 children were supported in 2011/12 by the Parenting Support Worker and 46 were assessed for the Let’s Talk programme. There are likely to be many more children exposed to domestic violence that we are unaware of due to underreporting. 

Recommendation:  support should match the child’s developmental stage (for example, infant, pre-adolescent and adolescent) and the duration be long enough to ensure lasting effects. Long-term interventions are more effective. 







Children who witness domestic violence are at greater risk of developing emotional, behavioural and educations problems[footnoteRef:47]. Research with children referred to a child mental health unit for behavioural difficulties found that domestic abuse occurred in 48% of clinic families, with 1-2 episodes of domestic violence per year[footnoteRef:48]. Bogot et al (2006) found that 44% of infants exposed to DV had at least one trauma symptom, compared with the majority of pre-school and school-age children.  [47: ]  [48:  McDonald, R., Jouriles,E.N., Norwood, W., Shine Ware,H., & Ezell, E. (2000) Husband’s marital violence and the adjustment problems of clinic-referred children. Behaviour Therapy, 31,649-665.] 


Research has also shown that domestic violence impacts negatively on the woman’s ability to exhibit authority and control over her children, and in some cases this leads to physical aggression by adolescents towards their parents[footnoteRef:49]. This can lead to risk of antisocial behaviour of teenagers[footnoteRef:50]  and may lead to them becoming perpetrators of domestic violence themselves. Although, other research has shown the link between exposure to DV in childhood and the link to becoming domestically violent in adulthood to be weak to moderate[footnoteRef:51].Services must be in place to ensure this cycle is broken.   [49:  Jackson, D. (2003) Broadening constructions of family violence: Mother’s perspectives of aggression from their children. Child and Family Social Wor, 8, 321-329]  [50:  Levondosky,A.A., Lynch,S.M., & Graham-Bermann, S.A (2000]  [51:  Radford, L, Aitken,. A,.Miller,P,.Ellis,J,.Roberts, J, Firkic, A (2011) Meeting the needs of children experiencing domestic violence in London] 


Recommendation:  Specialist support should be available for child/teenage perpetrators. 



[bookmark: _Toc373239500]



Between April 2013 and September 2013 there was 10,080 referrals to Children’s Services ranging from child protection concerns to information requests. Of these referrals 1252 were due to DV equal to 12%. 

The table below shows the associated reasons for Child Protection Plans, although DV is not stated as an explicit cause, it can be assumed that many are the result of DV. DV is recorded at Case Conferences as a specific cause but we were unable to obtain this data in time for publication. 



Child Protection Plans and associated reasons from April 2013 to September 2013 

		Category

		Apr-13

		May-13

		Jun-13

		Jul-13

		Aug-13

		Sep-13

		Outer London

		LBH Curr Month



		Emotional

		94

		89

		83

		93

		101

		107

		1350

		107



		Neglect

		88

		90

		78

		74

		79

		69

		1670

		69



		Physical

		27

		16

		22

		23

		24

		22

		340

		22



		Sexual

		7

		7

		7

		9

		11

		16

		100

		16



		Multiple / unknown

		0

		0

		0

		0

		0

		0

		370

		0



		Total

		216

		202

		190

		199

		215

		214

		3820

		214



		Emotional %

		44%

		44%

		44%

		47%

		47%

		50%

		35%

		50%



		Neglect  %

		41%

		45%

		41%

		37%

		37%

		32%

		44%

		32%



		Physical %

		13%

		8%

		12%

		12%

		11%

		10%

		9%

		10%



		Sexual %

		3%

		3%

		4%

		5%

		5%

		7%

		3%

		7%



		Multiple %

		0%

		0%

		0%

		0%

		0%

		0%

		10%

		0%







[bookmark: _Toc378693127]Domestic Violence and Female Genital Mutilation 

[bookmark: _Toc373239501]The term ‘Female Genital Mutilation’ (FGM) comprises all procedures involving partial or total removal of the external genitalia or other injury to the female genital organs for non-medical reasons.  It is an embedded cultural practice and is related to the control of women’s sexuality. It is widely practiced in African countries such as Somalia, Guinea, Egypt, Mali, Sudan and Sierra Leone. It has been illegal in the UK since 1985 and carries a maximum prison sentence of 14 years.

[bookmark: _Toc373239502]FGM causes a number of long term medical complications such as urinary tract infections, abscesses, obstetric complications (it is estimated FGM causes extra 1-2 perinatal deaths per 100 deliveries)[footnoteRef:52]. There is also increasing evidence of the psychological effects - it has been linked to PTSD as well as depression and other mental health problems.  [52:  WHO study on female genital mutilation and obstetric outcomes (2006). Female genital mutilation and obstetric outcome: WHO collaborative prospective study in six African countries. Lancet 367 (9525), pp. 1835-1841] 


[bookmark: _Toc373239503]It is estimated that 66,000 women resident in England and Wales in 2001 had undergone FGM, and over 23,000 under the age of 15, from African communities, were at risk of - or may have undergone – FGM. . The Hounslow VAWG Strategy (2012) highlighted FORWARD[footnoteRef:53] research which estimated that in 2004 Hounslow had the 11th highest modelled estimate of pregnancies to women with FGM in London equating to 6% of all pregnancies. This equated to 222 cases in 2004.   [53:  FORWARD 2007 ] 


The table below shows the number of women with FGM that affected their pregnancy or birth care at West Middlesex Hospital each year from 2009-2013. The numbers of women who have had treatment prior to becoming pregnant have not been documented (due to computer system), and so figures are likely to be much higher. The Consultant Obstetrician predicted that the overall number is likely to be more than double. There is a plan to update the hospital recording system (for all services) at the hospital in the distant future.

Number of FGM pregnancies requiring antenatal/birth care at West Middlesex Hospital 

		Year 

		Number 



		2009

		56



		2010

		39



		2011

		58



		2012

		48



		2013 

		55







Intercollegiate guidance Tackling FGM in the UK[footnoteRef:54] was published on 1st November 2013. This document outlines multi-agency recommendations for tackling FGM. [54:  RCM, RCN, RCOG, Equality Now, UNITE (2013) Tackling FGM in the UK- Intercollegiate recommendations for identifying, recording and reporting. London: Royal College of Midwives ] 


Recommendation:  

· Implement recommendations in Tackling FGM in the UK- intercollegiate recommendations for identifying, recording and reporting and Female Genital Mutilation: Multiagency Practice Guidelines 







[bookmark: _Toc373239504]

[bookmark: _Toc378693128]Domestic violence and substance misuse

[bookmark: _Toc373239505][bookmark: _Toc378693129]Perpetrators substance misuse 

Domestic violence is more likely than not to occur within intimate partner relationships where one or more partner has a problem with alcohol or other drugs[footnoteRef:55]. Alcohol is not the cause of domestic violence but there is evidence to suggest that where domestic violence exists, alcohol is often present. Gilchrist[footnoteRef:56] (2003) found that 73% of perpetrators had been drinking at the time of the abuse.   [55:  Galvani, S. (2010) Grasping the nettle: alcohol and domestic violence. 2nd Edition. London: Alcohol Concern ]  [56:  Gilchrist, E et al (2003. Domestic violence offenders: Characteristics and offending needs. Findings 217, London, Home Office ] 




Several US studies of alcohol treatment populations show clear evidence of high rates of perpetration among treatment populations. Schumacher et al (2003) found 44% of men used one or more acts of violence in the year preceding treatment. Brown et al found almost 58% of men in alcohol or drug treatment had perpetrated physical violence or abuse towards a partner or child in the last six months. This expanded to 100% with the inclusion of verbal threats. Of course, many perpetrators will not disclose their violent behaviour so these figures are likely to be underestimates. In addition, if psychological and emotional abuse was included this figure is likely to be much higher. Hounslow Domestic Violence Outreach Service data showed that 23% of local perpetrators had alcohol misuse vulnerabilities and 28% had drug-use vulnerabilities in 2012/13





 iHear do not currently data on DV cases either.







[bookmark: _Toc373239506][bookmark: _Toc378693130]



Victims substance misuse 

Victims’ use of alcohol raises two key questions: one is whether alcohol increases the risk of victimisation and two is whether they use alcohol as a coping mechanism. A British study by Merilees-Black[footnoteRef:57] found that victims of domestic ‘assault’ had higher levels of alcohol consumption than non-victims and that the risk of violence increased with increasing levels of drinking. Gutierres and Van Puymbroeck found that once women began using substances they became more vulnerable to victimisation from both domestic violence and sexual violence[footnoteRef:58] [57:  Mirrlees-Black, C. (1999) Domestic violence: findings from a new British Crime Survey self-completion questionnaire, London, HMSO]  [58:  Gutierres, S.E. and Van Puymbroeck, C. (2006) Childhood and adult violence in the lives of women who misuse substances, Aggression and Violent Behavior, 11, pp497-513] 


Partner assaults are 4 to 8 times higher among people seeking treatment for substance dependency[footnoteRef:59].  [59:  ] 




Recommendation:  

· Hounslow substance misuse service iHear should record and report clients experiences of DV, both as victims and perpetrators.

· iHear should record DV data, and increase referrals to MARAC and other local DV services 





[bookmark: _Toc373239507]

[bookmark: _Toc378693131]Young People with multiple needs 



The Stella Project Young Women’s initiative conducted a project between 2010 and 2013 in two London boroughs; and has published guidance for commissioners. The purpose of the project is to understand the overlapping and multiple issues that may complicate the lives of young people experiencing DV and SV. 

Overlapping issues: teenage relationship abuse, ‘honour’-based violence, forced marriage, sexual violence, substance use, mental health, gang association and offending. 





The risk of experiencing DV and SV is significantly higher for young people with multiple needs around alcohol and drug use, mental health, gang association and offending.  The Stella project found that the introduction of routine screening in associated services identified 63% as having experiences of DV.  NSPCC found half of all disadvantaged young women report experiences of SV in their intimate partner relationships compared with 31% of girls generally. Given the relationship between substance misuse and DV, routine screening should be introduced for this group. Routine DV screening at young people’s substance misuse services was also identified as a recommendation in the Hounslow Young People’s Substance Misuse Needs Assessment (2012).  

Recommendations: 

· Introduce routine DV screening in young persons’ substance misuse and youth offending teams.

· Recommendations in Commissioning for Multiple Disadvantages: Developing effective services for young women experiencing domestic and sexual violence that have substance use and mental health problems should be implemented locally. 

· Gang related violence has been identified as an emerging issue in Hounslow*. Developing issues should be monitored for associated sexual and domestic violence related incidents.  

· Agencies should work in partnership to build a complete profile of gang related activity in Hounslow 









[bookmark: _Toc373239508]







[bookmark: _Toc378693132]Domestic Violence and Mental Health

There is significant psychiatric morbidity: namely post-traumatic stress disorder, depression, substance misuse and suicidality[footnoteRef:60]  associated with domestic violence.   Of those experiencing DV, 31% also have mental health issues[footnoteRef:61]. Many women and children suffer post-traumatic stress disorder as a result of DV. In industrialised countries evidence suggests that DV and rape takes around five healthy years of life away from women aged between 15 and 44[footnoteRef:62].  [60:  Campbell JC. Health consequences of intimate partner violence. Lancet 2002;352:1331-6]  [61:  Ibid ]  [62:  http://www.rcn.org.uk/__data/assets/pdf_file/0008/78497/001207.pdf?utm_source=NewZapp&utm_medium=email&utm_campaign=Eyes%20on%20Evidence%20email%20campaign ] 


Women who experience abuse often report that it is the psychological abuse, rather than the physical violence, which has the most long-lasting adverse effects on their well-being[footnoteRef:63]. [63: 
] 


Where people who experience domestic violence and abuse have a mental health condition, evidence-based treatments should be provided. In particular, cognitive behavioural therapy and medication has been shown to be effective in treating mental health conditions. A study found that between 25% and 56% of female psychiatric patients report experiencing domestic violence and abuse in their lifetime[footnoteRef:64].  [64:  Oram S, Trevllion K, Feder G et al (2013). Prevalence of experiences of domestic violence among psychiatric patients: systematic review. The British Journal of Psychiatry 202: 94-9] 


The table below shows the number and percentage of perpetrators and victims of domestic violence referred to MARAC in 2012/13 who have a mental health issue. 



