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Introduction – 

This essay will describe a critical evaluation of a proposed digital clinical support system that aims to improve the use of the knowledge base, risk assessments and reporting of professional safeguarding concerns by any Health Care Professionals (HCPs) working within the Hywel Dda University Health Board (HDUHB) who come in contact with children and young people (CYPs). These staff are working in a variety of settings, from acute inpatient wards, paediatric or adult outpatient wards, paediatric assessment units ( PAU’s), Emergency or Minor injuries units (ED or MIU) and community settings such as General Practitioner (GP) surgeries, School Nursing (SN), Health Visitor (HV), Childrens Community nursing (CCN) teams or Sexual  Health Clinics. 
During the last two years, the Paediatric Professional and Practice development team has investigated at least three incidents where sharing of a Multi-Agency Referral Form (MARF) has been delayed. This is in breach of the current safeguarding guidance (Social Care Wales, 2023) (CYSUR, 2022) who expect that the referral forms, if not resulting in immediate action, are emailed to the relevant police and social services team, copied to the HDUHB child safeguarding team within one working day of the time the concern or risk was identified by HCPs.
The proposed CDS, would move the current safeguarding paper based guidelines and referral forms into alerts and tasks within whichever electronic health record (EHR) is being used as identified in the safeguarding referral process diagram below. See Diagram 1
[image: ]  
Sutton et al., (2020) defines a clinical decision support system as a method of “enhancing medical decisions using targeted clinical knowledge, patient information alongside other health information”. Middleton, Sittig and Wright, (2016) expand this by saying the CDSS processes can “enhance health related decisions and actions with pertinent organized clinical knowledge and patient information to improve health and healthcare delivery” and suggest that CDSS is not the sole province of the clinician but can be used by the patient and any others involved in health care and that information can be obtained from clinical knowledge and artificially processed patient data, or a combination of these.  They also suggest that the range of delivery formats can vary depending on what is needed, such as filtered data displays, alerts, reference points etc. 
CDSS are generally classified into either knowledge based or non-knowledge based systems (Sutton et al., 2020). There are other subdivisions and types but for the proposed CDSS on which this essay is based the knowledge based system is most appropriate as it will use a range of “if  ... then” questions and based on clinical guidelines and legislation related to the safeguarding of children (Sutton et al., 2020). (See appendix 1-3). The non-knowledge based systems are based on machine learning or artificial intelligence and require a vast data repository from which to develop statistical pathway learning, none of which is currently available in the UK  where safeguarding of children and assessment of the risks often depend on staff perceptions and recognition of the indicators of child abuse (Newman and Vasey, 2020).  The proposed CDSS is based on a sound and well researched knowledge base of safeguarding of CYPs that is updated as new research and legislation is identified (Sutton et al., 2020; Jay, 2022; NSPCC, 2022b; Social Care Wales, 2023). 
There are future plans for the paediatric version of the Welsh Nursing Care Record (WNCR) and for sharing the data on each patient recorded on both the Welsh Clinical Portal (WCP) and the Welsh Community Care information system (WCCIS) across all health boards within Wales (DHCW, 2022). This means that demographic data and information that highlights any safeguarding risks could potentially be available to all Health Care Professionals (HCPS) who can access either WCP or WCCIS and in future the Paediatric WNCR. It also means that demographic data could be auto populated from this data repository for the referral forms, reducing the workload of the referrer (Hussey and Kennedy, 2021). This one system approach to data collection more than meets the safeguarding Recommendation 78 of Lord Laming’s 2003 inquiry 
“Within a given location, health professionals should work from a single set of records for each child” (Laming, 2003)
This proposed CDSS would be a change to the current process for reporting safeguarding concerns, which can be onerous, time consuming and relies on staff having the appropriate digital literacy skills, access to up to date computers and undisturbed time to complete the referrals during a clinical shift. (De Normanville and Scott, 2016; Wachter, 2016) See Figure 1. It is also heavily reliant on the staff having up to date knowledge of the current safeguarding of children legislation (NSPCC, 2022b) via mandatory training to identify any safeguarding concerns or changes to risk factor guidance (see appendices 1-3) and reporting these concerns within the correct time frames to the appropriate departments (Laming, 2003; Lord Laming, 2009; Munro, 2019; CYSUR, 2022). 
[image: ]
Using a digital Clinical Decision support system (CDSS) can enhance health related decisions and actions, by sharing in an organized way, the most up to date targeted clinical knowledge on a topic and increase adherence to clinical guidelines (Sutton et al., 2020). However in reality, this assumption that HCPs adhere to an evidence based model of practice and follow the most up to date evidence and guidelines in their practice has been questioned (Rosenthal et al., 2019; McGinn et al., 2021; Suresh et al., 2023). Authors such as Wieringa and Greenhalgh, (2015) and Gabbay and le May, (2016) have suggested that “mindlines” or the collectively reinforced internalized versions of clinical guidelines, developed from interaction with peers and their own early training knowledge plus their own and peers current experience are more likely to be used than new evidence based knowledge because they can accommodate the specific patient context and acknowledge the multiple realities of different communities. 
The complexity and challenges faced by nurses involved in safeguarding children easily mirror the “mindlines” approach to decision making due to the need for peer support  and clinical supervision  as opposed to the structure of a “if .. Then” guideline. Therefore any CDSS that involves the use of safeguarding guidance must consider how to minimise the stress associated with safeguarding decision making for clinical staff and enhance the user experience of using the proposed new digital tool (Newman and Vasey, 2020).











Evidence review: 

