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ARTICLE INFO ABSTRACT
Keywords: Objective: We explored how services work together to support parents and children experiencing both parental
Domestic abuse intimate partner violence (IPV) and parental or child mental health problems by drawing on the perspectives of
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Children
Mental health

professionals working in primary care, children and young people’s mental health services (CYPMHS), and
domestic abuse services.

Methods: We conducted a qualitative study, interviewing 38 professionals in three geographically contrasting
local authority areas in England. We carried out framework analysis using a systems approach and mapping
techniques to understand the service interrelationships and boundary judgements of professionals.

Results: The relationships between domestic abuse services, CYPMHS, and primary care were complex, involving
funders and commissioners, local authority strategic groups, and wider services such as schools and children’s
centres. Participants consistently identified a gap in the relationship between statutory CYPMHS and domestic
abuse services. Other service gaps were for children living with ongoing or intermittent IPV and for children and
parents with needs falling below or between service thresholds. There was a gap in support services for users of
abusive behaviour to prevent future IPV. An overview of staff perspectives revealed differing views on treating
the effects of trauma, and the co-ordination and sequencing of care.

Conclusion: Improving the response to children and adults experiencing mental health problems in the wake of
IPV requires a systems perspective to understand the barriers to service co-ordination. Our findings indicate a
particular need to address the gap between CYPMHS and domestic abuse services. Current ways of working with
adults could be adapted for children, in addition to learning from examples of best practice in the study sites.

1. Introduction and in the UK it is estimated that one in five children have been exposed
to parental IPV. (Radford et al., 2011) Intimate partner violence refers to

Globally over one in four women are reported to have experienced physical, sexual or psychological harm, including threatening, aggres-
intimate partner violence (IPV) in their lifetime (Sardinha et al., 2022) sive and coercive behaviours, by an intimate partner or ex-partner.
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(Krug et al., 2002) In the UK, children living with parental IPV are now
acknowledged as primary victims of abuse. (Act, 2021).

The impact of IPV on parental and child mental health is well
documented, (Bacchus et al., 2018; Devries et al., 2018; McTavish et al.,
2016) as is the associated increased use of healthcare services by sur-
vivors of IPV. (Rivara et al., 2007) Findings from the UK’s ALSPAC
longitudinal study show that parents and their children who had expe-
rienced I[PV were more likely to experience depression than families that
were not exposed. Children who experienced both parental IPV and
maternal depression were themselves more likely to experience
depression than their peers who were exposed to only one of these
parental factors. (Gondek et al., 2023) Similarly, parents with IPV
recorded in English electronic healthcare records in the first 1000 days
of their child’s life were more likely to have recorded mental and
physical health problems than parents with no recorded IPV. (Syed et al.,
2023).

In recognition of the links between family health outcomes and
parental IPV, UK policy emphasises the importance of partnership
working between health services and domestic abuse agencies, along
with clear referral pathways for victims of violence and abuse and a co-
ordinated local responses. (HM Government. Call to End Violence
Against Women and Girls [Internet]., 2010) National Institute for Health
and Care Excellence (NICE) guidance suggests a multi-agency approach
to IPV (NICE. Domestic violence and abuse [Internet]., 2016) but in
general, current policy and guidance is focused on the response to adult
victims with more limited advice as to how this should be operational-
ised for working with children.

Although multiagency approaches for parental IPV are advocated,
evidence from practice shows siloed provision for adult and CYP mental
health and IPV. (Allen et al., 2022) Reported factors contributing to this
include: challenges in multi-agency co-operation for children with child
protection concerns (including parental IPV); (Barlow et al., 2023)
healthcare infrastructure; (Lewis et al., 2018) and administrative issues
affecting referral pathways, funding and multi-agency miscommunica-
tion. (Lewis et al., 2018; Howarth et al., 2016).

A gap in specialist support for children exposed to IPV is well rec-
ognised. (Domestic Abuse Commissioner, 2023) Research into outcomes
for children living with IPV found that most interventions for children
are delivered by the voluntary (or non-profit) sector. (Howarth et al.,
2016) Even where IPV services, such as IRIS (a specialist domestic
violence and abuse training, support and referral programme for Gen-
eral Practices), (Sohal et al., 2020) are linked to UK general practice
(family medicine) there are no recommended approaches for how either
physical or mental health services should identify children’s needs or co-
ordinate support when children also have mental health problems.

Within mental health services, there has been a move towards
trauma-informed approaches driven by survivors (Sweeney et al., 2018;
Sweeney and Taggart, 2018) that aim to deliver services in a way that do
not retraumatise people who have experienced trauma, including IPV.
However an analysis of UK policy identified varying interpretations of
trauma-informed care and a lack of UK or NHS-wide strategy or funding
(Emsley et al., 2022) whilst an overview of trauma-informed training for
mental health practitioners found that most mental health trusts
(regional organisations that provide mental health services) in England
have not yet implemented training for their staff. (McNally et al., 2023).

Previous research has criticised health services responding to IPV for
taking a narrow, single sector perspective, suggesting a systems
approach would be useful. We define a systems approach in this context
as an innovative lens that considers the complex interconnections of
multiple sectors or service types at more than one operational level (e.g.
frontline practice and commissioning) and also identifies key systems
actors who coordinate these systems. (Adisa et al., 2024) There is some
evidence that research is beginning to take this wider perspective.
However, recent research identifying systems factors that increase
screening and identification of IPV in healthcare settings did not include
children. (O’Campo et al., 2011) There is also a lack of research on the
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‘enabling conditions’ (Garcia-Moreno et al., 2015) or systems barriers to
service co-ordination specifically for families experiencing mental
health problems and IPV.

