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Domestic abuse is a worldwide public health and social issue which impacts the health and wellbeing of those experiencing
abuse and their families. People living with a life-limiting illness are at increased risk of domestic abuse because they are often
frail, isolated, and dependent on others. Little is known about domestic abuse and the coexistence of life-limiting illness and
existing support for those experiencing or at risk of abuse. A scoping review was conducted to identify factors that shape and
characterise experiences of adults with a life-limiting illness afected by domestic abuse and the health and social care
practitioners and other organisations that support them. Te Joanna Briggs Institute (JBI) methodology and checklist for
Preferred Reporting Items for Systematic Reviews and Meta Analyses-Extension for Scoping Reviews (PRISMA-ScR) were
applied. Five databases were systematically searched from 2000 to 2021: MEDLINE; CINAHL; PsycINFO; Social Sciences
Citation Index (Web of Science); and ProQuest Dissertations and Global. Twenty-one papers met the inclusion criteria. Most
studies were conducted in North America, with female participants living with cancer, and conducted in health and community
settings. Tere were no studies involving third sector organisations. A range of abusive behaviours was reported resulting in
missed medical appointments, delays in screening leading to late diagnosis, and palliative rather than curable treatment. Abuse
also impacted on the physical, emotional, and psychological wellbeing of the person experiencing the abuse, which increased
stress levels and could have a detrimental efect on their health. Identifying domestic abuse within the context of life-limiting
illness was reported to be challenging for health and social care professionals, as was responding to and managing a disclosure.
Further research is needed to address existing knowledge in order to inform policy and practice to identify and manage
domestic abuse where it coexists with life-limiting illness.

1. Introduction

Domestic abuse is a global public health issue which
impacts the health and wellbeing of victim-survivors and
their families [1, 2]. Between March 2019 and March
2020, an estimated 2.4 million adults (1.6 million women
and 757,000 men) experienced domestic abuse in En-
gland and Wales [3]. Since the start of the COVID-19
pandemic, reported incidences of domestic abuse to third
sector and statutory agencies have increased across the
UK by 60% [4, 5], with similar patterns across the world
[6]. “Stay at home” measures imposed by the UK gov-
ernment as a response to the pandemic increased

opportunities for perpetrators to abuse and elevated the
threat of abuse for those living with an abusive partner or
family member [7].

In the UK, domestic abuse is a national and local policy
priority driver for health and social care. In April 2021, the
introduction of the Domestic Abuse Act in England and
Wales brought about changes that go beyond criminal
justice reforms to include the following: health and housing;
placing a legal duty on local statutory authorities to provide
housing and safe accommodation; and creating a statutory
defnition of domestic abuse [8]. Te new defnition en-
compasses not only physical and sexual abuse but also vi-
olent or threatening behaviour, coercive or controlling
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behaviour, economic, psychological, or emotional abuse,
perpetrated towards another person aged 16 or over who are,
or have been, personally connected to each other through
marriage, civil partnership, an intimate relationship, pa-
rental relationship to the same child, or are family members.

While prevalence of domestic abuse is consistent amongst
individuals and groups, some experience additional in-
equalities, vulnerabilities, and risk factors. Tis includes people
living with life-limiting illnesses such as incurable cancer,
neurological conditions and progressive heart, pulmonary, and
renal conditions, who are at increased risk of domestic abuse
because they are vulnerable, frail, isolated, and dependent on
others [9–12]. People with a life-limiting illness are more likely
to spend long periods in the home, in close proximity to the
perpetrator who may also be their caregiver, and experience
multiple barriers to accessing and seeking support and may be
less willing or able to escape the abusive situation. Lockdown
and social isolation measures implemented to combat
COVID-19 exacerbated the risk for those with a life-limiting
illness experiencing domestic abuse. Existing patterns of abuse
increased in terms of frequency and type [13, 14].

Tose living with a life-limiting illness are likely to access
health and care services more frequently for the management
and monitoring of their condition resulting in them receiving
continuity of care from a health and care professional and the
development of interpersonal trust between patient/client and
practitioner [15]. Establishing a trusted relationship is a key to
early intervention and support [16], and while in “usual”
times, those experiencing domestic abuse are more likely to
disclose to a health or care worker [17–19], social restrictions
imposed by the pandemic greatly impacted on statutory
health and care services capacity to support vulnerable adults.
Temove to remote working signifcantly afected home visits
and assessments, leading to virtual healthcare and safe-
guarding practices [20], with few opportunities for identifying
new incidences of abuse or cues that existing abuse had
worsened [21]. In 2020/21. more than 120,000 community
support contacts were delivered virtually, including services
provided by hospices, with increased use of remote com-
munication both with patients and between services, and
greater use of technology [22, 23]. As a result, there has been
pressure on community hospice and palliative care to develop
fexible service provision and workforce roles [24]. In the UK
and elsewhere, remote practices have continued with the
lifting of COVID restrictions, which has left those who are
vulnerable, unsupported, and at risk [25].

To date, little is known about domestic abuse in the
context of life-limiting illness, including the experiences and
support needs of those afected; awareness, knowledge, and
understanding of domestic abuse and life-limiting illness
amongst health and care professionals and third sector
organisations or their views and experiences of enquiring
about, responding to, and supporting adults living with
a life-limiting illness impacted by domestic abuse. Tis re-
view has been undertaken as part of a wider study (DALLI)
to coproduce a toolkit to enable hospice and palliative care
practitioners to identify and respond to domestic abuse. Te
review is needed to inform understanding about the co-
existence of domestic abuse and life-limiting illness, address

gaps in academics and practitioners’ knowledge, and identify
areas for further research.

