
Identifying, understanding and responding to
domestic abuse in the perinatal period
Lucy Peacock,1,* Imrana Puttaroo,2,* Bo Kim Tang,3 Alex B. Thomson3

BJPsych Bulletin (2024) 48, 192–197, doi:10.1192/bjb.2023.19

1London North West University
Healthcare NHS Trust, London, UK;
2West London NHS Trust, London, UK;
3Central and North West London NHS
Foundation Trust, London, UK

Correspondence to Imrana Puttaroo
(i.puttaroo@nhs.net)

*Joint first authors.

First received 3 Mar 2022, final revision
15 Mar 2023, accepted 15 Mar 2023

© The Author(s), 2023. Published by
Cambridge University Press on behalf of
Royal College of Psychiatrists. This is an
Open Access article, distributed under
the terms of the Creative Commons
Attribution licence (http://creative
commons.org/licenses/by/4.0/),
which permits unrestricted re-use,
distribution and reproduction, provided
the original article is properly cited.

Summary Domestic abuse often begins or escalates during the perinatal period,
increasing the risk of adverse pregnancy outcomes and death of the woman and
infant. The hidden nature of domestic abuse, compounded by barriers to disclosure,
means many clinicians are likely to have unknowingly encountered a patient who is
being abused and missed a vital opportunity for intervention. This educational article
presents the experience of a woman who was abused during pregnancy. It describes
how to facilitate a disclosure and conduct an assessment and illustrates safeguarding
duties alongside interventions.
Keywords Risk assessment; perinatal psychiatry; education and training; consent
and capacity; psychosocial interventions.

Clinical scenario

Patient’s perspective

‘I reached out for help when I was 6 months pregnant and
thought things couldn’t get worse. My emotions were impos-
sible to deal with and I was crying every day. My relationship
with my partner was turbulent but from the outside we were
the perfect couple. He always told me what we were going
through was normal and all relationships have ups and
downs, he said we needed to work together. Our domestic
problems began with arguments about money or his infidel-
ity, which he denied. He became angry and threatening and
blamed me for his behaviour. I spoke to my friend, who sug-
gested professional support, but it was difficult to talk about
details, even with people close to me, because I felt so embar-
rassed. When I saw the doctor, I understood they were trying
to help but I didn’t see how they could. We spoke about my
mood, but I didn’t feel able to tell them about my home life.

After the birth I went back to the doctor because having a
baby changed my perspective on my relationship. I realised
that I wasn’t just thinking about myself and had to consider
my child’s welfare. I left my partner and moved in with my
family, but my mood was still low, and I knew that I needed
help to process what had happened.

The situation between me and my partner throughout my
pregnancy became more and more volatile. The first time
he hit me was after he had been pressuring me to help him
pay off a loan. We argued and he knocked me into the ward-
robe. I packed my things and left. The days following, he
called me repeatedly, degrading me and telling me that no
one would want me. Eventually we got back together.
When he found out I was pregnant he kicked and strangled
me.

Opening up to professionals enabled me to get the help I
needed for me and my child. In the early days I still felt so
guilty as I chose this man to be my partner and he ended
up being abusive and fathering my child. Now I can reflect
things happen in life which aren’t great, but the crucial
thing is that there is an accessible service with trained people
to speak to who are removed from the situation personally
and can offer help.’

Doctor’s perspective

You are a junior doctor working in the community mental
health team. You have a follow-up appointment with a 24-
year-old woman who had been referred by her general prac-
titioner with persistent low mood throughout her pregnancy,
against a background of social stressors. The first time you
saw her, she spoke quietly and avoided eye contact. You
noticed some bruising on her arms. You remember she
was anxious to leave and her partner rang her repeatedly
during the consultation. She told you that he was wondering
why she had been so long. On direct questioning, she said
that ‘everything is fine at home’.

You are glad she has attended this follow-up appoint-
ment as you had previously identified some warning signs
that she might have been experiencing domestic abuse.
Today she attends your clinic alone and discloses that her
former partner, from whom she has since separated, had
been progressively manipulative and emotionally and phys-
ically abusive throughout her pregnancy.

