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A B S T R A C T

Improving access to support for people experiencing domestic violence and abuse requires better connections
between healthcare services and specialist domestic violence and abuse (DVA) support agencies. We examined
the work involved in restructuring the relationship between primary care and specialist DVA support services.
This was part of a broader study of the implementation of a general practice DVA training and support pro-
gramme (IRIS). We conducted an ethnography in two different UK areas where the IRIS programme was being
delivered. We investigated the work done by specialist DVA workers (Advocate Educators) in the dual role of
providing training to GPs and advocacy support to patients. Drawing on concepts of boundary actors and
boundary objects, we examined how interactions between clinicians and patients changed after the introduction
of the IRIS programme. The referral pathway emerged as a boundary object, meeting a shared ambition of
general practitioners and patients to distribute responsibility for addressing DVA. However, maintaining this as a
boundary object-in-use required significant, and often unseen, work on the part of the Advocate Educator as
boundary spanner. Our study contributes to scholarship on boundary work by highlighting the role of marginal
boundary actors in maintaining the use of boundary objects among disparate groups.

1. Introduction

There is a growing emphasis on improving patient care by building
better pathways between different parts of the health care system in the
UK. This includes improving links within healthcare services, between
different public services, between National Health Service (NHS) and
health research communities, and between public and community ser-
vices. However, studies of collaboration demonstrate clearly that en-
abling structural connections between different types of organisations
and groups does not in itself guarantee improved quality of interaction
(Rycroft-Malone et al., 2015).

Wenger (1998) proposed that different groups of professionals op-
erate in different communities of practice. What is required to build
connections are practices or processes that have symbolic resonance in
different worlds and enable interaction between them (Melville-
Richards et al., 2019) and people operating in bridging positions at the
boundaries between groups (Levina and Vaast, 2005). These are often
referred to respectively as boundary objects (Star and Griesemer, 1989)
and boundary spanners (Long et al., 2013).

This paper explores the boundary work involved in improving
connections between primary healthcare services in the UK and

specialist domestic violence and abuse (DVA) support services. We in-
vestigate the work done by boundary spanners in the dual role of
providing training to GPs and advocacy support to patients.

2. Background

2.1. The identification and referral to Improve Safety (IRIS) programme

This paper takes as a case study the implementation of a primary
care DVA intervention developed in the UK called Identification and
Referral to Improve Safety (IRIS). The intervention aims to improve
identification of DVA in primary care settings and increase referral to
support services. In the UK, DVA is defined as ‘any incident or pattern of
incidents of controlling, coercive, threatening behaviour, violence or
abuse between those aged 16 or over who are, or have been, intimate
partners or family members regardless of gender or sexuality’ (Home
Office, 2016). Abuse can encompass, but is not limited to, psycholo-
gical, physical, sexual, financial, and emotional abuse.

The IRIS programme includes: training for the whole team co-de-
livered by a specialist DVA support worker (Advocate Educator) and a
clinician; a direct referral pathway to the Advocate Educator (AE)

https://doi.org/10.1016/j.socscimed.2019.112687
Received 11 April 2019; Received in revised form 8 November 2019; Accepted 14 November 2019

∗ Corresponding author. Centre for Primary Care and Public Health, 58 Turner St, Whitechapel, E1 2AB, UK.
E-mail address: a.dowrick@qmul.ac.uk (A. Dowrick).

Social Science & Medicine 245 (2020) 112687

Available online 15 November 2019
0277-9536/ Crown Copyright © 2019 Published by Elsevier Ltd. All rights reserved.

T

http://www.sciencedirect.com/science/journal/02779536
https://www.elsevier.com/locate/socscimed
https://doi.org/10.1016/j.socscimed.2019.112687
https://doi.org/10.1016/j.socscimed.2019.112687
mailto:a.dowrick@qmul.ac.uk
https://doi.org/10.1016/j.socscimed.2019.112687
http://crossmark.crossref.org/dialog/?doi=10.1016/j.socscimed.2019.112687&domain=pdf


providing advocacy support for patients; a prompt to ask about abuse in
the electronic medical record; and domestic violence resources and
materials for practices. The AE represents the two central parts of the
intervention, through the provision of education to general practice and
advocacy support to patients.

