
Supplementary file 1 

Search strategy 

Full Boolean search strategy for MEDLINE 

Date range of search 1 April 2013 to 28 April 2016. 

Date of search 28 April 2016. 

-------------------------------------------------------------------------------- 

1   Child Welfare/ or Child, Preschool/ or Mother-Child Relations/ or Father-Child Relations/ or Child 

Behavior/ or "Child of Impaired Parents"/ or Child/ or Parent-Child Relations/ or Child Psychology/ or 

Child Reactive Disorders/ or Child Psychiatry/ or Adolescent Psychiatry/ or Adolescent Behavior/ or 

Adolescent/ or Adolescent Health Services/ or Adolescent Psychology/ or Adolescent Development/ 

(2612601) 

 

2   (adolesc* or preadolesc* or pre-adolesc* or boy* or girl* or child* or infant* or preschool* or juvenil* 

or minors or school* or pediatri* or paediatri* or pubescen* or pre-pubescen* or puberty or student* or 

teen* or young or youth* or school* or high-school or "high school" or college or undergrad* or 

campus* or classroom*).mp. [mp=title, abstract, original title, name of substance word, subject 

heading word, keyword heading word, protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier] (4168331) 

 

3   1 or 2 (4168331) 

 

4   Domestic Violence/ or Spouse Abuse/ or Battered Women/ (12097) 

 

5   (abuse* adj3 (wom*n or partner or spous* or m*n or wife or wives or husband*)).tw. (5458) 

 

6   (battered adj3 (wom*n or partner or spous* or m*n or wife or wives or husband*)).tw. (695) 

 

7   (violen* adj3 (wom*n or partner or spous* or m*n or wife or wives or husband*)).tw. (7703) 

 

8   (marital adj3 (violen* or abuse*)).tw. (297) 

 

9   (famil* adj3 (violen* or abuse*)).tw. (2930) 

 

10   domestic violen*.tw. (4517) 

 

11   (intimate adj3 partner adj3 (violen* or abuse*)).tw. (4273) 

 

12   (interparental adj3 (violen* or abuse*)).tw. (97) 



 

13   (violen* adj2 (home*1 or household*)).tw. (206) 

 

14   (parent* adj3 (violen* or abuse*)).tw. (1868) 

 

15   or/4-14 (22293) 

 

16   (expose* or exposure).mp. (927096) 

 

17   witnes*.mp. (18418) 

 

18   growing up.tw. (1791) 

 

19   ((child* or adolesc*) adj3 "living with").tw. (1380) 

 

20   16 or 17 or 18 or 19 (946981) 

 

21   3 and 15 and 20 (2401) 

 

22   limit 1 to ed=20130401-20160428 (284370) 

 

23   21 and 22 (426) 

 

 



Supplementary file 2 

Characteristics of the 11 studies (16 papers) synthesised (in chronological order) 

N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

1 Buckley 2008a 

Buckley 2008 

(report) [33] 

Buckley 2011 

(article) 

[32] 

Republic of 

Ireland 

 

Service users’ 

experiences of 

child protection 

services 

Women's 

refuges, 

advocacy 

groups, family 

support 

services, 

treatment 

services, 

counselling 

service, public 

redress bodies, 

community 

youth project, 

and statutory 

child protection 

service in 16 

counties 

27 parents 

20 female, 7 male 

18 survivors of IPV 

 

Notification by other 

services 

Self-disclosure 

Self-referral 

First contact and 

initial response from 

child protection 

services 

Interviews Grounded-theory Positive and 

negative 

experiences with 

child protection 

services. 

Impact of those 

experiences on 

parents and 

children. 

17-3-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

2 Black 2010 

[41], 

US 

 

Recommended 

practices and 

obstacles to 

practices to 

improve 

interventions for 

families 

suffering from 

IPV 

Varied health 

care services in 

one large urban 

area 

Mixed sample of 

professionals 

including 24 HCPs 

and SSPs 

20 female, 4 male 

IPV screening 

case finding of 

children’s exposure 

to IPV 

Initial care of the 

mother–child dyad 

Interviews Not stated Individual, social, 

and system levels 

obstacles to 

identifying and 

responding to 

children’s 

exposure to IPV. 

Participants 

recommendations 

on how to 

improve 

identification and 

response to 

children’s 

exposure to IPV. 

Focus on 

supporting the 

mother–child 

dyad. 

Challenges of 

focusing on the 

14-6-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

mother-child 

dyad. 

3 Stanley 2010a 

Stanley 2010 

(report) [35] 

Stanley 2012 

(article) [34] 

UK 

 

Experiences and 

views of police 

notifications to 

children’s social 

services of IPV 

incidents where 

children were 

present/resided 

in the household 

IPV services for 

women, 

services for 

children 

affected by IPV, 

children’s social 

services in two 

local authorities 

in the North 

and South of 

England 

19 children: age 10-

19; 8 male, 11 

female; 16 white 

British, 1 white/ 

Asian, 1 white/ black 

Caribbean, 1 white/ 

black African. 

11 parents survivors 

of IPV: 1 male, 10 

female; mean age 38 

(25-48); most black 

minority ethnic 

(BME), 4 white 

British. 

25 SSPs: age 23-65; 4 

male, 21 female; 14 

front-line, 22 white 

British, 1 black 

British, 1 black 

African, 1 “other”; 

Notification by police 

Response from 

children’s social 

services to the police 

notifications 

Focus 

groups; 

interviews 

Grounded theory Clients’ positive 

and negative 

experiences with 

children’s social 

services and 

health 

professionals 

when disclosing 

IPV. 

Barriers and 

facilitators to 

disclosing and 

acknowledging 

IPV. 

Individual, 

organisational 

and system level 

barriers to 

responding to the 

police 

14-6-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

job experience 1.5-

30 years 

notifications of 

children’s 

exposure to IPV. 

4 Meyer 2011 

[44] 

Australia 

 

Help-seeking 

decisions of IPV 

victims with 

dependent 

children 

IPV services, 

family 

counselling 

services in three 

areas in 

Southeast 

Queensland 

29 parents survivors 

of IPV 

All female 

Age 21-62 (mean 38, 

SD 11.3). 

21 Australian-born, 2 

New Zealand-born, 3 

UK-born, 1 South 

African, 1 Malaysian, 

1 Filipino. 

27 had children. 25 

children had 

witnessed the abuse. 

16 secondary 

education, 3 in 

tertiary education, 

10 completed 

tertiary education. 

Initial response from 

child protection 

services 

Interviews Grounded theory Gap between 

client and 

professional 

understanding of 

the dynamics of 

IPV and response 

needed. 

Parents’ fear of 

harm and loss of 

custody. 

 

17-3-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

7 employed, 2 

unemployed, 2 

volunteers, 14 home 

duties, 3 students, 1 

retired. 

26 received 

government 

benefits. 

5 Randell 2012 

[43] 

US 

 

Important 

information to 

communicate 

about IPV and 

how it should be 

presented in a 

pediatric 

emergency 

department 

IPV service in a 

racially and 

ethnically mixed 

city 

99 parents survivors 

of IPV 

All female 

36 White, 32 

Hispanic, 22 African 

American, 5 other, 4 

not reported. 

52 high school, 21 

degree, 26 not 

reported. 

