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Identifying and responding to domestic violence and abuse in
healthcare settings
Roxanne Keynejad, 1 Natasha Baker, 1 Ursula Lindenberg, 2 Katherine Pitt, 3 Adrian Boyle, 4 Claire Hawcroft5
What you need to know
• Ask about domestic violence and abuse (DVA)
sensitively and respond in a supportive manner,
asking the person what they would like to happen,
informing them of sources of support, and following
up the case in your clinical setting where possible
• Get support and advice from safeguarding leads when
supporting patients with complex DVA and other
needs
• Being well informed about DVA, building links with
local support organisations, and addressing barriers
to accessing services can improve the care provided
to survivors of DVA

Visits to the UK national domestic abuse helpline
website increased by 700% in the second quarter of
2020 compared with the first quarter,1 supporting
reports from the voluntary sector that domestic
violence and abuse (DVA) escalated during the
covid-19 pandemic.2 3 The World Health Organization
considers violence against women an “urgent public
health priority.”4 -7 Clinicians play important roles
in the multisectoral response to DVA, which has
acute, lasting impacts on physical, reproductive, and
mental health. Family doctors or general practitioners
are often trusted by survivors; they are well placed
to listen, offer practical support, and advocate for
local commissioning of integrated DVA services
within healthcare. Identifying patients experiencing
DVA, responding appropriately, and connecting them
with specialist support is part of good holistic care.

What is DVA?
Although definitions vary,8 in England and Wales
DVA is defined as any incident or pattern of
controlling, coercive, or threatening behaviour,
violence, or abuse between current or former intimate
partners or family members aged 16 or above.9 Much
DVA comprises intimate partner violence (IPV),
perpetrated by partners and ex-partners. DVA
includes psychological, physical, sexual, financial,
and other abuse. Examples include insults,
humiliation, intimidation and threats (psychological
abuse), hitting, kicking, slapping or punching
(physical abuse), rape and forced non-penetrative
sexual acts (sexual abuse), and controlling or
withholding of money or access to basic necessities
(financial abuse). Digital technologies mean that DVA
can continue online, and can include use of tracking
devices, social media, and monitoring of women’s
internet use and communications. Children may be
exposed to DVA at home; it is a risk factor for child
maltreatment.
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Who experiences DVA?
DVA affects people of any age, ethnicity,
socioeconomic status, sexuality, and their children.
Twenty nine per cent of women and 14% of men in
England and Wales have experienced DVA.10 Thirty
five per cent of women worldwide experience physical
and/or sexual violence.11 Lower levels of education,
a history of experiencing maltreatment in childhood,
and harmful use of alcohol are risk factors for both
experiencing and perpetrating DVA.11 Living in rural
areas is also a risk factor, with isolation exploited by
perpetrators and limited access to support for
survivors.12 Women in relative poverty, who are
younger, or who have mental health or substance
use disorders report more DVA.13 In England, 32% of
homeless women cited DVA as a contributing factor,14
while gay men, bisexual, and trans people all disclose
higher rates of DVA than gay women and
heterosexual people.15 So called “honour” based
violence (HBV), including forced marriage, is often
a form of DVA but it is also perpetrated by non-family
members. A UK study of 505 DVA survivors at risk of
HBV found that 23% had no recourse to public funds
and 26% required an interpreter.16 Rates of DVA have
increased during the covid-19 pandemic (box 1).
Box 1: DVA and remote consulting during covid-19
UK17 and international18 observations suggest that
help-seeking for DVA and domestic homicides increased
during the covid-19 lockdown period.19 Reasons include
increased time spent at home with an abusive partner,
exacerbation of inequality between partners (eg, because
of unemployment, childcare, and home schooling
responsibilities), increased stressors (such as financial,
health, and occupational uncertainty), increased drug
and alcohol use, greater opportunities for cyber abuse,
reduced mobility and financial independence of
survivors, and reduced contact with support systems,
loved ones, and services which might detect DVA.
Many routine face-to-face clinical services were
suspended during covid-19 and much continuing
healthcare was delivered remotely, limiting survivors’
opportunities to disclose DVA to healthcare professionals
outside the home. During any national emergency,
patients and families may receive less contact from other
agencies, such as schools and community centres, which
might usually detect DVA. Guidance on safeguarding20
and responding to DVA21 during covid-19 were issued
urgently. Some points to consider:
• Be aware of social, emotional, and financial stressors
imposed on your patients by lockdown and consider
asking about home life and relationships.
• Remember that adults and children experiencing DVA
at home may now be trapped inside with their abuser
and isolated from support.
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• Encourage patients to use telephone or online means to connect with
friends, family, and professionals.
• Share contact details of relevant support organisations and inform
patients that DVA is a justification for breaking lockdown rules.
• Consider whether you need to arrange a face-to-face assessment if
you are concerned about their safety. Call 999 in an emergency.
• In maternity settings, partner and family member accompaniment has
been restricted. This increases opportunities to inquire about DVA;
however, be mindful that perpetrators may try to control women’s
hospital attendance. Ensure that you follow up all unattended
appointments.

