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	ID
	Stakeholder
	Chapter
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	NICE Response

	1
	Individual response – not a registered stakeholder
	
	
	
	NICE does not formally respond to, publish, or provide an audit trail for comments received from organisations or individuals who are not registered stakeholders. Comments from unregistered stakeholders are reviewed to identify any relevant issues but only comments from registered stakeholders receive formal responses and are included in the published consultation table. 


	2
	NHS GM Integrated Care Board

	Draft scope 

	
	It is not clear through the scope if it is going to cover wider areas of DA such as Honour Based Abuse.

	Thank you for your comment and for highlighting this. The relevant section of the draft scope has been updated to clarify that honour-based abuse will be considered. 


	3
	NHS GM Integrated Care Board

	Draft scope 

	
	I think that there will need to be something within the guideline itself that considers interventions delivered by social care and wider partners such as the voluntary sector.

	[bookmark: _Int_MqQf1BdY]Thank you for your comment. The draft scope does not cover the entirety of social care practice in relation to domestic abuse. Instead, it focuses on the intersections where social care works in partnership with health and mental health services. The guideline committee may wish to consider for example joint identification processes, referral pathways, safeguarding responsibilities, and coordinated care for adults, children and families affected by domestic abuse.
Social care is governed by its own statutory duties, legal frameworks, and sector specific practice guidance. Providing comprehensive guidance for all aspects of social care would risk duplicating existing requirements and extending the scope beyond what is practical or necessary for this NICE guideline. By concentrating on collaborative areas—where health, mental health and social care must work together—the guideline can target the points in the system where joined up practice is essential for effective risk identification, safety planning, and support. This focus ensures clarity, avoids overlap or incongruence with broader social care policy, and enables NICE to offer evidence-based recommendations that complement and strengthen multi agency responses without attempting to replicate or replace social care–specific statutory guidance.

	4
	NHS GM Integrated Care Board
	EHIA

	
	It appears to be a very broad statement and doesn't identify the groups who face being underserved and or minoritized. Does this need to be more explicit?
	Thank you for your comment. The objective of the EHIA is to identify minoritised and underserved groups in relation to domestic abuse and ensure that the development of the guideline addresses their experiences and considers the impact of recommendations on the highlighted populations. In the case of this guideline, we identified a large range of groups where there is a higher prevalence of domestic abuse and for whom system barriers to identification and support are known to exist. This might explain why the document seems rather broad; it demonstrates the extent of care that will be needed in the development of the guideline to try to address the well documented inequalities.  

	5
	NHS GM Integrated Care Board
	Draft scope 

	
	Further consideration for older adults within this section to ensure the needs of this population are considered.
	Thank you for your comment. Older adults are included within the scope of the guideline as they are part of the group 'young people and adults aged 16 years and over who are at risk of perpetrating or are perpetrating domestic abuse' and 'young people and adults aged 16 years and over with direct experience of domestic abuse, as victims, when the person perpetrating the abuse is aged 16 years or over. We have also included consideration of older people in the EHIA.

	6
	NHS GM Integrated Care Board

	Draft scope 

	
	Consideration for the rewording of the phrase exposed to domestic abuse to ensure that children are recognised as victims in their own right as per the DA Act. 

Within the guideline there needs to be a section on identification of DA prior to considering the activities and services.
 
Consider wording such as treatment to avoid DA being viewed as only a health issue.
 
Is Honour Based Abuse going to be included within this guidance also?
	Thank you for your comments. In line with the Domestic Abuse Act 2021, the scope includes 'Young people and adults aged 16 years and over with direct experience of domestic abuse, as victim' This recognises young people aged 16 and over as victims. However, children under 16 experiencing intimate partner abuse are not covered by this guideline instead they are covered by an existing NICE guideline, NG76 Child Abuse and Neglect which is in line with Domestic Abuse Act. The scope does also include babies, children and young people aged under 18 years who see, hear or experience the effect of domestic abuse and are related to or under the 'parental responsibility' of the victim or person perpetrating the abuse. In that case they are regarded as direct victims.
 
The section of the scope entitled 'Activities, services or aspects of care covered by the guideline update' does explain that identification of domestic abuse will be considered and the next item down refers to interventions and approaches to treatment. Similarly, the draft review questions currently include a question on the effectiveness of interventions and approaches for identifying domestic abuse. As you say, it would make logical sense for recommendations about identification to precede recommendations about treatment but ultimately the guideline committee will make those decisions, with input from our content editor. 

Thank you for highlighting the use of the word treatment in one section of the scope. We had been careful not to use the term in the wording of the draft review questions and considering your comment have now aligned the wording, so the word treatment does not appear in the scope. 

In relation to yours and other comments about 'honour'-based abuse, we have clarified that this will be included within the scope of the guideline with an additional sentence.   

	7
	NHS GM Integrated Care Board

	Draft scope 

	
	considered rewording to improve clarity -what helps professionals to identify DA and what supports victims to disclose DA
	Thank you for your comment. Having discussed your suggestion, we agreed that it is better at this stage to retain the draft scope wording in the final version. It is plausible that a 'professional' might disclose domestic abuse and it's also plausible that it might be a perpetrator of domestic abuse disclosing their own behaviour. When drafting the review protocols with the committee, we will consider the kind of nuances you suggest and discuss with them whether and how to specify the population in this way.

	8
	NHS GM Integrated Care Board

	Draft scope 

	
	Is the term perpetrators up for consideration as people that harm?
	Thank you for your comment. We have not used the suggested wording 'people that harm' in the final scope but appreciate that your response raises questions that may be appropriate for guideline committee discussion and potential recommendations.

	9
	PTSD UK
	Draft scope 

	
	We would recommend that all care and interventions are clearly required to be trauma-informed to prevent retraumatisation, and ensure engagement.
	Thank you for your comment. Scoping processes identified that trauma-informed and culturally sensitive enquiry, response, care and interventions may be central for the committee to consider. While the scope has not been amended the issues will be considered during guideline development and evidence review.

	10
	PTSD UK
	Draft scope 

	
	We would recommend that PTSD is added to the list of 'NICE guidance and quality standards that may be affected by this update' as Domestic Abuse is a key trauma linked to the development of PTSD, and both will interact with each other significantly (e.g engagement with interventions for domestic abuse may be hindered by PTSD, and vice versa).
	Thank you for your comment and for highlighting the relevance of NICE's guidance on PTSD. We have added this to the final scope in the section on 'NICE guidance and quality standards that may be affected by this update '.

	11
	The For Baby's Sake Trust
	Draft scope 

	
	The National Child Safeguarding Practice Review Panel, in its paper, Multi-agency safeguarding and domestic abuse - Panel Briefing (September 2022) highlighted the need to continue building the UK evidence base on interventions and approaches.  The briefing reflected: ‘It is not possible to say with confidence ‘what works’ in response to domestic abuse, and evaluations of interventions and projects are often not robust or do not measure the same outcomes which could enable comparison.’  

The review made a clear and evidence-based call for the adoption of four core practice principles that are interlinked and interdependent: domestic-abuse informed, trauma-informed, whole-family and intersectional. 

One source of evidence for this recommendation was For Baby’s Sake, which combines all these practice principles.   

Whole‑family, trauma‑informed, attachment‑focused interventions that start antenatally show promising preventive effects in high‑risk contexts.  Specifically a major four-year independent evaluation of the For Baby’s Sake programme, led by King’s College London (Trevillion, Domoney, Howard et al, 2020 – available from The For Baby’s Sake Trust’s website)i  found that the programme constituted a globally significant innovation, with evidence of feasibility, acceptability and positive signs of impact:  

 “A review of the literature highlights that For Baby’s Sake is the first programme to seek to address existing limitations of whole‑family interventions, as it works with both parents from pregnancy and combines evidence‑based treatments for Domestic Violence and Abuse, trauma and adult mental health alongside parenting interventions focused on infant mental health and parent‑infant attachment” 

The evaluation findings included that: 

For Baby’s Sake successfully reached and sustained engagement with families with multiple complex needs, including those with hight levels of mental health need and intergenerational histories of childhood trauma 

Birth and child development outcomes (including babies’ social, emotional and behavioural development) achieved the levels expected of lower risk groups 

Only a third of families had any social care input at the baby’s second birthday, contrasting with 70% at baseline 

Mothers and fathers could identify the impacts of For Baby’s Sake for them, their relationships and their children, including through a new ability to recognise, challenge and change harmful and abusive behaviours (this had particular resonance for women from minoritised communities who described overcoming cultural expectations and the barriers they posed to recognising domestic abuse and speaking out) 

This fits with broader evidence (e.g. Bachus et al, Lancet, 2024ii) that multi‑component parent/caregiver programmes which improve communication, conflict resolution and address gender norms can reduce domestic abuse, especially when they strengthen sensitive caregiving and reflection on impacts on children and support recovery from adverse childhood experiences. 

We welcome the commitment by NICE to equity and responsiveness for all those affected by domestic abuse.  We recommend a trauma-informed and intersectional approach that addresses the prevalence of complex needs and experiences of childhood trauma that intersect with the needs of those experiencing domestic abuse and of those who use abusive behaviours.  

For example, within the cohort of families supported by For Baby’s Sake in 2024/25, 78% had emotional health needs, while 56% of parents reported a diagnosed mental health condition or learning difficulty, 34% identified drug-related needs, 31% disclosed needs related to criminal activity past or present, 52% identified complex housing needs, 46% reported support needs related to finances, benefits, and debt, while 52% of parents identified needs for social and community support. 20% of parents reported that they were care-experienced, while 39% reported having been supported as children by Children’s Social Care.  

Exposure to four or more Adverse Childhood Experiences (ACEs) is associated with significantly increased long-term risks to physical, mental, and emotional health, well-being, and socio-economic and behavioural outcomes in adulthood, along with risks of intergenerational transmission of trauma once the adults become parents. In a UK study on ACEs (Bellis et al, 2014), 9% of the population were found to have four or more ACEs. By contrast, 87% of the mothers and fathers who engaged with For Baby’s Sake during the year experienced four or more adverse childhood experiences. 

The For Baby’s Sake programme has been operating for a decade, and to mark this moment, a paper in the Family Court Journal Summer edition, For Baby’s Sake – an update (Mcintyre, 2025iii), summarises some of the key evidence that led The For Baby’s Sake Trust to create the programme and evidence over the past decade which has been informed by, or informed, or aligned with the continuing development of the programme.
	Thank you for your comment and for bringing to our attention the work of the For Baby's Sake Trust as well as the evaluation of your programme. NICE methods will direct systematic searches for evidence during the guideline development phase. Where evidence gaps are identified, there is also the potential for the committee to consider evidence from other sources such as expert witnesses to help inform and underpin recommendations, which are also informed by their own experiential knowledge of the field. Our early scoping suggests that the evidence base has continued to build since the 2022 publication you reference but where there are significant gaps in evidence, the committee may make recommendations for future research in this area. Thank you in the meantime for highlighting the KCL evaluation and when the draft guideline is published, we also look forward to your further input at that stage.

	12
	The For Baby's Sake Trust

	Draft scope 

	
	What is the effectiveness of interventions and approaches (to be specified in the review protocol) for identifying domestic abuse, including support for disclosure?  

Shame, stigma, lack of recognition or understanding of domestic abuse and fear of consequences all constitute major barriers to disclosure for those experiencing domestic abuse and for those using abusive behaviours. 

The For Baby’s Sake Trust commissioned a YouGov Poll of parents in 2021, which found that 40% of parents who experienced domestic abuse said it occurred during their baby’s first 1001 days (pre-birth to age 2), making it the most prevalent time during parenthood to experience domestic abuse.  Findings included that: 

40% of those parents who experienced domestic abuse during pregnancy or the first two years of their child’s life did not feel able to seek professional help at the time and a third (33%) said they did not know where to begin to look for help. Only 10% received professional help at the time. 

For parents who experienced domestic abuse during pregnancy or before their baby reached age two, the most frequently identified motivation for thinking about seeking help was to give their give their baby and/or child(ren) a better start in life (cited by 32%), while the most frequently cited barrier was feeling ashamed (cited by 37%).   

Other significant barriers included fear of consequences for their baby, in terms of action by statutory authorities (27); worrying about experiencing more abuse as a consequence (33%); and not thinking it was serious enough to seek help (33%). 

 
 
This evidence points to the value of support during pregnancy and perinatally for those experiencing domestic abuse to disclose and seek support.  The evidence also indicates the importance of professionals being skilled in exercising professional curiosity and maintaining an authentically non-judgmental approach. 

For Baby’s Sake includes change mechanisms to encourage disclosure of domestic abuse:  

by harnessing the motivation of parents to seek support to give their baby the best start in life 

by offering support, transparently, to both parents, thereby reducing the risk that would exist when only one parent embarks on a change journey 

by therapeutic practitioners building trusting relationships with parents, which makes it easier for parents to begin their support journey – and to disclose when domestic abuse occurs while they are participating in the programme. 

 
 
What factors influence identification and disclosure of domestic abuse to health and care professionals? Interventions and approaches.  

The design of For Baby’s Sake drew on research findings about the barriers to disclosure of domestic abuse for those experiencing the abuse – and the barriers for professionals.  

The academics who conducted the research on the barriers (Rose et al, 2011iv) turned their findings into conceptual maps or infographics which remain useful.  The For Baby’s Sake Trust received permission to create a parallel infographic, to capture the barriers to disclosure for those using abusive behaviours.  The three infographics (overcoming barriers to seeking help if you’re experiencing abuse; overcoming barriers to seeking help if you’re using abusive behaviours; for professionals: overcoming barriers to enquiring about domestic abuse) are available on the resources section of The For Baby’s Sake Trust website. 

Cultural competence and sensitivity is also vital to facilitating identification and disclosure of domestic abuse – and to empowerment to seek and make use of support.  The King’s College London evaluation of For Baby’s Sake identified the programme’s distinctive strengths:  

“Findings were perceived as particularly poignant among some women from minority ethnic backgrounds, who described how certain behaviours may not be considered Domestic Violence and Abuse and that cultural expectations of women meant they should not speak out.” 

The For Baby’s Sake Trust was the domestic abuse lead in the Safer Beginnings Partnership, funded by the Tampon Tax and led by Best Beginning and White Ribbon Alliance, which aimed to reduce inequalities in birth outcomes and harm around birth and in the perinatal period.  This project included the creation of a number of films, which were co-produced with by-and-for organisations and community advocates, to support disclosure and help-seeking, such as:  

Is my relationship abusive?  

Is my behaviour abusive? 

Who should I tell? 

What will happen if I tell? 

We commend these films, which are available from the ‘tools and resources’ section of The For Baby’s Sake Trust website.  

The For Baby’s Sake Trust has also created Emotional Safety Plans to support parents with emotional safety before, during and after birth, along with parallel plans for the professionals supporting parents on their birth journeys.  These simple templates, with prompts for parents and professionals to think about, articulate and share what will help them to feel safe, were developed through co-production with partners as part of the Safer Beginnings Partnership.  While not specific to parents affected by domestic abuse, the idea for creating the plans originated from discussions with parents participating in For Baby’s Sake and the experience of parents participating in For Baby’s Sake is that they are supporting emotional safety especially at the time of giving birth.  The templates, along with a film to explain the plans and how they can be used, are available on the resources section of The For Baby’s Sake Trust website.    

The above findings and reflections are consistent with broader research, including the evidence on the IRIS programme, noting for example the value of training professionals and offering direct referrals to named domestic abuse advocates/services in improving disclosure.
	Thank you for your comment and for providing information relevant to our draft review questions. Once these are finalised and during the development phase we will conduct systematic searches for evidence, in line with NICE methods. Evidence will then be presented to and discussed by the committee and along with their own experiential knowledge, they will use the evidence to make recommendations. It is likely they will discuss many of the issues you raise, not least because babies, children and young people witnessing domestic abuse are included in the population scope and because antenatal and postnatal care are included as healthcare settings for the guideline. When recommendations are published in the draft guideline, we hope that you will review them considering your knowledge and experience and look forward to your comments and further input at that stage.

	13
	The For Baby's Sake Trust
	Draft scope 

EHIA
	
	What is the effectiveness of interventions and approaches (to be specified in the review protocol) for people with direct experience of domestic abuse, as victims, defined in this scope.  

Those who have experienced domestic abuse identify their need for holistic therapeutic support and the lack of provision. 

A main conclusion from the final report from the National Commission on Domestic and Sexual Violence and Multiple Disadvantage (2019)v Breaking Down Barriers: The National Commission on Domestic and Sexual Violence and Multiple Disadvantage was the call from survivors for trauma-informed support to break traumatic cycles.  As one mother said 

‘I remember thinking that I don’t want my girls to grow up with this. One of them was 10, one was 7 and one was 2 approx. I remember thinking ‘what am I doing? Am I going to bring these children up in the same way that I was brought up?’  

The Domestic Abuse Commissioner’s mapping exercise, A Patchwork of Provisionvi, surveyed victims and survivors of domestic abuse and found: 

While 83% wanted counselling and therapeutic support, making it the most wanted kind of support, 77% wanted mental healthcare support 

51% wanted help for the person being abusive to change their behaviour 

42% wanted help speaking to social services 

The mapping exercise also asked victims and survivors if they were able to receive the support they wanted: 

45% of those wanting counselling and therapeutic support received this 

29% of those wanting help speaking to social services received this 

7% of those wanting help for the person who was abusive to change their behaviour had this need met, making it the lowest proportion of need that was met for those who wanted it 

The main evaluation report on For Baby’s Sake identified key trauma-informed change mechanisms, including ‘building skills’ in ‘self-regulation’, changing and understanding ‘how they viewed themselves’ (Trevillion et al., 2020).  This is achieved throughout the programme and especially through the Inner Child module, which is the programme’s therapeutic core. 

The For Baby’s Sake evaluation team have produced further research, drawing especially on novel qualitative data from their clinical fieldwork interviews with parents who participated in the programme.   

The paper, It’s So Beneficial To Break the Cycle (Taccini, Trevillion et al, 2024)vii, which drew on the interviews with mothers and fathers concluded: 

 “A key learning from For Baby’s Sake is that interventions aimed at breaking the continuity of violence should focus on the development of emotion regulation strategies by participants, on strengthening participants’ self-awareness and their positive parenting practices” 

This paper explained further: 

‘Emotional regulation was also raised as a key outcome for both children and parent, which was described as a “gateway to all other outcomes” for parents. Key mechanisms for emotional regulation were described as addressing guilt and shame, through being reassured and validated while talking about past trauma, as well as learning about abuse and the effects of abuse, trauma and grounding techniques. A trauma-informed approach was often described as a crucial mechanistic approach to several outcomes, particularly this one, as it reduces potential feelings of judgement or rejection and enables the safe exploration of emotions and experiences.’  

The For Baby’s Sake whole-family model is empowering; parents join as co-parents, whether or not they are together – and whether or not they decide to stay together as a couple. Their motivation to give their baby the best start, and to have the baby at the centre, supports them to work out the future of their relationship, including safe separation where desired and safe co-parenting apart where appropriate.   

What is the effectiveness of interventions and approaches (to be specified in the review protocol) for babies, children and young people aged under 18 years who see, hear or experience the effect of domestic abuse?  

There is strong evidence that a baby’s first 1001 days, from pregnancy, are a crucial time to safeguard and nurture babies’ development - and that domestic abuse during this time is especially harmful, increasing the risk of poor birth outcomes for mothers and babies, with impacts on long-term life-chances. 

The recent research published by the Institute for Fiscal Studies, Intimate Partner Violence and Children’s Human Capital (Anderberg, Moroni & Vickery, 2025viii) finds that children’s exposure to intimate partner violence has a significant impact on their development of cognitive and socio-emotional skills between ages 0-4. In terms of size effects, a child who starts with median skills at six months of age, if facing sustained IPV exposure, is predicted to drop up to 6-7 percentiles in the skill distribution by school starting age. The research team argues that interventions that combine supporting parent-child interactions and maternal mental health are appropriate. They also argue that it is imperative that abuse stops as early as possible. 

Scientific evidence has found that a mother’s emotional state can impact foetal development by altering the environment in the womb (Glover & Capron, 2017ix).  Ongoing stressors, such as domestic abuse, can disrupt babies’ neurodevelopment.  This can affect the cognitive functioning and emotional regulation of children, shaping behavioural and emotional outcome (NSDC, 2007x).  

Sensitive and attuned caregiving by parents in the first 1001 days provides an important foundation for the development of secure and healthy attachments, which are important for social and emotional development and can shape the relationships that children form across their lifetime. Domestic abuse can affect a parent’s ability to provide consistent, sensitive caregiving; this is particularly relevant among parents who did not receive this level of caregiving themselves (Barlow & Underdown, 2017xi) 

In 2023, Foundations (What Works Centre for Children and Families) published an academic rapid evidence review on improving outcomes for children with child protection concerns who have been exposed to domestic abuse (Barlow, Schrader McMillan & Bowen 2023xii) which identified For Baby’s Sake as one of very few whole-family domestic abuse programmes with promising evidence.  

Strengthening early attachment and supporting caregiver sensitivity are vital components within interventions and approaches to prevent the impact of domestic abuse on babies, starting pre-birth. 

The King’s College London evaluation for that birth outcomes were in line with low‑risk groups and child development at 1–2 years largely within normal ranges. 

Attachment‑focused components of For Baby’s Sake, especially Video Interaction Guidance, help parents recognise and respond to infant cues.  

Broader evidence, such as Cochrane and other meta‑analyses, show video‑feedback models improve parental sensitivity (and, in several analyses, attachment), while child‑focused programmes for those exposed to domestic abuse have been found to yield medium pre–post effects on emotional/behavioural outcomes (O’Hara et alxiii;  Romano et alxiv) 

What is the effectiveness of interventions and approaches (to be specified in the review protocol) for people perpetrating domestic abuse, including preventing re-offending? 

One of the subsequent papers on For Baby’s Sake, published by the academic evaluation team led by King’s College London, was Breaking the Cycle of Domestic Abuse (Domoney & Trevillion, 2020) 2020)xv focused which is the first known published research based on first-hand interviews with fathers who have been using abusive behaviours at the point of transition to fatherhood. 

The key findings included that: 

“1. New fatherhood is a motivator for change in men who use violence in their relation ships. Therefore, intervening in the perinatal period and including a focus on parenting may improve engagement in programs to reduce violence. 

2. Identifying the specific emotional challenges and unhelpful coping strategies that are relevant to new fathers can help to target interventions at the most relevant issues to lead to behaviour change.  

3. Barriers to men changing abusive behaviours include not taking responsibility for their own behaviour or feeling that it is out of their control. These factors therefore need to be targeted early in interventions to aid the process of change” 

The paper also stated that: 

“There is substantial evidence that experiencing domestic violence has detrimental impacts on infants, which lead to long-term adverse outcomes. Intervening in the perinatal period may prevent early childhood trauma and its consequences. To be effective, it is essential that interventions target the specific beliefs and behaviours of men who use violence in their relationships during the perinatal period. This study explores men’s understanding of fatherhood and violence, drawing out issues to be addressed in interventions” 

The following quotes illustrate some of the changes identified in fathers who participated in For Baby’s Sake and the change mechanisms that supported change, including having a trusting relationship with their non-judgmental For Baby’s Sakew Practitioner, being supported to develop a more secure sense of self, to be able to make sense of their own childhoods and their behaviour now and harnessing their motivations as fathers.  For example, as some fathers had said: 

“I have done a lot of learning about myself, my behaviours, what sorts of triggers, the trigger points and bits and pieces.” 

“Understanding where it comes from and controlling it while you’re at the peak of anger” 

Also, as one father said, who was quoted in the main KCL evaluation report:  

‘Even if you’re not together, it’s about being able to co-parent your child, which is massive’ – father (Trevillion et al., 2020) 

The paper (Taccini, Domoney et al) had highlighted the significance of supporting the emotional regulation of mothers and fathers, in order to break cycles of domestic abuse. 

The rapid evidence review (Barlow, Schrader McMillan & Bowen, 2023) highlights the impact evaluation evidence for ‘Fathers for Change’, a USA programme for fathers who have at least one child under age 13, which has similar change mechanisms to For Baby’s Sake in terms of a combined focus on supporting emotional regulation, attuned, sensitive parenting and harnessing the motivation of fathers to give their children a better start.  

