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Abstract
Domestic violence (DV) is a significant public health and social care issue in the UK. This scoping review examined the types of interventions used within UK health and social care settings and how they support identification, referral and safety for victims. Guided by the PRISMA-SCR framework, searches were conducted across major academic databases, and five UK-based studies published between 2015 and 2024 were included. Using a simplified thematic analysis approach, five themes were identified: professional training, advocacy and multi-agency collaboration, accessibility, digital interventions and survivor-centred care.
The findings show that interventions such as IRIS+ training, hospital-based advocacy and multi-agency models improve professional confidence, coordination and survivor engagement. However, challenges persist, including inconsistent implementation, limited resources, unequal access to services and digital exclusion. Overall, the review highlights that effective domestic violence interventions require integrated, trauma-informed and survivor-centred approaches, supported by strong collaboration and ongoing professional development.













[bookmark: _Toc214238111]
Introduction
Domestic violence (DV) represent a significant public health and social care challenge in the United Kingdom, affecting individuals, families and communities across diverse socioeconomic and cultural contexts. The UK Office for National Statistics, (2023) reported that approximately 2.4 million adults experience domestic abuse annually, with women excessively affected. This prevalence highlights not only the scale of the issue but also the persistent inequalities and vulnerabilities that sustain it. According to the UK Home Office, (2021), DV encompasses any single act or pattern of controlling, coercive, threatening, violent or abusive behaviour between individuals aged 16 or over who are or have been, personally connected. Such behaviours can include physical, emotional, sexual, psychological and financial abuse, often resulting in long-term trauma, social isolation and reduced quality of life (WHO, 2024).
The public health significance of DV is profound. Victims frequently experience a range of health consequences, including anxiety, depression, post-traumatic stress disorder (PTSD), substance misuse and chronic physical conditions (Howard, et al., 2018). For health and social care professionals, early identification and intervention are critical to preventing escalation and improving recovery outcomes. The National Institute for Health and Care Excellence (NICE, 2016) emphasises that multi-agency collaboration linking healthcare providers, social services, law enforcement and community organisations is essential for ensuring safety, coordinated support and empowerment for victims.
Despite national policy frameworks such as the Domestic Abuse Act, (2021) and the NHS England, (2022) strategy on safeguarding, there remains variability in how DV interventions are implemented and evaluated across the UK. This inconsistency can lead to gaps in victim identification, insufficient training among healthcare professionals and limited access to appropriate referral pathways (Bradbury-Jones and Isham, 2020). As such, a clearer understanding of the interventions currently embedded within health and social care systems is vital to inform effective practice and policy development.
This scoping review aims to examine the types of interventions implemented within UK health and social care settings to address DV, assessing their design, outcomes and implications for future practice. The review will synthesise evidence from peer-reviewed UK-based studies and policy literature.
[bookmark: _Toc214238112]Review Question:
What are the different types of interventions for DV in the UK health and social care?
[bookmark: _Toc214238113]Objectives:
1. Identify key interventions used in UK health and social care to address DV
2. Explore how these interventions impact victim identification, referral, safety and wellbeing.
3. Evaluate the challenges, enablers and outcomes of implementation.
4. Provide recommendations for future research, practice and policy.
[bookmark: _Toc214238114]Background 
DV  continue to represent one of the most pervasive public health and social care challenges in the United Kingdom. The issue transcends physical harm, contributing to long-term psychological trauma, social exclusion and economic instability for victims and their families. According to Walby, (2004), DV costs the UK economy an estimated £23 billion annually, encompassing healthcare, criminal justice and productivity losses. The health and social care sector plays a vital role in addressing these consequences by identifying victims, providing early interventions and coordinating support across multiple agencies.
The National Institute for Health and Care Excellence, (2016) provides national guidance emphasising the central role of health and social care professionals in recognising and responding to DV. Healthcare providers often act as the first point of contact for victims, making their ability to identify signs of abuse and provide appropriate referrals crucial. However, underreporting and inconsistent responses persist across the system, often due to limited staff training, lack of confidence and uncertainty about referral pathways (Williamson et al., 2020). Victims may also face barriers such as fear of retaliation, stigma and lack of awareness of available services, further reducing opportunities for early intervention.
