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Introduction: Domestic violence is a worldwide issue of significant concern due to its high global prevalence rates, societal costs, and the pervasive individual-level effects on physical, mental, economic, and social health and functioning. There is therefore an urgent need to deliver effective and consistent recovery services in order to mitigate the harmful societal and individual-level impacts of experiencing domestic violence and to promote victim-survivor recovery and wellbeing. This paper reviews the literature around practice models and frameworks for recovery after domestic violence and proposes the need for a holistic, trauma- and violence-informed approach to facilitate recovery and healing.



Findings: Research indicates that formal supports improve recovery and wellbeing outcomes for victim-survivors, despite some literature gaps. Trauma-and-violence-informed approaches to care and holistic support are proposed as a means of improving recovery services and minimising harm to victim-survivors while maximising wellbeing. However, the literature reveals existing service gaps, including a lack of trauma-informed services and service providers engaging in practices that are retraumatising for victim-survivors.



Discussion: The review findings indicate the lack of a clear and consistent evidence-based recovery framework to provide holistic, trauma-and-violence-informed care that is tailored to the needs of victim-survivors of domestic violence.



Conclusion: We present the development of the s-CAPE trauma and recovery program, an integrated, holistic, trauma-and-violence-informed framework for recovery after domestic violence. s-CAPE was developed in Australia's first holistic, women's-only trauma treatment facility and is evidence-based and designed to address current service gaps, promoting positive recovery outcomes for victim-survivors.
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1 Introduction

Domestic violence is a global epidemic, with prevalence data indicating that 30% of women worldwide, or one in three women, have experienced physical and/or sexual violence in their lifetime by an intimate partner or other family member (1, 2). The term “domestic violence” is often used interchangeably with “intimate partner violence” or “family violence”. The concept refers to controlling, threatening, or coercive behaviour intended to cause harm or suffering, perpetrated by a current or former intimate partner, or another family member or relative; the violence can be physical, sexual, psychological, emotional, financial, or spiritual in nature (3, 4). Domestic violence perpetrators tend to engage in a combination of these types of violent behaviour (5). The World Health Organization (WHO) recognizes domestic violence as a form of violence against women, with 38% of murders of women committed by intimate partners (2). This is despite concerted efforts made by international bodies, service providers, specialist practitioners, survivor advocates, policy makers, and researchers aiming to reduce the violence.

The health consequences of domestic violence are pervasive, affecting victim-survivors’ short-term and long-term wellbeing and prognosis for recovery, impacting their sexual health, and increasing their likelihood of miscarriage, traumatic brain injuries, depression, post-traumatic stress disorder (PTSD), anxiety disorders, pain syndromes, eating disorders, and suicide attempts (6–12). A combination of physical, sexual, and psychological violence has been shown to have the strongest association with mental health difficulties, including depression and PTSD (5, 13). The social consequences affect victim-survivor's ability to live safely due to homelessness, isolation resulting from stigma, loss of employment, and negative impacts on educational attainment, earnings, and both theirs and their children's ability to meaningfully re-integrate into society (14–18).

In terms of the economic cost, data are available from few countries. According to the United Nations, the economic cost of violence against women globally was estimated to be 1.5 trillion US dollars in 2016 (19). The financial cost of violence against women and their children in Australia in 2015–2016 was estimated to be 22 billion dollars (20). This cost was attributed to the pain and suffering caused by domestic violence and its impacts on children, the healthcare system, service consumption, loss of income tax, and welfare (20). Despite the significance of these individual and societal level impacts of domestic violence, there is a lack of clear and consistent approaches regarding treatment options for victim-survivors. Holistic, evidence-based methods to help women and children recover from domestic violence are lacking. Therefore, a practice framework to support victim-survivor recovery is urgently needed.



2 Method

A narrative literature review was undertaken as the extant literature in this area is limited. The search guidelines used were to explore the extant literature for any type of intervention to address recovery from domestic abuse. A search of various databases such as EBSCOHOST, Medline, PubMed etc. did not display the presence of a trauma and holistic recovery program for victim-survivors of domestic abuse. Therefore, an extended literature review or any other type of review, such as a systematic review was not warranted. Here, we present findings from the related literature to examine the importance of recovery programs after domestic abuse and theoretical frameworks that can guide the development of a holistic approach to supporting healing after domestic, family and sexual violence.