Most research regarding the use of abusive behaviours relates to men who do so.  related to those who use abusive behaviours   The paper ‘Emotion Dysregulation as a Correlate of Intimate Partner Violence Among Women Arrested for Domestic Violence (Grigorian et al, 2019) contributes findings on an under-researched cohort.  This research ‘suggests a link between impulse control during negative emotional experiences and the perpetration of IPV among women arrested for domestic violence’ and concludes:  

“As female-perpetrated IPV is largely understudied in the field, and certain facets of emotion dysregulation have shown to be more salient correlates of female-perpetrated IPV than others, emotion dysregulation should continue to be examined within this population. This research could have a particular focus on testing the efficacy of emotion regulation skills training in reducing IPV.” 

What factors influence access to interventions and approaches for people experiencing, exposed to or perpetrating domestic abuse? 

YouGov Polling of 700+ parents of children aged 10 and under, commissioned by The For Baby’s Sake Trust, uncovered emotional turbulence of the first 1001 days from pregnancy to a child’s second birthday: https://forbabyssake.org.uk/news/2025/10/10/parent-mental-health/ 

Half of parents experienced a rise in mental health challenges such as stress, anxiety, depression, suicidal thoughts or self-harm. 1 in 6 parents said that becoming a parent negatively affected their mental health or emotional wellbeing in the first 1001 days (16%). A further 30% of parents said becoming a parent affected their mental health both positively and negatively. 1 in 3 parents reported more conflict in their relationship in the first 1001 days. 

This intersectionality between domestic abuse and parental perinatal mental health must inform strategies to support help-seeking and also the interventions provided for those experiencing domestic abuse and those using abusive behaviours.  The polling research highlights gaps in professional support for parents in the early years: 

Just 28% of fathers reported that a professional asked them about their mental health or emotional wellbeing during their baby’s first 1001 days, compared to 62% of mothers. 

40% of mothers reported feeling supported by a professional during this time, compared with 19% of fathers. 

Nearly 1 in 10 parents overall said there was no support available to them (8%). 

Barriers to accessing support were common: nearly 1 in 5 parents didn’t know what support was available (19%), and 1 in 4 mothers feared being judged or blamed (24%). 

There are discrepancies in statistical reporting by gender including within the data set shared by NICE. The latest ONS data suggests 1 in 11 women, and 1 in 16 men experience domestic abuse.  This is in contrast to the data shared by NICE under Protected Characteristics that states one in four women, one in 16 men.  

It is important that there is continuity in the data set used to measure levels of domestic abuse (see stats in bold): 

2.3 What potential equality and health inequalities issues have been identified during the check for an update or during development of the draft scope? New methods at Office for National Statistics (ONS) now consider the broad definition of domestic abuse established in the Domestic Abuse Act 2021. The ONS estimate that, in the year ending March 2025, 9.1% of women (2.2 million) and 6.5% of men (1.5 million) over the age of 16 had experienced domestic abuse. The ONS also estimate that 1 in 4 (25.8%) people aged 16 years and over have experienced domestic abuse since the age of 16 years, (equivalent to 12.5 million people). Split by sex, this includes 29.6% of women and 21.8% of men (equivalent to 6.9 million and 6.1 million individuals, respectively).  The health inequalities experienced by people in the UK population are influenced by protected characteristics, socioeconomic status, geographic location, and inclusion health factors. Intersectionality compounds disadvantage across all groups.  

Protected Characteristics  
With respect to gender, women are disproportionately affected by domestic abuse with nearly one in four experiencing domestic abuse in their lifetime, compared to one in sixteen men. Abuse against women can be more severe and repeated, which includes sexual violence.
	Thank you for your comment and for providing information relevant to one of our draft review questions. For this (and the other quantitative questions) we will be aiming to locate data about the effectiveness (and cost-effectiveness) of domestic abuse interventions, for example from trials of interventions. The kind of data you have provided in this response is in line with the type of evidence we would be seeking for our qualitative questions where people's views and lived experiences of domestic abuse are crucial and will play an important role in informing recommendations. We anticipate that evidence on trauma‑informed approaches, whole‑family models, early attachment and video‑feedback, perpetrator‑focused interventions (including father‑inclusive approaches and emotion regulation), and access and inequalities will be considered across our committee reviews, and will help inform the development of clear, evidence‑based and equitable recommendations. Thank you for your comment with regards to the use of statistics in the EHIA which have been updated post consultation.

	14
	Domestic Abuse Commissioners Office
	EHIA
	
	The Commissioner encourages NICE to refine an intersectional lens within the drafting of the domestic abuse guidelines to ensure all victim and survivors of domestic abuse, including children are represented. Intersectionality, a term coined by Kimberlé Crenshaw, is firmly located in Black women's experiences of racism and multiple forms of oppression, including domestic abuse.1 This is a powerful lens that enables us to understand victim/survivor experiences as a whole and identify systemic oppression and marginalisation.  

Domestic abuse does not exist in a single form. It is unique to each person’s situation and history. Different forms of domestic abuse, including controlling and coercive behaviours, coexist in most contexts and it is important to understand how power and control manifest in these situations. 'Race'/ethnicity, age, gender, religion, sexuality, socio economic status, immigration status, disability status and other ways in which victims/survivors identify plays a crucial role in their experience of abuse, its impact and their ability to access pathways of support and recovery. Specialist pathways of support as well as any attempt to understand victim/survivor needs should be responsive to the multiple contexts of oppression and vulnerabilities that they experience.
	Thank you for your comment and for highlighting the importance of intersectionality in this context. The importance of intersectionality and cumulative disadvantage is recognised as a critical factor to consider in the development of this guideline and is described in the EHIA.

	15
	Domestic Abuse Commissioners Office
	Draft scope 

	
	Healthcare settings provide one of the earliest and most trusted places for victims and survivors to disclose abuse and access support, as healthcare professionals hold a unique position of trust that can facilitate disclosures. This is supported by findings from the Domestic Abuse Commissioner’s 2022 mapping report, which discovered that health and social care professionals are often the first professionals that victims and survivors disclosed abuse to - with 44% of victims and survivors having first disclosed to a healthcare worker, and 16% of respondents first disclosing to a social care professional.
 
Within social care in England, analysis of concluded Section 42 enquiries between April 2024 and March 2025 indicates a significant level of safeguarding activity linked to abuse and neglect. During this period, 178,135 enquiries were concluded, with notable proportions involving specific forms of harm: 17,580 cases featured domestic abuse, 33,130 related to financial or material abuse, 9,175 involved sexual abuse, and 41,675 concerned physical abuse.30 In parallel, wider children’s social care data demonstrates the intergenerational impact of domestic abuse, with an estimated 48,067 babies referred to services each year—based on a three year average—where domestic abuse was identified as a contributing factor.
 
The Domestic Abuse Commissioner recommends that NICE reconsider its decision to exclude interventions delivered solely by social care from the guideline on recognising and responding to domestic abuse. Social care practitioners play a critical role in identifying risk, supporting survivors, and coordinating safeguarding responses. Their interventions are often the first—and sometimes the only—formal support that victims receive. Ensuring these interventions are recognised within NICE guidance is therefore essential to delivering a truly integrated, effective, and trauma‑informed approach to domestic abuse.
	Thank you for your comment. We recognise the evidence that healthcare professionals hold a unique position of trust that can facilitate early disclosure of domestic abuse, and that a substantial proportion of victims and survivors first disclose to healthcare or social care practitioners. We also acknowledge the high volume of safeguarding activity within adult and children’s social care, including cases where domestic abuse contributes to harm, and the intergenerational impact indicated by referrals involving babies and young children.
While the guideline cannot include interventions delivered solely within social care, we will consider evidence on how healthcare and mental‑health services respond to disclosures and contribute to safeguarding processes. Recommendations are therefore likely to reflect the realities of early disclosure in both health and social‑care‑adjacent settings, including safe enquiry, trauma‑informed responses, and clear routes for escalation. This approach allows the guideline to support the frontline workforce who often occupy these trusted positions, while remaining within NICE’s remit.
The draft scope does not seek to cover the full breadth of social care practice related to domestic abuse. Instead, it focuses on areas where social care intersects with health and mental‑health services. The committee may wish to consider evidence relating to shared identification processes, referral pathways, safeguarding responsibilities, and coordinated care for adults, babies, children, young people and families affected by domestic abuse. This enables the guideline to address the multi‑agency aspects of domestic abuse responses without duplicating existing social‑care‑specific statutory duties or practice frameworks.
Social care operates within its own legislative and statutory guidance. Producing comprehensive recommendations for all aspects of social care practice would risk duplicating existing requirements and extending the guideline beyond its practical and methodological scope. By concentrating on collaborative areas—where health, mental health and social care must work together—the guideline can target the points in the system where joined‑up practice is essential for effective risk identification, safety planning and support. This focus enables NICE to provide clear, evidence‑based recommendations that complement, rather than replicate, wider social care statutory guidance.
Although the evidence review will remain focused on health and mental‑health settings, the committee may decide to develop high‑level recommendations that reflect the central role of social care within the wider domestic abuse response—for example, in relation to joint working, integrated pathways and timely safeguarding escalation. This would support a whole‑system approach that recognises social care’s vital contribution.

	16
	Domestic Abuse Commissioners Office
	EHIA
	
	The commissioner would encourage NICE to consult with by‑and‑for specialist organisations—such as Imkaan—to ensure the guidance reflects the lived realities of minoritised and underserved victims and survivors of domestic abuse. These organisations hold specialist expertise in the intersecting barriers faced by Black and minoritised women, migrant women, LGBTQ+ survivors, Deaf and disabled survivors, and others whose needs are often overlooked in mainstream service design.
 
Consulting directly with services that work by and for minoritised and underserved groups is essential as these organisations have deep, community‑rooted insight into the structural, cultural, socio‑economic, and immigration‑related barriers that survivors face. They are often the first—and sometimes only—trusted point of support for individuals who may not feel safe approaching statutory or generic services. Without their expertise, guidance risks being shaped by misinterpretations rather than evidence from those most impacted by inequalities. Engaging these organisations helps ensure that recommendations are both culturally responsive and practically implementable, ultimately leading to safer, more accessible, and more effective pathways for survivors who face the greatest barriers to protection and recovery.
	Thank you for your comment. We agree about the importance of the issues you raise and our approach to addressing these is described in the EHIA. The guideline committee will be multi-disciplinary with a range of multi-professional and lay members. NICE methods also allow for expert witness testimony to provide specialist or lived‑experience evidence directly to the committee as necessary, alongside consultation with stakeholders during scoping and guideline development.

	17
	Domestic Abuse Commissioners Office
	Draft scope 

	
	Domestic abuse should be explicitly recognised as a critical public health priority and a population-level determinant of health, rather than solely a criminal justice issue. 

An intersectional public health approach should be adopted to deepen understanding of the experiences of people affected by domestic abuse.
 
Prevention of domestic abuse requires whole health and prevention-focused approaches to domestic abuse. Domestic abuse is a significant public health issue requiring early, coordinated, and trauma-informed intervention across all healthcare settings. Healthcare professionals are often the only point of regular contact with both victims-survivors and people perpetrating domestic abuse, placing them in a crucial position to identify risks and offer support. This is especially important given that people typically experience abuse for around five years before receiving help, meaning healthcare staff may encounter multiple opportunities to intervene earlier.
 
Adopting a public health approach empowers healthcare professionals to identify domestic abuse early and intervene effectively. By integrating routine screening, clear referral pathways, and multidisciplinary collaboration into healthcare systems, professionals can move beyond crisis response toward prevention and long-term support. This systemic approach ensures that domestic abuse is treated as a health determinant, enabling timely care, reducing harm, and improving outcomes for individual.
	Thank you for your comment. When examining the evidence reviews and making recommendations, the committee will consider the importance of a health perspective (rather than a criminal justice perspective) and the crucial role of healthcare practitioners as a key point for disclosure and identification. 

Specifically in relation to prevention, changes have been made to the final scope in response to a range of stakeholder comments that highlighted some lack of clarity in the draft scope. In view of these, the final scope no longer includes wording related to secondary prevention activities. Comments demonstrated that trying to describe secondary prevention in the context of domestic abuse is confusing when identification and disclosure are necessary conditions of secondary prevention interventions. In turn this would impact the evidence reviews, making it hard to disentangle interventions that might be relevant in both of those areas. That said, the notion of preventing domestic abuse will still be relevant to the guideline especially in the area of interventions and approaches for people perpetrating domestic abuse (in terms of preventing reoffending). We hope that these changes and our explanation help to clarify the guideline scope in relation to prevention.

	18
	NHS Hampshire and IOW ICB Safeguarding Team
	Draft scope 

	
	We agree with the new title which will align to the updates from the Domestic Abuse Act 2021.
 Also, like that it will now be covering those under 18 who hear/experience DA, those who are 16 and over who experience DA as victims, and also those over 16 who are at risk of/are perpetrators. Taking the wider lens around Domestic Abuse, not just victims but also perpetrators. 
Is the guidance going to be utilising trauma informed language when writing these guidelines?
 Will the guidance continue to be specific about training for health staff – levels of training and who should receive it? Especially following updated Intercollegiate Guidance. 
Will changes be made about this guidance about routine enquiry, as there is now a sufficient evidence base to now recommend routine screening/enquiry in health-based settings?
 Will the guidance help health in identifying perpetrators and referring on to the appropriate perpetrator support services, and also to think of any dependants they may have also (not necessarily within the same household).
 Will there be a greater emphasis on the need for health to have domestic abuse champions within their services? This will include eg. In primary care being able to advertise within their surgery that they have DA champions. Will the NICE guidance be able to talk about recommendations for health services to have training around this.
	Thank you for your comment and your support for the scope. In terms of your specific queries:
 Yes, we would expect the wording of the recommendations to be informed by the principle of trauma informed practice, although this will obviously be discussed by the guideline committee, supported by our content editors and with guidance from our methods manual and the NICE style guide. 

Judging by the draft review questions we are likely to locate evidence that informs recommendations about the knowledge, expertise and approach needed in health and mental health care services to enable disclosure of domestic abuse and access to services. However, it is not within the NICE remit to specifically recommend the nature or level of training required because this is within the scope of the various royal colleges/professional bodies.
 
There are 2 review questions specifically about identification and disclosure, through which we will locate effectiveness data and qualitative data, likely to cover issues around screening and routine enquiry. Depending on the nature, direction and strength of evidence, combined with their own expertise, the committee may decide to make related recommendations. 

Perpetrators are part of the scope population so where the review questions seek data about identifying domestic abuse, perpetrators are relevant. There is also a specific review question about the effectiveness of interventions for people perpetrating domestic abuse and these are likely to generate evidence to inform recommendations about the perpetrator related issues that you raise.
  
 In terms of specifically recommending domestic abuse champions and anything related to this, it will be something for the committee to discuss and decide in light of evidence presented to them and their own sector knowledge. The issue may be particularly relevant to the review question about the factors that influence access to domestic abuse interventions.

	19
	NHS Hampshire and IOW ICB Safeguarding Team
	Draft scope 

	
	As DA requires a partnership approach to help and support victims, perpetrators and their families, social care should be included but only as a stakeholder partner, as this is a health document, but this may well change now we are Department of Health & Social Care, and new legislation is due to be produced
	Thank you for your comment and for your support on the partnership approach described in the scope.

	20
	NHS Hampshire and IOW ICB Safeguarding Team
	EHIA
	
	The equality assessment appears more robust and including those marginalised groups who are particularly vulnerable.
	Thank you for your comment and support for the EHIA.

	21
	NHS Hampshire and IOW ICB Safeguarding Team
	EHIA
	
	Hidden harm.
 Adult and young Carer(as victims and perpetrators)s  plus young children who have additional needs (eg disabilities, neurodiversity, etc)
  Unaccompanied asylum seekers need a focus in particular as they are very vulnerable.
 Focus on modern slavery as there is a mention of exploitation
 There is no mention of End of Life and domestic abuse – the research is present indicating that this is prevalent
 Trauma informed language required around these please.
	Thank you for your comment and your suggestions for additional equality considerations, which have been added to section 3 of the EHIA and will be reflected in the development of the guideline.

	22
	Neurodiverse Connection
	EHIA
	
	The scope would also benefit from clearer identification of key population groups and settings that are currently missing. Neurodivergent adults and young people aged 16 and over who experience domestic abuse, Neurodivergent children exposed to domestic abuse, Neurodivergent people who use abusive behaviours, and families where a parent, child or partner is Neurodivergent should be explicitly recognised. In addition, the scope should acknowledge relevant settings such as learning disability services, Autism diagnostic and post-diagnostic services, CAMHS, adult ADHD services and community mental health teams that frequently support Neurodivergent people.
 
The draft scope addresses core areas of prevention, identification, intervention, access, and cost-effectiveness in relation to domestic abuse. While these topics are appropriate, they are not fully comprehensive without explicit consideration of Neurodivergent people. Neurodivergent victim-survivors experience distinct risk factors (research suggest 90% of Autistic women have been victims of sexual violence 1), barriers to disclosure and support needs that are not consistently captured within generic domestic abuse frameworks.
 
Similarly, Neurodivergent people who use abusive behaviours may require adapted, specialist interventions to ensure safety, accountability, and meaningful behaviour change, while families in which one or more members are Neurodivergent often face dynamics that standard neuronormative approaches do not adequately address or understand. Neurodivergence should therefore be included as a cross-cutting theme across all review areas and questions, rather than assuming existing interventions are universally applicable.
 
1. Cazalis, Fabienne, et al. “Evidence That Nine Autistic Women Out of Ten Have Been Victims of Sexual Violence.” 1 Frontiers in Behavioral Neuroscience, vol. 16, 2022, article 852203, https://doi.org/10.3389/fnbeh.2022.852203
	Thank you for your comment and for highlighting concerns regarding recognition of neurodivergent children and adults. Consideration of neurodivergent people has been added to section 3 of the EHIA and will therefore be considered during the drafting of recommendations.

	23
	Neurodiverse Connection
	EHIA
	
	The scope would also benefit from clearer identification of key population groups and settings that are currently missing. Neurodivergent adults and young people aged 16 and over who experience domestic abuse, Neurodivergent children exposed to domestic abuse, Neurodivergent people who use abusive behaviours, and families where a parent, child or partner is Neurodivergent should be explicitly recognised. In addition, the scope should acknowledge relevant settings such as learning disability services, Autism diagnostic and post-diagnostic services, CAMHS, adult ADHD services and community mental health teams that frequently support Neurodivergent people.
	Thank-you for highlighting concerns regarding recognition of neurodivergent children and adults. Consideration of neurodivergent people has been added to section 3 of the EHIA. In terms of settings, wording in the scope has been revised to be clear that the guideline will cover any setting where NHS health and mental health services are commissioned or provided. It will also cover settings where health or mental health services work together with social care.   

	24
	Neurodiverse Connection
	Draft scope 
 
EHIA
	
	Current population definitions risk being overly generic and may inadvertently exclude Neurodivergent people whose experiences do not align with typical models of domestic abuse. For example, Autistic victim-survivors may not recognise coercive control, emotional abuse, or financial abuse due to differences in social, communication and information processing. Communication differences and masking can lead to misinterpretation of disclosures, challenges to credibility and under-identification.

Distress, nervous system dysregulation or structural control behaviours arising from Neurodivergence may also be mislabelled as abusive without appropriate assessment, or conversely, genuinely abusive behaviour may be minimised. The scope should therefore clarify that interventions and outcomes must be reasonably adjusted, nervous system and trauma-informed and neurodiversity-affirming. Relevant outcomes should extend beyond service engagement or cessation of abuse to include the meeting of safety, autonomy, understanding, communication, and regulation needs, as well as long-term well-being.
 
The scope would also benefit from clearer identification of key population groups and settings that are currently missing. Neurodivergent adults and young people aged 16 and over who experience domestic abuse, Neurodivergent children exposed to domestic abuse, Neurodivergent people who use abusive behaviours, and families where a parent, child or partner is Neurodivergent should be explicitly recognised. In addition, the scope should acknowledge relevant settings such as learning disability services, Autism diagnostic and post-diagnostic services, CAMHS, adult ADHD services and community mental health teams that frequently support Neurodivergent people.
 
The draft scope addresses core areas of prevention, identification, intervention, access, and cost-effectiveness in relation to domestic abuse. While these topics are appropriate, they are not fully comprehensive without explicit consideration of Neurodivergent people. Neurodivergent victim-survivors experience distinct risk factors (research suggest 90% of Autistic women have been victims of sexual violence 1), barriers to disclosure and support needs that are not consistently captured within generic domestic abuse frameworks.
 
1. Cazalis, Fabienne, et al. “Evidence That Nine Autistic Women Out of Ten Have Been Victims of Sexual Violence.” 1 Frontiers in Behavioral Neuroscience, vol. 16, 2022, article 852203, https://doi.org/10.3389/fnbeh.2022.852203
	Thank you for your comment and for highlighting concerns regarding recognition of neurodivergent children and adults. Consideration of neurodivergent people has been added to section 3 of the EHIA. We note your comments with regards to outcome measures and expect that will be discussed by the guideline committee during protocol development.

	25
	Neurodiverse Connection
	Draft scope 

	
	While the planned review areas partially reflect the needs of people affected by domestic abuse, important gaps remain for Neurodivergent people. Key unmet social, communication, information and sensory processing needs include accessible identification pathways that do not rely solely on verbal disclosure or body language cues such as eye contact; clear and concrete information about what constitutes abuse; sensory-safe and predictable service environments; support that recognises executive functioning and window of tolerance differences, literal interpretation, masking and burnout; longer engagement times and continuity of support; and appropriate responses to non-violent but harmful behaviours rooted in unmet needs, dysregulation, trauma or lack of skills, without excusing harm. Review areas should explicitly consider how domestic abuse is identified and responded to for Neurodivergent people, which adaptations improve safety and engagement, and which specialist or tailored interventions are effective.
There are also significant equality and health inequality issues that the scope should address. Neurodivergent people are more likely to be victims of domestic abuse than perpetrators (interpersonal violence (IPV), abuse from someone known personally, like a friend or family member, affects an estimated 50–89% of Autistic people and is strongly linked to poor mental health outcomes 2), and are at higher risk of domestic abuse, less likely to be believed, and face systemic barriers to accessing services. They are also more likely to be misdiagnosed, criminalised or excluded from support, and often experience intersectional disadvantage related to gender, race, disability, and poverty.
 
In addition, Neurodivergent people who use abusive behaviours may be either penalised or inappropriately excluded from behaviour-change programmes, while victim-survivors may be victim-blamed and further pathologised, rather than protected. Neurodivergence should therefore be explicitly included within the scope’s equality and health inequalities considerations, alongside disability.
 
The draft scope would be strengthened by the inclusion of additional review questions focused on what adaptations to identification and disclosure processes improve outcomes for Neurodivergent people; which interventions are effective and safe for Neurodivergent victim-survivors; which behaviour-change approaches are effective for Neurodivergent people who use abusive behaviours while maintaining accountability and safety; how services can better support families where Neurodivergence and domestic abuse intersect; and what reasonable adjustments are required across health and social care services to meet legal equality duties. Neurodivergent people should be explicitly considered as part of the equality impact assessment under The Equality Act 2010.
 
Finally, the absence of an explicit reference to Neurodiversity risks assuming that one-size-fits-all interventions are sufficient. Greater clarity is needed on how communication differences, bodymind profiles and sensory needs will be addressed, acknowledging the Double Empathy Problem 3 and the Embodied Double Empathy Problem 4, and on how the exclusion of specialist services may disproportionately affect Neurodivergent people who rely on such provision.
 
Overall, the draft scope would be strengthened by explicitly recognising Neurodivergent people as a group with distinct risks, needs, and barriers in relation to domestic abuse. Without this, there is a risk that future recommendations will perpetuate inequalities, reduce access to support and fail to protect some of the most vulnerable victim-survivors, while also inadequately addressing harmful behaviour. Explicit inclusion of Neurodivergence would align the scope with equality guidelines, trauma-informed practice, and person-centred approaches.
 
