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Abstract
Domestic abuse has significant and long‑lasting psychological consequences, with post‑traumatic stress disorder (PTSD) emerging as one of the most common outcomes for adult survivors. This dissertation investigates how PTSD develops in survivors of domestic abuse, examines the challenges they face when accessing mental health and social care support, and evaluates the effectiveness of current service provision. The research is situated within the wider context of health and social care, where trauma‑informed practice is increasingly recognised as essential for improving survivor outcomes.

A secondary research design was adopted to explore existing evidence without direct contact with vulnerable populations. The study drew on peer‑reviewed literature, policy documents, and official reports. A thematic analysis approach was used to identify recurring patterns across the selected sources, following Braun and Clarke’s (2006) six‑phase framework. Three core themes were generated: the psychological impact of domestic abuse and development of PTSD; barriers to accessing mental health and social care support; and the strengths and limitations of trauma‑informed care.

The findings indicate that survivors frequently experience symptoms such as hypervigilance, emotional dysregulation, and intrusive memories, often compounded by fragmented services, long waiting times, and limited specialist provision. Although trauma‑informed care offers a promising framework, its implementation remains inconsistent across health and social care settings, highlighting the need for more coordinated, well‑resourced, and survivor‑centred approaches.

The research process also identified challenges, including variations in terminology, limited UK‑specific studies, and inconsistencies in how trauma‑informed care is defined. These issues reflect wider inconsistencies in practice, where uneven service models can hinder recovery.

The dissertation concludes with recommendations for strengthening trauma‑informed training, improving access to specialist trauma‑focused therapies, and developing integrated multi‑agency support models. These proposals aim to inform future practice, policy development, professional education, and ongoing research within health and social care.
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CHAPTER 1 - Introduction

1.1 Introduction

Domestic abuse causes profound and enduring psychological harm, within post‑traumatic stress disorder (PTSD) recognised as one of the most prevalent and debilitating outcomes for adult survivors (Fernández Fillol et al., 2021). This dissertation examines the impact of PTSD on individuals who have experienced domestic abuse and explores the challenges they encounter when accessing mental health and social care support.

Survivors frequently report symptoms such as anxiety, flashbacks, hypervigilance, and difficulties trusting others (Jones, Hughes & Unterstaller, 2001). Many also face systemic barriers when seeking help, including stigma, under‑resourced services, and limited availability of trauma‑informed approaches (Women’s Aid, 2021; UK Government, 2022). These barriers can delay recovery and contribute to long‑term psychological distress.

The research aims to investigate how PTSD develops in survivors, evaluate the effectiveness of current support systems, and identify areas where services fail to meet survivor needs. By analysing academic literature, policy documents, and official reports, the study highlights gaps in service provision and proposes recommendations for more accessible, trauma‑informed care (Warshaw, Sullivan & Rivera, 2013; BMJ Open, 2022).

A secondary research design is used, supported by thematic analysis to identify recurring patterns in survivor experiences and service responses. This approach provides a structured foundation for the methodological detail presented in Chapter 3.

The dissertation is organised into six chapters: introduction; background and analysis; methods and search strategy; findings and discussion; conclusion and recommendations; and references and appendices. The overarching aim is to deepen academic understanding while advocating for meaningful improvements in practice, ensuring that survivors of domestic abuse are met with compassion, competence, and effective support.

1.2 Definitions and Terminology

To ensure clarity and consistency throughout the dissertation, key terms and acronyms are defined below.
Domestic Abuse refers to a pattern of controlling, coercive, threatening, degrading, or violent behaviour—including sexual violence—by a partner, ex‑partner, or family member. It encompasses physical, emotional, psychological, financial, and sexual abuse (UK Government, 2022).

Post‑traumatic stress disorder (PTSD) is a mental health condition triggered by exposure to traumatic events. Symptoms include flashbacks, nightmares, hypervigilance, emotional numbness, and avoidance behaviours (Jones, Hughes & Unterstaller, 2001).
Trauma‑Informed Care (TIC) is an approach that recognises the widespread impact of trauma and integrates this understanding into service delivery. It prioritises safety, empowerment, and collaboration, aiming to avoid re‑traumatisation (Warshaw, Sullivan & Rivera, 2013).
Acronyms and Abbreviations

· PTSD – Post‑traumatic stress disorder
· DV – Domestic Violence
· HSC – Health and Social Care
· TIC – Trauma‑Informed Care


1.3 Rationale for Research

The decision to explore PTSD in adult survivors of domestic abuse stems from both personal interest and growing recognition of the long‑term psychological impact of abuse. While physical injuries may be visible and treated, emotional trauma often remains hidden yet profoundly affects survivors’ quality of life.

Recent literature highlights a concerning gap in trauma‑informed service provision. Although domestic abuse is widely acknowledged as a public health issue, many survivors report feeling unsupported or re‑traumatised when accessing mental health services (Warshaw, Sullivan & Rivera, 2013; Women’s Aid, 2021).

Existing interventions often prioritise immediate safety and crisis management, meaning long‑term psychological recovery is not consistently addressed. Many services lack the resources, specialist training, or continuity of care required to respond to the complex and prolonged nature of PTSD in domestic abuse survivors (BMJ Open, 2022). This creates a mismatch between survivor needs and the support available.

The dissertation seeks to address this imbalance by examining how services can better support survivors in the aftermath of abuse. Through thematic analysis of secondary sources, the research identifies recurring barriers and evaluates the effectiveness of existing support systems.

The findings aim to contribute to the development of more compassionate, accessible, and trauma‑informed care pathways. In doing so, the study not only fills a gap in academic literature but also supports ongoing efforts within health and social care to improve outcomes for survivors of domestic abuse.

1.4 Aim and Objectives

1.4.1 Aim
To investigate how post‑traumatic stress disorder (PTSD) affects adults who have experienced domestic abuse and to examine how health and social care services support their recovery. The research also explores the challenges survivors face when seeking support and identifies areas for service improvement.

1.4.2 Objectives
· Define and examine: Investigate the emotional and psychological impact of domestic abuse, with a focus on the development of PTSD in adult survivors.
· Analyse: Explore the barriers survivors encounter when accessing mental health and social care services, including stigma, limited availability, and lack of awareness.
· Evaluate: Assess the effectiveness of current services and support systems in meeting survivors’ recovery needs.
· Recommend: Propose improvements to services, including the adoption of trauma‑informed approaches, enhanced accessibility, and more targeted support mechanisms.