The IRIS intervention focuses on improving access to DVA advocacy
services. Advocacy is a term that incorporates legal, practical and
emotional support. Advocates give a voice to survivors of abuse and
support them to make changes in their lives. Specialist services in the
UK are the product of feminist activism in the 1970s, which aimed to
offer support to women experiencing abuse. This started with refuges
and rape crisis centres, and later expanded into a wider range of ad-
vocacy services. These services are often provided in a community
setting and are structured around theoretical models of empowerment,
involving tailored assistance relative to the needs of individuals
(Reisenhofer and Taft, 2013). This is viewed as a form of secondary
prevention, in that it can reduce repeat incidences abuse and may im-
prove the psychological wellbeing of survivors (Rivas et al., 2015).

There is increasing recognition in public policy and academic re-
search of the association between experiences of DVA and a number of
negative health outcomes (García-Moreno and Hegarty, 2014), the high
prevalence of DVA among those attending health care settings
(Richardson et al., 2002), and the important role that can be played by
clinicians in identification and referral for specialist support (WHO,
2005). However, there remains limited movement of patients between
health care settings and specialist support services. Clinicians infre-
quently enquire about DVA, typically citing discomfort in raising the
issue and lack of time as a barrier to discussion (Roberts et al., 2005).
Women are reluctant to disclose without being directly asked (Feder
et al., 2006). Women report valuing a validating, non-judgmental re-
sponse from a trusted health professional and their support facilitating
change (Taket et al., 2003).

DVA interventions in health care settings have historically focused
on providing training to clinicians about how to recognise and respond
to DVA. These have had a limited effect on identification of patients
experiencing DVA and on referral for further support (Minsky-Kelly
et al., 2005). In the early 2000s, the IRIS intervention was developed to
improve the primary care response to DVA in the UK. A central com-
ponent of this model (see Fig. 1) was the advocate educator: a specialist
DVA support worker with the dual role of delivering training to general
practice teams and advocacy to patients experiencing DVA referred by
GPs. Referrals to DVA advocacy services can reduce further physical
violence and improve quality of life (Rivas et al., 2015).

In a randomised controlled trial in Bristol and London, the IRIS
intervention was found to be successful at improving the connection
between general practice and specialist support. IRIS increased identi-
fication of DVA in patient records (3-fold) and referral (discussion of
referral 22-fold, actual referrals 6-fold) of patients (Feder et al., 2011).
Following this success IRIS was recommended in a number of national
guidance documents (Department of Health, 2017; Home Office, 2016)
and has been commissioned locally in over 40 areas of the UK.

While there is ongoing evidence that IRIS leads to increases in
identification and referral of patients experiencing DVA, there remains
limited theoretical investigation of how it changes interactions. In this
study we have sought to understand the practices that underpinned
relationship-building between primary care and DVA support services.
This study forms part of a wider investigation of the success of the
national implementation of the IRIS programme (Sohal et al., 2018).

2.2. Collaborative work

In this section our intention is to introduce readers to the ways in
which collaborative work between different professional groups has
been theorised, with a focus on boundary work. This sets out a context
in which to understand the collaborative work between general practice
and DVA support services that is undertaken as part of the IRIS

programme.
Star and Grisemer’s (1989) early exploration of the collaboration

between biologists and amateur naturalists in the establishment of the
Museum of Vertebrate Zoology in California developed the idea that
loosely structured working arrangements, or ‘boundary objects’, are
critical for enabling different groups to work together. They argued that
such objects hold different meanings in different social worlds, with a
temporary structure that is standardised enough to more than one
world to make them recognisable, but loose enough to have a specific
local meaning. They used the concept of boundary objects to explore
how maps, libraries and collecting and recording techniques co-
ordinated the interactions between trappers, scientists, state officials
and naturalists, enabling the successful development of the museum. In
doing so, they demonstrated that the creation and management of
boundary objects is an important process in developing and main-
taining coherence across intersecting communities (Bowker and Star,
1999).