A review of the evidence of the effectiveness of clinical decision support for HCPs that need to make safeguarding referrals or complete risk assessments needs to consider current legislation, legal requirements and the effectiveness of specific child abuse clinical decision support systems (CA-CDSS) or electronic health record (EHR) screening or alerts impact on staff compliance or non-compliance with safeguarding guidelines and recommendations.  The evidence review used the PRISMA guideline as this is a recognised and easily replicable method of reporting on evidence captured for systemic reviews (Page et al., 2021). See appendix 4 
 The proposed CA-CDSS aims to support the decision making processes of the HCPS with both active and passive electronic alerts linked to various safeguarding risk assessments e.g CSERQ.  It will provide digital support in the form of actions or tasks to encourage timely completion of the appropriate referral forms (MARAC/ MARF) along with auto-population of the child and families demographic data within the forms and digital transfer and recording of the action taken. The CA-CDSS will include “Info links” or pop up links to current UK safeguarding guidance documentation so HCPs always have access to the most up to date evidence/ knowledge and guidance. 
The inclusion criteria for the evidence review were systematic reviews of current child abuse clinical decision support systems (CA-CDSS), reviews or evidence that evaluated the effectiveness of CA-CDSS and other types of electronic reporting or screening systems.  
Exclusion criteria included any evidence that focused on identification of child abuse either via  written, data mining or natural language processing, clinical examination of child abuse, safeguarding children educational pathways, evidence not in published in English (or translated into English) and older than 2018.  The guidance on child protection recommendations from national reports (Laming, 2003; Gov.uk, 2004; Lord Laming, 2009)  have been used as a measure of quality assessment but not in themselves reviewed. 
[image: ] A large number of results (1500+) were generated from key words and phrases (see box 1) used to search the University of Wales Trinity St David (UWTSD) library databases. Other searches were run using the same keywords and phrases in the RCN journal library, Google Scholar, Taylor Francis and citation searching. The National Society for Prevention of Child Cruelty (NSPCC) and the LSB Cysur were also searched but mainly for up to date legislation and guidelines (NSPCC, 2022b, 2022a; NSPCC Learning, 2022)   
The initial results were filtered by ‘written or translated into English’ and between ‘2010 and 2023’.  The initial list for review contained 36 articles, 2 systematic reviews, 1 conference consensus, 1 thesis, 1 website, 6 government or professional body reports, and 7 pieces of statuary guidance. These generated the following themes (see box 2)
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 Once the inclusion and exclusion criteria were refined and reapplied the final list contained 1 conference consensus report (Suresh et al., 2023), two systematic reviews of CA-CDSS (Flaherty et al., 2021; Stilwell et al., 2022), 1 website describing Child Protection –Information Sharing (CP-IS) (NHS Digital, 2022), and 5 peer reviewed papers that discussed the effectiveness of the implementation, evaluation and dissemination of CA-CDSS within paediatric Electronic Health Records (EHR) (Rumball-Smith et al., 2018; Rosenthal et al., 2019; Krawiec et al., 2020; McGinn et al., 2021; Suresh et al., 2022)
All chosen evidence came from primarily USA based authors with 1 systematic review based in Australia and the 1 website describing a UK based digital alerting system for child protection for use in NHS England only.  See Figure 3 – final list of Evidence Reviewed.
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 The evidence contained both peer reviewed studies and grey literature as this widened the score of the evidence review (Paez, 2017). The final list does introduce a USA centric bias into the evidence review, however this is due to the use of commercial EHR’s and CA-CDSS by USA based healthcare providers. However some UK areas are using or developing EHR’s and CA data sharing systems for use in paediatric areas and Emergency departments (ED)(Koh and Ahmed, 2021)(DHCW, 2023)  (NHS Digital, 2022) so  lessons learnt from USA based evidence could be used as a platform for developing a CA-CDSS for the Welsh NHS. 
Figure 3 – Final list of evidence reviewed. 
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The proposed CDSS is based on current practice in NHS Wales in paediatric inpatient wards, paediatric assessment units (PAU), general minor injuries units (MIU) and EDs and is linked to all those HCP’s who access data via the Welsh clinical Portal (WCP) or WCCIS in both primary or secondary care. No evidence showing CA-CDSS could be found that was located in all of those areas in NHS WALES. All the evidence reviewed has been graded against the requirements (see box 3 and figure 4) of this CDSS as
· Yes – matches or potentially matches
· No- does not match
· [image: ]Unclear/partially matches-  with brief reasons
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The first piece of evidence reviewed is based in the UK. The Child Protection-Information Sharing (CP-IS)  secure data sharing and alert system is available and used by all Local Authorities (LAs) and more than 1000 unscheduled care sites in England (NHS Digital, 2022). It is endorsed by the Care Quality Commission (CQC) the independent health and care regulator in England. It links the NHS number to summary care record of the child or young person (CYP) and if they have a child protection plan then any HCPs accessing the child’s records would be alerted and be able to view both the plan and the last 25 times the health audit data record was viewed. It has been extensively disseminated and used in a variety of settings and the benefits of faster communication between Child Protection Services (CPS) and HCPs, have been clearly documented in the form of case studies highlighting the benefit to HCP’s.
 However there was no public access or links to empirical data on this such as pre and post audits, randomised controlled trials (RCTs) so it is unclear if the CP-IS improves the quality of referrals, reduces duplication or is effective at reducing false positive or negative referrals to CPS. There is clear promotion of the interoperability of the CP-IS system to other digital systems used in NHS England and the data sharing meets the requirements of section 258 of the Health and Social Care Act 2012 for information governance, safeguarding and child welfare purposes (NHS Digital, 2022).      
In summary, CP-IS would be beneficial if is interoperable with WCP, WCCIS and the paediatric WNCR, as it could potentially alert HCPs in NHS Wales to children already known to the local safeguarding boards. This would  also remove the need for screening for  a CYP’s CP plan and it would identify the ‘looked after child’ for CSERQ risk assessment and potentially reduce the need for multiple MARF’s when children known to CPS are admitted to paediatric inpatient wards, PAU’s, MIU’s and ED’s. It would also be of benefit to sites located near the borders of England and Wales as it would reduce the potential of missed identification of CA due to CYPs attending many different hospitals (Laming, 2003; CYSUR, 2022; NSPCC, 2022a). 
Two systematic reviews were evaluated for inclusion in this evidence review (Flaherty et al., 2021; Stilwell et al., 2022) , the most recent written by authors based in hospitals in USA using both a scoping review of the literature and interviews from expert practitioners.  The review analysed 16 studies, split into three themes of screening, alerts and triggers, and quality improvement. The study methodologies included descriptive studies, diagnostic accuracy, pre and post evaluation audits and RCT’s. 1 study was UK based, 6 from the Netherlands and 9 from the USA. It included 4 of the 5 studies identified for evaluation in this evidence review (Rumball-Smith et al., 2018; Rosenthal et al., 2019; Krawiec et al., 2020; McGinn et al., 2021) and an earlier RCT study on the same topic by the author of the 5th (Suresh et al., 2018, 2022).  A further review of the above papers did not contradict their summaries in Stillwell et al (2022). While the authors did not register the review with “PROSPERO” (NIHR, 2011), the evidence and scope appeared comprehensive and based on current research evidence on CA-CDSS. 
Stilwell et al (2022) concluded that none of the CA-CDSS evaluated were more effective than others as they all had some evidence to identify a degree of unreliability when used by HCPs so that not all cases of CA were correctly identified and acted upon. However it also highlighted that paper based guidelines or screening tools had similar problems and so that CA was not identified (false negative) or incorrectly identified as CA (false positive). While other UK based audits of safeguarding documentation and screening tools also identify this problem, both they and literature reviewed in Stillwell et al (2022) agreed that the rates of screening for CA increased when using digital alerts and CA-CDSS (Ranasinghe and Ahmed, 2016; Drinkwater et al., 2017; Clarke et al., 2019; Page, Akah and Okpala, 2019; Chappell, Hein and Andrews, 2021). 
   In comparison, the systematic review by Flaherty et al (2021) written by authors based in Australia, only identified 4 studies on which to base its review, again the registration of the review with PROSPERO was not considered. Two of the identified studies were on the same data sharing system CP-IS at its inception in 2015 and the other two based on different studies of the same data set in one USA hospital. This review had a broader inclusion criteria than that of Stillwell et al (2022) as its covered CDSS and electronic alerts for CA and Domestic Violence (DV). Its exclusion criteria were also clearly identified. However their literature search strategy failed to identify the mandatory screening of all CYPs in the Netherlands and the data mining, machine learning and NLP used on the data sets collected by their health services (Schouten et al., 2016; Amrit et al., 2017), both of these studies met their search criteria for alerts within EHRs. Apart from the study by Suresh et al (2018), they also missed or excluded other USA based studies of CA-CDSS (Rumball-Smith et al., 2018). Sadly this lack of comparative evaluation of other studies reduces the reliability of their conclusions that the potential impact of CA-CDSS can improve health care and service coordination for CYP’s. 
 In summary both these systematic reviews showed the lack of robust evaluation and research into the effectiveness of CA-CDSS and therefore identified a large gap in the knowledge body of evidence on this topic. However they also clearly identified the CA-CDSS as a potential method for improvements in identification, referral and management of children with suspected or actual CA. Stillwell et al (2022) and the CP-IS data sharing system also clearly identified the benefits to the HCPs of using such tools while also highlighting the difficulties or improvements that would need to be made when designing, implementing, evaluating and disseminating a new CA-CDSS. 
Of the five peer reviewed studies that met the criteria for inclusion in this evidence review, 4 were included in the more reliable of the systematic reviews with the conclusions drawn by Stillwell et al (2022) similar to those when the original papers were read.  The 5th study describing the quality improvement project by regular contributors to the evidence base on this topic highlights that active screening for CA alongside the passive triggers within the CA-CDSS used in this group of USA hospitals has the potential to improve identification of CA but may also mitigate some of the disparities in CPS referrals due to race (Suresh et al., 2022). 
This paper was well written, the study aims were clearly identified and the results were statistically analysed for significance. The study clearly explained how positive results to either or both tools clearly identified the interrelated links to race, age and socioeconomic status (as surmised from health insurance data). The screening for sexual exploitation and DV was not part of this study due to the local age of consent (13 yrs) but this study identified a gap in the evidence for the 13 -17 age range and the need for a further screening tool specific to CSE. The primary users of the screening tool within the EHR were nursing staff and this study used a questionnaire to obtain usability feedback from this, again the response rate and usability scores were high, supporting the premise that the usability of the screening tools are important factors in generating compliance and improving data quality (Wachter, 2016; Bloom et al., 2021). Overall Suresh et al (2022) confirmed the need for the proposed CA-CDSS to be user friendly and to screen all CYP’s from 0 to 17 yrs for safeguarding risks. 
  The final evidence reviewed was the description and recommendations of a USA based consensus conference on CA-CDSS (Suresh et al., 2023). This consisted of 116 participants all from USA which introduced a North American bias to the results, the event was held virtually so this could have been avoided. The participants were primarily physicians with some nursing input.  Literature reviews and topics were shared between 5 groups and the recommendations for CA-CDSS recommendations and priority areas for research were tabled in the appendix. These are comprehensive and logically identified but the evidence for them is not clearly linked in this paper. Therefore the limitations of narrow field of expert opinion, lack of identified evidence and North American health care systems bias must be taken into consideration when used with UK based non-commercial health care systems.  
Overall the evidence review demonstrated that there are some clinical decision support systems in current use that could form the basis of the proposed CA-CDSS for NHS Wales but that none of them fully meet the design requirements.  They also identify a number of barriers and some expert recommendations that will be required for successful implementation of the proposed CA-CDSS.           
 