We addressed the following research questions using a systems
approach: 1) How do domestic abuse, primary care and child mental
health services co-ordinate services for families experiencing mental
health problems and IPV? 2) What are professional perspectives of how
services should support families experiencing mental health problems
and IPV? 3) How do professionals perceive service boundaries for fam-
ilies experiencing mental health problems and IPV?

2. Methods

We used a qualitative study design to understand how primary health
care, child mental health, and domestic abuse services work together to
identify and support families experiencing parental IPV and mental
health problems (in either parent or child or both). We followed the
Consolidated Criteria for Reporting Qualitative Research (COREQ) (See
supplement 1) and we pre-registered our protocol. (Powell et al., 2022)
Changes to the protocol are detailed in supplement 2 and see supplement
3 for our glossary and definitions.

We carried out 36 semi-structured interviews between November
2022 and February 2023 with 38 professionals in three areas of England.
Participants were asked to describe a family’s journey through their
services, including how mental health problems and IPV were identified
and recorded, support provided, and the coordination of inter-service
relationships.

2.1. Public & Patient involvement

We consulted our lived experience advisory group at the study design
and data analysis stages. The group contributed questions to the inter-
view schedule and highlighted areas of importance in the analysis. In
addition we formed three professional advisory groups, one for each
recruitment area, which included at least one practising clinician/pro-
fessional from each of our participant groups (i.e. domestic abuse ser-
vices, primary care, child mental health services). These groups input
into the interview schedule design, supported with participant recruit-
ment, and fed back on the findings.

2.2. Theoretical framework: Systems approach

We used Meadows’ definition of a system for this study: a system
typically comprises of “three kinds of things: elements, interconnections,
and a function or purpose” and “is more than the sum of its parts”
(Meadows, 2008). Therefore, a system can be characterised or perceived
as a set of relationships in which the elements when taken together form
a whole. The whole itself may be part of wider systems with their own
set of elements that are linked to other systems. As our focus was on
service co-ordination, we were particularly interested in the in-
terconnections between elements (i.e. relevant health and social care
services).

We also drew on Ulrich’s’s theory of boundary critique which sug-
gests that it is important to access a ‘diverse variety of stakeholder views
in defining problems and complex boundaries’. (Ulrich et al., 1996) In
our study, we were interested in service boundaries, i.e. who was
perceived as eligible for and able to access services.

2.3. Ethics

We did not ask participants about personal experiences of IPV;
however we were aware the subject matter may have been difficult or
that participants may themselves have experienced IPV. Participants
were able to feedback on the interview process and they were offered a
debrief sheet with contact numbers for support services. We collected
written informed consent and participants were free to withdraw at any
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point. Our study was approved by University College London Research
Ethics Committee (17893/003) and NHS Health Research Authority
(315188).

2.4. Sampling & recruitment

The study areas were based on pre-existing contacts from an earlier
study conducted in England. (Powell et al., 2022) We aimed for con-
trasting areas based on geography but also willingness from a key con-
tact to provide support. Our final areas were 1) a northern, primarily
rural local authority; 2) a western, city council local authority; 3) an
inner-city London local authority.

In consultation with the study advisory groups we designed a
maximum variation sampling framework to recruit participants from a
range of professional roles (including frontline, managerial, and stra-
tegic/commissioning) across primary care (n = 6), child mental health
services (including voluntary sector and statutory sector covering uni-
versal to specialist services) (n = 13), and domestic abuse services (n =
19) in each area. We used the framework to target specific professionals,
but we included other professionals if they expressed an interest and met
our criteria. See Table 1 in below for participant demographics. (See also
Table 2 in supplement 4 for sampling framework, recruitment targets
and final numbers, and supplement 3 for definitions of professional
groups.).

2.5. Procedure

Advisory group members emailed the study information to relevant
organisations or individuals and interested participants contacted the
study team directly. We also used snowball sampling, asking interview
participants to suggest suitable colleagues. Once a potential participant
made contact, we shared the information sheet, written informed con-
sent form and brief demographics questionnaire in REDCap, (Harris
et al., 2019) and organised an online interview in Teams. 43 pro-
fessionals contacted the research team and 7 (16 %) did not take part in
an interview.

We offered individual 60-minute interviews (n = 31) and 90-minute

Table 1
Interview participant demographics.
Total
(%)
Gender
Female 37 (97
%)
Male 13 %)
Age
18 to 25 years 13 %)
26 to 35 years 8 (21 %)
36 to 45 years 13 (34
%)
46 to 55 years 11 (29
%)
55 + years 5(13 %)
Ethnicity*
Black, Black British, Caribbean or African 1 (3 %)
(Caribbean, African, Any other Black, Black British or Caribbean
background)
Mixed or Multiple ethnic groups 4 (10 %)
(White and Black Caribbean, White and Black African, White and
Asian, Any other Mixed or multiple ethnic background)
White 33 (87
(English, Welsh, Scottish, Northern Irish or British, Irish, Gypsy or %)
Irish Traveller, Roma, Any other White background)
Years in profession
Under 3 years 9 (24 %)
3 to 5 years 8 (21 %)
6 to 10 years 6 (16 %)
11 to 15 years 7 (18 %)
Over 15 years 8 (21 %)
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group interviews (n = 2) where there were two or more participants
from the same organisation. For GPs, we offered a shorter 30-minute
individual interview (n = 3) to encourage participation. We adapted
the interview schedule for each type of role and all participants were
sent the interview questions in advance.