45 currently 

employed 

Identification and 

response in health 

care setting 

Focus 

groups 

Grounded theory Content and 

format of posters 

about children’s 

exposure to IPV. 

15-5-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

6 Davidov 2012 

[42] 

US 

 

Issues related to  

the mandatory 

reporting of 

children’s 

exposure to IPV 

Community 

based Nurse-

Family 

Partnership 

(NFP) 

programme in 

four sites 

20 NFP mothers 

survivors of IPV; 

mean age 21.3; 50% 

White, 25% Black, 

15% Hispanic; 90% 

single/ never 

married; years of 

school 11.7; 80% 

income<$24,000 

47 HCPs: 

25 NFP nurses; mean 

age 46.2; 

92%>=bachelor’s 

degree; nursing 

experience 19.7 (5-

38); years in NFP 4.4. 

22 community 

stakeholders 

including 4 from 

hospital or public 

health services; work 

Mandatory reporting 

of children’s 

exposure to IPV by 

NFP nurses 

A secondary 

analysis of 

focus groups 

and 

interviews 

 

Retrospective 

interpretation 

Professional and 
patient 
uncertainty 
regarding 
reportable 
children’s 
exposure to IPV. 

Mothers’ fears of 
losing custody of 
children. 

Strategies nurses 
can use to ease 
mothers’ fear. 

Negative client 
experiences with 
child protection 
services. 

17-3-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

experience 9.2 years; 

mean age 50.5 years. 

7 Angelo 2013 

[47] 

Brazil 

 

Experience of 

the nurses in 

their care of 

child victims of 

IPV 

Pediatric 

emergency, 

intensive care 

and inpatient 

units in São 

Paulo 

15 HCPs 

14 female, 1 male; 

ages 27-48, time 

since graduation 3-

12 years 

Case finding 

Initial response 

Interviews Motivational 

theory 

Identification of 

children’s 

exposure to IPV 

through attention 

to signs and 

symptoms 

followed by 

verification. 

Ambivalent 

feelings towards 

parents of 

children exposed 

to IPV. 

Protective 

professional 

attitude towards 

children. 

13-7-0 

8 Jenney 2014 

[46] 

Canada 

How the voices 

of women with 

experience of 

Child protection 

services in five 

Ontario child 

17 CPS workers: 12 

females, 5 males; job 

experience >6 years; 

Notification by other 

services 

Focus group; 

interviews  

Grounded theory 

 

The process of 

interaction 

between worker 

16-4-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

 IPV are 

translated into 

child protection 

service workers' 

interventions 

welfare 

agencies 

qualifications - BA 

(3), BSW (8), CYW 

(1), and MSW (5); 9 

did not have DVA 

training, 4 had 

training in both risk 

assessment and 

safety planning. 

11 parent survivors 

of IPV: all female; 

age 26-49 years; 5 

immigrant/refugee; 

8 on < $25,000 

annually; 5 

College/University 

education, 2 high 

school, 4 grades 9–

11. 

Self-referral 

Response from child 

protection services 

 and client during 

child protection 

service 

investigation. 

Gap between 

client and 

professional 

understanding of 

the concept of 

safety and the 

impact of IPV on 

children. 

 

9 Interview 

study within 

the RESPONDS 

Projecta 

 

Responses to 

disclosure of IPV 

when children 

are exposed and 

the dilemmas 

General 

practices in six 

sites across the 

north and south 

69 HCPs 

42 general 

practitioners, 12 

practice nurses and 

Case-finding 

Notification by other 

services 

Interviews Thematic analysis 

using framework 

Engaging directly 

with children at 

medical 

consultation. 

16-4-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

Szilassy 2015 

(report) [37] 

Larkins 2015 

(paper) [39] 

Szilassy 2016 

(paper) [38] 

Drinkwater 

2016 (paper) 

[36] 

 

UK 

 

and challenges 

general practice 

clinicians face 

when 

confronted with 

children’s 

exposure to IPV 

of England and 

the Midlands 

15 practice 

managers 

48 female, 21 male 

Age: 21-34 – 10; 35-

44 – 13; 45-54 – 30; 

55-64 – 10; not 

known – 10 

Experience 

managing domestic 

violence (number of 

cases): >5 – 5; a few 

– 14; 1 – 2, none – 

26; none but aware 

of case at surgery - 7 

IPV service provision: 

sparse – 28; 

established – 41 

Location: 

metropolitan – 19; 

urban – 27; semi-

rural – 23 

Initial response from 

general practice 

clinicians 

Professional 

uncertainty about 

responding to 

children’s 

exposure to IPV. 

Poor inter-agency 

work. 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

Region: north – 21; 

Midlands – 33; south 

– 33 

10 Clarke 2015 

[40] 

UK 

 

Practitioners’ 

perceptions of 

children’s 

experiences of 

IPV. 

Experiences of 

responding to 

the needs of 

children 

Varied services 

in Wales 

Mixed sample of 54 

professionals from 

social services, 

health, education, 

police, probation, 

housing, IPV services 

and third sector 

organisations 

5 parent survivors of 

IPV: all female 

HCPs and SSPs 

responses to 

disclosure 

Focus 

groups; 

interviews; 

case studies; 

meetings 

observations 

Thematic analysis Organisational 

and system level 

barriers to 

engaging directly 

with children and 

inter-agency 

work. 

12-8-0 

11 Morris 2015 

(thesis) [45] 

Australia 

 

Perspectives on 

children’s safety 

and resilience 

when they live 

with IPV 

General 

practices in 

Victoria 

 

18 parent survivors 

of IPV: all female; 

mean age 43 (28-56) 

years; 2 born 

overseas. 

23 children to 16 

mothers survivors of 

IPV: mean age 14 (8-

Screening 

Case-finding 

Initial response from 

general practice 

clinicians 

Interviews; 

focus groups 

Hermeneutic 

Phenomenological 

analysis 

Raising matters of 

safety or 

psychological 

well-being in the 

consultation. 

The type of 

relationships 

children and 

mothers expect 

19-1-0 



N Study 

Paper(s) 

Country 

Aim Setting Participants, n Intervention(s) Data 

collection 

Data analysis Primary themes 

relevant to the 

synthesis 

M-CASP score/ 
Yes-No-Not sure 

24) years; 2 born 

overseas 

to have with 

health 

professionals if 

they are to feel 

comfortable 

discussing family 

violence. 

When, with 

whom and how 

safety 

conversations 

could be initiated. 

 

Note. a Indicates where more than one paper relates to a single study. IPV – intimate partner violence. HCPs – health care professionals. SSPs – social 

service professionals; NFP – Nurse-Family Partnership. CPS – child protection service; M-CASP – the modified version of the Critical Appraisal Skill 

Programme.[21 22] For studies reported in multiple papers, the total score was derived based on data extracted from all papers. 

 



Supplementary file 3 

Quality appraisal for the included studies (n = 11) 

Quality appraisal criteria Yes Studies 

A. Appropriateness of research methodology and design   

1. Does the research seek to interpret or illuminate the actions and/or subjective experiences of research participants? 11 [33 35 37 40-
47] 

2. Is qualitative research the right methodology for addressing the research goal? 11 [33 35 37 40-
47] 

3. Is the research design appropriate to address the aims of the research? 11 [33 35 37 40-
47] 

4. Has the researcher justified the research design 5 [33 42 43 45 
46] 

B. Ethical considerations   

5. Did the researcher use two or more of the following strategies to ensure ethical issues have been taken into consideration (is 
there are sufficient details of): 

a. how the research was explained to participants for the reader to assess whether ethical standards were maintained; 
b. did the researcher discuss issues raised by the study, such as issues around informed consent or confidentiality or 

how they have handled the effects of the study on the participants during and after the study; 
c. was approval sought from an ethics committee)? 