Policy and Legislative Context
The UK has developed a strong legislative and policy framework to address DV and strengthen the safeguarding of victims. The Domestic Abuse Act 2021 stated by gov.uk, (2021) represents a landmark in legal recognition, establishing a statutory definition of domestic abuse that includes physical, emotional, coercive and economic forms of control. It also extends protections to children who witness abuse, recognising them as victims in their own right. The Act mandates local authorities to provide accommodation-based support for victims and their children, ensuring a minimum standard of care across England.
Complementing this, NHS England’s (2022) Domestic Abuse and Sexual Violence Programme sets strategic objectives for healthcare organisations to identify, support and safeguard victims through trauma-informed and survivor-centred approaches. The programme promotes the integration of domestic abuse pathways within routine healthcare practices, ensuring that clinicians are equipped to recognise early signs of abuse and respond appropriately. These initiatives align with the broader NHS Long Term Plan (2019), which prioritises safeguarding, mental health and community-based support as key components of population health improvement.
The Safeguarding Vulnerable Groups Act (2006) and Care Act (2014) further reinforce the duty of care placed upon health and social care professionals to protect individuals from harm. Both frameworks highlight multi-agency collaboration as a key principle, promoting joint responsibility among healthcare providers, social workers, law enforcement and voluntary organisations. This collaboration is also reflected in the Working Together to Safeguard Children (Department for Education, 2015). guidance, which outlines how agencies must coordinate to identify and respond to domestic abuse affecting children and families.
Practice Frameworks and Service Models
Health and social care responses to DV  have evolved from reactive to proactive systems, shifting from crisis intervention to prevention, early identification and empowerment of victims. Evidence indicates that structured interventions, such as Independent Domestic Violence Advocates (IDVAs), multi-agency risk assessment conferences (MARACs) and routine enquiry protocols in healthcare settings, are among the most effective strategies for improving victim safety and wellbeing (Stanley and Humphreys, 2014)
IDVAs provide specialist support to high-risk victims, offering safety planning, advocacy and coordination between health, legal and social services. Studies have shown that engagement with IDVA services leads to reduced risk of further abuse and improved mental wellbeing among victims (Carlisle, et al., 2025). Similarly, MARACs facilitate information sharing among agencies, ensuring that safety measures are implemented swiftly and comprehensively (Steel et al., 2011). These multi-agency models embody the principle of holistic, person-centred care central to UK health and social policy.
The healthcare sector has also seen the introduction of IRIS (Identification and Referral to Improve Safety) programmes, particularly within primary care. IRIS provides training to general practitioners to identify DV, record disclosures and refer patients to specialist advocacy services (Feder et al., 2011). Evaluation studies show that such interventions significantly increase the number of domestic abuse disclosures and referrals, demonstrating the impact of professional training and structured referral systems (Hegarty et al., 2020).
Trauma-Informed and Culturally Competent Practice
Recent years have seen increasing emphasis on trauma-informed practice, which recognises the psychological impact of abuse and the need for sensitive, empowering responses from professionals (NHS England, 2022). This approach encourages healthcare providers to create safe environments, build trust with survivors and avoid re-traumatisation during care delivery. Cultural competence is another critical aspect, ensuring that interventions are inclusive, accessible and responsive to the diverse needs of individuals from different ethnic, cultural and religious backgrounds (Bent-Goodley, 2005). Culturally safe practice acknowledges the intersectional barriers victims may face, such as immigration status, language and systemic discrimination, which can compound vulnerability and limit access to support.
Challenges and Gaps in Current Practice
Despite progress, challenges remain in implementing effective DV interventions across UK health and social care systems. Research by Heron and Eisma, (2021) and Bradbury-Jones et al., (2014)  highlights inconsistent training, limited funding and fragmented service provision as major obstacles. Many healthcare professionals report lacking confidence in asking about abuse, particularly when cultural or gender dynamics are involved (McGarry and Ali, 2018). Moreover, digital transformation in health services, while improving access in some areas, has also created new challenges for victims who may face surveillance or control by perpetrators (Tarzia et al., 2023). Addressing these gaps requires sustained investment in education, policy enforcement and interagency coordination. 