Further exploration of the concept has had a tendency to seek a
typology of boundary objects in order to establish intrinsic or essential
properties which can be replicated (Lindberg et al., 2017; Fox, 2011).
However, a common finding is that, in many cases, objects that have
been designated as useful for boundary spanning and that possess de-
sired characteristics remain un- or superficially used (Levina and Vaast,
2005). Success as a boundary object may be an unintended con-
sequence of design. Rather than trying to determine what a boundary
object is, other approaches have examined what boundary objects do
(Levina and Vaast, 2005; Melville-Richards et al., 2019). This is con-
sistent with Star’s (1989, Star, 2010) original thesis of boundary ob-
jects, in which the object is understood to perform in a specific setting
relative to characteristics of the relationships within that context. As
Griesemer, 1992:54 puts it, ‘what makes a tool right for a job… is the joint
articulation of tools, jobs and claims’.

Melville-Richards et al. (2019) elaborate on the action-based qua-
lities of boundary objects that make them useable. While many objects
may have the potential to facilitate interaction, those that are successful
are objects that are considered authentic by users. Only those that are
meaningful to the multiple groups involved, able to align divergent
interests, and resonate with what is at stake for them in collaboration,
prove effective at enabling shared work.

Their insights also help explain a key challenge of keeping boundary
objects-in use: ensuring that they remain resonant with the groups
using them despite ongoing change. Boundary objects are temporary
working arrangements and in flux relative to changes in the colla-
borative work from which they emerge (Lutters and Ackerman, 2007),
meaning that they can fall out of use. For instance, in their study of the
initial success and then subsequent failure of the Liverpool Care
Pathway as a tool for improving the care of dying patients in hospitals,
Seymour and Clark (2018) found that the pathway became a negative
boundary object over time. It began to resonate negatively with the
groups using it and led to fierce criticism and disagreement. This was as
a result of a policy change that saw the pathway move from a loosely
structured working arrangement to a rigid set of rules about process and
interaction. It lost the flexibility that led to its initial popularity and
which had allowed it to be tailored to suit the needs of the different
environments in which it was being used.

A further challenge is that interactions between groups often in-
volve navigating power imbalances. Boundary objects can be used as
tools for negotiating professional jurisdictions (Wright et al., 2019;
Bechky, 2003) but, as Allen (2009: 327) notes, while boundary objects,
‘have a strong cohesive power to appeal to a range of stakeholder groups,
their breadth of appeal also disguises tensions between different agendas and
frames of reference’. This was evident in Owen's (2015) examination of
the acceptability of different complementary and alternative therapies
within biomedical institutions. She argued that acupuncture practi-
tioners purposefully aligned with western medicine, using acupuncture
needles strategically to create a symbolic shared jurisdiction with
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medical practitioners. This ensured acupuncture remained within the
biomedical sphere, but did not resolve ongoing tensions between dif-
ferent approaches to medical practice.

Given the inherent difficulties in boundary crossing, Melville-
Richards et al (2019) argue that boundary objects are most likely to
emerge and remain in use if there are actors who help the process.
These actors operate from marginal positions at the boundaries of dif-
ferent groups and encourage participation. These are commonly re-
ferred to as boundary spanners or knowledge brokers. Taking up the
role of a boundary actor ‘requires becoming a legitimate, but possibly
peripheral, participant in the practices of both fields’ (Levina and Vaast,
2005). They ‘are able to make new connections, enable co-ordination and
… open up new possibilities for meaning’ (Wenger, 1998: 109).

People in boundary spanning roles do work to maintain the positive
resonance of boundary objects among collaborators. Levina and Vaast
(2005) note that not all those in designated boundary spanner roles are
successful at this work. Similar to unintended boundary objects, the
work of brokering can instead be done by those in roles which are not
necessarily intended for that purpose. Bossen, Jensen and Udsen (2014)
for example, demonstrate how medical secretaries attend to the uptake
among hospital staff of an electronic health record as a boundary ob-
ject, and Ross Winthereik and Langstrup (2008) highlight the role a
trial manager in maintaining shared use of an asthma self-management
tool between patients and clinicians. When undertaken by those not in
official boundary spanning roles, this work can end up undocumented
as a part of the smooth running of a process or procedure (Star and
Strauss, 1999). If those who undertake it are not recognised and sup-
ported it can lead to role overload, burn out and stress (Long et al.,
2013).