8 [33 35 37 41-
45] 

C. Credibility (akin to internal validity) 
Do participants and those with similar experiences recognize the experiences contained with the study? 

  

6. Did the research use one or more of the following strategies to establish credibility: 
a. has the researcher discussed saturation of data; 
b. attempt to triangulate data by using different data collection methods; 
c. member checking to see if participants agreed with the interpretations of the researcher; 
d. peers or consultants experienced in qualitative research review their coding process; 
e. full descriptions of member’s words in their final paper? 

11 [33 35 37 40-
47] 

D. Transferability (akin to external validity)   



Quality appraisal criteria Yes Studies 

How does one determine the extent to which the findings of the study are applicability in other contexts or with other participant 
types? 

7. Did the researchers use any of the following strategies to establish transferability (use of dense description of the population 
studied through descriptions of demographics and geographic boundaries of the study? Note: the author must describe at 
least two specific sample descriptors (e.g. age range, gender, setting from which sample was selected, SES, etc.) 

8 [33 35 37 42-
44 46 47] 

E. Consistency (akin to reliability) 
Can another researcher follow the decision trail used by the researcher? 

  

8. Did the researcher use any of the following strategies to establish the purpose of the research: 
a. was there a clear statement of aims of the research; 
b. what was the goal of the research; 
c. why was it thought important 
d. its relevance? 

11 [33 35 37 40-
47] 

9. Was the recruitment strategy appropriate to the aims of the research? (e.g. does the population from which the sample was 
selected resonate with the research objectives, was the sample selection ethically implemented). 

10 [33 35 37 40-
42 44-47] 

10. Did the researcher explain how participants were selected? 9 [32 37 40 42-
47] 

11. Did they explain why the participants they selected were the most appropriate to provide access to the type of knowledge 
sought by the study 

4 [32 37 42 45] 

12. Were there any discussions around recruitment (e.g. why some people chose not to take part)? 4 [41 44-46] 

13. Was the setting for data collection justified? 8 [35 37 40 42-
46] 

14. Is it clear how data were collected (e.g. focus group, semi-structured interview etc.)? 11 [33 35 37 40-
47] 

15. Did the researcher justify the methods chosen? 3 [33 44 45] 

16. Did the researcher make the methods explicit (e.g. for interview method, is there an indication of how interviews were 
conducted, or did they use a topic guide)? 

10 [33 35 37 41-
47] 

17. If the form of data is clear (e.g. tape recordings, video material, notes etc.)? 11 [33 35 37 40-
47] 

18. Did the researcher explain how the data were reduced or transformed for analysis? 11 [33 35 37 40-
47] 



Quality appraisal criteria Yes Studies 

19. Did they discuss their interpretation and presentation of their findings? 11 [33 35 37 40-
47] 

F. Neutrality (akin to objectivity) 
Did overall credibility, transferability, and consistency occur? 

  

20. Did the researcher use one or more of the following strategies to ensure neutrality (has the relationship between researcher 
and participants been adequately considered; has the researcher critically examined their own role, potential bias and 
influence during the formulation of the research questions or data collection, including sample recruitment and choice of 
location; did the researcher discuss how they responded to events during the study and whether they considered the 
implications of any changes in the research design; did the researcher employ field notes to record their personal reactions 
and biases after each interview/focus group; did they make a conscious effort to follow rather than lead the direction of 
interviews/focus groups)? 

2 [41 45] 

Note. Quality was appraised using the modified version of the Critical Appraisal Skill Programme (M-CASP), score range 0-20.[17] 

 



Supplementary file 4 

Descriptive themes 

Descriptive theme with 

subthemes 

Stakeholder group, study 

Children Parents Professionals 

1. Experiences of identification of children’s exposure to IPV 

1
.1

. A
p

p
ro

ac
h

 

1.1.1. How to ask All children felt that HCPs should 

initiate a conversation about 

safety and well-being by giving 

permission, space and time to 

discuss sensitive matters.[45] 

All mothers felt that HCPs should initiate 

a conversation about safety and well-

being by giving permission, space and 

time to discuss sensitive matters.[45] 

 

1.1.2. When to ask Most children found it acceptable 

when HCP initiates enquiry about 

‘safety at home’ from the 

presenting problem.[45] 

 Most HCPs described a positive experience of 

enquiring from the presenting symptoms of 

children’s exposure to IPV or following the 

disclosure of IPV by mother.[37 41 42 47] 

 One young man preferred when 

HCP asks about ‘safety at home’ 

regardless of the presenting 

problem.[45] 

 Several practitioners suggested screening for IPV 

as part of routine pediatric exam.[41] 

1.1.4. Police notification to 

children’s social services 

of IPV incidents when 

 Most mothers were not aware of the 

police notification.[35] 

Some SSPs from children’s social services thought 

that not all incidents of IPV with children present/ 

resided in the household need to be referred to 



Descriptive theme with 

subthemes 

Stakeholder group, study 

Children Parents Professionals 

children were present/ 

resided in the household 

them. However, they thought that they should be 

informed of such incidents.[35] 

  Some SSPs from children’s social services found 

police notifications inadequate due to the lack of 

details on children’s exposure to IPV.[35] 

  SSPs from children’s social services found that 

“filtering out” police notifications to assess 

whether the family requires further intervention is 

too time- and labour-consuming.[35] 

2. Experiences of initial response to children’s exposure to IPV 

 2.1. Focus   Most HCPs felt that they should treat the mother-

child dyad as a single entity where the needs of 

the mother were consistent with the child’s health 

and safety needs.[37 41] 

  Some HCPs felt conflicted when they had to 

prioritise the child’s needs over mother’s needs 

and confidentiality.[37 41] 

  Some HCPs and most SSPs felt that if a child is at 

risk, they have to prioritise his/ her safety over the 

mothers’ needs and confidentiality.[35 37] 

 2.2. Emotional support  Mothers valued when SSPs provided a 

lot of encouragement.[46] 

Some HCPs were positive about providing 

emotional support and ‘leaving the door open’ to 



Descriptive theme with 

subthemes 

Stakeholder group, study 

Children Parents Professionals 

children to come back with any problems.[37 39 

47] 

 2.3. Education  Mothers valued information materials 

on the impact of IPV on children and IPV 

resources.[43] 

HCPs and SSPs emphasised the importance of 

educating mothers about the impact of IPV on 

children and professional responsibilities in cases 

of children’s exposure to IPV. Professionals used 

education to increase mother’s engagement in 

services.[35 37 41 42 46] 

  HCPs emphasised the importance of educating 

mothers about the purpose of the home visitation 

programme and children’s social services. 