Box 1 lists some questions to consider.
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Ethics, consent and terminology

As this is an educational article that does not report original
research no ethics review was needed. Written informed
consent was obtained from the patient for the publication
of clinical details. The patient’s perspective was transcribed
and summarised from an interview.

This article uses the term ‘women’, which encompasses
both cis and trans women. We are aware that parents could
have any gender identity and could also be cis, trans, non-
binary and/or intersex.

Discussion

The impact of domestic abuse in the perinatal period

The Domestic Abuse Act 2021 defines domestic abuse as any
act of abusive behaviour between personally connected peo-
ple aged 16 years or over. The Act clarifies that ‘abusive
behaviour’ could encompass isolated or repeated incidents
of physical or sexual abuse, threatening, controlling or coer-
cive behaviour, financial control and emotional abuse (e.g.
belittling, manipulating and gaslighting.) People who are
‘personally connected’ could be intimate partners,
ex-partners, family members or individuals who share par-
ental responsibility for a child. There is no requirement
for the victim and perpetrator to live in the same household.1

Rates of domestic abuse are higher against people with
mental disorders.2,3 Increasing evidence has found that
people with severe mental illness are at high risk of being
victims of violence in general, with 40–90% experiencing
violence over a lifetime.4 Pregnancy is a time when new
mental disorders can develop and pre-existing ones can
relapse, making pregnant women with mental disorders par-
ticularly vulnerable to experiencing domestic abuse. Thirty
per cent of domestic abuse starts during pregnancy; where
domestic abuse has already existed in a relationship, preg-
nancy causes its escalation. There is a high correlation
between antenatal and postnatal violence.5

In some cases, the nature of domestic abuse may change
during pregnancy as the perpetrator may make a conscious
effort not to hurt the developing baby; instead, they
will increase their controlling and emotionally abusive

behaviours.6 Covert forms of psychological aggression (such
as raised voices and insults) have been found to have a
significant impact during pregnancy.7 It should be noted
that the process of pregnancy and the birth itself are pro-
found events that can be challenging for victims of sexual
abuse.8

Reports from MBBRACE-UK (Mothers and Babies:
Reducing Risk through Audits and Confidential Enquiries
across the UK) regularly investigate the causes of maternal
deaths across the UK. A maternal death is defined as a
woman who has died during pregnancy or up to 1 year
after the end of pregnancy.

The prevalence of reported domestic abuse in England
is 3.4% during pregnancy and 5.8% during the postnatal per-
iod.9 This is likely to be a gross underestimate, as
MBBRACE-UK reports often state that data on domestic
abuse are missing when reviewing cases of maternal deaths
posthumously. Twelve per cent of the women who died dur-
ing or up to a year after pregnancy in the UK in 2018–2020
reported being a victim of domestic abuse during their
pregnancy.10

Consecutive MBBRACE-UK reports have noted that
women at ‘severe disadvantage’ are consistently over-
represented among maternal deaths in the UK. The main
elements of ‘severe disadvantage’ are a psychiatric diagnosis,
substance misuse and being a victim of domestic abuse. Of
the 495 maternal deaths in the UK between 2017 and
2019, 40 (8%) were of women considered to have ‘multiple
severe disadvantages’ and all but 3 of these women had
experienced domestic abuse.11

There are specific implications for an infant of a woman
exposed to domestic abuse during pregnancy and these are
outlined in Box 2.12,13 It cannot be assumed that preverbal
infants are unaware and thus unaffected by domestic abuse
taking place. There is a 2.5 times increased risk of infant
death during pregnancy when domestic abuse occurs, with
a common cause of death being blows to the woman’s abdo-
men.14 Domestic abuse during pregnancy is specifically asso-
ciated with low birth weight and behavioural problems in the
child at 42 months of age.15

Longer-term neurodevelopmental effects on the infant
can be explained by the increased levels of cortisol produced
by pregnant women enduring the stress of domestic abuse.
Increased cortisol levels interrupt the development of the
fetus’s own neurodevelopmental system. This can manifest

Box 2. Implications for the infant exposed to domestic abuse
in utero12,13

Short term:

• higher rates of preterm birth and low birth weights

• increased risk (6-fold) of both perinatal and neonatal death

Long term:

• difficult temperament in early childhood

• physical aggression, disobeying rules, cheating, stealing or
destruction of property and internalising symptoms (anxiety or
depression) during later childhood

Box 1. Questions to consider regarding domestic abuse in the
perinatal period

• What are the warning signs of domestic abuse in pregnancy?