Interviews were carried out by experienced female qualitative re-
searchers (CP, LH, SC) who met weekly throughout the interview period
to discuss any concerns and track recruitment progress. Interviews took
place online and were audio-recorded in Teams and sent securely to a
professional transcriber for transcription. Participants were offered a
shopping voucher for their time and the opportunity to review summary
findings.

2.6. Analysis

While data were being collected, each interview was summarised in
an area-specific rapid assessment procedure (RAP) sheet (Vindrola-
Padros et al., 2020) (a structured template) to facilitate initial analysis.
This enabled real-time consideration of possible themes, as well as rapid
cross-case comparison, and reflection on new probes or follow-up
questions. The RAP sheets were used to create area-specific sum-
maries, which were sent to all participants and advisory groups for
optional feedback after data collection was completed.

Following the feedback and team discussion we carried out frame-
work analysis. (Ritchie et al., 2003) After the initial inductive indexing
and coding of the data in NVivo 12 by one researcher (CP), (Lumivero.
NVivo (Version 12) [Internet]., 2017) we applied our systems lens to
organise the codes and structure the analysis of themes. We used the
codes to create system maps in Kumu (relationship mapping software,
2023) to visualise our interpretations related to organisational re-
lationships. Initial stages of analysis were discussed with the interview
team, the wider research team, and the lived experience group to refine
the themes and the analysis.

2.7. Reflexivity

Whilst we did not use an explicitly reflexive analytic approach we did
reflect on our positions during the data collection and analysis stages.
The data collection was carried out by three female researchers (CP, LH,
SC), two of whom have extensive experience in the voluntary sector
prior to entering academic research. The team reflected on their non-
practice backgrounds when designing the interview schedules (e.g.
explaining to participants they were not experts) and during the analysis
through discussion of themes. The wider research team, with extensive
experience in domestic abuse research, included two practising clini-
cians, a GP and a clinical psychologist, who drew on their dual expertise
as researchers and practicians when commenting on the analysis. This
was in addition to our survivor advisory group who also fedback on the
findings and whose comments are integrated in the paper.

3. Results

We explored how primary care, domestic abuse, and child mental
health services in England work together and we developed three broad
themes: 1) the interrelationships of organisations and cross-sector
groups involved in care for children and parents experiencing mental
health problems (MHP) and IPV; 2) the boundaries of care between
services; and 3) tensions in perspectives on how CYP/parents should be
supported.

4. Interrelationships of organisations and cross-sector groups
involved in care for children and parents experiencing MHP and
PV

We identified three groups of organisational interrelationships that
affect how primary care, domestic abuse and child mental health
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services work together to support families: A — funding-commissioning
relationships; B — interface relationships (i.e. between frontline service
delivery and funding/commissioning); C — inter-service relationships.
For each group we present a systems map based on the interview codes
and thematic summaries.

4.1. Funding and commissioning relationships

Participants highlighted the key role that funding and commis-
sioning play in service co-ordination for families. The three core aspects
of funding and commissioning relationships were: national government
budget allocation; wider commissioning relationships which support or
hinder service delivery; individual commissioners and what they do. See
Fig. 1 for a representation of these relationships.

4.1.1. National government budget allocation

The Domestic Abuse Act (2021) was cited as a positive piece of
legislation which has made provision for specific funding of children’s
domestic abuse support services; this was seen as potentially funding
some otherwise unavailable mental health support for children and
increasing domestic abuse services’ capacity to work with other services.
However, service commissioners and leaders pointed out that the use of
national government funding is often restricted and does not always
allow sufficient time or flexibility to create the service co-ordination
needed, for example, to implement joint commissioning and contract-
ing. Furthermore, we repeatedly heard from professionals that the cur-
rent decade was one of the worst periods of funding for public services
they had experienced in their careers, and this was limiting and reducing
available services that children and families could access and their ca-
pacity for working together:

“All of us, schools, CAMHS, social care, [are] all very underfunded,
very fractured kind of services and we’re all trying to come together
and ... it’s like a broken piece of pottery and you’re trying to put all
the pieces back together and all the bits aren’t really fitting” (P10,
CYPMHS worker)

Other participants discussed this fragmentation and explained that
lack of funding meant that only less intensive wellbeing work, often in
groups, could be funded, not the in-depth one-to-one mental health
support that parents and children needed.
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4.2. Wider commissioning relationships

Participants discussed a variety of commissioning relationships
which might support or hinder service commissioning and co-
ordination. Joint commissioning arrangements with bodies such as
NHS England and Integrated Care Boards (ICBs) were seen as supportive
and productive, crossing the health-social care interface, and enabling
relationships between services. When local councils provided support
for domestic abuse as a political priority, this enabled commissioners
and service leaders to create innovative services. However participants
explained that regional bodies, such as Violence Reduction Units
(VRUs), might be separately commissioned to deliver IPV services fun-
ded by central government. When these bodies did not communicate
with local commissioners or delivered their programmes in parallel, this
negatively affected local service co-ordination resulting in service gaps
or duplication:

“It’s not just about receiving the money; it’s about how we’re man-
aging those resources. You know, implement something that’s a little
bit of a bigger scale, that’s got economy of scale, that will provide the
same services across bigger patches. But this is the problem, when we
see things being delivered pan-[region], ... commissioners, locally,
have got very little say around it and that’s the problem.” (P13,
Domestic Abuse)

4.2.1. Individual commissioners and what they do

Local authority service commissioners’ prioritisation (or not) of do-
mestic abuse, their knowledge and expertise, cross-sector networks, and
capacity were considered by participants to directly affect inter-service
co-ordination:

“Maybe commissioners who've got 70 different portfolios and DAs
just a little drop in the ocean, would they have the time and capacity,
would they prioritise?” (P13, Domestic Abuse)

According to our participants, commissioning effective services that
worked well together depended on vision, commissioning relationships
across sectors, and the integration of administrative procedures such as
joint contracting and shared case management systems. Without these
things in place, mental health problems in the context of domestic abuse
could be overlooked because it did not seem to be anyone’s specific
responsibility.

Central
NHS-England government DA Bill
Regional service
delivery e.g.
VRUs
ICBs -~
Funding

Local council

Legend

Direction of impact, can be positive or negative

(o) Core service delivery & co-ordination
Local or YfglCﬂ:'ﬂ bodies that affect commissioning

Central bodies that affect funding and commissioning

LA service

commissioning —

L/

PC,DA &
CYPMHS delivery
& co-ordination

Fig. 1. Map of funding and commissioning relationships.



C. Powell et al.
4.3. Interface relationships

There were three types of relationships at the interface of service
delivery and funding-commissioning that participants described where
primary care, child mental health and domestic abuse services might
cross paths and could help or hinder cross-service working. These were:
1) local area strategic groups; 2) safeguarding partnerships; 3) domestic
homicide reviews. These were all affected by funding-commissioning
relationships and directly shaped service delivery relationships. See
Fig. 2 for a map of these relationships.

4.3.1. Local area strategic groups

Strategic groups (including both steering and operational groups)
bring together different health and social care partners and can facilitate
joined-up support pathways. These groups were described as part of the
commissioning process to oversee service delivery and partnership
working and were seen as key to co-ordinating support between services.
However, member attendance and inclusion were key to their effec-
tiveness, as reported by interviewees. An observation primarily from the
domestic abuse sector was the non-attendance of mental health services
(despite being invited):

“I’d say one of the biggest gaps in all these meetings I’ve been talking
about is representation from [mental health trust]. ... And certainly
CAMHS... I've never seen them strategically round the table, at all.”
(P14, Domestic Abuse)

In addition to this we heard from some domestic abuse services and
relevant (particularly small) charity sector service providers about not
being invited:

“At the minute we don’t have a voice there [Domestic Abuse Board]
...if you think about the 400 plus people we worked with last year,
their voices are not being represented. I'm really keen for us to have a
seat, so that we can have those conversations with other services, we
haven’t had strong links with health, so that’s an area that we really
want to develop and make some links there.” (P15, Domestic Abuse)

The exclusion of domestic abuse services, including specialist ‘by and
for’ services was also highlighted in discussions around multi-agency
meetings. Participants in strategic roles across health and domestic
abuse suggested this might add to the communication challenges be-
tween voluntary sector domestic abuse (and related) services and stat-
utory CYPMHS.

Strategic groups

————— Mixed experiences of relationship

Only positive relationships reported
D Core services in study

Service meeting points

Domestic abuse
services
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4.3.2. Safeguarding partnerships

Safeguarding partnerships were seen to help joined up working and
as an opportunity to think about the whole family, as well as encour-
aging multi-disciplinary working. It was a key structure for bringing
awareness of domestic abuse into health services and for multi-agency
referrals. Where there was limited cross-working between domestic
abuse, primary care and child mental health services, safeguarding was
identified by interviewees across professional groups as the only arena
where these services might work together because of their clear purpose:

“It’s within safeguarding we contribute to how those services work
together... safeguarding should be a thread through all those services
and how they work together.” (P16, Primary Care)

However some small charity sector organisations, especially by and
for services, felt they were not always seen as equal partners in the
process:

“The only thing I would say is we’re not always or experiences have
been at times where we don’t get the notes, so we won’t get the sort
of notes or minutes like others will, we’re just sort of called in and ...
not necessarily, I suppose, seen as equals in relation to other.” (P24,
Domestic Abuse)

4.3.3. Domestic homicide reviews (DHRs)

DHRs were also seen as an opportunity to improve service co-
ordination, often highlighting poor service communication or chal-
lenges identifying families at risk. Some participants from the domestic
abuse sector highlighted that they had only been able to develop positive
relationships with mental health services after a DHR had flagged issues
in cross-service communication.

4.4. Inter-service relationships

Participants reported that referrals were the primary relationship
between services. In this section we describe the nature of relationships
between domestic abuse, child mental health and primary care services,
as well as the impact of wider services. Fig. 3 shows the wide eco-system
of services in which families experiencing both domestic abuse and
mental health might access support.

4.4.1. Connecting services between domestic abuse, CYPMHS and primary
care services

According to our interviewees, children’s centres (family support
centres for families with children under 5 years) and Family Hubs (a

Safeguarding Domestic
partnerships Homicide
Reviews

CYPMHS
(statutory)

Primary Care

Fig. 2. Map of interface relationships.