Professionals saw education as a pathway to 

easing mothers’ fears of child removal as a result 

of professionals’ involvement.[42] 

  SSPs expressed mixed views on the acceptability 

of sending parents materials about impact of IPV 

on children in response to the police notification 

without any other intervention to families.[35] 

2
.4

. S
af

et
y 

2.4.1. Understanding of 

safety 

 Mothers thought that involvement of 

SSPs resulted in increased risk of abuse 

escalation and child removal.[32 44 46] 

SSPs understood women’s and children’s safety as 

being out of the abusive relationship and believed 

that their involvement resulted in increased safety 

for both mothers and children.[44 46] 



Descriptive theme with 

subthemes 

Stakeholder group, study 

Children Parents Professionals 

 Some actions that mothers perceived as 

preventing abuse escalation and 

increasing child safety (e.g., staying with 

perpetrator, not seeking help) were 

seen by SSPs as increasing risk for 

children.[44 46] 

Some actions that mothers perceived as increasing 

child safety were seen by SSPs as increasing risk 

for children.[44 46] 

 Mothers did not feel safer after they 

complied with SSPs’ requirements and 

left the abusive partner.[44 46] 

 

 Women wanted to talk with children’s 

social workers about safety and safety 

planning.[46] 

 

2.4.2. Assessment of risk One child suggested that HCPs 

need to ask children about their 

safety in all the environments that 

a child inhabits (e.g., all 

households post-separation, 

school).[45] 

  

  SSPs and HCPs favoured varied approaches to risk 

assessment (e.g., observation, information 

gathering from mother and other professionals, 

gut feeling, previous experiences).[35 37 46] 



Descriptive theme with 

subthemes 

Stakeholder group, study 

Children Parents Professionals 

  Some SSPs found standardised tools helpful for 

risk assessment (e.g., the Barnardo’s Domestic 

Violence Risk toll).[35] 

  Some SSPs saw the existing risk assessment as a 

bureaucratic exercise and believed that it does not 

measure real risk from the perpetrator[35 40 46] 

2.4.3. Safety planning  Most mothers were not involved in 

safety planning with their SSPs 

therefore could not comment on its 

acceptability.[46] 

SSPs found undertaking safety planning with both 

children and mothers to be acceptable.[35] 

 

  Although SSPs understood that they could not 

change women, they believed that leaving an 

abusive partner is the most effective form of 

safety planning.[46] 

  Some SSPs felt that they monitor the risk instead 

of doing direct safety planning with mothers and 

children and wanted more direct engagement 

with them.[35 40] 

  Some HCPs found it acceptable to undertake 

safety planning with women who were not ready 

to leave the perpetrator.[41] 



Descriptive theme with 

subthemes 

Stakeholder group, study 

Children Parents Professionals 

 2.5. Signposting Children appreciated when social 

workers signposted them to other 

services.[35] 

Mothers appreciated when health 

visitors signposted them to other 

services.[35] 

Two GPs felt comfortable when giving children 

information about services they could access.[37] 

  Some HCPs and SSPs felt comfortable providing 

mothers with information about IPV resources. 

They saw signposting as a mechanism to facilitate 

engagement in services.[35 37 46] 

 2.6. Documenting   Most HCPs reported uncertainty and confusion 

about recording policies and practices on 

children’s exposure to IPV. The uncertainty was 

reported at local, region and national levels.[36 37 

41 42] 

  HCPs feared possible breach confidentiality of 

parents exposed to IPV by recording children’s 

exposure in child or parent medical records.[36 

37] 

 2.7. Reporting   HCPs described uncertainty and confusion about 

their reporting responsibilities especially in cases 

of child exposure to psychological IPV and non-

direct physical IPV.[37 41 42] 
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  Mothers felt uncertain about reporting 

responsibilities of HCPs and feared that 

HCPs could initiate child removal.[42] 

HCPs emphasised the importance of explaining 

their reporting responsibilities and procedures to 

mothers. Professionals use such education to ease 

mothers’ fears of child removal, to increase 

engagement with services, and to justify breach of 

the mothers’ confidentiality after IPV 

disclosure.[37 42] 

3. Factors that facilitated identification and initial response to children’s exposure to IPV 

 3.1. Mother’s readiness to 

disclose and engage 

 Mothers reported past experiences 

when they were not ready to 

acknowledge the impact of IPV on their 

children, disclose IPV and engage with 

services.[35 43 44] 

HCPs and SSPs believed that the approach to 

identification and initial response should match 

mother’s readiness to disclose IPV and engage 

with services.[35 41 46] 

 3.2. Patient-professional 

relationship 

Most children emphasised the 

importance of ‘knowing and being 

known’ to the doctor, which made 

them feel comfortable to talk 

about personal issues.[45] 

Most mothers emphasised the 

importance of a long-term trusting 

relationship with the same professional 

for IPV disclosure and engagement with 

services.[32 44-46] 

Most HCPs and SSPs emphasised the importance 

of a long-term trusting relationship with mother 

for IPV disclosure and engagement with 

services.[41 46] 

 

 Mothers suggested that they could be 

role models for their children in 

developing trust and building 

Only one HCP suggested that existing relationships 

could enable proactive and direct engagement 

with children.[37 39] 
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relationship between child and 

doctor.[45] 

  Some HCPs thought that referral to children’s 

social service can worsen their relationship with a 

parent who discloses IPV.[37 39 41] 

  Some HCPs feared that professionals with strong 

relationships with their patients are more likely to 

develop vicarious trauma.[41] 

 3.3. Positive professional 

attitude 

Children described preferred 

professionals as good at listening, 

making them feel that they were 

welcome back, helping them 

practically.[34 35 45] 

Mother appreciated HCPs and SSPs who 

took them seriously, validated their 

accounts, ensured confidentiality and 

helped practically.[32-35 42 44 46] 

HCPs emphasised the importance of 

nonthreatening and non-judgemental attitudes 

with frequent reassurance of confidentiality when 

responding to IPV disclosure.[37 41 42] 
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3.4.1. Talking to children 

at consultation 

Children appreciated when 

professionals talk directly to them, 

instead of to their mothers.[34 35 

45] 

Mothers stressed the importance of 

giving each child a voice and addressing 

each child’s needs at a medical 

consultation.[45] 

Most HCPs expressed concerns in children’s 

competence as informants and believed parents 

more than children.[37 39] 

  Some HCPs expressed concern about their lack of 

competence in communicating directly with 

children.[37] 
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  A few HCPs who directly engaged with children 

were female general practitioners in affluent areas 

with high levels of IPV service provision.[39] 

  SSPs felt confident talking to children when 

assessing and intervening in families with IPV.[35] 

  SSPs felt that they should listen to the child more 

when assessing and intervening in families with 

IPV.[40] 

3.4.2. Appropriate age for 

talking to children at 

consultation 

Most children regardless of age 

preferred their mother (trusted 

adult) to be present in a medical 

consultation.[45] 

Mothers found it acceptable if doctors 

speak to children from the age of five. 