3 Milton, D. E. M. (2012). On the ontological status of autism: The “double empathy problem”. Disability & Society, 27(6), 883–887. https://doi.org/10.1080/09687599.2012.710008
 4 Corbyn, J., & Aldred, K. L. (2025). Beyond mind: The embodied double empathy problem. In D. Milton (Ed.), The double empathy reader: Exploring theory, neurodivergent lived experience and implications for practice. Pavilion Publishing and Media Ltd.
	 Thank you for your comment and your support for the scope. Specifically in relation to prevention, changes have been made to the final scope in response to a range of stakeholder comments that perceived a lack of clarity in the draft scope. In view of these, the final scope no longer includes wording related to secondary prevention activities. Comments demonstrated that trying to describe secondary prevention in the context of domestic abuse is confusing when identification and disclosure are necessary conditions of secondary prevention interventions. In turn this would impact the evidence reviews, making it hard to disentangle interventions that might be relevant in both of those areas. That said, the notion of preventing domestic abuse will still be relevant to the guideline especially around interventions and approaches for people perpetrating domestic abuse (in terms of preventing reoffending). We hope that these changes and our explanation help to clarify the guideline scope in relation to prevention.

	26
	IDAS
	Draft scope 

	
	I believe it is clear with its aims. I think it is very good and clear that prevention is being highlighted as important in the consultation.
 Then the importance of professionals response to disclosures of abuse and what support options there are.
 It will be very beneficial to our work the interventions for babies, children and young people as we work with a large number of children and young people that have been exposed to DA, and there is a large gap for support in younger ages.
	Thank you for your comment and your support for the scope. Specifically in relation to prevention, changes have been made to the final scope in response to a range of stakeholder comments that perceived a lack of clarity in the draft scope. In view of these, the final scope no longer includes wording related to secondary prevention activities. Comments demonstrated that trying to describe secondary prevention in the context of domestic abuse is confusing when identification and disclosure are necessary conditions of secondary prevention interventions. In turn this would impact the evidence reviews, making it hard to disentangle interventions that might be relevant in both of those areas. That said, the notion of preventing domestic abuse will still be relevant to the guideline especially around interventions and approaches for people perpetrating domestic abuse (in terms of preventing reoffending). We hope that these changes and our explanation help to clarify the guideline scope in relation to prevention.

	27
	IDAS
	Draft scope 

	
	Health and mental health services are essential with both disclosures and support for DA survivors, but also with the interventions and prevention work of those that perpetrate DA. I do not have any concerns as the NICE guidelines are limited regarding social care, however i do think highlighting and discussing joint practice between health and social care services is important as multi-agency working is very important and is usually a missing piece in supporting survivors and prevention.
	Thank you for your comment and your support for the scope in terms of multi-agency working. The committee will take account of the points you make when examining the evidence and drafting recommendations.

	28
	IDAS
	EHIA
	
	I do think it considers the range of barriers, and particularly welcome the section on intersectionality and cumulative damage. Also the importance of highlighting how groups can present differently to services and reducing the barriers to services for specific groups. We regularly look at census data and local research and have working groups on how to support minoritized and underserved groups, and health services regularly are raised as a barrier to those accessing support, and agencies that we struggle with multi-agency working.
	Thank you for your comment and support for the issues outlined in the EHIA.

	29
	CHCP

	Draft scope 

	
	Scope is clear and will be very valuable guidance for health care services to identify professional responsibilities in relation to DA
	Thank you for your comment and support for the scope of the guideline.

	30
	CHCP

	Draft scope 

	
	  I do feel there needs to be some interface between Health and social care identified as multi agency working is key to addressing the huge issues relation to DA.
	Thank you for your comment. The committee will take this into account when examining the review questions and during drafting of recommendations. While the scope of this guideline remains on settings in which health and mental health services are commissioned and provided (and joint work with social care), it does not cover interventions delivered solely by social care. We recognise, however, that people—particularly children and young people—may receive support exclusively through social care, and that interface issues can affect access, continuity and outcomes.
 
During guideline development, the committee will consider evidence on how health and mental health care services can work effectively with social care in joint pathways; support safe and timely referral and follow up, and use proportionate, lawful information sharing to reduce fragmentation. Where appropriate and within NICE’s remit, the committee may make high level recommendations that consider interfaces (for example, referral pathways and multi-agency coordination) to support consistent practice across joint settings.

	31
	CHCP

	EHIA

	
	Yes it is a comprehensive reflection of the impact of DA on marginalized groups and as well as what will not be covered withing the guidance.
	Thank you for your comment and endorsement of the issues outlined in the EHIA.

	32
	CHCP

	EHIA
	
	No
	Thank you for your comment.

	33
	Faculty of Dentistry, Royal College of Surgeons of England.
	Draft scope 

	
	Yes, very clear.
 From my perspective, representing the Faculty of Dentistry, the Royal College of Surgeons of England, the guideline will be very useful for dental professionals.
	Thank you for your comment and your support for the scope of the guideline.

	34
	Faculty of Dentistry, Royal College of Surgeons of England.
	Draft scope 

	
	No, this does not raise any concerns. The guideline inevitably must have limits on its scope and focussing on health and mental health is therefore appropriate with only coving social care when joint.
	Thank you for your comment.

	35
	Faculty of Dentistry, Royal College of Surgeons of England.
	EHIA
	
	Yes, I believe that the draft EHIA does consider explicitly refer to the barriers to disclosure of domestic violence and therefore will consider those faced by minorities and underserved groups.
	Thank you for your comment and support for the EHIA.

	36
	Faculty of Dentistry, Royal College of Surgeons of England.
	EHIA
	
	None
	Thank you for your comment.

	37
	East Sussex County Council
	Draft scope 

	
	yes
	Thank you for your comment.

	38
	East Sussex County Council
	Draft scope 

	
	No
	Thank you for your comment.


	39
	East Sussex County Council
	Draft scope 

	
	Yes
	Thank you for your comment.


	40
	East Sussex County Council
	Draft scope 

	
	No
	Thank you for your comment.


	41
	East Sussex County Council
	Draft scope 

	
	support for disclosure' is open to interpretation, could the terminology 'routine enquiry' be used here. This would ensure it is clear that a proactive approach is expected in all cases rather than only responding to direct disclosures or specific concerns (which may not be obvious in many cases). Routine enquiry ensures that everyone is given an opportunity to disclose and removes the element of assumptions being made on the professionals behalf about who may be effected by Domestic Abuse.
	Thank you for your comment. Subject to the available evidence and the committee's experiential knowledge, we expect that 'routine enquiry' will be discussed as a means of supporting disclosure. The guideline committee's discussions and review of evidence will inform any recommendations and underpinning rationale.  The committee will take into account the points you make when examining the evidence and drafting recommendations.

	42
	East Sussex County Council
	Draft scope 

	
	The word exposed doesn't recognise fully the new definition in the DA Act 2021 that children are victims in their own right. Can 'exposed' be changed to: 'see, hear or experience the effect of domestic abuse' as per the first section of the document.
	Thank you for your comment. Our intention was for activities, services and aspects of care to cover populations as defined by the Domestic Abuse Act 2021. Your suggestion helps make this more explicit so the wording in this section has been amended accordingly.

	43
	East Sussex County Council
	Draft scope 

	
	I reads as a little unclear if these headings are the areas that will not be looked at (as they follow on from that list) or if these are the review questions. Could this be made clearer.
	Thank you for your comment. This is the section listing draft review questions, indicate areas we will cover, and where we will seek evidence. A sentence has been added for clarification.

	44
	EHCAP Ltd
	Draft scope 

	
	The draft scope is clear. However I feel that stating the scope is not integrated with police, criminal justice system, early years and education is confusing. Presumably there is a reason for this? Hard to see how prevention can be separated from these settings.
 
Answer from Kevin:
 The scope uses two competing definitions of young people: those aged under 18, and those aged over 16. It would be useful if the scope were to settle on a definition of this group so it can distinguish between the different ways this one group can be impacted by domestic violence.
 
This scope would be more useful if it was clearer on age boundaries and interventions that might be considered based on those age boundaries.
 
Specifically, splitting up 'who the guideline update covers' might be useful to this end.
	Thank you for your comments. The statement on exclusion of activities involving the police, criminal justice, early years and youth services settings is a reflection of settings that are not the primary audience for NICE guidelines. It is acknowledged that these settings have a role in prevention of domestic abuse, but such activities are outside of NICE's remit. In terms of the age thresholds used in the scope, these are in line with the Domestic Abuse Act 2021. According to the act, 16 and 17 year olds can fall into three categories: young people who are perpetrating or at risk of perpetrating domestic abuse, young people experiencing domestic abuse and/or young people who see, hear or experience the effect of domestic abuse and connected to the victim or person perpetuating the abuse.

	45
	EHCAP Ltd
	Draft scope 

	
	Survivors of domestic abuse might disabilities, or be otherwise prevented, from engaging with a wide range of health services. Additionally, social services may be involved where Babies Children and YP are exposed to domestic abuse. In these scenarios, social care might be the only service involved. If this scope does not cover interventions delivered solely by social care, this risks increasing variation bwteeen services and in outcomes.
	Thank you for your comment. The draft scope does not cover the entirety of social care practice in relation to domestic abuse. Instead, it focuses on the intersections where social care works in partnership with health and mental health services. The guideline committee may wish to consider for example joint identification processes, referral pathways, safeguarding responsibilities, and coordinated care for adults, children and families affected by domestic abuse.
 
Social care is governed by its own statutory duties, legal frameworks, and sector specific practice guidance. Providing comprehensive guidance for all aspects of social care would risk duplicating existing requirements and extending the scope beyond what is practical or necessary for this NICE guideline. By concentrating on collaborative areas—where health, mental health and social care must work together—the guideline can target the points in the system where joined up practice is essential for effective risk identification, safety planning, and support. This focus ensures clarity, avoids overlap or incongruence with broader social care policy, and enables NICE to offer evidence-based recommendations that strengthen multi agency responses without attempting to replicate or replace social care–specific statutory guidance.

	46
	EHCAP Ltd
	EHIA
	
	The EHIA should consider more carefully the fact that educational difficulties present a difficulty for GRT - Gypsy Romany and Traveller- people to engage with services, with lower literacy rates reported than the population as a whole, which might be isolating.
 
Sinilarly, the EHIA when considering GRT people alongside regional variations ought to consider that with a lot of commissioned services being place-based, following a nomadic lifestyle as a lot of GRT people do, dramatically increases the risk for discontinuity of care and for future care services to be unaware of previous interventions, given the lack of a single EHR.
 
The EHIA considers LGBTQ+ groups rather singularly. In particular, given the drastic sex-based disparity vetween rates of domestic violence, it ought to be considered that trans men and trans women will likely have drastically different experiences of trying to access even non-specialised services, especially in the context of For Women Scotland Ltd v The Scottish Ministers.
	Thank you for your comment and for highlighting concerns regarding educational difficulties and nomadic lifestyle for Gypsy Romany and Traveller people and difficulties experienced by trans men and trans women. These issues have been added to section 3 of the EHIA and as such, while discussing recommendations, the committee will consider the potential impact of the guideline on these populations.  


	47
	Oxfordshire County Council
	Draft scope 

	
	The draft scope is clear, well-structured, and aligned with the Domestic Abuse Act 2021, covering all forms of abuse listed in the Act, victims and perpetrators aged 16+, and children under 18 as victims in their own right. It appropriately includes NHS and mental health settings and joint work with social care where health is involved, while explicitly excluding social-care–only interventions, police/justice, education, early years, and specialist DA services not linked to health. This clarity is helpful for planning. The guideline will be highly valuable for local public health and commissioning by improving identification and early intervention in NHS settings, strengthening multi-agency responsibilities through evidence-based protocols, and supporting commissioning decisions with economic evaluations and effectiveness evidence. Overall, it will enhance local systems, governance, and pathways.
	Thank you for your comment and your support for the scope of the guideline.

	48
	Oxfordshire County Council
	Draft scope 

	
	Yes, while the NICE remit is understood, excluding social-care–only interventions risks siloing health and social care, fragmenting victim pathways, and misaligning NHS practice with local authority safeguarding duties, which contradicts the holistic response expected by the Domestic Abuse Act 2021. It also impacts children’s social care pathways, safe accommodation access, and perpetrator management, all of which rely heavily on social care. To mitigate these risks, the guideline should cross-reference statutory guidance, acknowledge intersections between health and social care responsibilities, and provide system-level recommendations even if evidence review remains health-focused.
	Thank you for your comment. The draft scope does not cover the entirety of social care practice in relation to domestic abuse. Instead, it focuses on the intersections where social care works in partnership with health and mental health services. The guideline committee may wish to consider, for example, joint identification processes, referral pathways, safeguarding responsibilities, and coordinated care for adults, babies, children, young people and families affected by domestic abuse.
 Social care is governed by its own statutory duties, legal frameworks and sector specific practice guidance. Providing comprehensive guidance for all aspects of social care would risk duplicating existing requirements and extending the scope beyond what is practical or necessary for this NICE guideline. By concentrating on collaborative areas—where health, mental health and social care must work together—the guideline can target the points in the system where joined up practice is essential for effective risk identification, safety planning and support. This focus ensures clarity, avoids overlap or incongruence with broader social care policy, and enables NICE to offer evidence based recommendations that strengthen multi agency responses without attempting to replicate or replace social care specific statutory guidance.
 To address the risks that you raise about siloing practice, fragmenting victim pathways, and potential misalignment with local authority safeguarding duties, the guideline committee may decide to explicitly acknowledge the statutory context in which partner agencies operate. Although the evidence review remains health and mental-health-focused, the guideline can potentially cross reference to relevant statutory and sector guidance—such as duties under the Domestic Abuse Act 2021, children’s social care frameworks, safe accommodation duties, and perpetrator management responsibilities—to help maintain coherence across the wider system. This will help ensure that recommendations for NHS services do not inadvertently conflict with existing safeguarding structures or multi agency responsibilities.
 In addition, the guideline committee may consider system level recommendations that clarify expectations for joint working, information sharing, aligned referral pathways and collaborative safety planning. This approach supports a whole system response to domestic abuse—consistent with the intent of the Domestic Abuse Act 2021—while ensuring the guideline remains targeted, proportionate and complementary to the statutory duties that govern social care. It allows the guideline to reinforce integrated practice without duplicating established social care guidance, thereby supporting effective, multi-agency responses for adults, babies, children, young people and families.


	49
	Oxfordshire County Council
	EHIA
	
	The draft scope acknowledges equality issues but the EHIA could go further by addressing intersectionality and compounded disadvantages faced by groups such as disabled victims, migrant women with NRPF, LGBTQ+ people, and ethnically minoritised communities. These barriers affect disclosure, access to health services, and engagement with risk assessments. Additionally, some groups—such as Gypsy, Roma and Traveller communities, undocumented migrants, and sex workers—are less likely to access NHS settings where identification occurs, creating gaps in health-based approaches. Trauma, mental health, and substance use further compound exclusion, highlighting the need for a more explicit focus on these intersections.
	Thank you for your comment. The draft EHIA addresses these issues, and they will be examined in greater depth during guideline development. NICE has also advertised a professional committee member role for the domestic abuse guideline - a person with remit for maintaining oversight of equality, diversity and inclusion, which will complement and support the work of the wider guideline committee.

	50
	Oxfordshire County Council
	EHIA
	
	Yes, the EHIA should include neurodiversity considerations for autistic people and those with ADHD, accessibility needs for deaf and disabled victims, and continuity of care challenges for survivors in safe accommodation. It should also address perinatal inequalities, language access issues, and barriers faced by male and LGBTQ+ victims. Furthermore, people who perpetrate abuse but have complex needs face health inequalities that affect engagement with behaviour change programmes and safeguarding outcomes. Strengthening these areas will ensure the guideline better reflects diverse needs and reduces health inequalities.
	Thank-you for highlighting concerns regarding recognition of neurodivergent children and adults. Consideration of neurodivergent people has been added to section 3 of the EHIA. Accessibility needs for deaf and disabled victims, perinatal inequalities and barriers faced by male and LGBTQ+ victims are already highlighted in the EHIA; these concerns will continue to be reflected in the guideline development process.

	51
	Respect

	Draft scope 

	
	Settings: 

We recommend that the draft scope explicitly includes public health, recognising its central role in prevention, early intervention and population-level action. Excluding public health risks narrowing the guidance to downstream responses rather than addressing the determinants and drivers of harm.
 Public health responsibilities are largely held by local authorities, and inclusion within the scope would appropriately engage local government in implementation and accountability.
 Explicit inclusion would also strengthen alignment with the VAWG Strategy, particularly its focus on prevention and public awareness. Public health teams play a critical role in delivering evidence-based prevention activity, including public campaigns, surveillance, data-led targeting and addressing inequalities. Clear recognition within the guidance would help ensure that public health partners are expected and supported to play their full role in prevention and population-level action.
 
Populations: 

The document doesn’t mention Child and Adolescent to Parent Violence and Abuse (CAPVA). This is a hidden harm, and the government’s VAWG Strategy includes a pledge to agree a definition of this type of abuse to better understand its prevalence. London’s Violence Reduction Unit reported in 2022 that 40% of parents do not report instances of CAPVA. Guiding health professionals to spot the signs of CAPVA may encourage more parents to disclose. (Source: https://www.london.gov.uk/press-releases/mayoral/mayors-new-research-into-child-to-parent-violence).
	Thank you for these comments. The guideline’s remit focuses on interventions that can be delivered within health and mental health settings. For this reason, public health is not included as a separate setting within the scope. However, we recognise the important role that public health teams—particularly within local authorities—play in prevention, surveillance and addressing inequalities. These functions align with wider system‑level activity rather than the health‑service‑based interventions covered by this guideline. Your comments have been noted, and the committee will consider relevant evidence where health and mental health services interface with public health activity, including in relation to implementation.
 
Regarding Child and Adolescent to Parent Violence and Abuse (CAPVA), the draft scope includes young people aged 16 years and over who perpetrate domestic abuse and those with direct experience of domestic abuse. CAPVA involving people aged 16 and over is therefore within scope. CAPVA involving children under 16 is outside NICE’s remit for this guideline. Your comments on the hidden nature of this form of abuse and the importance of recognising signs and supporting safe disclosure will be noted for consideration during evidence review and committee discussions where relevant.

	52
	Respect

	Draft scope 

	
	The draft scope speaks about ‘treatment’ for domestic abuse. However, a solitary focus on treating the symptoms of abuse in the victim/survivor with medication and/or counselling (often in the form of cognitive behavioural therapy) does not address the cause of the symptom: domestic abuse in all its forms.
 
There is a risk here of continuing with the same mindset that has caused domestic abuse to be overlooked within the health sector. Taking a biomedical approach to domestic abuse risks extending the timeline of abuse.  We recommend that treatment of symptoms commonly associated with experiencing domestic abuse (insomnia, generalised anxiety disorder, chronic stress syndrome, depression) must be accompanied by actions that address the cause of such symptoms. This must include referral to specialist domestic abuse services. This should be reflected in the wording of the draft scope for the NICE guideline on DA.
	Thank you for your comment and for highlighting the use of the word treatment in one section of the scope. We had been careful not to use the term in the wording of the draft review questions and in light of your comment have now aligned the wording, so the word treatment does not appear in the scope.

	53
	Respect

	Draft scope 

	
	We note that the draft scope will not cover the identification of domestic abuse or specialist domestic abuse services delivered by social care alone. While we understand the rationale for defining boundaries, we recommend that consideration is given to the role of the Care Quality Commission (CQC) within the context of this guidance.
 
The CQC has a critical role in regulating and inspecting health and adult social care services, including how organisations identify, respond to and safeguard people experiencing domestic abuse within broader care pathways. Although specialist domestic abuse services may sit outside the scope, the quality of system responses, leadership, workforce capability and inter-agency working are within CQC’s regulatory remit.
 Explicit consideration of CQC would help ensure that the guidance aligns with existing regulatory frameworks and supports consistent expectations across health and care providers.
 Recognising the role of CQC would therefore strengthen implementation and avoid fragmentation between guidance, regulation and inspection, supporting a more coherent system-wide approach.
	Thank you for your comments. We acknowledge the important role that the Care Quality Commission (CQC) plays in regulating and inspecting health and adult social care services, including responsibilities related to safeguarding, leadership, workforce capability and inter-agency working. We also recognise that CQC’s regulatory frameworks can influence how organisations identify and respond to domestic abuse within care pathways.
 
NICE guidance is intended to support high quality evidence-based practice across the health and mental health care system, and we aim to ensure that our recommendations are aligned with relevant regulatory expectations where appropriate. While the scope of this guideline does not cover specialist domestic abuse services delivered solely by social care, it does include consideration of system wide approaches within health and mental healthcare settings. As the guideline is developed, the committee will consider how best to reference existing regulatory frameworks, including those of the CQC, to support clarity and consistency in line with NICE processes. Your feedback regarding the value of ensuring coherence between guidance, regulation and inspection is appreciated and will be considered as the committee develop the guideline.

	54
	Respect

	Draft scope 

EHIA
	
	On Protected Characteristics - 

Male victims’ complexity:
 While there is no academic population-level research showing that a large proportion of men who report abuse are actually perpetrators presenting as victims, there is service and case-based evidence that contacts where men who initially identify as victims provide information later in the conversation that suggests they may have also engaged in abusive behaviour (or were the “primary aggressor”).
 For example, an analysis of calls to the Respect Men’s Advice Line found that of men who initially contacted the service as victims, in about half of cases the adviser later assessed that the caller might not actually be a victim and/or was a perpetrator. 
Source: https://research.manchester.ac.uk/en/studentTheses/inverting-assumptions-domestic-abuse-without-male-power/
 This does not mean that all such contacts are false claims. The Respect Helpline (for perpetrators) and Men’s Advice Line (for male victims) often explore context, patterns of behaviour, and risk to reach the most accurate understanding of a situation. They should be considered as a main stakeholder for consulting with. 

Those for whom English is a second or third language: 
The draft EHIA must consider the range of barriers for domestic abuse victims accessing NHS care for whom English is not their first language. This group face barriers to leaving perpetrators, and to accessing healthcare support without someone to accompany them, and in some cases the person accompanying them may be the perpetrator of abuse. The experiences of migrant domestic abuse victims is covered in the Women's Aid report: Nowhere to Turn 2025 https://womensaid.org.uk/wp-content/uploads/2025/07/NWTA-2025-1.pdf
	Thank you for your comments. We acknowledge the complexities you describe in relation to some men who present as victims but may also have used abusive behaviour. This suggests the committee may seek to consider evidence relating to people who may have overlapping victim/perpetrator experiences, where relevant to identification, assessment, and safe responses within health and mental health settings. We welcome the organisation as a stakeholder in this work and will look forward to further comments at draft guideline consultation stage.  In addition, section 3 of the EHIA has been updated with respect to  'People who speak English as an additional language'.

	55
	Respect

	Draft scope 

	
	We welcome the inclusion of interventions within the draft scope. However, we recommend that NICE explicitly distinguishes between interventions delivered within health settings and community-based domestic abuse services, including behaviour change interventions, while recognising these as inseparable and integrated components of an effective response to domestic abuse and perpetration.
 Interventions within health settings cannot operate in isolation. While health services play a critical role in identification, engagement and early response, they are not designed to deliver the intensive, specialist behaviour change work required for people using abusive behaviours. Without access to safe, evidence-based community behaviour change programmes, health professionals have limited and often ineffective referral pathways.
 These elements are mutually reinforcing and should be treated as integrated components of intervention. When embedded within a ‘coordinated community response’ system, health services can become a primary and trusted gateway into specialist perpetrator services, improving access, safety and outcomes.
 We therefore recommend that NICE’s review questions explicitly identify both types of interventions; interventions located within health settings and community-based. And consider appropriate, relevant measures within both settings across the three areas identified (prevention; identification and disclosure; interventions and approaches).
	Thank you for your comment. The description of the settings included in the scope has been altered slightly to clarify that the guideline covers all settings where health and mental health services are commissioned or provided. It will also cover settings where health or mental health services work together with social care. It follows from this that the review protocols will be designed to locate evidence about interventions and approaches delivered in these settings, whether in tertiary, secondary, primary or community health.     