2.1 Review findings


2.1.1 The importance of examining recovery after domestic violence

Recovery refers to the continuous process that victim-survivors undertake to heal and recover their lives and their physical, mental, and emotional health from the damage caused by domestic violence, enabling them to be “safe, healthy, and resilient and to have economic security and post-traumatic growth” (21). Post-traumatic growth refers to positive psychological changes following traumatic events, involving appreciation of life, meaning, and personal strengths (22–24). Victim-survivors of domestic violence experience PTSD at rates much higher than that of the general population, ranging from around 30% to 75% (25–28), compared to around 12% of the general population (29). Additionally, victim-survivors experience mental health symptoms with greater severity, with Complex-PTSD (CPTSD) more prevalent among victim-survivors than PTSD (30).

Domestic violence is considered more detrimental to mental health and functioning than that of non-interpersonal traumas, such as natural disasters, due to the experience of abuse perpetrated by a trusted person and the complex emotional states that arise as a result (31). As a result, individuals affected by domestic violence are particularly at-risk of retraumatization when accessing services to support their recovery (32); this is further exacerbated by the inadequacy of services, the lack of appropriate care that involves a trauma- and violence-informed framework, culturally incongruent care, and difficulties accessing available services due to financial, geographical, or other constraints.

Retraumatization harms recovery by leading to poorer mental health outcomes (33) and negatively impacting treatment adherence (34). Research has demonstrated, across a range of services, both inadequacies in meeting the needs of victim-survivors and harmful practices towards them, such as blaming, disbelieving, dismissing or denying their experiences, stigmatising, discriminating, and misdiagnosing (16, 32, 35–38). Further examination and action are therefore necessary to overcome the unique challenges associated with recovering from domestic violence, to mitigate its damaging impacts, and to address the current gaps in care.



2.1.2 Factors affecting recovery after domestic violence

While recovery is an ongoing, long-term process, qualitative and quantitative research has demonstrated that recovery after domestic violence is possible (22, 39–42). The recovery journey of each individual is unique and complex and affected by a range of factors. For example, the nature of the violence experienced has been shown to impact recovery, including duration and types of violence. Exposure to multiple types of violence has been associated with poorer mental health outcomes (5, 13), with the highest incidence of mental health symptoms related to physical and/or sexual violence (43). Despite this, longitudinal research indicates that women exposed to both psychological and physical violence are more likely to experience a reduction in anxiety, depressive, and PTSD symptoms over time than women exposed to psychological violence alone (39). Additionally, longer duration of violence is associated with higher levels of depressive symptoms (43).

Social support is the factor most consistently shown to have a major influence on victim-survivor recovery (44). Quantitative research has demonstrated that social support is associated with reduced depressive, anxiety, and PTSD symptoms (39) and mediates the negative impacts of domestic violence on wellbeing (45). The importance of social support for recovery is also supported by qualitative research including victim-survivor voices (41). It has been demonstrated across cultures (46–48), and includes friendships, community, family, and new intimate partners (42, 44, 49).

In terms of formal support, qualitative research indicates that women and children affected by domestic violence who have accessed formal mental health support experience more positive recovery outcomes (15, 42) and quantitative research has suggested that psychological supports can reduce anxiety, depression, and PTSD symptoms among victim-survivors (50–52). Access to formal supports is influenced by geographic location, with the recovery trajectories of victim-survivors living in rural areas negatively impacted by the reduced availability of resources (53). Whether informal or formal, the support of others is evidently necessary for recovery from domestic violence, and recovery should not be accomplished alone.

The safety and stability provided by financial, employment, and housing security are key components of recovery, allowing victim-survivors to rebuild their lives and feel hopeful about the future. Research on victim-survivors’ perspectives has demonstrated that they consider work, education, financial security, and secure accommodation as essential to their recovery and safety (22, 40, 47, 54). Other factors suggested to facilitate recovery after domestic violence include hope (55, 56), resilience (57), self-worth (41), reducing guilt (42), self-care (41, 54), spirituality (22), parenting support (40), and helping others (58, 59). These elements should be incorporated into victim-survivor treatment programs to most effectively support recovery and healing.



2.1.3 Theories of recovery

Scholars have conceptualised recovery as a process whereby victim-survivors reconnect with the self, others, and the world (60) through interaction with a number of internal and external processes (41, 61). Some researchers have framed recovery as a linear, developmental process occurring in a series of stages (62, 63), while recent research indicates that recovery after domestic violence is a complex, non-linear and multidimensional process (23, 40, 58). Recovery involves a general sense of moving in a forward direction, during which victim-survivors will cycle through a range of emotions, experiences, and challenges in different domains, with growth experiences and recovery benchmarks interwoven throughout.

