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Exploration of trends in the incidence
and prevalence of childhood
maltreatment and domestic abuse
recording in UK primary care: a
retrospective cohort study using ‘the
health improvement network” database

Joht Singh Chandan

,'? Krishna Margadhamane Gokhale,?

Caroline Bradbury—.Jones,3 Krishnarajah Nirantharakumar,?

Siddhartha Bandyopadhyay,” Julie Taylor>®

ABSTRACT

Objectives Describe the epidemiology of childhood
maltreatment and domestic abuse (in women).

Design Analysis of longitudinal records between 1
January 1995 to 31 December 2018.

Setting UK primary care database: ‘The Health
Improvement Network’ (THIN).

Participants 11831850 eligible patients from 787
contributing practices. Childhood maltreatment and
domestic abuse (women only) were defined as the
presence of a recorded Read code.

Outcome measures The incidence rate (IR) and
prevalence of childhood maltreatment (in children aged
0-18 years) and domestic abuse (in women aged over 18)
between 1996 and 2017. An adjusted incidence rate ratio
(alRR) is given to examine the differences in IRs based on
sex, ethnicity and deprivation.

Results The age and gender breakdown of THIN has
been previously reported to be representative of the

UK population, however, there is substantial missing
information on deprivation quintiles (<20%) and ethnicity
(approximately 50%). The IR (IR 60.1; 95% Cl 54.3 t0 66.0
per 100000 child years) and prevalence (416.1; 95%Cl
401.3 to 430.9 per 100000 child population) of childhood
maltreatment rose until 2017. The alRR was greater in
patients from the most deprived backgrounds (alRR 5.14;
95% Cl 4.57 to 5.77 compared with least deprived) and
from an ethnic minority community (eg, black alRR 1.25;
1.04 to 1.49 compared with white). When examining
domestic abuse in women, in 2017, the IR was 34.5 (31.4
t0 37.7) per 100000 adult years and prevalence 368.7
(358.7 to 378.7) per 100000 adult population. Similarly,
the IR was highest in the lowest socioeconomic class (alRR
2.30; 2.71 10 3.30) and in ethnic minorities (South Asian
alRR 2.14; 1.92 to 2.39 and black alRR 1.64; 1.42 to 1.89).
Conclusion Despite recent improvements in recording,
there is still a substantial under-recording of maltreatment
and abuse within UK primary care records, compared with
currently existing sources of childhood maltreatment and
domestic abuse data. Approaches must be implemented
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Strengths and limitations of this study

» Primary care data encompass a vast proportion of
society, and as current guidance is to ensure iden-
tification of domestic abuse and childhood mal-
treatment by general practitioners, studying the
epidemiology within this dataset is important.

» Despite the vast cohort size, our results demonstrate
substantial under-recording of childhood maltreat-
ment and domestic abuse.

» Although the study was able to examine trends by
age, gender, deprivation and ethnicity, trends by
ethnicity were limited due to extensive missing data
within UK primary care.

» Before primary care data can used as a tool for pub-
lic health surveillance of childhood maltreatment
and domestic abuse, there is a definite need for im-
proved recording and/or reporting.

to improve recording and detection of childhood
maltreatment and domestic abuse within medical records.

INTRODUCTION

Childhood maltreatment (physical, sexual or
emotional abuse and neglect against those
under the age of 18 years)' and domestic
abuse (controlling, coercive, threatening
behaviour, violence or abuse between those
who are, or have been, intimate partners or
family members)® are global public health
problems. The negative downstream social,
psychological and physical health effects of
childhood maltreatment and domestic abuse
bear a substantial societal cost.>' Therefore,
a public health approach is urgently needed
to prevent both the occurrence of childhood
maltreatment and domestic abuse as well
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as their secondary consequences.” In order to support
a public health approach, high quality data recording
relating to these exposures plays an important role."”
Exploring the role of routinely collected data (which due
its repeatable nature can be used for surveillance) in the
UK as well as other countries is crucial in both the estima-
tion of the societal burden of disease as well as the identi-
fication of risk and protective factors."*

