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Abstract
Background  Domestic Violence and Abuse (DVA) is a persistent public health problem in the UK. Healthcare settings 
offer an opportunity to ask patients about DVA, either opportunistically or in response to the presence of injuries. 
However, it has been suggested that dental practices and dental teams have not been actively involved supporting 
adult patients when presenting with injuries that might have resulted from DVA. This qualitative study was conducted 
to satisfy the evaluative component of the Dentistry Responding in Domestic Violence and Abuse (DRiDVA) feasibility 
study.

Methods  In total, 30 participants took part in the study; nine associate dentists and practice principals/owners took 
part in one-to-one interviews and 21 auxiliary staff took part across two focus group discussion sessions. Data were 
analysed using the seven step Framework Analysis process.

Result  Three key themes were identified from the data, focusing on barriers to enquiring about domestic violence 
and abuse, Facilitators of identification and referral of DVA in dental settings, and recommendations for further 
adaptation of intervention to dental settings.

Conclusion  DVA training coupled with robust referral pathways to a named specialist DVA advocate increases 
knowledge and awareness of the signs of DVA and confidence in making onward referrals. Further research is needed 
to understand how to increase dental professional willingness to ask patients about DVA.

Keywords  Domestic abuse, Domestic violence, Dentistry, Public health, Dental setting, Qualitative methods, Dental 
team
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Introduction
Domestic Violence and Abuse (DVA) is a persistent pub-
lic health problem in the UK. Annually, approximately 
1.6  million women in England and Wales experience 
domestic abuse and almost one in three women (aged 
16–59) will experience DVA in their lifetime [1, 2]. In 
England and Wales, two women are killed each week by 
current or previous abusive male partners [3]. DVA has 
negative physical and psychological impacts for indi-
viduals. Physical symptoms are commonly related to 
the nature of DVA, presenting as gynaecological issues, 
soft tissue bruising or bony fractures [4]. Psychological 
manifestations can include depression or post-traumatic 
stress disorder [5]. Healthcare settings offer an opportu-
nity to ask patients about DVA, either opportunistically 
or in response to the presence of injuries. To date, UK-
based interventions identifying and responding to DVA 
in healthcare settings have primarily focused efforts in 
accident and emergency departments, fracture clinics, 
primary medical care, and gynaecological and antenatal 
services [6, 7].

Facial injuries are reported in up to 75% of DVA cases; 
thus, the dental setting may present an untapped oppor-
tunity to ask patients about and identify DVA. Further, 
dental settings offer a discrete environment and long-
standing relationships between dental professionals and 
patients may support disclosure [8]. Women affected by 
domestic abuse have expressed support for being asked 
about DVA by the dental team [9, 10]. However, dental 
professionals may feel that they lack the competence and 
confidence to identify DVA or to refer patients to appro-
priate DVA services [11, 12]. Existing evidence suggests 
that dental professionals would welcome more oppor-
tunities for DVA training, as such training is likely to 
enhance knowledge and competency to screen for and 
refer patients experiencing DVA [13, 14].

This qualitative study was conducted to satisfy the 
evaluative component of the Dentistry Responding in 
Domestic Violence and Abuse (DRiDVA) feasibility study 
[15]. The aim of the qualitative evaluation was to under-
stand dental professionals’ experiences of participating 
in the study DVA training programme and delivering the 
intervention to the dental patient population.

Methods
The IRIS intervention (DVA training and care pathway)
The intervention used in the DRiDVA feasibility study 
was based upon the approach used by the IRIS (Identifi-
cation and Referral to Improve Safety) specialist domestic 
violence and abuse (DVA) training, support, and referral 
programme for General Medical Practices. The IRIS DVA 
training has been comprehensively evaluated in primary 
care and has demonstrated intervention rate ratios of 
referrals to domestic violence services of 22·1 [95% CI 

11·5–42·4]) and disclosures of domestic violence inter-
vention rate ratio 3·1 [95% CI 2·2–4·3) when compared 
to control practices [16–18]. The intervention involves 
implementing the different components of the IRIS care 
pathway by training staff in general dental practice, pro-
viding a link to a designated advocate-educator from the 
collaborating agency, Manchester Womens’ Aid IRIS 
Team, and installation of software to prompt enquiring 
and recording of DVA information.