[bookmark: _Toc214238115]Methods of Data Collection and Data Analysis
In this scoping review, the PRISMA-SCR framework was used to guide the reporting process (Tricco et al., 2018) and used PCC (Chan, et al., 2024). A scoping review methodology was adopted following the framework proposed by Arksey and O’Malley (2005) and enhanced by Daudt et al., (2013), which provides a structured yet flexible approach to mapping the scale and depth of existing evidence. This framework was chosen for its suitability in addressing broad research questions and identifying gaps in knowledge relating to DV interventions within UK health and social care contexts.
[bookmark: _Toc214238116]Search Strategy
A comprehensive search was conducted across major academic databases including PubMed, MEDLINE and Google Scholar. Search terms were combined using Boolean operators such as AND/OR to maximise relevance, including: “domestic violence”, “domestic abuse”, “intervention”, “healthcare”, “social care” and “United Kingdom”. Reference lists of included studies were manually screened to identify additional eligible sources. For example, one database search used the following string: “domestic violence” AND “intervention” AND “healthcare” AND “United Kingdom”. Whilst the other database search used the following string: “domestic violence” OR “domestic abuse” OR “intervention” OR “healthcare” OR “social care” OR “United Kingdom”.
Inclusion criteria encompassed peer-reviewed articles published in English between 2015 and 2024, focusing on DV interventions, support or identification within UK health and social care settings. Both primary and secondary research studies were considered. Exclusion criteria included non-peer-reviewed literature, commentaries, policy papers, editorials and studies conducted outside the UK.
Study Selection
The database searches initially yielded 312 records. Following the removal of duplicates and screening of abstracts and full texts, five studies met the inclusion criteria and were retained for review:
1. Sohal et al. (2020) – Evaluation of a system-level training and support programme in primary care. 
2. Dheensa et al. (2020) – Evaluation of a hospital-based advocacy intervention.
3. Zafar et al. (2022) – Mixed-methods study exploring identification, referral and safety outcomes.
4. Karavias et al. (2023) – Analysis of a police-linked intervention’s impact and economic implications.
5. McKinlay et al. (2023) – Qualitative exploration of survivor experiences during COVID-19.
[bookmark: _Toc214238117]Data Analysis
The included studies were synthesised using an simplified method informed by Aveyard’s (2014) guidance on literature review analysis, combined with principles of thematic analysis. Data were repeatedly read, inductively coded and grouped into key themes, resulting in five dominant themes: professional training and support, advocacy and multi-agency collaboration, accessibility of services, digital and contextual interventions and survivor-centred care.
Ethical Considerations
As this research involved secondary analysis of published data, formal ethical approval was not required. However, ethical standards were upheld through accurate citation, transparency of reporting and integrity in interpretation. Care was taken to avoid bias and to respect the sensitive nature of DV research, ensuring findings were presented responsibly and without misrepresentation (Munn et al., 2018).
[bookmark: _Toc214238118]Results
[bookmark: _Toc214238119]Summary of Key Studies
	Author(s), Year
	Type of Study
	Intervention Type
	Setting
	Key Findings

	Sohal et al., (2020)
	Interrupted time series
	Training and support for clinicians (IRIS+)
	Primary Care
	Increased identification and referral rates for DV  survivors. Improved staff competence and confidence.

	Dheensa, et al., (2020)
	Qualitative
	Hospital-based advocacy intervention
	NHS Hospitals
	Strengthened survivor engagement, improved multi-agency communication and enhanced safety planning.

	Zafar et al., (2022)
	Mixed Methods
	Identification, referral and safety protocols
	Community Health
	Highlighted improved interprofessional collaboration and consistency in safeguarding practice.

	Karavias et al., (2023)
	Quantitative
	Police-linked and health-integrated DV  intervention
	Cross-sector (Police–Health Interface)
	Demonstrated reductions in reoffending, cost savings and improved cross-agency efficiency.

	McKinlay, et al., (2023) 
	Qualitative
	Survivor perspectives during COVID-19
	Community & Online
	Exposed barriers to access and underscored the importance of flexible, trauma-informed digital models.