MARAC Perpetrator and Victim Referrals with a Mental Health Condition

		

		Perpetrator 

		Victim 

		% overall 



		Quarter 1

		8

		2 

		13%



		Quarter 2

		10

		10 

		24%



		Quarter 3

		6

		3 

		14%



		Quarter 4 

		7

		8 

		20%





[bookmark: _Toc373239509]

It has been intimated by EACH[footnoteRef:65] and by West London Rape Crisis Centre that most women experiencing DV in Hounslow meet the criteria to access mental health services but are not doing so. Ensuring a full range of evidence based therapies are available to those suffering DV is important as is improving access and referrals.  [65:  Counselling service based in Ealing. Hosts of PUKAAR.] 


Unmet Need

· There is no data available from mental health services on DV related cases. 

· CAMHS are unable to contact children directly if they are in refuge accommodation

Recommendation:  

· Access and referrals to evidence based psychological therapies should be improved for people suffering DV. 

· Improve data sharing.

· Develop a direct communication protocol for ‘children in crisis’ between CAMHS and Refuge









[bookmark: _Toc373239510][bookmark: _Toc378693133]

Domestic violence in people with disabilities and in older people

Disabled people are at higher risk of being victimised compared with non-disabled people. Within the disabled population, the evidence suggests that those with learning disabilities and/or mental health conditions are particularly at risk and suffer higher levels of victimisation[footnoteRef:66]. In addition, women with disabilities are more likely to report abuse that lasts longer and is more intense, than women without disabilities.  [66: http://www.equalityhumanrights.com/uploaded_files/research/disabled_people_s_experiences_of_targeted_violence_and_hostility.pdf ] 


More than 70% of women with ‘developmental disabilities’ are estimated to be sexually assaulted; a figure that is 50% higher than amongst women who do not have developmental disabilities[footnoteRef:67]. Women with disabilities are normally abused by someone they know, such as a partner or family member.  [67:  Petersilia, J. (2000) 'Invisible Victims: Violence Against Persons With Developmental Disabilities', Human Rights, 27, 1: 9.] 


Services need to be aware of the increased prevalence among this group and be adept at spotting risk factors and symptoms. Currently service data does not reflect a high number of older people and disabled people experiencing domestic violence. This could be due to how vulnerabilities are currently recorded. It may also be indicative of domestic violence sufferers in this group not being identified effectively. 

Recommendation: 

· Local prevalence of DV in this client group and their needs to be better understood. 







[bookmark: _Toc373239511][bookmark: _Toc378693134]Domestic violence and Black and Minority Ethnic Refugee (BAMER) Groups 

Although domestic violence affects people from all ethnicities, there may be barriers to accessing available services due to cultural, language, knowledge and other associated factors.

Recommendation: Identify any gaps and barriers to accessing to BAMER groups access to services. 







[bookmark: _Toc373239512][bookmark: _Toc378693135]Asian women  

A Home Office publication developed by EACH[footnoteRef:68] on the impact of DV on Asian women and their mental health found that culture has a significant impact on experiences. It includes: patterns of behaviour and customs, values and attitudes, implicit rules of conduct, patterns of social organisation and taboos. This complex system can often lead to those experiencing DV becoming doubly victimised and isolated.  [68:  Local organisation delivering counselling support to BME women ] 


28% of all HDVOS referrals during 2012/13 were of Asian ethnicity





Asian women may experience abuse from multiple perpetrators and fear being excluded from the family. As a result, there are cultural barriers to disclosing violence and stigma associated mental health issues. There are also practical barriers to accessing support such as language, threat of deportation, fear of escalating violence and lack of knowledge of available services. 

Unmet need

· DV specialist counselling for BAMER communities was decommissioned by London Borough Hounslow from PUKAAR[footnoteRef:69] in August 2012. PUKAAR are still funded to provide counselling from Mayor of London funds and highlighted a high proportion of referrals are DV related. A long waiting list is in operation.   [69:  Pukaar (a project of EACH) was a Hounslow funded counselling service for victims of DV. ] 


Recommendation: 

· Ensure that services and referral pathways that meet the needs of Asian women are available. 







[bookmark: _Toc373239513]

[bookmark: _Toc378693136]Gypsy and traveller communities 

The police[footnoteRef:70] reported that DV amongst gypsy and traveller groups could be a potential area of need. The HDVOS data does not reflect this statement but there could be issues with disclosure and reporting by this group.  [70:  Conversation with Detective Inspector Rob Shirley ] 


Some research[footnoteRef:71] has suggested a higher prevalence of DV among gypsy and traveller communities but there is no conclusive evidence of this. Higher prevalence was not thought to be a local issue[footnoteRef:72], but barriers to accessing services, cultural stigma and isolation, provision of safe havens for those who do experience abuse was thought to be an issue.  [71:  Domestic Abuse Briefing. Equality and Human Rights Commission]  [72:  Conversation with Mark Duggan, Gypsy and Traveller Development and Liaison Officer ] 


[bookmark: _Toc373239514][bookmark: _Toc378693137]DV and lesbian, gay, bisexual and transgender people 

Just under 40% of bisexual, gay and lesbian people class themselves as having experienced domestic violence. However, many more respondents reported behaviours that could be classed as domestic abuse[footnoteRef:73]. The majority of transgender people (80%) experience emotional, physical or sexual abuse from a partner or ex-partner[footnoteRef:74]. [73:  Donovan,C, Hester,M., McCarry, M., (2006). Comparing domestic abuse in same sex and heterosexual relationships.]  [74:  Roch,A., Ritchie,G., (2010) Transgender people’s experience of domestic abuse. Scottish Transgender Alliance ] 


[bookmark: _Toc373239515]This increased prevalence is not reflected in local referrals and service reporting. This may be due to reluctance of victims to report experience and fear of further victimisation[footnoteRef:75].  [75:  Conversation with Dettie Gould (London Borough Hounslow MARAC) and Chris Boucher (Out West)] 


[bookmark: _Toc378693138]Men as victims 

Although the number of male victims is much lower than numbers of female victims, numbers of male victims is still significant.  Men who do suffer from DV are: 

· Less likely to tell anyone about the abuse 

· Less likely to tell the police 

· Less likely to get a conviction 

· Less likely to access local support services 

Hounslow Probation Service reported that male victims and female perpetrators are treated differently by police and courts. It was felt that there was not enough provision for male victims and that work should be done to change stigma and adverse attitudes towards male victims[footnoteRef:76]. 
 [76:  Conversation with Clair Upsom (London Probation Trust)] 


5 [bookmark: _Toc373239516][bookmark: _Toc378693139]Results- Commissioning 



National Picture 

The changing national landscape of commissioning and cuts to budgets could potentially impact on services for DV. One of the main sources of funding is the Supporting People fund. The grant was reduced from £1,174million in 2011/12 to £1,074 million in 2012/13. The ringfence for SP funding ended in 2009 and from 2011/12 the grant was rolled into the general formula funding for Local Authorities. From 2010/11 to 2013/14 the spending on SP services reduced by £1.66M with the budget reducing from £6.06M to £4.4M to contribute to the Council’s saving requirement.

Approximately £5 million per year has been ring fenced (April 2011- March 2015) to provide a range of national specialist sexual abuse services delivered through specialist Rape Crisis Centres 

Local Picture 

Efficiencies in the delivery of Hounslow domestic violence services during 2013/14 saw a reduction of £83,850 to the total budget bringing the overall spend on domestic violence services in 2012/13 to £512,206.

There are multiple funding streams for providers of local specialist DV services.  Funding is allocated from central sources; as well as from different departments within the council: 

· Community Partnership Unit

· Community Safety and Business Regulation Team

· Supporting People 

· Early Intervention Service 

In the past voluntary organisations have been able to secure funding from external sources to provide DV services e.g. London Councils, City Bridge. Although there is good service provision from dedicated and skilled providers, overseen by a competent and effective strategic group (VAWG Strategy group) and coordinated by a full-time, highly knowledgeable co-ordinator (Permjit Chadha); service funding is fragmented and is the cause of much anxiety amongst providers. Providers report they are unsure where their future funding will come from or if their funding will continue at all.  The consensus among providers is that the disjointed nature of funding restricts their ability to provide an optimum DV service to their clients and that a core service should be identified with clearly defined and aligned funding sources.









Recommendation: 

· A core DV service ‘specification’ should be designed and associated funding allocated to a single commissioner or consortium of commissioners with a single-point-of-contact/lead commissioner. 

· The duration of funding allocations should be long enough to allow services to embed and be effective. Evidence suggests three years minimum.

· The Community Safety Partnership Board should review funding contributions to ensure all identified gaps are appropriately funded by the responsible organisation. 










6 [bookmark: _Toc373239517][bookmark: _Toc378693140]Results- Service Descriptions 



[bookmark: _Toc378693141][bookmark: _Toc373239518]UNIVERSAL

[bookmark: _Toc378693142]Routine enquiry 

The midwifery service at West Middlesex Hospital carries out routine mental health assessment at 32-36 weeks gestation during which a screen for DV is also carried out. This has been shown to be effective in identifying at-risk women. People who are identified are referred to HDVOS. 	

[bookmark: _Toc373239519][bookmark: _Toc378693143]Learning to Respect 

The Learning to Respect Domestic Violence Education Programme, funded by the Early Intervention Service, is a school-based prevention programme that has been adopted by 72 local schools across the entire age range; many of which deliver the programme on a yearly cycle. The programme has been extended to Children’s Centres, Early Years Settings and Youth Groups. 



DV awareness training is delivered by multi-agency volunteers (some of whom are DV specialists) to teachers; teachers are trained in DV awareness and in the use of model exercises/lessons that are then delivered to pupils in the classroom. There is no statutory duty to deliver DV awareness education in schools. There has been significant take up despite this and the programme has been running for ten years. Secondary schools deliver education predominantly via Personal, Social and Health Education (PSHE), Social and Emotional Aspects of Learning (SEAL) and as part of the Healthy Schools Programme. 



Each Learning to Respect volunteer dedicates: one whole day to receive training, then four twilight sessions (1 ½-2hrs each) to deliver school training and commits to attend two one-and-a-half-hours long Learning to Respect meetings six times a year. Each person trained is asked to deliver training to at least two schools per annum. Volunteer retention has been good with some being involved for the entire ten years; this has meant knowledge and expertise has been well retained. 



The programme has been used as an example of good practice in an online toolkit. It has also been used as a case study of good practice by the Local Government Association at a recent crime prevention showcase. 



The programme has expanded recently to work with people with profound and multiple learning disabilities (PMLD), care leavers and with young mothers. There are two senior youth workers within the team who have delivered specialist work (on schools’ request) on sexual consent at a couple of schools.  In recent years there has been a national focus on preventing sexual bullying in secondary schools.