Adapting the intervention to general dental practice
The IRIS programme described above was adapted to the 
dental setting with the intention of increasing the iden-
tification and referral of DVA among the dental patient 
population presenting with orofacial injuries. The inter-
vention trained staff in general dental practices to identify 
risk factors for DVA, understand the role of the dental 
team, recognise signs of DVA in patients, ask patients 
about domestic abuse and support disclosure and refer-
ral to a specialist advocate. Additionally, the intervention 
provided a link to a designated advocate-educator from 
the collaborating agency, Manchester Womens’ Aid IRIS 
Team. Alongside the study researchers a Patient and Pub-
lic Involvement (PPI) group, including victims and sur-
vivors of DVA, IRISi, Manchester Women’s Aid, Trafford 
Domestic Abuse Service, and Mankind, as well as den-
tists, dental care professionals and practice administra-
tive staff adapted the training programme for use in the 
dental setting context. Dental-specific content included 
highlighting the importance and relevance of responding 
to domestic violence in dentistry including risk indica-
tors e.g., facial injury. Further, training included a focus 
on DVA identification and response challenges specific to 
the setting.

The DRiDVA feasibility study
The DRiDVA feasibility study aimed to measure the 
effectiveness of the adapted IRIS intervention using a 
cluster randomised trial design. There were two key sets 
of research questions and objectives:

The DRiDVA study aimed to answer two research 
questions:

1.	 Is it feasible and practical to use the IRIS care 
pathway (the intervention) within primary care 
dental practices?

The objectives used to understand care pathway feasibil-
ity included assessing the level of engagement of den-
tal staff with the intervention training and support, and 
examining the acceptability of the intervention within 
primary care dental practices with a nested qualitative 
study.

2.	 Is it feasible to test the effectiveness of the 
intervention using a cluster-randomised trial design?
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Three practices were randomly allocated to the interven-
tion arm, and three to the usual practice (no interven-
tion) arm. The primary outcome measure of intervention 
effectiveness was the number of referrals to a DVA advo-
cate in the nine months following training of intervention 
practices. The secondary outcome measure was the DVA 
disclosure rate during this same period.

The objectives included measuring recruitment rates, 
examining reasons for attrition/non-participation, estab-
lishing outcome measures suitability, testing the feasi-
bility of data collection for a trial in primary care dental 
practices, articulating health economics costs to inform 
the cost-effectiveness analysis in a definitive trial and 
estimating the sample size for an adequately powered 
definitive trial.

Key outcomes of the qualitative evaluation were to pro-
vide detailed information on the feasibility study process, 
adherence to the intervention, interpretation of the fea-
sibility study findings, barriers and facilitators of imple-
mentation, level of engagement, experiences of dental 
practice staff on supporting adult patients experiencing 
domestic violence and abuse including managing disclo-
sures, help-seeking, safeguarding and referrals.

Participant population and recruitment (sampling technique) 
for the qualitative study
As the DRIDVA study was exploring the feasibility of a 
practice-based intervention, the inclusion criteria for 
participating in the interview, was to have completed 
the DRIDVA training, and based in one of three inter-
vention practices in North West England. Hence, study 
participants included dental professional, such as, dental 
nurses, associate dentists, and dental practice owners/
principals, as well as, auxiliary staff, such as receptionists.

Methodological approaches: theory and epistemology
This nested qualitative study used the underlying theo-
retical and epistemological approaches used in previous 
studies on the IRIS intervention [16–18]. Specifically, the 
tenets of the Normalisation Process Theory (NPT) were 
used to understand how the experiences of study par-
ticipants could potentially influence their willingness to 
implement what was learnt during the DRIDVA training.