1.5 Conclusion

This chapter has introduced the focus of the dissertation: exploring PTSD in adult survivors of domestic abuse and evaluating the effectiveness of health and social care support. Key definitions and terminology were clarified, and the rationale for the research was outlined, highlighting the significance of addressing long‑term psychological impacts and service gaps.
The importance of the study lies in its potential to influence practice and policy within health and social care, ensuring that survivors are met with appropriate, compassionate support. By identifying barriers and gaps in current provision, the research advocates for more inclusive and responsive services. This aligns with wider evidence emphasising the need for improved trauma‑informed approaches in domestic abuse support systems (Warshaw et al., 2013; Women’s Aid, 2021).

The next chapter (2) provides a comprehensive background analysis, examining PTSD in survivors of domestic abuse and the challenges they face in recovery and accessing support.

Chapter 2 – Background Information and Analysis

2.1 Introduction

This chapter outlines the wider context of post‑traumatic stress disorder (PTSD) among survivors of domestic abuse. It traces the historical development of domestic abuse awareness, the recognition of PTSD as a mental health condition, and the evolving role of health and social care services. These elements provide the foundation for understanding the relationship between trauma, service provision, and survivor wellbeing.
Key theoretical perspectives—including trauma theory, complex PTSD, and attachment theory—are introduced to explain the psychological impact of abuse (Anderson, Renner & Danis, 2012). Policy developments and service models shaping support for survivors are also considered (UK Government, 2022; NICE, 2018). This contextual overview informs later analysis of service effectiveness and survivor experiences, explored in Chapter 4.

2.2 Historical Background

Although PTSD and domestic abuse have long histories, their connection has only been widely recognised in recent decades. PTSD was first identified in military contexts, with terms such as “shell shock” used during World War I. The condition was formally recognised in 1980 when PTSD was added to the DSM‑III, extending its relevance beyond combat to include survivors of interpersonal trauma (National Centre for PTSD, 2025).

Domestic abuse, historically viewed as a private matter, received little attention from authorities. Early reforms such as the Matrimonial Causes Act 1857 offered limited protection. The women’s rights movements of the 1970s marked a turning point, with campaigners such as Rebecca and Russell Dobash highlighting patterns of violence and advocating for improved support (BASW, 2025).

Grassroots organisations including Women’s Aid and Refuge emerged during this period, providing safe accommodation and influencing policy. Their advocacy contributed to legislation such as the Domestic Violence, Crime and Victims Act 2004 and the Domestic Abuse Act 2021, which introduced a statutory definition of domestic abuse and strengthened protections (Refuge, 2024).

Understanding of the psychological impact of abuse also expanded. Trauma‑informed approaches emphasising safety, empowerment, and awareness of trauma responses were developed (Warshaw, Sullivan & Rivera, 2013), although implementation remains inconsistent.

Overall, the historical trajectory reflects a shift from silence and stigma to recognition and reform. This evolution underpins current understanding of PTSD in survivors and the need for responsive support.





2.3 Theoretical Background

Several theoretical frameworks help explain the psychological impact of domestic abuse and the development of PTSD.
Trauma theory highlights how overwhelming or prolonged experiences disrupt an individual’s ability to cope. Domestic abuse often involves chronic, interpersonal trauma rooted in control and coercion, making trauma theory highly relevant (Fontes, 2025).

Complex PTSD (CPTSD) extends traditional trauma theory by recognising the effects of sustained interpersonal trauma. Symptoms such as emotional dysregulation, negative self‑beliefs, and relational difficulties are common among survivors (Social Work Institute, 2024). CPTSD reinforces the need for long‑term, tailored support.

Attachment theory, developed by Bowlby, explains how early relationships shape emotional regulation and interpersonal functioning. Many survivors experience disrupted attachment patterns, influencing trust, help‑seeking, and engagement with services. Trauma bonding—where victims develop emotional ties to abusers—adds further complexity (Flood Aakvaag & Glad, 2020).

These theories inform practice. Trauma theory underpins trauma‑informed care models (Warshaw, Sullivan & Rivera, 2013) and NICE PTSD guidance (NICE, 2018). Attachment‑based approaches support survivors struggling with relational difficulties, with research suggesting that insecure attachment can hinder engagement with professionals (Eckhardt & Massa, 2022).

Each theory has limitations. Trauma theory may pathologies adaptive coping (Fontes, 2025), attachment theory can overemphasise childhood experiences, and trauma bonding lacks consistent empirical definition (Social Work Institute, 2024). Despite this, these frameworks remain central to understanding the psychological effects of domestic abuse and guiding compassionate, evidence‑based support.

2.4 International Context

Domestic abuse and PTSD are global issues, but responses vary due to differences in legal frameworks, cultural norms, and resources. Many Western nations have adopted trauma‑informed approaches and recognise the long‑term psychological impact of abuse (SafeLives, 2025).

Australia’s sCAPE model integrates mental health care, housing, and legal assistance (Williams et al., 2024). Canada has introduced trauma‑informed training across public services, while Sweden emphasises strong coordination between healthcare, social services, and law enforcement (Take Back the Night, 2025).

In contrast, regions such as South Asia and Sub‑Saharan Africa face greater challenges due to stigma, limited legal protections, and under‑resourced mental health systems. Grassroots organisations are working to raise awareness, but systemic change is slow (Take Back the Night, 2025).

Digital platforms such as Bloom, developed by Chayn, offer trauma support through online resources, particularly valuable where in‑person services are inaccessible. International organisations like the NO MORE Foundation promote global collaboration and awareness (NO MORE Foundation, 2025).

Although progress is evident, disparities remain. However, increasing recognition of trauma‑informed, survivor‑led approaches suggests growing global alignment.

2.5 National and Local UK Context

In the UK, domestic abuse and its psychological consequences—particularly PTSD—are recognised as major public health concerns. Women’s Trust (2023) highlights high levels of anxiety, depression, and PTSD among survivors, often without adequate support.

The Domestic Abuse Act 2021 introduced a statutory definition of domestic abuse and placed new responsibilities on local authorities to provide safe accommodation and support (UK Government, 2022). Despite this, access to specialist PTSD support remains inconsistent. The Domestic Abuse Commissioner’s Patchwork of Provision report (2023) identifies long waiting times, limited trauma‑informed services, and poor continuity of care.

NHS England (2023) emphasises the need for trauma‑informed systems across health and social care, noting that survivors often disengage when environments feel unsafe or invalidating. Effective implementation requires organisational commitment, training, and integrated pathways.

Local responses vary. Some councils have adopted innovative approaches, such as Cheshire East’s Whole Housing Approach, which offers flexible support across housing types (Local Government Association, 2025).