2. Design and Methods

While ethical approval was not required for this review,
approval for the main DALLI study was granted by the East
of Scotland Research Ethics Service REC 2 (21/ES/0086).

2.1. Methodology. A scoping review applying the Joanna
Briggs Institute (JBI) nine-stage framework [26] (Table 1)
and the Preferred Reporting Items for Systematic reviews
and Meta-Analyses extension for Scoping Reviews
(PRISMA-ScR) Checklist [27] to demonstrate selection of
the fnal included papers was carried out. A scoping review
was selected because it allows fexibility to consider diferent
kinds of evidence and was particularly useful given that the
topic has not yet been extensively reviewed [28].

2.2. Review Questions and Objectives

2.2.1. Review Questions. What is known about domestic
abuse in the context of life-limiting illness?

What are the factors that shape and characterise expe-
riences of adults with a life-limiting illness afected by do-
mestic abuse and the health and social care practitioners and
other organisations who support them?

Specifc objectives were as follows:

2.2.2. Objective 1. To systematically map the existing evi-
dence base relating to domestic abuse and life-limiting illness.

2.2.3. Objective 2. To identify and characterise the experi-
ences of adults living with a life-limiting illness experiencing
or at risk of domestic abuse, their support needs, and existing
support mechanisms provided by health, social care, and
third sector organisations.

2.2.4. Objective 3. To identify and characterise the views and
experiences of health and social care professionals and third
sector organisations of identifying, responding, and sup-
porting adults living with a life-limiting illness impacted by
domestic abuse.

2.3. Inclusion and Exclusion Criteria. Eligibility criteria were
developed in line with the JBI framework using the pop-
ulation (P) to be included, concept (C) to be explored, and
the context (C) within which the evidence will be generated
(PCC) and other limiters within which the search was
bounded (Table 2).

2.4. Evidence Searching and Selection. Searches were carried
out in two stages, between February and June 2021, and in
consultation with a specialist subject librarian at University
of Southampton. Stage 1 comprised an initial search in
MEDLINE (EBSCO). Search concepts were captured using
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MeSH and subject headings and text-word searches in title,
abstract, and keyword heading word felds. Results from
Stage 1 yielded 1,553 results which were imported into
Endnote V.X. 9.2 and assessed by MM and SL. Following
analysis of relevant records, additional terms for inclusion in
the search strategy were considered. Further strategy de-
velopment resulted in a fnal MEDLINE (EBSCO) strategy
for use in Stage 2 which was then translated appropriately
across four additional databases: CINAHL (EBSCO); Psy-
cINFO (EBSCO); Social Sciences Citation Index (Web of
Science); and ProQuest Dissertations and Global (see Ap-
pendixes 3-6). Tis generated 9,871 results. Database
searches were supplemented by searches in Google Scholar,
identifying further 8 papers and a total of 9,879 results.

2.5. Selecting the Evidence. Te screening process following
the PRISMA-ScR framework for reporting scoping reviews
is illustrated in Figure 1. Results from Stage 2 searches were
imported into the same EndNote library as Stage 1 and
duplicates were removed (n� 1,947). Following de-
duplication 7,932 records were exported to the Rayyan
web application (https://rayyan.qcri.org) for title and ab-
stract screening. In line with JBI methodology, title and
abstract screening was undertaken by two reviewers (MM,
SL) for relevance against the eligibility criteria. Following
title and abstract review, 7,784 papers were excluded,
resulting in 148 for full text review. Te reference lists of the
148 papers were searched and further 3 papers were iden-
tifed, resulting in 151 records for full review. Tis was
undertaken by MM and SL and any disagreements were
resolved by ST. One hundred and thirty papers were ex-
cluded, leaving 21 papers for inclusion in the fnal review.

2.6. Extracting and Analysing the Evidence. Descriptive
characteristics from each included paper, including authors,
study setting, participants, aims/objectives, methodology,
analysis, fndings, and conclusions were extracted into a data
extraction tool and are reported in Table 3. Studies listed in
Table 3 are referenced in the text by the study ID number in
square brackets. Findings, discussion, and limitation sec-
tions from papers were also extracted into the tool and
treated as qualitative data and subject to thematic analysis by
MM, SL, and STapplying Braun and Clarke’s approach [46].

2.7. Presentation of Results (Charting the Evidence]. Te 21
records that met the inclusion criteria were analysed in line
with review objectives.

2.8. Objective 1: To Systematically Map the Existing Evidence
Base Relating to Domestic Abuse and Life-Limiting Illness

2.8.1. Publication Type. Out of the 21 texts included, there
were 19 journal papers (1, 2, 3, 5, 7, 8, 9, 10, 11, 12, 13, 14, 15,
16, 17, 18, 19, 20, and 21), one thesis (4), and one online
article (6).

2.8.2. Year of Publication. Te search limit was set between
2000 and 2021 but no included papers were published
prior to 2003 or after 2020. Eight papers were published
between 2003 and 2010 (14, 15, 16, 17, 18, 19, 20, and 21)
and 13 between 2011 and 2020 (1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11,
12, and 13). Four papers (12, 13, 14, and 16) reported
fndings from one study but were included as each paper
addressed diferent themes. In addition, as a scoping
review aims to map the breadth of evidence, the issue of
bias is not critical in the same way as with a systematic
review.