Exposure to domestic abuse and childhood maltreat-
ment remain taboo topics in many cultures, despite the
adverse consequences in terms of health and well-being,
with significant stigma around disclosure of traumatic
events.”” ' As a result, survivors of such traumatic expe-
riences often find it difficult to attend and seek support
from public sector authorities such as healthcare staff.'” '*
There are also challenges for healthcare staff to routinely
enquire or ask about such experiences in their patients’
lives."” The combination of barriers to disclosure and
enquiry are likely to lead to a hidden burden of domestic
abuse and childhood maltreatment not captured in
administrative public sector data. However, since intro-
ductions of new guidelines in the UK (National Institute
of Health and Care Excellence in 2016 and 2017), the
hope has been that administrative recording will have
improved.* *' This drive towards improved reporting is
spurred on by UK media and governmental interest in
these topics (high profile events leading to media and
governmental interest include: the death of Baby P, the
Jimmy Savile inquiry, Operation Yewtree, the death of
Daniel Pelka, the identification and referral to improve
safety trial and the consideration of the domestic abuse
bill), and the consequent expectation that administrative
recording will have improved.***°

Current UK national estimates of domestic abuse are
largely derived from self-reported surveys in conjunction
with administrative data. The crime survey for England
and Wales (CSEW) provides self-reported informa-
tion and used in conjunction with police records of the
number of recorded domestic abuse incidents to define
epidemiological estimates of domestic abuse. In women,
the reported prevalence from the CSEW (for those aged
16-59 years old) was 7.9% in the financial year 2017/2018
while the crude estimate derived from police data for the
year ending 2017 (not yet available for 2018 for those
aged 16 and over) across England was 24.0/1000 popula-
tion (in men and women).27 =

Unfortunately, the use of alternative administrative
records pertaining to information on domestic abuse are
limited to recording processes such as hospital records.
There is no specific international classification of disease
code that are specific to domestic abuse: The closest
matches are T74.1 (physical abuse, confirmed), Y07.0
(spouse or partner, perpetrator of maltreatment and
neglect) and Z63.0 (and problems in a relationship with
spouse or partner) which when specified in adults relate
to physical abuse, maltreatment.” However, there are
substantial limitations to utilising these codes to describe
the epidemiology of domestic abuse, due to low numbers

of such codes being recorded and also ambiguities in
coding practice between hospital trusts.*’

The state of epidemiological estimates when exploring
childhood maltreatment suffers from similar challenges.
A recent observational study used data from 1858 to 2016
that was derived from child mortality records, police
recorded-homicides, crimes against children, child
protection data, children in care and data taken from the
National Society for the Prevention of Cruelty to Children
(NSPCC) to study long term trends of child maltreat-
ment. The study found a decreasing long-term trend in
child maltreatment until the year 2000 but reported an
increase thereafter.”” However, child mortality continued
to decrease.” A recommendation of the report was to
further research and establish whether child maltreat-
ment is continuing to increase.”’ However, once again
when taken from the CSEW, the estimated prevalence
of experiencing childhood maltreatment was 18.9%
(financial year end 2016).”" The information relating
to the incidence rate (IR) for those at risk of childhood
maltreatment or domestic abuse is low. One approach
to attempt to do so is to use records taken from general
practice (GP). A previous study using GP recorded data
between 1995 and 2010 explored the IRs and prevalence
of childhood maltreatment-related concerns (includes
information relating to suspected and possible maltreat-
ment) and identified an increase in incidence and prev-
alence of maltreatment related concerns between this
time.*

In summary, the limitations of existing estimates relate
to challenges with: (1) continuous recording of survey
data to allow for active surveillance and examination of
trends; (2) social desirability bias™ leading to an underes-
timation in survey estimates; (3) selection bias®* leading
to an under-estimation in administrative datasets and (4)
an appropriate denominator population to describe prev-
alence in administrative data.

Primary care data from sources such as ‘The Health
Improvement Network’ (THIN) database have previously
been shown to representative of the UK population in
terms of age structure and can provide a suitable denom-
inator population to examine the epidemiology of public
health risk factors.”” Additionally, new guidelines and
interventions have been putin place to improve recordin
of childhood maltreatment and domestic abuse.*’ *' * %
The last time primary care data were explored to describe
a similar risk factor was in 2010 prior to these improve-
ments. Therefore, there is a need to describe the current
estimates of childhood maltreatment and domestic abuse
from primary care data and compare these to existing esti-
mates to describe the possibility of further use of primary
care data to support policy-makers/public health profes-
sionals in decisions relating to the burden of maltreat-
ment and abuse.