• How would you facilitate a disclosure?

• How would you proceed with a safe risk assessment and
management?

• What consideration will you give to the pregnancy in the con-
text of domestic abuse?

• Which members of the multidisciplinary team could you seek
advice from?

• What are the responsibilities of mental health professionals in
supporting victims and survivors of domestic abuse?
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in the infant having more difficulty regulating their emotions
in childhood.16,17

Facilitating a disclosure of domestic abuse

Routine enquiry about domestic abuse is recommended in
both perinatal and general mental health settings. Even
with routine enquiry, detection of cases falls short of the
true prevalence of domestic abuse in people in contact
with healthcare services.18 This is partly attributable to bar-
riers perceived or experienced by patients which prevent
them from disclosing domestic abuse to healthcare
professionals.

A qualitative study21 identified fear as a key theme pre-
venting disclosure and these concerns should not be trivia-
lised (Box 3). If disclosure ultimately leads to a decision to
leave an abusive relationship, this can expose the victim to
a higher risk of lethal violence.19 Forty-one per cent of
women killed by a partner/former partner in the UK in
2018 had taken steps to separate from them; nearly
two-thirds of these women were killed within the first year
of separation.20

There are many factors relating to the context of the
consultation and skills of the clinician that can also be bar-
riers to disclosure. A victim of domestic abuse may encoun-
ter multiple intersectional barriers related to victim-blaming
and perceived lack of credibility, as a result of others’
assumptions about gender, ethnicity, sexuality or status as
a person with a mental disorder.22–24 People with mental
disorders are often seen as less credible.25 They may have
difficulty expressing themselves, anticipate that they may
not be believed, or judge that disclosure may increase the
risk of abuse or reprisal. It is vital not to automatically
assume that a disclosure of domestic abuse is part of a per-
son’s mental illness – remember that both domestic abuse
and pregnancy can cause deterioration in a person’s mental
state.

Many pregnant women who experience domestic abuse
do not seek professional help.26 There are specific patterns
of behaviour and warning signs that can help prompt you
to further enquire about domestic abuse during pregnancy
(Box 4).

To increase the likelihood that a victim will disclose
domestic abuse to you, ensure that a private, face-to-face
setting is offered. Although family and carer involvement

in healthcare is important, ensure that patients are given
the opportunity to speak without a third party present.
With the use of virtual appointments increasing following
the COVID-19 pandemic, the patient cannot be assumed to
be alone and the perpetrator may be able to listen in on
the appointment.

A good working knowledge of issues related to domestic
abuse will mean that you appear more understanding, cred-
ible and trustworthy to a victim. This includes knowledge of
patterns of perpetrator behaviour, experiences and dilem-
mas faced by victims, discrimination and structural barriers
to seeking help and awareness of relevant local services.
Victims are more likely to disclose domestic abuse if you
use open-ended questions to initiate the topic and use sen-
sitive, validating follow-up questions and statements
(Box 5). The project Linking Abuse and Recovery through
Advocacy for Victims and Perpetrators (LARA-VP) has pro-
duced resources that outline multiple methods for exploring
domestic abuse within a clinical consultation.5

Box 3. Specific concerns preventing the disclosure of
domestic abuse21

• Social services involvement

• Concerns that the disclosure will not be believed

• Further violence from the perpetrator

• Losing financial support of the perpetrator

• Disruption to family life

• Consequences for their immigration status

• Feelings of self-blame, shame and embarrassment

Box 4. Warning signs that domestic abuse may be present in
pregnancy27,28

• Traumatic injury (particularly repeated injury accompanied by
vague explanations)

• Intrusive partner during consultations

• Repetitive genitourinary symptoms

• Vaginal bleeding or sexually transmitted infections

• Increased alcohol use and substance misuse

• Depression and anxiety

• Self-harm and suicidal ideation

• Adverse reproductive outcomes (including multiple unin-
tended pregnancies, recurrent terminations, premature labour
and stillbirth)

• Non-attendance or late booking of antenatal reviews

• Poor nutrition and inadequate gestational weight gain

Box 5. Examples of screening questions and validating
statements

‘Because domestic abuse is so common, particularly in pregnancy,
we always ask patients about it.’

