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Reaching everyone in general practice?
Feasibility of an integrated domestic
violence training and support intervention
in primary care
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Abstract

Background: Primary care needs to respond effectively to patients experiencing or perpetrating domestic violence
and abuse (DVA) and their children, but there is uncertainty about the value of integrated programmes. The aim of
the study was to develop and test the feasibility of an integrated primary care system-level training and support
intervention, called IRIS+ (Enhanced Identification and Referral to Improve Safety), for all patients affected by DVA.
IRIS+ was an adaptation of the original IRIS (Identification and Referral to Improve Safety) model designed to reach
female survivors of DVA.

Methods: Observation of training; pre/post intervention questionnaires with clinicians and patients; data extracted
from medical records and DVA agency; semi-structured interviews with clinicians, service providers and referred
adults and children. Data collection took place between May 2017 and April 2018. Mixed method analysis was
undertaken to triangulate data from various sources to assess the feasibility and acceptability of the intervention.

Results: Clinicians and service providers believed that the IRIS+ intervention had filled a service gap and was a
valuable resource in identifying and referring women, men and children affected by DVA. Despite increased levels
of preparedness reported by clinicians after training in managing the complexity of DVA in their practice, the
intervention proved to be insufficient to catalyse identification and specialist referral of men and direct
identification and referral (without their non-abusive parents) of children and young people. The study also
revealed that reports provided to general practice by other agencies are important sources of information about
adult and children patients affected by DVA. However, in the absence of guidance about how to use this
information in patient care, there are uncertainties and variation in practice.
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Conclusions: The study demonstrates that the IRIS+ intervention is not feasible in the form and timeframe we
evaluated. Further adaptation is required to achieve identification and referral of men and children in primary care:
an enhanced focus on engagement with men, direct engagement with children, and improved guidance and
training on responding to reports of DVA received from other agencies.

Keywords: Domestic violence and abuse, Male and female victims, Male and female perpetrators, Children and
young people, Training, Intervention, General practice, Primary care, Feasibility study

Background
Domestic violence and abuse (DVA) is a major public
health and clinical challenge to the NHS (National
Health Service) and health services worldwide [1–3]. It
is associated with a wide range of physical and mental
health conditions in victims, perpetrators, and their chil-
dren [4–9] resulting in increased use of health services
by all patient groups affected by abuse [1] and vast social
and economic costs [10, 11].
The prevalence of DVA among women attending

general practice, as in other clinical services, is higher
than in the general population [12, 13]. A cross-sectional
survey in UK general practice waiting rooms found that
17% of women had experienced physical violence in the
past year from a partner or former partner, and 41% had
experienced it in their lifetime [14]. A UK survey of male
general practice patients reported a one in four lifetime
prevalence of DVA experience and a one in six lifetime
prevalence of perpetration, although only a small minor-
ity experienced coercive control and only one in forty
have experienced such violence as victims only [15].
Nonetheless, affected male patients were between two to
three times more likely to have current symptoms of de-
pression and anxiety [16].
The NHS and health services internationally have not

responded adequately to the needs of these patients [17].
There are international [18] and national UK [1] guide-
lines in place on the healthcare of women experiencing
abuse and a growing recognition of the impact of DVA
on their health [17, 19]. IRIS (Identification and Referral
to Improve Safety), a training and support programme
in general practice, improves the identification of female
patients and their referral to specialist agencies [20]. The
IRIS trial found a three-fold difference between the
intervention and control sites in the identification of fe-
male patients experiencing DVA and a six-fold differ-
ence in referrals to specialist support agencies. IRIS has
been commissioned across more than forty areas in the
UK.
The benefits of IRIS to individual female survivors

[21], as well as its cost-effectiveness [22, 23] are well
established. We know from previous research that
women experiencing DVA benefit from being (i) identi-
fied by general practice professionals; (ii) referred to