C. Powell et al.

Police

Substance use
services

Adult mental
health services

Legend

Some or only negative relationships reported

Only positive relationships reported

Core services in study
Local Authority
Health

Criminal justice

Schools
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Domestic abuse

services Health visiting

Children's
. Centres & Family
Hubs

Early Help

Social care:
children &
adults

Fig. 3. Map of inter-service relationships.

development of children’s centres that can offer services for older chil-
dren) seemed particularly well-integrated with domestic abuse,
CYPMHS and primary care services. Early help services (for families who
don’t meet the social care threshold but need additional support)
appeared to have good connections to both domestic abuse services and
CYPMHS. Small voluntary sector organisations reported that they
needed visibility from statutory services (i.e. advertising and referrals)
to be well-integrated in the local service offer.

The main gap that professionals described (and found challenging)
was that between domestic abuse services and statutory CYPMHS,
perhaps related to the challenges identified in funding, commissioning
and interface relationships described above. One participant described it
as a ‘wall’ (P17, domestic abuse), another as ‘very hit and miss with a lot
of misses’ (P24, domestic abuse), and in general the relationship was
described as mediated by social care or schools. Participants across
domestic abuse services reported that in their areas they were unable to
refer to mental health services directly without the support of another
local authority service (e.g. a school) or a healthcare professional.

Primary care services seemed less well-integrated with wider local
authority services. However, GPs described positive relationships with
health visitors which enabled them to be alerted to families with chil-
dren under 5 years exposed to parental IPV. There did not seem to be a
similar relationship with community-based professionals for older
children. Whilst GPs described making referrals to CYPMHS for young
people exposed to IPV, there was rarely any other contact between the
two services. One participant described the primary care role as:

“We are the holder of the information... our important thing is to
make sure it’s all visible and it’s reviewed and it’s there for other
people to see.” (P18, Primary Care)

Other participants felt there previously had been more opportunity
for conversations with GPs around mental health support for young
people and parents, but this was no longer possible given increased
caseloads in primary care.

4.4.2. Support from the wider network

Participants described the impact of poor service co-ordination in the
wider network (i.e. beyond primary care, domestic abuse and CYPMHS)
and how this affected support for families with a range of needs. A
particular issue was the lack of communication between adult mental
health services and substance misuse services and the practice of
excluding parents from accessing mental health services until substance
misuse was addressed. This could leave parents at greater risk of harm
from their partners using abusive behaviours, less likely to be able to

address their issues, as well as having a negative impact on their
children.

Participants explained how disagreements between social care ser-
vices and Family Hubs about categorising parental relationships as
conflict or domestic abuse might mean families were referred to inap-
propriate support, leaving families unable to access domestic abuse or
CYPMHS services when needed. Different definitions of IPV and inter-
parent conflict across services seemed to underpin this, although one
participant speculated that categorising parental interactions as
conflictual rather than abusive enabled cases to be passed from social
care to other services, which might help reduce the high caseloads in
social care.

5. Boundaries of care between services

Participants discussed how the threshold criteria for access into
CYPMHS and adult mental health services prevented families experi-
encing IPV from accessing timely mental health support. Four groups of
children and families referred for mental health problems were identi-
fied by practitioners as particularly affected by access criteria: children
who live with current/ongoing domestic abuse; children below social
care safeguarding thresholds; parents/children with mental health pre-
sentations that fall between the primary and secondary mental health
care thresholds; and mothers with high needs and residency of their
children. Practitioners discussed the impact of exclusion from services
for families and the implications for service co-ordination.

5.1. Children living with domestic abuse (i.e. still living with the abusing
parent) interviewees perceived that many mental health service criteria
exclude children who are not considered to be living in a situation of safety

“One of the ... exclusion criteria from many of the young people’s
mental health service response, is needs stability, they need to be
safe, there cannot be ongoing abuse, and of course that excludes
every child that is experiencing domestic abuse, living in a refuge,
mum’s in a coercive controlling relationship. They’ve got high level
trauma symptoms, they’re of course demonstrating harmful behav-
iours in school environments, and that is classified as not safe or
stable enough to work with generic mental health services.” (P17,
Domestic Abuse)

Participants from domestic abuse services and both statutory and
voluntary sector child mental health services reiterated this, high-
lighting the number of children with mental health needs who could not
access support for this reason.
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5.2. Children below social care safeguarding thresholds

Children perceived as living in an abusive situation that is not risky
enough to meet social care thresholds were also considered to be less
likely to access CYPMHS even with significant mental health needs.
Interviewees acknowledged this was because of reduced funding and
service cuts which meant that CYPMHS thresholds are only really met by
children also meeting social care thresholds. As one primary care prac-
titioner explained:

“The threshold for CAMHS is so high that a child really needs to be in
quite significant distress, and if they were in that much distress and
there was that much, you know, there was that much of a need, I
would say nine times out of ten they’re already involved in social
care.” (P11 Primary Care)

5.3. Parents/children who fall between the primary and secondary mental
health care thresholds

In England, primary mental health care provides access to ‘NHS
Talking Therapies’ (previously known as ‘Improving Access to Psycho-
logical Therapy’ or ‘IAPT’), which predominantly comprises CBT in-
terventions. Interviewees from child mental health and primary care
services were concerned that adults and children exposed to domestic
abuse are considered too complex for this level of therapy and that
standard CBT as opposed to trauma-focused CBT is often inappropriate
for trauma survivors. However these same families did not then meet the
diagnostic criteria or thresholds for higher tier or specialist services; this
left them unable to access any statutory mental health support as
described by this practitioner:

“Iwould say 50 % of my cases, I go back to the GP and say, you know,
the NHS talking therapy services isn’t enough for this client, but then
they don’t meet the threshold for secondary mental health services,
so we’re kind of stuck because I can’t do much work while she’s in
crisis, but there are no resources to help her come out of crisis.” (P11,
Primary Care)

5.4. Mothers with high needs

The final group refers to mothers with high level needs including
mental health problems and substance use problems, who have resi-
dency of their children. Whilst there is some specialist mental health and
domestic abuse provision for mothers who no longer have residency of
their children, mothers with children are unable to access residential
domestic abuse provision with high-level mental health support.

5.5. The impact of children and parents being excluded from accessing
services

The impact on services and families of these threshold criteria and
lack of support for some children and families was described by this
practitioner:

I think the waits are just so, so severe and the child has to be so
disabled, by the time they get seen by CAMHS in, sadly, you just feel
that sometimes you think a stitch in time would save nine and I fear
that, that there often isn’t that possibility, there isn’t that capacity in
the service to see these children before they do get completely
unravelled.” (P19, Primary Care)

Several participants explained that children would deteriorate on
lengthy waiting lists. Parents were also more likely to return to abusive
partners if they were unable to access timely and appropriate support.
Wider support services described how they might avoid even making
referrals to mental health services because they did not want families to
be rejected:
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“What we don’t want is families being bounced around, being told ...
you’re not relevant for this service... People don’t like to hear that
and that has ramifications down their life, to be told that they’re not
complex enough or too complex.“ (P20, Primary Care)

Voluntary sector services and primary care services described how
they tried to fill the gap by keeping families on for longer in their own
services, recommending private therapy or trying to find alternative
support through schools. The boundaries of care between services
seemed both to reflect funding and commissioning arrangements (and
their gaps) but also practitioner perspectives on who should be sup-
ported and how in different services.

6. Tensions in perspectives on how families should be supported

On analysing interviewee perspectives of how care should be pro-
vided, there were three points of divergence: 1) the problem with ‘safety
first’; 2) the role of child and young people mental health services; 3)
who is responsible for users of abusive behaviour.

6.1. The problem with ‘safety first’

There was general agreement from participants that mental health
interventions for parents and children were limited when environmental
factors (such as poor housing) are not addressed, and that trauma re-
sponses cannot be processed while traumatic experiences are ongoing.
However, participants outside of mental health services were keen to
point out that it is difficult to keep people safe if they are mentally un-
well or distressed:

“A really big barrier for most women to make positive decisions
about relationships, you know, having the strength to make decisions
to leave relationships, ... being able to prioritise their children’s
needs... really whittles down to their capacity and mental health. If a
mum is in complete mental health distress, then it’s really difficult
for me to put all these options out ... if they’re in crisis, none of those
things are really easy to take on board and to action.” (P11, Primary
Care)

Domestic abuse services felt they were equipped to offer emotional
support, mental health safety planning or advocacy around service ac-
cess, but not therapy or formal mental health interventions. Domestic
abuse services staff — in particular, advocates with a focus on practical
support — described how it was difficult not to be pushed into a therapist
role when providing support. Staff felt that approaches which brought in
consultation and supervision from mental health specialists in domestic
abuse services would be useful to negotiate some of these challenges.

6.2. The role of child and young people mental health services

The next diverging perspective was around the role of CYPMHS for
families experiencing domestic abuse. Many domestic abuse practi-
tioners felt CYPMHS saw domestic abuse primarily as a safeguarding
issue rather than as a risk for or contributor to mental health problems:

“I guess is it the case that mental health services don’t really un-
derstand domestic abuse and sexual violence, and maybe they are
only seeing it in terms of safeguarding of their own clients, rather
than how could they be working in prevention, how could they be
working in crisis, and how could they be working in recovery?” (P12,
Domestic Abuse)

This participant felt mental health services could be part of domestic
abuse prevention and recovery for children because they are already in
contact with so many children who have experienced parental IPV.

There was a perception that there is a mismatch between CYPMHS
thresholds and diagnostic criteria, and children’s presentations when
affected by trauma (in this case, domestic abuse), i.e. that children could
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experience severe mental distress and need support, but this did not ‘fit’
service criteria. Child mental health staff from both the statutory and
voluntary sectors agreed that short-term interventions were unsuitable
for addressing the impact of domestic abuse, and that there were not the
resources in the public sector for children impacted by trauma.

However, domestic abuse staff and voluntary sector children’s
mental health staff felt that there were some more fundamental differ-
ences between themselves and statutory child mental health practi-
tioners’ perspectives on mental health. The conflict seemed to centre on
whether trauma-related mental distress is qualitatively different from
‘mental illness’ — with a perception that domestic abuse services and the
voluntary sector had a trauma-informed approach to mental health,
whilst mental health services did not.

Some participants suggested that where statutory child mental
health services were aware of domestic abuse, their role was providing
support for children with historic trauma, “we’re in the game of pro-
cessing past trauma” (P21, CYPMHS), whilst it was seen as the voluntary
sector’s role to provide support with current trauma. In addition, there
was a general perception that statutory child mental health services are
less aware of the complexities of domestic abuse, particularly around
coercive control, jealousy, stalking and harassment or challenges facing
people trying to leave abusive relationships.