[bookmark: _Toc378693144]SAFEGUARDING AND ADVOCACY									

[bookmark: _Toc373239521][bookmark: _Toc378693145]Hounslow Domestic Violence Outreach Service (HDVOS)

The Hounslow Domestic Violence Outreach Service is one of two agencies delivering an IDVA service in Hounslow. provides. The purpose of an IDVA is to address the safety of victims at high risk of harm from intimate partners, ex-partners or family members. They are the primary point of contact and work from point of crisis to assess risk of and develop safety plans. These plans will include actions from the MARAC as well as sanctions and remedies available through the criminal and civil courts, housing options and services available through other organisations. IDVAs support clients over the short to medium-term.  IDVAs receive specialist accredited training and hold a nationally recognised qualification. 



HDVOS consists of a small team of two IDVAs. The service is jointly funded by the Community Partnership Unit (LBH) and the Community Safety and Business Regulation Team. The service is co-located with the Community Safety Unit at Chiswick Police Station, a set-up that is highly valued due to its immediate access to records and police data. The IDVA workers look at crime reports daily as well as working directly with the arresting/responding officer and go through a process of prioritisation, a score of 18 plus on risk assessment (CAADA DASH[footnoteRef:77]) is referred to MARAC, but there are certain high risk factors that would fast-track prioritisation such as: victim is pregnant, strangled or weapon being used.  Care is taken to identify repeat victims. Each prioritised case is contacted by telephone and a referral made (if victim gives permission) to One Stop Shop, MARAC or where appropriate. The IDVA also has access to all domestic violence refuges in the country and can refer directly.  [77:  CAADA DASH provides a risk identification checklist (RIC) to help practitioners identify high risk clients who should be referred to MARAC. ] 




Referrals are predominantly received from the police; referrals not picked up by IDVA (victim refused referral) are referred to Victim Support who then provide information, advice and emotional support. The IDVA workers stressed the importance of partnership working and commended MARAC as a forum for better engagement. Links with social workers, mental health, substance misuse, health and other agencies need to be strengthened 

[bookmark: _Toc373239522]

[bookmark: _Toc373239523][bookmark: _Toc378693146]Refuge 

The world’s first ever women’s refuge was opened in Chiswick, Hounslow, by Refuge in 1971.







Hounslow was host to the world’s first ever safe-house in1971, for women and children escaping domestic violence. There are currently four refuge units in Hounslow that support 34 women and their children that are funded by Supporting People (LBH).  The refuge provides emergency accommodation for women fleeing domestic violence for up to six months. Women being housed in the Refuge are predominantly fleeing from another area. 



In 2012-13 Refuge supported 719 women and 723 children women through its national network of residential services



Refuge ‘s specialist domestic violence database tells us that: 

· In 48% of referrals the perpetrator had used weapons 

· In 55.1% of referrals the perpetrator had threatened to kill the victim 

· In 50.9% of referrals the perpetrator had attempted to strangle, suffocate, drown or choke the victim 



The Hounslow services that Refuge runs support around 315 women and children every year – half of whom turn to us after having been seriously injured, all of whom have been traumatised. Yet when the women and children leave our service they tell us that for the first time they feel safe and that they feel ready to rebuild their lives free from violence.



On average, the length of time women have experienced abuse prior to going to Refuge was seven years. Women exiting the service report a 59% reduction in fear and 49% cessation of all types of abuse. 



[bookmark: _Toc378693147]Refuge Community IDVA

The Community IDVA service was established to complement the IDVA service provided by HDVOS. Refuge has been commissioned since April 2013 (one full-time and one three quarter time post) to support the HDVOS provide advocacy for lower risk clients. Support is provided to DV survivors across a variety of satellite offices and also provides training to professionals.



Refuge was commissioned to provide an IDVA service in Hounslow for a period of 12 months in 2013. The service received 201 referrals and supported 81 women and their children, offering advocacy, information and support to women who are at high risk of homicide or serious harm from domestic violence with specific focus on supporting women through the criminal justice system, and advocating for women and children with the police, courts and at Multi-Agency Risk Assessment Conferences (MARAC).



Refuge secured funding from the National Lottery through the Big Lottery Fund to expand our advocacy services to Eastern European women experiencing domestic violence. Our specialist staff provide independent advocacy and support to Eastern European survivors of domestic violence who are accessing the civil and criminal justice systems in Ealing, Brent and Hounslow. A Polish and Romanian speaking practitioner works with survivors from the point of crisis, assisting them through the court process and offering intensive support to help ensure short and long-term safety.

[bookmark: _Toc373239524][bookmark: _Toc378693148]Housing

According to Access Hounslow data, in the year 2012/13 a total of 12,915 homeless customers approached Homeless Persons; of those 230 (2%) presented as DV. 

In the period from 1st April 2012- end March 2013 there were a total of 79[footnoteRef:78] DV cases that approached Housing Department for support, (68 partner violence and 11 non-partner violence ) Of these 47 were assisted (38 partner violence and 9 non-partner violence) meaning 62% of referred clients were accepted by the council as having a duty of care. All other clients were sign-posted or dealt with by other services/means.  [78:  Extracted SIS housing system ] 


From 1st April 2013 to date (17th September 2013) there have been 31 DV cases in total referred for housing support- 23 referred for partner violence and 8 for non-partner violence. Of these, 22 partner violence cases were assisted and 4 non-partner cases.  

The Housing Department [footnoteRef:79] reported that housing criteria is based on the full range of abuses including psychological, threatening behaviour and not just physical violence risk; ‘the qualifying threshold is low and demand high’[footnoteRef:80].  The housing manager reported that access to support for women without dependents is minimal (as per national legislation); as is support enabling victims to stay in their own homes.  [79:  Nina Yusof, Supporting Independence Service, Housing, London Borough ]  [80:  Ibid ] 


Hounslow Homes 

Hounslow Homes has a DV protocol in place for tenants and staff, when a report is received for a tenant, an initial interview is conducted.  Guidelines on how to conduct a sensitive and confidential interview are in place. The purpose of the interview is to: inform the reporter of Hounslow Homes Ltd commitment to helping them; gather as much information as possible; provide information on other agencies that can help; seek consent to contact appropriate agencies (if required); complete the Tenant Information Checklist form.

If a situation is life threatening or the victim has fled and believes that on returning to the home violence will continue, an assessment of the need for interim accommodation is carried out. Hounslow Homes often transfer tenants to another home, which is often the most appropriate action, but properties may not be of the same banding. They also support tenants to remain in their homes and offer a sanctuary scheme through Hounslow Safer Homes Project. There are also cases that are referred to West London Housing Partnership when it is most appropriate for the tenant to move out of borough and away from perpetrator. In addition, Home Swapper is an alternative means to re-housing in which two tenants voluntarily swap homes. The perpetrator is often held to account and action taken by Hounslow Homes to regain possession of the property 

[bookmark: _Toc378693149][bookmark: _Toc373239525]Hounslow Homes DV cases from April 2013- 20th November 2013

		Perpetrator

		Closed

		Current

		Total:



		DV from Ex Partner

		9

		2

		11



		DV from Other Famlily Member

		3

		1

		4



		DV from Partner

		3

		3

		6



		Total

		15

		6

		21















[bookmark: _Toc378693150]National Helpline 

In the period April 2012 to March 2013[footnoteRef:81], 1093 calls were made from Hounslow residents to the National Domestic Violence Helpline, this is the eleventh highest of all London boroughs, and the figure is increasing year on year[footnoteRef:82]. This is a clear indication of the high level of need in the borough.  [81:  Refuge statistics ]  [82:  Refuge statistics ] 




[bookmark: _Toc373239526][bookmark: _Toc378693151]Refuge ‘Floating Support’

The floating support service provides outreach support to 19 women experiencing DV and their children; capacity was increased from 16 to 19 in 2013. In 2012/13 the service supported a total of 40 clients (250% throughput). Medium to long-term holistic support is provided to women in their homes and can last up to two years. The aim is to support women to become independent and reduce the need for statutory accommodation based services. The floating support service costs approximately £3,421 per person supported - based on supporting 19 people. If we calculate the cost per person using the actual number supported last year this amounts to £1,625 per person supported. 

[bookmark: _Toc373239527][bookmark: _Toc378693152]‘One Stop Shop’ 

HDVOS manages the One Stop Shop which runs one day a week at Montague Hall. There is a variety of multi-disciplinary providers’ onsite that run a drop in clinic  one day a week, where people can access a range of services under one roof. Clients can access solicitors, police officers, drug and alcohol services (iHear), children’s workers (x2) as well as a Somali group. Uniformed officers distribute advertisement cards on a regular basis to increase awareness of the service; 320 domestic violence survivors have attended the service from November 2012 to November 2013. 



[bookmark: _Toc373239528][bookmark: _Toc378693153]Victim Support in Hounslow

All victims of crime are referred to the Victim Care Unit (VCU). The VCU contacts each victim and carries out a risk assessment.  For those who are a victim of DV, the CAADA DASH is used to assess their risk level and determine what actions should be taken or referrals to other services made. VCU then provides safety planning, emotional support, financial assessment and crime prevention advice.  The VCU offers out-of-hours service to victims until 8pm, and at weekends. Volunteers go through a rigorous application, interview and training process to be allowed to work with DV victims and are very dedicated.



Funding from central government will cease from April 2014. The service is unsure how victim support will be funded from then or what level of service they will be able to provide. 



No data available from Victim Support



[bookmark: _Toc373239529]

[bookmark: _Toc378693154]THERAPEUTIC INTERVENTIONS 



[bookmark: _Toc373239530][bookmark: _Toc378693155]Let’s Talk 

The Let’s Talk programme is a structured therapeutic programme for children and their mothers who have been affected by domestic violence in the past (recent or late). The two groups are run parallel to each other - the only stipulation for attendance being that the perpetrator is no longer living in the family and that children are 11 years of age or under. Groups are run for older children occasionally if there are enough children. The focus is primarily on the experiences of children and working with them to process their occurrence and reduce the harm associated with DV. Children may exhibit certain destructive emotions and behaviours as a result of their experiences such as: anger, sadness, underachieving or truanting, withdrawing, blaming self, low self-esteem. 



		Period 

		Age 

		No. of  Assessments 

		No. starting Groups

		No. completed 

		Onward referrals 



		

April-June 2012 

		8-10 years 

		9

		5

		5

		0



		

		10-12 years 

		10

		6

		4

		4



		

		Mothers 

		19

		7

		5

		2



		

Sep- Dec 2012 

		5-8 years

		10

		6

		6

		0



		

		8- 11 years 

		6

		5

		4

		0



		

		Mothers 

		17

		4

		2

		1



		

Jan- Mar 2013

		8- 11 years

		7

		6

		6

		0



		

		13-15 years 

		4

		3

		3

		0



		

		Mothers 

		16

		4

		4

		4









Outcomes 2012 - 2013

· Children and young people were more able to identify abusive behaviours

· Children and young people were more able to identify feelings about the abuse they had experienced than before the intervention.

· Children and young people had a significantly greater number of safe strategies if fighting between adults was occurring at home and no children suggested dangerous strategies after the groups

· Children and young people had nearly twice as many safe strategies if someone was hurting mum and significantly less unsafe reactions reduced by over 50%.

· Children and young people rated themselves as happier and more confident 

· Children and young people rated themselves as more cheerful, less lonely, more easy-going and more in control.