• DVA survivors attending emergency departments should still be offered
referral to an advocacy service, but remote methods such as telephone
contact should be used where safe.

Although men’s exposure to DVA is likely underreported, women
experience more sexual violence, severe physical violence, fear,
control, and adverse mental and physical (including reproductive)
health effects.10 22 -25 We focus here on women, but these principles
remain relevant to male survivors.
Where available, some specialist organisations can support patients
facing additional barriers, such as those faced by people from a
particular cultural or ethnic group, gender identity, sexuality, or
with disabilities. Homelessness, rural accommodation, and
uncertain immigration status also affect disclosure.

How do people experiencing DVA present?
DVA damages the health of adults and children exposed to it.26
Although injuries to the head, face, neck, thorax, breasts, and
abdomen should raise suspicion of DVA, patients presenting with
acute trauma are less common than other health
presentations.26Table 1 lists the presentations and conditions
associated with DVA.

Table 1 | Adult25 -29 and child30 health outcomes associated with DVA
Mental

Physical

Adult

Suicide and suicidal ideation
Depression
Anxiety
Post-traumatic stress disorder (PTSD)
Complex PTSD
Substance use disorders

Child

Internalising symptoms, eg, anxiety and
Injuries
depression
Externalising symptoms, eg, aggression
Trauma symptoms
Adjustment difficulties and behavioural
problems
Mental health problems in adulthood, including
conduct disorder

Also consider DVA when children miss appointments or present
with sleep problems, bedwetting, or distress.
DVA is an interpersonal trauma and violation of human rights,
which may occur alongside other traumatic experiences, such as
forced displacement from humanitarian settings.31 Trauma informed
care prioritises trauma awareness, safety, trustworthiness, choice
and collaboration, and building strengths and skills.32 Trauma has
lasting physical and psychological impacts31 and when a threat is
continuous, can cause complex post-traumatic stress disorder
(PTSD). Trauma influences relations to the world, others, and oneself
and this may manifest in certain behaviours. For example, lifetime
prevalence of IPV is 25% among women accessing termination of
pregnancy, and repeated terminations with partners not knowing
about terminations is associated with IPV.33 Consider asking about
current or past DVA and historical trauma in patients who frequently
attend,34 or regularly miss appointments or discontinue treatment,
which may indicate being prevented from attending. Other
behavioural indicators of DVA include

•
•
2

Appearing fearful, evasive, ashamed, or embarrassed
Frequent use of analgesia or hypnotic drugs35

Sexual and reproductive

Injuries, including bruises, cuts, head injuries
and attempted strangulation
Chronic pain
Headaches
Hypertension and ischaemic heart disease
Irritable bowel syndrome

•
•

Sexually transmitted infections, including HIV
Persistent urinary tract infections
Chronic pelvic pain
Miscarriage
Termination of pregnancy
Premature labour and low birthweight babies
Engagement in risky health behaviours

Persistent physical complaints
The presence of an intrusive “other person” in telephone or
face-to-face consultations.