2.8.3. Country and Setting. Te majority of papers (n� 16)
reported studies conducted in the USA (1, 3, 4, 5, 12, 13, 14,
15, 16, 17, 17, 19, and 20), with two in the UK (11 and 18),
two in Australia (6 and 21), and one in Turkey (2). In terms
of settings, eight papers were set in hospital (2, 5, 6, 7, 9, 17,
20, and 21) and eight in the community (1, 3, 8, 12, 13, 14, 16,
and 19) with two in hospital and community settings (4 and
7), two in social care (11 and 15), and one in a hospice (18).

2.8.4. Methodology Design. Seventeen papers reported
fndings from empirical studies (1, 3, 4, 6, 7, 8, 9, 10, 11, 12,
13, 14, 15, 16, 17, and 18), nine were qualitative studies (4, 6-
7, 10–14, and 16), three were surveys (1, 3, and 15), three
mixed methods (8, 17, and 20), with one case study (9) and
one case audit (18). Four papers reported fndings from
literature reviews (2, 5, 19, and 21), two were systematic
reviews (2 and 5) and two did not state the review meth-
odology applied (19, 21).

Table 1: JBI nine stage framework for conducting scoping reviews.

Stages Components
of review process

1 Defning and aligning the objectives and research questions
2 Developing and aligning inclusion criteria with the objectives and questions
3 Describing the planned approach to evidence searching and selection
4 Searching for the evidence
5 Selecting the evidence
6 Extracting the evidence
7 Analysing the evidence
8 Presentation of the results
9 Summarising the evidence, making conclusions, and noting fndings implications
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2.8.5. Participants. Sample sizes in the included papers
reporting empirical studies ranged from 7–21 participants
who had been involved in qualitative interviews (4, 6-7,
10–14, and 16), 206–3,335 who had responded to surveys (1,
3, and 15), 20 in the audit (18), and one in the case study (9).

In the papers reporting mixed method studies, sample sizes
ranged from 3 to 204 (8, 17, and 20). Sixteen of the included
papers were carried out with patients who were reported as
living with life-limiting conditions, which included multiple
sclerosis (n� 1) (1), but predominately cancer (n� 12) (2, 2,

Records excluded
n = 7784

Full text papers assessed for eligibility
n=148

Additional papers identified 
through searches of reference 

list of full text articles
n = 3

Full text papers excluded
n=130

69 = DA training and screening 
in non-LLI context

37 = not LLI

15 = Clinical guidelines/risk 
assessment

6 = letter/editorial

3 = non-English language

Final papers included in review
n=21

Final full text papers assessed for eligibility
n=151

Following deduplication records screened based on title and abstract
n = 7932

8 additional records identified 
through Google Scholar searches

Sc
re

en
in

g
Id

en
tifi

ca
tio

n
El

ig
ib

ili
ty

In
clu

de
d

Web of Science: 2966

ProQuest: 357

CINAHL: 2002

MEDLINE: 2992

PsycINFO: 1554

9871 records identified 
through bibliographic 
database searches

Figure 1: PRISMA-ScR fow diagram.
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4, 5, 7, 8, 9, 12, 13, 14, 16, and 20), and three papers included
patients who were described as palliative or at end-of-life (6,
19, and 21). Of these, 11 papers reported studies with women
experiencing abuse (2, 3, 4, 5, 8, 9, 12, 13, 14, 16, and 20) and
three included male and female participants afected by
domestic abuse (1, 7, and 19). Two studies did not report the
gender of participants. Five papers focused specifcally on
participants who were health or social care professionals,
including nurses (10 and 17) and adult safeguarding pro-
fessionals (11, 15, and 18).

Mapping of the existing literature retrieved little evi-
dence exploring domestic abuse and the coexistence of life-
limiting illness in health and care settings. Papers that were
included showed that most studies have been conducted in
the USA with a dearth of research in the United Kingdom
and other countries in Europe. Most of the literature focused
on women living with cancer and studies conducted in
hospital and community settings. Only one paper reported
a study carried out in a hospice. None of the included papers
were in third sector organisations. Tere was a limited range
of study designs in the empirical work and evidence syn-
thesis methodologies. While there is representation from
relevant participant groups, including patients and health
and care professionals, sample sizes of themajority of studies
were small. To date, there is a paucity of evidence that
explores domestic abuse and life-limiting illness and the
factors that shape the experiences of those afected and the
health and care professionals who care and support them.

2.9.Objective 2:To Identify andCharacterise theExperiences of
Adults Living with a Life-Limiting Illness Experiencing or
at Risk of Domestic Abuse, Teir Support Needs, and
Existing Support Mechanisms Provided by Health, Social
Care, and Tird Sector Organisations

2.9.1. Types of Abuse. Diferent types of domestic abuse were
reported and refected attempts to specifcally target the per-
son’s illness (2) and part of a continuum of power and control.
Abuse was rarely contained to a one-of incident and often
more than one form of abuse was present (5 and 21), with
emotional psychological abuse reported as most frequently
experienced (21). Tis manifested as critical behaviour (7),
accusing the patient of infdelity (9), or the perpetrator having
an afair (4, 5, 7, 12, and 16), minimising the illness or being
dismissive of the person who was ill (4 and 7), withholding of
attention or emotional detachment (7 and 12), telling the
person they were going to die (7) or that they were a burden
(12), not dying fast enough to beneft the family (5), and how
illness or treatment was afecting the perpetrator (7).