They believed that children exposed to 

IPV mature quicker than non-exposed 

children.[45] 

There was no age above which clinicians 

consistently agreed it would be acceptable to talk 

to children about IPV; some were hesitant about 

even talking to teenagers.[37 39] 

 Mothers preferred doctors to use non-

verbal methods when communicating 

with young children.[45] 

 

 Mothers of adolescents believed that 

their children would find it difficult to 

talk to doctors because of teenage 

behavioural traits.[45] 
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3.4.3. Seeing children 

alone 

Some children felt that they 

should be of adolescent-age 

before speaking alone with the 

doctor about their safety and well-

being.[45] 

 Most general practice clinicians felt that they 

should not see children alone at consultation.[37 

39] 

  Most children wanted their 

mothers (trusted adult) to be 

present at the medical 

consultation.[45] 

 Few general practice clinicians who would see 

children alone thought that it is acceptable to seek 

permission from the non-abusive parent and from 

the child without describing how it should be 

done.[37] 

    SSPs regularly saw children alone when assessing 

risk, although they found it challenging to talk to 

children alone.[35] 

4. Reasons for not identifying/ disclosing children’s exposure to IPV and not engaging with services 

 4.1. Awareness of 

children’s exposure to IPV 

 Mothers recognised that it took long 

time to acknowledge that IPV had an 

impact on their children.[32 35 43 44 

46] 

Most HCPs felt uncertain and confused about 

what constitutes children’s exposure to IPV in 

cases of psychological IPV and non-direct physical 

IPV and how to respond to such cases.[37 42] 

 Mothers felt that SSPs are unaware of 

the dynamics of IPV and risks 

involved.[32 34 35 44 46] 

SSPs believed that mothers’ underestimating of 

the impact of IPV on children was a barrier to 

disclosure and engagement with services.[34 35 

46] 
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4.2.1. Someone else’s Most children believed that HCPs’ 

role is to treat illness and monitor 

their health and well-being, 

although health was narrowly 

defined as physical (e.g., injuries, 

vaccination).[45] 

Mothers believed that HCPs’ role is to 

treat illness and monitor their health 

and well-being, although health was 

narrowly defined as physical (e.g., 

injuries, vaccination).[45] 

HCPs believed that Identifying and responding to 

children’s exposure to IPV is someone else’s role 

(e.g., health visitor, social worker, school 

nurse).[35 37] 

Two children recognised a 

potential role for HCPs in caring 

about children beyond physical 

illness.[45] 

  

  HCPs and SSPs believed that it is a mother’s role to 

seek help and stop IPV.[35 37 40 42 44 46 47] 

4.2.2. Threatening and 

punitive 

Children perceived children’s 

social service’s role as threatening 

and punitive.[34 35] 

Mothers perceived children’s social 

service’s role as threatening and 

punitive.[34 35 42 46] 

HCPs and SSPs perceived children’s social service’s 

role as threatening and punitive and recognised 

that mothers and children felt the same.[34 35 42] 

  SSPs perceived health visitors as less threatening 

and more acceptable to families.[35] 

4.2.3. Uncertainty  Some mothers felt confused and 

uncertain about the role of children’s 

social services which led to anxiety and 

avoidance of HCPs and SSPs.[34 35] 
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4.2.4. Mandatory 

reporting 

  HCPs felt confused and uncertain about their role 

as mandated reporters of children’s exposure to 

IPV, especially in cases of psychological IPV and 

non-direct physical IPV.[42] 

 Mothers perceived all HCPs as 

mandated reporters of children’s 

exposure to IPV which led to anxiety and 

avoidance of HCPs.[42] 

HCPs recognised that their role as mandated 

reporters prevented mothers from disclosing IPV 

and engaging with services.[42] 

 4.3. Fears Children feared being removed 

from the home and taken into 

care.[34 35 40] 

Mothers feared the removal of children 

by social services.[32-35 42 44 46] 

HCPs and SSPs recognised that varied fears 

prevented mothers and children from disclosing 

IPV and engaging with services.[35 42 46] 

Children feared the negative 

consequences of IPV disclosure 

(e.g., escalation of abuse, 

involvement of children’s social 

services).[40 45] 

Mothers feared the negative 

consequences of IPV disclosure (e.g., 

escalation of abuse, involvement of 

police and children’s social service).[44 

45] 

HCPs feared the negative consequences of 

identifying and responding to children’s exposure 

to IPV (e.g., escalation of abuse, 

misunderstanding, involvement of children’s social 

service, threats from parents, damage to the 

doctor-patient relationship, legal 

consequences).[35-37 39 41 47] 

 Mothers feared HCPs because of their 

mandated reporter responsibilities.[42] 

HCPs recognised that mothers feared them 

because of their mandated reporter 

responsibilities.[42] 
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 4.4. Stigma Children recognised the stigma, 

shame, and embarrassment 

associated with disclosing IPV.[34 

35] 

Mothers recognised the stigma, shame 

and embarrassment associated with 

disclosing IPV.[34 35 43 45] 

 

4
.5

. I
n

fl
u

en
ce

s 
fr

o
m

 t
h

e 
w

id
er

 e
n

vi
ro

n
m

en
t 

4.5.1 Social and cultural 

factors 

 Mothers who were non-native speakers 

expressed the need for information on 

children’s exposure to IPV in their native 

language.[43] 

HCPs and SSPs recognised that language and 

cultural norms and stereotypes make it difficult to 

engage with mothers from ethnic minorities.[35 

41] 

 Immigrant mothers wanted materials on 

children’s exposure to IPV that address 

the immigration issues and culture-

specific fears of IPV disclosure.[43] 

 

4.5.2. Healthcare and 

social care system factors 

  HCPs and SSPs perceived the lack of contact time 

with patients/ clients as a major barrier to 

identifying and responding to children’s exposure 

to IPV.[37 40 41] 

   HCPs did not perceive children’s exposure to IPV 

as their top priority.[37] 

   HCPs and SSPs highlighted that their work with 

children was negatively affected by the cutbacks 

and constant reforms in home visitation services 

and social services.[35 37] 
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   HCPs and SSPs highlighted the lack of services for 

all family members which prevented them from 

asking about and responding to children’s 

exposure to IPV.[35 37 41] 

 A few children suggested that 

police and social workers should 

communicate better in cases of 

IPV to ensure children’s safety and 

adequate support.[34 35] 

 HCPs and SSPs were concerned with the lack of 

communication between the different providers 

and expressed a need for better communication 

and a more coordinated response to children’s 

exposure to IPV.[35 37 40 41] 

5. Psychological consequences of identification and initial response to children’s exposure to IPV 

 5.1. Emotional burden Children felt disappointed and 

powerless as a result of negative 

experiences with SSPs.[34 35] 

Parents felt disappointed, stressed, 

hopeless and frustrated as a result of 

negative experiences with SSPs.[32-35 

44] 

 

Children thought that involvement 

with SSPs was ‘stressful’ for their 

mothers.[35] 

  

 Mothers felt embarrassed and guilty 

when acknowledging the impact of IPV 

on their children and when disclosing 

IPV to professionals.[34 35 43 45] 

HCPs and SSPs felt frustrated and conflicted 

towards mothers who did not follow their 

advice.[41 46 47] 
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  HCPs felt conflicted when changing the focus from 

the mother-child dyad to the individual child.[37 

41] 

  HCPs and SSPs felt uncomfortable about 

pressuring mothers to leave the perpetrator to 

protect children, but thought that they had few 

options in situations where mothers and children 

continued to live with the perpetrator.[37 41] 

 5.2. Vicarious trauma   HCPs feared the possibility of burnout and 

hardening towards women and children.[41 47] 

6. Training and resources suggested 

 6.1. Professional training   HCPs preferred interactive training built upon real 

cases.[37 38] 

  HCPs asked for training on communication with 

children.[37 38] 

