
Editorial

Domestic Violence and Abuse Is Our Issue

Eileen Wang, MD, MPHa,b Denver and Aurora, Colo
There is growing literature on the impact of domestic violence
and abuse (DVA) on development and worsened control of
various atopic conditions. Domestic violence and abuse is a
pervasive global public health issue with a myriad of health
sequalae that negatively impact all communities. As a form of
gender-based violence, DVA disproportionately affects girls and
women along with the historically marginalized or those at the
intersection of multiple forms of oppression. However, studies
on DVA and atopic diseases in adults have mostly been limited
to cross-sectional data and understanding patterns of
association.1

Nash et al2 address pivotal knowledge gaps in this growing
area of research by utilizing a retrospective longitudinal design;
evaluating DVA’s relationship with the development of various
atopic conditions; and conducting the study with a large, diverse,
and generalizable U.K. population. For women without prior
history of atopic conditions, women exposed to DVA were
compared with those unexposed in terms of new diagnoses of
asthma, atopic dermatitis, and allergic rhinoconjunctivitis. Four
unexposed women were matched by age and deprivation quin-
tile, reflecting socioeconomic status, to each exposed patient. The
authors adjusted their analyses for smoking status.

They included 13,852 exposed and 49,036 unexposed women
in their analyses with median follow-up period of 2.45 and 3.11
person-years, respectively. Compared with unexposed women,
the DVA-exposed group had higher proportion of current
smoking. In adjusted analyses, women exposed to DVA had 52%
increased risk of developing an atopic disease during the study
period. This pattern remained consistent when evaluating each
individual condition: 69% increased risk of developing asthma,
40% increased risk of developing atopic dermatitis, and 63%
increased risk of developing allergic rhinoconjunctivitis. Two
sensitivity analyses—the first evaluating those whose DVA
exposure occurred only during the study period and the second
adding ethnicity as a covariate—supported the robustness of
these findings.

Whereas prospective birth cohort studies have demonstrated
increased incidence of atopic diseases such as asthma in children
born to DVA-exposed women,1 Nash et al2 are novel in their
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discovery to suggest increased risk of atopy in adults. Their
findings are timely and bring to light that DVA may be a potent
inducer of the development or exacerbation of atopic diseases for
adults. Multiple cross-sectional studies in adults have substanti-
ated the association between DVA exposures and the increased
prevalence of atopic conditions such as asthma. However, the
temporal relationship was unknown. Other studies in adults have
evaluated the relationships between DVA and worsened disease
morbidity, such as increased asthma exacerbations, but also via
cross-sectional design.3

Widely prevalent and long underaddressed, DVA remains a
significant public health problem with broad health sequelae. A
growing body of data consistently establishes DVA as a risk factor
for a multitude of chronic health conditions and higher burden
of disease morbidity.4 Domestic violence and abuse, frequently a
form of severe and chronic trauma, has tangible effects on our
patient population and the diseases we treat. And yet, despite
evidence-based recommendations from the U.S. Preventive Ser-
vices Task Force,5 our screening and referral rates for this
endemic public health problem remain woeful. Without appro-
priate screening and trauma- and violence-informed care, our
abilities to address and mitigate DVA’s downstream health
consequences are greatly hindered.

Domestic violence and abuse is not solely a health consider-
ation for primary care or obstetrics and gynecology practices,
where stronger efforts for appropriate screening and referral have
begun to be implemented. Domestic violence and abuse has been
implicated not only in the development of asthma and atopy but
also in their higher burdens of uncontrolled disease and exacer-
bations.1-3 Domestic violence and abuse exposure may inform
novel clinical phenotypes at higher risk of developing atopy and
poorer related health outcomes. Clearly, trauma- and violence-
informed research and care are critically needed in our field.

Therefore, we all have pivotal roles to play.

EDUCATORS
Training future clinicians and scientists nuanced in trauma-

and violence-informed care and research involves education on
the social determinates of health and systems of oppression that
foster traumatic experiences.6 The profound impacts of social
determinates of health, not merely factors affecting health but
also important mechanisms driving disease pathogenesis and
pathophysiology, should be part of core curricula throughout
trainees’ medical training and physicians’ continuing medical
education.

CLINICIANS
Medical personnel can be one of the key points of contact for

those experiencing DVA. While decision-making can be complex
during and after DVA, clinicians can be an invaluable avenue as a
nonjudgmental source of validation, support, and empowerment.
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We should be conducting clinical care through a trauma- and
violence-informed framework sensitive to social determinants
of health, including intersectionality and structural violence.
Being aware of our implicit biases and how they influence our
practices and interactions is critical. Additional concrete and
practical steps include recognizing signs, symptoms, and health
effects of trauma; making decisions in partnership with patients;
appropriate screening and referral; training staff; resisting prac-
tices that promote retraumatization; and engaging referral and
community organizations.6

RESEARCHERS
As mechanistic research into the effects of trauma on asthma

and atopy grows, dysfunction of various regulatory systems,
including neuroendocrine and immune functions, have been
implicated.7,8 Population-based studies continue to corroborate the
association of gender-based violence with increased burdens of
atopic diseases and their worsened health outcomes. Associated
behavioral and biological correlates, such as posttraumatic stress
disorder, tobacco smoking, and traumatic brain injuries leading to
cognitive sequelae affecting medication adherence, can contribute
greatly to poorer disease control.1 There is great complexity and
heterogeneity shaping the role of DVA on health. Its high preva-
lence and significant health consequences demand further research.

RESEARCH FUNDERS
Agencies should encourage and fund proposals to further

understand DVA as an important social determinant of health in
asthma and atopy. These should include proposals utilizing
gender-based violence and intersectionality frameworks, and span
studies evaluating biopsychosocial mechanisms, translational
projects identifying and targeting intervenable factors to alleviate
the health sequelae of DVA, and dissemination and imple-
mentation of science research on trauma- and violence-informed,
evidence-based practices.

HEALTH CARE SYSTEMS AND ADMINISTRATORS
Health care organizations should be aligned with trauma- and

violence-informed practices to support related clinical and
research operations. For instance, training of nonclinical staff,
such as front desk and security personnel, is often pivotal in
promoting a safe environment and reducing retraumatization.
Institutional practices to promote a trauma-informed culture
include building awareness and generating buy-in throughout
the organization, supporting a culture of staff wellness, creating a
safe environment, and hiring a workforce both representative of
the community and nuanced in trauma- and violence-informed
care.9

Importantly, DVA disproportionately affects specific groups
and intersects with other forms of structural violence. Histori-
cally marginalized groups and those at the intersection of more
than one form of systemic oppression carry increased burdens of
DVA’s health sequalae.10 Therefore, trauma- and violence-
informed care and DVA research may be pivotal for promoting
health equity and prevention of disease development in groups
most harmed by disparities in care and health outcomes.

Our rates of gender-based violence have not substantially
improved over the years and remain a critical public health issue
and determinant of health and disease.10 This problem necessi-
tates advocacy and interventions from all levels within medicine
and specifically our field. The pervasive nature of DVA, un-
doubtedly affecting a multitude of our patients, and its profound
health effects call for our active roles. While the evidence grows
to become more compelling, our actions to address domestic
violence and abuse and its very real and significant health
sequelae are overdue.
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