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Abstract

One in five children in the UK are affected by domestic violence and abuse. However,
primary care clinicians (GPs and nurses) struggle to effectively identify and support
children and young people living in homes where it is present. The IRIS+ (Enhanced
Identification and Referral to Improve Safety) training and advocacy support inter-
vention aimed to improve how clinicians respond to children and young people af-
fected by domestic violence and abuse.

IRIS+ training was delivered as part of a feasibility study to four general practices
in an urban area in England (UK). Our mixed method design included interviews and
questionnaires about the IRIS+ intervention with general practice patients, including
children and young people as well as with clinicians and advocacy service provid-
ers. We collected the number of identifications and referrals by clinicians of children
experiencing domestic violence and abuse through a retrospective search of medical
and agency records 10 months after the intervention.

Forty-nine children exposed to domestic violence and abuse were recorded in medi-
cal records. Thirty-five children were referred to a specialist domestic violence and
abuse support service over a period of 10 months. Of these, 22 received direct or in-
direct support. The qualitative findings indicated that children benefitted from being
referred by clinicians to the service. However, several barriers at the patient and profes-
sional level prevented children and young people from being identified and supported.
Some of these barriers can be addressed through modifications to professional training
and guidance, but others require systematic and structural changes to the way health

and social care services work with children affected by domestic violence and abuse.
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1 | INTRODUCTION

In the United Kingdom (UK), domestic violence and abuse (DVA) is
defined as any incident or pattern of incidents of controlling coercive
or threatening behaviour, violence or abuse between people aged 16
or over who are or have been intimate partners or family members
regardless of gender or sexuality (House of Commons Library, 2018).
Itis estimated that one in five children are affected by DVA (Radford,
Corral, et al., 2011), and this can have a significant negative impact
on health and wellbeing across the life course (Holt et al., 2008;
McTavish et al., 2016). Furthermore, DVA often co-occurs with child
maltreatment due to the increased risk of physical harm and emo-
tional abuse (Hamby et al., 2010).

General practice is well placed to identify and respond to chil-
dren affected by DVA. This is because the GP is often the first place
families will go to for help when experiencing DVA (Drinkwater
et al., 2017). The long-term relationships and continuity of care pro-
vided by primary health care clinicians (GPs, nurses and allied health
professionals) potentially provide a supportive backdrop to disclo-
sures of DVA (Woodman et al., 2013). Clinicians also have a duty to
consider referral to children's social care where there are child pro-
tection concerns, which is known to be a factor in some situations
where there is DVA (Department for Education, 2018; GMC, 2012).

Previous research has found uncertainty amongst clinicians in
general practice about how to safely ask, record and support children
affected by DVA (Szilassy et al., 2016). In particular, clinicians are re-
luctant to talk directly to children about DVA (Larkins et al., 2015).
There is also a lack of evidence to support the effectiveness of inter-
ventions to improve healthcare responses to children experiencing
DVA (Howarth et al., 2016). To date, training and support provi-
sion have been patchy and a key message from clinicians involved
in previous training interventions in this field, such as IRIS (Feder
et al,, 2011), HERMES (Williamson et al., 2015) and RESPONDS
(Szilassy et al., 2016; Lewis et al., 2017), was that they would prefer
DVA training to be integrated with one simple referral route.

In response, IRIS+ (Enhanced ldentification and Referral to

Improve Safety) builds on and extends the successful IRIS programme

What this paper adds

What is known about this topic

e Domestic violence and abuse can have significant and long-lasting impacts on children
e Clinicians are well placed to identify and respond to children affected by domestic violence

and abuse but there is a lack of training to support them

e The implementation of IRIS+ (a specialist training and support service) led to a substantial
number of children being referred for specialist support by clinicians

e Children and young people benefitted from direct and indirect support (via their mother)
from the IRIS+ specialist service

e There were a significant number of children who could have been supported through the
service but were not. These missed opportunities reflect entrenched barriers to children

receiving support in their own right around domestic violence and abuse

in the context of a feasibility study. The IRIS trial showed that a brief
training intervention together with a referral pathway to a DVA
advocacy service and ongoing support to practices significantly
increased identification and referral of female patients in general
practice to specialist support (Feder et al., 2011). IRIS+ expanded
the IRIS model into an integrated programme which responded to
the needs of women, men and children affected by DVA. The study
reported here assessed the feasibility and acceptability of the IRIS+
model for children. More detailed integrated findings of the feasibil-
ity and acceptability of IRIS+ for all patients affected by domestic

abuse is reported elsewhere (Szilassy et al., 2021).