Data collection
All interviews and focus groups were conducted face-
to-face by the lead author (OF) and were undertaken in 
participants’ dental practices. The interviews and focus 
groups utilised an interview schedule/topic guide and 
prompts to focus the sessions and lasted between 60 and 
90 min. The interviews and focus groups were recorded 
and transcribed verbatim. Associate dentists and practice 
principals/owners were primarily responsible for provid-
ing the intervention and are the gatekeepers to practice; 

therefore, in-depth interviews were used to elicit their 
experiences in detail. Conducting focus groups exclu-
sively with dental nurses and receptionists removed 
the hierarchical relationship between dentist and den-
tal nurse which could have been prohibitive of open 
dialogue.

Data analysis
Data were analysed using the seven step Framework 
Analysis process [19]. Stages one (transcription), two 
(familiarisation) and three (coding) were undertaken by 
researcher OF. Stages four through seven included devel-
oping and applying the framework, charting the data into 
the framework matrix, and interpreting the data; these 
stages were undertaken by three researchers (OF, MAG, 
and JD). Microsoft Word and Excel software were used 
to manage the data and the analysis processes. The data 
were presented as overarching themes and subthemes.

Researcher reflexivity
The researcher (OF) conducting the qualitative evalu-
ation has extensive experience of DVA research with a 
focus on help-seeking behaviours for female victims of 
DVA, and had volunteered as a helpline worker for a DVA 
charity. Other characteristics that may have impacted on 
the researcher’s conduct and interpretation include being 
female and never personally having witnessed or experi-
enced DVA.

Results
In total, 30 participants took part in the study; nine asso-
ciate dentists and practice principals/owners took part 
in one-to-one interviews and 21 auxiliary staff took part 
across two focus groups. The participants were predomi-
nantly dental nurses and associate dentists, most were 
female and very few had any experience of patients dis-
closing experiences of DVA (Table 1). Four themes were 
derived from the analysis of the interview and focus 
group data, these explored practical issues concerning 
the appropriateness of the intervention to the dental set-
ting, and dental professionals’ experiences of training 
and intervention delivery, and managing disclosures and 
referral processes. The deductive themes were guided by 
the objectives of the evaluation (Table 2).

Theme 1: barriers to enquiring about DVA
The following section describes the barriers that limited 
the translation of training and referral into real-world 
behaviour change.

Encountering patients who were reluctant to disclose DVA
Dental professionals understood reasons that patients 
may not disclose DVA, including feeling too scared 
or frightened, protecting the abuser or themselves, 
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preventing embarrassment, or being mentally unpre-
pared to disclose at that time. Dental professional par-
ticipants appreciated the difficulty of disclosure and the 
big step it represented for victims. Clinicians were empa-
thetic and sensitive toward patients who chose not to dis-
close. When patients opened up easily or straight away or 
there were clear physical manifestations, dental profes-
sionals felt more confident to ask about DVA. However, 
when DVA was suspected but the patient denied any 
problems, dental professionals found it intrusive to con-
tinue the line of questioning.

“Well, it must have been immensely difficult, and 
you could tell with the agitation and the anxiety, 
just how–, you know, non-verbal communication, 
you could tell it was very difficult. She was shaking, 
you know, but I think that once she actually said 
it and the words left her lips, I think you could tell 
there was a bit of like–, bit of relief ” [Female dentist, 
30 + years experience].

 
“I actually felt more comfortable ‘cause she wanted 
to open up to me but if I had to probe here, I feel like 
it would have been different.”

Feeling uncertain about professional responsibilities and 
DVA
Some dental professionals questioned whether the inter-
vention was aligned with their professional respon-
sibilities and scope of practice. As a result, they were 
uncertain as to whether patients would consider DVA 
questions appropriate from a dental professional. Screen-
ing for DVA felt awkward for many dentists because they 
felt patients don’t expect to be asked about DVA during 
their dental appointment. Participants expressed mixed 
views about the appropriateness of identification and 
referral of DVA in dental settings. Most dental profes-
sionals believed that they were aptly placed to identify 
DVA, had a responsibility to act to support and protect 
patients, and thus considered the intervention appropri-
ate to their role. However, this view was not universal. 
Some dental professionals recommended taking a less 
active approach to identifying and managing DVA and 
felt that their role should be limited to patient referral to 
DVA services. Taking part in the intervention improved 
participants perceptions of the appropriateness of the 
role of the dental professional in screening for DVA. One 
participant, a newly qualified male dentist, had encoun-
tered a patient who had previously been hospitalised 
for DVA and had “assumed that the hospital would have 
taken care of all that kind of stuff before she came to me” 
[Male, associate dentist, newly qualified].