‘Tell me about how you met your partner. What is your relationship
like?’

‘Have you ever felt pressured by your partner into doing something
you didn’t want to do?’

‘Do you ever feel unsafe or frightened with your partner? Have they
ever been unkind to you?’

‘How do you manage conflict as a couple?’
‘When you said that your partner would loom over you, it sounds like

you were really scared.’
‘You mentioned you used your body to shield the baby. It sounds like

you were doing the best you could to protect the baby.’
‘It sounds like you were being very brave in that moment.’
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Management following disclosure

One of the most important tests of a therapeutic relationship
comes when sensitively handling a disclosure of domestic
abuse, as the victim has traversed significant barriers to
get to this point. The process involves a delicate balance
between working with the victim to make changes to protect
themselves and any children and continually reviewing risk.

You first need to be able to assess their immediate
safety.27 Useful lines of questioning will establish whether
the abuse is ongoing, whether there is anyone else at
home, the location of the perpetrator and of any other chil-
dren, whether there are any active threats and whether the
victim has a safe place to stay.

Victims who are at very high risk of serious harm need
immediate referral to a multi-agency risk assessment confer-
ence (MARAC). In these conferences, representatives from
different professional bodies discuss high-risk domestic
abuse cases with the desired outcome of an action plan that
will safeguard the victims. Pregnancy and giving birth within
the past 18 months are MARAC high-risk indicators.29

A more detailed history of the abuse is needed, focusing
on the MARAC high-risk indicators (Box 6). Risk assessment
tools should not be used purely to generate a risk score, but
rather as a means of gathering contextual information for
areas of risk that should be enquired about. If cause for con-
cern is identified, you should discuss this with your team and
line manager. The SafeLives Domestic Abuse Stalking and
Harassment (DASH) checklist is a tool to help identify vic-
tims who are at very high risk of harm and therefore need
MARAC referral.29

Provide a clear pathway of the next steps and do not rely
on the victim to self-refer to other services. Focus on
empowering the victim. Immediate action may be needed:
a victim who is asking for help should never be discharged
to an unsafe environment with the assumption that a refer-
ral to social services will be sufficient to protect them. Seek
advice and do not act alone. Principles of safe enquiry and

locally agreed safeguarding processes should be used to
establish the level of risk posed to the victim.30 Risk is
dynamic; assess and manage risk on an ongoing basis, and
consistently document what has and has not been done.

When a pregnant woman discloses domestic abuse,
there are other services and multidisciplinary team mem-
bers you can seek specific advice from:

• perinatal mental health services – to assess and manage
women with mental illness during the perinatal period;
they will play an important role in monitoring the vic-
tim’s mental state and treatment adherence while con-
tinually assessing risk

• obstetricians and midwives – to help form birth plans for
complex pregnancies affected by domestic abuse

• health visitors
• social services.

Confidentiality and capacity

Aim to work collaboratively with victims by reassuring
them that help is available. Confidentiality should be
emphasised, but the limits of this should be made clear.
For example, if a vulnerable third party such as a child is
at risk, a disclosure to further services may have to be
made without consent.30 Be transparent about why you
believe information should be shared. Be clear that sharing
information with social services will not necessarily mean
removal of their child after birth and it is intended as a
safeguarding intervention.