1.1 | The IRIS+ feasibility study

The IRIS+ model provides DVA training for primary healthcare clinicians
and a simple referral pathway to a local specialist DVA service (referred
to as the IRIS+ hub). The three patient groups supported by IRIS+ are.

e female victims-survivors (v-s) and perpetrators
e male v-s and perpetrators
e Children (18 and under) affected by DVA

IRIS+ training was delivered to four general practices in England
between May-August 2017, to a total of 30 clinicians. Training was
delivered in two 2-hr sessions by a clinical lead and an advocate ed-
ucator (AE) based in the specialist DVA service. As well as delivering
training, the AE received referrals from clinicians, and provided ex-
pert advocacy (Rivas et al., 2019) to referred female and male adults
as well as children affected by DVA. The core activities of the IRIS+
AE were providing legal, housing, and financial advice; facilitating
access to and use of resources such as refuges, emergency housing
and emotional support; giving safety planning advice; and providing
ongoing support. In the second session, content about child safe-
guarding was delivered by a local children's social worker.

IRIS+ training was designed to support clinicians to appropriately

identify, ask and respond to men and women who may experiencing
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or perpetrating DVA and to children who may be experiencing DVA.
With the patient's consent, clinicians were encouraged to refer pa-
tients onto the IRIS+ hub. The IRIS+ hub provided women and men—
whether v-s or perpetrators—with support from an AE. Children and
young people were supported by a children's worker based within the
IRIS+ hub. The referral pathway and hub were operational between
May 2017-March 2018.

To test the overall feasibility and acceptability of the training
and support intervention, a mixed-method research study was con-
ducted (Szilassy et al., 2021). This paper reports on the findings of
the feasibility study relating to children.

2 | METHODS

Data sources for this study were as follows:

2.1 | Agencydata

Data were collected from the IRIS+ hub about referrals received
from the four general practices during the pilot period (May 2017-
March 2018).

2.2 | Medical records data

Electronic medical records (EMR) were searched in the four pilot
practices for codes specific to DVA. The medical records of patients
with a DVA code were reviewed to establish how DVA was identified
(e.g., direct disclosure to clinician, information from another agency),
whether DVA was discussed at subsequent consultations, and any
offer of support such as IRIS+.

2.3 | Interviews with IRIS+ patients

Interviews were completed at two time points with IRIS+ adult
patients who consented to be part of the study: immediately fol-
lowing referral to the IRIS+ hub and 3 to 6 months after base-
line. In total, 10 mothers were recruited to the study. No fathers
(or male v-s) were referred to IRIS+ and therefore none were
interviewed. Seven mothers completed both the baseline and
follow up interview, with three completing on one occasion. In
interviews, mothers were asked about their experiences of being
referred to the IRIS+ hub and of receiving support. Participants
were also asked about their children and what impact support
had upon them.

Three children (aged 9-16) were interviewed, all of whom had
received support from the children's worker within the IRIS+ hub.
Children were recruited via their non-abusive parent (the mother in

all cases) who, in turn, were introduced to the study by the AE.
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2.4 | Interviews and questionnaires with clinicians
participating in IRIS+

All thirty clinicians who did the training were invited to be inter-
viewed. In total nine interviews were conducted with clinicians im-
mediately after the IRIS+ training with eight completing follow-up
interviews 6 months post-training. The interviews focused on cli-
nicians' experiences of the training, their views on the service and
what enablers and barriers they experienced in asking about DVA
and referring patients to the IRIS+ hub.