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[bookmark: _Toc214238121]Theme 1: Professional Training and Support
Across studies, structured professional training was central to effective DV intervention. Sohal et al., (2020) found that the IRIS+ programme enhanced clinicians’ ability to identify and refer victims, increasing confidence and consistency. Sustainability, however, relied on leadership engagement and institutional commitment (Zaher et al., 2014). Feder et al. (2020) similarly emphasise that training must be embedded in organisational systems promoting accountability and reflective practice. Multidisciplinary and practice-focused learning was most effective, highlighting professional development as both protective and enabling within DV response frameworks.
[bookmark: _Toc214238122]Theme 2: Advocacy and Multi-Agency Collaboration
Advocacy and inter-agency working were key facilitators of effective support. Embedding Independent Domestic Violence Advisors (IDVAs) within hospital and community teams improved coordination and trust (Dheensa et al., 2020) MARACs promoted consistent, survivor-centred care. However, collaboration was often hindered by differing institutional priorities and limited data-sharing (Karavias et al., 2023). Strengthening partnerships requires shared governance and cross-sector training, aligning with national safeguarding guidance (Department for Education, 2015).
[bookmark: _Toc214238123]Theme 3: Accessibility of Services
Access barriers persisted, including stigma, fragmented referral pathways and inequitable service distribution (McKinlay et al., 2023). Advocacy embedded within healthcare improved accessibility (Dheensa et al., 2020), though resource constraints restricted outreach (Zafar et al., 2022). Rural and marginalised groups faced disproportionate disadvantage, necessitating inclusive, locally adapted service models.
Theme 4: Digital and Contextual Interventions
COVID-19 accelerated digital and hybrid intervention models. Remote consultations enhanced discretion and autonomy but also deepened digital exclusion (McKinlay et al., 2023). Police-linked data systems improved coordination yet raised confidentiality concerns (Karavias et al., 2023). Digital tools should complement, not replace, in-person support, ensuring trauma-informed design and accessibility.
Theme 5: Survivor-Centred Care
Survivor-centred practice underpinned all successful interventions. Survivors valued empathy, safety and autonomy over procedural efficiency (Dheensa et al., 2020). Trauma-informed communication enhanced trust and engagement (Sohal et al., 2020). Aveyard (2014) highlights the ethical imperative for person-centred care that prioritises empowerment, dignity and long-term wellbeing.
Summary of Thematic Findings
Effective UK DV intervention depends on: sustained professional training, strong multi-agency collaboration, equitable service access, trauma-informed digital integration and a survivor-centred ethos. While progress is evident, disparities in access, funding and coordination remain persistent challenges.
[bookmark: _Toc214238124]Discussion
The findings of this scoping review provide a nuanced understanding of how health and social care services in the UK respond to DV, directly addressing Objective 3 by analysing how current interventions function in practice. The five emergent themes reveal a complex interplay between professional competence, systemic collaboration, accessibility, digital innovation and survivor empowerment. Collectively, they underscore both progress and persistent challenges in translating policy frameworks into effective, person-centred practice.
Professional training (Theme 1) was consistently identified as a cornerstone of effective DV intervention, addressing Objective 1 by identifying the key components of effective interventions. The IRIS+ model (Sohal et al., 2020) exemplifies how structured education and supervision enhance healthcare provider’s capacity to identify and support victims. Training improved confidence, consistency and referral rates, echoing findings from Feder et al. (2020), who emphasise the role of continuous professional development in maintaining safeguarding competence. However, the sustainability of such initiatives is often limited by resource constraints and leadership turnover (Zaher et al., 2014).
Critically, while training improves awareness, it does not automatically translate to systemic change. Studies revealed variation in how knowledge was operationalised in practice; some clinicians lacked time or institutional support to engage in complex safeguarding processes. This observation supports Objective 2 by evaluating barriers that limit the effectiveness of existing interventions. This suggests that training must be embedded within broader organisational cultures that prioritise safeguarding, supported by managerial oversight and interprofessional learning. Integration of reflective supervision and feedback mechanisms could strengthen the translation of training into practice outcomes (Aveyard, 2014).