Where do survivors of DVA present?
The prevalence of DVA is higher among people attending healthcare
settings than in the general population36; it presents to all clinical
specialties. DVA commonly presents to GPs, emergency
departments, women’s health, psychiatric, drug, and alcohol
services, including for children’s symptoms. Clinicians see survivors
and perpetrators and may treat both members of a couple,
sometimes attending consultations together.7 Guidelines from the
National Institute for Health and Care Excellence (NICE) for England
and Wales recommend that trained staff ask service users about
DVA when they encounter them at services for women’s health,
sexual health, substance use, mental health, and the health of
children and vulnerable adults as a routine part of good clinical
practice.37
Despite its substantial impacts on health, DVA often remains
invisible to clinicians.38 UK studies suggest lifetime DVA prevalence
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• For all telephone and video consultations, check who else is in the
room or at home, and if it is safe to talk.
• Consider using closed “yes” or “no” answered questions instead of
open questions, to stop the content of your discussion from being
understood by someone else in the room.
• Agree a safe word or phrase so the call can be safely terminated if
interrupted, eg, “sorry, I’m not interested,” and agree how you will
follow up if the call ends in this way.
• Offer telephone follow-up, if appropriate.
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All clinical contacts, including GP appointments, emergency
department attendances, psychiatric, drug, and alcohol
assessments, and antenatal care, present opportunities to inquire
sensitively about DVA and offer support. Consider asking about
current and past DVA when inquiring about mental health, family
relationships, and other forms of trauma. Integrate questions about
new and continuing DVA into clinical risk assessments and revisit
DVA at different times.

What do survivors want from clinicians?
Most women are happy to be asked about DVA,38 47 even though
clinicians cite time constraints, discomfort, and fear of offending
patients or partners as common barriers to asking about DVA.48 An
American qualitative study with 27 survivors found that asking
about DVA and responding appropriately improved patient trust.49
A qualitative meta-synthesis of 25 studies found that survivors of
IPV wanted clinicians to50

•
•
•
•
•
•
•
•
•
•

Be sensitive, compassionate, non-judgmental
Allow time, show patience
Maintain confidentiality and privacy
Not pressure them to disclose
Understand the nature, complexity, and chronicity of DVA
Respect their wishes
Support them to make their own decisions
Address safety concerns
Offer continuity or follow-up, where possible
Know about local DVA support services.

How will identifying DVA benefit my patient?
With adequate training, support, and referral pathways, clinicians
can increase the identification of DVA,51 support patients, and
connect them to specialist services. One survivor said:
The GP took time when I couldn't see it was abuse to ask me more
about my husband's behaviour. They didn't know me well but they
were kind, respectful, and listened. This led to counselling, then
specialist service support. It was the beginning of a long process, but
a crucial step. The GP was the first person to say something seemed
wrong, and to suggest I had a right to get help.
Support available includes advocacy (eg, independent domestic
violence advisers (IDVAs) in England and Wales), to assess risk,
discuss options, and develop safety plans. Engagement with an
IDVA is associated with improved safety, including reduced DVA
escalation, severity, and recurrence.52
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Record linkage studies53 suggest that most domestic assaults
presenting to the emergency department are not reported to the
police. Refer women at high risk to a multidisciplinary panel, where
available (eg, multi-agency risk assessment conferences (MARACs)
in the UK), so that police, social services, DVA agencies, and other
relevant organisations can share information to enhance safety.
Sensitivity is required, however, as survivors’ willingness to report
DVA to law enforcement agencies may be influenced by wider
factors, such as immigration policies and mistrust of the police.54