An online questionnaire, the PIM+ (adapted from the HERMES
study, Williamson et al., 2015) was also administered to clinicians
prior to the IRIS+ training and nine months after the final training
session. In total, 25 clinicians completed the survey, with 18 com-
pleting at both time points. The questionnaire measured partici-
pants' knowledge, confidence and preparedness to ask, respond,
identify, refer, record and support adult and child patients experi-
encing or perpetrating DVA. Interviews were also conducted with
the two professional IRIS+ trainers as well as the IRIS+ AE and chil-
dren's worker (four in total).

2.5 | Stakeholder interviews

Consultation was undertaken with key stakeholders outside the
IRIS+ intervention to understand the key challenges raised during
the feasibility study: namely, the identification and referral of men
and children, and use of reports from external agencies in GP con-
sultations (see Pitt et al., 2020). Stakeholder participants (n = 9) were
identified through professional networks and included GPs, clinical
leads for DVA and safeguarding leads in clinical practice. These
interviews were conducted between April and July 2018.

2.6 | Data collection

Allinterviews (with IRIS+ clients, children and professionals) were semi-
structured, informed by a topic guide and conducted by JR and ES. The
topic guides were developed based on a review of relevant literature,
and researchers observations of training sessions. After initial interviews
with participants, the topic guides were modified to reflect emerging is-
sues. Interviews with IRIS+ clients and children were done face-to-face
in a safe environment, chosen by the participant. Interviews with pro-
fessionals were conducted either face-to-face or over the phone.

2.7 | Data analysis

All interview data were transcribed and loaded into qualitative
data analysis software (NVivo v.10). The qualitative interview data
was then analysed using thematic analysis (Bryman, 2016). Two re-

searchers (JR and ES) independently read and re-read the transcripts
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identifying recurrent and salient themes. These initial themes were
then shared between researchers and a coding framework was de-
veloped. The interviews were then coded thematically using the
framework created by JR and ES.

All questionnaire data were entered into REDCAP, an online data
capture system for clinical research. Raw data were then transferred
into SPSS (v.21) and basic descriptive statistics were produced. Data
from medical records were extracted by a member of the practice
team in the presence of a researcher who did not have access to
personal information. This procedure ensured that linkage to identi-
fiable patient data was not possible. This anonymised and redacted

data were transferred into Excel for analysis.

2.8 | Ethics

The study was guided by panels of professional and service user
experts as well as project advisory and data monitoring experts.
The study was given a favourable ethical opinion by South West-
Frenchay Research Ethics Committee (REC 17/SW/0098) and the
Health Research Authority (HRA).

3 | FINDINGS

Three main themes emerged from the qualitative and quantitative
data: 1. The identification and referral of children affected by DVA
by clinicians 2. The barriers and enablers to the identification and re-
ferral of children 3. Type and impact of specialist support on children
and their parents.

3.1 | Identification and referral of children

EMR data indicated that, across the four pilot practices, 49 children
were identified as being exposed to DVA with the majority coming
from one practice [table 1 here] (practice D). Only two of these chil-
dren were identified following GP consultation. The remaining 47
children were identified as a result of information shared for safe-
guarding purposes by an external organisation with the GP which
was then coded on the EMR. Police reports—following a callout to
a DVA incident where a child was present—were the most common
source of external information which was then coded onto the EMR.

Despite there being information in children's EMR about DVA,
consultation records showed little to no evidence that clinicians
spoke directly to children or raised the issue of DVA with their
parent(s). This was the case when children were presenting with
medical conditions potentially associated with DVA such as be-
havioural and mental health problems.

What is important to highlight is that the majority of the 49 children
identified in medical records were not referred to IRIS+. For example,
EMR search of Practice D found 46 children affected by DVA but only

four referrals were made to IRIS+ by this practice (see Table 2). The
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TABLE 1 Identification of children affected by DVA in EMR by
practice
Number of DVA identifications for

Practice children (EMR data) (n = 49)

Practice A 1

Practice B 1

Practice C 1

Practice D 46

Identification source (n = 49)

Consultation with mother 2
Police 29
MARACS 15
Health Visitors 3

TABLE 2 Number of children referred to IRIS+ hub by practice

Referrals to the

Practice IRIS+ hub (children)
Practice A 2

Practice B 29

Practice C

Practice D

Total 35

mismatch between EMR and referral data and the information avail-
able on children's EMR suggest there were potentially missed oppor-
tunities to identify and support children affected by DVA.