Anticipating uncomfortable feelings when talking about 
DVA
Translating improved knowledge and awareness to real-
world behaviour change was stymied by the perceived 
risk of subsequently having to negotiate uncomfortable 
conversations with patients; this was a strongly felt sen-
timent that was mentioned by almost all participants, 
often multiple times. Though dental professionals felt 

Table 1  Characteristics of study participants
Characteristics Interview 

n = 9
Focus 
groups 
n = 21

Dental professional 
role

Principal dentist / 
practice owner

3 0

Associate dentist 6 1

Dental nurse 0 16

Receptionist 0 4

Gender Male 5 1

Female 4 20

Time since 
qualification

0–5 years 5 -

5–10 years 1 -

10–15 years 2 -

15 + years 1 -

Time at current 
practice

0–5 6 -

5–10 2 -

10–15 0 -

15 + 1 -

Past experience of 
DVA disclosure

Never 6 19

Single occasion 2 2

Multiple occasions 1 0

Table 2  Study themes and subthemes
Themes Subthemes
Theme 1 Barriers to identification and referral of DVA in dental settings Encountering patients who were reluctant to disclose DVA

Feeling uncertain about professional responsibilities and DVA
Anticipating uncomfortable feelings when talking about DVA

Theme 2 Facilitators of identification and referral of DVA in dental settings Undertaking training
Local ownership of the intervention
Long-standing relationships with patients
Triggers to ask about DVA
Experiencing a DVA disclosure
Structured referral pathway and named DVA advocate

Theme 3 Recommendations for further adaptation of intervention to dental settings N/A
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more comfortable with negotiating referral pathways fol-
lowing training, many remained anxious about asking 
patients about DVA. A minority of dental professionals 
had not asked any patients about experiences of DVA. 
The topic of DVA and the stigma and shame associated 
with it made it a difficult subject to bring up and den-
tal professionals believed that patients may wish to hide 
their experiences. Clinicians who failed to ask about 
DVA explained that having conversations about DVA 
was deeply uncomfortable for them. One clinician even 
believed that, following training, they had missed an 
opportunity to ask a patient with suspected DVA due to 
their acute discomfort with initiating the conversation. 
Contrastingly, others who had not asked the question still 
explained that following training, they felt empowered 
and confident to do so, but had not been triggered to 
do so during the study period. The more uncomfortable 
the clinician felt about asking about DVA, the less likely 
they were to be willing to ask the question. More recently 
qualified dentists tended more toward nervousness about 
initiating DVA conversations than experienced dentists, 
which may have resulted from their general lack of clini-
cal experience. However, dental nurses were generally 
less anxious about asking about DVA and initiating refer-
rals than the dentist.

“How do I feel? Probably quite awkward about it, 
not confident” [Male, associate dentist, qualified less 
than 10 years].
 
“I don’t think with myself, necessarily, it’s changed 
how I would practice, but it’s highlighted things that 
I wouldn’t necessarily think of and who to refer to, 
rather than just going about the same pathway, but 
not really within my questioning.” [Female, associate 
dentist, qualified less than 10 years].

Theme 2: facilitators of implementing the 
intervention
Undertaking the training session
Before the training, dental professionals explained that 
they lacked the confidence to approach the topic of DVA 
with their patients. They reflected that a lack of knowl-
edge prior to training likely resulted in missed opportuni-
ties to identify DVA. For most, the training programme 
alleviated anxiety about managing DVA disclosure and 
referral processes. As a result, dental professionals’ confi-
dence and willingness engage with the intervention deliv-
ery increased.

“Prior to the training it would have been a difficult 
subject to bring up because if someone did then 
report that they were having issues we wouldn’t have 

really known how to immediately follow it up, but 
now we know what, exactly what action we would 
take, which makes you more confident in bringing 
the subject up.” [Male practice owner, qualified nine 
years].