To summarise, the insights from the existing theoretical literature
are that different professional groups can be supported to collaborate
through identifying flexible working arrangements, ‘boundary objects’,
which enable them to interact toward a shared goal but also achieve
goals that are relevant within each particular group. These boundary
objects emerge out of the requirements of a particular set of interac-
tions, and might be practices, processes, materials or concepts. To be-
come boundary objects-in-use, they must resonate and hold meaning
for all involved, and be capable of converging multiple interests. This
work also crucially involves boundary spanners who operate at the
margins of groups and maintain commitment to using boundary ob-
jects, acting as interlocuters between the different stakes involved in an
interaction.

The concepts of boundary object and boundary spanner have been
widely applied as heuristic tools to examine and design processes that
could lead to improved interactions across professional groups in
healthcare. This has included looking at how new institutional struc-
tures facilitate interaction (Melville-Richards et al., 2019), how clinical
guidelines link different professional groups (Akoumianakis et al.,
2010), the successes and failures of care pathways as a mechanism for
ensuring cooperation between groups (Allen, 2009; Håland et al., 2015;
Seymour and Clark, 2018), and how different hospital departments
interact around patients (Cramer et al., 2018).

In this study we apply these concepts to the study of collaborative
work between general practitioners and specialist domestic violence
support services. We make a contribution to this literature through a
close examination of the boundary spanning role of the Advocate
Educator. We explore how they attend to boundary objects-in-use to
support connections between primary care, people who have

Fig. 1. The IRIS model.
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experienced abuse, and specialist support services. In doing so, we
highlight otherwise unseen aspects of their work.

3. Methods

We adopted an ethnographic approach to study the practices in-
volved in the collaborative work between primary care services and
specialist DVA support services. Two geographic areas delivering IRIS
in England were selected as intrinsic cases (Stake, 1995). One re-
searcher (GF) led the original trial of IRIS and facilitated collaboration
with the national IRIS implementation team. Through a joint approach
between the research and implementation teams two case studies were
selected out of thirty possible areas, informed by Miles & Huberman's
(1994) sampling criteria for cases. These included being relevant to the
pragmatist conceptual framework of the study, having the potential to
generate rich data, being ethical and being feasible. Four specific cri-
teria were developed: having been running for over two years, simi-
larity to the original model, capacity to participate in the study, and
being practical locations for travel and data collection by the research
team.

Links were made with the main provider of DVA services in each
case study area, with access negotiated by AD. The case studies were
both in large urban areas in England where a local government body
and a Clinical Commissioning Group jointly funded a community DVA
provider to deliver IRIS. Data from the case studies are treated collec-
tively in this paper as the practices of boundary work were similar in
both.

AD collected data through participant observation and interviewing.
Fieldwork was conducted over 20 months between August 2015 and
March 2017 (over 100 h per field site). AEs were the primary in-
formants in each case study and enabled connection to other actors.
Participant observation was structured around project management and
commissioning of IRIS at an organisational level, the day-to-day de-
livery of IRIS as a programme of work (training and advocacy), and
engagement in IRIS by its intended beneficiaries (clinicians and pa-
tients). Field notes formed the basis of the data from participant ob-
servation.

19 semi-structured interviews were conducted in each case study
area with clinicians (case study one: 5, case study two: 8), services users
(case study one: 8, case study two: 5), and actors involved in the
commissioning and delivery of IRIS (case study one: 6, case study two:
6). Options for selective sampling among commissioners, managers and
members of the IRIS team were limited, in that there were only a small
number of professional roles in each case available for interview.
Clinicians were purposively sampled according to different levels of
engagement with the IRIS service (never referred vs. many referrals).
Service users were sampled in order to represent a wide demographic
range, in terms of age, gender, ethnicity and experiences of abuse. AEs
recommended and approached service users who they considered it
would be safe to invite to participate in the study.

Sample size was guided by Malterud et al. (2016) concept of ‘in-
formation power’. For this study this represented a point where a wide
range of different practices became visible and enough data was
available to analytically engage with the emerging research problems,
with contradictions and deviant cases present but with decreasing fre-
quency.

Interviews were conducted at locations identified as convenient for
participants, including general practice offices, coffee shops, homes,
and commissioning headquarters. Meeting in a safe location was a
priority for interviews with service users. Interviews were audio re-
corded and transcribed using a professional transcription service. Field
notes were written before and after each interview, describing the re-
cruitment process, preliminary analytical points and the environment in
which the interview took place.