Regional inequalities persist. The NHS IAPT Annual Report (2022) highlights variation in access to psychological therapies, with many areas reporting long waits and limited trauma‑focused interventions. Housing policy has also evolved, with the Housing Act 1996 prioritising survivors in social housing allocations.

While progress is evident, challenges remain. Funding pressures, regional disparities, and limited mental health infrastructure hinder consistent delivery of trauma‑informed care.

2.6 Conclusion

This chapter has explored the wider context of PTSD in survivors of domestic abuse, including historical developments, theoretical perspectives, and international and UK responses. These insights highlight gaps and inconsistencies in support and provide essential context for the themes explored in later chapters. Chapter 3 outlines the methodology, including the rationale for secondary research, the thematic analysis approach, and the search strategy used to identify relevant literature.
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CHAPTER 3 – Methods and Search Strategy 

3.1 Introduction

This chapter outlines the methodological approach used to explore existing research on post‑traumatic stress disorder (PTSD) in adult survivors of domestic abuse. A secondary research design was selected because it enables the study to draw on established evidence, policy documents, and academic literature without collecting new primary data (Johnston, 2017). This approach is particularly suitable for sensitive topics involving vulnerable populations, as it avoids direct contact with survivors while still allowing meaningful and ethical analysis. It also supports a broad exploration of existing knowledge, enabling the study to synthesise findings from multiple disciplines, including psychology, social care, public health, and policy.

The chapter expands on the academic methodology poster by detailing the search strategy, validation processes, inclusion and exclusion criteria, and the thematic analysis used to generate the findings presented in Chapter 4 (Braun & Clarke, 2006). By explaining how the research was carried out, this chapter provides transparency and ensures that the findings are grounded in credible, systematically reviewed evidence. A clear methodological structure also enhances the reliability and replicability of the study, demonstrating how the literature was identified, selected, and analysed.

3.2 Search Strategy
Developing an effective search strategy began with identifying key terms directly linked to the research focus, including domestic abuse, PTSD, trauma‑informed care, and adult survivors. These were supported by professional synonyms and related concepts such as intimate partner violence, psychological trauma, mental health recovery, and service barriers. Using a wide range of terms ensured that the search captured diverse perspectives and avoided overlooking relevant studies.

Boolean operators were used to refine results and improve precision. For example:
· “Domestic abuse AND PTSD” narrowed the search to studies addressing both concepts
· “Trauma‑informed care OR TIC” broadened the search to include variations in terminology
· “Adult survivors NOT children” excluded research focusing on minors

A structured search plan was created to record keywords, combinations, and outcomes. This ensured that the process remained organised, transparent, and replicable throughout the research. Recording search outcomes also helped identify gaps in the literature and guided further refinement of search terms.

3.3 Searching for Information

A range of academic databases and platforms were used to locate credible literature. Google Scholar, PubMed, ScienceDirect, and the UWTSD Library database were selected because they provide access to peer‑reviewed studies and authoritative publications relevant to health and social care. These databases were complemented by reports from reputable organisations such as NICE, Women’s Aid, Refuge, and the Domestic Abuse Commissioner, which offer up‑to‑date sector insights and policy guidance.

To improve the relevance of search results, several filters were applied:
· Publication date: limited to the last ten years
· Peer‑reviewed status: prioritised to maintain academic quality
· Population focus: studies involving adult survivors
· Geographical relevance: preference for UK‑based research

When initial searches produced overly broad results, additional terms such as trauma responses, service accessibility, or mental health pathways were added to narrow the focus. Conversely, when searches were too narrow, broader terms such as violence or abuse were temporarily included to identify additional sources.

A source‑tracking table was created to record authors, publication dates, key findings, and relevance to the research question. This helped organise the literature systematically and supported the development of themes by making it easier to compare findings across sources.

3.4 Research Validation

To ensure the reliability of each source, skimming techniques were used during the initial screening stage. Titles, abstracts, introductions, and conclusions were reviewed first to determine whether a study aligned with the research focus. This helped exclude articles that were outdated, irrelevant, or centred on different populations such as children or military veterans.

A more detailed evaluation was then conducted using the CRAAP test, which assesses Currency, Relevance, Authority, Accuracy, and Purpose (Aveyard, 2019). Priority was given to sources that demonstrated:
· strong currency
· clear relevance to domestic abuse and PTSD
· credible authorship
· evidence‑based findings
· transparent methodology

Peer‑reviewed journal articles and official UK reports were included, while opinion‑based blogs, non‑academic websites, and sources lacking methodological detail were excluded. This validation process ensured that the literature informing the findings was trustworthy and academically robust.

The validation stage also helped identify potential biases within sources, such as small sample sizes, limited geographical focus, or reliance on self‑reported data. Recognising these limitations strengthened the critical analysis presented in later chapters.

3.5 Inclusion and Exclusion Criteria
Clear inclusion and exclusion criteria were applied to maintain the quality and focus of the review.
Inclusion criteria:
· Peer‑reviewed journal articles
· Published within the last ten years
· UK‑based studies where possible
· Sources addressing PTSD in adult survivors of domestic abuse
· Reports from reputable organisations
· Studies discussing trauma‑informed care
Exclusion criteria:
· Opinion blogs or non‑academic websites
· Outdated research
· Articles not written in English
· Studies focusing on children or unrelated populations
· Sources lacking methodological transparency

These criteria ensured that the literature remained credible, contemporary, and directly aligned with the research question. Applying clear boundaries helped maintain the focus of the review and prevented the inclusion of irrelevant or unreliable evidence.

3.6 Analysing Research

A thematic analysis approach was used to interpret the selected literature. Each article was read in detail, and recurring ideas, issues, and keywords were highlighted to create initial codes. Examples of early codes included:

· hypervigilance
· service barriers
· trauma‑informed practice
· long waiting times
· emotional dysregulation
· lack of specialist support

Following Braun and Clarke’s (2006) six‑phase framework, these initial codes were organised into broader categories, refined, and developed into themes that aligned with the research objectives. This process involved:

1. Familiarisation with the data
2. Generating initial codes
3. Searching for themes
4. Reviewing themes
5. Defining and naming themes
6. Producing the final thematic narrative

Tables, colour‑coding, and spreadsheets were used to track codes, key quotations, and emerging patterns. This organisational system made it easier to compare findings across sources and ensured that the analysis remained systematic and transparent.

The final themes—presented in Chapter 4—reflect the most prominent and recurring issues identified across the literature and provide a structured foundation for discussing survivor experiences and service effectiveness.