Researchers have sought to identify the specific elements involved in recovery trajectories after domestic violence. Carman et al. (40) used victim-survivor definitions of recovery to determine that recovery consists of five core themes: survival and safety, gaining freedom, moving on, a better life, and children and parenting—specifically for parents. A better life, for example, refers to finding enjoyment, purpose, and appreciation of life. These themes are conceptualised as a series of interwoven threads that victim-survivors manage concurrently, while the focus and order of prioritisation of each thread changes during different life circumstances (40). Despite these general trends, researchers tend to agree that the recovery journey is multifaceted and unique to each individual (23, 40, 41, 64). Therefore, any service supporting recovery should be adapted to the unique needs of each victim-survivor.



2.1.4 Frameworks for recovery

Bessel Van der Kolk's (65) acclaimed work on trauma contends that it is possible to reverse the neural damage caused by traumatic experiences through a combination of top-down (i.e., through understanding, connecting with others, and processing traumatic memories) and bottom-up (i.e., regulating and connecting with the body) approaches, and medication or other technologies to change brain functioning. He states that individuals who have experienced trauma need to “befriend the sensations in their bodies”, learn to calm themselves, and be fully present and honest with themselves about the impacts of trauma (65], p. 100). These concepts have informed treatment models for complex trauma, which focus on establishing safety through the therapeutic relationship, symptom management, and emotion regulation, recovering from the trauma using memory processing and mindfulness, and rebuilding one's life by finding purpose, meaning, and skill development (52).

Recommendations for service provision for individuals affected by domestic violence tend to build on these complex trauma models by incorporating similar elements and tailoring them to victim-survivor needs, such as emphasis on a trusting therapeutic relationship and building both emotional and physical safety. It has been proposed that safety and freedom can be encouraged by supporting victim-survivors to recognise the tactics of control employed by their perpetrator, to regulate trauma symptoms, and through processing of traumatic memories (40). Helping victim-survivors build self-worth is also considered a key component for any recovery model (60). The therapeutic relationship is particularly important to any psychological supports for victim-survivors, and recommendations emphasise empathy, respect, and supportive counselling (40, 47, 64). Practitioners can support victim-survivors to establish healthy boundaries, develop positive relationships, identify their strengths and resources, build skills, and provide practical support to manage the demands of life (40, 42, 44). Practitioners are encouraged to provide a non-blaming environment and to recognize the survival and coping abilities of victim-survivors (44).

Formal support has been positively associated with victim-survivor recovery, yet, while some researchers have proposed specific frameworks for facilitating recovery after domestic violence, these are limited. Sullivan (64) proposed the Social and Emotional Well-Being Framework as guiding the practices of different domestic violence services. This framework indicates that services aim to help victim-survivors to thrive and emphasize community and social supports in the recovery process. Essential components of this framework include providing information to victim-survivors, safety planning, skill-building, offering empathy and encouragement, counselling, increasing access to resources and opportunities, social support, and promoting community/systems change (64).

In terms of mental health support, review papers have shown that psychological interventions can reduce depression, anxiety, and PTSD symptoms in women victim-survivors; however, the authors expressed concerns over methodological limitations (51, 52). However, a Cochrane review deemed it unclear whether psychological interventions can reduce PTSD symptoms in victim-survivors due to a lack of evidence (66). One review found that effective mental health interventions were typically cognitive-based or cognitive behavioural therapy (CBT), typically including problem-solving and cognitive techniques to alter distorted thoughts about the self (51). Therapies that have been adapted to be victim-survivor specific have shown some promise, despite research concluding that the evidence base is minimal (52). One example is the Cognitive Trauma Therapy for Battered Women modified CBT program which incorporates victim-survivor specific elements into CBT, such as addressing risk, ongoing contact with perpetrators, and guilt (67).

Despite the existence of victim-survivor-specific interventions, the evidence base is lacking, the approaches and theoretical frameworks used tend to be heterogeneous and inconsistent (51), while the therapies are narrow in scope and not necessarily trauma-informed or addressing the holistic needs of victim-survivors. Furthermore, a practice gap exists in that victim-survivors continue to report negative experiences when accessing services for their recovery, emphasising the need for a consistent recovery framework and practice model that addresses victim-survivor needs.