Local ownership of the intervention
Local ownership and developing ways of team-work-
ing helped the intervention practices to ask patients 
about DVA identification. For example, teams explored 
ways to integrate dental nurses into intervention deliv-
ery to minimise the impact to dentists’ workload. Den-
tal nurses described their role as advocates for patients, 
they strongly believed that the intervention offered ben-
efits and were empowered by the training to act on their 
intuition:

“I mean if I noticed something that a dentist didn’t, 
I would make it obvious that I’ve noticed this, have 
you noticed this? I wouldn’t just think, oh, the den-
tist hasn’t noticed it, I won’t say anything. I would 
speak up for the sake of the patient.” [Female, dental 
nurse].

One experienced dentist thought that local ownership 
was supported by having more female staff and a younger 
team. However, these perceptions contrast with the find-
ings of this study where less experienced dentists were 
less likely to ask about DVA despite their willingness to 
engage with the theoretical aspects of training.

Though some practices felt that finding a separate quiet 
and discrete space, that was comfortable and safe was 
important in the event of a disclosure, others believed 
that a separate room for disclosure added too much 
weight or seriousness to the encounter and preferred to 
have the conversation in their usual dental surgery envi-
ronment. However, dental teams tended to consider the 
dental practice environment as an inherently safe space.

“I think being a dental practice owner we’re in an 
ideal position [to ask about DVA], especially when 
we get to know our patients as well we can. We’ll 
be able to respond to changes in behaviour and I 
think it’s [screening for and identifying DVA] of vital 
importance.” [Practice owner and principal dentist, 
qualified more than 10 years].

Long-standing relationships with patients
Several dental professionals felt that long-standing 
relationships with patients would encourage them to 
open up about DVA; this was related to building trust 
over time. One dental professional assumed that as the 
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dentist-patient relationship developed, patients would be 
encouraged to discuss DVA. Contrastingly, another felt 
that long-standing relationships with patients and famil-
iarity with their home situations amplified the discomfort 
with asking about DVA because it would “stick out as 
being abnormal” [Associate dentist, qualified 15 + years].

“I think the more you get to know someone, then the 
more they’ll put up with you because as a stranger, 
you like to keep everything to yourself; whereas if you 
gain trust, especially in an intimate environment 
looking people’s mouths, they gain trust each time 
they meet you. I wouldn’t say it’s something that’s 
gained automatically within the first appointment. 
It’s something that you get over time.” [Associate den-
tist].

Triggers to ask about DVA
The DRiDVA intervention specifically pertained to ask-
ing patients with facial or dental injury about DVA. In 
some instances, dental professionals probed patients 
for further information when their explanation was not 
consistent with the presentation of the injuries. In other 
encounters patients actively volunteered information 
about their experiences of DVA. Another factor that 
prompted dental professionals to enquire included long-
standing lack of dental attendance. Many dental profes-
sionals were surprised to learn the value of simply asking 
about DVA to encourage either immediate disclosure 
or to initiate a process of considering disclosure in the 
future: “at least we’ve planted a seed” [Practice owner, 
10–15 years qualified].

“I went to ask the patient about what happened 
and the story that was given and the injuries didn’t 
match. ....I could tell she was becoming quite agi-
tated which just heightened my suspicion that some-
thing else was going on. So then, I just asked her the 
direct question of like, “Did someone do this to you?” 
[Practice owner and principal dentist, qualified 
more than 10 years].

Experiencing a DVA disclosure
The perceived value of the intervention was heightened 
when dental professionals encountered patients who dis-
closed experiences of DVA. Dental professionals who had 
experienced a disclosure believed that the intervention 
had the potential to benefit the patient population and 
was a worthwhile endeavour. Therefore, reinforcement of 
the benefits of the intervention was not experienced by 
those who did not ask the question. Participants believed 
that dental professionals may be encouraged to engage 

with the intervention if the experiences of these dental 
professionals were captured in a video format that could 
be delivered in training sessions.

“It must have been immensely difficult, and you 
could tell with the agitation and the anxiety, (…) 
non-verbal communication, you could tell it was 
very difficult. She was shaking, you know, but I think 
that once she actually said it and the words left her 
lips, I think you could tell there was a bit of like, bit 
of relief “[Practice principal, qualified more than 10 
years].