Thirty-five children were referred to the IRIS+ hub across the
ten months of the study; again, the majority came from one practice,
Practice B (see Table 2). All these referrals arose from a consultation
with children's mothers—and this may explain why the information
did not appear on the child's EMR. Of the 35 children referred to
IRIS+ hub, 13 children did not receive any support. In some cases,
this was because the mother did not want ongoing support and in
some cases the child already had support. Twenty-two children re-
ceived support either indirectly through the parent (n = 16) or di-
rectly from the children's worker (n = 6). The nature and impact of

this support are discussed below under theme 3.

3.2 | Barriers and enablers to
identifications and referrals

There were two groups of children who were eligible to receive sup-
port from IRIS+ but did not: the first were children referred to the
IRIS+ hub who did not receive support (n = 13) and the second were
children identified in medical records as experiencing DVA but who
were not referred to the IRIS+ hub or engaged with by clinicians.
Through interviews with patients and clinicians, our analysis indi-
cated there were enablers and barriers to the identification, referral

and support of children.
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3.3 | Enablers for parents and clinicians

All the children who were referred to the IRIS+ hub and were
identified after consultations clinicians had with their mothers. As
such, it is important to consider what enabled mothers to seek
support from their GP clinicians. Two main factors were identi-
fied: the first was their relationship with and skills of the clinician.
Mothers interviewed (n = 10) identified a series of clinician skills
which enabled disclosure of DVA including being trustworthy,
being easy to talk to, giving the patient time to talk and under-
standing the impact of DVA:

It didn't matter that | had a 10-minute appointment,
she was prepared to sit there and talk to me and lis-
ten and that sort of stuff. She was just sympathetic,

wanted to hear and just really wanted to help you. M1

Mothers also identified that clinicians making the referral for them
to the specialist support service was key to accepting support:

| said, “I can't do it myself. | realise now that | need
help but | can't force myself to do it, I'm too scared.”
She said, “Do you want me to do it?” | said, “Yes,
please.” And she did. The day after | got a call from
[name of the AE] M2

The second enabler to seeking support was children themselves.

Mothers were aware of the physical and emotional impact that DVA

5
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was having on their children and this was often their motivation to

seek support:

IRIS

nair

| knew | had to do something because of the children.
I'm the only thing they've got. So that was a big push
for me to see the GP and to tell him what had hap-
pened. M3

Factors which enabled clinicians to identify and refer children to
+ alongside their mothers were also found. The PIM+ question-
e (see table 3) indicated that the IRIS+ training had led to signif-

icant improvements in clinician skills, confidence and knowledge in

identifying asking, responding, referring, recording and supporting

parents and children and young people affected by DVA. Likewise,

analysis of interviews with clinicians (n = 9) indicated that the IRIS+

training had raised their awareness about how DVA may impact on pa-

tien
thei
ask.

dire

ts' physical and emotional health and encouraged them to lower
r threshold for asking about DVA, as well as giving them ways to
One GP explained:

| wasn't asking as directly about domestic violence
before. Clearly, if someone was beaten up, I'd ask...
But not necessarily, say, implementing that in with
depression. Whereas, as a result [of IRIS+] | have ac-
tually directly asked people. GP1

Equally, some clinicians reported increased readiness to talk

ctly to children about DVA. For example, one GP talked about

TABLE 3 Change in clinicians' self-reported preparedness to respond to parents and CYP affected by DVA at baseline (T1) and follow-up (T2)