AD read transcripts and fieldnotes in full to become familiar with
the data and moved back and forth between working with codes and re-

reading items of data, also returning to listen again to recordings. After
a close reading of the text, AD developed initial codes using the ‘gerund’
approach to coding (Charmaz, 2012), which involves using the noun
form of verbs in order to ‘build action right into the codes’ (Charmaz,
2012Charmaz, 2012: 5). The analytical focus was on identifying the key
practices of each group involved in IRIS, with the rationale that this
would support the identification and analysis of shared working ar-
rangements.

Analysis was done using a paper-based approach. Notes were taken
in the margins of transcripts and field notes, collecting ideas together
on a cover note. Analytical ideas were collected separately in a Word
document as the analysis developed. Following analysis of several items
of data AD employed the One Sheet of Paper (OSOP) approach (Pope
et al., 2000; Ziebland and McPherson, 2006), collecting together
practices identified from different data to display it in a way that would
allow conclusions to be drawn. As data was added and practices that
did not fit with the groupings were identified, the arrangement was
reconfigured on a new piece of paper. MK and GF contributed to the
ongoing development of thematic narratives as the analysis developed,
and member feedback sessions were held with members of the IRIS
delivery team in each case.

This study received ethics approval from the Queen Mary Research
Ethics Committee (reference: QMERC2015/29a and QMERC2015b), the
Barts Health Joint Research Management Office (ReDa number:
QMERC2015.29b) and the appropriate local NHS governance bodies.

4. Findings

4.1. Advocate Educators as boundary spanners

There was minimal interaction been general practice and specialist
DVA support services in the case study areas prior to the introduction of
IRIS in each area. They represented two separate professional en-
vironments, or ‘planets’ (Hester, 2011). They had different histories,
systems of bureaucracy, flows of time, spaces of work, professional
skills, identities and jurisdictions. Discussions between patients and GPs
about DVA were rare. Specialist services infrequently engaged directly
with primary care services and received very few referrals from general
practitioners.

The introduction of the IRIS programme altered this environment.
Crucially it introduced new actors, Advocate Educators (AEs). They
were recruited from a workforce of experienced DVA support staff
within local communities. They had an understanding of the abuse
theoretically underpinned by notions of power and control and prag-
matically driven by risk reduction. Their desire to be involved in the
work was to use general practice as a channel to access and provide
support to more women affected by abuse. Despite being formally at-
tached to local specialist services who had been appointed by com-
missioning bodies to deliver IRIS, they occupied a position at the
margins and were able to move between the two groups.

They would cross the threshold of general practice to deliver
training and subsequently use rooms within surgeries to see patients
who had been referred. Christine, an AE, reflected that this was dif-
ferent from other services GPs might use:

They like to have a face; you can't get that with other services.

This personal interaction meant that clinicians perceived them more
positively, as Chloe (GP) described:

If you meet a secondary care service or a community service that
clearly are keen for referrals, that does change what you do a bit.
You meet others who appear less keen or aren't very engaging when
you do a referral, you do sometimes think twice.

They were also seen as ‘different’ by patients. Being able to dis-
creetly meet an AE within a GP practice was important to many service
users, particularly those who were still in abusive relationships.

A. Dowrick, et al. Social Science & Medicine 245 (2020) 112687

4



However, the support provided was different from what they usually
received in this setting. Advocacy was tailored to the needs of each
particular woman. Anoushka (AE), for example, presented the breadth
of the work of advocacy:

What we have to do is we have to empower these people by giving
them tools, by giving them information so they know, should they
want to change things, there are ways they can do it safely and that
they're not alone. It's about slowly breaking down the barriers to
make them not feel isolated; whether that's they don't speak English,
that they have no access to benefits, whatever those barriers are,
they need to sort it out slowly.

Women in this study were supported in range of diverse ways, in-
cluding safely leaving or staying with their partners, seeking asylum,
finding new accommodation, negotiating custody of children, making
friends, and overcoming anxiety. For many service users this resulted in
the relationship with the AE feeling more like a friend than like a
professional service. Hannah, a service user, explained this:

She's like one of me mates that I can ring when I need her. I just
know that she's there. She was dead welcoming, and easy to talk to,
and she was immediately on my side. And I'd never had that happen.

