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Intimate partner violence has major health
impacts, yet recognition and response remain
inconsistent across disciplines. A whole-of-health
approach, grounded in trauma-informed care
and intersectionality, is needed to improve
identification, referral and co-ordinated care.

ntimate partner violence is a leading public health issue, with
profound physical, psychological and reproductive conse-
quences across the life course."* Healthcare professionals are
uniquely positioned to contribute to intimate partner violence
prevention and response, yet awareness and preparedness remain
inconsistent across health disciplines; this limits opportunities
for mitigation, early identification and intervention.* Australia’s
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KEY POINTS

Intimate partner violence can affect any body system and
present in any specialty, often indirectly or as chronic,
nonspecific problems.

« Uneven training and limited system supports across
disciplines lead to missed opportunities for early
identification and safe intervention.

o Trauma-informed care supports sensitive enquiry,

prioritises safety, builds trust and reduces retraumatisation

in all clinical settings.

An intersectional lens improves equity by recognising

differing risks, barriers to disclosure and service needs

across diverse groups.

Cross-disciplinary education, clear referral pathways and

collaboration can strengthen a co-ordinated health system

response and prevention.

National Plan to End Violence against Women and Children 2022
to 2032 rightly notes that ‘Tt is everyone’s responsibility to end
the perpetration of violence against women and children’, and
we argue that much more can be achieved by taking a whole-
of-health approach.> We call on all healthcare professionals to
join us in building awareness and changing practices across
medicine and health. We describe why this approach is crucial
for the health system to play its most effective role in national
prevention and impactful health interventions, and to mitigate
the significant costs of intimate partner violence to the Australian
health system.

Engagement across disciplines

Between 2021 and 2022 in Australia, one in four women and
one in fourteen men had experienced physical violence, sexual
violence, or both, by an intimate partner since the age of 15 years,
and between 2023 and 2024, nearly 90% of hospitalisations for
assault by a partner were female.” The health impacts of intimate
partner violence are wide-ranging. Although this article focuses
on victim-survivors, health risks for perpetrators must also be
identified and responded to.
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For victim-survivors, emergency
practitioners, surgeons and orthopaedic
specialists manage acute physical trauma,
whereas psychiatrists, GPs and allied
healthcare practitioners respond to the
mental and physical health sequelae of
intimate partner violence.” Public health
professionals undertake population- and
community-based research to inform
interventions for intimate partner violence
prevention and response.

Pregnancy and the postpartum period
are two of the highest-risk times for
women to experience intimate partner
violence, and obstetricians, gynaecologists
and midwives are acutely aware of the
risks to reproductive health, pregnancy
and neonatal outcomes.” In these fields,
intimate partner violence tends to be well
recognised as a clinical consideration,
albeit one for which more professional
training and practitioner confidence may
be needed.

In contrast, in disciplines such as
neurology, cardiology, haematology,
oncology, endocrinology, general medi-
cine or geriatrics, intimate partner vio-
lence may be less visible or not perceived
as clinically relevant. Patients may present
with chronic or nonspecific conditions
such as cognitive changes from repeated
brain trauma, excessive bruising, delayed
cancer screening because of controlling
partners, impaired immunity related to
persistently inadequate nutrition and
emotional distress, cardiac arrhythmia
related to distress and anxiety, or poor
treatment adherence for any disorder
because of disempowerment, frailty,
economic constraints or enforced isola-
tion.®*? Regardless of its current level of
disciplinary significance, without specific
intimate partner violence training and
system-level capacity to respond, all health
disciplines risk missing clinical presenta-
tions and opportunities for intervention.
For example, GPs are on the front line of
intimate partner violence responses and
are often the first clinicians who see, and
continue to see, victim-survivors over
time in consultations. However, they

report feeling underprepared to enquire
about intimate partner violence, difficulty
routinely recognising its many health
impacts and a lack of time to navigate
referral pathways.>**

Inconsistency across disciplines and
the universal need for further practitioner
training and support, reflect both a his-
torical emphasis on acute presentations
and ‘frontline’ settings, and systemic bar-
riers, including viewing intimate partner
violence as a social or private problem
outside the scope of medicine. Specialties
that directly encounter acute presentations
have developed clearer protocols, whereas
others lack formal training or awareness
of the relevance of intimate partner
violence to their practice. Medical and
allied health training has not routinely
included intimate partner violence, espe-
cially with a trauma-informed approach
and intersectionality lens, across disci-
plines. Recognising intimate partner
violence as a whole-of-health issue is there-
fore essential.

A trauma-informed approach
Intimate partner violence affects multiple
organ systems and contributes to chronic
physical disease, mental illness, reproduc-
tive harm and intergenerational trauma.”
No medical discipline is immune. Early
recognition in any clinical setting can
improve care, reduce morbidity, prevent
escalation, support survivors in accessing
safety and support perpetrators in access-
ing interventions. Conversely, inaction
leads to fragmented care, repeated con-
sultations, worsening health outcomes
and premature death.’