Coercive and controlling behaviour was a dominant type
of abuse experienced and characterised by threats, humili-
ation, and intimidation intended to harm, punish, or
frighten the person or make them subordinate or dependent
on the abuser and regulating their everyday lives. Examples
reported included: preventing or delaying access to essential
medical care and treatment (5, 7, 9, 13, and 17) which had led
in some cases to the illness progressing to a stage where it
was no longer treatable or curable (4, 5, and 9). In one study,

one woman’s partner refused to allow her to receive che-
motherapy, and another removed his wife who had been
diagnosed with cervical cancer against the advice of the
clinical team and prevented her from returning for follow-up
treatment (5). Other types of coercive and controlling be-
haviour included controlling access to medical care, for ex-
ample refusing to drive or accompany patients to hospital
appointments; forcing them to drive themselves even when
they felt physically or mentally unsafe to do so, which left
them feeling exhausted and stressed, and was particularly
difcult for those living in rural locations (4 and 14). Fear of
abuse also led to people making adverse decisions about their
care, including cancelling medical appointments (5, 9, 13, and
17). Treatening behaviour by the perpetrator (13), control
over or negative comments about personal appearance (9 and
13), control over relationships including isolation from family
and friends, and restricting access to support networks or
preventing access to children (9). Tis controlling behaviour
impacted on ability and opportunities to disclose the abuse
and where the perpetrator was the caretaker, enabling them to
increase their power to manipulate and further increase the
person’s dependency on them.

Verbal abuse was reported in a number of papers (1, 6,
7, 9, 16, and 18) and included swearing and verbal insults
(1), making jokes or insensitive comments about the
person’s illness (7), using intimidating language or tone (6),
and making negative statements to or about the person
(13). Incidences of physical abuse were reported which
could leave the person with broken bones, bruises as
a result of the abuser intentionally bumping into surgical
sites (5, 16), being pushed downstairs (5), strangulation (5),
and being kicked or shoved (1, 5). While sexual abuse was
described less frequently in the papers, there were expe-
riences of rape or forced, unwanted sexual activity (5, 7),
and alterations in intimate relationship including rough
treatment (12).

Neglect was commonly experienced (5, 7, 9, 10, 11, and
18) and characterised by unmet care needs including: refusal
to provide care or call for medical assistance when the
person was in pain (5, 9, and 11), withholding food and
water which could lead to malnutrition and dehydration (5),
dismissing symptoms leading to delays in treatment (7, 9) or
refusing to acknowledge levels of fatigue associated with the
condition and the need for rest (7). Poor hygiene care and
poorly managed continence resulted in patients developing
sores and bruises (10). One paper also reported perpetrator
abuse of the patients’ medication (18).

Financial abuse was reported in seven papers (1, 5, 9, 10,
11, 13, and 18) and ranged from refusing to pay for health
insurance (5) and misuse of direct payments such as state
benefts (1, 11, and 18). A study in the USA reported an
example of a family member wanting to wake a ventilated
patient to sign a social security check (10). Other examples of
fnancial abuse included: exerting control over fnances, such
as limiting access to joint bank accounts (1, 5, and 9) forcing
the person to make purchases against their will (1), removing
cash and valuables without the person’s permission and in
some cases selling them, and using credit or debit cards
without the person’s knowledge (1 and 11).
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2.9.2. Impact of Abuse. Domestic abuse was reported to have
wide ranging efects for the person living with a life-limiting
illness (1, 2, 3, 4, 5, 7, 8, 12, 13, 14, 16, 17, 18, and 21) and
some papers reported that participants blamed their illness
on the stress resulting from the abuse they experienced (2, 8,
13, and 16). Abusive behaviours led to delays in screening
and diagnosis and follow-up of conditions (5 and 7), missed
treatment (7). Interfering behaviours during cancer care
afected quality of life across multiple domains (3). In one
study, a patient’s husband was reported to disagree with the
diagnosis and treatment plan which led to her cancer ad-
vancement before treatment could be initiated (5). Abuse
impacted on mental health and wellbeing causing emotional
distress (18 and 21), feelings of loss of control, entrapment
and powerlessness (1, 5, and 12), and higher depression and
stress scores (1, 2, 3, 17, and 21). Efects on physical health
and wellbeing included high levels of pain severity as a result
of physical abuse and/or interference with medication doses
(8) or delayed medications (5 and 19), fatigue and tiredness
through lack of sleep or being prevented from taking rest (1,
3, and 18).

Restricted access to family and support networks led to
social isolation. Tis prevented help seeking behaviours due to
feelings of powerlessness and led to the person feeling trapped
and unable to leave the relationship due to their illness (5 and
7) and consequently dependent on the perpetrator (1, 2, and 5).
For some, the prospect of escaping the abusive relationship was
one more loss in addition to a terminal diagnosis that they
could not contemplate (7). Financial issues could also mean
staying in a relationship because of economic dependence on
the abuser and concerns about becoming homeless (13). Fear of
the repercussions of trying to leave the relationship (5) and not
wanting to upset the abuser who was also their caregiver (18)
also increased feelings of being trapped and a lack of
control (2).