  

Implementation issues: 

Implementation of a CDSS is acknowledged to be challenging as despite the decades of research into the effectiveness of CDSS, a systematic review showed ineffective improvements in processes of care or patient outcomes (Medlock et al., 2016). The use of the ‘Guides checklist tool’ using 4 domains and subsections could be useful in planning and implementation of a CDSS but the authors acknowledge that this checklist  has not been extensively tested and the pilot testing showed notable differences between the reviewing experts (van de Velde et al., 2018). 
A more recent overview of CDSS by Sutton et al (2020) argues that the CDSS should be designed to mirror or improve the user’s real world processes or workflows and that rigorous usability testing using an iterative approach is needed if work flow processes are to be improved. However extensive support from a variety of stakeholders from many different departments/ stakeholders will be needed in both the proposal and design stage before any iterative piloting can take place (Sittig et al., 2008).  
  The real world processes and proposed CA-CDSS have been described in the introduction (see diagram 1 and figure 1). These initially fit into the single track user based CDSS but with the potential for the addition of the NHS Digital CP-IS alert system to the proposed CA-CDSS, this now fits into the twin track model. The clinical data stream generated by the patient past history contains the CP-IS alerts and the cognitive behavioural stream contains the safeguarding knowledge base and guidelines used by the HCPs (Medlock et al., 2016). This adds to the complexity of the implementation plan and therefore the domains of ‘Guides checklist tool’ have been chosen to demonstrate the advantages and disadvantages and the plans to mitigate these (van de Velde et al., 2018). 
Context advantages and disadvantages
HCPs decisions about Child protection referrals or screening often take place in a busy and stressful environments due to the potential for human error. If CA is missed then consequences can be catastrophic and if unfounded referrals are made, they can have negative consequences for therapeutic relationships between the families and HCPs (Munro, 2019; Newman and Vasey, 2020). Electronic reminders and tasks have been shown to increase the completion rate for screening and identification of CA using a CDSS (Suresh et al., 2018; Rosenthal et al., 2019; McGinn et al., 2021; Stilwell et al., 2022) and the CP-IS alert system has some powerful case studies to show the value of this information for HCPs. 
 The proposed CA-CDSS to change the current work process to reduce alert fatigue and improve the timeliness of MARF referrals will encourage user buy in to CDS. Specific issues related to ensuring that confidentiality and dignity are maintained when the CSERQ questionnaire is completed in cramped wards or PAU/MIU/ED’s could be mitigated by the CYP completing it via a digital device/ app or QR code generated by their individual secure EHR (Lowe and Jones, 2020; Chappell, Hein and Andrews, 2021). All staff becoming familiar with the CA-CDSS and its associated EHR and have the digital literacy (DL) skills to safely use it has been a key element in the successful implementation of the WNCR (Beadle, 2022; Jones et al., 2022). 
CDS content risks
The content of the cognitive- behavioural knowledge required by the HCPs for this CA-CDSS is credible and extensive as it is based on regularly updated legislation on safeguarding children (Jay, 2022; Social Care Wales, 2023), but the CA-CDSS must be able to update its info links and guidelines if this data is updated. One of the strengths of information held in the secure data sharing system CP-IS is that the data is linked to the NHS Spine and as such is assumed to be live data (NHS Digital, 2022a). The use of patient identifiable data will need a detailed Data protection impact assessment and further justification that its use meets the requirements of the GDPR and does not harm or appear to harm any CYP or their families (Basu and Guinchard, 2020; Francis, 2020)
The data required for MARF referrals or for triggering CSERQ risk assessments is either computable knowledge – demographics already linked to the CYP’s NHS number or will be free text written by the HCPs to explain the concerns identified and reasons for the referral. The automatic alert to the correct LA responsible for a child on a CP order or plan will reduce the need for repeated MARF referrals and rapidly improve the speed of the referral process. Alerts and links to further information along with the use of Natural Language Processing (NLP) and data mining tools has been shown to improve the  identification of children at risk of CA and increase the level of screening (Amrit et al., 2017; Negriff et al., 2023). Unfortunately this may increase the anxiety of users who are struggling with DL so implementation needs to include plans to support staff with varying degrees of DL (Goldschmidt, 2011; de Normanville and Scott, 2016). All diagnostic codes and nomenclature for CA need to use a standardised computable language such as SNOMED-CT so that NLP and Data mining of free text can be compared and used for longitudinal studies of CA (Millar, 2016; Amrit et al., 2017; Krawiec et al., 2020; Negriff et al., 2023)
The CDS system barriers 
The CDSS fits nicely into the five rights approach to decision support, in that the design appears easy to use and could supported with a secure app/QR code so that the CYP can answer difficult questions in privacy (Ijadi-Maghsoodi et al., 2018; Luo and Botash, 2020). It would be part of the shared documentation of the WNCR and CP-IS and therefore available to the correct people at the correct time (Campbell and James, 2013). If the screening tools and referral documents were designed as alerts and tasks but not designed to stop the assessment process at that point but could be added as task for later completion, this would improve user experience and acceptability (Krawiec et al., 2020; Sutton et al., 2020). 
Implementation barriers
Van de Velde et al (2018) domain on implementation does take a step-wise approach but does not give recommendations on which steps are the starting points when designing and implementing a new CA-CDSS. The major barriers to implementation start with organisational priorities and this proposal must be shown to fit in with the NHS Wales and HDUHB digital transformation plans and gain national, local and ethical approval before the details of any design features can be agreed and trialled. It has the potential to be NHS Wales wide and thus the requirements for managing large scale change must be included in the implementation plan (Sittig et al., 2008; Sustainable Improvement Team and the Horizons Team, 2018).  
[image: ]In conclusion, the implementation of this CA-CDSS may need a large project plan and team as it involves multiple stakeholders, organisations, ongoing funding streams and is likely to require the use of simultaneous PDSA cycles related to the each of the major barriers (NHS England NHS Improvement, 2015; Shirley, 2020) (see Box 4). However sharing the vison of the benefits and outcomes of the CDSS to all stakeholder groups will be vital in overcoming the barriers and resistance to change (Michie, van Stralen and West, 2011; Shirley, 2020).