We identified from the interviews that domestic abuse services were
systematically asking as part of their intake assessments about the
mental health of parents and children, whilst statutory child mental
health services were not systematically asking about or identifying
family IPV. This was reflected in levels of training staff had received too
— with all domestic abuse staff reporting some mental health training,
whilst few child mental health practitioners had received IPV training,
and notably most of those who had were based in the voluntary sector.
(See supplement 5 for further details).

Participants agreed that there is a lack of clarity about who is
responsible for what support at what time for families experiencing
domestic abuse — in particular, around trauma support, mental health
interventions, counselling, and referral pathways in general. Partici-
pants agreed that they wanted to address the siloed ways of working
between domestic abuse services and CYPMHS. CYPMHS practitioners
discussed how difficult it was for them to identify domestic abuse if
children did not talk about it and accompanying parents did not provide
this information.

6.3. Who is responsible for users of abusive behaviour?

The final diverging perspective was around support for users of
abusive behaviour (usually fathers) to change their behaviour. There
was general agreement that there is a gap in support for parents who use
abusive behaviour and young people who may begin to in their own
relationships. Some participants felt their support of children and the
non-harming parent was limited if there was no support available for the
parent using abusive behaviour to end their abuse. There was a sense
that parents who use violence are ignored by services, in particular so-
cial services and mental health services, and that outside of specialist
perpetrator programmes there is a lack of responsibility for and skills to
work with this group of parents.

Some specialists described how colleagues might be frightened of
parents who use abusive behaviour or worry about upsetting them (and
the impact on the family). However this fear resulted in avoidance of any
contact with the parents who use abusive behaviour:

“I was worried about if I said something that made this man very
angry that he would then actually seriously hurt his family or kill
them.” (P23, CYPMHS)

Specialist domestic abuse workers wanted mental health services to
be able to hold perpetration and mental health in mind simultaneously,
both for the parent who uses violence and for young people who start to
display abusive behaviour:
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“We see adolescent boys who are using abuse against their girlfriends
but who have experienced a lot of childhood trauma and domestic
violence as children and the CAMHS professionals tend to hold the
boys’ trauma in mind over and above the trauma he’s causing.” (P22,
domestic abuse)

Child and adult mental health services were the focus because this
was often the service that users of abusive behaviour might already be in
contact with, according to our participants, and they felt it was better for
the work to start with a professional who was already in contact with the
parent or young person. Support for people who use violence to change
was seen as key to prevention of future domestic abuse both in adults but
also in young victims who might go on to have their own harmful
relationships.

7. Discussion

This qualitative study explored professional perspectives of service
co-ordination for families experiencing IPV and mental health problems.
The systems mapping of interrelationships identified complex barriers
and enablers to service co-ordination in the wider system through to the
relationships between the frontline services themselves. A key gap was
identified between domestic abuse services and statutory CYPMHS.
Exploration of the boundaries of care suggested that children living in
households with ongoing or intermittent IPV and children and parents
with mental health or social care needs below or between service
thresholds might be less able to access mental health support. An
overview of staff perspectives revealed differing views on addressing the
effects of trauma, the co-ordination and sequencing of care, and service
responsibility for parents who use abusive behaviour.

The key gap we identified between statutory CYPMHS services and
voluntary sector domestic abuse services in part explains why children
can be invisible in the wider domestic abuse support system. (Roy et al.,
2022) This service gap has been highlighted across the voluntary sector
service literature and reiterates recent calls for better integration be-
tween specialist IPV and mental health services (Oram et al., 2022) with
joint commissioning as the central component. (Domestic Abuse
Commissioner, 2023) Our lived experience group felt that there was a
particular gap for teenage boys and that any link between domestic
abuse services and CYPMHS would need to proactively address this. This
gap in service provision, particularly in relation to domestic abuse ref-
uges has been highlighted in the grey and academic literature. (Baker,
2009; Radford et al., 2011).

This gap between CYPMHS and domestic abuse services appeared to
be a specific manifestation of a deeper difference in perspectives be-
tween these services relating to how trauma is recognised and addressed
in mental health services, (Oram et al., 2022; Coughlan et al., 2024) and
how services can support children who are not considered to be in a
position of safety. This is an ongoing debate around CYMPHS and their
ability to provide therapeutic support for children with unstable home
lives and has been identified in ongoing research about the mental
health needs of children with a social worker. (Coughlan et al., 2024) An
analysis of CYPMHS policy argues that a move towards individualised
understandings of mental health excludes consideration of social con-
ditions. (Callaghan et al., 2017) Earlier research with adult survivors of
IPV had similar critiques of mental health services (Humphreys and
Thiara, 2003) and was echoed by our lived experience group who felt
that CYPMHS can have a narrow perspective that does not relate mental
health to the context a child might be living in. This professional sepa-
ration between mental health and IPV is also reflected in child safe-
guarding policy: a recent review examined the representation of
domestic abuse and found that mental health is rarely mentioned.
(Russell et al., 2022).