Our aim was to investigate how the incidence and prev-
alence of childhood maltreatment and domestic abuse
have changed between 1996-2017 using THIN primary
care database.
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METHODS

Study design and data source

A cohortwas extracted of eligible patients who contributed
to the dataset between 1 January 1995 and 31 December
2018. Using this cohort, it was possible to describe the
yearly IR and prevalence of childhood maltreatment and
domestic abuse. Using the cohort it was also possible to
describe the cumulative IR broken down by age group,
gender (in childhood maltreatment), deprivation and
ethnicity.

During the study period, the dataset consisted of
medical records taken from 787 UK GPs and deemed to
be representative of the UK population.” THIN records
information relating to demographics, disease progres-
sion and management.37 Information relating to symp-
toms, examinations and diagnoses is documented using
a hierarchical clinical coding system called Read codes.™

Population, exposure and outcomes

GPs were eligible for inclusion 12 months following instal-
lation of electronic health records or from the practice’s
acceptable mortality recording date.” *’ Inclusion of data
after these points were measures of quality assurance for
the dataset. During the study period from 1 January 1995
and 31 December 2018, there were 11831850 eligible
patient records following this inclusion criteria.

The outcomes of interest (childhood maltreatment or
domestic abuse) were both defined by presence of a rele-
vant Read code relating to patient exposure. As the aim
of this study was to examine incidence and prevalence,
the code list used to define incidence and prevalence
varied to account for codes that mention a history of the
exposure (for the calculation of prevalence but not for
IR). The list of Read codes used in this study to describe
childhood maltreatment/domestic abuse (varied by inci-
dence and prevalence) are documented in the online
supplementary (supplementary read code lists) and selec-
tion of such codes are described in previous published
work.” 1% *! Domestic abuse exposure in this study was
limited to only female patients as comparatively very low
numbers of men had recorded incidents of domestic
abuse during the study period (displayed in table 1). The
annual IR and prevalence of domestic abuse experienced
by men between 2005 and 2017 is displayed on online
supplementary tables 1 and 2.

Dependent on the outcome of interest, there were
further inclusion criteria on the study population which
were eligible for inclusion. To calculate the IR and prev-
alence of childhood maltreatment, we only included
patients under the age of 18 at cohort entry. We enforced
a study criterion that patients would have to exit the study
by their 18th birthday as they would no longer be contrib-
uting child-years (CY) at risk. During the study period,
the total population amounted to 3045456 children.
In order to calculate the IR and prevalence of domestic
abuse, a female adult cohort was selected who had an
eligible cohort entry date from the age of 18 years onwards
(4982781 eligible patients). The purpose being to allow

us to calculate an IR of adult years (AY) at risk. Addition-
ally, there is debate about whether children living in a
household where there is domestic abuse overlaps with
the definition of child maltreatment as a form of adverse
childhood experience (ACEs).” Therefore, to avoid
confusion in definition between childhood maltreatment
and experiencing ACEs which include other markers
of household adversity, we have restricted our domestic
abuse population to only those over the age of 18 years.

Statistical analysis and follow up

For annual point prevalence, the numerator was the
cumulative count of eligible individuals with any record
of domestic abuse (occurred over 18 years) or childhood
maltreatment (occurred under 18 years) identified at the
1 January each year from 1996 to 2017 who were then
divided by the total eligible population on the same date
(denominator). The prevalence is described per 100000
population (in the domestic abuse cohort per 100000
adult population and childhood maltreatment cohort per
100000 child population) with their associated CIs.

A series of yearly cohort studies were performed to
calculate the crude IR of domestic abuse and childhood
maltreatment for each year from 1996 to 2017. The
numerator was the new number of cases in that calendar
year, divided by the total number of person-years at risk
(denominator) for the given year. In each annual cohort
study to determine IR, the period of follow-up was defined
as:

Entry date: The latest date of either study start date (1 of
January each year), 1year after electronic medical records
were implemented, lyear after the practice reached
acceptable mortality recording date or when the patient
met the age inclusion criteria if one was present (eg,
patients had to reach 18 years before they were eligible
for entry into the domestic abuse study population).