PIM+ questionnaire domains n T1 mean score
Ask about DVA

Parents 18 2.1
Children and young people 17 2.3
Identify signs & symptoms of DVA

Parents 17 2.4
Children and young people 18 2.6
Respond to disclosure of DVA

Parents 18 2.4
Children and young people 18 2.7
Refer

Parents 18 2.4
Children and young people 18 2.6
Record information about DVA

Parents 18 2.6
Children and young people 17 29
Provide ongoing support

Parents 18 2.2
Children and young people 18 2.3

T2

3.7
3.6

4.0
4.1

4.2
4.1

44
44

3.9
4.0

3.6
3.6

Median Signed rank
meanscore  change 95% CI test p-value

1.5 [2.0, 1.0] 0.0002

1.0 [1.5,1.0] 0.0004

1.5 [2.0,1.0] 0.0003

1.5 [2.0, 1.0] 0.0002

1.5 [2.0,1.0] 0.0002

1.5 [2.0,1.0] 0.0004

2.0 [2.5,1.5] 0.0002

2.0 [2.5,1.0] 0.0002

1.5 [2.0,1.0] 0.0006

1.0 [1.5,0.5] 0.0015

1.0 [2.0,1.0] 0.0002

1.0 [1.5,1.0] 0.0007

Note: This table reports: the number of paired observations; mean preparedness score [range 1-5] at time points 1 and 2; the Hodges-Lehmann
estimate of the median change and its 95% confidence interval (Cl); and the Wilcoxon Signed Ranks Test of the change (T2-T1) in median score.
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feeling more ‘comfortable’ (GP7) in talking to children and another
spoke about how talking to children had been ‘more at the forefront
of my mind’ (GP3). However, as noted above, evidence of direct talk

with children was not evident in the records.

3.4 | Barriers for parents and clinicians

Two main barriers prevented mothers from seeking or accepting
support for their children: fear of professional intervention and fear
of the perpetrator.

Fear of professional intervention was a significant barrier for
mothers. AEs who provided support and advocacy highlighted that
mothers were often concerned that intervention might mean that

their child would be removed from their care:

..there's a fear of social services becoming involved
and children being taken away, especially if they've
gone through the care system themselves; in those
situations they are very unlikely, in my experience, to
want help around children (AE)

Similarly, clinicians noted that some of their patients had a mistrust
of professionals:

...there is a large amount of suspicion in our area, cer-
tainly for social services...Almost the first thing that
people say when there's any suggestion of - well,
even depression - people will say, “What matters to
me most is not having someone thinking about taking
my children away”. GP2

Another—very real—fear was that the perpetrator (in many cases
the child's father) would find out about any support the child was
receiving. If the mother was still living with the perpetrator or the
children still had contact with the perpetrator, then it was consid-
ered too risky for the child to be directly supported in case they
found out. As one mother said (whose children were being indirectly

supported via her):

I need to make sure that everything is in place, so that
their father will not know if possible. It'll be really, re-
ally bad if he knows that I'm here, or that my kids are
receiving this kind of support, because | suppose he
doesn't see himself like that. M4

The barriers reported by clinicians in identifying and referring
children mainly related to time. The lack of time for consultations
meant that clinicians did not have the capacity to ask about DVA
or consult patients' records to retrieve information about DVA from
other agencies. In other cases, clinicians were aware of DVA but did
not have the time to raise it alongside addressing the presenting
health issue:

Because we only have a 10- or a 12-minute consulta-
tion, which often someone will have three problems
that they've brought up, which might not seem to
point to the third party disclosure [of DVA], it's often
just that you haven't even got that far into looking at
the records. GP3

As the quote above indicates, information about children af-
fected by DVA was often provided by other agencies or professionals.
Clinicians did not question the value of information sharing between
agencies about DVA as this was understood to be an important ele-
ment of child safeguarding. However, some clinicians appeared uncer-
tain about what to do with this information:

| think that it also does feel like a burden, because you
are getting this very loaded information about a po-
tentially risky situation with lots of implications, and
it lands on your desk, without clarity about what to
do about it...I think that it is right for us to get it, but
| think that it could be done in a more constructive
way. GPconsultl