3.7 Ethical Considerations

As this study is based entirely on secondary research, no new data were collected, and no participants were involved. Ethical considerations therefore focused on maintaining academic integrity and ensuring responsible use of existing literature.

All sources were accurately cited using the Harvard referencing style, and care was taken to summarise findings fairly and avoid misrepresentation. Given the sensitive nature of domestic abuse and PTSD, information was handled respectfully, avoiding language that could stigmatise or sensationalise survivor experiences. Only credible and ethically produced sources were used, ensuring that the research remained transparent, responsible, and academically sound.

The study also acknowledges the ethical responsibility to represent survivor experiences with sensitivity, recognising the potential emotional impact of discussing trauma‑related topics.




3.8 Chapter Conclusion

This chapter has outlined the systematic steps taken to locate, evaluate, and analyse the literature used in this dissertation. A structured search strategy, supported by clear inclusion and exclusion criteria, ensured that only credible and relevant sources were selected. Research validation techniques, including skimming and the CRAAP test, strengthened the reliability of the evidence. The thematic analysis approach then enabled recurring ideas to be organised into meaningful themes that directly inform the findings presented in Chapter 4.

Chapter 4 now presents these findings, exploring each theme in relation to the research question and highlighting the key issues affecting survivors of domestic abuse who experience PTSD.










































Chapter 4: Findings and Discussion 
Introduction

This chapter presents the findings generated through the thematic analysis of existing literature on post‑traumatic stress disorder (PTSD) in adult survivors of domestic abuse. The purpose of this chapter is to explore the key patterns that emerged from the reviewed studies and to critically examine how these findings contribute to the research aim: understanding how PTSD develops in survivors of domestic abuse and how effectively health and social care services support recovery.

The chapter is structured around three overarching themes identified during the analysis:

1. The psychological impact of domestic abuse and the development of PTSD
2. Barriers that prevent survivors from accessing mental health and social care support
3. The effectiveness and limitations of trauma‑informed care

Each theme is examined in depth, drawing on academic literature, policy documents, and sector reports to provide a comprehensive and critical discussion. The chapter also integrates theoretical perspectives, including trauma theory, attachment theory, and complex PTSD frameworks, to contextualise the findings and highlight the complexity of survivor experiences.

By analysing these themes, the chapter demonstrates how psychological trauma, systemic barriers, and inconsistent service responses collectively shape survivor outcomes. The discussion also identifies gaps in current provision and areas where improvements are urgently needed. These insights form the foundation for the recommendations presented in Chapter 5.

4.2 Thematic Analysis

Thematic analysis was used to identify, organise, and interpret patterns across the selected literature. Braun and Clarke (2006) describe thematic analysis as a flexible qualitative method that enables researchers to move beyond summarising content by examining how meanings are constructed across data sources. This makes it particularly suitable for secondary research, where the aim is to synthesise findings from multiple studies rather than analyse primary data.

Application of Thematic Analysis in This Study

The method was applied by systematically coding repeated ideas, concepts, and issues within the reviewed literature. The coding/results table (Appendix X) documents this process and provides transparency in how themes were developed. Initial codes included:


· hypervigilance
· flashbacks
· emotional dysregulation
· long waiting lists
· stigma
· limited specialist services
· trauma‑informed practice
· staff training
· service inconsistency


These codes were grouped into broader categories that reflected recurring issues across the literature. For example:

· Codes relating to intrusive memories, fear, and emotional instability were grouped under psychological impact.
· Codes relating to service delays, lack of specialist provision, and fragmented pathways were grouped under barriers to accessing support.
· Codes relating to training, service culture, and implementation challenges were grouped under trauma‑informed care.

Development of Themes

Through this structured process, three overarching themes were identified:

1. Psychological impact of domestic abuse and the development of PTSD
2. Barriers to accessing mental health and social care support
3. Effectiveness and limitations of trauma‑informed care

These themes were selected because they appeared consistently across the literature and directly aligned with the research objectives. They also reflect the interconnected nature of survivor experiences: psychological trauma influences help‑seeking behaviours; barriers to support exacerbate trauma; and trauma‑informed care has the potential to address both issues when implemented effectively.

Why Thematic Analysis Was Appropriate

Thematic analysis was particularly appropriate for this dissertation because:
· It allows for the integration of diverse sources, including academic studies, policy documents, and sector reports.
· It supports the identification of patterns across complex and varied literature.
· It enables a critical, interpretive approach rather than a purely descriptive summary.
· It aligns with the study’s aim of exploring survivor experiences and service responses in depth.

The following sections present each theme in detail, drawing on the coded literature to provide a clear and critical discussion of the findings.

4.3 Theme 1: Psychological Impact of Domestic Abuse and the Development of PTSD 

The first theme examines the psychological impact of domestic abuse and the development of post‑traumatic stress disorder (PTSD) in adult survivors. This theme is central to the research aim, as understanding the emotional and cognitive consequences of abuse is essential for evaluating whether current health and social care services adequately meet survivor needs. PTSD is widely recognised as a mental health condition that can develop following exposure to traumatic events, characterised by symptoms such as flashbacks, hypervigilance, avoidance, intrusive memories, and emotional numbing (Jones, Hughes and Unterstaller, 2001). Within domestic abuse, trauma is often prolonged, relational, and repetitive, which intensifies psychological harm and increases the likelihood of long‑term mental health difficulties.

Historically, PTSD was associated primarily with military trauma. During the early twentieth century, terms such as “shell shock” were used to describe the psychological effects of combat. A significant shift occurred in 1980 when PTSD was formally included in the DSM‑III, enabling the diagnosis to be applied to survivors of interpersonal trauma, including domestic abuse (National Centre for PTSD, 2025). This development marked an important recognition of the psychological consequences of abuse and laid the foundation for contemporary trauma‑informed approaches.

Understanding the psychological impact of domestic abuse is directly relevant to the dissertation title. PTSD is one of the most common long‑term outcomes of abuse, and its presence shapes survivors’ recovery journeys. Symptoms influence how individuals interpret their experiences, how they engage with services, and what forms of support they require. Without a clear understanding of trauma, services risk offering interventions that are insufficient, inappropriate, or inadvertently harmful. A detailed examination of PTSD therefore provides essential context for assessing the effectiveness of current support systems.

