Theresa is a survivor of domestic abuse, she has been dramatically impacted, losing her hearing in one ear as a result of an assault. She has escaped the relationship physically but has been left with the emotional and psychological aftermath and is using alcohol to cope. Not only has she lost her hearing, but she has also lost her own home and is currently staying with her mother which is causing stress and impacting their relationship. Although she is no longer in the relationship the abuse is relentless, as her ex-partner continues to harass her. Theresa has lost her independence and is living with her mother, which has caused a strain. The pressure of finding a new place to live is a stressful situation alone, without dealing with the grief of suffering abuse. Suffering from low mood, possibly depression, may impact Theresa’s ability to function, making finding a new home and starting over an incredibly difficult task due to lack of motivation or self-doubt.  It may also impact whether Theresa returns to the relationship or enters into a new relationship that is also abusive, with studies finding that survivors that suffer with depression are more likely to become ‘stuck’ in a cycle of abuse (Gidycz et al, 1993). Theresa’s case is not isolated, with victims of domestic abuse often suffering from depression, anxiety or being diagnosed with other mental disorders such as PTSD or bi-polar (Trevillion et al., 2012; Hegarty et al., 2004) These disorders are commonly found in survivors of domestic abuse and are connected substance abuse (Rees et al., 2011). Understanding of all types of abuse, physical, sexual, psychological, appears vital as well as utilising empirical screening to identify needs (Condino et al., 2016).

The most popular intervention for survivors of domestic abuse is Cognitive Behavioural Therapy, as it shown success in reducing depression, has an empirical evidence base and is cost-effective (López-López, 2019). There are many adaptions of CBT, specific trauma informed interventions involves prioritizing a survivor’s safety and reducing the affects of trauma and challenges substance misuse. Cognitive Processing Therapy (CPT) seeks to provide understanding, explaining the effect of traumatic experiences such as domestic abuse, giving insight into the physical and emotional impact of abuse, connecting the dots between behaviour, thoughts and feelings. It focuses on cultivating a new perspective, often asking the survivor to recall an event to re-frame and challenge maladaptive thoughts surrounding the experiences (Shnaider et al., 2014). Another adaptation of  CBT is ‘HOPE’ intervention, ‘Helping to Overcome PTSD through Empowerment’ (Johnson & Zlotnick, 2006; Johnson & Zlotnick, 2009), based on the Multistage Model for Recovery (Herman, 1992). It aims to attend to five schematic areas of dysfunction; safety, trust, power/control, esteem, intimacy (McCan et al., 1988). This intervention has been mainly used in crisis accommodation and focuses on the present, tackling current issues and reduce interference that may impact functioning such as depression, to focus on practical help and goal planning. Although this direct approach has achieved success in reducing re-abuse, not every participant completed the full program, so it is unclear whether the theory of the intervention helped or whether support alone provided the mechanisms for change. Cognitive Trauma Therapy for Battered Women (CTT-BW) (Kubany et al., 2003; Kubany et al., 2004) is another intervention adapted from CBT principles, which harnesses psychoeducation, tackling guilt surrounding the outcome of the abuse, the impact on family and highlights the risks of re-abuse whilst challenging negative self-beliefs. It utilises exposure therapy, which could cause distress and may not be suitable for every survivor. In relation to Theresa, a CBT framework could help to re-frame maladaptive thoughts, offer stress management and address her alcohol coping mechanism. However, CBT is often brief, directive and highly structured, it relies on the  ability, being motivated to change and their commitment to the process *( ). . This may not be suitable for Theresa as depression may impact her ability to engage, experiencing hopelessness (Iverson et al., 2011). This could compromise the effect of the approach in Theresa’s case, this may help in a short term, if she is able to engage, however further exploration into her relationships to gain understanding is lacking, it also does not unpick the grief she may be experiencing over loss of her hearing. 

Another suggested approach is Interpersonal Psychotherapy (IPT), it is a time limited, working relationship between survivor and therapist, aiming to reduce hopelessness and shift the survivor’s current narrative (Markowitz & Weissman, 2004). It identifies an interpersonal issue that comes under four different categories; grief, role transition, role dispute or interpersonal deficiencies (Cort et al., 2014). This concept may help Theresa process her emotions, specifically exploring the loss and grief she may be experiencing. However, domestic abuse is incomparable to a general relationship, without knowledge and understanding of the dynamics of domestic abuse, a therapist may cause Theresa distress whilst exploring previous experiences (Ravitz et al., 2011). Interestingly, it is argued that it may not be IPT mechanisms that cause positive change, but that the success is based on core conditions of general therapy, placing importance on the therapeutic relationship (Lipsitz & Markowitz, 2013). 

Eye movement desensitization reprocessing (EMDR) has also been suggested as helpful for survivors. It is an integrative approach, drawing from cognitive behavioural, psychodynamic, and body-oriented approaches underpinned by the Adaptive Information Processing (AIP) model (Solomon & Shaprio, 2008). The process includes mindfulness and free association, it seeks to desensitise an individual’s traumatic experience, helping to process emotion and re-framing the memories positively through classical conditioning (Gordon, 1996). It is still up for debate whether the success of this intervention is reliant on the eye movements themselves or the combination of approaches such as cognitive and psychodynamic, however it has shown that it aids emotional processing, assisting in healing journey from anger to acceptance (Tarquinio et al., 2012). This approach may be  beneficial for Theresa to help process the traumatic experiences and emotions. However, it is again a time limited, structured intervention which may not meet the needs. 