Evaluation: 

 
Currently the only measure of the effectiveness of the CA identification, referral and screening processes within HDUHB are monthly spot check audits of CSERQ risk assessment and quarterly documentation audits that are focused on nursing care only. These are not detailed and are unlikely to give a true picture of how many of the CYP’s ages 10 to 17 are screened for CSE within all areas of the Health board.  Quality assessment of the content and timeless of MARF/MARAC referrals are done if at all by the local safeguarding team or the LA receiving them. Lack of feedback other than incident reporting when the referral process fails is not a safe way to evaluate the current process and is the main driver for the proposed CA-CDSS. 
The consensus conference on CA-CDSS (Suresh et al., 2023) recommended a large number of core and complex measures for evaluating the efficacy of a CA-CDSS but within the constraints of this assignment only those that consider user experience, effectiveness, efficiency and safety will be considered. However the measures are biased towards numerical and quantitative data and are thus not broad enough to discover not only the actions taken but the context in which it takes place. Taking a broader, narrative and observational approach may yield richer data that places CDSS in context and discovers the variables impacting on its use  (Friedman, Wyatt and Ash, 2022 p 37-39).

User experience
This can be split into two groups, the HCPs who would potentially be using the CA-CDSS and the CYPs who may be asked to test the app/QR code link to the CSERQ risk assessment. For any research involving CYP’s and especially a study that asked intimate and potentially triggering questions, rigorous ethical approval would be required. However as the CSERQ questions are currently approved for use in paper format, it is unlikely that this approval would be denied. As there is little evidence of its effectiveness in its present format, the outcomes in a digital format may yield an increase in screening numbers but may also provide more privacy for the CYP to disclose any concerns. 
For HCPs, a comparison between the current fragmented pathways to completing the MARF process and a pilot of the proposed CA-CDSS using a mixture of direct observation, process mapping, validated usability questionnaires and post observation discussion and feedback would generate a wealth of data that could be used to provide evidence for the CA-CDSS in time saved for both HCPs and referral receipt time (Antonacci et al., 2021; Bloom et al., 2021; Friedman, Wyatt and Ash, 2022). Focus groups of HCPs with differing levels of DL could be used to test the new system and identify any design issues as well as identify and clarify the specific learning needs of each group of HCPs. The user measures recommended in Suresh et al (2023) sound punitive in that they only focus on whether HCPs have over or under triggered the CA-CDSS and if this needs education and training. In contrast, the methodology suggested by Friedman, Wyatt and Ash (2022 p67) would generate a wealth of both quantitative and qualitative data on user experience, user impact on the systems, the impact of the system on the user and identify any problem areas within the design of the CDSS and within the environment and context in which the system is used. For this CA-CDSS the Suresh et al (2023) measure would be impossible to identify without the system being fully functional so in reality the mixed methodology approach would be used (Friedman, Wyatt and Ash, 2022). 

Efficiency and effectiveness 
A wealth of quantitative data would be generated using the measures recommended by Suresh et al (2023) but these could not be measured until the system in later stages of development, prototype stage. Friedman, Wyatt and Ash (2022) recommend a range of informatics studies that would be possible for this CA-CDSS. Initially a Needs Assessment study to clarify the information problem the CDSS is intended to solve, this could be valuable evidence for a funding or business case to support the early stages of the project as it does not require a prototype system and assesses the problem in the area in which it occurs. 
This would be followed by both Field- function studies and Field user effect studies to check that the proposed system is performing as designed and that it is showing that it has beneficial outcomes on user time, referral time and completion of CSERQ risk assessments. More detailed problem impact studies and organisational studies could be used to ensure that safeguarding guidelines on clinical management of CA are being followed and that the CA-CDSS is not a having unintended consequences, for example a surge in referrals to LA child protection teams that overwhelm their capacity to assess and manage the care for the referred families safely (Friedman, Wyatt and Ash, 2022). The data on compliance with safeguarding guidelines and clinical management is difficult to find currently without a physical search of written health records, the WNCR has improved access to auditable data within adult services and hopefully will do the same for the paediatric version (Gwee et al., 2014; Jones et al., 2022; Wiggins, 2022).
 
Safety of HCPs, CYP’s and data 
Evaluation of the safety of all those using the CDSS is based on compliance with the GDPR and NHS information governance standards (Francis, 2020). All HCPs have individual login details for all NHS Wales digital systems and these need to be used safely and securely by the individual HCP.  It is vital that any new systems has safeguards in place to ensure it maintains the safety of HCPs, CYPs and their patient identifiable data as maintaining trusting professional relationships between CYPs and their families and HCPs is an essential aspect of child protection legislation and the HCPs professional code (General Medical Council, 2012; Nursing & Midwifery Council, 2018; Basu and Guinchard, 2020; World Health Organisation, 2020). 
In conclusion, a fully functioning CA-CDSS linked to the CP-IS and having active alerts to complete specific risk assessments as well as passive alerts generated from standardised computerised language, NLP of free text by HCPs and faster live referrals to LA safeguarding team would improve the current processes and provide a secure, safe management of initial and ongoing safeguarding assessments. 
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Hywel Dda University Health Board Child Sexual Exploitation Risk Questionnaire 


(CSERQ4) 
 
This assessment form is to be used to identify children at risk of sexual exploitation. 


Complete each section fully  
 


If a child between the ages of 10-18 presents to A&E and Paediatrics with the following 
history, please complete the CSERQ4 tool.  


 


Presentation of self harm  Yes/No 


Presentation of overdose Yes/No 


Alcohol or drug intoxication  Yes/No 


Child presenting as pregnant, with an STI or history of 
sexual activity which raises concern or pregnancy 


Yes/No 


Looked after child         Yes/No 


   
 You may like to introduce the questions: 


 
"I would like to ask you some questions to check that you are safe and no one is harming you or 


pressurising you to have sex." 


 CSERQ4 questions Yes  No 


1 Have you ever stayed out overnight or longer without permission from your parent(s) or 
guardian? 


  


2 How old is your partner or the person(s) you have sex with? 
 
Age of partner ______     Age of patient ______  Age difference ______ 
If age difference is 4 or more years then tick ‘YES’ 
 


  


3 Does your partner stop you from doing things you want to do? 
 


  


4 Thinking about where you go to hang out, or to have sex. Do you feel unsafe there or 
are your parent(s) or guardian worried about your safety? 


  


 
If answered 'yes' to any one or more of the above questions, the young person is at increased risk of 
sexual exploitation. A child protection referral should be made and Multi-Agency Referral Form completed . 
Please complete the remaining 11 questions of the CSERQ15. 
 