3 Discussion

The findings of this mini-review demonstrate the severity of the issue of domestic violence at individual, societal, and global levels. Domestic violence is highly prevalent, considered a global problem of epidemic proportions (2), and associated with significant costs at the societal level. The individual impacts of experiencing domestic violence are long-term, pervasive, and detrimental to all dimensions of health, including physical, mental, economic, and social health and functioning. Despite this, recovery after domestic violence is possible. Recovery is influenced by a range of factors including the nature of the violence, social support, access to formal supports, and housing, economic, and occupational security. Access to formal supports is essential to victim-survivor recovery and wellbeing, promoting improvements in their mental health and overall functioning. However, clear and consistent practice guidelines and frameworks for supporting victim-survivor recovery and healing are lacking, and victim-survivors continue to be retraumatized when accessing services, with services failing to meet their needs or engaging in harmful practices towards them. Therefore, clear and consistent, evidence-based recovery frameworks are urgently needed to mitigate the damaging effects of domestic violence and support victim-survivor recovery, health, and wellbeing.

Trauma-informed care is an approach to service provision aiming to minimize harm and increase positive outcomes by engaging in practices that incorporate an awareness and sensitivity to the effects of trauma on individuals accessing services (68). When practitioners become aware of the impacts of trauma and how these might impact victim-survivor service engagement, services can better support recovery and healing, reducing the gap between service delivery and the needs of victim-survivors (69). Trauma-informed practices reduce the possibility for retraumatization and have been linked to better care experiences, improved mental health outcomes, and increased service utilization (70–74).

Trauma-and-violence-informed care extends the concept of trauma-informed care through incorporating an awareness of the contexts and structures in which violence is embedded, for both victimisation and perpetration. Contextual and structural factors include social and economic inequalities, discrimination, historical experiences of violence, and systemic violence (75). This framework expands the conceptualisation of violence from placing focus on the individual to exploring the broader social, cultural, historical, and political contexts within which violence occurs (75). Research demonstrates that this conceptualisation allows greater understanding of the challenges that victim-survivors face and therefore services that use trauma-and-violence-informed care are better placed to comprehensively address these challenges. This framework emphasises the importance of considering intersectionality, or the interaction of different dimensions of inequality and male violence, when working with victim-survivors (76, 77). This lens is particularly important when working with victim-survivors from culturally diverse backgrounds, migrants, or those experiencing homelessness. For example, one study highlighted the gender inequality and structural violence implicated in female homelessness (78) while Satyen et al. (48) have reviewed the importance of culturally appropriate care for people from multicultural and minority backgrounds.

As discussed previously, the recovery process is complex, and victim-survivors have a range of needs across different areas. This is indicated by the domestic violence sector encompassing a vast system of services including primary healthcare, social, legal, and community services, drug and alcohol, psychiatric, non-government organizations, housing, advocacy, and the police. Recovery frameworks should therefore incorporate holistic approaches to care to comprehensively meet the needs of victim-survivors in their recovery. Sexual violence research has indicated that the use of holistic services enhances the healing of women affected by sexual violence (79). Service integration, or combining multiple services into one, has been proposed as a means of providing more holistic trauma-informed care (80). The use of trauma-informed care is therefore highly beneficial in supporting the recovery of victim-survivors when accessing services and is thus a central focus of the s-CAPE trauma and recovery program.

The s-CAPE (escape) trauma and recovery program is an integrated, holistic, trauma and violence-informed framework for recovery, developed at the Ramsay Clinic Thirroul in Australia to address the lack of programs addressing recovery and healing of victim-survivors of domestic violence. The model is evidence-based, aiming to encapsulate all aspects identified by the research as effective in addressing trauma. The s-CAPE program commenced in 2022 in Australia's first women's-only, trauma-specific hospital. The program supports victim-survivors of domestic and sexual violence to escape the violence, the perpetrators, the injury of trauma, the shame, the self-loathing, and other complex post-traumatic stress symptoms associated with the abuse. It is a comprehensive program that focuses on safety, community, attachment, processing, and empowerment and is delivered by trauma-and-violence-informed specialist mental health practitioners.



4 Conclusion

This review has asserted the urgent need for a woman-centred, trauma-and-violence-informed care model for people impacted by domestic violence and proposed a new model of care in the s-CAPE trauma and recovery program. The extant literature revealed the absence of any framework in the world incorporating a holistic, trauma-and-violence-informed approach for the specific care of domestic violence survivors. In practice, we are aware of the Ramsay Clinic Thirroul in New South Wales, Australia, as Australia's first women's only, stand-alone, trauma informed mental health facility that provides specialized care for people with trauma-related mental health disorders, including women who have been subjected to domestic violence. This facility implements a holistic approach incorporating the treatment of mental, physical, nutritional, and social health of women survivors. The impact of such a framework on various aspects of women's mental, physical and social health and the resulting cost effectiveness to the health care system needs to be examined in detail. A careful analysis and evaluation of this and any other such practices will inform other domestic violence services of the framework required to support women and children affected by domestic violence in their recovery and healing journey.
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