How should I ask?
Although women want to be asked about DVA, they may not disclose
it unless asked directly.49 Disclosure of DVA and accessing support
may be influenced by the person’s “stage of change”
(pre-contemplation, contemplation, preparation, action,
maintenance).55 When asked, some survivors may deny DVA
because of fear, stigma, shame, or not identifying their experience
as abuse.7 Asking more than once may enable disclosure. Do not
pressure women to disclose but support them to, when ready (see
“How should I respond” below). DVA survivors experience an
average of 50 incidences of abuse before seeking help.56 Survivors
report being more likely to disclose DVA if they have a trusting
relationship with their healthcare professional.57
Before asking about DVA, ensure that the space is private (eg, a
side room, not a cubicle).4 You may need a reason to see the woman
alone, such as weighing in another room. Address additional
barriers: use professional interpreters (not friends, family, or
children) and involve support workers for patients with intellectual
disabilities. Never ask about DVA in front of other adults or verbal
children, in case they inform perpetrators about the disclosure,
placing the woman at greater risk.7
Practise phrasing questions about DVA to find what feels natural
for you; tailor your phrasing to individual cases (box 2).
Box 2: Suggested questions for asking about DVA
Open questions
• How are things at home?
Normalising
• Some people I see with pelvic pain that doesn’t get better are having
difficulties in other parts of their life. How are things at home?
• Often, depression can be triggered after stressful events in our
relationships. Has anything like that happened to you?
• We know violence at home is a problem for many women. Is there
anyone who is hurting you?
• Sometimes when women miss appointments, we worry that someone
at home might be controlling whether they come to see us. Is anyone
stopping you coming to appointments?
Direct
• Do you feel safe at home?
• Does anyone make you feel afraid?
• Do you feel safe in your relationship?
• Is there anything that worries you about your relationship?
• These injuries are more than I would expect following a fall. I’m
wondering whether someone else might have hurt you?
Specific questions
• Has your partner ever hit you? Have they kicked you? Have they hurt
you physically?
• Does your partner ever force you to have sex or make you feel
uncomfortable about sex?
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of 22% among adult attendees at emergency departments39 and
49% (men) to 69% (women) in patients with severe mental illness.40
DVA can begin before, during, or after pregnancy and continue
afterwards.41 42 Routine inquiry about DVA by trained staff
substantially increases detection (by 2.1% in an antenatal care
study43 and 13.8% in an emergency department study).44 Perinatal
DVA is predicted by social adversities, including early parenthood,
inadequate housing, limited education, financial difficulties,
substance misuse, and police contact.45 DVA is associated with
child abuse and witnessing DVA is associated with adverse outcomes
in children.30 46
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How should I respond?
Tailor your response to the individual and avoid stereotyped
assumptions about their background, culture, needs, or risks.
“LIVES” offers a helpful framework:

•
•

Listen closely, with empathy, without judging

•

Validate. Show you understand, respect, and believe her. Assure
her she is not to blame, eg, “thank you for telling me,” “support
is available,” “this is not your fault,” or “your (and your
children’s) safety is a priority.”

Inquire about emotional, physical, social, and practical needs
and concerns

•

Enhance safety. Does she feel safe to go home today? What
would she do if DVA recurred?

•

Support her to make her own decisions. Help her access
information, services, and social support, as a warm, facilitative
referral can increase her readiness to access help.58 She may
prefer you to refer or to self-refer. DVA agencies can provide
advocacy and accommodation assistance, reducing risks in a
continuing relationship or when planning to leave, safely.

Some women decline referral for specialist support, for example if
they are in the pre-contemplation or contemplation stage of
change.55 Although this may feel frustrating, respond
non-judgmentally. The time may not be right or she may not be
ready to conceptualise her experiences as abusive, even if disclosing
DVA provides relief. Listening and providing first-line support can
help you work together to meet her needs. Consider whether women
declining support are at risk of serious harm (box 3) and require
police involvement.
Box 3: Immediate risk of harm
Risks, including femicide, can escalate when the woman tries (or is
suspected of planning) to leave, and after separation.23 59 Other high
risk indicators60 -62 include