       Please send a copy of the MARF and CSERQ15 to the Hywel Dda University Health Board Children’s 
safeguarding team at SafeguardingChildren.hdd@wales.nhs.uk when a referral has been completed.  


 
Name and designation of staff member completing this form 


 
Signed…………………………………………………….Date…………………….. 
 
Print name……………………………………………………………………………. 
 
Ward/Department…………………………Phone Number…………………………….. 


PATIENT IDENTIFICATION LABEL:  
Name  
Permanent Address & Postcode  
NHS Number  
Hospital Number  
Date of Birth 
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CSERQ15 Questions Yes No 


1 Have you ever stayed out overnight or longer without permission from your 
parent(s) or guardian? 


  


2 How old is your partner or the person(s) you have sex with? 


Age of partner _______   Age of client/patient ______   Age difference _______ 


If the age difference is 4 years or more then tick ‘YES’ 


  


3 Does your partner stop you from doing things you want to do?   


4 Thinking about where you go to hang out, or to have sex.  Do you feel unsafe there 
or are your parent(s) or guardian worried about your safety? 


  


5 Do you live with someone other than your parent or guardian?   


6 Does your parent/guardian or the person you live with have drug, alcohol and/or 
mental health problems? 


  


7 Are you unable to, or not allowed to, go out with friends of your own age?   


8 Do you lack confidence or feel bad about yourself?   


9 Have you ever felt the need to hurt yourself on purpose or to starve yourself to 
make you feel better in yourself?  


  


10 Do you drink alcohol to get drunk?   


11 Do you see anyone for counselling or have extra support with your school work?   


12 Have you ever been excluded from school or stayed off school without permission?   


13 Does anyone physically or sexually hurt you or make you feel unsafe?   


14 Have you ever had a relationship with someone you met on the internet?   


15 Males: Have you ever had a sexually transmitted infection? 


Females: Have you ever had a sexually transmitted infection, pregnancy or had a 
termination of pregnancy? 


  


An Interagency Referral should be made: if ‘yes’ to any one or more of questions 1-4, or a 
combination of yes to any 5 of the above 15. 
 
Date Form Completed……………………..  Staff Member Completing………………………… 
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sexual exploitation. A child protection referral should be made and Mult-Agency Referral Form completed

Please complete the remaining 11 questions of the CSERQ15.
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CSERQ15 Questions

Yes | No

1| Have you ever stayed out overnight or longer without permission from your
parent(s) or guardian?

2 How old is your partner o the person(s) you have sex with?
Age of partner Age of clientipatient_____ Age difference

Ifthe age difference is 4 years or more then tick "YES'

3| Does your partner stop you from doing things you want to do?
Thinking about where you go to hang out, or to have sex. Do you feel unsafe there
or are your parent(s) or guardian worried about your safety?

5 | Do you live with someone other than your parent or guardian?

6 | Does your parent/guardian or the person you live with have drug, alcohol andor
mental health problems?

7 | Are you unable to, or not allowed to, go out with friends of your own age?

8 | Do you lack confidence or feel bad about yourself?

9 [ Have you ever felt the need to hurt yourself on purpose or to starve yourseffto
make you feel better in yourself?

10 | Do you drink alcohol to get drunk?

11 | Do you see anyone for counselling or have extra support with your school work?

12 | Have you ever been excluded from school or stayed off school without permission?

13| Does anyone physically or sexually hurt you or make you feel unsafe?

14 | Have you ever had a relationship with someone you met on the internet?

15 | Males: Have you ever had a sexually transmitted infection?

Females: Have you ever had a sexually transmitted infection, pregnancy or had a
termination of pregnancy?

An Interagency Referral should be made: if ‘yes' to any one or more of questions 14, ora

combination of yes to any 5 of the above 15
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[image: cysur logo (2)]CYSUR – MID & WEST WALES MULTI-AGENCY REPORT FORM



This form may be used for both reports of safeguarding concerns, and requests for a support service.



		DETAILS OF PERSON MAKING REPORT:

		



		Name:       

		Agency:       

		Date:       

		



		Telephone:       

		Email:       



		SUBJECT OF REPORT: (Child, young person or unborn baby)



		Surname:       

		Forename(s):       

		Other names used:       



		DOB/EDD:       

		Age:       

		Gender:       

		Ethnicity:       

		Preferred Language:       



		Looked After: Yes / No

		Responsible Local Authority:



		Child Protection  Register:  Yes / No

		NHS Number:        



		Permanent Address:       

		Post code:       



		Address Currently Residing (if different):      

		Post code:       



		If concerns relate to a person in a position of trust, please specify below:



		Name

		Address

		Organisation (if applicable)

		Date of Birth

		Relationship to child

		Telephone

		Any other relevant information



		     

		

		

		     

		     

		     

		     








		Please specify the reason why you are reporting a concern or requesting a service.



		Please specify what has prompted you to submit the report, e.g. I have witnessed something that has concerned or worried me; someone has passed information on to me that has worried me; I feel the child/young person/family need some help now to stop the situation escalating to something more serious; the child/young person/family are asking for help and support etc.



		     



		What is working well? What are the family/child/young person’s strengths?



		Consider family/peer networks/protective safe adults and relationships/support network/engagement with services/agencies.



		



		What is not working well? What concerns you?



		Please be clear about what the issue is you feel needs to be addressed e.g. Physical abuse, neglect, sexual abuse, emotional harm, domestic abuse, exploitation, parenting support needed, identified disability, behavioural difficulties etc. Where possible provide specific examples of your identified concerns/needs.



		



		What are the risks?



		Please identify what has already happened, or what could happen to the family/child/young person without intervention or the provision of a service.



		



		What outcome would you like to see from this report?



		e.g. formal multi-agency enquiries to be undertaken due to perceived level of risk, formal assessment for care and support due to presenting need/escalating risk etc.



		





CYSUR CHILDREN’S MARF – Working Update		CONFIDENTIAL – WHEN COMPLETE



IF THERE ARE IMMEDIATE CONCERNS FOR A CHILD, A REPORT SHOULD BE MADE IMMEDIATELY BY TELEPHONE TO THE ASSESSMENT SERVICE / DUTY TEAM. IN SUCH CASES THIS FORM SHOULD THEN BE COMPLETED AND SENT TO THE ASSESSMENT TEAM / DUTY TEAM THE SAME WORKING DAY IN ACCORDANCE WITH THE WALES SAFEGUARDING PROCEDURES.															Page 6 of 6



		ADDITIONAL INFORMATION ABOUT THE CHILD OR YOUNG PERSON



		Has the child/young person resided in another area?  Yes / No / Not known

		If yes, why and where?       



		Has the child/young person arrived from overseas?  Yes / No / Not known

		If yes, date of arrival:       



		Nationality:       

		Immigration Status:       

		Home Office Registration Number:       



		Cultural Needs:       

		Communication Needs:       

		Interpreter / Intermediary / Advocate required?  Yes / No / Not known



		Any Disabilities:       

		Any Mental Capacity issues:       







		VIEWS SHOULD BE SOUGHT WHEREVER POSSIBLE



		Has the child been made aware of this report being made?

Yes / No

		Has the parent/carer been made aware of this report being made? Yes / No





		Is the child in agreement with this report being made?  

Yes / No

		Is the parent/carer in agreement with this report being made?  Yes / No



		Views of the child/young person about making this report:

     



		Views of the parent(s) about making this report:

     





Name of parent/carer(s):       













		Details of Household members:  (please include anyone, including siblings, living at the property) 



		Names of household members

		Relationship to child

		Gender

		Telephone No.