2.9.3. Impact of a Life-Limiting Illness. Existing power im-
balances in relationships often became exacerbated when the
person became ill or was a catalyst for abuse following di-
agnosis (4, 5, and 9) leading to a continuation of existing
patterns of abuse (18) and worsening relationships (12).
Living with a life-limiting illness increased vulnerability to
domestic abuse with greater dependency on the perpetrator
due to the increased care needs (2, 7, and 9), fear of dis-
closure leading to placement in institutional care (19),
isolation due to the illness (9), reduced protective measures
(8), and symptoms resulting from the illness and treatment
also meant the person was unable to fght back or had the
energy to advocate for themselves (2, 6, 7, 12, and 18).
However, some papers reported how diagnosis of an illness
could prompt the person to re-evaluate their life and end an
abusive relationship (7, 13, and 16). Increased care needs led
to changes in family relationship dynamics and complexity
in the relationships between other family members resulting
in abuse of the person who was ill (18). Caregivers could feel
threatened by the attention the person with the life-limiting
illness was receiving (12, 13) and resentful of the burden of
caring (18, 21).

2.9.4. Support Needs and Coping Mechanisms. Tere was
a paucity of evidence on the support needs of those expe-
riencing domestic abuse, or how they were supported by
health and social care professionals, or specialist domestic
abuse organisations. Coping mechanisms tended to be de-
rived from both internal sources of support, such as the
person’s faith or religion (4), increased alcohol consumption
(1), and external support systems comprising neighbours,
friends, and members of the community (4, 14, and 16) and
in some cases included healthcare professionals (4).

2.10. Objective 3: To Identify and Characterise the Views and
Experiences of Health and Social Care Professionals and
Tird Sector Organisations of Identifying, Responding,
and Supporting Adults Living with a Life-Limiting Illness
Impacted by Domestic Abuse

2.10.1. Identifying and Detecting Abuse. Papers reported the
challenges for health and social care professionals of iden-
tifying domestic abuse within the context of life-limiting
illness (2, 5, 8, 9, 11, 17, 19, 20, and 21). At an individual level,
this included the professional’s lack of confdence to ask
about abuse (2 and 5), forgetting to ask domestic abuse
screening questions when seeing the patient (17), or not
recognising signs of abuse, particularly when there were no
presentations of physical violence (20 and 21), or being
unable to diferentiate between someone advocating for the
patient and controlling behaviour (6). Te presence of
comorbid conditions, masking signs of abuse or overlapping
with the natural dying process also made identifying do-
mestic abuse challenging when coexisting with life-limiting
illness (9 and 19). Furthermore, identifying family members
as perpetrators of abuse could be difcult as they could put
on a supportive appearance in the presence of others (5 and
19) and domestic abuse could be mistaken for, or interpreted
as, a grief reaction by professionals (6). Fear about “making
things worse” for patients or “opening up a Pandora’s Box”
also prevented them from enquiring about abuse (19). Tis
could be made more complex by a patient’s reluctance to
disclose due to fears of the consequences of making a dis-
closure (5, 9, and 10), particularly if they were dependent on
the abuser for their care or fnances (2, 10), did not recognise
their experiences as abuse (5), or had difculty answering
questions about abuse because of issues with recall or
fuctuating or diminishing capacity (11 and 19). Family
dynamics and cultural issues could also deter reporting, with
patients feeling embarrassed or ashamed about the abuse or
considering it to be a private, family problem (2 and 19).

Disclosure was more likely when a professional could
provide a safe environment (2 and 10) and ensure privacy
and confdentiality (8). Tis was often difcult as patients
were likely to be accompanied by a caregiver (5, 8, 9, 17, and
20). Building a relationship with the perpetrator so they felt
confdent to leave the patient alone could be a key to fa-
cilitating a disclosure (10). When disclosures were made,
patients were more likely to tell a nurse who provided
continuity of care (20) and where rapport and a trusted, non-
judgemental relationship was established (5 and 10).
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However, it was recognised that domestic abuse requires
a multidisciplinary team (MDT) approach (2 and 20).

Several papers outlined ways professionals could address
the challenges of identifying domestic abuse and encourage
disclosure.Tese included asking open questions (20) as part
of routine history taking (2, 3, 14, and 19) and maximising
opportunities to do so such as during admission to hospital
(10), at a home visit (21), or on discharge (10). Asking about
abuse on repeated occasions provided opportunities for
patients to disclose when they felt ready (5, 9, 15, and 19). It
was important for questions to be phrased in a non-
judgemental and empathetic way to put patients at ease (2, 5,
and 9). Being vigilant for signs of abuse such as controlling
behaviours in consultations (3, 5, 10, and 20), suspicious
physical injuries (10), fnancial abuse (11), and using “gut
instinct” or intuition (10) also helped to alert professionals to
domestic abuse.

2.10.2. Risk Factors for Domestic Abuse. Living with a life-
limiting illness can increase the risk of domestic abuse as it
places additional burdens on relationships that are already
strained (18), increasing the vulnerability of the person with
the illness (18). Papers identifed a number of “victim” risk
factors such as: a history of domestic abuse in the re-
lationship prior to diagnosis (1, 9, 18, and 21), increased
dependency on the perpetrator for daily care (1, 9, and 18),
poor social support (19) and exhibiting provocative or
abusive behaviour themselves (19). Other health-related
patient risk factors include cognitive (19) and physical
impairments (9 and 19), mental health issues (18), advancing
age (21), and substance misuse (1). Perpetrator risk factors
were reported as caregiver stress (9, 15, 18, 19, and 20),
substance misuse (1, 18, and 19), fnancial difculties and
dependency on the person for money (9, 19), existing family
disagreements (1 and 18) and mental health issues (1 and 9).
Codependency between “victim” and perpetrator could also
be a trigger for abuse (10 and 21).