Women may fear disclosing DVA during pregnancy because of the
anticipated involvement of child and family social services, the fear
of worsening abuse, or threats to children. Address such concerns
by emphasising professionals’ focus on making families safer. In
some settings, specialist midwives can coordinate antenatal care
for women disclosing perinatal DVA.
Deciding to leave an abusive relationship is not straightforward
and benefits from specialist support. If a woman cannot safely return
home, discuss a safe place she can go instead, or refer her for safe
housing (eg, a DVA crisis service or refuge, where available).7
Depending on the situation and the setting, you may need to involve
the police; ensure that you know your legal obligations in your local
area.
In the UK, police and DVA specialists complete checklists such as
DASH (domestic abuse, stalking, harassment, and honour based
violence) to identify perpetrators at high risk of harm.63 Alternatives
include the common risk assessment framework (CRAF) in Australia,
and the domestic violence screening inventory—revised (DVSI-R)
in the US.64 Although each DASH item only weakly predicts DVA
recurrence,65 the associated guidance can help you consider risks
that women face.63

How should I document DVA?
Document DVA disclosures clearly and accurately; records may be
used in legal proceedings. Use pictures or body maps to document
injuries.
GPs—follow guidance66 and agree how your practice will code DVA
disclosures in survivor and children’s notes. DVA must be hidden
from accessible online records.67 Consider whether DVA should be
redacted for subject access requests.

• Escalating violence
• Substance misuse

Avoid unintended disclosure (eg, avoid documenting DVA in
perpetrators’ primary care records unless confident that they know
about allegations).

• Poor mental health
• Stalking

Use record alert systems to record safety concerns.

• Credible threats to kill
• Assault or threatening with a weapon
• Controlling or excessive jealous behaviour
• Assault during pregnancy
• Strangulation

Survivors value continuity of follow-up. Check how she can be
contacted again, if safe. Offer a follow-up appointment, where
possible, or let her know how to make contact.

How can I prioritise safety?
For many women, DVA is a chronic problem, with dynamic risks.

4

Explore specific concerns about the safety of the woman and other
adults and children affected by DVA, and assess whether they are
at any immediate risk of harm (box 3). Consider any care and support
needs that make adults vulnerable to DVA. For example, physical
and intellectual disabilities, mental health problems, and substance
misuse influence an adult’s ability to protect themselves from DVA.
Always take details and inquire about the welfare of children at
home. If your service has protocols for “safeguarding” vulnerable
patients, consult these and colleagues in leadership roles. In mental
healthcare, ensure to take DVA allegations seriously, whether or
not they arise during a psychiatric episode.

Document DVA risks in your organisation’s preferred mental health
risk assessment format.

How should I share information?
Where DVA poses a substantial risk to the woman or someone else,
you may need to inform other agencies. In the UK, guidance from
the General Medical Council,68 Department of Health,69 and
SafeLives70 explains how General Data Protection regulations affect
information sharing with MARACs.70
Discuss with the survivor the need to involve other agencies,
emphasising the person’s safety.
Seek guidance (see below) if safeguarding concerns warrant
breaking confidentiality, eg, where children live with the woman
and perpetrator, or an adult’s care and support needs (including
the bmj | BMJ 2021;373:n1047 | doi: 10.1136/bmj.n1047
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• Does your partner ever put you down or say hurtful things?
• Does your partner control when you can go out, who you see, or how
you spend your money?
• Are you allowed to see your friends and family as you want?
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mental health and substance use disorders) make them vulnerable
to DVA.

Avoid documenting DVA in handheld maternity records, because
of the risks of abusive partners reading them, but ensure to inform
their GP.
Use team meetings to share information about risks posed by others.
Consider making DVA a standing agenda item in clinical team
meetings.

What should my service do?
Consider what protocols, training, local links, and referral pathways
your service needs. For example:
Ensure that staff know how to contact your local DVA agency for
referral or advice, and provide clinicians with cards detailing local
DVA services. Demonstrating awareness of DVA and the support
available may encourage disclosure.
Display information posters in waiting rooms and toilets, in
languages spoken by your local community, so that women know
how to access help.
Consider covert disclosure systems, eg, placing a sticker on urine
samples if wanting to speak privately.
Ensure your service has protocols for inquiring about DVA, safe
documentation, and for information sharing with relevant
professionals and supporting women to access specialist support.
This includes a policy on documentation in perpetrators’ records
which does not place survivors at risk (see “How should I document
DVA?”).