A trauma-informed approach recog-
nises how psychological trauma from
intimate partner violence affects health
and behaviour, and the need to deliver
care that is mindful of social and struc-
tural factors that are inter-related with
the risk and experience of the traumatic
event.”>'¢ It shifts the question from ‘What
is wrong with this patient?’ to “What has
happened to this person, and how can I
respond appropriately and safely?’"’
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Trauma-informed practice considers cul-
tural diversity and socioeconomic and
geographic disadvantage, and emphasises
empathy and careful exploration of what
is needed to ensure safety. This approach
strengthens healthcare responses and
helps prevent further abuse and retrau-
matisation of survivors. Trauma-informed
practice requires all healthcare profes-
sionals, not just those in mental health
or emergency settings, to recognise signs
of intimate partner violence, respond
sensitively and empathically, build trust
and have access to effective referral
pathways.

Healthcare professionals are trusted
figures. A supportive, trauma-informed
response, even from a clinician outside
traditional ‘frontline’ disciplines, can be
pivotal in encouraging disclosure and may
improve help seeking. This underscores
the ethical responsibility of all practition-
ers to be aware, informed and prepared
to respond.

Why intersectionality matters
Although exact definitions differ, inter-
sectionality broadly refers to how intercon-
nected social categorisations such as race,
socioeconomic disadvantage and gender
combine to create intersecting forms of
privilege and oppression.”® Applying an
intersectional lens ensures that trauma-
informed approaches are truly inclusive
and sensitive to the diverse realities of how
intimate partner violence is experienced,
manifests and should be addressed. An
intersectional lens supports healthcare
professionals understand why some groups
of people are disproportionately affected,
experience greater barriers to accessing
support and face more significant health
impacts.”

Groups at increased risk of intimate
partner violence and its sequelae include
women who are pregnant and caring for
children; Aboriginal and Torres Strait
Islander peoples; minoritised ethnicities;
individuals who are lesbian, gay, bisexual,
transgender, queer or questioning, inter-
sex, asexual and more; younger and older
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people; people with disabilities; those
with insecure migration status; people
with neurodivergence; and those with
mental health challenges are all at
increased risk of intimate partner vio-
lence and its sequelae.**' Compounding
forms of disadvantage and oppression
related to these, and other factors, can
influence help-seeking behaviours,
clinical presentations, engagement with
services and health outcomes.

Education as a driver of
cross-disciplinary awareness
Health education is key to reducing
knowledge and practice gaps between
health specialties and disciplines. At
the University of New South Wales, the
Wattle Network has been established
to encourage interdisciplinary health
responses to intimate partner violence,
and to promote and shape policy and
practice that is informed by the diversity
of its research.

The Wattle Network aims to ensure
that teaching on intimate partner violence
is embedded across curricula and made
relevant to all disciplines. By taking an
interdisciplinary health approach, the
Wattle Network also promotes case-based
learning and joint teaching sessions, to
expose students to the diverse ways inti-
mate partner violence can present in dif-
ferent specialties, including those less
often considered relevant.?? Furthermore,
the Wattle Network encourages an inte-
grated approach, where the best response
often requires diverse disciplines working
together.

By equipping future healthcare prac-
titioners with knowledge and skills
tailored to their field and by modelling
collaboration across disciplines, the Wattle
Network hopes to build and strengthen
awareness and preparedness across the
health system to respond to intimate part-
ner violence. Trauma-informed care and
intersectionality provide the unifying
frameworks for this education, ensuring
that awareness translates into practice that
is sensitive, respectful and safe.
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From fragmentation to

integration

Strengthening cross-disciplinary aware-

ness in medicine and health does not mean

expecting every practitioner to become an
intimate partner violence specialist.

Rather, it means ensuring all healthcare

professionals can:

« recognise when intimate partner
violence is contributing to a patient’s
presentation’

o respond with empathy and sensitivity,
in line with principles of trauma-
informed care and intersectionality

« know the appropriate referral
pathways for specialist counselling,
risk assessment and safety
planning”*’

« collaborate effectively with colleagues
across disciplines, including in
research and training. For example,
GPs, who often work at the interface
between services in diverse contexts,
can support other disciplines by
sharing their knowledge about the
identification and management of
intimate partner violence.”

Such integration can improve diagnos-
ticaccuracy, shorten delays in care, provide
more holistic support for victim-survivors,
as well as deliver broader interventions for
perpetrators. It also aligns with broader
goals of health equity, patient safety and
trauma-informed practice that should
underpin modern health education and
health care. This raises the question of
whether a new national policy is needed
to mandate discipline-specific clinical
competencies, routine training and
accountability standards for all health
specialties to identify, respond to and con-
tinuously improve care for people experi-
encing intimate partner violence.

Conclusion

Intimate partner violence is a health issue
that transcends disciplinary boundaries.
Some specialties are more established in
their awareness and protocols, whereas
others are still developing their response.
Strengthening awareness across all health
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disciplines — anchored in the principles of
trauma-informed care and intersectionality
—requires targeted collaboration to ensure
aco-ordinated and effective health system
response. Initiatives such as the Wattle
Network demonstrate how universities can
lead and shape system-level change by
embedding intimate partner violence into
the core of medical and health research,
teaching and practice.

By building awareness, fostering
collaboration, and adopting trauma-
informed care and intersectionality as
shared responsibilities, the health profes-
sion can better support patients, prevent
intimate partner violence and related
harm, and contribute to a healthier, safer
society. mr
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