Statistical evidence highlights the scale of trauma among survivors. Women’s Aid (2021) reports that a significant proportion of individuals who experience domestic abuse develop symptoms consistent with PTSD, with some studies suggesting prevalence rates of 60–70% among those exposed to severe or prolonged harm. The Domestic Abuse Commissioner (2023) also notes that many survivors present with co‑occurring mental health conditions such as anxiety, depression, and complex PTSD (CPTSD). CPTSD, recognised in the ICD‑11, includes additional symptoms such as emotional dysregulation, persistent negative self‑beliefs, and difficulties maintaining relationships (Psychology Today, 2025). These symptoms are particularly common when trauma is chronic and interpersonal, as is often the case in abusive relationships.

Several theoretical frameworks help explain why domestic abuse has such profound psychological effects. Trauma theory suggests that overwhelming or prolonged experiences disrupt an individual’s ability to cope, leading to long‑term emotional and cognitive consequences (Fontes, 2025). Domestic abuse often involves cumulative trauma, where each incident builds upon previous experiences, intensifying psychological harm. This cumulative pattern contributes to the development of CPTSD, which is more complex and enduring than traditional PTSD.

Attachment theory also provides valuable insight. Developed by John Bowlby, attachment theory proposes that early relationships shape emotional regulation and interpersonal functioning. Survivors of domestic abuse often experience disrupted attachment patterns, particularly when abuse occurs within intimate relationships. Trauma bonding, a phenomenon where victims form emotional ties with their abusers, further complicates psychological impact. Flood Aakvaag and Glad (2020) argue that trauma bonding can create confusion, self‑blame, and difficulty leaving abusive relationships, all of which contribute to long‑term psychological distress. These relational dynamics help explain why survivors may struggle to recognise abuse, disengage from harmful relationships, or seek support.

Policy and legislation also influence responses to the psychological impact of domestic abuse. The Domestic Abuse Act 2021 formally recognises psychological harm as a key component of abuse, acknowledging that emotional and mental health consequences can be as damaging as physical injuries. This recognition places a legal responsibility on services to consider psychological trauma when supporting survivors. NICE guidelines (2018) emphasise the importance of trauma‑informed approaches in treating PTSD, recommending interventions such as trauma‑focused cognitive behavioural therapy (TF‑CBT) and eye movement desensitisation and reprocessing (EMDR). However, access to these treatments remains inconsistent across the UK, raising concerns about whether policy intentions translate into practice.

The implications of this theme are wide‑ranging. Increased recognition of PTSD and CPTSD has led to greater awareness of the psychological impact of domestic abuse and the need for specialised support. This awareness has encouraged the development of trauma‑informed care models and improved training for professionals. However, significant challenges remain. 

Survivors with PTSD may struggle to engage with services due to avoidance behaviours, fear, or mistrust of professionals. Hypervigilance and emotional dysregulation can make it difficult to navigate complex service systems, while symptoms such as dissociation may hinder communication with practitioners. These challenges highlight the need for services that are sensitive to trauma responses and capable of adapting to survivor needs.

Examples from the literature further illustrate the psychological impact of domestic abuse. Jones, Hughes and Unterstaller (2001) found that survivors frequently experience intrusive memories and heightened anxiety, which can persist for years after leaving the abusive relationship. Their findings emphasise the long‑term nature of trauma and the need for sustained support. Warshaw, Sullivan and Rivera (2013) highlight how trauma responses can be misunderstood by professionals, leading to re‑traumatisation or inadequate support. For instance, a survivor who appears withdrawn or unresponsive may be experiencing dissociation, yet without trauma‑informed training, practitioners may misinterpret this as non‑compliance. BMJ Open (2022) reports that many survivors struggle to access appropriate mental health support, with long waiting times and limited availability of specialist services contributing to worsening symptoms.

The articles demonstrate both agreement and variation in perspectives. While all acknowledge the psychological impact of domestic abuse, some emphasise the role of service barriers, while others focus on the internal experiences of survivors. Together, the findings provide a comprehensive understanding of how PTSD develops and why it is so challenging to treat.

This theme also connects closely with the other themes identified in the analysis. The psychological impact of domestic abuse directly influences survivor engagement with services, linking it to Theme 2, which explores barriers within health and social care systems. Symptoms such as avoidance or mistrust may prevent survivors from seeking help, while service limitations may exacerbate psychological distress. Theme 3, which examines trauma‑informed care, is also closely related, as trauma‑informed approaches are designed to address the psychological consequences of abuse. Without a clear understanding of PTSD, trauma‑informed care cannot be effectively implemented.

In summary, the psychological impact of domestic abuse and the development of PTSD represent a foundational theme within the dissertation. The literature demonstrates that domestic abuse causes profound and long‑lasting psychological harm, often resulting in PTSD or CPTSD. Theoretical frameworks, statistical evidence, and policy developments all highlight the significance of trauma and the need for specialised, consistent, and trauma‑informed support. However, the complexity of trauma means that survivors require services that are flexible, empathetic, and equipped to respond to a wide range of psychological needs. This theme provides an essential context for understanding the barriers survivors face and the importance of trauma‑informed care, which are explored in the following themes.

4.4 Theme 2: Barriers to Accessing Mental Health and Social Care Support

The second theme examines the barriers that adult survivors of domestic abuse encounter when attempting to access mental health and social care support. This theme is essential to the research question because the presence of PTSD alone does not determine recovery outcomes; access to appropriate, timely, and trauma‑informed support plays a crucial role in shaping survivor wellbeing. Barriers can be understood as structural, psychological, social, or organisational obstacles that prevent individuals from receiving the help they require. Within the context of domestic abuse, these barriers often intersect, creating complex challenges that significantly delay or disrupt recovery.

Historically, support for domestic abuse survivors has been shaped by crisis‑focused models that prioritise immediate safety, such as refuge accommodation, emergency interventions, and safeguarding responses. Although these services remain vital, they do not always address long‑term psychological needs. Over time, awareness of the mental health consequences of domestic abuse has increased, yet service provision has not expanded at the same pace. Reports from Women’s Aid (2021) and the Domestic Abuse Commissioner (2023) highlight that survivors frequently struggle to access specialist mental health support, particularly for trauma‑related conditions such as PTSD and complex PTSD. This historical gap between recognition and provision forms the backdrop for understanding the barriers explored in this theme.

The relevance of this theme to the dissertation title is clear. The research aims to examine how PTSD affects adult survivors of domestic abuse and how services support recovery. If survivors cannot access appropriate support, the effectiveness of existing systems must be questioned. Barriers to access directly influence recovery outcomes, engagement with services, and the likelihood of long‑term psychological harm. Analysing these barriers is therefore essential for evaluating the adequacy of current health and social care responses.