	56
	Respect

	
	
	Neurodivergence:
 We recommend that Neurodivergence should be explicitly recognised as distinct from disability and include survivors and perpetrators. In addition, the scope should acknowledge relevant settings such as learning disability services, Autism diagnostic and post-diagnostic services, CAMHS, adult ADHD services and community mental health teams that frequently support Neurodivergent people. 
Dr Nicole Renehan (Durham University) is one of the leading UK researchers exploring neurodiversity in the context of domestic abuse, especially focusing on perpetrator programmes and how traditional interventions fail to account for the needs of Neurodivergent individuals. Her work highlights that mainstream domestic abuse programmes are typically developed for neurotypical individuals and do not adequately accommodate Autistic people and those with ADHD – creating barriers to engagement and safety for both victim-survivors and perpetrators in Neurodivergent groups.
 This exclusion can lead to under-recognition, under-reporting and poorer outcomes for Neurodivergent victims and survivors, exacerbating inequalities in safety, health and access to justice. 
Neurodivergent people are likely to also face barriers as a result of how mainstream services (like health settings) may inadequately identify and support Neurodivergent perpetrators and survivors. 
The draft NICE guideline and EHIA should explicitly account for how Neurodivergence intersects with domestic abuse (e.g., communication barriers, atypical presentation of abuse, tailored support needs), not just “disability” in a broad sense. This will ensure the guideline’s recommendations are inclusive and responsive.
 Sources: 
Neurodiverse Connection resource library: https://ndconnection.co.uk/resources  
https://somersetdomesticabuse.org.uk/neurodiversity-and-domestic-abuse-understanding-the-hidden-risks/
 https://nicolerenehan.com/?page_id=395
 Older survivors and perpetrators: 
Research highlights the key role for physical and mental health services - particularly primary care (GPs) - alongside the need for comprehensive support systems and coordinated care to manage the complex interdependencies in older couples. 
Source: Baker, V., Chantler, K., & Bracewell, K. (2026). A Mixed Methods Examination of Intimate Partner Homicide-Suicide by Age Using Domestic Homicide Reviews From England and Wales. Homicide Studies, 0(0). https://doi.org/10.1177/10887679251400713
	Thank-you for highlighting concerns regarding recognition of  neurodivergent children and adults. Issues facing neurodivergent people have been added to section 3 of the EHIA and the committee will therefore consider the impact of the recommendations on this population during their discussions.

	57
	Respect

	EHIA
	
	There is an emphasis on evidence and efficacy. Yet work on recognising and responding to perpetrators within healthcare is so new that we don’t have a solid evidence base yet for perpetrator intervention. There is a need to recognise service-based and casework-based sources of evidence that provide measurement and demonstrate impact of this work. This would ensure recognition of the sector expertise of specialist organisations, including Respect, IRISi, and Standing Together Against Domestic Abuse who have led work with health. Respect is currently building a Centre for Excellence to address this gap in the data: https://www.respect.org.uk/pages/centre-for-excellence
	Thank you for this comment. The draft EHIA notes the intention that the guideline development process will explore and include the use of real-world data where appropriate in line with NICE processes.

	58
	Respect

	Draft scope 

	
	The NHS 10-Year Plan identifies the shift from analogue to digital as a core priority. The VAWG Strategy explicitly recognises technology-facilitated abuse (e.g. cyber flashing, non-consensual image sharing, digital surveillance).
 Through Respect's membership of NHSE safeguarding and data groups, we are aware of cases where perpetrators have accessed online records in human error or through coercion.
 As digital access to health records and services expands, patient safety risks for survivors of domestic abuse are increasing, particularly where perpetrators exploit technology as tactics of abuse.
 Procurement of NHS digital services:
 There’s a group of NHS England staff who are taking it upon themselves to proactively flagging risks such as digital spying, account hacking, GPS tracking, coercive proxy access, false information sharing, and surveillance.
 Respect met with this team and impressed with this work – currently informal and goodwill. Needs to be formalised within health commissioning and digital procurement; VAWG needs to be included in NHSE Service Standard (or equivalent)
 Primary Care GP clinical records and safeguarding: 
Respect contributed to the RCGP review of guidance on recording domestic abuse in electronic medical records, undertaken by Dr Joy Shacklock, RCGP Safeguarding Lead as well as a Named GP for Child and Adult Safeguarding in North Yorkshire and City of York. 
Our position is that information about VAWG and domestic abuse perpetration should only be recorded in online records when self-reported by the individual, not via third parties or professional mechanisms (e.g. MARAC/MAPPA), due to safety risks.
 Digital transformation must be safety-by-design. Embedding domestic abuse expertise into NHS digital standards, commissioning and record-keeping is essential to prevent unintended harm and uphold patient safety.
	Thank you for this comment. The draft scope outlines the intention to cover domestic abuse as defined by the Domestic Abuse Act 2021. This includes technology-facilitated abuse. The scope has therefore not been updated in light of your comment but the issues you raise will be a part of discussions when the committee consider related evidence and agree their recommendations.

	59
	Respect
	Draft scope 

	
	There is repeated mention of the threshold criteria: ‘where there are risk factors’ for intervention, including in the prevention of domestic abuse. However, domestic abuse can affect anyone. We urge caution around use of this threshold criteria, as this focus on a checklist of risk factors could play into stereotypes of who is more likely to be at risk. While risk screening can be helpful, focusing solely on a list of predetermined risks could lead to professionals missing those who do not meet such criteria. This mindset is part of the reason why domestic abuse victims could present up to 15 times in health settings before receiving support. (Source: https://www.thetimes.com/uk/healthcare/article/doctors-strike-domestic-abuse-clrkfdslq).
	Thank you for your comment. Following lengthy discussion in light of your and other stakeholder comments, the scope has been amended, removing any mention of risk factors. It now focusses on the key areas of identification and disclosure of domestic abuse, interventions and approaches for people perpetrating or experiencing domestic abuse and access to all of those services. We hope that this addresses concerns about stereotyping and the use of threshold criteria, and we will ensure the committee is cognisant of the issues relating to screening, as this relates to the question of identification.   

	60
	Standing Together Against Domestic Abuse

	Draft scope 

	
	In the United Kingdom, the NHS has more contact with people experiencing domestic abuse than any other service [British Medical Journal]. Healthcare professionals are uniquely placed to identify and respond to domestic abuse, VAWG (violence against women and girls) and all forms of abuse not only due to their high levels of contact with victim-survivors, but as professionals that command high levels of trust and confidence from the public. 

The multiple health impacts of domestic abuse and its high prevalence across society mean patients present everywhere, often with complex and overlapping health needs and at Standing Together we are concerned that a lack of recognition on the health impacts of abuse will lead to greater health inequalities by not interlinking with social interventions that may be determinants of health. 

For patients experiencing domestic abuse, these risks include, but are not limited to: 

Female victim-survivors of domestic abuse are nearly three times as likely to develop mental illness, including severe conditions such as schizophrenia and bipolar disorder [British Medical Journal]. 

16% of people experiencing domestic abuse had been to A&E for an overdose in the last 6 months. [SafeLives] 

Domestic abuse can lead to a 50-70% increase in gynaecological, central nervous system and stress-related problems. 

Patients are most at risk of domestic homicide when pregnant and violence in pregnancy also increases the risk of late entry into prenatal care, perinatal death, preterm birth and domestic abuse related death. 

It is vital the Scope of the guidance on identifying and responding to domestic abuse within the NHS comprehensively accounts for the specialised health needs of people experiencing domestic abuse, as well as the appropriate routes for identification, referral and safeguarding. 

Standing Together Against Domestic Abuse (Standing Together) accepts the definition of domestic abuse as defined in the Domestic Abuse Act (2021). 

The Domestic Abuse Act (2021) recognises children as ‘victims in their own right’ if living with domestic abuse in their home. Section 3 of the Domestic Abuse Act 2021 defines a child victim as any child who “sees or hears, or experiences the effects of, the abuse.” 

Of those child victims, it is estimated that 78% will experience abuse directly.  

Standing Together recommends clarifying the phrase that refers to ‘children exposed to domestic abuse’ to ‘any child who sees or hears of experiences the effects of the abuse’ in line with the Domestic Abuse Act (2021) and that Scope of child victims is developed in line with the Home Office Domestic Abuse Act Statutory Guidance (2022) and the CQC, Ofsted, HMIP and HMICFRS’s analysis the Multi-Agency Response to Children who are Victims of Domestic Abuse (2026). 

Standing Together recommends that the Scope of the updated guidance also includes CAPVA (Child and Adolescent to Parent Violence and Abuse). CAPVA is described by Respect as “the dynamic where a young person (8 years -18 years) engages in repeated abusive behaviour towards a parent or adult carer”. They also acknowledge that siblings can experience CAPVA directly or as witnesses and the position of the Home Office is that CPA (Child to Parent Abuse) does fall under the domestic abuse definition. [Home Office]. 

For parents and carers experiencing CAPVA, a fear of their child or ward becoming criminalised often discourages reporting or disclosure. Consequently, CAPVA is considered to be a ‘hidden harm’, and abuse can go long unreported and become increasingly ‘high risk’.  

Standing Together recommends that the Scope of the guidance makes specific reference to honour-based abuse as a form of domestic abuse, in line with the Domestic Abuse Act (2021) and the Home Office Domestic Abuse Act Statutory Guidance (2022). 

In August 2025, the Labour Government committed to creating a definition and accompanying guidance regarding honour-based abuse. At the time of submission, the Crime and Policing Bill is likely to be the legislation that enshrines a statutory definition of honour-based abuse. Additionally, at the time of submission, the Home Office is working to develop guidance on honour-based abuse. We can expect that both a statutory definition and guidance will be confirmed over the development of this update to the NICE guidance.  

We hope that both the statutory definition and accompanying guidance regarding honour-based abuse will provide a clear and up-to-date framework for development of guidance on such a complex form of abuse.  

Additionally, we recommend that specific recognition and corresponding guidance regarding ‘harmful practices’ is included within the Scope of this guidance.  

Harmful practices are defined by AWRC (Asian Women’s Resource Centre) as “Harmful practices are forms of violence which have been committed primarily against women and girls in communities and societies for so long that they are considered, or presented by perpetrators, as part of accepted ‘cultural’ practice. Harmful traditional practices occur across all sexes, sexual identities and genders. They are not unique to a culture or religion.” 

Harmful practices can include but are not limited to; forced marriage, female genital mutilation or cutting (FGM), breast flattening, foot binding, witchcraft, conversion therapy, corrective rape.  

Standing Together recommends that the Scope of the guidance regarding harmful practices be informed by the Home Office Domestic Abuse Act Statutory Guidance (2022), the Home Office Multi-agency statutory guidance for dealing with forced marriage and multi-agency practice guidelines (2023) and the Multi-agency statutory guidance on female genital mutilation (2016). 

Standing Together recommends that the Scope of the guidance makes specific recognition of the overlap between domestic abuse and other patterns of abuse, including but not limited to; sexual abuse, child sexual abuse, stalking, harassment, strangulation. 

Standing Together recommends that the Scope of the guidance includes responding appropriately and effectively to healthcare professionals who are victim-survivors and those who cause harm. Research from the Oxford Academic has shown that women healthcare professionals are one of the most high-risk groups of domestic abuse victims, with nurses in particular showing higher prevalence than in the rest of the general population.  

Additionally, The Femicide Census identified healthcare professionals as one of the most common domestic abuse victim-survivor occupations.
	Thank you for these detailed comments. We acknowledge the evidence you highlight regarding the high levels of contact the NHS has with people experiencing domestic abuse, and the significant health impacts associated with all forms of abuse. The scope is intended to support a comprehensive approach to identification and response within health and mental health settings, and the committee will consider evidence on the health needs of people experiencing domestic abuse, as well as effective identification, referral and safeguarding pathways, where this meets the inclusion criteria.
 Your points about the range of health consequences, including mental health impacts, increased presentations to emergency care, gynaecological and stress related conditions, and risks during pregnancy are noted. Evidence relating to these health needs, and the implications for clinical identification and timely intervention, may be considered during guideline development where relevant to the scope.
 We recognise your comments regarding the Domestic Abuse Act (2021), particularly its definition of children as victims in their own right. Feedback on the wording used in the draft scope relating to “children exposed to domestic abuse” has been noted, and we expect the committee will consider alignment with statutory definitions and relevant national guidance when developing the guideline.
 Your recommendation to include child and adolescent to parent violence and abuse (CAPVA) in the scope has also been noted. The committee will consider the boundaries of populations and forms of abuse in the context of the Domestic Abuse Act (perpetrators aged 16 years and over).
 We note your suggestion to make explicit reference to honour based abuse and harmful practices, and your references to current and emerging statutory definitions, Home Office guidance and multi-agency frameworks. Where relevant to health and mental health led identification, response and referral, the committee may consider evidence on these forms of abuse as part of the wider landscape of domestic abuse.
 Your comments about the overlap between domestic abuse and other forms of abuse, including sexual abuse, stalking, harassment and strangulation, are noted. The committee may consider evidence relating to these co-occurring risks where it informs safe and effective identification and safeguarding practice within the NHS.
 We also note your comments regarding healthcare professionals who may be victim survivors or may cause harm. Evidence relevant to supporting staff safely and appropriately may be considered during guideline development where it meets the inclusion criteria.
 Thank you again for your contribution. Your feedback will support the committee in developing guidance that is evidence based, practical and aligned with contemporary understanding of domestic abuse and its impact on health and mental health.

	61
	Standing Together Against Domestic Abuse
	Draft scope 

	
	Standing Together’s central tenet of practice is the Coordinated Community Response (CCR). This model seeks to embed a cross-organisational, multi-disciplinary, specialist and comprehensive approach to identifying and responding to domestic abuse; and seeks to prevent victim-survivors falling through gaps in the system. This theory of practice is also known as a ‘whole system approach/response’.  

When it comes to addressing domestic abuse and VAWG in Health, the NHS must be able to work effectively with other systems and services to safeguard victim survivors. However, the response to domestic abuse and VAWG must also work effectively across the NHS, as a whole.  

Standing Together recommends that the Scope of this guidance facilitates a multi-disciplinary approach across health and social care to prevent gaps in knowledge and understanding of interventions and delivery. 

Standing Together is concerned that if new NICE guidance focuses primarily on health and mental health settings, including joint working with social care, but does not cover or at least identify interventions delivered solely by social care, this will create a potential knowledge and awareness gap. 

Professionals in health and mental health settings may not be fully aware of the range of social care led interventions that could precede or follow their own involvement. As a result, opportunities for coordinated care, seamless transitions, and effective multidisciplinary planning may be reduced because key elements of the broader pathway are not visible within the guidance.  

We would recommend that that consideration is given to the role of the Care Quality Commission (CQC) within the context of this guidance. 

Standing Together recommends that the Scope of the guidance consider professional responsibility for identifying, responding and referring cases of domestic abuse and VAWG and account for preventing professional uncertainty around what to do and when. Ease of referral and safeguarding will give healthcare professionals the confidence to inquire about abuse and avoid ‘can of worms’ situation and coordinated working and interventions will prevent gaps in provision and clear professional responsibility. 

The social and economic costs of domestic abuse are estimated to be in the region of £78 billion (2022/23 prices) over a three-year average period of abuse [UK Government] and in 2016 the direct costs to the health sector were estimated at £2.3 billion annually. 

A key driver of this cost is systems that are not equipped to respond to domestic abuse, which means survivors can get caught in continuous cycles and patterns of abuse or late intervention means that the support they do need becomes even greater and more costly to the public sector.  

Research conducted as part of our project evaluation indicates the average intervention cost (£656) per case over an average of six months prevented high-cost critical incidents, such as domestic homicides and prolonged foster care. Early intervention saved the public sector costs exceeding £2.6 million each per survivor. [Standing Together] 

In the case of one survivor, a lack of intervention and support in Health resulted in a cost to the public sector of £183,373. Research showed that early intervention by her GP would have saved £159,407 and would have prevented extreme physical and emotional trauma included attempted murder. [Women’s Aid]. 

Standing Together recommends that the Scope of the guidance includes specific acknowledgement that not only must domestic abuse interventions and pathways to referral be efficient, streamlined and survivor informed to prevent victim-survivors remaining in long-term cycles of abuse, which can cause severe harm and even death, but that early intervention is time and cost effective for health systems. 

Standing Together recommends a change to the language that refers to ‘preventing domestic abuse where there are risk factors’ to simply ‘preventing domestic abuse’ for three reasons. 

Firstly, we believe that without clear guidance, assessing ‘risk factors’ can often be a subjective and inconsistent approach in regard to domestic abuse and can limit healthcare professionals in their response, and potentially fail victim-survivors if they are not presenting with ‘typical’ risk factors. 

Secondly, true prevention relies on a comprehensive safeguarding response that is consistent throughout a person’s life and contact with statutory services. That relies on legislation, guidance, specialist provision and effective delivery. Additionally, effective early identification and intervention would not just be where there are risk factors. 

Finally, prevention and safeguarding goes beyond the initial response and intervention, even after a victim-survivor has escaped a situation/been appropriately safeguarded, it is important that systems have the right processes in place to ensure that this is maintained. 

Standing Together recommends that the draft scope explicitly includes public health, recognising its central role in prevention, early intervention and population-level action.  

Standing Together recommends that the Scope of the guidance refers to and considers the wider context and landscape and commissioning regarding an improved response to domestic abuse and VAWG in Health. The guidance must ensure that there is clear alignment between strategies and approach across agencies and statutory services.  

Without such alignment, it will be difficult to ensure an effective and accessible approach for healthcare professional to identify and respond to domestic abuse.  

These strategies include, but are not limited to: 

- The NHS 10 Year Plan. 

- The NHS Workforce Plan 

- VAWG Strategy 

- VAWG Strategy Action Plan 

- Steps to Safety 

- Child House Model 

- NHS Safeguarding Training 2026 (yet unpublished). 

- Homelessness Strategy 

- Ending Statutory Discharge 

Standing Together recognises that since the original publication of the NICE Guidance on Domestic Abuse in 2014, so much has changed. The nature of abuse has changed and evolved, as has our understanding and response. Successive governments, departments, agencies and bodies have produced strategies and guidance, and we have had significant landmark pieces of legislation such as the Domestic Abuse Act (2021). One of the most vital parts of protecting victim-survivors is moving and evolving with this changing landscape. Standing Together recommends that the Scope of this updated guidance can be flexible to changes in legislation, guidance and strategy; up to and following publication. This includes those listed above, but also those to come.  

Standing Together recommends that the Scope of the guidance makes the recording of domestic abuse disclosures and interventions on patient records a priority of this guidance. Healthcare professionals tell us that one of the most challenging barriers in the NHS is how to safely record disclosures and details of abuse on a patient record effectively and safely. 

Standing Together recommends that the Scope of the guidance looks to consider. 

- Data sharing across the NHS. 

- Safe recording of abuse and patient record management. 

- Data sharing with specialist domestic abuse roles.
	Thank you for your detailed comments highlighting the importance of a coordinated, system wide approach to identifying and responding to domestic abuse. We recognise the value of multi-agency working and the importance of ensuring that health and social care professionals understand how their roles interface with wider domestic abuse pathways. Guideline development will consider the evidence base with respect to health and mental-health settings; we expect that the guideline committee will seek to support effective coordination with other sectors and pathways.
 Your comments regarding potential gaps in awareness among health professionals about the broader domestic abuse pathways are noted. We also acknowledge the important regulatory role of the Care Quality Commission (CQC) in relation to safeguarding, leadership and workforce capability across health and adult social care. During guideline development the committee will consider how best to reference existing regulatory frameworks in line with NICE methods, while ensuring the guideline remains focused on evidence-based practice recommendations. Similarly, your comments on public health, commissioning, and alignment with wider national strategies and legislation are noted. 
We recognise that public health is an essential component of the wider system response to domestic abuse. The remit of this guideline is focused on evidence-based practice within health and mental health settings. Population level prevention, community wide interventions, and broader public health commissioning are primarily addressed through wider public health guidance, statutory frameworks, and national strategies. However, we recognise the importance of ensuring that frontline healthcare services can contribute effectively to early identification and intervention. The guideline committee therefore may consider how best to reflect relevant public health principles within the scope of this guideline, where they directly support the ability of healthcare professionals to identify, respond to, and refer people experiencing or perpetrating domestic abuse. This approach allows the guideline to maintain clarity of remit while ensuring appropriate alignment with the public health system and broader population level efforts to reduce domestic abuse.
 Comments relating to professional responsibility, clarity in referral pathways, information sharing, and safe documentation of domestic abuse disclosures are also noted. We expect that these issues will be considered by the committee to support clear, practical recommendations that promote timely, safe and effective responses.
 We note your points on prevention, including the wording relating to ‘risk factors’. Following lengthy discussion considering yours and similar stakeholder comments, the scope has been amended, removing any direct mention of risk factors. It now focusses on the key areas of identification and disclosure of domestic abuse, interventions and approaches for people perpetrating or experiencing domestic abuse and access to all those services. Prevention as a whole is therefore not a key area in the final scope because primary prevention is not within the remit of this NICE guidance. However, interventions and approaches for identifying domestic abuse remain a key area for the guideline. Interventions and approaches for people perpetrating domestic abuse (in terms of preventing reoffending) remain in scope.
 Finally, your suggestion regarding flexibility to accommodate developments in legislation and strategy is appreciated. NICE updates guidance periodically in line with its surveillance and prioritisation board processes to reflect significant changes in evidence, policy or practice. We note your reflections on the wider system impacts of domestic abuse, including the substantial economic and social costs associated with delayed intervention, and the potential for early identification within health settings to reduce avoidable harm and cost to the public sector. Your comments regarding the need for seamless pathways between health and social care, and for health professionals to understand the range of social‑care‑led interventions that may precede or follow NHS involvement, are also noted. In addition, we recognise your comments about the prevalence of domestic abuse among healthcare staff themselves, and the importance of ensuring that NHS services can respond appropriately and safely where staff are victim-survivors or where concerns relate to people working within the healthcare system. These issues may be considered by the committee where evidence meets the inclusion criteria and is relevant to the remit of this guideline. Thank you again for your contribution to the consultation. Your feedback will continue to be considered as we develop the guideline.

	62
	Standing Together Against Domestic Abuse
	Draft scope 

EHIA
	
	Standing Together reflect that not all barriers experienced by minoritised or underserved groups are fully understood or recognised and this should be acknowledged in the guidance to allow for development of knowledge and new and emerging evidence. 

A 2025 study into health morbidities in carers with experience of domestic violence and abuse [Wildman, E.K., Dickson, H., MacManus, D. McManus, S., Kuipers, E., Onwumere, J.] found that carers are more likely to be female, older, economically inactive and in debt than non-carers and carers tend to have worse mental and physical health. 

We know that caregiving responsibilities alone can be a barrier to accessing healthcare, but Standing Together feel that the exact dynamic in relation to domestic abuse of victim caring for perpetrator is an area for further research and practice development. 

In Standing Together’s 2025 report Never Again. Again we identified that only nine carer-specific recommendations were identified even though 28% of the DHRs reviewed involved a carer.   

The recommendations that were given in relation to carers were predominantly around addressing system failures as a barrier, they focused on recognising informal carers, utilising Care Act assessments and being aware of carers’ support services and recommendations on how carers views are considered as part of assessments.  

Standing Together acknowledges the recognition of disabled people and specifically those who are deaf in the EHIA however there are other groups of disabled people for whom there are specific barriers, and we propose barriers specific to particular groups are considered. 

 
 
Thanks to the work of various researchers and the charity Brainkind we are aware of the prevalence of brain injury in survivors of domestic abuse. However, it is likely that there are a significant number of people unaware that they have a brain injury, who may have had their symptoms misattributed to other causes, and not realise they would benefit from brain injury support. This misattribution is a barrier. 

 
 
Brain injury in the context of domestic abuse raises a range of specific issues. Many of the symptoms of brain injury overlap with a range of mental and physical health issues, making accurate diagnosis complex and increasing the risk of misattribution of symptoms. In the context of domestic abuse people will often not attend hospital, either because they are being prevented from attending or due to a lack awareness of the potential serious consequences of a blow to the head or non-fatal strangulation. Months later when they continue to experience symptoms (e.g., memory difficulties or fatigue) they may not link it back to the original incident and therefore are unlikely to be able to provide an accurate account of their difficulties, such that a health professional is prompted to assess for potential brain injury. 

  

Improving awareness and identification of brain injury for survivors of domestic abuse in contact with the NHS is central to them being able to advocate for themselves and access the right support. 