Whilst success has been achieved for both CBT and EMDR, Malcolm & Golsworthy (2019) highlighted the significant drop-out rates and undesirable outcomes, suggesting that an integrative way forward, adopting the pluralistic approach (Cooper & McLeod, 2012), would be more productive for survivors. The pluralistic approach is grounded in the traditional humanistic person centred approach which is based on the core conditions; congruence, empathy, unconditional positive regard (McLeod,2013). Abuse can often strip an individual of their autonomy and confidence in their own decision making; creating a distrust of others (Rappaport, 1987). The therapeutic relationship within the person-centred approach can help to rebuild this destruction, encouraging the client and creating a non-judgemental, warm, empowering environment. Roddy (2013) argued that the therapeutic relationship appears to be the key in successful working with survivors, but also expressed the importance of counsellors being trained in domestic abuse to recognise the complexity and dynamics of the experience to facilitate change. Hope and compassion appeared to have a significant impact on therapy, again echoing the person-centred approach.  Warshaw et al. (2009) echoed the person-centred approach, suggesting that there are several core concepts needed when treating a survivor, regardless of specific interventions. Due to the nature of domestic abuse, safety is paramount, the therapist should focus on ensuring the survivor is safe, implement safety planning and assist with access to resources. Another necessity is that the survivor feels that they are believed, building trust between therapist and survivor. Arguing that the dynamics of domestic abuse should be understood by the therapist, to be able to understand its complexities, notably, that the abuse does not always end when the relationship does. To focus on respecting their autonomy, strength and determination, combined with an awareness of different cultures, religions, and environments.
This was evidenced in Bybee & Sullivan’s (2002) study, focused on training advocates in domestic abuse awareness and safety, as well has the core conditions such as active listening, empathy. The intervention itself was not particularly focused on the domestic abuse itself but followed a strengths-based concept, encouraging the woman’s strength. The advocates worked in partnership with the women to tackle their personal issues, within their specific environments, paying particular attention to their access to resources, whilst sharing knowledge and producing skills to equip the women for long term change. Interestingly, this approach resulted in the participants experiencing greater quality of life and well-being, believed to have been achieved through a collaborative approach between both victim and advocate, respecting the individual experiences and needs of each victim. This again reflects the importance of awareness of subjectivity but also highlights the impact an intervention is person-centred .Interestingly, this was supported by the recent findings of Ogbe et al. (2020), who also highlighted that all survivors are individual, and their experiences are subjective, endorsing a person-centred, integrative approach, supported by psychoeducation, cognitive processing and empowerment, attending to both psychological and physical needs. Including community to continue support after treatment has ended.
As the pluralistic approach is led by the survivor, Theresa would work with her therapist, building on their therapeutic relationship, which has been shown to be an integral part of several approaches. The person-centred core conditions should in theory, create a warm and supportive environment, where treatment and approaches can be discussed and explored. Reflecting the understanding that Theresa’s experience is subjective coined with the complexity of domestic abuse, approaches may be explored to find a suitable fit, accepting the ‘both/and’ approach, in turn respecting and encouraging the survivor’s autonomy through shared decision making (Cooper & McLeod, 2012). Theresa’s can work with her therapist to decide on a treatment that addresses all her concerns, without time restraint and fixed modality. 
Domestic abuse is incredibly complex, although there appears to be repeat and identifiable behaviour of abuse, each relationship is a personal experience and should be treated as such (Burelomova et al., 2018).  Recovery is not linear or time sensitive, the heterogenous nature of domestic abuse suggests a personalised treatment, considering not only the subjectiveness of their experiences but also the environment they are in, the impact of family and the community and social factors (Bogat et al., 2005). There is no one preferred approach or intervention for domestic abuse survivors like Theresa at present, emphasising a lack of empirical evidence (Burelomova et al., 2018). 

Brief interventions such as CBT and IPT may work short term however the abuser cannot be controlled and continues to harass Theresa, both interventions may tackle certain issues such as safety planning or substance misuse but seem to lack the depth of support and further exploration of experiences and attention to needs that Theresa requires. Although EMDR appears successful, there is a lack of further research to clarify whether its mechanisms work.
Trauma informed practice appears to be essential to understand the nature of the abuse and to enable empathy towards Theresa’s experience, to help form a true therapeutic relationship based on congruence, non-judgement and unconditional positive regard. Throughout the different approaches it is apparent that the therapeutic relationship is powerful and can facilitate the most meaningful change, restoring autonomy. This is encouraging for Theresa’s case, suggesting that regardless of needs and issues, the therapist can be a source of support to help Theresa overcome the trauma and work through presenting issues. Therapists should be aware of risks such as returning to the abuse, a real risk in Theresa’s case, due to the abuse continuing and being in a difficult situation at home with her mother, should be aware of their own reflexivity and the impact this may have on the therapeutic relationship it is actualises.
 A strength of the pluralistic approach is its grounding in person-centred theory, provides an environment for Theresa to process trauma, understand her own needs and move forward. Theresa should be included in her own treatment, discussing directive or non-directive approaches, which best fit her. 
Theresa’s case is complex and multifaceted, a reflection of domestic abuse survivors’ experience. Further research is required to fully understand the implications of abuse, although several interventions appear successful, there is no ‘one size fits all’.
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