Always inform a victim in advance about planned infor-
mation sharing, unless there is a compelling reason not to do
so.31 Where you are considering sharing information without
consent, you should refer to professional guidance and seek
advice from your Caldicott guardian and safeguarding lead.
The General Medical Council has issued specific guidance
on disclosing information about people who may be at risk
of harm.31,32 Victims should be encouraged to be involved
in decisions about disclosing their personal information –
if they are declining to do this, try to explore their specific
reasons for doing so. Support and empower them to make
decisions in their own interests – for example by arranging
contact with agencies to support victims of domestic
abuse.31

A victim’s ‘capacity’ to decide to stay in a relationship
with a domestic abuse perpetrator, in the context of coercive
control and real threats, is a problematic concept. Capacity
assessments should never be used as a justification for not
helping a victim.33 Capacity is a dynamic concept; a victim
who initially refuses consent to sharing information with
others is not necessarily refusing all forms of help, and
may change their mind later on as trust in you develops.

Safeguarding interventions

Where imminent risk to the victim is identified this should
be discussed with a local independent domestic violence
advocate (IDVA), a local domestic abuse lead or the 24 h
National Domestic Abuse Helpline (www.nationaldahel-
pline.org.uk). IDVAs are specialist domestic abuse profes-
sionals who support victims of domestic abuse and will
prioritise their safety; they have in-depth knowledge of

Box 6. MARAC high-risk indicators29

• Injury

• Fear of further injury or violence

• Isolation from family and friends

• Depressed mood and/or suicidal thoughts

• Attempted separation

• Conflict over child contact

• Constant attempts at contact by the perpetrator

• Pregnant or given birth within the past 18 months

• Increased frequency or worsening seriousness of abuse

• Coercive control

• Excessive jealousy

• Use of weapons/objects to cause harm

• Threats to kill victim, children or others
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many areas, including the criminal justice processes and
housing, financial and children’s services.29 IDVA support
is essential in practically helping a victim navigate these
complex services as well as the emotional impact of domestic
abuse.

As a clinician it is important to be up to date with local
referral policies for your area of work. Although there may
be a need for the involvement of the police, a victim may
have valid reasons for not wanting this, and access to help
should never be contingent on reporting to the police.

The interrelating aspects of domestic abuse and mental
disorder means that your professional role extends beyond
the development of a trusting relationship to facilitate a dis-
closure and the onward referrals to relevant services. This
includes advocacy and the need to address structural dis-
crimination, for example by clearly communicating to
other relevant agencies that a victim’s disclosure is not
symptoms of a mental disorder and therefore must be
taken seriously and acted on. Pregnant women are vulner-
able to both being victims of domestic abuse and having
an increased risk of developing mental disorders and it is
your role to highlight this to other agencies.

During the postnatal period, women abruptly lose the
wide breadth of services they accessed during pregnancy.
Ongoing close liaison with relevant agencies should occur
during the postnatal period to effectively safeguard the vic-
tim. Longer-term psychiatric treatment planning for the
mother and child should also consider the psychological
effects of having survived domestic abuse. Specific thera-
peutic interventions include trauma-focused cognitive–
behavioural therapy, eye movement desensitisation and
reprocessing and parent–child interventions.

Reflection

As a clinician, be mindful of your own unconscious emotional
reactions and countertransference towards patients. Your own
personal biases, demographics and beliefs may affect your
ability to recognise the warning signs of domestic abuse.
Remember to consider domestic abuse in all patients and be
especially vigilant in the perinatal period. You should respond
sensitively to a disclosure while remaining curious about the
patient’s story in order to form a safe management plan.

Clinician behaviours remain vital to building a thera-
peutic relationship and facilitating a disclosure of domestic
abuse within hectic clinical environments. Support for clin-
ical issues and reflecting on your emotional response should
be available in reflective practice, Balint groups and supervi-
sion sessions.

Your colleagues may have been affected by domestic
abuse so be sensitive to this when working in multidisciplin-
ary team settings. As clinicians caring for patients within the
unique, high-risk perinatal setting, we must also recognise
the potential impact of compassion fatigue and secondary
trauma on ourselves and our colleagues.

Conclusions

This article highlights the significant adverse outcomes and
risks associated with domestic abuse during the perinatal

period. Detection of domestic abuse and intervention during
pregnancy is a vital opportunity to reduce the risks to both
mother and infant. Pregnancy and early parenthood are per-
iods when a woman will frequently encounter healthcare
professionals; it is a duty of all clinicians to incorporate
domestic abuse screening into their routine enquiries.