· Overall, children and young people rated their self esteem as higher 



[bookmark: _Toc373239531][bookmark: _Toc378693156]Parenting Support 

A parenting support worker is employed on a full-time basis by HDVOS and provides parenting group therapy, 1:1 support for women (in a location of their choice) and also a drop-in clinic once a week. This is an open access service and the parenting support worker can judge how long a client should benefit from support. His post was a 3 year funded post which expired in April 2013, when consulted with for the first time in May 2013, the parenting support worker was unsure where funding for the next year would come from. Funding has now been secured from HDVOS. 





		Period 

		Women referred 

		No . of Children 

		1-1 Support 

		Mothers’ Group 



		September 2009- August 2010

		85 

		153 

		28 (with 53 Children) 

		12 (with 26 children)



		September 2010- August 2011

		35 

		48

		26 (with 35 children)

		19 (with 27 children)



		September 2011- August 2012

		42 

		72

		20 (29 children)

		15 (with 33 children)







The first year saw a high number of referrals but a smaller number going on to attend the service. The parenting support worker has attributed this to a high number of inappropriate referrals and to early interest in the new service. 



[bookmark: _Toc373239532][bookmark: _Toc378693157]West London Rape Crisis Centre 

The West London Rape Crisis Centre (WLRCC) provides services across the six west London boroughs of Ealing, Hounslow, Hammersmith & Fulham, Harrow, Brent and Hillingdon. Funding for the service is received from a mix of central (Mayor’s Office for Policing and Crime (MOPAC), the Ministry of Justice (MoJ)), and local authority (London Borough Ealing and London Borough Hammersmith & Fulham). WLRCC has requested additional funding from local authorities to expand service provision. Both Ealing and Hammersmith & Fulham have contributed; Hounslow should invest in WLRCC. 



Recommendation:  

· Hounslow should contribute £20,000 funding to West London Rape Crisis Centre as recommended by MOPAC. 















In Hounslow, WLRCC offers counselling to women who have experienced rape or sexual violence (recent and historic i.e. child abuse), at Heart of Hounslow.  Counselling sessions last from 15 sessions duration up to one whole year. The service delivered 182 hours of counselling to residents offering sessions 1 day a week. Referrals have increased by 47% in 2012-13 compared to 2011-12 which WLRCC has partly attributed to a surge in referrals following the training sessions they delivered to GPs and the Sexual Health team. 



A long waiting list is in operation as more counsellors are required to meet demand, the list had to be closed at the end of March 2013; over 15 local women had been waiting for over six months for a counselling slot to become available.  The age of clients ranges from 14-70 years; many also have co-occurring depression and would meet the criteria to access mental health services but are not doing so. 



Worryingly, WLRCC has noted a substantial increase in the number of stranger rapes compared to other boroughs. WLRCC commended partnership working through the VAWG Strategy Group to address the issue. 



The table below shows the vulnerabilities of all women accessing counselling through WLRCC in the period from April 2012 to March 2013. 



Table: Vulnerabilities of Women attending Counselling April 2012- March 2013

		Problems Identified 

		No. of women identified with these problems at assessment 

		Improvement at end of counselling 

		% of women that showed an improvement at the end of counselling 



		Addiction 

		22

		15

		68%



		Anxiety/ stress

		103

		70

		68%



		Depression

		104

		89

		85%



		Eating Disorder 

		31

		17

		55%



		Interpersonal relationships 

		76

		59

		77%



		Living/welfare 

		30

		9

		30%



		Self-esteem 

		90

		79

		87%



		Trauma/abuse 

		100

		64

		60%



		Work/ academic 

		33

		19

		57%









National Probation Service – Integrated Domestic Violence Programme (IDAP)

Hounslow Probation Service runs the Integrated Domestic Violence Programme and is based on the Duluth Model (see annex 4).  The programme lasts 18 months and is mandatory for offenders convicted of domestic abuse crimes.  The programme also runs support services for women who have been victims of the men sentenced to the programme. The 8 key components to the programme are:



· Creating a coherent philosophical approach centralising victim safety (both women and children)

· Developing ‘best practice’  policies and protocols for agencies that are part of an integrated response to domestic violence 

· Enhancing networking among providers

· Building monitoring and tracking into system

· Ensuring a supportive community infrastructure for women victims of domestic abuse

· Providing sanctions and rehabilitation opportunities for men who are abusers 

· Undoing the harm violence to women does to children

· Evaluating the coordinated community response from the standpoint of the victim.



It is expected that the perpetrator will take responsibility for their use of violent and abusive behaviour, identify the beliefs and intents that underpin the behaviour, acknowledge the effects of their use of abusive and violent behaviour on their victims and take specific, positive steps to change their behaviour in relationships.



Hounslow Probation Service recommended the programme as a robust intervention but reported that the intensity and length of the programme was the same regardless of the severity of the crimes committed. They recommended that a tiered programme should be introduced[footnoteRef:83].  It was also reported that where domestic violence is identified but offenders are convicted of another crime and have not been sentenced to the programme it is difficult to intervene. Communication and coordination was also identified as an issue when victims live out of borough. [83:  Conversation with Clair Upson and Naditah Akhtar, Hounslow Probation Service ] 


[bookmark: _Toc373239533][bookmark: _Toc378693158]PARTNERSHIP WORKING



3.3.1 [bookmark: _Toc373239534][bookmark: _Toc378693159]Multiagency Risk Assessment Conference (MARAC)

 MARAC is a meeting where information is shared on the highest risk domestic abuse cases between representatives of local police, probation, health, child protection, housing practitioners where an immediate collaborative plan to reduce risk is formed.  All high-risk victims are referred to MARAC regardless of whether they have given consent.  

MARAC referrals are predominantly received from HDVOS and Police; best practice recommends that 60-75% should come from police [footnoteRef:84] and 25-40% should come from partner agencies. As the IDVA service is co-located with the police these are very closely linked and IDVA referrals will not be counted towards the 25-40%. The total percentage of referrals to MARAC from partner agencies in 2012/13 was 13.6%. Referrals from primary care (n=1) and secondary care (n=0) were particularly low which worrying given the likelihood of DV presentations to healthcare services for treatment of injuries and psychological support. Increasing referrals from healthcare providers needs to be addressed as a priority.  [84:  Add 40% MARAC referral ref] 


 



Table: Number and percentage of referrals by organisation 

		

		Organisation 

		Number of referrals 

		% of overall referrals 



		











April 2011-March 2012 

		Police

		165

		46.6%



		

		IDVA

		104

		29.3%



		

		Voluntary Sector

		52

		14.6%



		

		Probation

		20

		5.6%



		

		Housing 

		2

		0.6%



		

		Children’s Social Care

		2

		0.6%



		

		Mental Health

		4

		1.1%



		

		Other 

		3

		0.84%



		

		Substance Misuse 

		0

		0%



		

		Primary Care

		1

		0.4%



		

		Adult Social Care

		1

		0.4%



		

		Secondary Care 

		0

		0%



		

		Education 

		0

		0%



		

		

		

		



		













March 2012- April 2013

		Police

		122

		41.4%



		

		IDVA

		133

		45.2%



		

		Voluntary Sector

		10

		3.4%



		

		Probation

		10

		3.4%



		

		Housing 

		4

		1.4%



		

		Children’s Social Care

		4

		1.4%



		

		Mental Health

		3

		1.0%



		

		Other 

		7

		2.4%



		

		Substance Misuse 

		0

		0%



		

		Primary Care

		1

		0.3%



		

		Adult Social Care

		1

		0.3%



		

		Secondary Care 

		0

		0%



		

		Education 

		0

		0%







[bookmark: _Toc373239535][bookmark: _Toc378693160]Multi-agency Public Protection Arrangements (MAPPA) 

MAPPA is an important mechanism for sharing information for public protection in dealing with known violent offenders and sex offenders. Partners responsible for public protection include criminal justice agencies (police, prison and probation); in collaboration with: housing, mental health, children’s and adult’s services, Jobcentre Plus, UK Borders Agency, Youth Offending Teams (YOTs), social landlords and education providers. There were a total of 7,017 MAPPA eligible offenders on 31st March 2011. The MAPPA annual report 2011/12 stated that the total number of sex offender per 100,000 of populations was 69.  The HDVOS manager regularly attends MAPPA meetings as perpetrators of DV are often discussed. 

[bookmark: _Toc373239536][bookmark: _Toc378693161]Violence Against Women and Girls Strategy Group

The VAWG Strategy Group meets quarterly and is made up of key stakeholders involved in the provision of local services supporting women affected by any gender based violence that results in, or is likely to result in physical, sexual or psychological harm. Its role is to implement the findings of the VAWG Strategy, deliver annual action plans to address all VAWG related issues, to prevent violence and challenge pervasive attitudes that foster violence, ensure services provided are adequate.  Although the purpose is to deal with violence affecting women, issues pertaining to male victims are also dealt with. 




7 [bookmark: _Toc373239537][bookmark: _Toc378693162]Results- Corporate Needs

[bookmark: _Toc373239538][bookmark: _Toc378693163]View of Professionals working in Domestic Violence 

Professionals’ views were captured through face to face semi-structured interviews. Consultation was also carried out via email on a limited number of occasions. Professionals were asked about what they thought were the strengths of the current service provision for people experiencing DV, what the challenges were, and their suggestions for change. Responses were very good, and summarised in full in Annex 5. 

[bookmark: _Toc368493166][bookmark: _Toc373239539]Strengths

Many professionals commented on the quality of the local HDVOS, its accessibility and the dedication of staff members.  Other strengths identified were the Let’s Talk Programme, the local refuge service, the One Stop Shop and the service provided by WLRCC. Professionals also commended local partnership working. 

[bookmark: _Toc373239540] Challenges 

· Lack of provision for 11-23 year olds

· Lack of perpetrator programme 

· Increase IDVA capacity 

· BME services 

· Fragmented funding 

· Lack of an emergency/crisis fund for clients

· Capacity of emergency refuges (N.B. on day consulted there were only 2 refuge spaces for the whole of London)

· Sexual violence/exploitation; education on healthy relationships for teenagers

· LGBT specific services

· Dealing with disclosures

· Identification

· Training needs

· Counselling opportunities for children and young people 

· Links with social services for children transferring into refuge from another borough

· Workforce development and clinical supervision

· Victim blaming - holding mother responsible for child safeguarding - by social services and other professionals. 

Suggestions for change:  

· Services for teenagers both as victims and perpetrators 

· Additional funding for another IDVA

· BAMER and LGBT specific services 

· Increased counselling capacity from West London Rape Crisis Centre at Heart of Hounslow or another local venue

· Introduce a perpetrator programme

· Increase housing capacity  

· DV awareness training should be rolled out for: housing officers, social workers, 

· A ‘bridging’ housing service for single young women without any dependents 

· A crisis fund to aid women fleeing violence 

· In light of changes to legal aid there should be increased court speciality/advocacy services

· Services for young people as perpetrators 

· Educate children from a very young age on healthy relationships 

· Targeted interventions for young people at risk of sexual exploitation 

· Group therapy for 13-15 year olds - an age-appropriate extension of Let’s Talk. 

· Court IDVA should be re-commissioned 

· Improved access to support for women without independents 

· Establish an emergency contact protocol between Refuge and CAMHS









[bookmark: _Toc373239541][bookmark: _Toc378693164]



Views of service users 

Two focus groups were held with women who have experience of using local domestic violence services. The groups were delivered using a semi-structured process where clients focused on the strengths and challenges of engagement with local services and any recommendations for change they might have.‘The One Stop Shop was really helpful; having help from the onsite solicitor was really good.’ 