2.10.3. Responding to Disclosures of Abuse. Responding to
a disclosure of domestic abuse experienced by a patient
could be challenging for professionals and papers identifed
a number of barriers to managing abuse and providing
appropriate support. Tese included: insufcient training
(17), lacking confdence (17) or awareness of abuse (17 and
19) or understanding of the cultural context (5). Pro-
fessionals could feel intimidated if discussions needed to be
carried out with the perpetrator (21) and where there were
child protection issues (20). Organisational factors such as
lack of policies and processes (19 and 21), time constraints
for clinical contact (5 and 17), and availability of a private
space in the clinical setting (17 and 20) also inhibited the
response to a disclosure.

When a disclosure of domestic abuse was made sup-
porting the patient was as a key. Providing support to
empower the person and make the best decision for them (9)
was a priority regardless of whether that was accepting
appropriate support or referral (5, 8, and 19), remaining in
the relationship (9) or refusing abuse interventions (9, 18,

and 20). In cases where a patient stayed in the relationship
developing an individualised strategy in the form of a safety
plan was paramount (5). Documenting the abuse using the
patient’s language as much as possible was considered to be
good clinical practice (5 and 17). Conducting a holistic
assessment with the patient, including family dynamics (5
and 6) and taking into account their concerns about dis-
rupting the relationship with the abuser when they were also
their caregiver, whilst dealing with abuse in a way that was
sympathetic to the perpetrator’s needs, was deemed essential
(18 and 19).

An MDT approach involving the police, social services,
and safeguarding practitioners (11) was viewed as the most
efective way of responding to and managing abuse (2, 5, 8,
11, 18, 19, and 21), and achieving a resolution before the end
of the patient’s life (8). Diferent roles within the team
complemented each other to best assess patient needs and
provided relevant resources (5). Across the team, core skills
were recognised as essential to efectively respond to do-
mestic abuse including: empathetic communication (5),
establishing rapport with a patient (17), and validating the
patient’s experience (5 and 17). Referring on and signposting
to sources of support, when this was the patient’s wish, was
identifed as part of care (5, 9, and 18). However, it was
reported that practitioners were often unaware of the out-
come of a case once it has been referred to safeguarding.
Also, improving the feedback loop from safeguarding was
considered important (10).

A number of papers focused on how practitioners might
reduce the risk of abuse (11). Such measures included ed-
ucating caregivers on the illness trajectory and what to
expect during the approach to end-of-life and their role and
responsibilities as caregivers (15, 18, and 19), establishing
care plans (11) and helping to manage caregiver stress (18
and 19).

2.10.4. Improving Identifcation and Response to Abuse.
Te majority of papers provided suggestions for improving
screening and management of abuse in practice (1, 2, 5, 10,
11, 12, 13, 14, 15, 17, 18, 19, and 21). Suggestions included
asking about domestic abuse by including screening ques-
tions when asking about social support (12, 13, and 14),
amending existing clinical forms and questionnaires to
enquire about abuse (17), and developing culturally sensitive
screening tools and in diferent languages (2). Similarly,
when enquiring about domestic abuse, a trauma-informed
approach to care was needed (6). It was also important for
health and care professionals to recognise signs and
symptoms of abuse, such as interfering behaviours, which
may go undetected during screening (3).

Educational programmes for both undergraduate and
postgraduate healthcare professionals was seen as key, with
a focus on screening (1, 2, 5, 9, 10, 13, and 20), building
rapport (5), counselling and supporting survivors of abuse
(5, 9, 15, 18, and 19), understanding the coexistence of
domestic abuse and life-limiting illness (5, 12, and 15), and
documenting abuse and legal responsibilities (10). Academic
curriculums also needed to address: follow-up care for
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patients (9), supporting vulnerable rural patients (14), family
dynamics and relationships (18, 21), and speaking to per-
petrators of abuse (21). For greatest efectiveness, ongoing
training and development for healthcare professionals on
domestic abuse is needed (15).

3. Discussion

A scoping review was conducted to identify factors that
shape and characterise the experiences of adults living with
a life-limiting illness and domestic abuse, and those of the
health, social care, and third sector practitioners who sup-
port them. To our knowledge, this is the frst scoping review
to focus on domestic abuse and the coexistence of life-
limiting illness and it intends to increase the un-
derstanding of the topic and identify gaps in knowledge that
warrant further investigation. Findings revealed a paucity of
evidence, resulting in signifcant shortcomings in the lit-
erature, with most papers reporting on women living with
cancer and omissions in regard to the support needs of those
experiencing or at risk of domestic abuse. Similarly, there
was limited evidence on the experiences, support, and de-
velopment needs of professionals outside of the health
sector, in adult social care and the third sector. Given that
successful management of domestic abuse relies on a com-
plex and multi-layered interagency approach [19], and
fndings in this review showed MDTs are considered an
efective mechanism for managing abuse in the life-limiting
illness context, developing the evidence base on the expe-
riences and needs of all sectors is imperative.