If you or someone you know has been affected by the
issues raised in this article, the National Domestic Abuse
Helpline can be contacted on 0808 2000 247 or at www.
nationaldahelpline.org.uk.

About the authors
Lucy Peacock, BSc, MBBS, is a foundation doctor at London North West
University Healthcare NHS Trust, London, UK. Imrana Puttaroo, BMedSci,
BMBS, MRCPsych, is an ST5 specialty registrar in general adult psychiatry
at West London NHS Trust, London, UK. Bo Kim Tang, MBBS, BSc,
MRCPsych, is a substantive consultant perinatal psychiatrist at Central
and North West London NHS Foundation Trust, London, UK. Alex
B. Thomson, BA, MBBS, MA, FRCPsych, is a consultant liaison psychiatrist
at Central and North West London NHS Foundation Trust, London, UK.

Data availability
Data availability is not applicable to this article as no new data were created
or analysed in this study.

Acknowledgements
We thank the anonymous person who shared their personal experience to
help shape this article.

Author contributions
L.P. and I.P. conceived and drafted the article and contributed equally. A.B.T.
and B.K.T. supervised and contributed sections on screening and the roles of
mental health staff. All authors edited the article and approved the final
version.

Funding
This article received no specific grant from any funding agency, commercial
or not-for-profit sectors.

Declaration of interest
None.

References
1 Domestic Abuse Act 2021, c. 17. The Stationery Office, 2021 (https://

www.legislation.gov.uk/ukpga/2021/17/section/1/enacted [cited 28
Jan 2022]).

2 Howard LM, Trevillion K, Khalifeh H, Woodall A, Agnew-Davies R,
Feder G. Domestic violence and severe psychiatric disorders: preva-
lence and interventions. Psychol Med 2010; 40: 881–93.

3 Thomson AB, Nyein C, Clarke M. Protection and safeguarding of vulner-
able adults and children from violence. In Prevention and Management of
Violence: Guidance for Mental Healthcare Professionals (2nd edn) (eds
P Tyrer, M Khwaja): 25–51. Cambridge University Press, 2023.

4 Khalifeh H, Johnson S, Howard L, Borschmann R, Osborn D, Dean K,
et al. Violent and non-violent crime against adults with severe mental
illness. Br J Psychiatry 2015; 206: 275–82.

196

PRAXIS

Peacock et al Domestic abuse in the perinatal period

https://doi.org/10.1192/bjb.2023.19 Published online by Cambridge University Press

https://www.nationaldahelpline.org.uk
https://www.nationaldahelpline.org.uk
https://www.legislation.gov.uk/ukpga/2021/17/section/1/enacted
https://www.legislation.gov.uk/ukpga/2021/17/section/1/enacted
https://www.legislation.gov.uk/ukpga/2021/17/section/1/enacted
https://doi.org/10.1192/bjb.2023.19


5 Yapp E, Oram S, Lempp H, Agnew-Davies R, Feder G, Trevillion K, et al.
LARA-VP: A Resource to Help Mental Health Professionals Identify and
Respond to Domestic Violence and Abuse (DVA). King’s College
London, 2018 (https://www.kcl.ac.uk/mental-health-and-psychological-
sciences/assets/lara-vp-online-resource.pdf).

6 Callaghan K, Morrison F, Abdullatif A. Supporting Women and Babies
after Domestic Abuse: A Toolkit for Domestic Abuse Specialists.
Women’s Aid Federation of England, 2018.

7 Perez GR, Stasik-O’Brien SM, Laifer LM, Brock RL. Psychological and
physical intimate partner aggression are associated with broad and
specific internalizing symptoms during pregnancy. Int J Environ Res
Public Health 2022; 19(3): 1662.

8 Montgomery E, Pope C, Rogers J. The re-enactment of childhood
sexual abuse in maternity care: a qualitative study. BMC Pregnancy
Childbirth 2015; 15: 194.