Focus Group 1 

Strengths  

· One Stop Shop

· Refuge – emotional support, they provided a safe haven.  

· Practical support from community IDVA‘Refuge really helped me feel empowered. I was really low but with their support I now feel like I can do anything’ 



Challenges 

· Lack of housing support 

· No help for single women without dependents 

· Lack of support for people with language barriers 

· Housing service slow to provide support. 

· Not much emotional support available if you are not in a refuge‘Professionals need to recognise abuse earlier’ 

‘It was really difficult to access services.  I was given numbers but when I called I could never get through! The national helpline was always busy.’



Focus Group 1: Suggestions for change

· Allocate a quota of housing stock reserved for sufferers of domestic violence in emergencies. 

· A right to housing for all DV sufferers including single women

· Access to refuges for women with substance misuse issues 

· Train frontline council staff on DV issues. Nominate female DV leads.

· Create a council leaflet for women suffering from DV on their rights and entitlements, and on how to ask for them when presenting to frontline council staff

· Wider access to life skills and employment courses

· More emotional support for teenagers, young people and children.

· A support group for women 

· Floating support should be expanded as they provide holistic support, including: practical, emotional and housing support 

· Resettlement support should be provided for at least 3 months for women after exiting the refuge

· Access to benefits advice 

· Access to legal advice 

· Exercise classes or relaxation classes e.g. yoga























Focus Group 2 ‘The great thing about the drop-in group is that it is open access and long-term’





Strengths 

· Parenting Support worker

· Drop-in group‘It wasn’t until I contacted the police that I was aware of all the services available. Once I contacted them many doors opened and I’m really happy with the service I received’ 



· Let’s Talk 

· Stephen’s Place 

· DV Outreach Worker 

· Sure Start therapeutic activities 

· Police referred on to other services 

· Specialist Intensive Support Service 

· School staff ‘I felt victimised, I thought ‘’why do I have to leave’’, the victims are treated like perpetrators. I had to get the injunction; I had to leave the house’  

‘I was sent away from Housing Department and had to return to unsafe home’ 



Challenges 

· Scrutiny by social workers: fear of losing children. 

· Abuse was not picked up early enough. 

· No long-term support

· Not enough therapeutic activities 

· Waiting one year to receive counselling from West London Rape Crisis Centre 

· Shortage of court staff; there was no-one available to talk the process through with.




Focus Group 2: Suggestions for change  

·  Expand drop-ins

· Fund an extra DV support worker 

· Training for staff

· Advertise services

· Support group for women

· Better access to counselling (group and 1-1) and therapeutic activities 

· Expand Let’s Talk programme 

· Increased legal support. Re-commission court IDVA. 

· Confidence building classes, self-esteem and relaxation techniques, for example, yoga.

· Increase services available for teenagers: anger management; emotional support.





8 [bookmark: _Toc373239542][bookmark: _Toc378693165]What works?

 .

[bookmark: _Toc373239543][bookmark: _Toc378693166]Model of Delivery

The Home Office Coordinated Community Response Model (CCRM) aims to demonstrate how local interagency domestic violence networks should be set up; it is designed to be used as a blueprint by which areas can map their service provision. 

The AVA CCRM toolkit provides evidence for interventions across a number of areas: 

1) Victims 

2) Perpetrators 

3) Children, young people and domestic violence 

4) Community response 

5) Safety and risk management: procedures and mechanisms 

6) Agencies to assist individuals (victim/survivor) 

7) Agencies working with perpetrators 

8) Agencies to assist children and young people 

9) Making connections – survivors, children and perpetrators 

10) Coordination



Hounslow performs well on many areas but there are opportunities for improvement. Below are some high level unmet needs, but specific issues will be addressed in more detail, coupled with recommendations, throughout the report.  

Unmet Need

· No perpetrator programme

· There is underrepresentation of LGBT communities

· No support for teenagers as victims or perpetrators

· Data recording 



IDENTIFICATION

[bookmark: _Toc373239544][bookmark: _Toc378693167]Identification in Primary Care 

There is mixed research on the effectiveness of routine and targeted enquiry and the willingness of health professionals to implement routine enquiry without sufficient training. 

Recent research confirms that DV largely goes unrecognised and undetected by UK health professionals. Women experiencing DV have expressed that they consider it appropriate for healthcare professionals to enquire about DV, but they expect support to be delivered in a non-judgemental and non-directive manner; and that an appreciation of the complexity of domestic violence is shown[footnoteRef:85] [85:  Feder G, Hutson M, Ramsay J, Taket A. Women exposed to intimate partner violence. Expectations and experiences when they encounter health care professionals: A meta-analysis of qualitative studies. Arch Intern Med 2006; 166(1): 22–37] 


A recent survey found that UK primary health professionals have a positive attitude towards their role in identifying DV but had limited knowledge and training in the area. Many clinicians felt poorly prepared to ask the right questions; consequently 40% of clinicians never or rarely asked about abuse when a woman presented with injuries.  Also, 80% said they did not have accurate knowledge of local domestic violence resources. The survey found that GPs were better prepared and more knowledgeable than practice nurses.

London Borough Hounslow has developed a GP referral pathway and provided training to practices and training has been provided, despite this referrals and identification remain low. From April 2011 to March 2013 there were only 2 referrals from primary care to MARAC. 

Unmet Need

· Health professionals are not enquiring about DV status when presented with risk factors, therefore disclosure rates are low. 

· Low referrals from health services to MARAC

Recommendations: 

· Services should create an environment for disclosing domestic violence and abuse. This should be done by displaying information on National Domestic Violence Helpline and local services.

· Continue to deliver training to GPs and Practice Nurses on DV risk factors/indicators and local services. A DV Integrated Care Pathway and Guidance document should be created and shared with all local health professionals 

· A GP Champion for DV should be identified

· GPs and Practice Nurses should routinely enquire about experiences of DV during consultations. 





















[bookmark: _Toc373239545][bookmark: _Toc378693168]Identification by nurses 

Community nurses, midwives, mental health nurses and nurses who work in accident and emergency departments (A&E) are most likely to care for patients who are experiencing DV. Appropriate interventions from nurses are critical to the immediate physical and psychological safety of patients. The Royal College of Nursing (RCN) advocates a number of actions to ensure nurses are primed to identify DV effectively. They recommend adopting a co-ordinated team approach and linking with the local domestic violence forum. 

School nursing and health visiting have an integral role to play in identifying DV; they are often the first ones to become aware of violence in a family. Early identification and intervention with families can significantly reduce risk of ongoing harm. The Department of Health issued guidance[footnoteRef:86] in June 2013 for school nurses and health visitors dealing with DV. It recommends routine questioning and demonstrates how this should be approached as well as making recommendations for referrals.  [86:  Health Visiting and School Nursing Programmes: supporting implementation of the new service model. No5: Domestic Violence and Abuse- Professional Guidance ] 


Unmet Need

A&E

· A DV lead has not been appointed at West Middlesex Hospital

· Routine screening is not in place in A&E

· Robust systems are not in place for capturing DV presentations. As a result it is not possible to carry out capacity planning or identify need for a health/A&E based IDVA.

· There were no referrals to MARAC from secondary care in 2012/13.

School Nursing 

· The Hounslow school nursing team do not have a full complement of staff and as a result only provide statutory activities: National Child Measurement Programme and immunisations.  A school nursing needs assessment has been completed. As a result a revised specification has been devised and increased investment secured to ensure school nursing addresses wider health promotion issues as part of the universal offer. 

Health Visiting 

· The health visiting team do not currently have capacity to deliver the universal offer and so do not carry out mood assessment and DV screen at 4-6 weeks, 3-4 months, and 8-12 months.  NHS England are currently carrying out a review of health visiting during which this issue will be looked at. 

Recommendations: 

· Ensure nursing representation on MARAC and VAWG strategy group and training is available; nurses should have access to care pathway and referral procedures

· Improve information systems for capturing DV in A&E presentations and prioritise referrals to DV services.

· Evaluate need for introducing routine/targeted enquiry

· Evaluate need for health/ A&E IDVA

· Add DH DV pathway recommendations to school nursing contract specification

· Work with NHS England and Health Visitors to implement recommendations in DV Pathway and Antenatal Mental Health Pathway 



















[bookmark: _Toc373239546][bookmark: _Toc378693169]Advocacy

There is no universally accepted understanding of what ‘advocacy’ means in the context of domestic abuse[footnoteRef:87]. Advocacy for sufferers of domestic violence reduces the risk of further violence, improves quality of life and improves mental health outcomes[footnoteRef:88].   [87:  Nice ]  [88: 
] 


According to CAADA calculations, in Hounslow there should be 3.74 WTE IDVAs in post to cope with referrals and MARAC caseloads. There are currently 2 WTE IDVAs in post dealing with high risk cases. There is also a newly appointed community IDVA service consisting of 1 WTE and 1 PT IDVA. The recommended quota therefore appears to be met in Hounslow. 

Unmet need

· The court advocate has been de-commissioned.  Court advocacy support to aid with injunctions has been identified as a need (by professionals and service users) in light of the changes to legal aid. 

· There is no young person’s advocacy service. Hounslow does not benefit from the specialist young person’s advocate at WLRCC as Hounslow was not identified as a high-risk area and therefore did not benefit from Home Office funding. 

[bookmark: _Toc373239547][bookmark: _Toc378693170]Interventions: skill building, psychological and counselling 

There is evidence to suggest that teaching/ training, experiential or group learning on a range of topics with people who have experienced partner has positive effects on the coping, wellbeing, decision-making abilities of people who have experienced DV[footnoteRef:89].  [89:  ibid] 


Evidence-based psychological interventions (such as CBT), medication and support should be available for victims who have a mental health problem (resultant or existing). Referral pathways should be seamless.  

Evidence also shows that counselling interventions can improve PTSD symptoms, anxiety, depression, self-esteem, stress management, independence, support, reoccurrence of violence, birth outcomes for pregnant women, level of motivation, readiness to change and/or forgiveness and a decreased reoccurrence of violence. 

Unmet Need

· There is a long waiting list in operation for counselling as there is a high demand for the service.

· Victims are not accessing mental health services they are entitled to.

· Services are focused on immediate and short-term support 

· Lack of counselling and psychological support services for teenagers apart from marginal support offered at St Stephen’s Place in Hammersmith

Recommendations: 

· Services should address the physical, emotional and psychological harms arising from a young person’s exposure to domestic violence. 

· Interventions should be multi-component and include advocacy, therapy and parenting support. 

