DVA specialist agencies; (iii) being contacted by an
advocate shortly after referral; (iv) and being offered
ongoing support during subsequent GP (general practi-
tioner) consultations to help maintain changes they
make as a result of referral.
Despite the success of IRIS in the UK and the growing

spread of DVA training programmes for health care pro-
fessionals across countries in the global North [24], there
is a considerable scope both internationally and in the
UK to enhance clinicians’ skills and ability to respond
appropriately to affected men and children. Clinicians
often do not recognise men as victims [25] or perpetra-
tors and there is little research evidence on effective
DVA interventions for men in the healthcare setting [26,
27]. There is also uncertainty about the healthcare re-
sponse to DVA when children are affected [28–32], and
about the effectiveness and cost-effectiveness of inter-
ventions to improve healthcare responses to children ex-
periencing DVA [33].
A systematic review found that training interventions

with system support benefit victims [34] and we know
that general practice clinicians want integrated DVA
training [35] alongside a programme that includes advo-
cacy for men as perpetrators and victims [36]. The
evidence reviews in the UK National Institute for Health
and Care Excellence DVA guidelines [1] identified gaps
in the evidence for an integrated healthcare response
and for interventions for perpetrators.
The IRIS+ (Enhanced Identification and Referral to

Improve Safety) primary care intervention enlarged the
original IRIS model beyond women survivors of DVA to
also address the needs of men (survivors and perpetra-
tors) and their children. The aim of this study was to
test the feasibility and acceptability of IRIS+, consistent
with the MRC guidance on evaluation of complex inter-
ventions [37, 38], using mixed method evaluation:
capturing DVA identification and referral data and an
assessment of clinician and patient engagement with and
experience of the intervention.
Here we report key findings of the feasibility study and

identify areas for intervention improvement, as well as
future research directions. Given the well established
evidence on the feasibility and effectiveness of IRIS to
female survivors [20–22], this paper primarily focuses on
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the implications of the IRIS+ feasibility findings to men
and children. Detailed findings of individual evidence
streams [25, Huntley et al., Help seeking by male victims
of domestic violence and abuse: an integrated mixed
method analysis of systematic review evidence, accepted]
specific, areas of investigation [Roy et al., ‘It felt like
there was always someone there for us’: supporting chil-
dren affected by domestic violence and abuse in general
practice, under review] and findings of an associated
sub-study [39] are reported elsewhere.

Methods
Intervention development
The multidisciplinary research team integrated diverse
evidence sources into the development of the IRIS+
training and support intervention. These included (i) a
systematic review and thematic synthesis of qualitative
studies [25], and (ii) an integrated mixed method ana-
lysis of systematic review evidence of help-seeking by
male victims of DVA [Huntley et al., Help seeking by
male victims of domestic violence and abuse: an inte-
grated mixed method analysis of systematic review evi-
dence, accepted]; (iii) a mapping study of UK services
for male victims; (iv) a two-stage consensus process with
a multi-professional stakeholder group including experts
of DVA and health; (v) and a qualitative sub-study with
general practice clinicians and police staff about infor-
mation sharing [39]. The design of the intervention was
also informed by previous research evidence [20, 36, 40],
particularly our study of prevalence of DVA in male gen-
eral practice populations [16], a systematic review on in-
terventions aimed to professionals working with children
exposed to DVA [41], as well as our systematic reviews
of DVA and mental health [42, 43].
Building on the IRIS model, a key component of the

IRIS+ intervention was the development of specialist
DVA support worker roles. The IRIS+ advocate educator
(AE) and IRIS+ children and young persons’ worker
(CYPW) roles were informed by review of current
evidence [25, 33, 44, 45, Huntley et al., Help seeking by
male victims of domestic violence and abuse: an inte-
grated mixed method analysis of systematic review evi-
dence, accepted] and following extensive consultations
with stakeholders.
A core part of the process was the development of a

logic model to be used to describe the key elements of
the intervention and the activities employed to addresss
these. The model also outlined how the intervention
mapped onto measurable core outcome domains and
key interactions between them. It described expected
proximal or long term outcomes corresponding to these
domains for different participant groups directly or in-
directly involved with or affected by the intervention.
The logic model (Fig. 1) highlighted potential data

sources along the causal pathway towards outcomes for
survivors of DVA and their families which we used to
evaluate the IRIS+ model.
Work also included the development of an online

resource freely accessible by clinicians receiving the
IRIS+ training. The resource was intended to supple-
ment and consolidate face-to-face learning by providing
easy access to key components of the training and
practical information. A system of electronic prompts
triggered by codes for health conditions associated with
DVA has been also developed, but implementation failed
due to system-wide infrastructure problems that
remained unresolved during the study period. Additional
work consisted the development of IRIS+ publicity
materials. These included patient- and clinician-facing
materials (patient waiting room poster, patient card, care
and referral pathway clinical summary, clinician mouse
mat with useful information, points of advice and refer-
ral contact details) (see Fig. 2).