Exit date: The earliest date of either study end date (31
of December each year), outcome date (new incident
of childhood maltreatment or domestic abuse), death
date, transfer date (when patient moved practice and
were censored from the dataset), collection date (last
date the practice contributed to the dataset) and the date
when patient’s age crosses the age inclusion criteria (eg,
patients will exit the cohort when they turn 18 for the IR
calculation of childhood maltreatment).

Graphical representations of the incidence and prev-
alence was conducted from years where there were five
or more incident cases of domestic abuse (2005) or
childhood maltreatment (1997). The annual IR and
prevalence are also stratified by sex (male or female) for
childhood maltreatment.

Additionally, the cumulative IR for the whole time
period from the 1 January 1995 to 31 December 2018 was
stratified by age category of outcome incidence (defined
using categories used by the Department of Education
to allow for comparison),"” Townsend deprivation quin-
tile," ethnicity and sex when using data for the whole
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time period from the fl January 1995 to 31 December
2018.

To discern differences between ethnic groups and
deprivation quintiles (in the child cohort) a multivariate
(adjusting for each other, sex and age at cohort entry)
Poisson regression offsetting for person years of follow-up
was used to calculate an adjusted incidence rate ratio
(aIRR). Where there were missing data in our covariates
(Ethnicity and Townsend quintile), these were treated
as a separate missing category and included in the final
model. Significance was set at p<0.05.

Statistical analysis was conducted using STATA
MP/4V.15.1 (Statacorp 2017). Wherever IR, IRR and
prevalence are presented, associated 95% Cls are given
in conjunction.

Patient and public involvement

No patients were actively involved in setting the research
question, outcome measures, study design, results inter-
pretation of write up of the results. There are plans for
the results to be disseminated to the community affected
by this research through childhood maltreatment and
domestic abuse charities and social media channels.

RESULTS

During the study period, there was a total of 4 603 inci-
dent episodes of childhood maltreatment cohort in
a cohort of 3045456 children (aged under 18). In the
adult female cohort (aged over 18), there were 5 598
incident recorded episodes of domestic abuse in the total
female population of 4982781 patients. Table 1 outlines
the characteristics of both cohorts at cohort entry as well
as the patients who were incident cases of childhood
maltreatment and domestic abuse.

Childhood maltreatment

The IR of childhood maltreatment increased from 22.5
per 100 000 CY (95%CI 11.8 to 33.2) in 1997 to 60.1
per 100 000 CY (95% CI 54.3 to 66.0) in 2017. The was a
steadily increasing trend from 2007 to 2012 and a steep
rise between the year 2012 (IR 30.0; 95% CI 26.8 to 33.3
per 100 000 CY) and 2013 (IR 52.3; 95% CI 47.9 to 56.7
per 100 000 CY), after which it remained relatively stable
until 2017. Further details can be seen in figure 1A and
online supplementary table 3.

When broken down by sex, a similar temporal trend
is noted between both males and females. However, the
cumulative IR was higher in the female cohort (IR 27.2;
95% CI 26.1 to 18.6 per 100 000 CY) was greater when
compared with the male cohort (IR 19.4; 95% CI 18.6 to
20.3 per 100 000 CY). The IR in females in 2017 was 66.2
(95% CI 57.4 to 75.1) per 100 000 CY compared with IR
of 54.3 (95% CI 46.5 to 62.1) per 100 000 CY in males.
Further details of the trends are seen on figure 1B,C and
online supplementary tables 4 and 5.

The age range was broken down into the categories
0-1, 1-4, 5-9, 10-15 and 16-17 years. The group with

the highest IR was the 0-1year cohort (IR 52.7; 95% CI
47.9 to 58.0 per 100 000 CY) and whereas the 16-17
group (IR 21.2; 95% CI 19.0 to 23.5 per 100 000 CY)
had the lowest IR (figure 1D and online supplementary
table 6). When examining by socioeconomic depriva-
tion quintile there was a linear relationship observed
between IR and deprivation. More details are seen in
figure 1E and online supplementary table 7. Lastly, the
IR was higher in the ethnic minority groups (black (IR
45.1; 95% CI 37.4 to 52.9 per 100,000 CY), South Asian
(IR 34.7; 95% CI 29.0 to 40.4 per 100,000 CY) and other
backgrounds (IR 48.1; 95% CI 37.3 to 58.9 per 100,000
CY)) when compared with those who had a white (IR
27.7; 95% CI 26.5 to 29.0 per 100,000 CY)) or mixed
ethnicity (IR 21.8; 95% CI 13.4 to 30.2 per 100,000 CY).
Further details are provided in figure 1F and online
supplementary table 8.