 
 
Standing Together through their health work know that domestic abuse and cancer frequently co-occur and a cancer diagnosis can lead to escalated abuse, and there may be barriers around accessing treatment routines and increased psychological abuse related to diagnosis and treatment. As with brain injury domestic abuse signs and symptoms can be misattributed to cancer symptoms or behaviours leading to missed opportunities to enquire about domestic abuse.
	Thank you for these comments including reflections on the barriers experienced by minoritised and underserved groups, and the importance of recognising that not all barriers are fully understood or evidenced. The guideline will consider relevant research on health inequalities and the experiences of groups who may face additional challenges in identifying, disclosing or accessing support for domestic abuse. The committee may also consider areas where evidence is emerging or underdeveloped, in line with NICE methods.
 Your comments regarding the experiences of carers, including the findings from recent studies and Domestic Homicide Reviews, are noted. We recognise that caring responsibilities can affect access to healthcare and may interact in complex ways with domestic abuse. We have added to section 3.2 of the EHIA noting carers as a group for the committee to consider.
 We note your reflections on the specific barriers faced by disabled people. Feedback about barriers associated with brain injury and the risk of misattribution of symptoms is also noted and added to the EHIA. The committee may consider evidence on the health impacts of non-fatal strangulation, head injury and other forms of abuse where this informs effective identification and clinical response within the NHS. We also acknowledge your points regarding the risks of missed presentations and the need for awareness among healthcare professionals of possible indicators of brain injury.
 Your comments about the co-occurrence of cancer and domestic abuse, and the potential for escalated abuse or misattribution of symptoms, are noted and added to section 3.2 of the EHIA. Evidence relating to barriers in accessing treatment or support, and the implications for safe enquiry within specialist or long-term clinical pathways, may be considered by the committee where it meets the inclusion criteria.
 Thank you again for your contribution. Your feedback will support the committee in ensuring that the guideline development process takes account of the needs of groups who may experience additional or intersecting barriers to identification, safety and support.

	63
	Standing Together Against Domestic Abuse
	EHIA
	
	Standing Together wish to raise the health inequalities faced by criminalised women, nearly 70% of whom are known to be victims of domestic abuse [Centre for Women’s Justice].  

It is widely recorded that being criminalised when you are also a victim of domestic abuse compounds mental health problems.  A 2024 literature review [BMJ, Agbaria N, Wirth M, Winkler V, Moazen B, Van Hout MC, Stöver H] highlighted that women with a history of incarceration experience significantly poorer health outcomes and encounter barriers to accessing healthcare both during incarceration and after release.  

The importance of robust and embedded pathways to ensure continuation of healthcare from prison to community is often referenced as a barrier and Centre for Women's Justice’s No Safe Space report made a recommendation for central government and local commissioners to improve pathways for women into gender informed healthcare services. 

Additionally, research from Brainkind and the University of Glasgow demonstrated that there is a direct link between brain injury, often because of domestic abuse, and becoming criminalised. Research found that 78% of women prisoners in Scotland have a history of significant head injury – most of which occurred in the context of domestic abuse that often lasted over periods of several years. Researchers also found that violent criminal behaviour was three times more likely in those with a history of significant head injury, and that women with a significant head injury had spent three times longer in prison. 

It is vital that women who have experienced a brain injury are identified and diverted to support within the NHS that can prevent them from being criminalised down the line and that women prisoners with brain injuries receive appropriate support while in prison, and upon release.  

Finally, for victim-survivors who have been, or fear being criminalised, fear the police or fear the criminalisation of a perpetrator, it is important that they are able to access appropriate support within the NHS, outside of the criminal justice system.
	Thank you for these comments. We acknowledge the important health inequalities experienced by criminalised women, including the high prevalence of domestic abuse among women who come into contact with the criminal justice system. Evidence you cite on the mental and physical health consequences of criminalisation, and the barriers criminalised women face in accessing healthcare both during incarceration and following release, is noted. The scope of this guideline focuses on health and mental health settings; however, the committee may consider evidence relevant to supporting safe identification and referral for people who have contact with the criminal justice system where this meets the inclusion criteria and is relevant to the remit of health and mental health services.
 Your reflections on the importance of robust and well-coordinated pathways between prison healthcare and community services are also noted. We note the evidence you raise regarding the relationship between brain injury, domestic abuse and criminalisation, including studies demonstrating the prevalence of significant head injury among women in custody. Evidence on the health impacts of non-fatal strangulation, head injury and other forms of abuse may be considered where this informs health and mental health led identification or clinical pathways for people experiencing domestic abuse. Your comments about the importance of enabling appropriate identification and diversion into health support are noted.
 Your final point regarding victim survivors who have been, or fear being, criminalised is also noted. The guideline will consider evidence on barriers to disclosure or help seeking related to fear of the criminal justice system, where relevant to safe enquiry and response in health and mental health settings. Thank you again for your input.

	64
	Standing Together Against Domestic Abuse
	Draft scope 

	
	Standing Together reflects that use of language - where there are risk factors - potentially limits the capacity for early identification and early intervention and thus prevention. Focus on a form of checklist plays into stereotypes and creates potential blind spots for prevention
	We note your points on the wording relating to ‘risk factors’. Following lengthy discussion considering yours and similar stakeholder comments, the scope has been amended, removing any direct mention of risk factors.

	65
	Standing Together Against Domestic Abuse
	Draft scope 

	
	Standing Together recommends clarifying the phrase that refers to ‘children exposed to domestic abuse’ to ‘any child who sees or hears of experiences the effects of the abuse’ in line with the Domestic Abuse Act (2021)
	Thank you for this comment, the wording has been updated at that section of the scope to reflect the wording 'Babies, children and young people under the age of 18 years who see or hear or experience the effect of domestic abuse and are related to or under the 'parental responsibility' of the victim or person perpetrating the abuse. 'Children exposed to' has been removed.
 


	66
	Standing Together Against Domestic Abuse
	EHIA
	
	Standing Together recommends changing treatment for domestic abuse to treatment of symptoms commonly associated with experiencing domestic abuse.
	Thank you for this comment. The draft EHIA notes the intention that the guideline development process will explore and include the use of real-world data where necessary and in line with NICE processes.

	67
	Standing Together Against Domestic Abuse
	EHIA
	
	recommend recognising service-based and casework-based sources of evidence that provide measurement and demonstrate impact of this work. This would ensure recognition of the sector expertise of specialist organisations, including Respect, IRISi and Standing Together Against Domestic Abuse, who have led work with health.
	Thank you for this comment. The draft EHIA notes the intention that the guideline development process will explore and include the use of real-world data where necessary and in line with NICE processes.

	68
	Ministry of Defence (MOD)
	EHIA
	
	It would be beneficial if local commissioners were minded to actively map and consult local Armed Forces populations when planning and com
missioning responses to domestic abuse. 

Armed Forces communities are shaped by distinct characteristics that can influence both their experiences of domestic abuse and their ability to access support. Factors such as frequent mobility, periods of separation, exposure to trauma, strong organisational cultures, concerns about confidentiality, and worries regarding potential career or community repercussions of disclosure all play a part. Consequently, individuals within Armed Forces populations might be less inclined to seek help through mainstream services, or may disengage if such services are not viewed as safe, culturally competent, or relevant to their particular circumstances. There is currently no reference to the Armed Forces in the current guidance.
	Thank you for your comments. A paragraph has been added to the EHIA with respect to the armed forces community, which means that the committee will consider the impact of the recommendations on this population.

	69
	SafeLives
	Draft scope 

	
	We welcome the commitment to update the NICE guidelines, especially to ensure that the language used reflects that of the Domestic Abuse Act 2021. 

Babies, children and young people are victims in their own right,under the Domestic Abuse Act 2021, and the NICE guidelines need to reflect this language. Babies, children and young people do not just ‘see, hear or experience the effect of domestic abuse’ – they are victimised by it. SafeLives’ Insights data for 2024-25 found that 87% of children were experiencing direct abuse at the point of involvement of specialist domestic abuse services [1]. The consultation wording should be explicit in recognising this, and should seek to identify the care pathways that healthcare practitioners should understand and refer child victims of domestic abuse into. This is crucial as we know that the presence of these adverse childhood experiences (ACEs) can have many lifelong impacts on children and young people. Additionally, without the therapeutic work to understand domestic abuse and the victimisation felt, many children and young people are at risk of victimisation or perpetrating themselves. Therapeutic work and support through Children’s Domestic Abuse Advocates (CHIDVAs) is a key part of domestic abuse prevention. 

With children as victims of domestic abuse in mind, it is important that NICE consider the specific guidelines that this consultation might impact, and that are currently not listed within the scope of the guidance and quality standards that might be impacted. An example of another guideline that might need to be updated is the Emergency and acute medical care in under 16s guidance. 

We urge caution around the intervention and approaches sections, especially with references to the effectiveness of intervention and approaches for people perpetrating domestic abuse. This wording suggests that health and social care professionals should be intervening with perpetrators of domestic abuse. Our Public Health Approach work, has found that many professionals lack training and confidence in responding to perpetrators and those who harm, even if they work within the domestic abuse sector [2], demonstrating further why it should not be the role of health and social care professionals to intervene. Instead, this question should focus around building effective and clear care pathways to support services and interventions. 

We would recommend that definitions for health and social care settings are provided. Too often, the domestic abuse response in healthcare has sat in A&E departments. Over the last few years, we have seen progress within midwifery departments, but more departments must be involved in spotting the signs, managing disclosures and referring to specialist support services. Departments often forgotten include dentistry, optometry, geriatrics, paediatrics, 111 staff and ambulance crews, amongst many others. GPs are often the first port of call for many survivors, and we were pleased to see the VAWG Strategy commits to a Steps to Safety referral pathways for GPs, but hope the work of existing pathways, e.g. the IRIS programme [3] is incorporated. Routine enquiry should be standard practice with every professional within health and social care, and must be matched with knowledge around the care pathways available to those who have presented to healthcare. 

The consultation should explore the effectiveness of different referral pathways. The scope proposed appears to focus on interventions, when the key part of the healthcare response should be ensuring that the routes to support work. The scope should include opportunity for stakeholders to reflect what in the existing system could work better and how to improve referral pathways. 

The Domestic Abuse Act 2021 created an offence of non-fatal strangulation, and an offence of non-fatal suffocation. We know that non-fatal strangulation is a known predictor of homicide, yet we see if being normalised, particularly amongst young people, with 35% of those aged 16-34 reporting being strangled or choked at least once during consensual sex [4]. We also know that only around half of strangulation victims will have a visible injury – and of course medical practitioners must be trained to spot these signs. However, alarmingly, some dangerous injuries following strangulation are internal and cannot be seen, with victims of strangulation being at significant risk of strokes and brain injury. Medical professionals must ask questions around strangulation, especially when they have identified that a patient is a victim of domestic abuse, as the impact of non-fatal strangulation can still have fatal consequences. 

This guidance will be useful to us and our partners. SafeLives provides national practice advice, guidance, and training to the multi-agency response and we will be able to sign post organisations and agencies to these new NICE guidelines through our regular work.
 
[1] https://safelives.org.uk/wp-content/uploads/Children-and-Young-People-Insights-Dataset-2024-2025.pdf  
[2] https://safelives.org.uk/wp-content/uploads/Public_Health_Approach_Report_2023.pdf 
[3] https://irisi.org/about-the-iris-programme/ 
[4] https://ifas.org.uk/survey-shows-that-prevalence-of-strangulation-is-highest-amongst-16-34-years-old/
	Thank you for your detailed response and for welcoming the update and alignment with the Domestic Abuse Act 2021. We agree that the guideline language should reflect the Act. In line with the scope, babies, children and young people are recognised as victims when they “see, hear or experience the effect of domestic abuse,” and this framing is used in the scope and EHIA. Abuse experienced by children under 16 in their own intimate relationships falls under existing NICE guidance on child abuse and neglect (NG76), and this boundary is reflected in the scope.
 Regarding care pathways for child victim survivors, the guideline will focus on what health and mental health services should do to identify domestic abuse and support safe, timely referral and follow up, including where joint work with social care is required. While interventions delivered solely by social care are out of remit, the committee will potentially consider evidence on interfaces—such as referral pathways, multi-agency coordination and proportionate information sharing—to support continuity and reduce fragmentation across local systems.
 We will continue to review potentially affected NICE guidance as the work progresses. We note your reference to “Emergency and acute medical care in under 16s”, but we cannot currently locate a guideline with that title; however, we will ensure links to relevant children and young people’s guidance are considered.
 On interventions for people perpetrating domestic abuse, this population is included within the scope. Consistent with NICE methods, evidence reviews will assess the effectiveness (and where possible, cost effectiveness) of relevant interventions and approaches.
 
Following consultation feedback, the scope now clarifies that the guideline will consider healthcare and mental health settings (not only NHS providers) and joint working with social care where health is involved. This ensures applicability across primary, community and secondary care—such as general practice, midwifery, dentistry, optometry, geriatrics, paediatrics, urgent and emergency care, NHS 111 and ambulance services—while remaining within NICE’s remit. This approach is reflected in the multidisciplinary composition of the committee.
 
For routine enquiry, the committee will potentially review evidence on the effectiveness, acceptability, feasibility and potential harms/benefits of identification approaches, including routine enquiry, and make recommendations accordingly.
 We agree it is important to examine the effectiveness of referral pathways. The draft questions include a review of factors influencing access to interventions and approaches for people experiencing, exposed to or perpetrating domestic abuse. This will purposively seek qualitative and mixed methods evidence on barriers, facilitators and models of referral and linkage, informing recommendations on practical steps health and mental health services can take to improve access and reduce inequalities.
 
On non-fatal strangulation and related harms: within the identification and response questions, the committee will potentially consider evidence to support recognition of clinical features and risks associated with domestic abuse presentations—such as brain injury, hypoxic injury and other hidden harms—and the implications for safe enquiry, assessment and referral. While detailed training curricula sit with professional, statutory and regulatory bodies, the committee may make high level recommendations or signpost relevant frameworks in line with NICE processes where capability gaps could affect implementation.
 
We also note your references to IRIS and Steps to Safety. In line with NICE methods, evidence on models supporting identification, safe disclosure and direct referral from healthcare to specialist advocacy (including IRIS and similar approaches) will be considered where eligible, with recommendations based on the totality of evidence and multidisciplinary expertise.
 Finally, thank you for indicating that SafeLives and partners will help disseminate and signpost the updated guidance. We appreciate your continued engagement and would welcome further comments on the draft guideline when it is published for consultation.

	70
	SafeLives 
	Draft scope 

	
	Yes - we are concerned that in creating this distinction, victim-survivors who are known to both health and social care may become lost within the system. For victim-survivors, particularly older victims and those that are experiencing familial abuse, they are often passed around both health and social care settings, often not always knowing the distinction. Interventions delivered solely by social care, may later feed into the work of health and mental health settings. When considering how to make professional guidelines around domestic abuse clearer, the realities of the experiences victim-survivors face must be the starting point, with the safety and wellbeing of the victim being paramount and placed above the separation of the system. We would like to see the consultation reflect on the fact that the experience of a victim-survivor is not always linear and their journey often spans both systems. NICE should consider how they will work alongside the Care Quality Commission to ensure the same standards and principles are upheld for victim-survivors. 

We would also like the consultation to consider the ways in which domestic abuse might impact individuals, for example, with coercive control and economic abuse. Although NICE guidelines do not legally apply in the same way as in the NHS to private practitioners, we urge the guidelines to show awareness of the ways in which private insurance can be used as a tool of control and cause further harm to victim-survivors. The consultation must consider this and reflect this in the final guidelines. Private practitioners still use the NICE guidelines as a professional benchmark and are encouraged to do so by the General Medical Practice. Many victim-survivors of domestic abuse with private health insurance may be concerned to disclose to private practitioners due to fear the conversation will be documented and shared with their perpetrator, for example if they have a joint insurance policy with their perpetrator.
	Thank you for highlighting these points. The relevant section of the draft scope has been updated to clarify that this guideline will cover all health and mental health settings in which NHS care is received or commissioned. It will also cover settings where health or mental health services work together with social care. 
We recognise the concern that victim survivors may move repeatedly between health and social care and that their experiences do not follow a linear or system bound pathway. While this guideline cannot include interventions delivered solely within social care, the committee may consider how any recommendations can support continuity of care across organisational boundaries. This includes ensuring that health and mental health services clearly understand when and how to interface with social care pathways, and how to minimise the risk of people being passed between services without coordinated support.
 We also acknowledge the request to reflect the potential impacts of coercive control, economic abuse, and the use of private insurance or private healthcare arrangements as mechanisms of control. Although NICE guidelines do not regulate private insurance or private healthcare providers, they are widely used as a benchmark for good clinical practice. The committee may therefore consider whether the guideline can include recommendations that support safe enquiry, trauma informed documentation, and awareness of circumstances in which disclosures may affect a person’s financial or insurance arrangements. Any such content would remain within the limits of NICE’s remit and evidence base but could help improve safety and confidence for people receiving care in private settings.
 Regarding regulatory alignment, we note your reference to the Care Quality Commission (CQC). While NICE does not set regulatory standards, the committee can consider where it is helpful to reference relevant regulatory frameworks to support consistent expectations across sectors, provided this is done in line with NICE’s methodological requirements. Thank you again for your contribution. Your comments will continue to inform the development of clear, practical and evidence-based recommendations that support safe, coordinated responses to domestic abuse across health and mental health settings.


	71
	SafeLives
	EHIA
	
	While EHIA is quite comprehensive and considers the intersections between the different population groups identified, we are concerned that the needs of older victims will not be considered fully within the guideline update. For many years, the prevalence of domestic abuse amongst older victims was undercounted and poorly understood as the Crime Survey for England and Wales failed to ask those over 64 if they were victims of domestic abuse. Our SafeLives data has shown us that on average, older victims experience abuse for twice as long before seeking help, as opposed to those aged under 61 [1]. Additionally, nearly half of older victims also have a disability, highlighting the intersection between needs. 

Our Whole Health London project demonstrated the need for health settings to explicitly recognise the intersectional needs of victims with protected characteristics, including Black, Asian and racially minoritised, LGBT+ and disabled and deaf victims. The consultation must explicitly recognise these victims and explore the specific pathways for these groups, understanding the additional barriers these groups might face when they do access support and services. 

[1] https://safelives.org.uk/resources-for-professionals/spotlights/spotlight-older-people-and-domestic-abuse/
	Thank-you for your comment. Older adults experiencing domestic abuse is included in the scope of the guideline. Within the EHIA, age is considered a protected characteristic that could potentially lead to health inequality issues. The importance of intersectionality and accumulated disadvantage is recognised as an important factor to consider in the guideline development process and is reflected in the EHIA.

	72
	SafeLives
	Draft scope 

EHIA
	
	It is important that migrant victim-survivors, including their children, are considered explicitly as part of the equality review. Migrant victims face additional barriers when accessing support through healthcare, particularly when they are worried about their immigration status or the threat of a healthcare bill. Currently, the exemption to the charge for migrant victims of domestic abuse in The National Health Service (Charges to Overseas Visitors) Regulations 2015 is not determined by specialist domestic abuse practitioners. This means many are not provided free support through healthcare. We would be keen for guidelines to be set for healthcare professionals, with the input of the specialist domestic abuse sector, to support the identification of migrant victims and ensure they are made exempt from healthcare fees when accessing help. 

Young people experiencing domestic abuse in their intimate relationships are currently not considered within the remit of the guidelines. Our data and practice has shown that young people experience the highest rates of domestic abuse of any age group, but are the least visible to services. The abuse is no less severe than for older victims but young people have specific vulnerabilities which are unique to their age group, and they experience domestic abuse in newer ways such as through technology. A survey of 13 to 17 year olds from 2009, when the definition of domestic abuse was much narrower and did not encompass the multitude of ways people experience abuse, found that 25% of girls, and 18% of boys reported having experienced some form of physical violence from an intimate partner [1]. 

[1] https://www.nspcc.org.uk/globalassets/documents/research-reports/partner-exploitation-violence-teenage-intimate-relationships-report.pdf
	Thank you for these comments which cover two areas addressed separately in our response: 

1) Migrant people and their children are included in the EHIA section 2.3, at subsection inclusion health and vulnerable groups.
 
 2) This issue with respect to young people experiencing domestic abuse was identified and discussed during pre-scoping of the topic. Young people under 16 who experience or perpetrate intimate partner abuse are not covered by the Domestic Abuse Act 2021, which applies only to individuals aged 16 and over; instead, any abusive behaviour in their relationships is legally treated as child abuse and addressed through child safeguarding procedures. Protection for this group comes primarily from the Children Act 1989, which obliges local authorities to safeguard children at risk of harm, including physical, emotional, or sexual abuse. Where sexual behaviour is involved, the Sexual Offences Act 2003 provides additional safeguarding, as anyone under 16 cannot legally consent to sexual activity. Government statutory guidance reinforces that abuse between under 16s is currently managed through child protection frameworks rather than domestic abuse legislation.

	73
	Individual response
	
	
	
	NICE does not formally respond to, publish, or provide an audit trail for comments received from organisations or individuals who are not registered stakeholders. Comments from unregistered stakeholders are reviewed to identify any relevant issues. Only comments from registered stakeholders receive formal responses and are included in the published consultation table. 


	74
	Individual response – not a registered stakeholder
	
	
	
	NICE does not formally respond to, publish, or provide an audit trail for comments received from organisations or individuals who are not registered stakeholders. Comments from unregistered stakeholders are reviewed to identify any relevant issues but only comments from registered stakeholders receive formal responses and are included in the published consultation table. 


	75
	Individual response – not a registered stakeholder
	
	
	
	NICE does not formally respond to, publish, or provide an audit trail for comments received from organisations or individuals who are not registered stakeholders. Comments from unregistered stakeholders are reviewed to identify any relevant issues but only comments from registered stakeholders receive formal responses and are included in the published consultation table. 


	76
	Individual response – not a registered stakeholder
	
	
	
	NICE does not formally respond to, publish, or provide an audit trail for comments received from organisations or individuals who are not registered stakeholders. Comments from unregistered stakeholders are reviewed to identify any relevant issues but only comments from registered stakeholders receive formal responses and are included in the published consultation table. 


	77
	ManKind Initiative
	Draft scope 

	
	We confirm that we fully support the scope of this question as its gender inclusive/neutral language will ensure that all victims and survivors are equally recognised. 

Any changes to this (you may be asked by other organisations), including any supporting/explanatory statements that attempt to minimise male victims (or make them less as important as other victims)  will be a breach in the Equality Act 2010, the Men and Boys Explanatory Note issued by the Home Office (18 December 2025) with respect to the new VAWG strategy and also the Men’s Health Strategy for England (19 November 2025) which referred to under-supported male victims. It would also be in opposition to the foundations of the NHS.
	Thank you for your comment and your support for the scope of the guideline. The final scope continues to include all victims and survivors, including men.

	78
	ManKind Initiative
	Draft scope 

	
	Social care is a problematic area for male victims of domestic abuse as we have experienced cases where social workers are aware of domestic abuse, or suspect it, but do not then do anything with the information. Too many do not have professional curiosity/inquiry and are heavily influenced by gender stereotypes.
	Thank you for your comment. The scope continues to include identification of all victims and survivors of domestic abuse, including men.

	79
	ManKind Initiative
	Draft scope 

	
	It does consider the range of barriers and we are very pleased that men are included in this group. Please ensure they remain in the EHIA and resist any arguments that you may have to remove them. Male victims are how underserved and susceptible to gender stereotypes from professionals are laid out in the Home Office new Men and Boys Explanatory Note (18 December 2025) and the Men's Health Strategy (19 November 2025).
	Thank you for your comment. The scope continues to include all victims and survivors, including men. Consideration of barriers experienced by male victims remains a feature of the EHIA and as such the committee will take account of the impact of recommendations on that section of the population.

	80
	ManKind Initiative
	Draft scope 

	
	There are not additional points to consider - we are very pleased that male victims are rightly included.
	Thank you for your comment and support for the scope of the guideline.

	81
	ManKind Initiative
	EHIA
	
	Equalities and Health Inequalities Assessment Answers
 

2.3 What potential equality and health inequalities issues have been identified during the check for an update or during development of the draft scope?
 
We are pleased that you identified men as an under-represented group alongside the barriers they face because they are men. Please do keep this in any revisions. We expect you may be “lobbied” to remove men as an under-represented groups which will be a request purely for ideological reasons rather than evidence-based reasons. 