People living with a life-limiting illness experienced a range
of abusive behaviours, but some forms were reported as more
frequently perpetrated: coercive and controlling behaviour,
emotional and psychological abuse, and neglect and fnancial
abuse. Domestic abuse had specifc impact for people living
with a life-limiting illness. It had a detrimental impact on
mental health and wellbeing, but an important and disturbing
fnding was that for some, abuse could result in delays in
screening leading to late diagnosis, the illness advancing and
palliative rather than curable treatments being available.
Progression of the illness often increased care needs and de-
pendency on the caregiver and further intensifed the person’s
vulnerability to domestic abuse, and reluctance to disclose the
abuse for fear of being placed in institutional care. Coercive and
controlling behaviour, which restricted access to family and
other support networks, led to social isolation and prevented
help-seeking, and the person being trapped in the relationship
and unable to leave, even if they were able or wanted to.

Te diagnosis and progression of a life-limiting illness
can change relationship dynamics for both the person and
caregiver. As the person with a life-limiting illness becomes
less able to look after themselves and more reliant on their
caregivers, caregiver stress may develop. Caregiver stress is
often the result of exhaustion, stress, and anxiety [47] and
should not be mistaken for domestic abuse, which is rooted
in issues of power and control. In the context of life-limiting
illness, domestic abuse often refects existing abuse prior to
the person becoming ill, whichmay be exacerbated following
diagnosis. Many of the participants in the studies included

here had experienced domestic abuse throughout their
partnership or marriage. Te blurring of boundaries be-
tween caregiver stress and domestic abuse may be a result of
the abused person’s perceptions of themselves, and what
constitutes abusive behaviours, as well as presumptions by
health and care providers. Te failure to draw a clear dis-
tinction between the two is likely to result in the needs of
those with a life-limiting illness not being met and poorly
defned by services or the complexity of the nature of re-
lationships at all stages of the lifecycle being acknowledged
[48–51]. Te literature provided little evidence on the
support needs of this population which requires further
research and investigation.

Papers reported the challenge for healthcare pro-
fessionals of identifying and responding to domestic abuse
in the context of a life-limiting illness and related to lacking
confdence, and skills and knowledge of other support
services and referral pathways. Tis highlights the need for
increased training, education, and continuing professional
development (CPD) in this area. Evidence suggests that
nurses and other healthcare professionals are often ill-
prepared to respond and manage incidences of domestic
abuse efectively [52, 53] and highlights the need for im-
proved training, resources, and support for them to be able
to do so [54]. Training and education are essential to help
practitioners understand the complexities of the disclosure
process and potential enablers and facilitators to a patient
disclosing. In the UK, domestic abuse is a national and local
policy priority driver for healthcare, with a focus on the
development of strategies and training to support the ef-
fective recognition and management of domestic abuse by
health and social care professionals [55].Tere are legislative
frameworks to support healthcare services identify, manage,
and respond to disclosures of domestic abuse [56–59].
However, while training and education programmes are
available, there is no specifc training for responding to
domestic abuse where it coexists with life-limiting illness.
Where training is provided, it tends to be in the context of
adult safeguarding. Given the specifc and complex needs of
people living with a life-limiting illness, regular training for
practitioners that addresses all aspects of domestic abuse and
life-limiting illness is both essential and overdue.

Disclosure was more likely to occur when a trusted
relationship with the practitioner was established and pri-
vacy and confdentiality could be provided. Responding to
a disclosure could be as challenging as identifying the abuse
and was exacerbated by healthcare professionals feeling
underprepared. While this relates to upskilling practitioners,
it extends to ensuring they feel emotionally ready for the
work required to manage domestic abuse [19]. While those
working in hospice and palliative care are experienced in
having “difcult” and “sensitive” conversations about end-
of-life, this does not necessarily translate to other topics,
including abuse, often because of concerns about ofending
patients, making the situation worse, or jeopardising their
relationship with them [60].Tis is despite evidence showing
that patients want to be asked directly about abuse by
supportive practitioners [61] and look to them to provide
practical support [62].
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Contributory factors to practitioners feeling unprepared to
address domestic abuse include lack of organisational and
system level support, which restricts time permitted for clinical
contact and does not allow for carrying out sensitive work with
patients, and absence of protocols and policies for managing
domestic abuse [63]. Research in other healthcare settings
suggests that support from managers, opportunities for re-
fexive feedback andmonitoring, feedback loops, and clear and
visible organisation guidelines, protocols and polices provide
legitimacy to practitioners that this is part of their role and
increases their confdence and competence to respond ap-
propriately to disclosures of domestic abuse [64–66].

3.1. Implications forPolicy andPractice. From our review, we
conclude that for health and care professionals to provide
adequate and appropriate support to patients/clients with
a life-limiting illness who disclose domestic abuse, educa-
tion, training, and continuing professional development are
essential. Education and training on domestic abuse in the
context of life-limiting illness need to be included in un-
dergraduate and postgraduate curriculums for health and
care professionals and continue into practice. Tis is im-
portant for understanding the complexities of domestic
abuse where it coexists with life-limiting illness, and how to
manage disclosures. Training not only improves un-
derstanding but also increases confdence to ask about and
respond to abuse, including what, how, when, and where to
ask. Topics should include as a minimum: types of abuse,
indicators of abuse, enquiring about abuse, dealing with
disclosure, conversations with perpetrators, risk assessment,
and referral options. Research has shown that patients are
more likely to confde in practitioners who they perceive as
knowledgeable and capable of handling a disclosure, ofer an
empathetic response and validate their disclosure
[16, 67, 68]. Organisations should consider who is best
placed to deliver training, whether this can be provided in-
house or by an external specialist domestic abuse service,
and diferent modes for delivery. Evidence shows that health
and care professionals can be trained successfully to in-
tervene and respond to domestic abuse [69] and is more
efective when it is interactive and involves participation and
experiential learning [70].