The prevalence of childhood maltreatment steadily
increased from 176.3 (95% CI 132.8 to 219.8) per
100000 child population in 1997 to 416.1 (95% CI 401.3
to 430.9) per 100000 population in 2017. This can be
seen in figure 2 and online supplementary table 9.

In the multivariate analysis following adjustment for
age at cohort entry, sex and deprivation quintile, the
increased risk apparent in South Asians compared with
white children was not evident (aIRR 1.06; 95% CI 0.89
to 1.26). However, the black (aIRR 1.25; 95% CI 1.04
to 1.49) and other (alRR 1.45; 95% CI 1.15 to 1.82)
populations were at a greater risk. In the above anal-
ysis, there was a gradient increase observed in the risk
of childhood maltreatment with worsening deprivation.
The most deprived quintile had a fivefold increased risk
of childhood maltreatment (aIRR 5.14; 95% CI 4.57 to
5.77). Further details are seen in online supplementary
table 10.

Domestic abuse

The IR of domestic abuse increased from 0.3 per 100000
AY (95%CI 0.0 to 0.6) in 2005 to 34.6 per 100000 AY
(95% CI 31.4.1 to 37.7) in 2017. The trend was increasing
relatively steadily from 2006 to 2013, followed by a steep
increase in 2014 (IR 35.8; 95% CI 33.2 to 38.5 per 100000
AY). Further details can be seen in figure 3A and online
supplementary table 11.

The age range was broken down into the categories
18-24, 25-34, 35-44, 45-54, 55—64 and over 65 years. The
groups with the highest IR were 18-24 (IR 33.0; 95% CI
31.2 to 34.9 per 100000 AY) and 25-34year cohorts (IR
33.7; 95% CI 32.2 to 35.3 per 100000 AY), followed by a
decline by age group. Further details are seen in figure 3B
and online supplementary table 12. When examining by
deprivation quintile, again a linear trend was seen where
there was a fourfold increased risk of new domestic
abuse incidence in the most deprived quintile (IR 36.3;
95% CI 34.3 to 38.3 per 100000 AY) compared with the
least deprived (IR 8.9; 95% CI 8.2 to 9.6 per 100000 AY).
More information can be found in figure 3C and online
supplementary table 13. Lastly, similar to childhood
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Figure 1 The incidence rate of childhood maltreatment broken down by sex, age, deprivation and ethnicity.

maltreatment, a disparity was seen in relation to ethnic
group, where black (IR 55.0; 95% CI 47.7 to 62.6 per
100000 AY), South Asian (IR 65.4; 95% CI 58.6 to 72.2 per
100000 AY) and other background (IR 73.6; 95% CI 57.4
to 89.7 per 100000 AY) had a higher IR when compared
with those who had a white (IR 21.5; 95% CI 20.7 to 22.3
per 100000 AY) or mixed ethnic (IR 36.8; 95% CI 29.4 to
44.2 per 100000 AY) background. Figure 3D and online
supplementary table 14 contain additional detail.

The prevalence of domestic abuse increased in an
almost linear manner from 16.0 (95% CI 14.0 to 17.9)
per 100000 adult population to 368.7 (95% CI 358.7 to
378.9) per 100000 adult population in 2017. This can be
seen in figure 4 and from online supplementary table 15.

In the multivariate regression analysis, it was evident
that ethnicity played a factor in the risk of domestic abuse.
South Asians (alRR 2.14;95% CI 1.92 to 2.39), black (aIRR
1.64; 95% CI 1.42 to 1.89) and other (aIRR 2.19; 95% CI
1.75 to 2.73) populations were all at a greater risk than
the White cohort. Similar to childhood maltreatment
there was a gradient increase between worsening depri-
vation and the risk of domestic abuse. The most deprived
quintile had an aIRR of 2.30; 95% CI 2.71 to 3.30. Further
details contained within online supplementary table 16.