It is also worth noting that since the consultation started, the Home Office have issued an updated Male Position Statement called the Men and Boys Explanatory Note (18 December 2025) which goes into greater detail about the barriers male victims face. These include stereotypes from front-line professionals that men cannot be victims and in addition, from our experience (from the helpline and domestic homicide reviews), a lack of professional curiosity, especially from health professionals.
 
The Men’s Health Strategy (19 November 2025) also references male victims as a group that is under-supported.
 
Therefore, to include male victims as an under-represented group is aligned with core government domestic abuse and health strategies.
 
We would however, challenge the statistic in the paragraph that say “one in sixteen men have experienced domestic abuse in their lifetime” given the previous paragraph states it is 21.8% (one in five therefore).
 In addition, where it says the abuse can be more severe and repeated for women – this statement can be suggest that for men it is not always as severe or repeated as women – when for many men it will be. 
This sentence diminished men and we would recommend it is either removed or that words are added that says: “It is vital to ensure that every women and man affected by domestic abuse is individually recognised” 


2.4 How can the identified equality and health inequalities issues be further explored and considered at this stage of the development process?
 
We believe this approach is the right.
 With respect to male victims, we will give the topic team our full support. We have an academic advisory group made of world-leading academics (Professor Ben Hine, Dr Elizabeth Bates and Dr Nikki Carthy) on male victims, alongside our Male Domestic Abuse Network which consists of practitioners supporting male victims across the UK.
  We will help the topic team with contacts, organise roundtable, focus groups or any contact mechanism that is required. It is a core part of our convening role within the male domestic abuse sector. 
 
 The charity’s team also sit on a number of domestic abuse homicides (including suicides) so we have a great deal of experience there as well., We hope to secure funding to undertake further research on homicides following our initial research in 2022.
 
Please do not hesitate to involve us.
 

2.5 Do you have representation from stakeholder groups that can help to explore equality and health inequalities issues during the consultation process including groups who are known to be affected by these issues? If not, what plans are in place to address gaps in the stakeholder list?
 
With respect to male victims, we will give the topic team our full support. We have an academic advisory group made of world-leading academics (Professor Ben Hine, Dr Elizabeth Bates and Dr Nikki Carthy) on male victims, alongside our Male Domestic Abuse Network which consists of practitioners supporting male victims across the UK. We will help the topic team with contacts, organise roundtable, focus groups or any contact mechanism that is required. It is a core part of our convening role within the male domestic abuse sector.  

The charity’s team also sit on a number of domestic abuse homicides (including suicides) so we have a great deal of experience there as well., We hope to secure funding to undertake further research on homicides following our initial research in 2022.
 
Please do not hesitate to involve us.
 
 2.6 How will the views and experiences of those affected by equality and health inequalities issues be meaningfully included in the guideline development process going forward?
 
We are pleased that NICE wanted to ensure a male survivor was included in the lay committee (we put forward a number of men) and have put forward our charity member (Lori Busch) for one of the former roles. She was a formal member of the original NICE committee on domestic abuse. 

We believe it would be helpful on ensuring that a research strand is looking at the experiences of male victims, especially as the Men’s Health Strategy is very clear that they are under-researched group.
 
We can help link the topic team to the world-leading academics in the field as well male survivors (through our survey network) and also the  our Male Domestic Abuse Network which consists of practitioners supporting male victims across the UK. 

We will help the topic team with contacts, organise roundtable, focus groups or any contact mechanism that is required. It is a core part of our convening role within the male domestic abuse sector.
 
2.7 If applicable, what questions will you ask at the draft scope stakeholder consultation about the guideline/update and potential impact on equality and health inequalities?
 
We are very satisfied and pleased that male victims of domestic abuse are included as a underserved group and the range of barriers they face – as aligned to the Home Office Explanatory Note and the Men’s Health Strategy.
 Please do ensure this is kept in (especially if you are lobbied to take them out).
 
Please contact Mark Brooks, Chair (ManKind Initiative), chairman@mankind.org.uk 07834 452357
	Thank you for your comments and highlighting the barriers faced by men experiencing domestic abuse. Men experiencing domestic abuse remain in scope of this guideline. We have noted the Home Office explanatory note on men and boys and will consider this during guideline development. Thank you for suggesting amendments to wording in the EHIA; this has been amended according to your suggestions. Thank-you for your offer of further engagement with the process, to help provide information on the lived experiences of men affected by domestic abuse. Our People and communities’ team will be in touch to let you know how we can work together on developing this guideline.

	82
	Royal College of Speech and Language Therapists
	EHIA
	
	The RCSLT welcomes this work to update NICE guidance in line with the Domestic Abuse Act 2021. However, the draft scope does not make any specific consideration of vulnerable groups and those who are marginalised such as people with speech, language and communication needs; these groups may have unique risks or barriers to accessing support.
	Thank-you for highlighting concerns regarding vulnerable groups with speech, language and communication needs. These groups of people have been added to section 3 of the EHIA and the guideline committee will therefore consider the impact on those groups while agreeing recommendations.

	83
	Royal College of Speech and Language Therapists
	Draft scope 

	
	It is important that a multi-agency approach that includes social care is covered, due to the complexity of symptom overlap, but the guideline must align with those of social care for application in joint work settings. 
It is a limitation that the guideline will not include interventions delivered solely by non-NHS settings, because they can play a key role. People (particularly children and young people) who do not meet the criteria for mental health services are often supported by social care only, without access to specialist health services.
	Thank you for your comment. We agree that an effective response to domestic abuse requires multi agency working and clear alignment with social care in joint settings. While the scope of this guideline remains focused on health and mental health settings (and joint work with social care where health is involved), it does not cover interventions delivered solely by non-health/mental health care, or social care only services. We recognise, however, that people—particularly children and young people—may receive support exclusively through social care, and that interface issues can affect access, continuity and outcomes.
During guideline development, the committee will consider evidence on how health and mental health care services can work effectively with social care in joint pathways; support safe and timely referral and follow up, and use proportionate, lawful information sharing to reduce fragmentation. Where appropriate and within NICE’s remit, the committee may make high level recommendations that consider interfaces (for example, referral pathways, shared care arrangements and multi-agency coordination) to support consistent practice across joint settings.

	84
	Royal College of Speech and Language Therapists
	EHIA
	
	RCSLT is surprised by the limited discussion in the EHIA of people with disability and the range of barriers they face. The focus is on wheelchair users and Deaf people specifically – this is all important content but excludes many more disabled people, particularly individuals with learning disabilities, autistic people, and individuals with communication disabilities, difficulties, and differences. There are also established links between domestic abuse and brain injury (and associated difficulties) - see references below. As highlighted by the statutory guidance to the Domestic Abuse Act (2021), speech, language and communication needs (SLCN) are a risk factor for domestic abuse and are also prevalent in groups which already have an increased likelihood of experiencing domestic abuse, so should be given specific consideration.  In addition, SLCN as a barrier to accessing care and disclosing abuse should be given particular attention. 
References: 
- Ballan, M. S. and Freyer, M. (2019) Intimate Partner Violence and Women With Disabilities: The Role of Speech-Language Pathologists. American journal of speech-language pathology, (v. 28) pp. 1692-1697. https://doi.org/10.1044/2019_AJSLP-18-0259 
- Brainkind (2025) Too many to count… Brain injury in the context of domestic abuse. Available at: https://brainkind.org/too-many-to-count/   
- Campbell, J. C., Anderson, J. C., McFadgion, A., Gill, J., Zink, E., Patch, M., Callwood, G., and Campbell, D. (2018) The Effects of Intimate Partner Violence and Probable Traumatic Brain Injury on Central Nervous System Symptoms. Journal of Women’s Health 7 (6), pp. 761–767. https://doi.org/10.1089/jwh.2016.6311 
- Campbell, J. K., Joseph, A.-L. C., Rothman, E. F., and Valera, E. M. (2022) The prevalence of brain injury among survivors and perpetrators of intimate partner violence and the prevalence of violence victimization and perpetration among people with brain injury: A scoping review. Current Epidemiology Reports, (9), pp. 290–315. https://doi.org/10.1007/s40471-022-00302-y 
- De Boos, J. (2019) Non-fatal strangulation: Hidden injuries, hidden risks. Emergency Medicine Australasia, (31) pp. 302-308. https://doi.org/10.1111/1742-6723.13243 
- Haag, H., Sokoloff, S., MacGregor, N., Broekstra, S., Cullen, N., and Colantonio, A. (2019) Battered and Brain Injured: Assessing Knowledge of Traumatic Brain Injury Among Intimate Partner Violence Service Providers. Journal of Women’s Health (Larchmont, N.Y. 2002), 28(7), pp. 990–996. https://doi.org/10.1089/jwh.2018.7299  
- Marshall, J., and Barrett, H. (2018) Human rights of refugee-survivors of sexual and gender-based violence with communication disability. International Journal of Speech Language Pathology, 20(1), pp. 44–49. https://doi.org/10.1080/17549507.2017.1392608
	Thank you for highlighting concerns regarding vulnerable groups with speech, language and communication needs, neurodivergent people and those with learning disabilities. These groups of people have been added to section 3 of the EHIA and the guideline committee will therefore consider the impact on those groups while agreeing recommendations.

	85
	Royal College of Speech and Language Therapists
	EHIA
	
	Thank you for highlighting  concerns regarding vulnerable groups with speech, language and communication needs, neurodivergent people and those with learning disabilities. These groups of people have been added to section 3 of the EHIA and the guideline committee will therefore consider the impact on those groups while agreeing recommendations.
	Thank you for highlighting concerns regarding vulnerable groups with speech, language and communication needs. These groups of people have been added to section 3 of the EHIA and the guideline committee will therefore consider the impact on those groups while agreeing recommendations.

	86
	Royal College of Speech and Language Therapists
	Draft scope 

	
	RCSLT welcomes alignment with the Domestic Abuse Act 2021, in order to ensure greater clarity for practitioners.
	Thank you for your comment and your support for the scope of the guideline.

	87
	Royal College of Speech and Language Therapists
	Draft scope 

EHIA
	
	As the development of this guideline progresses, it will be important to consider the language used. ‘Victim’ is used in the draft scope, while ‘victim’ and ‘victim-survivor’ are both used in the EHIA. ‘Person at risk’ may also be considered.
	Thank you for highlighting inconsistency in terminology. This has been reconciled in the current EHIA and scope documents and consistent language will be used in the final guideline.

	88
	Royal College of Speech and Language Therapists
	EHIA
	
	It is unclear how the results of the EHIA apply to the scope and future guideline development.
	Thank you for your comments. The EHIA is used throughout the guideline process to: guide the identification, recording and communication of equality and health inequalities issues raised at any stage of the guidance development process; demonstrate that these issues have been given due consideration by explaining how these issues have been explored, what evidence has been reviewed in relation to these issues, what impact the issues have had on the guideline recommendations or updates, and provide an explanation if the  issues do not impact the guideline recommendations or updates; give assurance that the recommendations are not expected to adversely affect any of the groups covered by the four dimensions of health inequalities; ensure consideration of health inequalities appropriately informs recommendations ;  and support development of recommendations aimed at promoting equity and reducing health inequalities.

	89
	Royal College of Speech and Language Therapists
	Draft scope 

	
	For these areas, will there be signposting in the guideline to relevant related resources?
	Thank you for your comment. During guideline development the committee will consider how best to reference existing regulatory frameworks or potentially guidance when that is in line with NICE methods, while ensuring the guideline remains focused on evidence-based practice recommendations.

	90
	Royal College of Speech and Language Therapists
	Draft scope 

	
	The organisation of these aspects feels confusing, because both ‘preventing domestic abuse’ and ‘identifying domestic abuse’ also focus on ‘interventions and approaches’. Is the intention for the third section to focus on intervention and approaches where domestic abuse has already been identified (and not prevented)?
	Thank you for your comment. In light of feedback from several stakeholders, the final scope no longer includes secondary prevention activities. Comments demonstrated that trying to describe secondary prevention in the context of domestic abuse is confusing when identification and disclosure are necessary conditions of secondary prevention interventions. In turn this would impact the evidence reviews, making it hard to disentangle interventions that might be relevant in both of those areas. That said, the notion of preventing domestic abuse will still be relevant to the guideline especially in the area of interventions and approaches for people perpetrating domestic abuse (in terms of preventing reoffending). We hope that these changes and our explanation help to clarify the guideline scope and address your query.

	91
	Royal College of Speech and Language Therapists
	Draft scope 

	
	It is recognised that NICE does not typically make recommendations on training or competency in areas that are the responsibility of professional bodies. However, NICE’s manual for guideline development does make exception where these are identified to cover in guideline recommendations and suggests that the implementation team can work with professional bodies to identify training needs. If this area is completely excluded from the review, how will these possibilities be identified and considered by the committee?
	Thank you for this comment. NICE recognises that training and competency requirements are generally the responsibility of professional, statutory and regulatory bodies. In line with the NICE manual for developing guidelines, the committee may make recommendations in these areas only where a clear and evidence‑based need is identified and where doing so is necessary to support safe and effective implementation of the guideline. If aspects related to training or competency are not included within the evidence review questions, the committee can still consider them where issues emerge during evidence discussion - that indicate a gap in knowledge, skills or capability is a barrier to implementing the recommendations, or the committee judges that highlighting a need for training would support adoption and reduce unwarranted variation. 

In such cases, the committee may make high level recommendations for action, and the NICE implementation team can work with relevant professional bodies to explore specific training needs, in keeping with the manual. Excluding detailed training content from the formal review therefore does not prevent the committee from identifying and considering these issues during guideline development. It simply ensures that any resulting recommendation and rationale remain within NICE’s remit and are supported by the committee’s collective expertise and the evidence presented.


	92
	Royal College of Speech and Language Therapists
	Draft scope 

	
	It is important that this review considers the effectiveness of interventions and approaches within specific populations, as well as the general population. For example, people with learning and/or communication disability are at increased risk from abuse (See: Public Health England (2015). Disability and Domestic Abuse: Risk, Impacts and Response) but they are not always able to access interventions designed for the general population, because of the cognitive and language requirements. As such, adaptations and/or alternative interventions maybe required in these sub-groups.
	Thank you for your comments. Subject to guidance from the guideline committee, we expect to include evidence from a range of populations during guideline development. The needs of several specific population groups is highlighted in the EHIA. The EHIA is used to: 
•	guide the identification, recording and communication of equality and health inequalities issues raised at any stage of the guidance development process
 •	demonstrate that these issues have been given due consideration by explaining how these issues have been explored, what evidence has been reviewed in relation to these issues, what impact the issues have had on the guideline recommendations or updates, and provide an explanation if the  issues do not impact the guideline recommendations or updates. 
•	give assurance that the recommendations are not expected to adversely affect any of the groups covered by the four dimensions of health inequalities
 •	ensure consideration of health inequalities appropriately informs recommendations 
•	support development of recommendations aimed at promoting equity and reducing health inequalities

	93
	Royal College of Speech and Language Therapists
	EHIA
	
	As the statutory guidance to the Domestic Abuse Act (2021) highlights, speech, language and communication needs are a risk factor for abuse but they are often unrecognised and undiagnosed  – how will this be taken into account for the guideline? See: Home Office (2022). Domestic Abuse Act 2021: Statutory Guidance. London: Home Office (paras 172–174).
	Thank you for your comment. We have added speech, language and communication needs to section 3.2 of the EHIA. The planned evidence reviews include seeking evidence on factors that influence identification and disclosure of domestic abuse to health and care professionals and factors that influence access to interventions and approaches for people experiencing, exposed to or perpetrating domestic abuse so any relevant evidence on speech, language and communication needs will be captured and considered as part of guideline development. The committee will also consider these issues while drafting recommendations.

	94
	Royal College of Speech and Language Therapists
	Draft scope 

	
	It is important that this review considers the effectiveness of interventions and approaches within specific populations, as well as the general population. For example, people with learning and/or communication disability are at increased risk from abuse (See: Public Health England (2015). Disability and Domestic Abuse: Risk, Impacts and Response) but they are not always able to access support designed for the general population, because of the cognitive and language requirements, particularly in the context of disclosure, which is typically language-based. As such, adaptations and/or alternative approaches maybe required in these sub-groups.
	Thank you for your comments. Subject to guidance from the guideline committee, we expect to include evidence from a range of populations during guideline development. The needs of several specific population groups (including learning and/or communication disability) is highlighted in the EHIA. The EHIA is used to: 
•	guide the identification, recording and communication of equality and health inequalities issues raised at any stage of the guidance development process
 •	demonstrate that these issues have been given due consideration by explaining how these issues have been explored, what evidence has been reviewed in relation to these issues, what impact the issues have had on the guideline recommendations or updates, and provide an explanation if the  issues do not impact the guideline recommendations or updates. 
•	give assurance that the recommendations are not expected to adversely affect any of the groups covered by the four dimensions of health inequalities
 •	ensure consideration of health inequalities appropriately informs recommendations 
•	support development of recommendations aimed at promoting equity and reducing health inequalities

	95
	Royal College of Speech and Language Therapists
	EHIA
	
	The process of disclosure is typically language-based, which means that individuals with communication disabilities are immediately disadvantaged with regard to opportunities to disclose and access support. Will the review take into account how these factors can be addressed? For example, more time for appointments, easy-read versions of information, thinking about terminology (e.g. will people understand terms like ‘strangulation’?).  See: 
- Brainkind (2025) Too many to count… Brain injury in the context of domestic abuse. Available at: https://brainkind.org/too-many-to-count/   
- Public Health England (2015). Disability and Domestic Abuse: Risk, Impacts and Response, p.18–19 — disabled people experience barriers to identifying and reporting abuse, including difficulties communicating and not being believed.
 - Oosterhoorn, R. & Kendrick, A. (2001). No Sign of Harm: Issues for Disabled Children Communicating about Abuse. Child Abuse Review, 10(4), 243–253.
	Thank you for your comment. We have added speech, language and communication needs to section 3.2 of the EHIA. The planned evidence reviews include seeking evidence on factors that influence identification and disclosure of domestic abuse to health and care professionals and factors that influence access to interventions and approaches for people experiencing, exposed to or perpetrating domestic abuse so any appropriate evidence on speech, language and communication needs can be captured and considered as part of guideline development. The committee can also consider these issues while drafting recommendations. Many thanks for highlighting these relevant references

	96
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Careful consideration of the factors influencing identification/disclosure is welcomed. It is important that this includes evidence from a range of study designs, including qualitative research exploring the perceptions of people who have experienced abuse (and what factors influenced their disclosure to health and care professionals). It is also important to explore factors influencing identification/disclosure amongst different subgroups, particularly those from high-risk populations such as those with a learning or communication disability.
	Thank you for your comments. We agree with you about the importance of qualitative research in answering this review question. This evidence review is designed as a qualitative evidence synthesis, which will seek qualitative data about the views and experiences of people affected by domestic abuse. In conducting the review, and subject to guidance from the guideline committee, we expect to seek evidence on the types of issues you raise here.

	97
	Royal College of Speech and Language Therapists
	Draft scope 

	
	The word ‘disclosure’ is a barrier for some people; it will be important for the language used in the final guideline to be carefully considered and to be inclusive of people with communication disability, difficulty, or difference and people who have issues with literacy.
	Thank-you for your comment. The language used in the final guideline will be carefully reviewed by the guideline committee and the NICE editorial team to ensure it meets accessibility requirements.

	98
	Royal College of Speech and Language Therapists
	Draft scope 

	
	It is unclear how the first review questions in this section are substantially different to those covered in the sections on Prevention and Identification and disclosure. We suggest more specific language is needed to clarify the focus of these review questions on response services / treatment as a result of abuse (to differentiate from prevention/identification/disclosure above).
	Thank you for your comment and suggestion about the review question wording. The intention is for these questions to focus specifically on responses and interventions after domestic abuse has been identified and for the questions in the other sections to focus on the effectiveness of interventions and approaches for preventing and (separately) for identifying domestic abuse. When we discuss the review protocols with the committee and specify the interventions and outcomes under review for each question, the distinction between them will be much clearer and to help with this we will keep your suggestions in mind.

	99
	Royal College of Speech and Language Therapists
	Draft scope 

	
	It is important that the reviews for this section consider the effectiveness of interventions and approaches within specific populations, as well as the general population. For example, both adults and children with learning and/or communication disability are at increased risk from abuse (see references below) but they are not always able to access interventions designed for the general population because of the cognitive and language requirements. As such, adaptations and/or alternative interventions maybe required in these sub-groups. 
See:
 Public Health England (2015). Disability and Domestic Abuse: Risk, Impacts and Response
 Oosterhoorn, R. & Kendrick, A. (2001). No Sign of Harm: Issues for Disabled Children Communicating about Abuse. Child Abuse Review, 10(4), 243–253.
	Thank you for your comment and the information and references you provide. In answering the review questions, literature searches will be designed to locate studies about all populations experiencing, exposed to or perpetrating domestic abuse. This includes people with learning and communication difficulties and combined with their own expert knowledge, the committee will use relevant evidence to ensure the recommendations address the issues you raise. In addition, the EHIA document highlights the experiences of people with communication difficulties in this context and will be used to help guide the committee, ensuring the impact on that population is addressed by the recommendations.     

	100
	Royal College of Speech and Language Therapists
	Draft scope 

	
	What variables will be used to measure effectiveness for the purpose of these review questions?
	Thank you for your comment. A review protocol will be developed for each review question. This process is informed by the guideline committee and includes agreeing outcomes that can be used to measure the effectiveness of interventions.

	101
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Will this include both face to face, group, and digital interventions, all of which are increasingly relevant?
	Thank you for your comment, you raise an important point. For each review question, a detailed review protocol will be developed, with a precise description of the interventions of interest, including the setting and mode of delivery. The protocols will be discussed and agreed with the committee, drawing on their expert knowledge of the topic and relevant developments in service provision. The point you raise will therefore be addressed by these discussions and reflected in the final protocols.

	102
	Royal College of Speech and Language Therapists
	Draft scope 

	
	How will the scope of interventions and approaches be defined in the review protocol? The NICE guideline on Child abuse and neglect acknowledges the potential for impaired language development and behaviour by age 4. Children can experience a range of difficulties, such as poor working memory, hypervigilance, selective mutism (anxiety-based communication disorder) which may be related or unrelated to the domestic abuse, and in many cases the relationship between these factors will be difficult to determine. However, these can have significant impact on behaviour, learning and social relationships, which can be reduced with successful intervention. 
Other sources:
 Doroudchi, M., De Luca, R. V., & Schiavone, F. L. (2023). Psychological complications of children exposed to domestic violence: A systematic review. Cureus, 15(5): e38752. https://pmc.ncbi.nlm.nih.gov/articles/PMC10213576/
 Dodaj, A., Krajina, M., Sesar, K., & Šimić, N. (2017). The effects of maltreatment in childhood on working memory capacity in adulthood. European Journal of Psychology, 13(4), 676–690.
 McLaughlin, K. A., Weissman, D., & Bitrán, D. (2019). Childhood adversity and neural development: A systematic review. Annual Review of Developmental Psychology, 1(1), 277–312. https://doi.org/10.1146/annurev-devpsych-121318-084950
	Thank you for your comment. For each review question, a detailed review protocol will be developed, with a precise description of the interventions and approaches of interest. The protocols will be discussed and agreed with the committee, drawing on their expert knowledge of the topic and relevant developments in service provision. The particular interventions and approaches will be agreed during these discussions and influenced by the guideline scope, NICE's remit and developments in practice, policy and research in this area. The committee will also discuss the inclusion of any population subgroups that might need to be considered separately in our analysis of the evidence.

	103
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Careful consideration of the factors influencing access to interventions and approaches is welcomed. It is important that this includes evidence from a range of study designs, including qualitative research exploring the perceptions of people who have experienced abuse. It is also important to explore factors influencing access amongst different subgroups, particularly those from high-risk populations such as those with a learning or communication disability.
	Thank you for your comments. This question is designed to be answered via a qualitative evidence synthesis and as such a range of qualitative (and potentially mixed methods) designs will be considered for inclusion.  The review will seek evidence on the types of issues you raise here.