Statistical evidence highlights the scale of the problem. The Domestic Abuse Commissioner’s report A Patchwork of Provision (2023) found that 70% of survivors who sought mental health support experienced long waiting times, with some waiting over a year for trauma‑focused therapy. Women’s Aid (2021) reported that many survivors are turned away from services due to capacity issues or a lack of specialist provision. The NHS Mental Health Dashboard (2022) also shows significant regional disparities in access to psychological therapies, with some areas offering limited or no specialist trauma services. These statistics illustrate how systemic inequalities shape survivor experiences and contribute to worsening mental health outcomes.

Several theoretical frameworks help explain why barriers to support are so prevalent. Trauma theory suggests that survivors may struggle to seek help due to avoidance behaviours, fear, or mistrust of professionals (Fontes, 2025). PTSD symptoms such as hypervigilance, emotional numbing, or dissociation can make it difficult to engage with services, particularly when environments feel unsafe or overwhelming. Attachment theory also provides insight, as survivors with insecure attachment styles may find it challenging to trust practitioners or disclose their experiences (Eckhardt and Massa, 2022). These psychological factors interact with structural barriers, creating a cycle in which survivors are both unable and unsupported to access help.

Policy and legislation also influence access to support. The Domestic Abuse Act 2021 places new responsibilities on local authorities to provide safe accommodation and support services, yet it does not guarantee access to specialist mental health care. NICE guidelines (2018) recommend trauma‑informed approaches for treating PTSD, but implementation varies widely across regions. Funding constraints, workforce shortages, and inconsistent commissioning practices contribute to gaps in provision. The Domestic Abuse Commissioner (2023) argues that without ring‑fenced funding for trauma‑focused mental health services, survivors will continue to face significant barriers.

The implications of this theme are wide‑ranging. Increased recognition of the need for trauma‑informed support has led to improvements in some areas. For example, certain local authorities have developed integrated support models that combine housing, mental health, and advocacy services. However, negative implications remain substantial. Long waiting times, limited specialist provision, and inconsistent service quality can exacerbate PTSD symptoms, increase the risk of re‑traumatisation, and reduce survivor engagement. Survivors may also face social barriers such as stigma, fear of judgement, or concerns about child custody, which further discourage help‑seeking.

Examples from the literature illustrate the impact of these barriers. Warshaw, Sullivan and Rivera (2013) highlight how survivors often feel misunderstood by professionals who lack trauma‑informed training. Their research shows that survivors may be labelled as “difficult” or “uncooperative” when displaying trauma responses such as dissociation or emotional withdrawal. Such misunderstandings can lead to re‑traumatisation and discourage survivors from returning for support. BMJ Open (2022) reports that survivors frequently encounter fragmented service pathways, where mental health, housing, and social care operate in isolation. Fragmentation creates confusion and forces survivors to navigate complex systems at a time when they may already feel overwhelmed. Women’s Aid (2021) also notes that survivors from marginalised communities face additional barriers related to language, immigration status, or cultural expectations, which can further limit access to support.

The articles demonstrate both agreement and variation in perspectives. Warshaw et al. (2013) focus on practitioner–survivor interactions, highlighting the importance of trauma‑informed communication. BMJ Open (2022) emphasises structural barriers such as waiting times and service fragmentation. Women’s Aid (2021) draws attention to social and cultural barriers that disproportionately affect certain groups. Together, these perspectives provide a comprehensive understanding of the challenges survivors face and highlight the need for systemic change.

Connections to other themes are also evident. The psychological impact of domestic abuse, explored in Theme 1, directly influences survivors’ ability to access support. PTSD symptoms such as avoidance, mistrust, or emotional dysregulation can make help‑seeking difficult, particularly when services are not trauma‑informed. Theme 3, which examines the effectiveness of trauma‑informed care, is also closely linked. Trauma‑informed approaches are designed to reduce barriers by creating safe, supportive environments that recognise trauma responses. However, inconsistent implementation of trauma‑informed care contributes to the barriers discussed in this theme.

In summary, barriers to accessing mental health and social care support represent a significant challenge for adult survivors of domestic abuse. Structural issues such as long waiting times, limited specialist provision, and fragmented services intersect with psychological and social barriers, creating complex obstacles that delay or prevent recovery. Theoretical frameworks, statistical evidence, and policy developments all highlight the importance of addressing these barriers to improve survivor outcomes. Without accessible, consistent, and trauma‑informed support, survivors remain at risk of prolonged psychological harm. The next theme explores the effectiveness of trauma‑informed care and its potential to address some of the challenges identified here.
 
4.5 Theme 3: Effectiveness and Limitations of Trauma‑Informed Care

Trauma‑informed care (TIC) represents the third major theme identified in the analysis. This theme examines how health and social care services respond to the psychological consequences of domestic abuse, particularly PTSD and complex PTSD. TIC can be defined as an approach that recognises the widespread impact of trauma, understands its signs and symptoms, and integrates this knowledge into organisational policies, procedures, and frontline practice to avoid re‑traumatisation (SAMHSA, 2014). Core principles associated with TIC include safety, empowerment, choice, collaboration, and trustworthiness. These principles guide practitioners in creating environments that support recovery rather than inadvertently causing further harm.

Historically, service responses to domestic abuse were not grounded in trauma theory. Support systems often prioritised crisis intervention, risk management, and safeguarding, with limited attention given to the long‑term psychological effects of abuse. Over the past decade, however, TIC has gained prominence across health, social care, and criminal justice sectors. This shift reflects growing recognition that survivor behaviours—such as avoidance, emotional withdrawal, or difficulty engaging—are often trauma responses rather than signs of non‑compliance. The development of TIC marks a significant evolution in how services conceptualise and respond to domestic abuse.

The relevance of this theme to the dissertation title is clear. The research explores how PTSD affects adult survivors of domestic abuse and how services support recovery. TIC is designed specifically to address the needs of individuals living with trauma‑related conditions. Evaluating the effectiveness and limitations of TIC is therefore essential for determining whether current systems adequately support survivors. When implemented effectively, TIC can significantly improve engagement, safety, and recovery outcomes. When implemented poorly or inconsistently, it can reinforce barriers and contribute to further psychological harm.

Statistical evidence highlights both the potential and the challenges of trauma‑informed care. According to the Domestic Abuse Commissioner (2023), only a minority of local authorities in England and Wales provide fully trauma‑informed domestic abuse services. Women’s Aid (2021) reports that many survivors encounter practitioners who lack training in trauma‑informed approaches, leading to misunderstandings and re‑traumatisation. In mental health settings, the NHS Mental Health Dashboard (2022) shows that access to trauma‑focused therapies such as TF‑CBT and EMDR remains inconsistent, with long waiting times and regional disparities. These statistics suggest that although TIC is widely endorsed in policy, implementation remains uneven and often dependent on local resources.