Clinician also expressed unwillingness and caution about discuss-
ing information from other agencies with patients. Sometimes this was
because general practice clinicians were unsure whether patients were
aware that their information had been shared across agencies. The eth-

ics of this was questioned:

Patients are usually completely unaware that we get
this information. They're often very surprised that we
have copies of police reports...I'm not sure if the po-
lice tell them at the time that that's going to be sent to
their doctor. GPconsult2

In other cases, clinicians were concerned about raising DVA when
patients had not directly disclosed to them. For example, one GP sur-
gery had high levels of reported DVA locally and clinicians felt that DVA
was broadly accepted as being a ‘normal’ part of family life amongst

their patient population:

This is a societal problem where it's accepted and, for
some people, it's what they feel is normal. So, they
don't identify it as a problem, or an issue GPé6.

3.5 | Engagement with, and impact of support
for, children

Twenty-two children received IRIS+ support tailored to the child
and family, either indirectly or directly. The AE and children's worker
explained that in all cases support was offered to the children. Six
children aged between 7 and 16 years received direct support.

This included one-to-one support sessions and a 10-week group
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programme on healthy relationships. Sixteen children (aged 1-16)
received support indirectly. This took the form either of emergency
refuge accommodation with their mother (four children) or the AE's/
children's worker working with their mother. In most cases indirect
support was provided because it was assessed by the AE/children's
worker or mother not to be appropriate or safe to provide direct sup-
port. This normally because the child was too young (e.g., under 5) or
because the child was still living with the perpetrator, and therefore,
direct support involving the child could have increased the risk of
harm.

Interviews with AE, children's worker and mothers indicated
that indirect support for children (via their mother) included: par-
enting strategies (e.g., behaviour management, routines); support
around the emotional impact of DVA and how mothers could talk
about DVA to their children; referring children to relevant services
(e.g., family therapy and early years support); supporting moth-
ers to attend legal drop-in regarding contact between child and
perpetrator and providing emotional and practical support for the
mother which benefitted children's wellbeing and child/parent
relationships.

Interviews with children, mothers and IRIS+ practitioners
indicated that both forms of support—direct and indirect—were
considered to have impacted positively on children. The three
children interviewed valued the direct support they received
from the children's worker. They appreciated having a space
which was private and where they could talk about what was

happening at home:

| think just having that space that | know is going to be
there every week for me to just offload everything.
Just have a chat, just have adult conversations with
someone in an environment that isn't home. Yes, just
having that safe space that | can talk about stuff (child
aged 16)

| like seeing her by myself (child aged 10).

Importantly the IRIS+ practitioners who ran the 10-week group

programme were felt to be approachable, and easy to talk to:

‘She’s just nice, and good to talk to’ (child aged 10).

Critically, the children's worker was perceived to provide a consis-
tency of support which was not available elsewhere including in school

or by children's social care:

Social Services, obviously, are really tightly stretched
and stuff. They don't have any specific support to
offer in the situation that we had. School didn't re-
ally have support available at that time... [children’s
worker] was like, “I know the situation, | know that
you don't have support, do you need anything?”. (child
aged 16)

7
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She was quite constant...It felt like there was always
someone there for us. (child aged 16)

Mothers and the AE noted that while support for the child via
the mother was indirect, it did still have a positive impact. The
‘indirect support’ mechanism was likened to the ‘ripple’ effect
which DVA itself can have. For example, while children may not
be the direct target of DVA they experience the impact and after-
math. Equally, while some children did not receive direct support,
they were able to benefit from the impact of their mothers having

support:

the ripple effects of violence affect so many people,
don't they? And so far-reaching. But also, the ripple
effect of the victim getting help and support are
equally as far-reaching, and that's really encouraging.
AE

...indirectly, through supporting mum, even if the child
isn't being supported, mum is bringing about changes,
isn't she, for herself and her children...l think, gener-
ally, just offering psychological and emotional sup-
port to help mum be in a more positive place and to
feel stronger and to know what her options are has a
knock-on effect onto the children that she's bringing
up. AE

I'm getting support, and in a very indirect way, he

[son] is as well. M2.

