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Aims and research questions

The primary aim of this study was to explore relationships between victim-survivors’ experiences of 
abuse, additional needs/vulnerabilities and sociodemographic characteristics, and their health 
outcomes following domestic abuse. 

To achieve this aim, we addressed three research questions:

1. Which factors are associated with physical health outcomes of victim-survivors accessing specialist 
domestic abuse support services?

2. Which factors are associated with mental health outcomes of victim-survivors accessing specialist 
domestic abuse support services?

3. Which factors are associated with healthcare seeking behaviour of victim-survivors accessing 
specialist domestic abuse support services?
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Data description

Data was provided by Women’s Aid, a federation of over 170 DA services which provide around 300 
local services to women and children across England. 

Data collected by On Track, Women’s Aid’s case management and outcomes measurement system; 
largest national dataset on DA in England.
• 1st April 2016- 31st March 2023

Data analysed came from two datasets:
• Adult cases (contains demographic information and information relating to victim-survivors’ support 

needs)
• Adult abuse (contains information about the nature of the abuse experienced)

Retained only variables of interest for our models and merged the two datasets together for analysis.
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Measurement 

Our six outcome variables can be grouped into three concepts: 
1) Physical health outcomes

• Attempted (non-fatal) strangulation
• Perpetrator caused harm to or loss of unborn child 

2) Mental health outcomes
• Self-harm (disclosed)
• Feeling depressed/suicidal

3) Accessing health services:
• Abuse resulted in injury requiring GP treatment
• Abuse resulted in injury requiring A&E treatment

Our three key independent variables were:
• Needs/vulnerabilities (offending, drug or alcohol support need; disability; pregnant; recourse to public 

funds; by-and-for; perpetrator living at same address)
• Abuse type (emotional; physical; sexual; financial; coercive control; technology-facilitated; threats to kill)
• Sociodemographics (accommodation type, relationship status, region, sexuality, ethnicity, gender, age)
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To understand which factors are associated with victim-survivors’ health outcomes, multivariate logistic 
regressions were used, controlling for potentially confounding variables. 
• Regression results are reported as adjusted odds ratios (aORs). 
 

The merged dataset contained 188,986 observations in total. 

Only cases with complete data (i.e. no missing data on any of the variables in the models) were kept, 
resulting in 77,785 cases being included in the models. 
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Outcomes % victim-survivors 

Attempted strangulation 23.41

Harm to or loss of unborn child 2.54

Self-harm (disclosed) 5.59

Feeling depressed or suicidal 41.24

Injury requiring GP treatment 7.33

Injury requiring AE treatment 9.32

Analysis 

Descriptive statistics- health 
outcomes



Those who had experienced threats to kill were four 
times more likely to have been strangled by the 
perpetrator (aOR = 4.526) compared to victim-
survivors who hadn’t experienced this abuse type 

Those with offending and alcohol support needs 
were more likely to have been strangled than those 
without these needs (aOR= 1.213 and aOR = 1.177, 
respectively)

Gay victim-survivors were more likely than straight 
victim-survivors to have been strangled (aOR = 
1.543)

Females were more than twice as likely than men to 
have suffered attempted strangulation (aOR = 
2.401)  

7

Results: Factors associated with physical health outcomes

Attempted strangulation Harm to/loss of unborn child

Victim-survivors of Black (aOR = 1.266) or Asian 
(aOR = 1.335) ethnicity were more likely to have 
harm to their unborn baby than White victim-
survivors. 

Those with a disability were more likely to have 
harm to their unborn baby than those without a 
disability (aOR = 1.107)

Those with offending support needs more likely to 
have harm to their unborn baby compared to those 
without this need (aOR = 1.460). 

Those living in refuge/shelter were more likely to 
have harm to their unborn child than homeowners 
(aOR = 1.307)



Experience of all abuse types increased likelihood of self-
harm; with tech abuse (aOR = 2.185), sexual abuse (aOR = 
1.907) and financial abuse (aOR = 1.503) particularly 
strongly associated

All needs/vulnerabilities increased the likelihood of self-
harm (except being pregnant, which was non-significant); 
particularly having a disability and having an alcohol 
support need, which both more than doubled the odds of 
self-harm (aOR = 2.179 and aOR = 2.29, respectively)

Those  in student housing (aOR = 1.953) or refuge (aOR = 
2.084) were twice as likely to have self-harmed, and those  
in care (aOR = 3.734) almost four times as likely to have 
self-harmed, compared to homeowners
 
Gay (aOR = 1.524), bi-sexual (aOR = 1.934), lesbian (aOR = 
2.342), pansexual (aOR = 3.372) and queer (aOR = 4.714) 
victim-survivors all far more likely to have self-harmed 
than straight victim-survivors
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Results: Factors associated with mental health outcomes

Self-harm Feeling depressed/suicidal 

Experience of all abuse types increased likelihood of 
feeling depressed/suicidal; with tech abuse (aOR = 2.102), 
emotional abuse (aOR = 1.802) and threats to kill (aOR = 
1.737) being particularly strongly associated
 
Pregnant women were slightly less likely to have felt 
depressed/suicidal than non-pregnant women (aOR = 
0.937); not significant for self-harm

Those accessing by-and-for services were less likely to feel 
depressed/suicidal than those who weren’t (aOR = 0.583)