		DoB/

EDD

		Ethnicity / Religion

		Any relevant risk factors (including Sub Misuse, Mental ill-health, Physical ill-health, Domestic Abuse, History of violent behaviour)



		     

		     

		     

		     

		     

		     

		     



		     

		     

		     

		     

		     

		     

		     



		     

		     

		     

		     

		     

		     

		     



		     

		     

		     

		     

		     

		     

		     







		Details of significant persons who are NOT members of the household:  (please include any family members, including siblings)



		Name & Address of significant person

		Relationship to child

		Gender

		Telephone No.

		DoB/

EDD

		Ethnicity / Religion

		Any relevant risk factors (including Sub Misuse, Mental ill-health, Physical ill-health, Domestic Abuse, History of violent behaviour)



		     

		     

		     

		     

		     

		     

		     



		     

		     

		     

		     

		     

		     

		     



		     

		     

		     

		     

		     

		     

		     



		     

		     

		     

		     

		     

		     

		     









		Key Agencies Involved:  (Consider all areas below and include any key agencies known)



		HEALTH

(GP, Health Visitor, Midwife, Community Paediatrician, CMHT, CAMHS, School Health Nurse)

		EDUCATION

(School, FE College, School Nurse, Pupil Support Officer, Welfare/Inclusion Officer, Nursery, School Counsellor)

		OTHER STATUTORY SERVICES

(Children or Adults’ Social Services,  Housing, Probation, Youth Service, Youth Justice/Offending)

		PREVENTATIVE SERVICES

(TAF, Child in Need, Youth Service, Sub Misuse Service, Women’s Aid, Support worker)



		Name & Role of Key Person

		Address

		Telephone No.

		Email



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     









image1.jpeg

S st Canbary

,

N
4
S cysur
=
%,

&

%Bﬂam . mmm‘*

&
Hates Satequard®™®







image13.png
CYSUR CHILDREN’S MARF - Working Update

CONFIDENTIAL ~ WHEN COMPLETE

CYSUR - MID & WEST WALES MULTI-AGENCY REPORT FORM 7 %%E

This form may be used for both reports of safeguarding concerns, and requests for a support service. %, ‘ 65
DETAILS OF PERSON MAKING REPORT: %%"mwl“““@
Name: Agency: Date:
Telephone: Email:
SUBJECT OF REPORT: (Child, young person or unborn baby)
Surname: Forename(s): Other names used:
DOB/EDD: Age: Gender: Ethnicity: Preferred Language:

Looked After: Yes / No

Responsible Local Authority:

Child Protection Register: Yes/No

NHS Number:

Permanent Address: Post code:

Address Currently Residing (if different): Post code:

If concerns relate to a person in a position of trust, please specify below:

Name Address Organisation (if Date of | Relationship | Telephone | Any other relevant
applicable) Birth to child information
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New combined MARAC-RIC with guidance.doc
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Dyfed Powys MARAC referral form


MARAC referrals should be sent by secure email or other secure method to


 Safeguardingchildren.hdd@wales.nhs.uk

Telephone number 01267 283371

		Referring agency

		



		Contact name(s)

		



		Telephone / Email

		



		Date

		





		Victim name

		

		Victim DOB

		



		Victim address

		

		Diversity Data (if known)

B&ME     [image: image3.emf] 


 


       Disabled    [image: image4.emf] 


 




LGBT       [image: image5.emf] 


 


        Gender     [image: image6.emf] 


 






		Safe Contact Number

		



		Please insert any relevant contact information e.g. times to call

		



		Has CONSENT been gained from the victim?


(If ‘No’ please complete ‘Sharing Information without consent’ form)

		



		Victim informed of MARAC referral?  By whom?

		



		Perpetrator(s) name

		

		Perpetrator DOB

		



		Perpetrator(s) address




		

		Relationship to victim

		



		Children

		DOB

		Relationship to victim

		Relationship to perpetrator

		Address




		School


(If known)

		Witness incident?



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		





        Reason for referral / additional information


		Professional judgement

		Y  /  N

		Visible high risk (14 ticks or more on DASH RIC) 

		Y  /  N



		Potential escalation (3 or more incidents reported to the Police in the past 12 months)

		Y  /  N

		MARAC repeat (further incident identified within twelve months from the date of the last referral)

		Y  /  N



		If yes, please provide the date listed / case number (if known)

		



		Is the victim aware of MARAC referral? 

		Y  /  N

		If no, why not?

		



		Who is the victim afraid of? (to include all potential threats, and not just primary perpetrator)

		



		Who does the victim believe it safe to talk to?

		



		Who does the victim believe it not safe to talk to?

		



		Has the victim been referred to any other MARAC previously? 

		Y  /  N

		If yes where / when?

		





All Wales Risk Identification Checklist (RIC) & Quick Start Guidance for Domestic Abuse, Stalking and ‘Honour’-Based Violence


You may be looking at this checklist because you are working in a professional capacity with a victim of domestic abuse.  These notes are to help you understand the significance of the questions on the checklist.  Domestic abuse can take many forms but it is usually perpetrated by men towards women in an intimate relationship such as boyfriend/girlfriend, husband/wife.  This checklist can also used for lesbian, gay, bisexual relationships and for situations of ‘honour’-based violence or family violence including abuse of the older person.  Domestic abuse can include physical, emotional, mental, sexual or financial abuse as well as coercive control, stalking and harassment.  They might be experiencing one or all types of abuse; each situation is unique.  It is the combination of behaviours that can be so intimidating.  It can occur both during a relationship or after it has ended.  


· The purpose of the RIC is to give a consistent and simple tool for practitioners who work with adult victims of domestic abuse in order to help them identify those who are at high risk of harm and whose cases should be referred to a MARAC meeting in order to manage their risk.  If you are concerned about risk to a child or children, you should make a referral to ensure that a full assessment of their safety and welfare is made.


· The RIC should be introduced to the victim within the framework of your agency’s:


· Confidentiality Policy


· Information Sharing Policy and Protocols 


· MARAC Referral Policies and Protocols


· Before you begin to ask the questions in the RIC:


· Establish how much time the victim has to talk to you? Is it safe to talk now?  What are safe contact details?


· Establish the whereabouts of the perpetrator and children; 


· Explain why you are asking these questions and how it relates to the MARAC


· Whilst you are asking the questions in the RIC:


· Identify early on who the victim is frightened of – ex-partner/partner/family member


· Use gender neutral terms such as partner/ex-partner.  By creating a safe, accessible environment LGBT victims accessing the service will feel able to disclose both domestic abuse and their sexual orientation or gender identity. 


· Revealing the results of the RIC to the victim: Telling someone that they are at high risk of serious harm or homicide may be frightening and overwhelming for them to hear.  It is important that you state what your concerns are by using the answers they gave to you and your professional judgement.  It is then important that you follow your area’s protocols when referring to MARAC and Children’s Services/ Adult Services.  Equally, identifying that someone is not currently high risk needs to be managed carefully to ensure that the person doesn’t feel that their situation is being minimised and that they don’t feel embarrassed about asking for help.  Explain that these factors are linked to homicide and serious harm and that if s/he experiences any of them in future, that they should get back in touch with your service or with the emergency services on 999 in an immediate crisis. 


· Please pay particular attention to a practitioner’s professional judgement in all cases. The results from a checklist are not a definitive assessment of risk. They should provide you with a structure to inform your judgement and act as prompts to further questioning, analysis and risk management whether via a MARAC or in another way. 