The impact of direct and indirect was a positive one, with mothers
reporting improved family relationships and communication with their
children. Mothers attributed this change to them feeling more confi-

dent and less stressed in day-to-day life following the AE’s input:

I'm calmer with him, around him....I was just so ner-
vous, so stressed... without even realising it, | took
some of that stress out on my little boy, which was so
not fair. | don't do it now... and | learnt to recognise,
thanks to [AE]..And our relationship has changed
completely. He's just such a joy M2

| am very happy, like you see. | have a better connec-
tion with my daughter M5.

Improvements in children's wellbeing were also reported by chil-
dren and parents. Some parents noted how, once their confidence and

happiness increased with AE support, so did their child's:

She [participant daughter]'s really happy, to be hon-
est, that I've gone out... | spent a good fortnight sat in
doing nothing. | couldn't move. | couldn't function...|

think she was glad just to see a little bit of help that
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| was getting was making me...get up in the morning
and do my hair and stuff like that. M1

| had a parents' meeting at school... his teacher said,
“l don't know what has happened, but his speech, oh
my God. He's so much happier, more confident. Yes,
he has improved so much...Pretty much from when
he got back here after Christmas break.” And then |
was thinking, that's pretty much more or less when |

started feeling different about myself. M2

4 | DISCUSSION

In this study we evaluated the feasibility and acceptability of the
IRIS+ training and referral pathway for children. Thirty-five children
were identified and referred on for specialist support by clinicians.
Previous studies have demonstrated that specialist training increased
the identification and referral of women experiencing DVA (Feder
et al,, 2011). The IRIS+ pilot has demonstrated that children can also
be directly and indirectly supported through this model, even in the
context of increased pressure on general practice (Baird et al., 2016).

Analysis of interviews showed that a small number (n = 6) of chil-
dren benefitted from tailored, 1:1 support from the children's worker.
The type of support offered depended on the child's situation, what
they wanted and what they would benefit from. A larger group of chil-
dren (n = 16) were indirectly supported through their mother. In many
cases, this indirect support was the only feasible way for children to
be supported due to their age or the fact they were still living with
perpetrator. Importantly, our study's findings do suggest that children
benefitted from indirect support, for example, as a result of improved
parent-child communication and parent reports of the child's wellbe-
ing. A similar effect has been observed elsewhere: a trial of mothers
and children affected by DVA found that children's behaviour problems
significantly improved during and up to 24 months after their mother
(only) had received intervention and support (McFarlane et al., 2005).

Indirect support may also be beneficial because it acts as an en-
abler for children to receive direct support later on. For example, a
recent evidence synthesis by Howarth et al. (2016) found that moth-
ers are more ready for their children to receive support when the
immediate danger of leaving the perpetrator is over and they have
received support in their own right. As such, while we anticipated
more children to supported directly by IRIS+, the indirect support
provided was still important and beneficial for children: both as a
means of improving their wellbeing (through the mother) and poten-
tially supporting the mother to feel ready and safe for their child to
receive support in the future.

Our feasibility study revealed that there were a group of children
who were eligible for IRIS+ support but were not identified or referred
into the IRIS+ hub by clinicians. The study identified practical barriers
to clinicians identifying and supporting children affected by DVA. A

key issue raised by clinicians was the lack of clarity around how they

should respond to information from other agencies (see Pitt et al., 2020
for further discussion). Other barriers identified reflect wider issues in
general practice, such as the well documented lack of time for con-
sultations (Baird et al. 2016) which is likely to impede the capacity of
clinicians to talk through issues of DVA with patients and children.

There were also structural barriers specifically relating to DVA
and children which are worth considering in more depth. As found
in previous studies (e.g., Stanley et al., 2012), mothers are often
scared of disclosing DVA because it may lead to their children being
removed from their care. This was an identified barrier in the present
study and is likely to have meant that some mothers were unwilling
to disclose or accept a referral to the IRIS+ hub. Going forward, it is
important that clinicians can reflect on and recognize this concern in
consultations with women who are experiencing DVA.