[bookmark: _Toc373239548][bookmark: _Toc378693171]Perpetrator Programmes

There is a lack of consistent evidence on the effectiveness of programmes for those who perpetrate domestic violence and abuse[footnoteRef:90]. There is evidence to suggest that individual interventions for abusers improve: aggressive feelings towards partner, attitudinal change, understandings of violence and accountability, and short-term help seeking. Some also reported an improvement in violent behaviours and a reduction in rate of repeated abusive behaviours. There is wide variation in types and length of programmes. Short-term (16 weeks) group interventions have also demonstrated moderate effectiveness and have improved attitudinal, psychological, and interpersonal outcomes among abusers.  [90:  Ibid ] 


There is a variety of perpetrator programmes on offer but only one accreditation in the UK- the RESPECT accreditation. The accreditation applies a set of standards that perpetrator programmes should comply with. It is based on social learning theory and a feminist understanding of domestic violence; it purports that abusive behaviour is a ‘direct consequence of the inequalities in relationships between men and women and is rooted in the patriarchal traditions that encourage men to believe they are entitled to power and control over women’[footnoteRef:91].  From this perspective, men’s violence is defined as a learned and intentional behaviour rather than the consequence of individual pathology, stress, substance misuse or a ‘dysfunctional’ relationship; abuse is a means to control the victim[footnoteRef:92].  [91:  RESPECT mission statement (2004)]  [92:  Statement of Principles and Minimum Standards of Practice for Domestic Violence Perpetrator Programmes and Associated Women’s Services (2004)] 


The RESPECT accreditation states that the effectiveness of such programmes should be measured by the safety and well-being of women being increased but recognises that contrary to aim, risk to victim may actually be increased. It is therefore important when introducing any perpetrator programme that partners do not have unrealistic or overly optimistic views of what the outcome might be.  Another potential hazard of a programme is abusers using their attendance on a programme to further manipulate or control their victim and even influence CAFCASS officers, courts and social workers. Due to risks potentially being exacerbated, perpetrator programmes should not be run in isolation but should be integrated with an associated DV women’s service. If there are children involved there should also be associated services available to them. 

A key feature of perpetrator programmes is the perpetrator eventually taking accountability for the violence themselves. 



Unmet Need

· There is currently no service provision for adult or teenage perpetrators of domestic violence that have not been convicted and sentenced to IDAP.

Recommendations: 

· A local perpetrator programme should be introduced that is cost effective and evidence based. The programme should focus on the safety of victims and children and attitudinal changes in the perpetrator. Compliance with RESPECT accreditation criteria is recommended. 

· Programme funding should be integrated. The introduction of a perpetrator programme should not take money away from existing services for women and children

· Perpetrator programmes should not be linked to child contact orders or conviction 

· Couples work, anger management, mediation and restorative justice are not appropriate responses to men’s abusive behaviour to women and therefore should not be part of interventions. 
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[bookmark: _Toc378693172]Data collection

There should be more systematic data collection and information sharing. Data should be analysed to provide a clear picture of current need and emerging needs.  There were a number of areas from which data was not easily accessible including hospital data. 

Unmet need

· Systems are not in place to effectively record hospital presentations (UCC and A&E) and to share data regularly. 

· There was no data available from child protection plans related to DV

· Police data was not supplied at a detailed enough level 

· There was no data available on perpetrators 

· Merlin reports are not collated or stored and cannot be looked at retrospectively. 

· DV maternity data has to be extracted manually

· Substance misuse service data does not differentiate between victim and perpetrator

·  Housing data does not adequately differentiate reasons for homelessness. Children are classed as priority but it is unclear if person has children as well as experiencing DV. The system should be amended to show when a person fulfils multiple criteria. 

· No data provided from Hounslow and Richmond Community Healthcare or from West London Mental Health Trust



Recommendations: 

· Ensure systems to record data are established

· Devise a data sharing agreement

· Monitor data for trends and have regular update reports for VAWG Strategy Group









[bookmark: _Toc373239550][bookmark: _Toc378693173]Staff Welfare 

It is recognised that DV is a stressful and emotive subject area to work with and so there are many staff welfare issues to be dealt with. There are workforce issues around safety of those carrying out lone home visits to violent households[footnoteRef:93]. Concerned were raised for the safety of social work staff especially when visiting households where weapons have been used[footnoteRef:94], it was felt more robust health and safety lone working policies should be implemented or that more support should be offered to staff carrying out visits.  [93:  Conversation Jo Hercock ]  [94:  Conversation with Jo Hercock, Let’s Talk ] 


Due to the widespread and hidden nature of DV, staff members themselves could be experiencing domestic violence and therefore would find it difficult to deal with presentations. Staff may be the victim of DV themselves, as a result, organisations in broader health and social care areas should be sensitive; they must not appoint leads but should ask for staff to nominate themselves as a DV leads ensuring people have a special interest[footnoteRef:95]. Appropriate clinical supervision should be provided to staff also.  [95:  Conversation with Jo Hercock, Let’s Talk ] 


Unmet Need

· Insufficient clinical supervision provided to staff. 

Recommendations: 

· Organisations should have staff policies on DV 

· Ensure sufficient clinical supervision provided
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9 [bookmark: _Toc378693174]Comparator services  



A template was circulated to statistical neighbours in order to understand how local service provision compared to similar boroughs (see annex 5). Comparisons with London Borough Haringey were also included as they recently completed a Domestic Violence Needs Assessment (2012), although it must be understood their population is likely to differ from Hounslow’s. 

Hounslow compares favourably well on the range of services available but there are a number of areas that could be improved upon. 

· Hounslow is the only borough (statistical neighbour and Haringey) to provide a One Stop Shop. 

· Routine enquiry was available at all maternity services apart from Brent.

· None of the areas have a perpetrator programme in place, but Haringey have plans to implement one. 

· Hounslow does not compare well to other boroughs on service provision for young people and BAMER groups.

· All areas struggle with comprehensive and systematic data collection and sharing 

· All areas have multiple funding streams that are relatively short-term. Brent is in the process of retendering. 

Unmet need

· Hounslow does not provide an Independent Sexual Violence Advocacy service

· Hounslow does not have a children’s advocacy service 








10 [bookmark: _Toc373239552][bookmark: _Toc378693175]Results- Wider Determinants of Health 



[bookmark: _Toc373239553][bookmark: _Toc378693176]Migrants with no recourse to public funds

Migrants who have entered on a spousal/partner visa and do not have immigration status are subject to a number of restrictions that mean they lack the independence/resource to flee the abusive relationship.  Access to services such as housing, healthcare and financial support is restricted. The UK Border Agency provides migrants who are victims of domestic violence with information on how to settle permanently in the UK (known ‘indefinite leave to remain’). It provides contact details for those that need to access public funds, and signposts to other organisations offering support and advice. It also provides a confidential service that protects the identity of enquirers and their children, and moves them to different accommodation if required. 

Hounslow residents without immigration status are not provided with housing support[footnoteRef:96], as per national legislation, which was identified as a potential local area of need.  [96:  ibid] 


Unmet need 

· Many applicants applying for housing support are turned away due to not meeting criteria. It should be understood how many are refused help due to having no recourse to public funds. 

Recommendation:  

· Local services for people without immigration status who are suffering from DV should be mapped and appropriate pathways developed. 











[bookmark: _Toc373239554][bookmark: _Toc378693177]Restrictions on Legal Aid and welfare reform impact on DV 

The Legal Aid, Sentencing and Punishment of Offenders Bill (LAPSO Bill) became law in 2012 and reformations were implemented in April 2013. As a result, The Act has made significant changes that will impact on domestic violence victims and crucially requests that evidence of abuse is produced to prove eligibility for legal aid..  

Victims must produce evidence of abuse through one or more of the following:

· A ‘finding of fact’ by the court that a person is a victim of domestic violence

· MARAC letter

· Conviction or caution against an individual for a domestic abuse offence

·  Criminal proceedings for an offence that haven’t concluded

· Medical evidence from a registered practitioner, including victims GP

· Written confirmation from a support organisation or social services

·  Protective injunctions in place, including non-molestation, occupation and restraining orders



Due to the hidden nature of abuse and reluctance to report, this will have a significant impact on victims pursuing court injunction orders with representation. There is likely to be an increased need for court or legal advocacy support offered locally. 

[bookmark: _Toc373239555][bookmark: _Toc378693178]Benefits changes 

Voluntary sector stakeholders raised concerns that the benefit changes will disproportionately affect survivors of domestic violence and those fleeing violence. 

The benefit cap is thought to affect larger families and refuge users in particular who have dual housing

 costs. In addition, the payment of universal credit to one member of a couple will reduce the amount of money received directly by victims, this lack of control over finances means they are more likely to stay in the abusive relationship. Also online management of finances and joint notifications could compromise the safety of clients.

With the abolishment of the social fund, financial help with re-housing families has been affected, there is often no help available to furnish houses or buy essentials[footnoteRef:97]. The council service that provides help with furnishing properties criteria is too restrictive and means many women setting up a new home cannot afford or do not have access to essentials such as: beds, kettle, washing machine etc.  [97:  Conversation with Refuge staff. ] 


Unmet Need

· Service users identified a need for more access to benefits advice in light of changes. 

· Professionals recommended the introduction of a crisis fund for victims to cover relocation costs. 

Recommendation:

· Ensure access to benefits advice available (perhaps through expansion of the One Stop Shop). Links are currently being made with Citizens Advice Bureau. 

· Set up an additional crisis fund for victims








11 [bookmark: _Toc373239556][bookmark: _Toc378693179] Annexes 

[bookmark: _Toc378693180][bookmark: _Toc373239557]Annex 1 

[bookmark: _Toc378693181]Key Policies and Publications 



National 

NICE Public Health ‘Draft’ Guidance: Domestic Violence and Abuse: how social care, health services and those they work with can identify, prevent and reduce domestic violence and abuse (August 2013)

The draft guidance due to be formally ratified in 2016 sets out a number of recommendations for commissioners to streamline core services and identify gaps in provision. It advocates: strong partnership working; developing an integrated commissioning strategy; an integrated care pathway; creating an environment for disclosing domestic violence (DV) and abuse; tailored support for crises management, medium-or long-term support (whilst recognising this may be cyclical); the need to put in place information sharing agreements between agencies; introducing specialist DV training for staff; reducing barriers to accessing services; identifying DV in children and young people; setting up specialist services for children and young people; providing advocacy services; ensuring mental health interventions are available; introducing perpetrator programmes;  training; integrating training and referral pathways to GP practices.



Ending violence against women and girls in the UK (March 2013)

This policy succeeds ‘Call to end violence against women and girls: action plan’ (2011) and details new and ongoing government actions to tackle gendered violence. The policy widens the definition of domestic violence to include 16 and 17 year olds and also ‘coercive control’ which refers to: threats, acts of intimidation or humiliation used to harm or frighten the victim. The government has pledged to protect funding for specialist local domestic violence workers and the national helpline. Resources have been allocated to ensure victims of sexual assault have access to specialist services. In addition, a domestic violence disclosure scheme is being piloted where an individual can request information on whether a partner has a history of violence. There is a promise to run a campaign specifically aimed at sex workers. A campaign on domestic abuse and a teenage rape campaign have already taken place. It is also planned to make forced marriage a criminal offence.



Call to end violence against women and girls: action plan (March 2011); narrative (November 2010) 	

Prevention is central to the government’s approach and the plan focuses on: awareness raising, early identification and early intervention. The Action Plan also recognises that violence against women and girls occurs in all countries and is an issue which crosses borders. The action plan aims to: prevent violence from happening; work in partnership to obtain the best outcome for victims and their families in order to reduce the risk to women and girls who are victims of these crimes and to ensure that perpetrators are brought to justice. 

The Way Forward: A call to end violence against women and girls (March 2010)

This strategy was published by the Mayor of London to tackle violence against women and girls in London. The 5 key objectives of the strategy are: London to take a global lead to end violence against women and girls; improving access to support; addressing the health, social and economic consequences of violence; protecting women and girls at risk; and getting tougher with perpetrators. 