Those who lived in social housing (aOR = 1.128), 
temporary/other housing (aOR = 1.212) or in 
refuge/shelter (aOR = 1.258) were more likely to have felt 
depressed/suicidal than homeowners
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Results: Factors associated with health care help-seeking 

outcomes

Victim-survivors with drug, alcohol or offending support needs were significantly more likely than those without these needs to 
seek treatment from both a GP (aOR = 1.202; aOR = 1.385 and aOR = 1.437, respectively) and A&E (aOR = 1.230; aOR = 1.641 and 
aOR = 1.497, respectively) 
 
Those with no recourse to public funds were significantly less likely to seek GP care than those without this additional need 
(aOR=0.771)

Those living in social housing, temporary/other housing or in care were all more likely to seek help from a GP (aOR = 1.162; aOR 
= 2.035 and aOR = 1.538, respectively) and A&E (aOR = 1.282; aOR = 1.358 and aOR = 2.688), compared to homeowners

Victim-survivors living in refuge/shelter were also more likely to seek help from both a GP (aOR =1.538) and A&E (aOR = 1.536) 
than homeowners

Those of Asian ethnicity were significantly less likely to visit A&E than those who were White (aOR = 0.779); no significant 
differences by ethnicity in visiting the GP

Female victim-survivors were more likely than men to seek help from their GP (aOR = 1.269); no gender differences in visits to 
A&E

Those who had experienced sexual abuse, tech abuse and threats to kill were all more likely to go to the GP (aOR = 1.224; aOR = 
2.159 and aOR = 2.464, respectively) and A&E (aOR = 1.205; aOR = 2.159 and aOR = 2.322, respectively)



Discussion:
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Overall, associations with the type of abuse experienced varied by health outcome, for example physical 
abuse followed by threats to kill were most strongly associated with attempted strangulation and injuries 
requiring GP and A&E treatment, whilst tech abuse was most strongly associated with self-harm and 
feeling depressed/suicidal. 

Vulnerabilities/needs were more consistently associated with health outcomes, with those with a 
disability; drug, alcohol or offending support need, or living in temporary/unstable accommodation more 
likely to experience negative outcomes across the board, and almost all needs/vulnerabilities being 
associated with adverse mental health outcomes (with the exception of pregnancy and accessing 
specialist by-and-for services, which appeared to have a protective effect).

Poorer health outcomes and higher likelihood of seeing health services for those with a disability could 
be because barriers to care often faced by women with physical and mental disabilities may be overridden 
by immediate treatments needs which catalyse health service use, especially for those who are pregnant.

Different results by ethnicity across all groups of outcomes demonstrates compounding vulnerabilities 
faced by minoritised ethnic groups.

These findings echo existing work which has highlighted the so-called ‘complex needs’ of women accessing 
specialist DA services and the value of by-and-for services for Black and minoritised women experiencing 
DA and mental ill-health. 



Discussion cntd:
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Our findings on the high risk of strangulation associated with threats to kill (but not emotional abuse) make a valuable 
contribution to the limited existing evidence base.

Abuse in any form was unequivocably associated with adverse mental health outcomes. That some of the strongest 
associations were with tech abuse and sexual abuse supports previous findings. 

Our findings also highlight the intersection between DA and economic/housing instability and poor health outcomes.

Those seeking refuge may have been in particularly severely abusive relationships with high risk to both themselves 
and their baby, which could have catalysed fleeing their home in order to protect their baby, and seeking help from 
health care professionals. 

Associations between student housing, tech and sexual abuse and poor mental health could be due to the culture in 
schools and on campuses, and/or challenges experienced by the education and specialist support sector to keep up 
with the changing dynamics of tech abuse. 



Strengths and limitations
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Analysis is based on a large national dataset from a membership/federation specialist DA service. 

Study was co-produced with stakeholders from Women’s Aid. 

Did not gather insights from victim-survivors themselves.

Data analysed pertains only to a population who had successfully accessed DA services.

Exclusion of approximately 55% of cases due to missing data across key variables.

Not possible from our analysis to establish causal links between abuse, needs and vulnerabilities and health 
outcomes.



Implications
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Threats to kill increased the risk of attempted strangulation four-fold, and those who had experienced these were over twice as 
likely to visit both GP and A&E- opportunity to intervene before threats become fatalities. 

Research–practitioner collaborations; combined expertise and cross-training between agencies (police, health, DA services, 
universities); treatment services for perpetrators of NFS, and interventions to support and empower victim-survivors to leave 
perpetrators of coercive control are all key to the response needed.

Need for increased funding and availability of specialist by-and-for DA services, and specialist mental health workers.

Need for greater socioeconomic security for victims of DA, including safe and stable housing. Consideration must also be given to 
those in student housing, who our study found to be at greater risk of adverse mental health outcomes but less likely to seek health 
care help. More holistic, coordinated and effective responses to these (and other) co-occurring problems should be developed. 

Alongside much-needed specialist service provision, statutory services must also be culturally appropriate and trauma-informed to 
be able to meet the needs of specific groups. 

Building lived experience perspectives into research from start to finish is critical for gaining a fuller understanding of experiences 
of DA and its impact upon health.   



Conclusions
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We have demonstrated the devastating outcomes associated with experiencing many different types of DA, and having 
additional needs/vulnerabilities, in terms of victim-survivors physical and mental health, and health care help-seeking 
behaviour. 

Critically, our findings highlight the almost inevitable harms to mental health for victim-survivors of DA, the dangers of 
non-physical types of abuse such as threats to kill and tech abuse and the heightened risk of attempted strangulation. 

Health professionals, specialist support workers, researchers and policymakers must continue to explore more joined-up 
ways of working to further improve the response to DA and intervene before irreversible damage is done. Given that 
suicide has been identified as the most common cause of death for victims of DA for the second year running, the need 
has never been greater. 
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