IRIS+ intervention
The IRIS+ training and support intervention was de-
signed to engage general practices by extending the IRIS
model and including elements of training around the
needs of affected men [36] and children [46]. It aimed to
increase the safety and wellbeing of families affected by
DVA by improving how general practice professionals
respond to female and male adult patients who experi-
ence or perpetrate DVA and to their children who may
have been living with DVA.
The two times two-hour face-to-face interactive train-

ing intervention was designed to improve the identifica-
tion and management of DVA in general practice by (i)
consolidating and improving general practice clinicians’
knowledge of DVA and health; (ii) enabling them to
identify, respond to and support female and male pa-
tients affected by DVA and their children; (iii) develop-
ing a good understanding and knowledge of referral
routes and enabling them to offer referral for all family
members affected by DVA; (iv) preparing clinicians to
safely and accurately record DVA in patients’ electronic
medical records (EMR); and (v) equipping them to man-
age ongoing relationships with affected patients includ-
ing members of the same family (Fig. 2).
The training intervention included an additional brief

(up to half an hour) reminder and question and answer
session during a clinical practice meeting four to six
months after the delivery of the second training session
and a one-hour information session for reception and
administrative staff.
The AE and the CYPW were based in the IRIS+ hub

in a voluntary sector DVA agency, delivering the train-
ing, receiving referrals from clinicians, and providing ex-
pert advocacy to referred female and male adults and

Szilassy et al. BMC Family Practice           (2021) 22:19 Page 3 of 17

















DVA disclosures or the factors that blocked the adapta-
tion of existing effective general practice responses to
men affected by DVA (Fig. 1. Box 3.1; 3.2; 3.3; 3.4; 3.5).
Our findings nonetheless indicate that the IRIS+ inter-
vention, in its tested form and timeframe, was not feas-
ible in terms of identifying and engaging male victims
and perpetrators through general practice.

Discussion
Recent policy developments have highlighted general
practices’ key role in strengthening the response to all
patients affected by DVA regardless of their gender, age,
sexuality, or DVA experience [52, 53]. There is, however,
uncertainty about the value and effectiveness of inte-
grated programmes. The IRIS+ study developed and
tested the acceptability and feasibility of an integrated
evidence-based primary care system-level DVA
intervention.

Clinician engagement
The IRIS+ training and support programme was highly
rated by general practice clinicians and service provider
professionals participating in the study. This is a rare
finding in contemporary primary care research given the
current workload pressures on general practices [54].
While the intervention was popular among all par-

ticipating clinicians, there was a large variation in
both the level of clinician engagement with IRIS+ and
the rates of referrals across the four practices. This
variation is in line with that shown in other studies
[55, 56], including recent findings from the IRIS im-
plementation evaluation [57].

Identifications and referrals
Our findings around the identification and referral of fe-
male survivors resonate with previous research [20, 21]
demonstrating that training and support programmes
can improve the response of primary care clinicians to
women experiencing abuse.
Despite the association between perpetrating or ex-

periencing negative behaviours consistent with DVA and
mental health problems in men [16, 42, 43], previous
evidence also indicates a discrepancy between headline
prevalence figures for male victims and the more de-
tailed data on prevalence related to impact [15]. Due to
our study design, and in the absence of process and out-
come data from men, we can not demonstrate a cause-
effect relationship on the barriers to identifications and
referrals of affected men. The above discrepancy, how-
ever, might be one of the many possible explanations for
the low number of male victim identifications in the
pilot practices (although it does not explain why the
number of male patients identified as perpetrators is also
low in our study).