  HCPs and SSPs wanted to learn about other 

services’ roles and responsibilities in responding to 

children’s exposure to IPV.[35 37 38] 

 6.2. Information materials  Mothers favoured single posters in 

pediatric settings about signs of IPV, 

effect of IPV on children and local IPV 

services.[43] 

HCPs found  IPV posters in health care settings to 

be acceptable in facilitating IPV disclosure and 

self-referral to IPV services.[41] 
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 Mothers who were non-native speakers 

favoured information materials in their 

native language.[43] 

HCPs wanted local signposting materials on IPV 

services.[37 38] 

 Mothers preferred information 

materials with positive non-judgemental 

message, representing ethnic and social 

diversity[43] 

HCPs wanted materials on policies and procedures 

about mandatory reporting of children’s exposure 

to IPV.[42] 

Note. IPV – intimate partner violence. HCPs – health care professionals. SSPs – social service professionals….. – converging perspectives. …. – diverging 

perspectives. … - conflicting perspectives. 
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Interim analytical themes and their definitions 

Interim analytical theme with subthemes Stakeholder group, study 

Children Mothers HCPs SSPs 

1. Converging perspectives on satisfactory strategies for identification and initial response to children’s 

exposure to IPV 

    

1.1. Facilitators of acceptable identification and initial response     

1.1.1. Patient-professional relationship. Some children, most mothers and most professionals highlighted 

that central to any work around children’s exposure to IPV were aspects of the patient-professional 

relationship. When describing a good relationship, stakeholders talked about the long-term process of 

relationship building, continuity of contact, trust and effective communication. 

[45] [32 44-46] [37 41] [46] 

1.1.2. Positive professional attitudes and skills. Patients/ clients and HCPs described how a non-

judgemental non-threatening attitude, showing respect, validation of patients’ accounts and reassurance of 

confidentiality facilitated disclosure and engagement with services. 

[35 45] 
[32 35 42 

44 46] 
[37 41 42]  

1.1.3. Safety & comfort. Good patient-professional relationships enabled children and mothers to feel safe 

and comfortable when discussing sensitive issues. 

[45] [45]   

1.1.4. Individual mother’s readiness. Mothers and professionals suggested that the individual mother’s 

readiness to disclose IPV and seek help should be considered when asking about IPV and responding to 

disclosure. 

 [43 44] [41] [35 46] 

1.1.5. Patient materials. Mothers and HCPs thought that printed materials for patients about the effect of 

IPV on children and local IPV resources should be displayed in health-care settings to facilitate IPV disclosure 

by mothers and provide information for self-help. 

 [43] [41]  



Interim analytical theme with subthemes Stakeholder group, study 

Children Mothers HCPs SSPs 

1.2. Identification process     

1.2.1. Consultation atmosphere. Children and mothers desired permission, space and time to discuss 

sensitive issues with HCPs. 
[45] [45]   

1.2.2. Approach to enquiry. Most children and HCPs preferred a case-based approach (from presenting 

symptoms). 
[45]  

[37 41 42 

45 47] 
 

1.2.3. Phased inquiry. Patients and professionals were positive about HCPs initiating the enquiry. They 

preferred professionals to ask about children’s exposure to IPV as a ‘safety-at-home’ issue – starting from 

the presenting symptoms, through questions about general well-being and the family situation to questions 

about feeling safe at home. 

[45] [45] 
[37 41 42 

47] 
 

1.3. Initial response process     

1.3.1. Emotional support. Mothers and professionals were positive about providing a lot of encouragement 

and emotional support to both children and mothers. 
 [46] [37 47]  

1.3.2. Patient/client education. Mothers and professionals were positive about patient/client education 

about the impact of IPV on children, IPV dynamics, professional roles and duties. Professionals highlighted 

the importance of considering women’s safety when sending letters about the impact of IPV on children. 

 [43] [37 41 42] [35 46] 

1.3.3. Signposting. Mothers, children, and professionals were positive about signposting mothers and 

children to IPV services. 
[35] [35] [37] [35 46] 

2. Converging perspectives on barriers to satisfactory identification and initial response to children’s 

exposure to IPV and proposed solutions 
    

2.1. Fears. All stakeholder groups shared varied fears. The fear of abuse escalation, involvement of 

children’s social services and child removal were mentioned by all groups. Additional professional fears of 
[35 40 45] 

[32 35 42 

44 46] 

[37 41 42 

47] 
[35 46] 
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negative consequences included threats from parents, negative impact on the therapeutic relationship with 

parents and legal consequences. Professionals used education to ease mothers’ fears. 

2.2. Gaps in knowledge and skills     

2.1.1. Low awareness. All stakeholder groups demonstrated low awareness about children’s exposure to 

IPV, especially psychological and non-direct physical IPV and delegated responsibilities of identifying and 

responding to somebody else. 

[35 45] 
[32 35 43-

46] 
[37 42] [35 46] 

2.1.2. Communicating with children. HCPs wanted to improve their communication skills in talking directly 

to children during medical consultations. 
  [37]  

2.1.3. Documenting. Professional described uncertainty and confusion regarding how and where to 

document children’s exposure to IPV. 

  [36 41 42]  

2.1.4. Mandatory reporting. Mothers’ uncertainty and confusion about HCPs’ duties as mandated reporters 

mirrored professional uncertainty and confusion, especially in cases of children’s exposure to psychological 

and non-direct physical IPV.  

 [42] [37 41 42]  

2.2. Emotional burdens. All stakeholders were emotionally involved in the work of identifying and 

responding to IPV. Clients reported feeling threatened and pressured by SSPs to leave the perpetrator 

without adequate support provided. Professionals described psychological distress caused by ambivalent 

feelings towards mothers when dealing with children’s exposure to IPV and were concerned that 

involvement in helping abused women and their children could cause vicarious trauma. 

[35] [32 35 46] [37 41 47] [35] 

2.3. System level factors     

2.3.1. Language and culture. Stakeholders described mothers’ immigration status, community norms and 

poor English as additional barriers to identifying and responding to children’s exposure to IPV. 

 [43] [41] [35] 
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2.3.2. Inter-agency work. Stakeholders were similarly concerned with the lack of communication between 

different providers and expressed a need for a better communication, information sharing and a more 

coordinated approach when responding to children’s exposure to IPV. 

[35]  [37 41] [35 40] 

2.3.3. Stretched services. Professionals repeatedly mentioned: (i) lack of contact time with patients/clients, 

(ii) high demand and competing priorities, (iii) constant reforms to health care and social services, and (iv) 

shortage of services for all family members. 

 

  [37 41] [35 40] 

3. Suggested training and resources Professional training and resources. Professionals favoured a case-

based training, wanted to improve their communication skills, learn about the roles of and responsibilities of 

other services and highlighted the importance of inter-agency collaboration. HCPs requested clear 

instructions on mandatory reporting and local signposting materials 

  [36 37 41 

42] 

[35] 

4. Diverging perspectives on satisfactory initial response     

4.1. Safety. Mothers and professionals disagreed on the understanding of safety for the child. Actions 

perceived by mothers as increasing children’s safety were seen by SSPs as jeopardising it. Most SSPs 

believed that their involvement increased children’s safety and required mothers to leave the perpetrator. 