	104
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Communication needs should be considered as a factor, due to the prevalence amongst both perpetrators and survivors. Will the review take into account how these factors can be addressed? For example, more time for appointments, easy-read versions of information etc. 
- Bryan, K., Garvani, G., Gregory, J. and Kilner, K. (2015), Language difficulties and criminal justice: the need for earlier identification. International Journal of Language & Communication Disorders, 50: 763-775. https://doi.org/10.1111/1460-6984.12183
 - Morken, F., Jones, L. Ø., & Helland, W. A. (2021). Disorders of Language and Literacy in the Prison Population: A Scoping Review. Education Sciences, 11(2), 77. https://doi.org/10.3390/educsci11020077 
- Tan, C. Y. T., Choo, A. L., Lim, V. P. C., & Wilson, I. M. (2024). The Relationship Between Speech and Language Disorders and Violence Against Women: A Scoping Review. Trauma, Violence, & Abuse, 26(5), 1027-1045. https://doi.org/10.1177/15248380241299432
	Thank you for your comment. It does seem likely that communication will be found to be a factor which influences access to interventions but until we have completed the systematic review, this won't be certain. If relevant evidence is located, then the committee will discuss making recommendations which address those issues.

	105
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Access to services needs to be a key consideration for this guideline. Families who are living in refuge or who have had to move out of area often have significant difficulty accessing services, or maintaining access to services. Accessing community services creates additional risks in relation to being identified and additional demands at an already difficult time.
	Thank you for your comments and your support for this draft review question. We expect that the evidence located for this review will highlight the types of issues you raise here.

	106
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Domestic abuse has significant societal and intergenerational costs that may not be captured unless explicitly mentioned.
	Thank you for your response. In keeping with this comment, the draft scope includes a sub-section ‘economic aspects’ which notes that a wider public sector perspective may be undertaken during guideline development, depending on availability of relevant data.

	107
	Royal College of Speech and Language Therapists
	EHIA
	
	This section does not appear to consider that speech, language and communication needs (SLCN) can be both a risk factor for and a consequence of domestic abuse, as highlighted in the statutory guidance to the Domestic Abuse Act (2021).  Therefore, any information or communication may need to account for SLCN for example, allowing more time for medical appointments, using easy-read literature, or augmentative and alternative communication methods such as signing.
	Thank you for your comment. We have added speech, language and communication needs to section 3.2 of the EHIA and the committee will therefore consider the issues while drafting recommendations.

	108
	Royal College of Speech and Language Therapists
	EHIA
	
	This section should also consider the impact of digital poverty.
	Thank you for this comment. We have added digital poverty to section 3.2 of the EHIA and it will therefore be considered by the committee while drafting recommendations.

	109
	Royal College of Speech and Language Therapists
	EHIA
	
	It is important that this consideration includes ‘hidden disabilities’, such as speech, language and communication needs, which may well be unrecognised and undiagnosed.
	Thank you for this comment. We have added hidden disabilities to section 3.2 of the EHIA and it will therefore be considered by the committee while drafting recommendations.

	110
	Royal College of Speech and Language Therapists
	EHIA
	
	It is important that this consideration includes ‘hidden disabilities’, such as speech, language and communication needs, which may well be unrecognised and undiagnosed.
	Thank you for this comment. We have added hidden disabilities to section 3.2 of the EHIA and it will therefore be considered by the committee while drafting recommendations.

	111
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Impacts on children should also consider the known link between mental health and speech, language and communication needs .  
Hancock, A., McGillivray, J., & Rinaldi, C. (2022). Speech, language and communication needs and mental health: The experiences of children and young people, parents and professionals. International Journal of Language & Communication Disorders, 57(3), 493–507. https://pmc.ncbi.nlm.nih.gov/articles/PMC10087343/
	Thank you for your comment. The committee will take this into account when examining the results of the evidence reviews and during drafting of recommendations.

	112
	Royal College of Speech and Language Therapists
	Draft scope 

	
	Does this include easy-read versions of information both in print and online?
	Thank you for this comment. Yes, recruitment material was available via online software or alternative format via our Project Manager.

	113
	NICE
	--
	
	test
	Test message - no response required

	114
	NICE
	--
	
	Test
	Test message - no response required


	115
	NICE
	--
	
	test
	Test message - no response required

	16
	NICE
	--
	
	Test
	Test message - no response required


	117
	Cygnet Group
	Draft scope 

	
	Yes, we feel it is clear and would be useful to the work and services we provide. 

We understand this may push the boundaries of the scope, however would like to highlight that healthcare professionals are at increased risk of being subjected to domestic abuse themselves. Could there be any consideration to the workforce within healthcare services?
	Thank-you for your response. Healthcare staff are included within the scope of the guideline in the sense that they are part of the group 'young people and adults aged 16 years and over who are at risk of perpetrating or are perpetrating domestic abuse' and 'young people and adults aged 16 years and over with direct experience of domestic abuse, as victims, when the person perpetrating the abuse is aged 16 years or over. NICE staff and committee will be mindful of the fact that healthcare professionals are at risk of experiencing domestic abuse, as well as the people they are treating or supporting.

	118
	Cygnet Group
	Draft scope 

	
	To clarify, social care in this context refers to the care and services provided through the Local Authorities and not social care providers (e.g residential social care settings).
 
NICE Guidelines need clear parameters, they are grounded in healthcare evidence based practice and so the draft scope focus in this context is suitable.
	Thank you for your comment

	119
	Cygnet Group
	EHIA
	
	Yes, we feel that it does
	Thank you for your comment.

	120
	Cygnet Group
	EHIA
	
	Not at this time
	Thank you for your comment.

	121
	Cygnet Group
	Draft scope 

	
	We want to propose that independent healthcare providers are also included within the scope. Consider changing to all healthcare services or nhs and independent health and mental health settings.
	Thank you for highlighting this. The relevant section of the draft scope has been updated to clarify that the guideline will consider all health and mental health settings in which NHS care is received or commissioned. It will also cover settings where health or mental health services work together with social care.

	122
	Cygnet Group
	Draft scope 

	
	Where the draft review plans to cover the effectiveness of interventions and approaches for a variety of areas we would like to ask the reviewing team to consider how they measure effectiveness in cases of domestic abuse, and not relying solely on numbers or data, seeking to explore feedback from survivors in a qualitative format.
	Thank you for highlighting the importance of qualitative research in the guideline development process. We agree with you on this issue and two of our draft review questions are designed as qualitative evidence syntheses, which will seek qualitative evidence of the views and experiences of people affected by domestic abuse. The questions are 'What factors influence identification and disclosure of domestic abuse to health and care professionals?' and 'What factors influence access to interventions and approaches for people experiencing, exposed to or perpetrating domestic abuse?'

	123
	King's Women's Mental Health
	Draft scope 

	
	Response to consultation on the NICE DA guideline scope
 King’s Women’s Mental Health
 What’s clear
 •	The scope is clear that this is an update/replacement of PH50, re-titled “Domestic abuse”, and that it will align to the Domestic Abuse Act 2021 definition (including coercive control, economic abuse, psychological/emotional abuse). 
•	Populations are specified with age thresholds and categories (victim-survivors aged 16+, people who perpetrate aged 16+, and children <18 exposed/affected in line with the Act). 
•	Settings are explicit: all NHS health and mental health settings, plus social care settings only where there is joint work with health/mental health services. 
•	The main activity areas (prevention, identification/disclosure, interventions/approaches, access factors, economic aspects) are clearly laid out via draft review questions. 
Where clarity could be improved from a mental health perspective
 •	“Risk factors” for prevention is underspecified and unclear. As written, it could inadvertently position mental health primarily as an individual “vulnerability” rather than also a systems/structural barrier to identification and response (including within mental health services). It would help if the scope signalled that prevention/identification will consider: (a) individual risk factors and (b) service-level mechanisms and barriers in mental health care (diagnostic overshadowing, risk management cultures, coercive control limiting disclosure, reduced continuity, etc.). The exclusion of primary preventive approaches in health settings(delivered to unselected patient populations) may risk missing opportunities to improve service quality and safety, especially given that no detail is provided on what the “risk factors” are which will form the basis of recommendations. 
•	The scope says it will not review “general principles of care covered in NICE foundational guidelines” and not cover training/competency under regulators. In practice, domestic abuse identification and response in mental health settings often hinges on training, supervision, and trauma-informed organisational practice; there is a risk that users of the guideline interpret this as “training is out of scope,” even though mental health services may need very specific capability-building to implement any recommendations. NICE may wish to clarify what will be recommended (e.g., service models/pathways, prompts, role delineation) even if competency frameworks sit elsewhere. 
•	We note that health services may identify domestic abuse in patients via disclosure, but also through information sharing pathways as part of multi-agency management processing(including MARACs and statutory MAPPA meetings). This is a critical area for recommendations to improve practice but is not explicitly included in the scope. 
•	At “interventions involving the activities of the police, criminal justice, education, early years and youth services prevention“ – this framing is reasonable but it may be worth considering a specifier like “primarily” to ensure that evidence on effective multi-agency working is not missed. 
•	Regarding “interventions for people who have experienced female genital mutilation“, it may be helpful for NICE to expand this exclusion statement, highlighting that domestic abuse overlaps with other forms of harm, and that where these forms of harm fall into the legal definition they will be included in scope. This might be relevant not only for FGM but also for non-fatal strangulation, honour-based abuse, and others. 
•	In two places the scope refers to direct experience of domestic abuse- this implies indirect experience and risks validating a tiered approach for people exposed to abuse. We would ask NICE to reconsider the use of “direct” as it may not contribute significantly to the intended meaning of the scope text. 
Usefulness to mental health work/services
 •	The scope is likely to be useful because it explicitly includes NHS mental health settings and asks review questions on (i) identification/disclosure, (ii) factors influencing disclosure to professionals, and (iii) effectiveness/access to interventions; exactly where mental health services often struggle.
	Thank you for your comment and your general support for the scope of the guideline. In terms of the areas for clarification:
 Risk factors and primary prevention - Following lengthy discussion considering yours and similar stakeholder comments, the scope has been amended, removing any mention of risk factors. It now focusses on the key areas of identification and disclosure of domestic abuse, interventions and approaches for people perpetrating or experiencing domestic abuse and access to all those services. Prevention is there therefore not listed as a key area in the final scope because primary prevention is not within the remit of this NICE guidance and because describing ‘secondary’ prevention in the context of domestic abuse is confusing when identification or disclosure are necessary conditions of secondary prevention interventions. In turn this would impact the evidence reviews, making it hard to disentangle interventions that might be relevant in both of those areas. However, the notion of preventing domestic abuse will still be relevant to the guideline especially in the area of interventions and approaches for people perpetrating domestic abuse (in terms of preventing reoffending). 

Training -  NICE recognises that training and competency requirements are generally the responsibility of professional, statutory and regulatory bodies. In line with the NICE manual for developing guidelines, the committee may make recommendations in these areas only where a clear and evidence-based need is identified and where doing so is necessary to support safe and effective implementation of the guideline. If aspects related to training or competency are not included within the evidence review questions, the committee can still consider them where issues emerge during evidence discussion - that indicate a gap in knowledge, skills or capability is a barrier to implementing the recommendations, or the committee judges that highlighting a need for training would support adoption and reduce unwarranted variation. 

FGM - in line with PH50, female genital mutilation is not within the scope of the guideline but please note that 'honour'-based abuse is included where it meets the definition of abuse in the Domestic Abuse Act 2021.
 
We agree on the importance of effective multi agency working. The scope emphasises the need for coordinated, joint approaches to identifying domestic abuse and providing appropriate support to those affected. Where services or interventions involve partnership with organisations such as the police, these will be considered within scope where the intervention is primarily health led or delivered within a health or mental health setting. This ensures that the guideline can support safe, joined up practice while remaining focused on NICE’s remit.
  
 Use of term 'direct' experience - the use of the term direct has been retained in the final version of the scope because of the need to align with the Domestic Abuse Act 2021.
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	The scope’s approach (health + mental health settings; joint work with social care; excluding specialist DA services delivered by social care alone) is understandable for NICE’s remit. 

However, we would highlight three mental health-relevant risks:
 1.	Pathway fragmentation risk (handover failure):
 Many effective responses for victim-survivors and perpetrators are delivered outside the NHS (IDVA/ISVA, refuge-based advocacy, MARAC-linked interventions, community perpetrator programmes). If the guideline excludes “social care alone,” it may still need to clearly specify referral pathways, shared care arrangements, information-sharing, and follow-up responsibilities for mental health services, otherwise the NHS component risks being limited to “identify and refer” without accountability for outcomes.
 2.	False boundary between ‘health’ and ‘social care’ in mental health populations:
 People with long-term mental health conditions (including those meeting Equality Act disability thresholds) often require coordinated packages across NHS and local authority systems. If interventions that stabilise safety (housing, advocacy, benefits/legal navigation) are treated as out-of-scope, the guideline may understate what is required to enable engagement with mental health treatment and reduce relapse/crisis.
 3.	Perpetration-focused work and safeguarding interfaces:
 For people who perpetrate domestic abuse and have mental health needs, the relevant interventions/practical responses frequently sit across probation, third sector, and social care, in addition to health/mental health. The scope does include perpetrators 16+ and asks about preventing re-offending, but it will need very clear articulation of what NHS mental health services should do (risk assessment, safeguarding, liaison, referral criteria, boundaries around “treatment vs behaviour change”). 
We would encourage NICE to strengthen the scope language around interface standards, minimum expectations for multi-agency pathways, and shared outcomes (including mental health outcomes). 
We would also encourage NICE to include public health and public mental health interventions which currently seemed to be excluded even though this is an update of the previous public health guideline. Taking a public health and public mental health perspective seems essential, as domestic abuse is so common in the general population. Using a purely risk factor approach risks excluding people who have not disclosed risk factors, such as specific mental health needs (or their experiences of domestic abuse), to treating clinicians. Public health interventions to be considered would include for example public health campaigns to the general population.
	Thank you for your comment and your support for the guideline scope, particularly the exclusion of support or interventions delivered solely by social care. By concentrating on collaborative areas—where health, mental health and social care must work together—the guideline can target the points in the system where joined up practice is essential for effective risk identification, safety planning, and support; in ways that are particularly important for the populations you describe with mental health needs. We expect that the focus on joined up responses to domestic abuse will undoubtedly be a key concern during the committee's discussion of the evidence and agreeing recommendations, and they will likely be cognisant of the dangers inherent in hard service boundaries.  
We recognise the important issues you raise regarding pathway fragmentation, the interdependence of health, mental health and social care for people with complex needs, and the practical challenges that arise when victim survivors or perpetrators move across multiple systems. While the guideline cannot include interventions delivered solely by social care or other sectors, the committee may consider how recommendations for health and mental health settings can promote clearer expectations around liaison, referral, information sharing and follow up responsibilities. This may include highlighting the importance of robust interface arrangements and multi-agency safeguarding processes so that people are not lost between services, particularly where safety, housing or advocacy support is essential to enable engagement with mental health treatment.
 We also acknowledge the need for clarity around responses to people who perpetrate domestic abuse and who have co existing mental health needs. The guideline will remain focused on evidence based clinical practice within NHS commissioned services, but the committee may consider where it is appropriate to outline evidence-based recommendations for safe enquiry, risk assessment, and coordination with wider perpetrator management arrangements.
 Regarding public health and public mental health, although the guideline will not review population level interventions such as public campaigns, the committee may consider how relevant public health principles—such as early identification, reducing barriers to disclosure, and improving accessibility of support—can be reflected within a health and mental health context where they directly support frontline clinical practice. This approach maintains NICE’s remit while acknowledging the broader population level nature of domestic abuse.
 Thank you again for these detailed considerations. They will continue to inform the committee’s work to ensure that the guideline offers clear, practical and evidence-based recommendations. 
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	Strengths
 •	The EHIA covers a wide range of protected characteristics and inclusion health groups, and it explicitly notes intersectionality and cumulative disadvantage. 
•	It includes several groups highly relevant to mental health inequities and domestic abuse: disabled people, Deaf people, LGBT+ and trans people, minoritised ethnic communities, migrants/insecure immigration status, homelessness, substance misuse, care leavers, and trafficking survivors. 
•	It recognises service capacity constraints and specifically notes inability to meet needs including accommodating mental health conditions as a reason safe accommodation referrals could not be supported: this is a crucial “system barrier”. 
Gaps / places to strengthen
 •	Mental health is not consistently treated as an inequality mechanism (in its own right). The EHIA refers to disability and notes mental health conditions in the safe accommodation context, but it doesn’t fully develop how mental ill-health can be:
 o	a barrier to disclosure (fear of being disbelieved; fear of child removal; fear of coercive responses),
 o	a barrier to being asked (diagnostic overshadowing; risk/safety prioritisation crowding out enquiry),
 o	a barrier to accessing DA interventions (thresholds/exclusions; “too complex”/“not ready”; medication/sedation; inpatient restrictions),
 o	and a barrier created by service design.
 
•	Underserved mental health populations are under-specified. The EHIA mentions neurodivergent people and learning disability briefly, but mental health settings particularly need explicit attention to secondary care as well as primary care. People receiving interventions from secondary mental health care are at considerably higher risk of experiencing domestic abuse with less of a gender difference in risk of being a survivor. Therefore there are high risks for those with::
 o	severe mental illness including psychosis,
 o	personality disorder diagnoses (especially given the stigma in relation to this diagnosis),
 o	people detained under the Mental Health Act (where control/containment dynamics can interact with coercive control),
 o	perinatal mental health service users (noted in scope “related NICE guidance,” but the EHIA could make the service pathway implications more explicit). 
We suggest NICE more explicitly frame mental ill-health and mental health service contact as both a risk context and a structural barrier.
	Thank you for your comment and for highlighting the extent of issues around mental health in this context. In response, we have expanded on mental health in section 3.2 of the EHIA, and as such, the issues will be discussed by the committee when they are drafting recommendations.
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	1.	Risk of discriminatory responses in mental health services
 People labelled with certain diagnoses (e.g., personality disorder), people with psychosis, and people using substances may be perceived in ways that reduce help-seeking and safe enquiry. This is an equality issue because it systematically affects access/quality of response within mental health care.
 2.	Safeguarding-related fear as a barrier to disclosure
 For parents (especially minoritised, migrant, and disabled parents), fear that disclosure will trigger child safeguarding actions can be a major deterrent. This interacts with mental health stigma and can be amplified when people are already known to services.
 3.	Inpatient and crisis settings
 The scope covers all NHS mental health settings, but it would be useful to explicitly consider the identification and response to domestic abuse in psychiatry acute wards, crisis teams, liaison psychiatry, and emergency pathways, where privacy, safety planning, and perpetrator contact management can be particularly challenging.
 4.	Digital and communication inequalities
 The EHIA notes Deaf people and interpreting barriers; it could also flag digital exclusion and literacy barriers in modern service models (online triage, digital front doors, app-based communication). This matters for people with severe mental illness, cognitive difficulties, poverty, and those under coercive control. (The scope lists an HTE on digital front door tech as potentially affected by the guideline, which makes this especially relevant.) 
5.	Suicidality, self-harm, and trauma presentations as “routes in”. Indeed there is increasing evidence of an increased risk of suicide for both survivors and perpetrators of domestic abuse.
 Many survivors present to mental health services via self-harm/suicidality/PTSD symptoms rather than disclosure. The guideline may be more implementable if it explicitly addresses DA enquiry and response within these common clinical presentations.
	Thank you for this list of comments. We have added each area to section 3.2 of the EHIA, post consultation amendments.
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	This guideline was widely welcomed.
 Most of the themes in the panel’s responses were mentioned by two or more respondents, suggesting a strength of opinion on what matters. 

One respondent felt that NICE guidance is unnecessary as it is difficult to apply an 'evidence base' to what is a wide ranging social and emotional problem, requiring an ethical and common-sense approach. Others, however, felt that the scope effectively captures core primary care priorities like identification, disclosure, prevention, and support access.
 One stated that they welcomed the focus on digitalisation. Whilst this is a very pertinent issue also mentioned by several others, ‘digitilisation’ / ‘online’ etc are not words that appear in the draft scope. Perhaps this is a significant omission?
	Thank you for your comments and for welcoming the guideline. Digitalisation is not explicitly mentioned in the scope. However, the scope definition of domestic abuse is aligned with the Domestic Abuse Act 2021, which does cover domestic abuse via digital means so it will therefore be addressed by the guideline. Similarly, digital routes for preventing or identifying domestic abuse and/or use of digital interventions have not been excluded from the scope. The guideline committee will advise on detailed parameters of each review question, which will be outlined in the review protocols.
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	Please ensure that the guidance includes all seven types of abuse: physical, emotional, coercive control, financial, sexual and tech abuse. It isn’t clear from the list whether all will be covered.
 
There was particular support for the inclusion of guidance on coercive control, post-separation abuse, and children’s rights as victims.
 
Digitilisation and data protection 
Please ensure that guidance addresses online harassment, stalking via tracking apps, or abuse through shared digital devices. GPs may first encounter these via vague symptoms like anxiety or sleep disturbance.
	Thank you for your comments. Abusive behaviour in line with Domestic Abuse Act 2021 [(a)physical or sexual abuse; (b)violent or threatening behaviour; (c)controlling or coercive behaviour; (d)economic abuse; (e) psychological, emotional or other abuse] is included in scope. 

Children are included in the scope of the guideline, as per the Domestic Abuse Act 2021 (if sees or hears, or experiences the effects of the abuse, and personally connected to victim or perpetrator).  

Digitalisation is not explicitly mentioned in the scope. However, the scope definition of domestic abuse is aligned with the Domestic Abuse Act 2021, which does cover domestic abuse via digital means so it will therefore be addressed by the guideline. Similarly, digital routes for preventing or identifying domestic abuse and/or use of digital interventions have not been excluded from the scope. The guideline committee will advise on detailed parameters of each review question, which will be outlined in the review protocols.

	129

	NICE GP Reference Panel
	Draft scope 

	
	Please include specific guidance for particularly vulnerable groups: those with long term disabilities, asylum seekers, the elderly, trans and LGBTQIA+ community members, and pregnant persons.
 
People who are recent immigrants and are unable to speak English are at a high risk of domestic abuse. Family members often interpret for them, and may be the perpetrators. The guideline should clarify how such victims can access the service without relying on family members.
 
One member highlighted the problem of domestic abuse suffered by or perpetrated by members of the health professions. There may be parallels with other walks of life and cultural contexts. It is likely to be significantly under-recorded and there are complexities for disclosure, management, and govemance. Issues like position power, the employer and regulator actions arising from a safeguarding report (on perpetrators, victims and whistle-blowers), and the balance of needs for the service/ patient/ involved individuals. In health care, consent for disclosure can be overridden due to public safety interests.
	Thank you for these comments. The committee will consider people with protected characteristics and groups experiencing health inequalities throughout guideline development, informed by the EHIA and this consultation. Additional groups—including neurodivergent people, people who speak English as an additional language, and the armed forces community—have been added to guide the committee’s discussions. Issues relating to disabled people, older adults, LGBTQIA+ communities and pregnant people are already captured within the EHIA sections on protected characteristics and inclusion health groups. We expect that the issues you raise regarding safe communication, access to independent translation, and trauma informed enquiry will be considered during guideline development, alongside evidence on best practice in supporting people facing language or cultural barriers.
 We also acknowledge your comments regarding domestic abuse experienced or perpetrated by members of the health and care workforce. The committee may discuss and consider the complexities associated with the issues you mention where relevant evidence is available. Issues such as emotional and financial abuse, homelessness, suicide risk, and parenting challenges will be examined within the committee’s wider equality and inclusion discussions. Barriers faced by men experiencing domestic abuse, as well as concerns relating to digital and technology facilitated abuse, will also be reflected in the evidence review where supported by the scope and available research.
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	Please highlight, in straightforward terms, the services available nationally for each age groups. Please include advice on when to involve safeguarding teams and the Police.
 
Digitilisation and data protection
 Please include guidance on the safe documentation of abuse in view of likely future digital access legislation. A major risk to victims is where abusers coerce victims into showing them their medical notes on their phones. 

As family doctors, we are also in the unique position of holding records on multiple patients who may be victims or perpetrators. This perspective is utilised when completing MARAC reports, in the best interests of all involved and in public interest. How should we manage the information we hold?
 