9 NCT. Position Statement: Domestic Abuse during Pregnancy and the
Postnatal Period. NCT, 2011 (https://www.nct.org.uk/sites/default/
files/Domestic%20abuse.pdf).

10 Knight M, Bunch K, Patel R, Shakespeare J, Kotnis R, Kenyon S, et al.
Saving Lives, Improving Mothers’ Care. Core Report: Lessons Learned to
Inform Maternity Care from the UK and Ireland Confidential Enquiries into
Maternal Deaths and Morbidity 2018–20. National Perinatal
Epidemiology Unit, University of Oxford, 2022.

11 Knight M, Bunch K, Tuffnell D, Patel R, Shakespeare J, Kotnis R, et al.
Saving Lives, Improving Mothers’ Care. Core Report: Lessons Learned to
Inform Maternity Care from the UK and Ireland Confidential Enquiries into
Maternal Deaths and Morbidity 2017–19. National Perinatal
Epidemiology Unit, University of Oxford, 2021.

12 El Kady D, Gilbert WM, Xing G, Smith LH. Maternal and neonatal out-
comes of assaults during pregnancy. Obstet Gynecol 2005; 105: 357–63.

13 Lewis S, Williams C. Adult Safeguarding and Domestic Abuse: A Guide to
Support Practitioners and Managers. Local Government Association,
2013.

14 Meuleners LB, Lee AH, Janssen PA, Fraser ML. Maternal and foetal out-
comes among pregnant women hospitalised due to interpersonal vio-
lence: a population-based study in Western Australia, 2002-2008.
BMC Pregnancy Childbirth 2011; 11: 70.

15 Hill A, Pallitto C, McCleary-Sills J, Garcia-Moreno C. A systematic
review and meta-analysis of intimate partner violence during pregnancy
and selected birth outcomes. Int J Gynecol Obstet 2016; 133: 269–76.

16 Howland MA, Sandman CA, Glynn LM. Developmental origins of the
human hypothalamic-pituitary-adrenal axis. Expert Rev Endocrinol
Metab 2017; 12: 321–39.

17 Martinez-Torteya C, Bogat GA, Levendosky AA, von Eye A. The influ-
ence of prenatal intimate partner violence exposure on hypothalamic-
pituitary-adrenal axis reactivity and childhood internalizing and
externalizing symptoms. Dev Psychopathol 2016; 28: 55–72.

18 O’Doherty L, Hegarty K, Ramsay J, Davidson LL, Feder G, Taft A.
Screening women for intimate partner violence in healthcare settings.
Cochrane Database Syst Revs 2015; (7): CD007007.

19 Fleury RE, Sullivan CM, Bybee DI. When ending the relationship does
not end the violence: women’s experiences of violence by former part-
ners. Violence Against Women 2000; 6: 1363–83.

20 Women’s Aid. Why Don’t Women Leave Abusive Relationships?
Women’s Aid, 2020 (https://www.womensaid.org.uk/information-
support/what-is-domestic-abuse/women-leave/ [cited 5 Feb 2023]).

21 Rose D, Trevillion K, Woodall A, Morgan C, Feder G, Howard L. Barriers
and facilitators of disclosures of domestic violence by mental health
service users: qualitative study. Br J Psychiatry 2011; 198: 189–94.

22 Baillot H, Connelly E. Women Seeking Asylum: Safe from Violence in the
UK?. Refugee Council, 2018.

23 Jenkins K. Rape myths and domestic abuse myths as hermeneutical
injustices. J Appl Philos 2017; 34: 191–205.

24 Gill A, Banga B. Black, Minority Ethnic and Refugee Women, Domestic
Violence and Access to Housing. Race Equality Foundation, 2008
(https://www.emerald.com/insight/content/doi/10.1108/146087902
00800020/full/html [cited 24 Mar 2023]).

25 Sullivan P. Epistemic injustice and self-injury: a concept with clinical
implications. Philos Psychiatry Psychol 2019; 26: 349–62.

26 Peckover S. ‘I could have just done with a little more help’: an analysis
of women’s help-seeking from health visitors in the context of domes-
tic violence. Health Soc Care Commun 2003; 11: 275–82.