In contrast, most mothers thought that SSPs’ involvement posed a threat to the child through leading to IPV 

escalation and child removal. Women did not feel safer after leaving the perpetrator because of potential 

escalation of abuse and child contact. 

 [32 44 46]  [44 46] 

4.2. Talking directly to children. While most recipients of care were positive about professionals talking 

directly to children from a young age and addressing their individual needs, most HCPs did not see children 

as patients on their own and assessed children’s needs through a proxy adult. Children and HCPs had 

[34 35 45] [45] [37] [35 40] 
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conflicting views about the appropriate age for talking to children about IPV and about appropriateness of 

seeing children alone. 

5. Conflicting perspectives on satisfactory identification and initial response     

5.1 Shifting focus. HCPs and SSPs had conflicting perspectives on the focus of their responses – child vs 

mother-child dyad/family. Although all agreed that the focus should switch to the child when he/she is at 

risk of harm, some felt conflicted when prioritising children’s safety and needs over mother’s’ safety. 

  [37 41] [35] 

5.2. Assessment of risk. While children wanted to be involved in risk assessment and some SSPs found it 

acceptable to talk to children when assessing the risk, most professionals were not satisfied with the existing 

risk assessment process and saw it as a ticking box exercise. 

[45]  [37] [35 40 46] 

5.3. Safety planning. While some HCPs found it acceptable to undertake safety planning with women who 

were not ready to leave the abusive partner, most SSPs saw leaving the abusive partner as the best safety 

planning for the child. SSPs had mixed views on the current safety planning process. Mothers wanted better 

communication with SSPs when undertaking safety planning. 

  [41] [35 40 46] 

Note. IPV – intimate partner violence. HCPs – health care professionals, SSPs – social service professionals. 
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Final analytical themes supported by raw qualitative data from included studies 

Theme Subtheme Participant quotation Authors interpretation quotation 

1. Precursors for 

acceptable 

identification and 

response to 

children’s exposure 

to IPV 

1.1. Satisfying and sustainable 

relationship 

“Have confidence around them...I guess it depends 

how much you know your doctor. It’s just depending 

on how well you know ‘em. (Zoe, 12)”[45] 

 

“Well in domestic violence I find that it's always the 

relationship that we have with the client, with the 

mom in this case — the stronger our relationship 

with the mom and the more we can understand her, 

understand her world through her eyes instead of 

imposing our view, we get them more on board. 

Once we can get that trust, then we can work 

together. [Worker #11]”[46] 

“In common with participants in the wider study, 

they [parents] placed a lot of value on the type of 

relationship they could build up with workers [child 

protection workers] and the degree of trust that 

developed thereafter.”[32] 

1.2. Desired professional 

attitudes and skills 

“My doctor was really good, like once I went there 

and she was like really concerned and she sent me to 

someone else and then she told me to come back in 

a week so she could check on me and then, you 

know…like she kept making appointments so she 

could see me again and again. So it’s good when 

doctors care like that…Makes you want to then 

 “Where service users reported positive experiences 

with the child protection services, it was normally 

when they felt they had been listened to fairly and 

believed. They also appreciated it when workers 

took direct action.”[32] 



Theme Subtheme Participant quotation Authors interpretation quotation 

maybe go and um always go to them. (Claire, 

21)”[45] 

 

“I'm grateful that they actually heard me, heard my 

voice and listened to me (Client#11)”[46] 

1.3. Considering mother’s 

readiness 

“[I] lost the children—my three youngest girls plus 

my son. Because the Department saw that I—which, 

looking back now, I understand what they’re 

saying— that I put my children in a dangerous 

situation … they could very well have gotten hurt. 

But I don’t think I deserved to lose them—I needed 

help to get out of that situation and I asked for help 

to get out of that situation.”[44] 

“It was suggested that a comprehensive system of 

support could be achieved through coordination of 

education, safety, and support services with the 

stage of change of the caregiver (P 1 and 14). 

Whereas victims in the early stages needed 

information, victims in later stages needed shelter, 

support groups, or legal services (P 11 and 16).”[41] 

1.4. Patient materials “Doctors should ask about exposure. We can invite 

the conversation through literature and posters. 

Some believe that we should not ask. It is not the 

doctor’s role. Some people [victims] are not ready to 

do anything. For those people, you just say, “Here is 

some info. (P 14)”[41] 

 “We found that women with histories of IPV support 

positive educational interventions in the PED 

[Pediatric Emergency Department] and recommend 

interventions that educate about resources, signs of 

IPV, and the effects of childhood IPV exposure in a 

non-judgmental and positive manner.”[43] 

1.5. Professional training “…other agencies, they don’t actually understand 

what our role is, you know…what would be really, 

really good is people should shadow…and they 

should do some training on what the role, the roles 

“Participants voiced a need to deconstruct the 

misperception that CEDV [children’s exposure to 

domestic violence] is harmless and to educate 
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of different agencies are and what different agencies 

can actually offer. (Child protection social worker 

4)”[35] 

professionals, health care providers, judges, police 

officers, and school staff on the hazards of CEDV (P 

19).”[41] 

 

1.6. Professional resources “I think you need to have in your literature about 

mandated reporting because, as nurses, we are 

mandated reporters and we need to know, again, 

with that role it needs to be spelled out very clearly 

because in a court of law that’s what would be 

thrown at us, if we have fulfilled our responsibilities 

in what way. (Nurse)”[42] 

 

1.7. Professional supervision “[...] I don’t feel much impact, because, it’s like, we 

get so many [children], recently there have been a 

lot, and so before we used to get more [impacted], 

but these days it is hard to go through one month in 

which you don’t have one or two cases of poor 

treatment, sexual abuse [...] I have already had so 

many [cases] that we are beginning to become 

accustomed with the situation [...] (N15).”[47] 

“Conversely, providers with strong relationships with 

their patients may be more susceptible to 

frustration, burnout, or hardening toward victims 

who are not ready to leave abusive relationships.” (P 

19).[41] 

 

1.8. Addressing systems’ barriers “I know people can be very protective about 

information sharing. ‘Well you’re working with the 

adult’ and ‘You’re working with the child’, so there is 

“Some of the reasons given for not exploring the 

possibility of DVA [domestic violence and abuse] 

when child safeguarding concerns arose included 

DVA not being ‘first on your radar or list of things to 
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not always that joined-up thinking about risks as a 

whole. (Specialist Social Worker: 1)”[40] 

ask about’ (GP31) and the problem of ‘finding the 

time to do [it] all’ (GP28).”[37] 

2. Acceptable 

identification 

2.1. Space and time “It makes it a lot easier when they say that you can 

take your time. Like even for the first session…you 

don’t have to do anything, you can just try and get 

used to being there and stuff. (Amelia, 15)”[45] 

 

 “Five years, same woman, all same—then I start to 

tell them everything then they said why you didn't 

tell me before? Then I tell them you know I was so 

scared that time like I feel safe with them to talk 

about everything then my children aid worker she 

find out shelter for me. [Client #9]”[46] 

 

“The sense that it's okay to come and talk to you 

about anything that worries them. (GP21)”[37] 

 

 2.2. Vocabulary “Ask the kids if they’re OK…(Lisa, Claire’s mother) 

Yeah, I mean that’s exactly right (agreeing with Lisa 

in the focus group). 