Several theoretical frameworks underpin trauma‑informed care. Trauma theory emphasises that traumatic experiences can fundamentally alter emotional regulation, cognition, and an individual’s sense of safety (Fontes, 2025). TIC applies trauma theory by encouraging practitioners to view behaviours through a trauma lens, asking “What happened to you?” rather than “What is wrong with you?”. Attachment theory also informs TIC, as many survivors experience disrupted attachment patterns due to relational trauma. Trauma‑informed approaches aim to rebuild trust, promote emotional safety, and support survivors in forming healthy relationships with practitioners.

Policy and legislation also shape the development of trauma‑informed care. The Domestic Abuse Act 2021 recognises psychological harm as a core component of abuse, reinforcing the need for trauma‑sensitive responses. NICE guidelines (2018) recommend trauma‑focused interventions for PTSD, including TF‑CBT and EMDR, and emphasise the importance of safe, supportive environments. However, policy does not mandate trauma‑informed training for all frontline professionals, leading to significant variation in practice. The Domestic Abuse Commissioner (2023) argues that without national standards and ring‑fenced funding, trauma‑informed care will remain inconsistent across regions.
The implications of this theme are multifaceted. On a positive note, trauma‑informed care has the potential to transform survivor experiences. When implemented effectively, TIC can improve engagement, reduce re‑traumatisation, and promote long‑term recovery. Survivors often report feeling heard, validated, and supported when practitioners adopt trauma‑informed approaches. TIC also encourages collaboration between services, helping to create more coherent support pathways and reducing the fragmentation highlighted in Theme 2.

However, several limitations must be acknowledged. Inconsistent implementation can lead to confusion, frustration, and mistrust among survivors. Some services may claim to be trauma‑informed without fully embedding the principles into practice, resulting in superficial or tokenistic approaches. Workforce shortages, high caseloads, and limited training opportunities further hinder effective implementation. Trauma‑informed care also requires time, patience, and flexibility—resources that many overstretched services struggle to provide. Without adequate funding and organisational commitment, TIC risks becoming an aspirational concept rather than a practical reality.

Examples from the literature illustrate the strengths and limitations of trauma‑informed care. Warshaw, Sullivan and Rivera (2013) highlight the importance of trauma‑informed communication, noting that survivors often feel misunderstood when practitioners lack awareness of trauma responses. Their research demonstrates that TIC can improve interactions between survivors and professionals, reducing the risk of re‑traumatisation. BMJ Open (2022) reports that trauma‑informed approaches can enhance service engagement, particularly when practitioners create safe, predictable environments. However, the same study notes that many survivors encounter services that are not trauma‑informed, leading to fragmented support and worsening symptoms. Women’s Aid (2021) emphasises that survivors from marginalised communities face additional challenges, as services may lack cultural competence or fail to recognise the intersectional nature of trauma.

The articles present both agreement and variation in perspectives. Warshaw et al. (2013) focus on practitioner–survivor interactions, highlighting the importance of communication and understanding. BMJ Open (2022) emphasises structural issues such as service fragmentation and inconsistent implementation. Women’s Aid (2021) draws attention to social and cultural barriers that limit the effectiveness of TIC for certain groups. Together, these perspectives provide a comprehensive understanding of the strengths and limitations of trauma‑informed care.

Connections to other themes are evident throughout the discussion. The psychological impact of domestic abuse, explored in Theme 1, directly informs the need for trauma‑informed care. PTSD symptoms such as hypervigilance, avoidance, and emotional dysregulation require sensitive, trauma‑aware responses that prioritise safety and emotional stability. 

Trauma‑informed care is designed to address these needs by creating environments where survivors feel understood and supported. Theme 2, which examines barriers to accessing support, is also closely linked. Trauma‑informed care has the potential to reduce barriers by improving practitioner attitudes, increasing trust, and offering more flexible service models. 
However, inconsistent implementation of TIC can reinforce the very obstacles it aims to remove, particularly when services lack training or resources. The overlap between the themes demonstrates that psychological impact, access to support, and trauma‑informed practice cannot be viewed in isolation; each influences the others and collectively shapes survivor outcomes.

In summary, trauma‑informed care represents a crucial component of effective support for adult survivors of domestic abuse. The literature demonstrates that TIC has significant potential to improve survivor outcomes, enhance engagement, and reduce re‑traumatisation. However, inconsistent implementation, limited training, and structural barriers continue to undermine its effectiveness. Theoretical frameworks, policy developments, and statistical evidence all highlight the importance of embedding trauma‑informed principles across health and social care systems. A sustained commitment to training, funding, and organisational change is required to ensure that trauma‑informed care becomes a consistent reality rather than an aspirational ideal. This theme reinforces the need for coordinated, survivor‑centred approaches that recognise the complexity of trauma and respond to it with compassion and competence.

4.6 – Chapter Conclusion 
Chapter 4 has explored the key findings generated through the thematic analysis of literature examining post‑traumatic stress disorder in adults who have experienced domestic abuse. Three major themes emerged from the analysis. The first theme highlighted the profound psychological impact of domestic abuse, demonstrating how prolonged, relational trauma contributes to the development of PTSD and complex PTSD.

The second theme examined the significant barriers survivors face when attempting to access mental health and social care support, revealing how structural, psychological, and social obstacles can delay or prevent recovery. The third theme evaluated the effectiveness and limitations of trauma‑informed care, showing that although trauma‑informed approaches have considerable potential to improve survivor outcomes, inconsistent implementation and limited resources continue to undermine their impact.

Together, these themes illustrate the complex interplay between trauma, service accessibility, and the quality of professional responses. The findings emphasise the need for consistent, well‑resourced, and trauma‑informed systems that recognise the long‑term effects of abuse and respond with sensitivity and competence.

The following chapter will draw together the key points from the findings to present the overall conclusions of the study. It will also offer recommendations for improving policy, practice, and future research in relation to PTSD and domestic abuse.





































CHAPTER 5 – Recommendations and Conclusion 


5.1 Recommendations

5.2.1 
Recommendation 1: Strengthen Trauma‑Informed Training Across All Frontline Services

A consistent theme across the literature was the need for improved trauma‑informed training for professionals working with survivors. Many survivors reported feeling misunderstood or dismissed by practitioners who lacked awareness of trauma responses. Strengthening trauma‑informed training would help ensure that professionals recognise the signs of PTSD, respond sensitively, and avoid re‑traumatisation.