Please include guidance on identification of domestic abuse during remote/telephone consultations, which lack non-verbal and other cues from the victim or anyone else who might be present.
	Thank you for your comments. The guideline development process will consider the evidence base with respect to best evidence-based practice (within NICE remit). We expect that the issues you mention will be considered by the committee in order to support clear and practical recommendations that promote timely, safe and effective care.
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	Several panel members welcomed the inclusion of prevention. The previous guidance did not cover primary prevention of domestic abuse. It is a challenging topic as it deals with attitudes, values and existing systems. NICE has an opportunity to educate about healthy relationships and the signs of abuse.
 
There were some differences between respondents on the subject of screening. One suggested that screening accuracy is not reliable. Another commented that “evidence shows high patient support for this, yet stigma remains a barrier”.
 
If screening appears effective, please consider the place of validated tools like the Woman Abuse Screening Tool (WAST-short) for opportunistic screening during routine appointments for at-risk groups e.g., when registering with a GP, pregnant patients and those with mental health issues.
	Thank you for your comments. We recognise the strong interest in prevention and note that the previous guideline (PH50) did not include primary prevention. As with PH50, primary prevention sits outside the remit of this guideline. Following feedback from several stakeholders, the final scope does not explicitly refer to secondary prevention either. Stakeholders highlighted that distinguishing secondary prevention in the context of domestic abuse can be confusing, because identification and disclosure are necessary conditions for any such interventions, and this would risk creating ambiguity within the evidence reviews. These changes aim to provide greater clarity and ensure the scope remains practical and methodologically coherent.
 The committee may consider how, within health and mental health settings, early identification and trauma informed responses can promote awareness of healthy relationships and support people when signs of abuse are present. The notion of preventing domestic abuse will also remain relevant in relation to interventions for people perpetrating domestic abuse, particularly where evidence supports approaches that help reduce reoffending.
 Regarding screening, we note the differing perspectives described. NICE will review available evidence on the accuracy, acceptability, implementation feasibility and potential harms of screening and enquiry approaches, including validated tools where appropriate. Any recommendation about the use of specific tools would depend on the strength and quality of the evidence and whether their use is appropriate, feasible and safe within NHS commissioned services. The committee will consider these issues when reviewing evidence relating to identification, disclosure and relevant intervention pathways.
 Thank you again for your contribution. Your feedback will be considered as the committee undertakes its evidence review and develops recommendations that are both evidence -based and practical for frontline health and mental health services.
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	In primary care, disclosure is often indirect and develops over time. This may take the form of ongoing, low-intensity support over multiple consultations. Disclosure may also occur during consultations for unrelated problems. Victims may not be aware that they are subject to domestic abuse (an interesting reference is ‘Call the midwife’ BBC TV 25/1/26 !). Concerns about children exposed to domestic abuse are often identified indirectly through adult consultations rather than by direct child presentation.
 
Outcomes such as opportunity for disclosure, safe follow-up, and ongoing engagement may better reflect effectiveness in primary care.
 Please advise on posters about domestic abuse and the support available. As well as in health care settings you may consider their use in clubs, councils, educational facilities, supermarkets, and on TV, radio and podcasts.
 
Reducing barriers
 Disclosure is inhibited by cultural and religious barriers, family pressure and language barriers. Please give advice on victims being seen alone, even if they can't speak English, and the use of translation services.
 Asylum seekers may have fear of repercussions on immigration status as well as language barriers.
 
Male victims
 Male victims and victims in same sex relationships are more likely to be overlooked. 
Victims are often emotionally and financially abused. They are at greater risk of homelessness and suicide and may struggle for access to their children. One respondent sent this link: https://www.instagram.com/thetinmen/?hl=en
 
Digitilisation
 Clear signposting to digital safety resources would aid disclosure.
 
‘Cultural incongruence’
 Both the workforce and the populations they serve are increasingly multi-cultural and increasingly diverse. Please bear in mind the problem of cultural incongruence where the background and norms of health and social care professionals differs from that of the people they are assessing. Education alone is unlikely to help. Missteps may have consequences for the victims, but may also lead to complaints and disciplinary action against the professionals. Where cultural incongruence is present, this should be recognised and additional measures built in to minimise any barriers, adverse consequences, and professional risk.
	Thank you for these comprehensive comments. Many of the issues align with areas reflected in the draft scope and EHIA, including safe opportunities for disclosure, culturally and linguistically appropriate communication, and the need to consider equality and inclusion health throughout guideline development. 
We recognise that disclosures may occur in a range of contexts, including when people present with unrelated concerns. Trauma informed and culturally sensitive enquiry has been identified as an important theme during scoping and will be explored in the evidence review and committee discussions.
 
Public awareness materials are not specifically covered within the scope; however, stakeholder feedback on wider public health and community based approaches—such as posters in healthcare and community settings—will be noted where relevant to implementation related to identification, disclosure or access to support within health and mental health care settings.
 
The EHIA highlights language barriers and now includes a post consultation addition relating to people who speak English as an additional language. Your comments on the need for safe communication and access to independent interpretation, including ensuring victims are seen alone and not relying on family members, are consistent with these points and will be considered during evidence review. Concerns about cultural and religious barriers, fear of repercussions, and community pressures align with issues identified in the EHIA, including intersectionality and cumulative disadvantage. For people seeking asylum, the EHIA notes the need to consider groups facing health inequalities; the points you raise around fears of immigration related repercussions will be considered where relevant. The EHIA also recognises that LGBTQIA+ communities and men who experience domestic abuse may face additional barriers and be underserved. Issues such as emotional and financial abuse, homelessness, suicide risk and parenting challenges will be considered within the committee’s equality discussions.
 
Comments on signposting to digital safety resources are consistent with stakeholder feedback on technology facilitated abuse, which is included within the definition of domestic abuse in the scope. Domestic abuse interventions provided digitally, are also included within scope. These issues will be examined where supported by evidence.
 
Your comments regarding cultural incongruence, potential consequences for victims, and professional risks for staff will be noted for the committee when reviewing evidence on culturally sensitive and trauma informed enquiry. 

Finally, although guideline development will not set out procedures for training or training curricula, NICE methods allow for the committee to potentially identify gaps in professional knowledge or capability that could affect implementation and to make high level recommendations where appropriate.
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	Access to interventions in primary care is influenced by system factors such as registration status, continuity of care, language or cultural barriers, digital exclusion, and variability in local service availability.
 
Please consider the approach when GPs provide on-going management e.g. when access to specialist support is delayed or variable.
 
Management of rejected referral
 Even if GPs identify non-physical abuse e.g. coercive control, social care thresholds may preclude any action and the Police require a crime to be committed. Please provide guidance on how to proceed where concerns remain. Are there pathways to escalate further? If not, how should primary care manage this ‘management gap’?
 
Complex factors
 Primary care frequently manages victims and perpetrators presenting with related issues (e.g., substance misuse). Please include advice on safety planning, risk assessment, links to MARACs, and referral pathways enhancing multi-agency working.
	Thank you for highlighting these important considerations relating to primary care. We recognise that access to interventions can be affected by wider system factors—including registration status, continuity of care, cultural or language barriers, digital exclusion and local service variability—and that these factors can influence how, when and whether people disclose domestic abuse. The committee will consider evidence on approaches that support equitable access and help primary care respond effectively within the constraints of local service availability.
 We also note your points regarding circumstances in which GPs may be required to provide ongoing management when access to specialist support is delayed, unavailable or variable. The committee may consider how recommendations can support clinicians to provide safe interim responses that align with safeguarding processes, local pathways and multi agency arrangements.
 Your comments about rejected referrals and situations where concerns remain despite thresholds not being met are also recognised. Although the guideline cannot create or mandate new escalation routes, the committee may consider evidence relating to safe enquiry, documentation, liaison with safeguarding teams, and circumstances in which continued monitoring, safety planning or further professional consultation may be appropriate. This will help ensure that primary care professionals are supported in managing uncertainty within existing statutory and organisational frameworks.
 Regarding cases where domestic abuse co occurs with other complex needs—such as mental health problems, substance misuse or social vulnerabilities—we agree that clear signposting to safeguarding pathways, risk assessment processes and multi-agency working (including MARACs where appropriate) is important. The committee will take these issues into account when examining the evidence on identification, disclosure and coordinated responses across health and mental health settings.
 Thank you again for your contribution. Your feedback will support the committee in developing evidence based and practicable recommendations that strengthen safe, coordinated responses to domestic abuse in primary care.
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	Our respondents suggested a number of guidelines that might link with the revamped PH50. As well as those connections already identified please also link to guidance on termination of pregnancy and PTSD.
 Please include or link to advice about diagnosis in victims who present with somatic disorders as a manifestation of emotional abuse.
 
One member suggested that mental health services should screen for domestic abuse when dealing with new onset of mental health problems and also pointed out that often perpetrators are themselves psychologically disturbed and need treatment and support.
	Thank-you for your comments. The NICE PTSD guideline has been added to 'NICE guidance and quality standards that may be affected by this update'. Other NICE guidance products will be reviewed once the domestic abuse guideline is finalised. Regarding mental health services, this setting is included in planned work on identifying domestic abuse, including support for disclosure.
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	Access to interventions in primary care is influenced by system factors such as registration status, continuity of care, language or cultural barriers, digital exclusion, and variability in local service availability. Please also ensure that economic modelling recognises the value of early identification, repeated engagement, and prevention of escalation, rather than specialist intervention alone.
 

	Thank you for your comment. Economic aspects will be considered for all areas identified in the scope. We will also undertake de novo modelling in areas prioritised by the committee. Economic modelling will utilise the effectiveness outcomes identified in the review protocols, which will be agreed with the committee, and may include the outcomes you refer to. This comment was related to the economic impact of domestic abuse within the health professional community, and it is likely to be equally important in many other fields. Economic impact is therefore likely to be significant but unquantified in terms of performance and productivity, absences and attrition, presenteeism and the direct need for healthcare.
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	Although the draft scope indicates that education will not be covered, one respondent highlighted the importance of clinician confidence in knowing how to approach conversations on domestic abuse as well as what to do.
	Thank you for this comment. NICE recognises that training and competency requirements are generally the responsibility of professional, statutory and regulatory bodies. In line with the NICE manual for developing guidelines, the committee may make recommendations in these areas only where a clear and evidence‑based need is identified and where doing so is necessary to support safe and effective implementation of the guideline. If aspects related to training or competency are not included within the evidence review questions, the committee can still consider them where issues emerge during evidence discussion - that indicate a gap in knowledge, skills or capability is a barrier to implementing the recommendations, or the committee judges that highlighting a need for training would support adoption and reduce unwarranted variation. 

In such cases, the committee may make high level recommendations for action, and the NICE implementation team can work with relevant professional bodies to explore specific training needs, in keeping with the manual. Excluding detailed training content from the formal review therefore does not prevent the committee from identifying and considering these issues during guideline development. It simply ensures that any resulting recommendation and rationale remain within NICE’s remit and are supported by the committee’s collective expertise and the evidence presented.
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	Local needs assessments should mandate equality audits.
	Thank you for this comment. While NICE recognises the importance of considering equality and health inequalities in local planning, mandating equality audits is outside the remit of a NICE guideline. The guideline can make high‑level recommendations where evidence indicates that assessing local needs or disparities would support implementation. For example, where the evidence indicates that local assessment of need, service gaps or disparities would improve implementation, the committee may make high‑level recommendations, such as for systems to consider undertaking such work. We expect that your comment will be considered by the committee as part of its equality and health inequalities discussions.
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	The guidance may also wish to consider substance use or mental health coercion, and technology facilitated abuse, although these may be covered in the “other abuse” category.

	Thank you for your comment. We recognise that substance use related or mental health related coercion, as well as technology facilitated abuse, can be important components of people’s experiences of domestic abuse. While the scope does not list every form of abuse separately, these behaviours fall within the broader patterns of coercive control and psychological abuse reflected in the guideline scope. The committee may consider evidence on these forms of abuse where it is relevant to health and mental health settings and may reflect them in recommendations where supported by the evidence. Thank you again for raising this, which will help ensure that the guideline remains sensitive to the range of tactics used to harm, isolate or control individuals.
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	It would be useful to describe what the risk factors for prevention are. These are currently underspecified.
	Following lengthy discussion in light of yours and similar stakeholder comments, the scope has been amended, removing wording related to risk factors. It now focusses on the key areas of identification and disclosure of domestic abuse, interventions and approaches for people perpetrating or experiencing domestic abuse and access to all of those services. Prevention is there therefore not a key area in the final scope because primary prevention is not within the remit of NICE guidance. That said, the notion of preventing domestic abuse will still be relevant to the guideline especially in the area of interventions and approaches for people perpetrating domestic abuse (in terms of preventing reoffending). We hope that these changes and our explanation help to clarify the guideline scope and address your query.
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	Support services are often delivered in social care settings. Moreover, perpetrator programmes may be initiated in criminal justice settings but delivered in health and/or social care settings: e.g. substance use treatment settings
 Domestic abuse is often identified in the context of children’s social care services where children’s witnessing of domestic abuse becomes a  child protection concern. Victims of Domestic abuse – particularly those with co-occurring substance use problems and/or mental health disorders, may be considered unable to protect their children leading to the removal of children. Without clear referral pathways, shared care arrangements and information-sharing for victims of domestic within social care settings, victims who are parents, may be deterred from disclosing domestic abuse or seeking help.
	Thank you for your comment and for highlighting these important points about how domestic abuse is often identified and responded to within social care settings, and the implications this has for victims who are parents, particularly those with co-occurring substance use or mental health needs.
 
While the guideline’s remit remains focused on interventions delivered within health and mental health settings (and jointly with social care where health is involved), we recognise the concerns you raise about fragmented pathways, the central role of children’s social care in identification, and the potential for fear of child removal to deter disclosure. These are significant system level issues that can impact whether victims are able to engage safely with health and mental health services.
 
Although the scope has not been amended, we have noted your comments for consideration during guideline development. When reviewing the evidence and drafting recommendations, the committee will consider how health and mental health services can contribute effectively to clear referral pathways, safe information sharing, and coordinated approaches that support engagement and minimise unintended harms to parents seeking help.
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	The assessment template lacks detail on perpetrators of domestic abuse.To note, WHO are also updating their clinical and policy guidelines: Responding to intimate partner violence and sexual violence against women. Reviews have been undertaken and considered by the guideline development group.
	Thank you for highlighting the ongoing work by WHO on domestic abuse. The team is aware of this; NICE will keep abreast of this work as it evolves and where appropriate will refer to the evidence-base used for the guideline.
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	In addition, barriers are faced by people who are victim/survivors or perpetrators who use alcohol and drugs, are homeless and/or have mental health problems.
 Fox S (2020), "[…] you feel there’s nowhere left to go: the barriers to support among women who experience substance use and domestic abuse in the UK". Advances in Dual Diagnosis, Vol. 13 No. 2 pp. 57–71, doi: https://doi.org/10.1108/ADD-09-2019-0010
 Hameed M, O'Doherty L, Gilchrist G, Tirado-Muñoz J, Taft A, Chondros P, Feder G, Tan M, Hegarty K. Psychological therapies for women who experience intimate partner violence. Cochrane Database Syst Rev. 2020 Jul 1;7(7):CD013017. doi: 10.1002/14651858.CD013017.
 Mental health support for survivors of DA is vital - SafeLives
 Understanding domestic abuse interventions for women experiencing multiple disadvantage
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 Bailey, K., Trevillion, K., Gilchrist, G. (2019) “We have to put the fire out first before we start rebuilding the house”: Practitioners’ experiences of providing integrated care to women with histories of substance misuse, post-traumatic stress disorder (PTSD), and interpersonal violence.  Addiction Research & Theory. https://doi.org/10.1080/16066359.2019.1644323
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Gilchrist, G., Dennis, F., Radcliffe, P., Henderson, J., Howard, L.M., Gadd, D. (2019) The interplay between substance use and intimate partner violence perpetration: A meta-ethnography. International Journal of Drug Policy, 65:8-23. https://reader.elsevier.com/reader/sd/pii/S0955395918303104?token=807FFE23FE1DAA3EE3F41DA4533690A337B8A6F3F3089C73F17005EA5EE0A03EFBE55F7966CCA71B4F4365C2DCD99622 

Gilchrist, G., Radcliffe, P., Noto, A., Flavia, A. (2017) The prevalence and factors associated with ever perpetrating intimate partner violence by men receiving substance use treatment in Brazil and England: a cross-cultural comparison.  Drug and Alcohol Review. 31(1): 34-51. http://onlinelibrary.wiley.com/doi/10.1111/dar.12436/full                                                                      This paper was among the journal’s most frequently downloaded in the 12 months after online publication. As of year-end 2017 this article received 680 downloads.
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While young people are mentioned, older victims are not considered.
	Thank you for highlighting this evidence base concerning the intersections between domestic abuse, substance use, homelessness and mental health needs. We recognise that people experiencing multiple disadvantage often face significant barriers to accessing support, and that these factors can influence both victim survivor experiences and pathways into care, as well as perpetration and reoffending risks.
 While the guideline cannot address all interventions delivered solely within substance use, homelessness or social care services, the committee will consider evidence relevant to health and mental health settings where these complex needs co-occur. This includes evidence on safe enquiry, trauma informed responses, managing co morbidities, and effective liaison with specialist services. The guideline may also reflect the importance of multi-agency working, shared safeguarding processes, and clarity around referral pathways where complex needs increase risk or make engagement with services more challenging.
 We also note your reference to interventions and research focused on perpetrators with co-existing substance use or mental health difficulties. As set out in the scope, interventions and approaches for people perpetrating domestic abuse—particularly where this support risk reduction and prevent reoffending—remain within the remit of the guideline. The committee may consider relevant evidence where such interventions interface with health and mental health practice.
Your point regarding older people is also appreciated. The EHIA now notes that older victim survivors may experience distinct patterns of harm, additional barriers to disclosure, or different service needs. Where evidence is available, the committee will consider how best to ensure that recommendations are applicable across age groups, including older adults.
 Thank you again for your contribution. Your feedback, and the extensive literature you cite, will inform the committee’s consideration of evidence where it is relevant to health and mental health settings and supports the development of clear, evidence-based recommendations for people with complex and overlapping needs.
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	Data on the higher prevalence of domestic abuse in the above mentioned groups is lacking.
 Tirado-Muñoz J, Gilchrist G, Fischer G, Taylor A, Moskalewicz J, Giammarchi C, Köchl B, Munro A, Dąbrowska K, Shaw A, Di Furia L, Leeb I, Hopf C, Torrens M. Psychiatric comorbidity and intimate partner violence among women who inject drugs in Europe: a cross-sectional study. Arch Womens Ment Health. 2018 Jun;21(3):259-269. doi: 10.1007/s00737-017-0800-3. 
Experiences of Domestic Violence and Mental Disorders: A Systematic Review and Meta-Analysis | PLOS One
	Thank you for your comment and for bringing this systematic review to our attention, which will contribute to our evidence review process.  
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	The topic team intend to review evidence on interventions for domestic abuse. People who use substances, who are homeless or who have mental health problems omitted from the list. Recent Cochrane review highlights gaps for these groups
 Hameed M, O'Doherty L, Gilchrist G, Tirado-Muñoz J, Taft A, Chondros P, Feder G, Tan M, Hegarty K. Psychological therapies for women who experience intimate partner violence. Cochrane Database Syst Rev. 2020 Jul 1;7(7):CD013017. doi: 10.1002/14651858.CD013017
	Thank you for your comment. We recognise the importance of reviewing the evidence base related to domestic abuse and people who use substances, who are homeless, or who have mental health problems, including those identified in the Cochrane review you referenced. While the scope does not list every population subgroup individually, these groups are not excluded from the guideline. The committee may consider evidence relevant to health and mental health settings where domestic abuse co-occurs with substance use, homelessness or mental health difficulties and where it meets the inclusion criteria for the evidence review.
 The committee may explore considerations that support safe enquiry, trauma informed responses and effective coordination of care for people with multiple and overlapping needs. Thank you again for drawing attention to these issues; your feedback, along with the guideline EHIA, will inform the committee’s approach to reviewing and interpreting the evidence.
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	People with lived experience of substance use and/or mental health and key stakeholders (e.g. service providers) from these support sectors have been omitted from the list.
	Thank you for this comment. We have added to the list in sections 3.2 and 3.3 of the EHIA, post consultation comments.
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	Ensure the committee has representation from the substance use, mental health and domestic abuse fields – both academic and practitioner.
	Thank you for your comment. The guideline committee will be multi-disciplinary with a range of multi-professional and lay members. NICE methods also allow for expert witness testimony to provide specialist or lived‑experience evidence directly to the committee as necessary.
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	We are concerned that young people under the age of 16 years who are experiencing, or perpetrating, domestic abuse within their intimate relationships have not been considered
	Thank you for this comment. Young people under 16 who experience or perpetrate intimate partner abuse are not covered by the Domestic Abuse Act 2021, which applies only to individuals aged 16 and over; instead, any abusive behaviour in their relationships is legally treated as child abuse and addressed through child safeguarding procedures. Protection for this group comes primarily from the Children Act 1989, which obliges local authorities to safeguard children at risk of harm, including physical, emotional, or sexual abuse. Where sexual behaviour is involved, the Sexual Offences Act 2003 provides additional safeguarding, as anyone under 16 cannot legally consent to sexual activity. Government statutory guidance reinforces that abuse between under 16s is currently managed through child protection frameworks rather than domestic abuse legislation.
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	We believe independent healthcare needs to be included as well - victims attending any healthcare setting need, and deserve, the same response
	Thank you for your comment. We recognise the importance of ensuring that people affected by domestic abuse receive a safe, consistent and trauma‑informed response wherever they access healthcare. This guideline is intended to apply to health and mental health services where care is NHS‑provided or NHS‑commissioned, in line with NICE’s remit. Independent healthcare settings are not directly covered unless the service is commissioned by the NHS.
 However, we are aware that NICE guidelines are often used by independent and private providers to inform their practice. Although the guideline does not set requirements for independent healthcare, the committee will aim to develop clear, evidence‑based recommendations that can support good practice across the wider healthcare system, including settings outside the NHS where providers choose to adopt them. Thank you again for raising this issue.
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	We believe this all needs to be linked to existing child and adult safeguarding professional responsibilities and processes.
 It is important to be clear that children are victims in their own right as per The Domestic Abuse Act 2021 and therefore an appropriate safeguarding response is required.
 
We would like to know if Honour Based Abuse will be included.
	Thank-you for your comment. The relevant section of the draft scope has been updated to clarify that honour-based abuse will be considered. Children are included in the scope in line with the Domestic Abuse Act 2021 - Babies, children and young people aged under 18 years who see, hear or experience the effect of domestic abuse and are related to or under the 'parental responsibility' of the victim or person perpetrating the abuse.
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	We think it is important that NICE guidance links to the professional responsibilities already outlined by professional bodies. It is important that align and not be in conflict with each other.
 
The RCGP has some resources that we believe may be useful to include/signpost users to:
 
RCGP Safeguarding hub which houses all our safeguarding resources:
 Course: Safeguarding Hub | RCGP Learning
  
 RCGP safeguarding toolkit
 RCGP Safeguarding toolkit: Introduction | RCGP Learning
  
 Specific resources on child sexual abuse start here in the toolkit:
 RCGP Safeguarding toolkit: Sexual abuse | RCGP Learning
 (The subsequent sections are on working with families affected by child sexual abuse, online child sexual abuse and exploitation, CSE, CCE, harmful sexual behaviour and IICSA)
  
 Our joint RCGP/Centre for expertise on Child sexual abuse resource ‘Talking about child sexual abuse: tackling professional concerns’ is here:
 RCGP Safeguarding toolkit: Talking about child sexual abuse | RCGP Learning
  
 Part 2A of our toolkit is dedicated to the identification of abuse and neglect in children
 RCGP Safeguarding toolkit: Part 2A: Identification of abuse and neglect | RCGP Learning

	Thank you for your comment. We agree with you about the crucial importance of ensuring alignment and avoiding conflict with existing guidance. The committee will take this into account when examining the review questions and during drafting of recommendations.
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	We believe it is important to be  clear that they are victims in their own right as per The Domestic Abuse Act 2021
	Thank you for your comment. The draft scope notes at the section 'People who the guideline covers' that children are included in the scope in line with the Domestic Abuse Act 2021 - 'Babies, children and young people aged under 18 years who see, hear or experience the effect of domestic abuse and are related to or under the 'parental responsibility' of the victim or person perpetrating the abuse.'  We appreciate this is an important matter for the guideline committee to cover.
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