27 National Institute for Health and Care Excellence. Domestic Violence and
Abuse: Multi-Agency Working (Public Health Guideline PH50). NICE, 2014.

28 Subramanian S, Katz KS, Rodan M, Gantz MG, El-Khorazaty NM,
Johnson A, et al. An integrated randomized intervention to reduce
behavioral and psychosocial risks: pregnancy and neonatal outcomes.
Matern Child Health J 2012; 16: 545–54.

29 SafeLives. Toolkit for Marac: Marac Representatives. SafeLives, 2015
(https://safelives.org.uk/sites/default/files/resources/Representatives
%20toolkit_0_1.pdf).

30 General Medical Council. Confidentiality: Good Practice in Handling
Patient Information (Updated 25 May 2018). GMC, 2017 (https://
www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/con-
fidentiality [cited 28 Aug 2021]).

31 General Medical Council. Disclosing information about adults who may
be at risk of harm. In Disclosures for the Protection of Patients and Others.
GMC, 2023: para 52 (https://www.gmc-uk.org/ethical-guidance/eth-
ical-guidance-for-doctors/confidentiality/disclosures-for-the-protection-
of-patients-and-others).

32 General Medical Council. Protecting Children and Young People: The
Responsibilities of all Doctors (Updated 25 May 2018). GMC, 2012
(https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doc-
tors/protecting-children-and-young-people [cited 28 Aug 2021]).

33 Beale C. Magical thinking and moral injury: exclusion culture in psych-
iatry. BJPsych Bull 2022; 46: 16–9.

197

PRAXIS

Peacock et al Domestic abuse in the perinatal period

https://doi.org/10.1192/bjb.2023.19 Published online by Cambridge University Press

https://www.kcl.ac.uk/mental-health-and-psychological-sciences/assets/lara-vp-online-resource.pdf
https://www.kcl.ac.uk/mental-health-and-psychological-sciences/assets/lara-vp-online-resource.pdf
https://www.kcl.ac.uk/mental-health-and-psychological-sciences/assets/lara-vp-online-resource.pdf
https://www.nct.org.uk/sites/default/files/Domestic%20abuse.pdf
https://www.nct.org.uk/sites/default/files/Domestic%20abuse.pdf
https://www.nct.org.uk/sites/default/files/Domestic%20abuse.pdf
https://www.womensaid.org.uk/information-support/what-is-domestic-abuse/women-leave/
https://www.womensaid.org.uk/information-support/what-is-domestic-abuse/women-leave/
https://www.womensaid.org.uk/information-support/what-is-domestic-abuse/women-leave/
https://www.emerald.com/insight/content/doi/10.1108/14608790200800020/full/html
https://www.emerald.com/insight/content/doi/10.1108/14608790200800020/full/html
https://safelives.org.uk/sites/default/files/resources/Representatives%20toolkit_0_1.pdf
https://safelives.org.uk/sites/default/files/resources/Representatives%20toolkit_0_1.pdf
https://safelives.org.uk/sites/default/files/resources/Representatives%20toolkit_0_1.pdf
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality/disclosures-for-the-protection-of-patients-and-others
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality/disclosures-for-the-protection-of-patients-and-others
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality/disclosures-for-the-protection-of-patients-and-others
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/confidentiality/disclosures-for-the-protection-of-patients-and-others
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/protecting-children-and-young-people
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/protecting-children-and-young-people
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/protecting-children-and-young-people
https://doi.org/10.1192/bjb.2023.19

	Identifying, understanding and responding to domestic abuse in the perinatal period
	Summary
	Clinical scenario
	Patient's perspective
	Doctor's perspective
	Ethics, consent and terminology

	Discussion
	The impact of domestic abuse in the perinatal period

	Box 2
	Box 1
	Facilitating a disclosure of domestic abuse

	Box 3
	Box 4
	Box 5
	Management following disclosure
	Confidentiality and capacity
	Safeguarding interventions

	Box 6
	Reflection

	Conclusions
	About the authors
	Data availability
	Acknowledgements
	Author contributions
	Funding
	Declaration of interest
	References