Responding to violence against women and children: The role of the NHS (March 2010)

This guidance sets clear recommendations for health professionals across primary and secondary care. It advocates treating domestic violence based on the severity of its health outcomes and ensuring processes match those implemented for serious physical diseases. The guidance recognises the need for increased awareness and training on risk factors and ‘first contact’ responses across all disciplines. It highlights the need for a designated domestic violence lead within each NHS Trust and for robust care pathways to be developed  and implemented. It also prioritises effective and appropriate information sharing. 

Baroness Stern review violence and rape (2010)

An independent review was carried out by Baroness Stern into the treatment of rape complaints by public authorities. The report aimed to look at ways to lower the attrition rate* and how to fairly increase the conviction rate. The report found that although attitudes and policy were shifting in the right direction, implementation was patchy and there was a lot of work to be done to rectify treatment of rape victims. [footnoteRef:98] [98:  *Attrition rate = the number of reported cases that proceed to court. ] 




Local Policies with commitments to DV

Violence against Women and Girls Strategy (2012- 2015) 

Hounslow developed the VAWG strategy in response to the Government’s ‘Call to end Violence against Women and Girls’ published in 2010. As part of strategy development a service mapping exercise was conducted which identified areas to be developed. The borough set out commitments to develop work in: prevention and protection; training and awareness; service provision; protection and prosecution. 



Corporate Plan

Hounslow’s Corporate Plan sets out the Council’s priorities and commitments to action. Work on domestic violence is supported in the Hounslow Corporate Plan specifically Theme 1 A safe borough, Theme 2 Bright futures for the borough’s children and young people and Theme 6 Help and Support for our residents who need it most.  This work is further supported by Pledge 1 Action on crime.



Children and Young Peoples’ Plan

DV is linked to the borough’s commitment to keeping children and young people safe. 
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The pathway above endeavours to visually represent local DV services and referral routes. This is not an exhaustive pathway and omits some key services such as primary prevention in schools.  The pathway does not wholly reflect the complexities of referral routes but can be used as a quick reference guide. 






















		Section of HNA

		Description of methods



		Service description

		Service descriptions were developed through conversations with key providers.  Informal meetings (and occasionally, phone calls) were made with each of the services described.



		Epidemiology

		Expected prevalence was drawn from reports from: British Crime Survey, PANSI

Observed prevalence was obtained from police crime data, provided by Sabeel Khan and the police, HDVOS data also extracted by Sabeel Khan. Refuge national helpline data and WLRCC provided by Kate Holmes. 

A literature search was carried out using the West Middlesex University Library service 

NICE draft guidance provided insight on best practice as well as Cochrane library. 



		Corporate needs

		Informal, semi-structured interviews were carried out with various key professional stakeholders and were conducted by Estelle McLaughlin.  These interviews took place between May 2012 and November 2013. 

Two focus groups were held with service users end Oct- start November. 



		What works

		Information on evidence and best practice was acquired from a wide range of sources, referenced in-section. 



		Comparator services

		Comparisons were drawn with statistical neighbours and London Borough Haringey (as they recently completed a Health Needs Assessment). A template was circulated to DV Coordinators to complete.

Information on Ealing DV services was drawn a recent DV research project



		Special groups and Wider determinants

		Information was acquired through a wide range of sources including evidence base, stakeholder interviews and activity reports 










ANNEX 3

Risk factors 



· Female

· Is aged 16-24 (women) or 16-19 (men)[footnoteRef:99] (Smith et al 2011) [99:  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/116718/analysis-bcs-ipv-2011.pdf ] 


· Has a long-term illness or disability (this almost doubles the risk)

· Has a mental health problem (Trevillion et al 2012)

· Is a woman who is ‘separated’ from her partner

· Is pregnant or has recently given birth



Indicators of DV 

Presenting problems or conditions that are associated with domestic violence abuse. These include: 

· Symptoms of depression, anxiety, post-traumatic stress disorder, sleep disorders

· Suicidal tendencies or self-harming

· Alcohol or other substance use

· Unexplained chronic gastrointestinal symptoms

· Unexplained reproductive symptoms, including pelvic pain, sexual dysfunction

· Adverse reproductive outcomes, including multiple unintended pregnancies or terminations, delayed pregnancy care, adverse birth outcomes

· Unexplained genitourinary symptoms, including frequent bladder or kidney infections or other

· Repeated vaginal bleeding or sexually transmitted infections

· Chronic pain (unexplained)

· Traumatic injury, particularly if repeated and with vague or implausible explanations

· Problems with central nervous system- headaches, cognitive problems, hearing loss
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Annex 5

		

		Strengths 

		Challenges

		Suggestions for change



		Hounslow Domestic Outreach Service- IDVA worker 

		Hounslow Domestic Violence Outreach Service being co-located with police is strength as IDVAs have access to data and are aware what is happening to perpetrator in ‘real time’. They are able to reassure victim. 

‘West London Rape Crisis Centre provides an excellent service; more counselling provision from them would be beneficial’.

Polish and Romanian Refuge workers are a strength

MARAC as conduit for information sharing and partnership working 

		Specialist services for Asian community in the borough are lacking. PUKAR provides good long-term counselling support but not the rapid response required at time of incident. 

Lack of resources is an issue. Staff working at full capacity. Funding for another IDVA it would enable Hounslow Domestic Outreach Service to follow up all cases and carry out prevention work. 

Criteria for supported housing are very strict. There is no help for single women with no dependents who need help. 



		Increased funding required for an additional IDVA

Better services for BME and LGBT communities.

‘More counselling from West London Rape Crisis Centre. 

Domestic violence awareness training should be delivered to partner agencies, inc housing officers, social workers, children centres, GP’s, drug and alcohol services etc by IDVA worker

‘A bridging housing service for single women with no dependents should be established’



		Refuge 

		Hounslow has the first ever safe house.

Refuge has devised an accreditation 

		

		IDVA services should be united under one provider.

A crisis loan fund should be introduced to assist with victim’s relocation and emergency costs

Floating support should be provided by domestic violence specialists. 





		West London Rape Crisis Centre

		The service is independent from others (i.e. Police) and is strictly confidential. 

		Demand is high and services only offered 1 day a week- a long waiting list is currently operating. 

Young women’s advocate available for all boroughs except Hounslow

BAMER specific services gap. 

Services for sexual exploitation experienced by young women in gangs is limited

		Young women specialist advocate should be commissioned

More sexual violence specific services should be commissioned 

A crisis fund should be set up in light of changes to benefits

There will be an increased demand on advocacy services in light of changes to legal aid. 

Better BAMER specific services are required; especially for women with immigration issues and no recourse to public funds. 



		MARAC 

		HDVOS

Partnership working

MARAC functions well, all actions to ensure harm reduced for victim. 

		Not enough referrals from sources other than police and IDVA

		BAMER specific services

LGBT specific services 



		Police

		Partnership working with HDVOS.

New mobile phone number introduced for high risk victims; if 999 dialled it gives victims location. It registers at Met Police call centre so a response car can be sent.

LGBT police liaison officer. 

		Lack of funding  

Repeat victims. 

Repeat victims from travelling community. Often return to perpetrator due to community network.

There are a lot of false allegations 

Capacity issuers- Police are very busy trying to investigate. 



Victims often do not wish to disclose to police if they are victim of DV.



Some repeat victims experience 30-40 incidents and have co-occurring drug/alcohol problems which often they need someone to talk to about their issues.



Prevention work is an essential part of programme.



Hospitals- 172 medical disclosures. Assessments or injuries. More severe injuries go to St Mary’s. Struggle to get medical evidence for prosecutions.





		Increased funding 

Add flag to distinguish between alcohol and drug use. 50% of crimes have involved alcohol.









		Victim Support 

		Added value of volunteers, they’re not clock watching, not 9-5pm. They will meet clients outside of working hours. 

VCU 8am-8pm- also work Saturdays.  

Trainers who train the volunteers are all caada trained. 

Safeguarding training provided by SPCC. Very robust safeguarding policy. 

One Stop Shop successful.  Victim Support now funded to provide outreach at West Mid. 



		Funding changing and don’t know what it will look like in April next year. Currently funded centrally. Money given to PCC to decide what victim services will look like. 

Services  for children that go on to offend 

		Educate children at very young age on DV and relationships (age 4 plus).



Services for children as perpetrators 



		Targeted Youth Service 

		The ‘Let’s Talk’ service works particularly well although  work is limited to a very specific target group 

		Young women experiencing sexual violence or who have been raped do not have access to longer term support nor do they have access to services for an event that occurred in the past or that they do not report to police. 

		There needs to be more work/interventions available for young people who are perpetrators of DV.



Training for targeted youth service staff, i.e. RESPECT, AVA, so they can run groups.



Groups for older children who have witnessed DV and are showing signs of violence.

1:1 therapy at the Spot



Targeted interventions for young people at-risk of sexual exploitation





		EACH - PUKAAR

		Hounslow Domestic Violence Outreach service IDVA very good.

Research into local BME women’s experiences is good. 



		Funding streams are inconsistent. Funding from local authority stopped.

There is a long waiting list for services. 1 FT worker sees approximately 80 women. Services offered could be doubled to meet local demand. 

Many women do not disclose domestic violence until late in counselling; they are often referred for anxiety and depression. 

Changes to Legal Aid will impact on women. 

Lack of services for people with low-medium needs

		BME specific services should be strengthened

Counselling services for women in general should be improved

Emergency/crisis fund should be introduced to help with resettlement costs. Especially for women with no recourse to public funds. 

More interventions required tailored specifically to young women and girls



		Learning to Respect 

		Multi-agency team devoting time on a voluntary basis. Programme established in all but 3 schools. The programme been running for over 10 years meaning knowledge and expertise retained. 

Training is delivered to teachers and they provide to children. 

LGA used Learning to Respect programme as an example of good practice. 



In 2005 they won Mayor of London award.

‘Let’s Talk is an excellent programme’

		With schools moving towards Academy status they may not place much emphasis on PHSE which means programme delivery may be reduced. For example, if they use 4 x drop down days per year this will limit what can be offered. 

Universal cutbacks to services raise concerns over the amount of time multi-agency partners will be able to devote to programme in the future. 

		IDVA specialist for young people.

Another Hounslow Domestic Violence Outreach service worker is needed as the service is running at capacity

More domestic violence training needed.  









		Commissioner 

		Refuge provide a good service

Floating support is a holistic service which supports clients for a longer period of time

The accommodation provision is high  compared to other boroughs

		 Floating support is comparatively expensive. 

Services for men are limited 

Services are not as joined up as they could be



		Need to make efficiencies to floating support service 

Services available need to be better integrated to provide appropriate support at the right time

The accommodation available needs to be used to the maximum benefit of Hounslow residents when it is safe to do so

Need to ensure that services are available for people with mental health and substance misuse problems and 16-17 year olds



		Let’s Talk 

		Let’s Talk Programme is well established.  Children enjoy the programme.

There is co-ordinated forum (VAWG Policy Group and Network) with a very strong coordinator (Permjit). Provides great support for services especially with funding applications.

Refuge Floating Support provides a good service, as do Hounslow Domestic Violence Outreach Service 

Victim support provides a good service

There has been a real improvement since the One Stop Shop opened 

Awareness around DV increased, people are referring more and know how to spot signs

Learning to Respect programme very beneficial

Longevity of Let’s Talk and Learning to Respect is a real plus

		Difficulty securing funding for Parenting Support Worker children’s group 

Gap- no services for young people aged 11-26, both for young people becoming violent in their relationships and those who are a victim of violence

Very difficult for parents who have been a victim of spousal/partner abuse and are now having to deal with a teenager becoming violent as a result of their experiences. No support for families.