500
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Prevalence per 100,000 population
300

00

1997 1999 2001 2003 2005 2007 2009 2011 2013 2015 2017
Year

Figure 2 Prevalence of childhood maltreatment: 1997-2017.

DISCUSSION

Summary of key findings

The IR of both childhood maltreatment and domestic
abuse increased until 2017 (60.1;95% CI 54.3 to 66.0) per
100 000 CY and 34.6 (95% CI 31.4.1 to 37.7) per 100000
AY, respectively, in 2017). Additionally, the prevalence
of both childhood maltreatment and domestic abuse
continued to increase in a linear fashion until 2017. Of
interest there were similar patterns of risk in both groups.
For both childhood maltreatment and domestic abuse,
there was a substantially increased alRR seen in those
from a more deprived background when compared with
the least deprived, and a greater IR of new cases of both
childhood maltreatment and domestic abuse in those
from an ethnic minority background despite taking into
account other co-variates. The IR was also highest in the
0-lyear group and in females for childhood maltreat-
ment and the 18-24years group for those experiencing
domestic abuse. The most notable finding is the high
level of under-recording of childhood maltreatment and
domestic abuse in the dataset in comparison to those
reported in self-reported surveys including the CSEW and
NSPCC survey.

Comparison to current literature

As this was the first cohort to the authors’ knowledge to
explore the annual incidence and prevalence of domestic
abuse (in women) using UK primary care records, it is
difficult to compare the IRs directly with other studies.
However, for childhood maltreatment, one previous study
(including data from 1995 to 2010) reported the IR of
childhood maltreatment related concerns using THIN.*
The maltreatment-related concern codes included cases
of suspected or probable maltreatment which would
explain why their documented IR and prevalence are
substantially higher than those reported in our study.”
However, of note in that study they demonstrated an
increased IR of childhood maltreatment related concerns
in those in the under one group, those who are female
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Figure 3 The incidence rate of domestic abuse broken down by age, deprivation and ethnicity.

and almost a five times increased risk in those from the
most deprived group when compared with the lowest
group, all of which are similar to our ﬁndings.32

Of particular note, a key finding of our study was
the prevalence and IR were much lower than esti-
mates derived from currently existing sources of child-
hood maltreatment and domestic abuse epidemiology.
When examining UK police reports of domestic abuse,
although for both genders, the prevalence in England
was 24.0 per 1000 population, much higher than in our
study even though we only included a female denomi-
nator population.”” When compared with the CSEW data
which showed a prevalence of 7.9% in women, our figure
seems even lower.”® Similarly, although no combined
child maltreatment figure exists for police reports, if we
examine the estimated prevalence from the CSEW which

400

300

Prevalence per 100,000 adult population
100 200

0

20'11 20'13 2015 2017
Year

Figure 4 Prevalence of domestic abuse: 2005-2017.

2005 2007 2009

suggested 18.9% of all adults have experienced some
form of childhood maltreatment our figure of 4.2 per
1000 population (2017) is substantially lower.” When
compared with other administrative data such as children
in need data, which contains the rate of children on Child
protection plans, GP recorded prevalence still remains
low, which has also been shown in previous literature on
maltreatment-related concerns.”® **

The low values of incidence and prevalence of child-
hood maltreatment and domestic abuse and other inter-
esting findings resonate and build on known literature.
There have been national policy reports highlighting
inconsistencies in data collected relating domestic abuse
and childhood maltreatment to poverty and ethnicity.*®*’
However, we clearly demonstrate a linear relationship
between IR and socioeconomic deprivation following
adjustment for ethnicity. When adjusting for deprivation,
GP data still highlights the burden of maltreatment and
abuse experienced in ethnic minorities (although South
Asians were not at a higher risk of childhood maltreat-
ment, and mixed raced individuals were not at a higher
risk of either childhood maltreatment or domestic
abuse). It has been previously highlighted that black and
minority ethnic children are overrepresented in child
protection records within the UK, but this may be related
to poverty (a form of which we have been able to adjust
for in our study), isolation and willingness to seek help
due to stigma in some communities.”® In contrast to our
findings, the prevalence reported for domestic abuse
exposure CSEW was highest in those from a mixed race
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background, and lower in those from the South Asian,
black or other community.*