The responsibility for identifying your local referral threshold rests with your local MARAC. 


· Resources: Be sure that you have an awareness of the safety planning measures you can offer, both within your own agency and other agencies. Be familiar with local and national resources to refer the victim to, including specialist services.  The following contact details may useful to you:


· All Wales Domestic Abuse and Sexual Violence Helpline - 0808 80 10 800 - For assistance advice and support


· The Dyn Project – 0808 801 0321 – Provides support to Heterosexual, Gay, Bisexual and Transgender men who are experiencing abuse from a partner 
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All Wales DASH Risk Identification Checklist (RIC) for MARAC Agencies


Aim of the form: 


· To help front line practitioners identify high risk cases of domestic abuse, stalking and ‘honour’-based violence.

· To decide which cases should be referred to MARAC and what other support might be required. A completed form becomes an active record that can be referred to in future for case management.

· To offer a common tool to agencies that are part of the MARAC process and provide a shared understanding of risk in relation to domestic abuse, stalking and ‘honour’-based violence.

· To enable agencies to make defensible decisions based on the evidence from extensive research of cases, including domestic homicides and ‘near misses’, which underpins most recognised models of risk assessment.

How to use the form:


Before completing the form for the first time we recommend that you read the full practice guidance and Frequently Asked Questions and Answers. These are detailed in the attached document. Risk is dynamic and can change very quickly. It is good practice to review the checklist after a new incident.


Recommended Referral Criteria to MARAC

1. Professional judgement: if a professional has serious concerns about a victim’s situation, they should refer the case to MARAC. There will be occasions where the particular context of a case gives rise to serious concerns even if the victim has been unable to disclose the information that might highlight their risk more clearly. This could reflect extreme levels of fear, cultural barriers to disclosure, immigration issues or language barriers particularly in cases of ‘honour’-based violence. This judgement would be based on the professional’s experience and/or the victim’s perception of their risk even if they do not meet criteria 2 and/or 3 below. 

2. ‘Visible High Risk’: the number of ‘ticks’ on this checklist. If you have ticked 14 or more ‘yes’ boxes the case would normally meet the MARAC referral criteria.

3. Potential Escalation: the number of police callouts to the victim as a result of domestic violence in the past 12 months. This criterion can be used to identify cases where there is not a positive identification of a majority of the risk factors on the list, but where abuse appears to be escalating and where it is appropriate to assess the situation more fully by sharing information at MARAC. It is common practice to start with 3 or more police callouts in a 12 month period but this will need to be reviewed depending on your local volume and your level of police reporting.

Please pay particular attention to a practitioner’s professional judgement in all cases. The results from a checklist are not a definitive assessment of risk. They should provide you with a structure to inform your judgement and act as prompts to further questioning, analysis and risk management whether via a MARAC or in another way. 


The responsibility for identifying your local referral threshold rests with your local MARAC. 


What this form is not:


This form will provide valuable information about the risks that children are living with but it is not a full risk assessment for children. The presence of children increases the wider risks of domestic violence and step children are particularly at risk. If risk towards children is highlighted you should consider what referral you need to make to obtain a full assessment of the children’s situation.


Name of victim:                                                           Date:                                     Restricted when completed


DASH Risk Identification Checklist for use by IDVAs and other non-police agencies for identification of risks when domestic abuse, ‘honour’-based violence and/or stalking are disclosed

		Please explain that the purpose of asking these questions is for the safety and protection of the individual concerned.

Tick the box if the factor is present (. Please use the comment box at the end of the form to expand on any answer.


It is assumed that your main source of information is the victim. If this is not the case please indicate in the right hand column

		Yes
(tick)

		No

		Don’t
Know

		State source of info if not the victim e.g. police officer



		1. Has the current incident resulted in injury? 
(Please state what and whether this is the first injury.)


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		2. Are you very frightened? 



Comment:




		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		3. What are you afraid of? Is it further injury or violence? (Please give an indication of what you think (name of abuser(s)...) might do and to whom, including children).



Comment:




		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		4. Do you feel isolated from family/friends i.e. does (name of abuser(s) ………..) try to stop you from seeing friends/family/doctor or others?



Comment:




		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		5. Are you feeling depressed or having suicidal thoughts?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		6. Have you separated or tried to separate from (name of abuser(s)….) 
within the past year?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		7. Is there conflict over child contact? 




		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		7. (a) For victim aged 60+: Has the victim been diagnosed with or it is suspected they may have dementia?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		8. Does (……) constantly text, call, contact, follow, stalk or harass you? 
(Please expand to identify what and whether you believe that this is done deliberately to intimidate you? Consider the context and behaviour of what is being done.)

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		9. Are you pregnant or have you recently had a baby 
(within the last 18 months)?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		9. (a) For victim aged 60+: Is the victim dependent for care by the abuser?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		10. Is the abuse happening more often?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		11. Is the abuse getting worse?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		12. Does (……) try to control everything you do and/or are they excessively jealous? (In terms of relationships, who you see, being ‘policed at home’, telling you what to wear for example. Consider ‘honour’-based violence and specify behaviour.)

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		Tick box if factor is present. Please use the comment box at the end of the form to expand on any answer. 

		Yes
(tick)

		No

		Don’t Know

		State source 
of info if not the victim



		13. Has (……..) ever used weapons or objects to hurt you?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		14. Has (……..) ever threatened to kill you or someone else and you believed them? (If yes, tick who.)



You ( Children ( Other (please specify) (

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		15. Has (………) ever attempted to strangle/choke/suffocate/drown you?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		16. Does (……..) do or say things of a sexual nature that make you feel bad or that physically hurt you or someone else? (If someone else, specify who.)




		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		17. Is there any other person who has threatened you or who you are afraid of? (If yes, please specify whom and why. Consider extended family if HBV.)




		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		18. Do you know if (………..) has hurt anyone else? (Please specify whom including the children, siblings or elderly relatives. Consider HBV.)



Children ( Another family member ( 
Someone from a previous relationship ( Other (please specify) (

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		19. Has (……….) ever mistreated an animal or the family pet?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		20. Are there any financial issues? For example, are you dependent on (…..) for money/have they recently lost their job/other financial issues?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		21. Has (……..) had problems in the past year with drugs 
(prescription or other), alcohol or mental health leading to problems in leading a normal life? (If yes, please specify which and give relevant details if known.)



Drugs ( Alcohol ( Mental Health (

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		22. Has (……) ever threatened or attempted suicide or is currently depressed?

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		23. Has (………) ever broken bail/an injunction and/or formal agreement for when they can see you and/or the children? (You may wish to consider this in relation to an ex-partner of the perpetrator if relevant.)



Bail conditions ( Non Molestation/Occupation Order ( 
Child Contact arrangements ( Forced Marriage Protection Order ( Other (

		 FORMCHECKBOX 


		 FORMCHECKBOX 




		 FORMCHECKBOX 


		



		24. Do you know if (……..) has ever been in trouble with the police or has a criminal history? (If yes, please specify.)



DV ( Sexual violence ( Other violence ( Other (

		 FORMCHECKBOX 


		 FORMCHECKBOX 


		 FORMCHECKBOX 


		



		Total ‘yes’ responses 

		

		



		For consideration by professional: Is there any other relevant information (from victim or professional) which may increase risk levels? Consider victim’s situation in relation to disability, physical frailty/vulnerability, substance misuse, mental health issues, dementia, cultural/language barriers, ‘honour’- based systems, geographic isolation and minimisation, misuse of victim’s prescribed medication. Are they willing to engage with your service? Describe:


Consider abuser’s occupation/interests - could this give them unique access to weapons? Describe:






		What are the victim’s greatest priorities to address their safety? 