While the number of male referrals were low, IRIS+
trained clinicians referred a substantial number of chil-
dren for specialist support alongside their non-abusive
parent. Our findings suggest that the IRIS+ intervention
was acceptable to parents and children, and children
benefitted from both direct and indirect support from
IRIS+. The identification and referral of children ex-
posed to DVA is a breakthrough finding in this setting
and draws attention to the relevance of detecting and
responding to DVA among children and young people
within general practice. It also suggests that, with suit-
able training and support, general practice clinicians are
well placed and able to appropriately identify and refer
children.
Although children were identified and referred by the

pilot practices, they were typically referred to the IRIS+
hub with their non-abusive parents. Furthermore, many
children, particularly those identified through external
agency reports, were not offered a referral to the IRIS+
hub. Third-party reports are important information
sources about those affected by DVA, yet, in the absence
of uniform guidance about how to use this information,
there are uncertainties and variation in practice. The
current IRIS+ training intervention did not explicitly ad-
dress the complex challenge of safely and effectively cod-
ing and responding to information received from other
agencies.
The analysis of EMR and our sub-study on DVA infor-

mation sharing [39] both suggest that the notification
about DVA from third parties received by GPs has the
potential to contribute to better treatment and safe-
guarding plans of vulnerable patients. Incorporating in-
formation received from other agencies into the EMR
and using it to inform patient care in the consultation,
however, requires careful professional judgement. Train-
ing and guidance for GPs about DVA should explicitly
address the challenge of recording and responding to in-
formation received from other agencies. Furthermore,
clinicians should be supported by colleagues with ex-
pertise in DVA and safeguarding in this complex area of
practice.

Implications on feasibility
Clinicians and service providers believed that the IRIS+
hub had filled a service gap and was a valuable resource
in identifying and referring male victims and children
below child protection service referral thresholds. The
IRIS+ training to clinicians, regular reminders, and the
availability of a direct referral pathway, were, however,
insufficient to catalyse identification and referral of men
and direct identification and referral (without their non-
abusive parents) of children.
Our study confirms previously identified barriers to

men seeking help [25] and to clinicians providing
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support for men affected by DVA [36, 58]. Findings are
also consistent with previous research that highlights
barriers to directly identifying and supporting children
affected by DVA (child as patient) [28, 45]. Barriers to
referring men and directly referring children to IRIS+
proved to be insurmountable during the study period
despite increased levels of preparedness and confidence
reported by clinicians after training in terms of directly
responding to these groups.
The findings indicate that investment in clinical

training and resources together with supportive clinical
environment and specialist DVA service links enable ef-
fective general practice responses. Our study, however,
suggests variations in intervention engagement and large
inconsistencies in the application of these effective clin-
ical responses. Although the design does not allow us to
demonstrate direct cause-effect relationships between
contextual factors and implementation, the study high-
lights the importance of piloting the feasibility of inter-
ventions in geographically, socioeconomically and
organisationally heterogenous sites.
IRIS+ clinicians and professionals involved in delivering

IRIS+ argued that it takes time and extensive initial prac-
tice- and system level facilitation as well as ongoing educa-
tion and support to embed learning about DVA into
clinical practice. These findings are in line with learning
from process evaluations of previous DVA interventions
in the health care context highlighting drivers for inter-
vention sustainability [57, 59]. Akin to other difficult en-
quiries (e.g. suicidality) [60], it requires repeated efforts
before health professionals gain confidence in routinely
asking, supporting and referring patients. Feeling more
prepared and confident to ask female survivors about
DVA was seen as a pre-requisite before engaging with
men. None of the pilot practices had previous IRIS train-
ing, so every aspect of engagement was new.
We know from the implementation of IRIS [57]

that the normalisation of practice responses to female
survivors requires repeated training, sustained system-
level support and time. Allowing ample time for em-
bedding a step-change in acceptability of asking men
and children directly may be needed for the poten-
tially successful activation of this complex area of
practice involving other family members. Testing the
extent of practice normalisation and sustainability
over a more extended period of time was, however,
beyond the scope of the current feasibility study. The
extension of the healthcare response beyond female
survivors of DVA and the identification and referral
of men and the direct engagement with children were
key aims of IRIS+. The very low number of male and
direct children identifications and referrals therefore
demonstrate that the IRIS+ intervention, in its tested
form and timeframe, is not feasible.