Advocacy and collaboration (Theme 2) are highlighted as essential to effective DV response, again addressing Objective 1 by identifying intervention strategies that enhance outcomes. Hospital and community-based advocacy models (Dheensa et al., 2020) demonstrated that embedding Independent Domestic Violence Advisors (IDVAs) within multidisciplinary teams facilitated immediate, coordinated support for survivors. This mirrors the principles of the Working Together to Safeguard Children (Department for Education, 2015) guidance, which promotes shared accountability across agencies.
However, evidence from Karavias et al. (2023) suggests that collaboration can be undermined by fragmented governance and inconsistent data-sharing practices. Without formalised protocols, inter-agency communication remains reactive rather than preventative. This directly addresses Objective 2 by demonstrating the systemic challenges that hinder effective intervention. The inclusion of police-linked interventions highlights the value of cross-sector integration, yet also raises ethical and confidentiality considerations that require clear governance.
In policy terms, these findings align with the Domestic Violence Abuse Act (2021) and NHS, (2023) domestic violence frameworks, which call for  multi-agency safeguarding hubs (MASH) by stated by home office, (2014) and trauma-informed systems of care (NHS, 2024). Nevertheless, the literature indicates that while collaboration improves outcomes, its success depends on shared leadership, sustained funding and cultural alignment across agencies.
Accessibility (Theme 3) remains one of the most significant barriers in DV intervention, addressing Objective 2 by highlighting structural and logistical barriers that restrict service effectiveness. Despite policy efforts to promote equitable service provision, studies such as McKinlay et al. (2023) revealed that many survivors, particularly those from marginalised or rural backgrounds, struggled to access timely and appropriate support. Barriers included fear of stigma, limited service availability and complex referral systems.
Advocacy embedded within healthcare settings (Dheensa et al., 2020) mitigated some of these barriers by enabling direct, confidential engagement at the point of care. However, Zafar et al. (2022) found that community health teams were often overstretched, reducing outreach capacity and continuity of care. These findings highlight the uneven distribution of DV resources across regions and sectors.
From a critical perspective, accessibility is both a logistical and structural issue linked to socioeconomic inequality, funding disparities and digital exclusion. This contributes to Objective 3 by evaluating how broader contextual factors influence the functioning of interventions. The literature suggests that improving accessibility requires not only expanding specialist services but also integrating DV inquiry into mainstream healthcare pathways, supported by clear referral mechanisms and culturally competent practice (Bent-Goodley, 2005).
Digital and hybrid interventions (Theme 4), accelerated by the COVID-19 pandemic, represent a major contextual development in the UK’s DV landscape. This theme supports Objective 1 by identifying new and emerging forms of intervention. McKinlay et al. (2023) demonstrated that digital platforms provided flexibility and privacy for survivors unable to attend face-to-face services, aligning with contemporary safeguarding needs. However, the benefits were not universal. Many survivors lacked safe or reliable internet access, and others feared surveillance by perpetrators (Tarzia et al., 2023).
Similarly, Karavias et al. (2023) showed that police-linked digital databases improved case tracking and inter-agency coordination but raised concerns about consent and data protection. These limitations speak directly to Objective 2 by identifying risks and gaps within digital responses. These findings underscore the tension between innovation and inclusion: while technology enhances reach and efficiency, it can inadvertently reinforce inequality if not designed with accessibility and safety in mind.
The integration of digital tools should therefore complement, not replace, human-centred approaches. Policies promoting digital transformation in safeguarding must be underpinned by trauma-informed principles and ethical safeguards that prioritise survivor autonomy and confidentiality.
Survivor-centred care (Theme 5) was a consistent thread across all studies, addressing Objective 1 by identifying what survivors value within effective interventions. Effective interventions prioritised empathy, trust and empowerment over procedural compliance (Dheensa et al., 2020). Survivors valued being listened to, believed and involved in decisions about their safety and care. Sohal et al. (2020) further demonstrated that when clinicians applied trauma-informed communication, survivors were more likely to disclose abuse and engage with services.