Structured referral pathway and named DVA advocate
During the 9-month delivery phase, all disclosures of 
DVA across the three intervention practices accepted 
referral to DVA services. Although the dental team 
described being uncertain what would happen once 
a referral was made, they were reassured when they 
received positive responses from patients about their 
experiences moving onward from the dental practice. 
Having a structured referral pathway and face-to-face 
contact with a named advocate educator gave dental pro-
fessionals greater confidence to initiate referrals.

“I think it makes it easier the first time we do it, 
but it’s the figure head role [advocate educator], it 
doesn’t really matter who it is, as long as you have 
somebody that, this is where we go to. I think it has 
made it easier because we’ve seen a face” [Female, 
associate dentist, qualified more than 30 years].
 
“I was with one of the dentists and I got the feeling 
that it was something I needed to do there and then 
so I asked the patient, “Would you like me to ring her 
now?” you know, after we’d gone through all the what 
we can do […] she actually spoke to [nominated 
DVA point of contact] that day and that started it 
all off, because I thought if she goes we might lose her, 
I thought we need to try and do it while she’s here” 
[Female, head dental nurse].

Theme 3: recommendations for further adaptation 
of the intervention to dental settings
Recommendations for future training and support 
included a marked preference for a single training session 
as opposed to delivery across multiple sessions. Some 
participants wished for written information summaris-
ing the training. Following training, a few participants 
felt that conversations with patients were still challeng-
ing and awkward; additional support in the form of 
scripted prompts, on-clinic observation, and feedback 
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was recommended. Dental professionals requested the 
use of gender neutral (as opposed to female-orientated) 
terminology to refer to DVA victims during the training 
sessions; some participants were concerned that a gen-
dered focus might result in missed opportunities to iden-
tify men experiencing DVA. There was overwhelming 
support for refresher courses, not only to update knowl-
edge but also to ensure that screening for DVA remained 
at the forefront of the minds of dental team members. 
Refresher courses could also provide an opportunity for 
sharing experiences with, and learning from, others.

“Although like I feel very confident now and it was 
sufficient, the amount of training was perfect, over 
the next like say year, two years, we could have like 
a refresher where we come back together and we 
either discuss people’s views or people’s referrals that 
they’ve done over the past year, and then people can 
learn from them referrals. So, it’s important to have 
some sort of follow-up” [Dentist, qualified less than 
five years].

Discussion
This study offers insight into real-world implementa-
tion of training dental professionals to implement DVA 
screening and identification. Further, it demonstrates the 
value of qualitative evaluation in eliciting the barriers and 
facilitators to introducing a novel complex intervention 
within the context of dental practice.

Despite the reticence to delivering the intervention 
voiced by some participants, most dental professionals 
were heartened by the positive experiences that occurred 
when they created space for patients to engage in con-
versations about DVA. Some patients were described as 
forthcoming about their DVA experiences even when the 
enquiry was relatively straightforward or unintrusive. For 
those dental professionals who had experienced a DVA 
disclosure, the value of the intervention was clear, and 
they were more likely to report positive thoughts about 
their role in delivering DVA screening and identification.

Before taking part in the DRiDVA training, knowledge 
deficits were identified by most dental professionals. 
Wider literature from Europe and the US has identified 
that insufficient DVA training is a universal issue within 
the dental profession [14, 20]. In the UK, authors have 
identified a paucity of undergraduate training in DVA, 
primarily due to full curriculums and lack of appro-
priately trained staff to deliver the training [21]. Many 
dental professionals who took part in the intervention 
reported that their confidence in asking about and refer-
ring patients experiencing DVA was enhanced through 
the knowledge and awareness-raising resulting from 
the training sessions. However, this did not necessarily 

translate to willingness to identify DVA among the den-
tal patient population. This finding mirrors other studies 
reporting increases in dental professionals’ knowledge 
and self-efficacy following DVA training [22]. Other 
intervention studies undertaking training with den-
tal students have found that despite greater knowl-
edge, students still felt uncertain about identifying DVA 
and reporting cases [13]. Further, although knowledge 
improves with training, this does not necessarily translate 
into changes in attitudes and beliefs about DVA [23].