There are clear messages that need to be taken from
this study relating to the underrecording of domestic
abuse and childhood maltreatment in GP records.
Although approaches and intervention have been imple-
mented and evaluated to record both of these traumatic
experiences, more needs to be done.”® ** Healthcare
professionals should be aware of the morbidity burden
caused by such exposures and also the referral tools at
their disposal highlighted in recent national guide-
lines.* ! Attempts to overcome barriers in asking about
domestic abuse and childhood maltreatment such as the
use of short question proformas are options to be trialled
more broadly.* Although recording of domestic abuse
and childhood maltreatment do not yet fall under the
incentivised payment system for GPs, it should be strongly
encouraged to improve our recording and implementa-
tion of appropriate referral mechanisms.”’ Although
this study was unable to explore the reasons for under-
recording by GPs, there is substantial literature on reasons
for the underrecording and under-reporting of maltreat-
ment and abuse summarised in a recent review.”' Factors
refer to either challenges in the recognition or reporting
of maltreatment and abuse. Variables which may affect
recognition include experience and knowledge levels
of the treating clinician or variation in the threshold
between clinicians as to what is reasonable suspicion of
maltreatment or abuse.”’ °* Additionally, factors which
affect the clinician reporting the maltreatment or abuse
include: (1) knowledge of the family; (2) expected nega-
tive outcomes of reporting to child-protection services;
(3) lack of confidence that reporting would improve
patient outcomes and (4) damage to the patient—clinician
relationship.”’ Therefore, education approaches going
beyond data improvement and screening are needed to
improve not only recognition but reporting practices.

Strengths and limitations

Although our data are derived from a large population-
based cohort, the results demonstrate substantial under-
recording of childhood maltreatment and domestic
abuse. Therefore, our results are likely to underestimate
the burden of childhood maltreatment and domestic
abuse by GPs. The increasing trends in IR and prevalence
suggest that recording is improving and with the intro-
duction of national guidelines and standards, this will
continue to improve.” *! Before this dataset can be used
for surveillance purposes or tracking of long term trends
in childhood maltreatment or domestic abuse, there need
to be further improvements in the rate or recording and
reporting. Although this study was not designed to assess
the impact of public policy or media attention at certain
time points, it is also possible that spikes in IR seen in the
dataset such as in 2012-2013 in the childhood maltreat-
ment cohort may be related to high profile news events
such as the exposure of Jimmy Savile which was shown to
resultin an increase of reports of childhood maltreatment

to UK statutory bodies.” Additionally, as time progress,
it may be possible to conduct an interrupted time series
analysis to assess the impact of changes in the NICE guid-
ance and whether this has led to improved recording and
reporting.

It is also important to note that the reliability of the
findings are largely reliant on the accuracy of the coding
practices by the GP. As seen in this study, there are a wide
variety of codes relating to childhood maltreatment and
domestic abuse. It is possible that information relating
to maltreatment and abuse is included in the free-text
narrative during clinical consultation which is not acces-
sible. Therefore, we advise that in future studies, that
where possible, free-text analysis is conducted on clinical
records to assess if this increases the number of reported
cases.

In our IR subgroup analysis, we also have limitations
in the recorded ethnicity of patients (highlighted in
table 1). Ethnicity recording has historically been poor,
although improving in primary care data, with missing
rates of around 50%.%* Therefore, future research should
aim to explore the IR of these outcomes in other cohorts
which have utilised similar UK census categories for
ethnicity. Another approach in future analyses is if the
dataset provides information on linked family members,
it may be possible to infer the ethnicity if missing data are
present.

CONCLUSION

In conclusion, our study showed an in-depth exploration
of the IR and prevalence trends of childhood maltreat-
ment and domestic abuse using UK primary care records.
It is clear that there is a severe under-reporting of both
of these important exposures which relate to substantial
morbidity and mortality burdens. Therefore, approaches
to improve recording of abuse and strategies to detect and
prevent negative consequences of childhood maltreat-
ment and domestic abuse should be implemented.
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