This reinforces Aveyard’s (2014) emphasis on ethical, person-centred research and practice in health and social care. Survivor-centred models challenge paternalistic frameworks by recognising victims as experts in their own experiences. They also highlight the need for intersectional approaches that account for cultural, gender and socioeconomic diversity (Carlisle, et al., 2025). 
Critically, survivor-centred practice must extend beyond individual interactions to influence organisational culture, policy design and evaluation metrics. Success should be measured not only by referral numbers but by survivors’ long-term wellbeing, autonomy and sense of safety.
Taken together, the five themes reflect a multi-layered ecosystem of DV intervention that is evolving but uneven. Progress has been made in professional training, advocacy integration and digital innovation, yet systemic fragmentation and inequalities persist. This synthesis directly meets Objective 3 by offering a comprehensive overview of how UK interventions operate across multiple levels.
Policy implications include the need for sustained investment in workforce development, improved inter-agency governance and equitable funding for specialist services. Trauma-informed, survivor-led practice should remain the foundation of all interventions, supported by data-driven evaluation and co-production with survivors.
The review identified several gaps in the current evidence base. Most UK studies are small-scale or qualitative, limiting generalisability. There is a lack of longitudinal research assessing the long-term outcomes of interventions such as IRIS+ or IDVA programmes. Moreover, underrepresentation of minority groups, male survivors and LGBTQ+ populations restricts understanding of diverse experiences. Identifying these gaps meets Objective 4 by highlighting areas requiring further research.
In summary, the scoping review highlights that DV intervention in UK health and social care is most effective when it integrates professional competence, inter-agency collaboration, accessibility, digital inclusivity and survivor empowerment. However, to achieve equity and sustainability, these elements must be reinforced through systemic commitment, ethical governance and a consistent focus on the lived realities of survivors.
Recommendations and Conclusion 
Based on the evidence reviewed, several recommendations are proposed to strengthen future UK research, policy and practice:
1. Professional Training: Expand and standardise DV training across all health and social care roles, embedding frameworks such as IRIS+ nationally. Continuous professional development should be mandated and evaluated regularly to maintain consistency and accountability.
2. Funding and Resources: Secure long-term funding for Independent Domestic Violence Advisors (IDVAs) across NHS trusts and local authorities to ensure equitable access to specialist advocacy and safety planning.
3. Digital Inclusion: Develop national digital inclusion strategies to ensure survivors without safe internet access are not excluded from remote support options.
4. Monitoring and Evaluation: Implement national data-sharing systems and performance indicators to monitor intervention effectiveness and inform service improvement.
5. Future Research: Conduct longitudinal studies examining long-term survivor outcomes and the effectiveness of hybrid (digital–face-to-face) intervention models.
This scoping review has explored current UK-based interventions addressing DV within health and social care contexts, revealing that effective practice is grounded in multidisciplinary collaboration, professional training and survivor-centred care. The evidence demonstrates that integrated approaches linking health, social care, criminal justice and voluntary sectors achieve more consistent and sustainable outcomes than isolated initiatives. Models such as IRIS+ and hospital-based advocacy demonstrate that training and partnership working significantly enhance identification, referral and protection for survivors. Nevertheless, persistent inequalities in accessibility, inconsistent implementation and funding constraints continue to undermine long-term impact.
A key conclusion is that sustainability and equity remain central challenges. Effective interventions require not only the establishment of evidence-based frameworks but also the continued investment to maintain staff expertise, leadership engagement and multi-agency accountability. Digital innovation, while promising, presents a dual reality it can enhance access to care for some survivors but also risks marginalising those without digital literacy or safe online environments. Therefore, policies promoting digital expansion must also prioritise inclusion, privacy and trauma-informed design.
The evidence also highlights the ethical imperative for survivor-centred and culturally competent care. Professionals must balance safeguarding responsibilities with empathy, autonomy and empowerment values fundamental to trauma-informed practice. Building these competencies requires sustained organisational commitment to professional development and reflective supervision. Moreover, data protection and cross-agency information sharing remain policy priorities, ensuring that risk assessments and safety plans are accurate, timely and consistent.
Overall, this review reinforces that sustainable, survivor-centred and systemically integrated responses are vital to reducing DV harm and promoting lasting wellbeing within UK health and social care practice.
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