This disciplinary and service separation between parental IPV and
child mental health is also reflected in our finding that children (and
parents) often fell between lower levels of mental health support and
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specialist mental health services. This has been widely reported as an
issue across mental health services for children with more complex
needs. For example, a recent evaluation of mental health support teams
in schools (classed as a lower level of mental health support) found that
children who were underserved by this service included children with
special educational needs, those from ethnic minority backgrounds, and
children with challenging family circumstances, including parental IPV.
(Ellins et al., 2023) Therapists in the study, like our participants, felt that
the time-limited, low-intensity CBT on offer was not suited to these
children, who also did not meet thresholds for more specialist support.
(Ellins et al., 2023) This suggests a wider systemic problem with service
thresholds and the support offer affecting children living with social
adversities and has been highlighted in ongoing research about child
mental health. (Coughlan et al., 2024; Morgan et al., 2024).

These systemic problems align with Hester’s three planet model
(Hester, 2011) which explains the contradictions in professional practice
and discourse between child protection, domestic abuse and child con-
tact services. CYPMHS practitioners and others in child-focused health
and social care services who work with children affected by domestic
abuse also bring their practices and understanding of domestic abuse.
This was highlighted in our study by professionals who reported dis-
agreements about categorising IPV as parental conflict and the impli-
cations for service referrals. Inter-professional consensus on the
difference between conflict and abuse is central to providing appropriate
trauma-informed support at the right time for adult and child survivors.
(Hodes and Mennicke, 2019).

7.1. Strengths and limitations

This exploratory study used a systems lens and highlighted areas that
warrant further indepth research, such as factors affecting thresholds to
health and social care services for families affected by domestic abuse
and their variation by region, service demand and service structures.
Whilst this study incorporated the views of a range of health and do-
mestic abuse professionals across three geographically varied areas in
England, primary care was under-represented in our sample. Further
work is needed to understand primary care practitioner perspectives;
this is important given their central role in referring parents and chil-
dren. However, resonance between our findings and national surveys
(Domestic Abuse Commissioner, 2023; Standing Together Against Do-
mestic Abuse, 2020), suggests the findings are more widely transferable
beyond the three study sites. Research involving a wider range of health
services and local authority services would enable further understanding
of these perspectives, and in-depth work is required on the recognition
of and support for IPV in CYPMHS. In addition, further work could be
carried out to focus on specific geographic and regional differences.

7.2. Implications for policy and practice

Our findings show that system-level intervention might be needed to
improve service co-ordination, consistent with the wider health and
domestic abuse service literature. Evaluation of Independent Domestic
Violence Advisors (IDVA) in maternity services highlighted ongoing
funding and local area health commissioning and management support
were needed for service co-ordination. (Forbes et al., 2023) Similarly,
national reviews of services have highlighted the impact of commis-
sioning decisions, (Domestic Abuse Commissioner, 2023; Connect
Centre, 2021) funding cycles (Standing Together Against Domestic
Abuse, 2020; Ava, 2023) and funding restrictions, (Juliette et al., 2023)
and missing health service input in strategic meetings (Standing
Together Against Domestic Abuse, 2020) on cross-sector service co-
ordination. A review of health practitioner readiness to address IPV
emphasised the need for supportive systems, (Hegarty et al., 2020)
whilst the recent Lancet Psychiatry Commission on IPV highlighted
trauma-informed support is only possible with system-wide changes.
(Oram et al.,, 2022) Thus, attention needs to be paid to funding,
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commissioning and contracting processes, and the involvement of stra-
tegic groups, particularly smaller voluntary sector organisations and by
and for services.

Our findings suggest there needs to be a strengthening of the rela-
tionship between domestic abuse services and CYPMHS including the
development of advice, referrals and treatment pathways, in addition to
mechanisms to facilitate cross-service advice and guidance. Currently,
evidence about best practice is based on work with adults but suggests
that there are pre-existing ways of working that could be expanded.
Early work from the extension of the IRIS programme (domestic abuse
advocates in general practice) has shown the success of extending the
model to consider children (Szilassy et al., 2024) and this a possible
model that could be developed in or with CYPMHS. A trial in the UK that
trained domestic abuse advocates to support mental health had a posi-
tive impact on women’s mental health (Ferrari et al., 2018) suggesting
that similarly this model could be extended to enable children accessing
domestic abuse services to access psychologically informed support.
Each of our study areas had an example of positive practice for children,
these are described in supplement 6, Table 3.

Clinicians from mental health services consulting to the voluntary
sector, suggested by our participants, might support the identification of
families who fall through the service gap, in addition to strengthening
the relationship between the sectors. Similarly domestic abuse organi-
sations, such as SafeLives (SafeLives [Internet]. [cited, 2024) could be
systematically funded to provide training for health and social care
professionals and commissioners to raise awareness and skills and sup-
port wider understanding of domestic abuse and the difference with
conflict. Local organisations could offer advice to mental health pro-
fessionals working with families with experience of abuse. Furthermore,
policy initiatives in the UK, such as Family Hubs and Early Help services,
where health and social care services are already working together,
provide pre-existing structures for strengthening the system in addition
to opportunities for prevention. (Cleaver et al., 2019).

8. Conclusion

Improving service co-ordination for families experiencing IPV and
mental health problems requires a systems approach to address the
many barriers to accessing support parents and their children face.
Improving the link between CYPMHS and domestic abuse services
through ensuring relevant professionals from statutory and voluntary
sector attend strategic groups, jointly contracting embedded workers
across services and joint care pathways could go some way in addressing
the main gaps in support.
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