(Doctor) ‘Are_you_OK?’ (Patient) ‘Oh no’. (Doctor) 

‘Why? Would you like to talk about it?’ I think, and 

they’re simple little words…(Penelope, mother)”[45] 

 



Theme Subtheme Participant quotation Authors interpretation quotation 

 2.3. Phased approach “I brought up the fact that I wasn’t sleeping like 

normal people and that it was affecting my school 

work because I really, really want to do well at 

school. So he kind of asked a few questions and stuff 

to find out what else is affecting me… (Amelia, 

15)”[45] 

 

“But there might be other things like sleeping issues, 

so then the doctor might go, ‘OK, so why aren’t you 

sleeping, do you think?’ And then that might lead to 

the child opening up, ‘Well this is happening 

and…Mum and Dad are fighting all the time 

and…(Lisa, mother)”[45] 

 

“If they start talking about domestic violence then at 

that point engage them in the discussion about, 

“Well, do you realize that that is a form of child 

abuse? Not that I’m going to report you today or 

anything but I want you to be aware of that. 

(Community stakeholder)”[42] 

 

3. Acceptable initial 

response 

3.1. Shifting focus “We are child focused so this is what you need to do 

to keep your children safe, but obviously you need to 

be safe to do that, so it sort of interlinks, but 

“Throughout the interviews, it became apparent 

that although the project focused on children, 

practitioners treated the mother–child dyad as a 
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certainly the children are our first concern. I mean, 

you know, if the victim is unable to protect their 

child, then we need to look at whether there is more 

action that we need to do, something a bit sort of 

formal as opposed to giving advice. (Initial 

assessment manager 4)”[35] 

 

“I'd have to tell her that, because of the children, I 

would basically be needing to involve child 

protection services. I would reassure and inform her 

as much as possible as to what that would involve, 

but yes, I'd have to make her aware that, you know, 

it wasn't actually up to her whether I, because I often 

get into arguments about ‘oh no, but they'll take the 

children… (GP30)”[37] 

single entity where the needs of the mother were 

consistent with the child’s health and safety 

needs.”[41] 

 3.2. Emotional support “But, within my capabilities, what I did was intensify 

surveillance, and try my best to help the child 

emotionally [...] (N4).”[47] 

 

“she used to give me a lot of encouragement, 

tell me I was doing a good job in spite of you know all 

the circumstances?” “just thinking of her words does 
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help you know, when I'm being a bit hard on myself 

as a mom (Client #8)”[46] 

 3.3. Education “Initial care of the mother–child consisted of 

gathering information, helping the mother to view 

the relationship honestly and objectively, educating 

the mother on potentially dangerous situations and 

ways to avoid or prevent abuse. Documenting 

provider efforts in the patient chart facilitated 

follow-up. (P 15)”[41] 

 

“There’s already a lot of anxiety if you know talk 

about Children Services. . . . Hopefully [CPS] could be 

seen as more of a positive support for this mom and 

the children. . . . One thing is just to educate and talk 

to moms about what role Children Services can play, 

and seeing it more as a positive not just a negative 

experience. . . .Educate that, you know, Children 

Services is here to help, Children’s Services isn’t 

here to remove your kids. (Community 

stakeholder)”[42] 

 

 3.4. Signposting “She was really helpful, …, she was the one that gave 

us the number for the NSPCC. She was just good at 

“Two examples were given of GPs overcoming the 

lack of time and giving young people information 
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listening to us and that. (Nicola, Young People’s 

Focus Group 1)” [35] 

directly about relevant services they could 

access.”[37] 

4. Conflicting 

perspectives on 

acceptable 

identification and 

response 

4.1. Engaging directly with 

children 

“It depends on how they (doctors) approach them. 

And you’ve got to treat them as an individual, not as 

a (sibling) group.” (Focus group participants all 

agree).(Charlie, mother)”[45] 

 

“. . . for me it’s opening the opportunities for 

children to speak. Because key to it is understanding 

the children’s view of it. The parents can say, ‘Oh I 

love him, I’ll never do it again’. . . . What’s happening 

for the kid within all this? (Senior Social Worker: 

2)”[40] 

 

“When you complete initial assessments you do see 

the children alone and often they are quite young, 

and direct questions are very difficult. You are only in 

the house for an hour, an hour and a half doing your 

initial assessment. They usually know why this lady is 

coming to the house and they have been told not to 

say anything. You always ask if there is anything they 

would like to talk about, how are things at home, you 

know, what happens if they are naughty, do they go 

“Lisa and Penelope suggest five as a suitable age to 

engage directly with children about their safety 

based on the level of awareness that their own 

children had at that age.”[45] 

 

“Whilst not precluding the doctor from addressing a 

child directly in a consultation where their mother is 

present, all the children and young people suggested 

an older age range [15-18] for being seen on their 

own.”[45] 

 

“Few clinicians would routinely seek to directly 

engage with the children concerned. Some might in 

some circumstance, after undertaking other actions 

such as talking to others (e.g. health visitors); or if an 

opportunity arose or excuse could be made. More 

than half would not seek to engage directly with 

children.”[37] 
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on the naughty stair, or, you know, but it’s very 

difficult. (Initial assessment worker 3)”[35] 

 4.2. Management of safety “AM: And in what way can doctors and nurses help 

families? 

By checking if they’re sick. Checking… if they’re OK, 

feeling safe and all that. 

AM: OK, what would be the best way that they could 

ask you if you were feeling OK? 

Um…are you safe at home and at school and 

that…and at Dad’s. (Fred, 9)”[45] 

 

“We talk a lot about options if she is ready to leave 

[the abusive situation]. The options, if she is not 

ready to leave, a lot has to do with education, what 

are the dynamics of domestic violence, helping her to 

understand what is going on in her relationship, 

helping her to look at the cycle of violence, and to 

begin to recognize what is going on. A lot of what we 

do, if somebody is not ready to leave, has to do with 

safety planning and not safety planning about 

leaving, but safety planning while you are in the 

relationship. . . . If a violent incident happened, 

where can you tell the kids to go? Can the kids go 

“Although formally asked about safety plans, many 

women either had not been involved in safety 

planning (or did not recall doing so) with their 

workers.”[46] 

 

“Similar to the victims who decided against leaving 

after approaching CPS [child protection service] for 

support, most victims who remained silent 

altogether believed they were acting in the best 

interest of their children at the time…. Some of the 

non-help-seeking decisions of victims are therefore 

well-informed decisions, often based on victims’ 

individual risk assessment and their perception of 

how they can best ensure their children’s safety at 

that particular point in time.”[44] 

 

“A common theme across the interviews with 

practitioners was the need for a shift towards more 

direct working with children and their parents. There 

was a widespread belief that current policy focused 

on monitoring risk, rather than addressing risk 
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upstairs? Can you teach them to dial 911? Can you 

teach them to leave and go to a neighbor’s house? 

Who can the kids talk to? How do you talk to your 

kids about what is going on? And then, how do you 

get yourself safe? Not staying in the kitchen, not  

being in the bathroom, not staying in a place where 

you don’t have an exit, not wearing scarves around 

your neck because they can be used to choke you. 

There are lots and lots . . . and for every person the 

safety plan is going to look a little bit different. (P 

2D)”[41] 

through systematic safety planning with adult victims 

and direct safety planning with children.”[40] 

 

 