		Do you believe that there are reasonable grounds for referring this case to MARAC? Yes / No

If yes, have you made a referral? Yes/No

Signed: 
Date:



		Do you believe that there are risks facing the children or an ‘adult at risk’ in the family? Yes / No 


If yes, please confirm if you have made a referral to safeguard the children or ‘adult at risk’: Yes / No 


Date referral made …………………………………………….



		Signed:


Name:

		Date:





Practitioner’s Notes


		





We ask about whether the victim is experiencing any form of SEXUAL ABUSE in question 16



Sexual abuse can include the use of threats, force or intimidation to obtain sex, deliberately inflicting pain during sex, or combining sex and violence and using weapons.  



If the victim has suffered sexual abuse you should encourage them to get medical attention and to report this to the police.  See above for advice on finding a Sexual Assault Referral Centre which can assist with medical and legal investigations.  











We ask about PHYSICAL ABUSE in questions 1, 10, 11, 13, 15, 18, 19 & 23



Physical abuse can take many forms from a push or shove to a punch, use of weapons, choking or strangulation. 



You should try and establish if the abuse is getting worse, or happening more often, or the incidents themselves are more serious.  If your client is not sure, ask them to document how many incidents there have been in the last year and what took place.  They should also consider keeping a diary marking when physical and other incidents take place.



Try and get a picture of the range of physical abuse that has taken place.  The incident that is currently being disclosed may not be the worst thing to have happened.  



The abuse might also be happening to other people in their household, such as their children or siblings or elderly relatives. 



Sometimes violence will be used against a family pet.



If an incident has just occurred the victim should call 999 for assistance from the police. If the victim has injuries they should try and get them seen and documented by a health professional such as GP or A&E Nurse.











COERCION, THREATS AND INTIMIDATION is covered in questions 2, 3, 6, 8, 14, 17, 18, 19, 23 & 24.  



It is important to understand and establish: the fears of the victim/victims in relation to what the perpetrator/s may do; who they are frightened of and who they are frightened for (i.e. children/siblings).  Victims usually know the abusers behaviour better than anyone else which is why this question is significant.  



In cases of ‘Honour’ Based Violence there may be more than one abuser living in the home or belonging to the wider family and community.  This could also include female relatives.  



Stalking and harassment becomes more significant when the abuser is also making threats to harm themselves, the victim or others.  They might use phrases such as “If I can’t have you no one else can…”   



Other examples of behaviour that can indicate future harm include obsessive phone calls, texts or emails, uninvited visits to the victim’s home, workplace etc., loitering and destroyed or vandalised property.  



Advise the victim to keep a diary of these threats, when and where they happen, if anyone else was with them and if the threats made them feel frightened.



Separation is a dangerous time: establish if the victim has tried to separate from the abuser or has been threatened about the consequences of leaving.  Being pursued after separation can be particularly dangerous.  



Victims of domestic abuse sometimes tell us that the perpetrators harm pets, damage furniture and this alone makes them frightened without the perpetrator needing to physically hurt them.   This kind of intimidation is common and often used as a way to control and frighten.



Some perpetrators of domestic abuse do not follow court orders or contact arrangements with children.  Previous violations may be associated with an increase in risk of future violence.  



Some victims feel frightened and intimidated by the criminal history of their partner/ex-partner.  It is important to remember that offenders with a history of violence are at increased risk of harming their partner, even if the past violence was not directed towards intimate partners or family members, except for ‘honour’-based violence, where the perpetrator(s) will commonly have no other recorded criminal history.















ECONOMIC ABUSE – Question 20



Victims of domestic abuse often tell us that they are financially controlled by their partners/ex-partners.  Consider how the financial control impacts on the safety options available to them.  For example, they may rely on their partner/ex-partner for an income or do not have access to benefits in their own right.  The victim might feel like the situation has become worse since their partner/ex-partner lost their job. 



The Citizens Advice Bureau or the local specialist domestic abuse support service will be able to outline to the victim the options relating to their current financial situation and how they might be able to access funds in their own right.











EMOTIONAL ABUSE and ISOLATION can be experienced at the same time as the other types of abuse.  It may be present on its own or it may have started long before any physical violence began.  The result of this abuse is that victims can blame themselves and, in order to live with what is happening, minimise and deny how serious it is.  As a professional you can assist the victim in beginning to consider the risks the victim and any children may be facing.



The victim may be being prevented from seeing family or friends, from creating any support networks or prevented from having access to any money.



Victims of ‘honour’ based violence talk about extreme levels of isolation and being ‘policed’ in the home.  This is a significant indicator of future harm and should be taken seriously .   



Due to the abuse and isolation being suffered victims feel like they have no choice but to continue living with the abuser and fear what may happen if they try and leave.  This can often have an impact on the victim’s mental health and they might feel depressed or even suicidal.    



Equally the risk to the victim is greater if their partner/ex-partner has mental health problems such as depression and if they abuse drugs or alcohol.  This can increase the level of isolation as victims can feel like agencies won’t understand and will judge them.  They may feel frightened that revealing this information will get them and their partner into trouble and, if they have children, they may worry that they will be removed.  







We ask about EMOTIONAL ABUSE and ISOLATION in questions 4, 5 & 12. This can be experienced at the same time as the other types of abuse.  It may be present on its own or it may have started long before any physical violence began.  The result of this abuse is that victims can blame themselves and, in order to live with what is happening, minimise and deny how serious it is.  As a professional you can assist the victim in beginning to consider the risks the victim and any children may be facing.







The victim may be being prevented from seeing family or friends, from creating any support networks or prevented from having access to any money.



Victims of ‘honour’ based violence talk about extreme levels of isolation and being ‘policed’ in the home.  This is a significant indicator of future harm and should be taken seriously .   



Due to the abuse and isolation being suffered victims feel like they have no choice but to continue living with the abuser and fear what may happen if they try and leave.  This can often have an impact on the victim’s mental health and they might feel depressed or even suicidal.    



Equally the risk to the victim is greater if their partner/ex-partner has mental health problems such as depression and if they abuse drugs or alcohol.  This can increase the level of isolation as victims can feel like agencies won’t understand and will judge them.  They may feel frightened that revealing this information will get them and their partner into trouble and, if they have children, they may worry that they will be removed.  These risks are addressed in questions 21 & 22.







CHILDREN, PREGNANCY and Older People – Questions 7, 9 & 18 refer to being pregnant, children, and older people and whether there is conflict over child contact.



The presence of children including step children can increase the risk of domestic abuse for the mother.  They too can get caught up in the violence and suffer directly.  



Physical violence can occur for the first time or get worse during pregnancy or for the first few years of the child’s life.  There are usually lots of professionals involved during this time, such as health visitors or midwives, who need to be aware of the risks to the victim and children, including an unborn child.



The perpetrator may use the children to have access to the victim, abusive incidents may occur during child contact visits or there may be a lot of fear and anxiety that the children may be harmed.  



Older people are at increased risk when they have dementia and are often dependent upon care by the alleged abuser



Please follow your local Child/Adult Protection Procedures and Guidelines for identifying and making referrals to Children’s/Adult Services.
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Dyfed Powys MARAC referral form

MARAC referrals should be sent by secure email or other secure method to

Safeguardingchildren.hdd@wales.nhs.uk
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