Training should not be limited to health and social care
professionals and should be accessible by all members of staf
in hospice and palliative care organisations. Patients may
choose to confde in someone without a healthcare back-
ground, including volunteers, catering, housekeeping, or
administrative staf. Non-healthcare staf should receive
training that increases confdence and awareness of do-
mestic abuse, addresses issues of confdentiality, and who
within their organisation they report disclosures to.

Along with increasing awareness and knowledge,
equipping those working in hospice and palliative care with
the confdence and skills to identify and respond to abuse is
key. Training should address issues related to practitioners’
own safety, especially when undertaking home visits, and
emotional aspects of dealing with domestic abuse. Training
needs to ensure staf are emotionally ready to manage the

work of domestic abuse, otherwise it is setting them up to fail
[19]. Appointing domestic abuse champions within an or-
ganisation can help act as a point of reference for staf and
provide advice and emotional support to them when needed.
Although a relatively new concept, evidence suggests do-
mestic abuse champions in healthcare settings have a posi-
tive impact and act as change agents through their support
and mentorship, enabling colleagues to efectively alter their
practice and engage in the complex and challenging work of
detecting and responding to abuse [71]. Champions need to
be trained to an enhanced level, but not delegated sole re-
sponsibility for managing domestic abuse within the orga-
nisation, rather supporting fellow practitioners through the
process. While all staf should be given the opportunity to
take on the champion role, they should be those who are
approached for problem solving or have line management
responsibilities, to operate as part of a network of champions
within the setting [72].

Creating a private and safe environment within the
clinical setting where confdentiality is assured is more likely
to facilitate a disclosure. Where these do not exist, orga-
nisations may need to make structural changes to provide
these spaces. Ensuring patients are aware of resources
available to them by having posters and information dis-
played may also give them confdence to disclose [73].

Finally, practitioners should be adopting an advocacy
approach to addressing domestic abuse, which moves away
from the traditional medical model of “fxing” patients’
problems, to one of the support and empowerment to allow
them to make the best decision for them and that recognises
patients as experts in their own lives. Tis is important
regardless of whether a patient wants support or further
action to be taken or to remain in the abusive relationship.
However, wherever possible, a safety plan that the patient is
comfortable with should be developed and put in place,
especially for those at high risk.

3.2. Limitations. As with all reviews, there are some limi-
tations here. A focus on healthcare systems similar to that of
the UK was intended to increase transferability of fndings.
However, diferences between these systems and exclusion of
healthcare systems those were not comparable to that of the
UKmay limit transferability.Tere were limitations in terms
of data obtained. Tis includes a lack of male participants in
included studies, with only three papers including males.
Studies reporting on the experiences of people living with
a life-limiting illness in the context of abuse focused on those
living with cancer, including four papers derived from one
study (12, 13, 14, and 16), and as such there was little ev-
idence relating to those with other terminal conditions.
While the type of conditionmay not be a predominant factor
pertaining to experience, further research may be needed to
establish the generalisability of fndings to other life-limiting
illnesses and to men’s experience of domestic abuse. In
addition, there was limited evidence on the experiences,
support, and developmental needs of professionals outside
of the health sector, in adult social care and third sector
organisations.
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4. Conclusion

Tis review has strengthened the evidence based on domestic
abuse in the context of life-limiting illness, bringing together
research on the experiences of people living with an incurable
condition experiencing domestic abuse, and identifying and
characterising the experiences, support, and training needs of
those who care for them. However, signifcant gaps in
knowledge remain with regard to the support needs of those
experiencing or at risk of abuse and the support mechanisms
outside of healthcare, particularly in social care and specialist
services in the third sector. Addressing these gaps is an
important goal for future research in order to inform policy
and practice to identify and manage domestic abuse where it
coexists with life-limiting illness.

Data Availability

Data sharing is not applicable as no datasets were generated and/
or analysed during the study. No additional data are available.

Additional Points

What is known about this topic? (i) Domestic abuse is a global
public health issue. (ii) People living with a life-limiting
illness are at increased risk of domestic abuse because their
condition may make them vulnerable, frail, and dependent
on others who may also be the perpetrator of the abuse. (iii)
Tose experiencing domestic abuse are more likely to dis-
close to a healthcare professional than any other pro-
fessional. What this paper adds. (i) People living with a life-
limiting illness experience a range of domestic abuse types
which can result in social isolation and impacts on their
health and wellbeing. (ii) Te fndings from the paper have
important implications for policy and practice in regard to
recognition of domestic abuse in people with a life-limiting
illness, how to approach questioning, maintain clinical trust,
respond, and overcome barriers to disclosure. (iii) Training
and education for health and social care practitioners, which
increases knowledge and confdence in managing and
supporting disclosures of domestic abuse is essential to
adequately support patients with a life-limiting illness and
ensure their specifc and complex needs are addressed.
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