There is a lack of empathy for women’s experience from those in social services more concerned with Child Protection issues, often the women is held responsible for the safety of the children and is therefore doubly victimised. Victim blaming is an issue. 

Training required for staff on disclosure, how to respond in an empathic manner, how to refer without apportioning blame. 

Lack of clinical supervision is an issue; staff are often not supported enough when dealing with trauma victims. It can become a damaging work environment if staff are not supported enough.  

Staff safety is also an issue, social workers/education welfare officers are often expected to carry out lone visits to potentially violent homes, and they can be put under pressure to go on their own. Sometimes these homes may contain weapons. 



		There is a need to introduce DV specialist workers for young people. There should be a DV Advocate within EIS to assess risk.

People should be trained to identify DV indicators, know where to refer, receive training on what to say to clients. 

There should be specialist workers who have chosen to work on DV and not be tagged onto someone else’s role. Workers may have experienced DV themselves.

Training on empathy.

No programmes locally for perpetrators. No funding for programmes. Programmes should focus on how the perpetrator can change their behaviour.  DVIP programme established in London but is expensive.

Caring Dad’s Programme (not a perpetrator programme) - good to consider where a Dad is violent or abusive to partner/children. Focus is on improving parenting.  

Feedback from women following partner entering a perpetrator programme is positive, there has often been a significant change, either they woman is safe or perpetrator has changed behaviour.





		Hounslow Domestic Violence service- Parenting Support Worker

		Autonomy on how they work with families. Duration is not dictated by criteria but can be extended depending on individual needs. 

Dedicated and very experienced DV co-ordinator

Mothers group and 1:1 sessions, peer support. 

Links to MARAC

Good referral routes from schools, children’s services, EIS

		Inconsistent funding has been harmful to service

Service is inundated with referrals

Gap in service provision for children aged 14-18 experiencing or perpetrating DV.

Gap in services encouraging health intimate relationships

IDVA one FT and PT means they are overstretched. Refuge recently commissioned to deal with lower risk clients which is a help

		Group therapy for 13-15 year olds within family. An age appropriate extension of Let’s Talk

Investment in additional IDVA service to support high-risk. 

Court IDVA should be funded again as they provide a very important service. 





		Housing 

		Low housing support qualifying threshold DV sufferers 



		Limited resources to provide suitable accommodation for sufferers of DV.

34 units provided by Refuge in borough, women often have to move out of borough to seek support which complicates children’s schooling etc. 

Women without immigration status do not qualify for support. 

There is not enough support for perpetrators in the borough. 

Not enough support to enable victims to remain in their own homes. 

		Introduce a perpetrator programme locally

Ensure housing is accessible to those subject to immigration control

Ensure there are services to support victims and their children. 

Improved access to support for women without independents 



		CAMHS 

		Single Point of Access hub for Tier 2 services 

		Liaising with families residing in refuge when child may be in crisis e.g. suicidal or serious risk of harm due to safeguarding boundaries and privacy protocols to protect women. Currently CAMHS cannot contact directly and must send a letter to Refuge; urgent contact is often required in emergency situations. 

Young people in refuges dislocated from social care and paediatrics once transferred.

		Links to local social services once child becomes a resident via refuge from another borough 

Access to services for young people in DV relationships

Counselling support for young people in refuges. 

Establish an emergency contact protocol with refuge



		WMUH 

Midwife 

		HDVOS service, very dedicated IDVAs, respond promptly to referrals. 

		Links to A&E



		Identify an A&E lead for DV



		Obstetrician

-FGM  

		

		Awareness raising in the community has been a challenge.

Women do not access help until pregnancy, we are missing large numbers of women.

GPs have been providing misinformation that ‘opening’ procedures are only available privately and are costly.

Women are frightened to come forward.  FGM has been normalised. 

		Set up a referral pathway from sexual health services, screening or other linked services that might identify FGM women and refer directly to gynaecology clinic.

Raise awareness of ‘opening ‘procedures available locally among GPs. 

Work cross boundary. Joint working with Southall, Ealing Public Health team. 

Work more closely with voluntary groups from countries with high prevalence.

Add flag to SystmOne to encourage GPs to ask FGM ‘question’ if patient from countries where it is widely practiced. 



		Safeguarding Training 

		Good integration of agencies and representation on Training Sub-group. Chaired by DV Co-ordinator. 

DV important part of children’s safeguarding training. 

Barnardos training used so focuses on how DV affects children. 

Upcoming training to focus on teenagers. AVA to provide 6 courses 1) Domestic abuse in teenage relationships 2) young people as perpetrators against parents. 



MASH , Early Help Hounslow, Single Point Access



		As health professionals have a statutory duty to update safeguarding training, they often attend the same course numerous times as it is run more often instead of benefiting fro more niche/new training offered. 

Sexual exploitation and healthy relationships need to be addressed locally. 

FGM training was offered but take up was low

		Ensure health professionals benefit from specific training programmes.





		Out West 

		Upcoming awareness raising campaign on DV amongst LGBT community.

		Underreporting of incidents due to stigmatisation and experiences of hate crimes. 

DV from family members due to stigma of being LGBT, cultural differences. 

Cuts to services have meant police liaison officer has less targeted time. 

LGBT communities reluctant to report to police and therefore find it more difficult to obtain injunctions



		Work with police to raise awareness of LGBT issues

Draft referral pathway to be circulated to frontline council services, raise awareness of Gallop, Place, and Broken Rainbow. Educate victims on help available. 

Training sessions on DV and LGBT. Especially around recognising risks and disclosing. Sensitive questioning. 



		Head of Youth Offending Service 

		

		Young men as perpetrators of DV against mothers and girlfriends.

Young women offenders and those who associate with offenders normalise violent behaviour. 

YOT interventions non-specific to DV.

Systematic sharing of data. 

Gang related crime could be an emerging issue.

Sexual offending and filming of crimes. 

		Universal training on making and sustaining meaningful relationships.

Targeted programmes for young people- Aim To model could be adapted for use on DV. 



		Probation Service 

		MARAC provides good service.

Hounslow Probation has a Woman’s Safety Officer post that works well with victims.

People receive 1-1 support if they have cultural needs i.e. interpreter, awareness raising; mental health problems; substance misuse problems. 

		IDAP criteria and requirements are the same regardless of severity of case. Full 18 month programme may not be appropriate for lower level offenders. 

Offenders often breach terms of IDAP and return to prison. 

Cultural differences meant some people normalise violence in a relationship and it’s culturally acceptable where they are from.

Increase among the number of teenagers becoming perpetrators.

When victims live out of borough it is difficult to coordinate.

It is difficult to introduce safety measures if offender has not been convicted of DV specifically. DV often arises as a secondary issue to the one they are convicted of. 

Women perpetrators are treated more leniently. There aren’t any services available for male victims

. 

Conducting 1-1 support with an interpreter is very time consuming. 

		IDAP should be tiered based on severity of cases. 

Cross- boundary policy should be established. Point of Contact needed for probation service to.

IDAP needs to be better resourced; 1-1 support is very costly. 
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Annex 6

		Type of Service 

		Hounslow

		Ealing 

		Brent 

		Haringey 

(not a statistical comparator but area of best practice )



		Identification

-training indicators

- routine enquiry- youth substance misuse/GP surgeries/maternity/health visitors/A&E or any other services 



		Ad-hoc training



Routine enquiry carried out by maternity services at West Middlesex Hospital 

		Routine enquiry Ealing Hospital maternity



Trained social workers to eliminate ‘women’s  failure to protect’ victim blaming



Eastern European project- outreach and direct referral to

		None at the moment

		Routine enquiry in maternity services for Whittington Health and North Middlesex Hospital and for Health Visiting services at Whittington.



		Advocacy

· Types e.g. young people court

· Multi-component?

		2 x IDVA for high-risk clients (HDVOS).  Focused on immediate safety needs. 



Recently commissioned 1 x community IDVA



		

VSS, 2 x staff



Children’s advocacy (5-18 years). 1x children’s advocate

		. 

SDVC

		IDVA service, including at local accredited SDVC



		Accommodation

·  Refuge

· Support women to stay in own home?

		4 x Refuge

Sanctuary scheme

		No info. 

		3 x Refuge Homes

		No info.



		Psychological and Counselling 

-range of psychological therapies 

-available in refuges?

-access to IAPT

-

		Single Point of Access available for referrals to CAMHS



Counselling provided 1 day a week by WLRCC for victims of sexual assault



IAPT

		SBS- individual counselling



EACH counselling and advocacy, 8 week therapeutic support BAMER women



Ealing survivors group



DVIP- Children’s assessment and therapy (3-17 years). 50 min session up to 5 months .1 day a week St Stephen’s Place 

		Counselling services available

		Wise Dolls art therapy service



Women’s Therapy Centre referrals accessible for Hearthstone clients



Counselling through Haringey Women’s Forum and Solace



		One Stop Shop

-how often run?

- what agencies offer services?

-successful?

-how many staff

- client feedback

		1 day a week

		

		Not available 

		No



Hearthstone aimed to be a one stop shop but is not one at present.





		Perpetrator Programme 

· Do you have one?

· What do you use?

· Is it expensive/cost effective

· Is it effective?

		None

		None

		. We don’t have a perpetrator service in place

		No



In development



		Targeted services 

· BME

· young people

· sex workers

· FGM

· Travellers

· Gang related violence 

		Pukaar- Asian women but not funded for DV specific



Prevention and early intervention schools 



No DV specific services for young victims or perpetrators 



FGM service provided at West Mid by Obstetrician  





		Prevention and early intervention schools



DViP programme for children. Access restricted. 



Therapeutic children’s worker Refuge



Floating support Asian women



		BME, FGM, Gang related, violence and young people

		IMECE, Turkish speaking service for women



FORWARD UK for FGM



Whittington Health – hospital has specialist midwives and clinic re FGM



Safer London Foundation – worker supporting young women at risk of sexual exploitation, particularly gang-associated



Sexual Health on Call (Whittington Health) works with women involved in prostitution



		Partnership Working

-strategic groups representative  

		VAWG strategy group



MARAC

		Safer Ealing Partnership



DV Task Group

		Children and Families, NHS, Police, Mental Health, Advocacy, MARAC, CRI, DV Forum chair and SDVC chair

		Domestic and Gender Based Violence Strategic Group chaired by Director of Public Health; attendance from all key agencies

Operational Group sits beneath this, members from provider services



Supported by two posts: Strategic Domestic and Gender Based Violence Lead, and by DGBV Coordinator



		Data collection 

· Sharing

· 

		Not systematic 

		

		Police and trying to set up data collection with NHS related to FGM

		Limited – mainly Police and some specialist services, not comprehensive or systematic



		Workforce Development 

· Training- who provides? How often? Part of core service? Offered GPs/nurses/youth services

		Training ad-hoc 



Safeguarding training includes DV 

		

		Provided by idva’s – quarter and other adhoc  services such as JAN trust offered to everyone including the voluntary sectors.

		Dependent on organisation



		Commissionin 

· Length of contracts 

· Multiple funding streams?

· Multiple providers

· Core service spec? 



		Multiple sources of funding. 

		Multiple sources of funding, short term

		ADVANCE – idva service  and Standing Together  - MARAC. Both their contract finishes in March 2014 (tendering process going on at the moment

		Housing Related Support (previously Supporting People) commission refuge and floating support, currently a two-year contract



Multiple funding streams within council, and multiple providers



No core service specification
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