Another barrier we identified was clinicians' unwillingness to talk
directly to children. While clinicians reported feeling more confident
and skilled in talking to children about DVA, there was little to no
evidence that they did so. Furthermore, the data from medical re-
cords indicated that clinicians were not asking parents or children
about DVA even in situations where they were aware that DVA had
occurred due to information from other agencies.

There may be good reasons why the clinician chose not to talk to
children—for example, the child's age, concerns about safety, and who
the child was with during the consultation. But, it would be expected
that—given the specialist training and the number of DVA identifica-
tions in EMR's—some clinical encounters would have involved talking
directly to children. It seems likely that, as Larkins et al., (2015) found,
clinicians may have been reluctant to talk to children because of con-
cerns about children's competence and their own clinical skills. This
unease in talking to children about sensitive topics is not unique to
clinicians, and is evident across health, education and social care pro-
fessionals (CRAE, 2010; Radford, Aitken, et al., 2011). Concerns about
children's vulnerability, their presumed inability to express themselves
and the potential for distress (Callaghan et al., 2017) have all been cited
as reasons why children are not (or should not be) spoken to. Critically,
these concerns are based on paternalistic ideas of children as passive
victims, without agency (Katz, 2015) or make an (incorrect) assump-
tion that children all experience DVA in the same way. However, re-
search shows that children do want to talk to professionals about DVA
(Stanley et al., 2012), moreover it is their right to do so (UNCRC, 1989)
and it is important to understand children's own perspectives on their
lives (Arai et al., 2019). A consultation with an appropriately trained
clinician in a safe environment away from home is a good opportunity
to do that.

Addressing the reluctance of clinicians to engage with children is
important. It potentially explains why clinicians did not speak to chil-
dren directly about DVA despite specialist training. It also explains why
EMR identifications did not necessarily translate into referrals to the
IRIS+ service. In turn, thisimpacts on the number of children who were
able to receive support, indirectly or directly. Further development
work is being undertaken to strengthen the child specific elements of
IRIS+ however it is likely that these issues may continue to represent

a significant barrier to supporting children through general practice.



ROY ET AL.

5 | LIMITATIONS

Our feasibility study only covered four general practices in one city.
We interviewed a modest number of clinicians and patients about
the IRIS+ training and support intervention. As such, the findings
cannot necessarily be transferred to other general practice settings
in other geographical locations. The interviews and questionnaires
with patients and clinicians were planned to be conducted at two
time points but there was attrition and we lost one quarter at follow
up. It may be that clinicians and patients who viewed IRIS+ favour-
ably were more likely to engage at both time points, and this intro-
duces the possibility of selection bias.

Finally, the study only interviewed three children which limits
our understanding of how children experienced IRIS+. It is of note
that the research team encountered a number of barriers trying to
recruit children into the study—many of which reflect the issues
highlighted above. It remains critical that children and young people
are given the chance to engage in research which is relevant to their
lives and wellbeing.

6 | CONCLUSION

The IRIS+ intervention resulted in clinicians identifying and refer-
ring children exposed to DVA to a specialist service. Several enablers
to identification and referral were identified, including clinicians' in-
creased confidence and skills, the presence of a dedicated support
service (IRIS+ hub) and parents feeling listened to and respected in
consultations. The study's findings also indicate that children ben-
efitted from being identified and referred into the IRIS+ hub. While
small in number, children who received support directly valued it.
Indirect support for the child also appeared to be beneficial to both
the child and mother.

However, barriers to identification and referral were identified.
Some may be amenable to change, for example through further de-
velopment of the IRIS+ training intervention relating to information
shared by external agencies. However, other barriers reflect sys-
temic issues in general practice, such as the lack of time in consulta-
tions. Other barriers reflect entrenched issues relating to DVA, and
to children's agency, for example mothers' fear that children will be
removed from their care and clinicians' reticence to talk directly to
children. These issues require systematic and significant changes in
how we—society, professionals, academics—conceptualise and ap-
proach children's experiences of DVA.
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