• What protocol does your service have for safely asking about DVA and
managing a disclosure?
• What local support services and information can you offer a patient
disclosing DVA?
• Think about the last time you suspected that a patient was
experiencing DVA. What helped you or stopped you from asking more?
What could you do next time to facilitate a conversation about their
needs?
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Ensure that DVA identified during out-of-hours attendance or
inpatient admission is communicated to the patient’s continuing
care team.

Education into practice

How survivors were involved in the creation of this article
• Author UL contributed to writing and editing this article as a
representative of the DVA voluntary sector and individuals with lived
experience. Her perspective is based on many years’ professional
experience within the DVA sector.
• UL added points about the benefits of clinician education, the mental
health impact of DVA, the need for understanding of the stages of
change, the importance of documentation, and keeping DVA on clinical
team agendas, the risk of domestic homicide, the experiences of
pregnant women, the need to collaborate with local DVA agencies,
and the potential for clinical staff to be both survivors and
perpetrators.
Questions for future research
• Should women attending the antenatal booking appointment
unaccompanied be part of routine practice?
• What influence has covid-19 had on disclosure of DVA?
• What are the impacts of distancing measures on the health and
wellbeing of DVA survivors?
• How can healthcare services support DVA survivors while working
differently, such as through remote consulting?

Every service needs a DVA lead (box 4).
Box 4: Integrating DVA services into healthcare

Additional educational resources

DVA services integrated into healthcare can be commissioned by local
policy makers (clinical commissioning groups in England). GPs are well
placed to communicate local needs to commissioners, for services such
as

• King’s College London. Linking abuse and recovery through advocacy
for victims and perpetrators (LARA-VP): https://www.kcl.ac.uk/psychology-systems-sciences/research/lara-vp-download-form
• BMJ Learning. Domestic violence and abuse: asking and responding
to women. https://learning.bmj.com/learning/module-intro/-womendomestic-abuse.html?moduleId=5003147&searchTerm=%E2%80%9Cdomestic%20violence%E2%80%9D&page=1&locale=en_GB
• Ades V, Goddard B, Ayala SP, Greene JA. Caring for long term health
needs in women with a history of sexual trauma. BMJ 2019;367:l5825.
• Kirby N, Kilsby A, Walker R. Assessing low mood during pregnancy.
BMJ 2019;366:l4584.
• National Institute for Health and Care Excellence. Domestic violence
and abuse NICE pathway 2014. https://pathways.nice.org.uk/pathways/domestic-violence-and-abuse
• RESPONDS. Training for primary care professionals in safeguarding.
2015. http://www.bristol.ac.uk/primaryhealthcare/researchthemes/responds/training-pack/2015-06-24/

• In the UK, a scheme (“Identification and referral to improve safety:”
IRIS) can link DVA advocate educators based in DVA specialist
agencies with primary care.51
• In inpatient settings (acute and mental health trusts in England and
Wales), hospital independent domestic violence advisers (IDVAs) can
identify survivors not identified by community services, and provide
intensive support and access to resources. Hospital IDVAs can also
provide team training, which should be attended by reception,
management, and administrative staff, as well as clinicians.71

Leaders and managers should embed and promote safeguarding
within the team, empowering staff to discuss DVA and raise
concerns.
Many healthcare staff experience DVA.72 Team leaders should foster
an open culture, and be trained to detect signs of survivorship or
perpetration, and how to respond. Consider a policy outlining how
to support staff and address perpetration allegations.
Even if not personally affected, support and advice from
safeguarding leads can help staff to navigate complex cases
involving DVA.
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Information resources for patients (free and do not require registration)
• Women’s Aid. https://www.womensaid.org.uk/information-support/
• Refuge. https://www.refuge.org.uk/get-help-now/
• Specific regional agencies for ethnic minority groups listed at IMKAAN.
https://www.imkaan.org.uk/get-help
• Karma Nirvana. Support for victims of honour based abuse and forced
marriage. https://karmanirvana.org.uk/help/
5
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