Rationale: 
Trauma‑informed training equips practitioners with the knowledge and skills needed to understand survivor behaviour through a trauma lens. Improved understanding can enhance communication, build trust, and increase survivor engagement with services. When practitioners recognise trauma responses such as dissociation, avoidance, or emotional withdrawal, they are better positioned to provide supportive and effective care. Training also encourages professionals to adopt a strengths‑based approach, which empowers survivors and promotes autonomy. A well‑trained workforce is more likely to create environments where survivors feel safe, respected, and able to disclose their experiences without fear of judgement.

Potential barriers:
· Limited funding for training programmes
· High staff turnover, requiring repeated training cycles
· Time pressures within services, making attendance difficult
· Variation in training quality across regions

Strategies to overcome barriers:
· Introduce mandatory trauma‑informed training as part of professional development
· Provide online and blended learning modules to increase accessibility
· Embed trauma‑informed principles into organisational policies, supervision, and performance frameworks
· Allocate ring‑fenced funding to ensure consistency and sustainability
· Collaborate with specialist domestic abuse organisations to deliver high‑quality training

Strengthening trauma‑informed training would help create safer, more supportive environments that promote recovery and reduce the risk of re‑traumatisation. A well‑trained workforce is essential for ensuring that survivors feel understood, respected, and able to engage with services confidently.

5.2.2 Recommendation 2: Improve Access to Specialist Trauma‑Focused Mental Health Support

The findings showed that survivors often face long waiting times and limited access to specialist trauma‑focused therapies such as TF‑CBT and EMDR. Improving access to these interventions is essential for supporting survivors with PTSD and complex PTSD.



Rationale: 
Trauma‑focused therapies are evidence‑based treatments that can significantly reduce PTSD symptoms and improve long‑term recovery. Without access to these interventions, survivors may experience prolonged distress, reduced functioning, and increased vulnerability to further harm. Early access to specialist support can prevent symptoms from worsening and reduce the likelihood of survivors disengaging from services due to frustration or hopelessness. Improving access also ensures that survivors receive interventions tailored to the specific psychological effects of domestic abuse, rather than generic mental health support that may not address trauma directly.

Potential barriers:
· Shortages of trained trauma therapists
· Regional disparities in service provision
· Long waiting lists due to high demand
· Limited funding for specialist services


Strategies to overcome barriers:
· Increase investment in training trauma‑focused therapists
· Expand digital and remote therapy options to reduce geographical barriers
· Develop integrated service pathways that streamline referrals and reduce delays
· Introduce national standards to ensure consistent access across regions
· Encourage partnerships between statutory and voluntary sector organisations to widen provision
· Offer interim support options, such as psychoeducation groups, while survivors wait for therapy

Improving access to specialist trauma‑focused support would help ensure that survivors receive timely, effective treatment that addresses the root causes of their distress. A more responsive system would also reduce the emotional burden placed on survivors who currently wait months, or even years, for appropriate care.

5.2.3 Recommendation 3: Develop Integrated, Multi‑Agency Support Models

The findings highlighted that survivors often encounter fragmented services, with mental health, housing, social care, and domestic abuse support operating in isolation. Developing integrated, multi‑agency support models would help create more coherent and accessible pathways for survivors.

Rationale: 
Integrated support models bring together different services to provide holistic, coordinated care. This approach reduces the burden on survivors to navigate complex systems and ensures that psychological, practical, and safety needs are addressed simultaneously. Integrated models also promote information sharing, reduce duplication, and improve continuity of care. A coordinated approach is particularly important for survivors with complex PTSD, who often require long‑term, multidisciplinary support. A joined‑up system also reduces the risk of survivors being passed between services without receiving meaningful help.

Potential barriers:
· Limited communication between agencies
· Differences in organisational priorities and procedures
· Funding constraints that limit collaboration
· Challenges in implementing shared systems or referral pathways

Strategies to overcome barriers:
· Establish multi‑agency partnerships with clear roles and responsibilities
· Introduce shared assessment tools and referral processes to streamline support
· Provide joint training to promote collaboration and mutual understanding
· Secure long‑term funding to support integrated service delivery
· Develop local multi‑agency hubs where survivors can access several services in one place
· Implement regular multi‑agency meetings to review cases and coordinate care

Integrated support models have the potential to significantly improve survivor outcomes by providing consistent, coordinated, and trauma‑informed care. A more unified system would reduce the emotional and practical strain placed on survivors and ensure that support is accessible, timely, and responsive to individual needs.

5.2 Conclusion

The dissertation explored how post‑traumatic stress disorder (PTSD) affects adult survivors of domestic abuse and examined the extent to which health and social care services support recovery. The research aimed to understand the psychological consequences of abuse, identify barriers to accessing support, and evaluate the effectiveness of trauma‑informed care. Through a thematic analysis of existing literature, three central themes emerged: the development of PTSD following domestic abuse, the barriers survivors encounter when seeking mental health and social care support, and the strengths and limitations of trauma‑informed care within current service provision.

The findings demonstrated that domestic abuse leads to significant and long‑lasting psychological harm, with PTSD and complex PTSD frequently reported among survivors. Symptoms such as hypervigilance, intrusive memories, emotional dysregulation, and avoidance behaviours were shown to affect daily functioning, interpersonal relationships, and engagement with services. These symptoms often persist long after the abusive relationship ends, highlighting the enduring nature of trauma.

The analysis also revealed substantial barriers to accessing support. Survivors frequently encounter long waiting times, fragmented service pathways, limited specialist provision, and regional inequalities in access to trauma‑focused therapies. Psychological barriers linked to trauma—such as fear, mistrust, and avoidance—further complicate help‑seeking. These findings indicate that survivors often face a dual challenge: managing the psychological impact of abuse while navigating systems that are not always equipped to meet their needs.

Trauma‑informed care emerged as a promising approach for improving survivor outcomes. When implemented effectively, trauma‑informed principles can enhance engagement, reduce re‑traumatisation, and promote emotional safety. However, the impact of trauma‑informed care is restricted by inconsistent implementation, limited training, workforce pressures, and insufficient funding. Many services aspire to be trauma‑informed but lack the resources or organisational commitment required to embed these principles fully.

Overall, the dissertation successfully addressed the research aim and objectives by providing a detailed understanding of how PTSD shapes survivor experiences and how services respond. The findings highlight the need for more consistent, well‑resourced, and trauma‑informed approaches across health and social care settings. The recommendations that follow outline practical steps for improving support for survivors and strengthening trauma‑responsive practice.
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