Following DRiDVA training, most dental profession-
als valued the potential for the intervention to benefit 
patients and highlighted how previously avoiding the 
topic of DVA may have led to missed opportunities for 
identification and referral. Other studies have found that 
following DVA training, dental professionals increasingly 
agree with the importance of DVA screening and identifi-
cation as part of their role [24]. The dentists in this study 
feared that the unexpectedness of a dentist asking about 
DVA might be a trigger for patients to become offended 
or defensive. Fear of compromising the dentist-patient 
relationship is one of the most commonly encountered 
barriers across DVA studies with dental professionals [14, 
25–27].

Maintaining good dentist-patient relationships and 
avoiding complaints are cornerstones of building a suc-
cessful dental practice. Therefore, introducing a topic 
such as DVA, which may seem unexpected, confronta-
tional or sensitive could be perceived as counter to the 
commercial aims of the business of dental practice [28, 
29]. In this study, dental nurses were less anxious about 
asking about DVA when compared to dentists, this may 
have been because, as salaried employees, the patient-
practitioner relationship was not directly linked to their 
ongoing source of remuneration. Further, DVA can pro-
voke cultural, internalised and anticipated stigma which 
de-legitimise DVA experiences, perpetuate negative ste-
reotypes about people who have experienced DVA and 
prevent help-seeking behaviours [30]. Healthcare pro-
fessionals in other studies have reported that alongside 
practical challenges presented by the clinical environ-
ment and lack of support or training, societal beliefs that 
support victim blaming narratives create barriers by nor-
malising DVA and undermining the credibility of victims 
who disclose DVA [31]. Nonetheless, broader literature 
has demonstrated that women who have previously expe-
rienced DVA consider DVA screening acceptable in the 
dental setting and wish to be routinely asked about their 
experiences of DVA [9].

Notable strengths of this study were that all clinical and 
support staff from dental practices delivering the inter-
vention attended the training and the level of engagement 
and willingness to participate in research was high. How-
ever, despite the willingness of the staff at these dental 
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sites to act as intervention champions in engaging with 
the intervention, there was still reticence to ask patients 
about DVA. Further thought is warranted about how to 
overcome barriers to asking about DVA as even willing 
and able dental professionals did not fully buy in to deliv-
ering the intervention. Additionally, there was no engage-
ment from dental practices in the control arm, hence, 
the study was not able to evaluate how dental practices 
who had not received the study intervention would have 
engaged with patients disclosing DVA experience.

Implications for practice
The perceived value of the intervention was improved 
when dentists encountered patients who disclosed 
experiences of DVA; other dental professionals may be 
encouraged to engage with the intervention if the expe-
riences of these dental professionals was captured in 
a video format that could be delivered in training ses-
sions. Additionally, dental teams recommended refresher 
meetings which could offer an opportunity to share 
experiences in identifying DVA and referring patients 
for support between dental practices. Other learning 
points included reducing the number of sessions taken to 
deliver the training and moving away from strongly gen-
dered language around victims and perpetrators of DVA 
to avoid missing opportunities to encourage men to dis-
close DVA.

Further research may include understanding how to 
overcome dental professionals’ barriers toward discuss-
ing sensitive topics with dental patients, this may include 
role plays with DVA specialists or scripted encounters 
which offer an opportunity to practice negotiating con-
versations about DVA with challenging patients. Addi-
tionally, hearing from other dental professionals who 
have had positive experiences of asking the question or 
have identified someone affected by DVA may provide 
reassurance that talking about DVA is unlikely to com-
promise relationships with most patients.

Conclusions
DVA training coupled with robust referral pathways to a 
named specialist DVA advocate increases knowledge and 
awareness of the signs of DVA and confidence in making 
onward referrals. However, training does not necessarily 
translate to increased willingness to routinely screen for 
DVA in dental practice. The initial training programme 
requires adaptation to more closely meet the needs of 
dental professionals working in primary dental care. Fur-
ther research is needed to understand how to increase 
dental professional willingness to ask patients about 
DVA.
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