Towards a revised model
Our findings point towards the need for adaptations to
and further testing of the IRIS+ model with a special
focus on enabling engagement with men who are victims
and/or perpetrators (particularly identified in reports re-
ceived from other agencies). Evidence shows that IRIS
and IRIS+ clinicians have been successfully addressing
the needs of female survivors and have the knowledge
and skills to effectively address the needs of all patients
affected by DVA. They are, however, not converting
these relevant skillsets into practice responses to men
presenting in general practice. A revised model should
put more emphasis on the relevance, acceptability and
benefits of selectively asking men about DVA [36, 58]. It
should also enhance core components of the IRIS+
training to address the specific needs of male patients af-
fected by DVA (victims and perpetrators) representing
different types of masculinity and sexuality. The reconfi-
gured intervention should also recognise the many bar-
riers to disclosure that exist for men of all sexualities,
including the inadequate support that is available to
them outside general practice [25].
A revised model should also focus on strengthening

the direct engagement with children exposed to DVA by
enhancing relevant third party identification guidance
and by extending the training focus on directly support-
ing children experiencing DVA. Updated IRIS+ training
content should cover in more depth the options of advo-
cacy support available for children via the IRIS+ pathway
and how clinicians can talk to children and parents
about DVA.
The IRIS+ training intervention was primarily de-

signed for core clinical teams working in general prac-
tice, including nurses. Nonetheless, our training
observations and the referrals indicate that it felt less
relevant for practice nurses and nurse practitioners. It
also failed to reach other allied health professionals
linked with primary care. Both service providers and
general practice clinicians stressed the value of widening
the professional scope of the intervention to include
other key health professionals (e.g. drug and alcohol
workers, health visitors, midwifes). Extending the pool of
health professionals, training them together, and enab-
ling them to safely record and refer has the potential to
increase the identification and referral of men and chil-
dren. In addition, the identification of and regular com-
munication with a named DVA lead clinician within
each practice (as part of the intervention) would poten-
tially generate improved practice engagement with the
programme.

Strengths and limitations
Key strengths of our study are the integration of diverse
evidence sources into the development and evaluation of
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the training intervention and the multi-professional/
multi-agency collaborative approach emphasised during
the development and feasibility work. Another strength
relates to the active involvement of three service user
expert groups. Throughout they have provided valuable
insights into the perspectives and experiences of survi-
vors and (ex-) perpetrators. The study also benefited
from including the views of different professional groups
with expertise in DVA and safeguarding and without a
specific role in this area, as well as the perspectives of
patients, including voices of children.
There are limitations to this study. As the study was

testing the feasibility and acceptability of the interven-
tion, it included only a small number of general practices
in a single geographical site, although we tried to ensure
the diversity of study practices in terms of size, location
and population, as well as the diversity of research par-
ticipants. Another limitation is potential participation
bias: the views of clinicians and patients participating in
the interview and questionnaire study might reflect the
narratives of those individuals who may have been more
favourably disposed to the training and/or intervention.
The feasibility study design did not aim to assess the ef-
fectiveness or cost-effectiveness of the intervention.
Moreover, the low number of children research partici-
pants and the lack of male participant and female per-
petrator research participant voice within the study
limited the interpretation of findings. As a result, al-
though the study gives indication of some of the barriers
that might prevent people affected from disclosing DVA
in general practice, the study did not contribute to our
understanding of why some people experiencing or per-
petrating DVA do not seek or accept professional
support.

Conclusions
The development and testing of IRIS+ represents an im-
portant step towards broadening our understanding of
the potential of training and support interventions in
primary care settings to adults who are experiencing or
perpetrating DVA and their children. It indicates chal-
lenges of applicability of the IRIS model (designed to
reach female survivors) to the identification and referral
of other patient groups, namely to men and children.
The study demonstrates that the IRIS+ intervention is

not feasible in the timeframe and form we tested. It also
highlights ways in which specific adaptations to the
intervention could potentially allow it to progress to a
viable model. Further development work is needed to
strengthen some specific elements of the training inter-
vention, especially the identification of men, the direct
engagement with children, and the guidance on
responding to information received from other agencies.
The feasibility, acceptability, effectiveness and cost-

effectiveness of a reconfigured training and advocacy
support programme needs to be fully evaluated.
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