AEs exhibited the characteristics of being legitimate but partial
members of different groups (Levina and Vaast, 2005). This enabled
them to act as a link that would encourage the movement of patients
between general practice and specialist support services. However,
before this was possible they had to gain access to general practice and
introduce a flexible shared working arrangement, or boundary object,
that would enable the potential for connection between clinicians and
patients.

4.2. Building a pathway to support

Before getting access to GPs, and subsequently to patients affected
by abuse, AEs had to negotiate with the gatekeepers of general prac-
tices. These were practice managers, who controlled access to general
practice teams. Training sessions were difficult to arrange within the
busy schedule of primary care services despite posing no financial costs
to practices.

AEs employed a range of different tactics in order to access prac-
tices. Caroline simply turned up outside the door of a practice manager
who had been avoiding her emails and phone calls and ‘shamed her into
signing up’ with her presence. Rosie took a more dramatic route of in-
fluence with reluctant practices, showing them pictures of women who
had died as a result of abuse in their area. She jokingly labelled herself
as ‘the voice of doom’. Having gained access to general practice, they
would work flexibly around the timetables of both the practices and the
clinicians with whom they co-delivered the training, juggling times and
dates.

Travelling across cities with suitcases full of training materials, AEs
tried to cultivate an understanding of DVA as connected to the concerns
of general practice among the clinicians attending training. Few GPs
asked about DVA before becoming aware of the IRIS programme. It was
not a core concept that informed their routine work, and was under-
stood most clearly in relation to legal responsibilities GPs had towards
safeguarding children. Some clinicians feared causing offence by raising
the topic, and others thought it was not their responsibility. Given that
few patients directly raised the issue of DVA, it was often easier to
follow other routes through consultations based on presenting symp-
toms.

AEs went to great lengths to tailor a local meaning of DVA which
would be resonant with general practitioners. They encouraged links
between common presentations in primary care, such as headaches,
chronic pain and gastrointestinal complaints (Valpied and Hegarty,
2015), offering phrases to start conversations about DVA during con-
sultations. They altered the meaning of abuse from being something

private within a relationship, to a relatively standardised but broad
range of behaviours and characteristics that were contained within a
sanitised three-letter acronym. The potential to associate abusive be-
haviours with symptoms or situations that were common in general
practice gave clinicians increased legitimacy to ask about DVA as part
of their everyday clinical activity.

They constructed a referral route that allowed a movement of pa-
tients out of general practice and into specialist support, mimicking the
processes GPs followed to refer to other services. They would establish
broad referral criteria, emphasising their willingness to accept a wide
range of patients. Any suspicion of DVA was enough to qualify a patient
for the service. They would also practically address technical issues that
might impede GPs from contacting them, such as making sure that the
referral form was uploaded onto the practice computer system before
leaving training. They offered a malleable service, with flexibility in the
way in which referral information could be transmitted (by phone call,
email, fax) and in when and where they would see patients. This flex-
ibility created an intentionally porous boundary between the IRIS ser-
vice and a given practice, representing what Star and Griesemer (1989)
described as multiple points of translation.

4.3. Redirecting interactions between general practitioners and patients

The stated purpose of the IRIS programme was to change interac-
tions in primary care between clinicians and patients which would lead
to more conversations about DVA and more referrals into specialist
support.

For many clinicians, their hesitance in raising the topic of DVA re-
lated to being uncertain about what action they could take to support a
patient. The key to engagement with clinicians was that, as well as
improving their understanding of how DVA fit within healthcare in-
teractions, the IRIS programme enabled them to distribute responsi-
bility for addressing DVA. In this case, the IRIS pathway acted as a
resource for putting a boundary on GP's professional responsibility for
addressing DVA. Clive articulated this:

It's no good me asking all those questions if all I can say to this lady
is “Thank you for telling me.” There's a therapeutic role, but what
it’s going to generate is she's going to come back and talk to me
about it again and again and again, and that will make her feel
better for the five minutes she's here and maybe she'll know that
somebody is caring that she's shared it with, but we haven't really
helped in terms of trying to solve her problem. We've helped her to
cope with it maybe a little bit, but having IRIS means that (a) you
can identify it and (b) you've got a referral pathway.

Clive argued that being able to both identify and refer were cru-
cially interconnected. DVA was an issue that few GPs wanted to take
responsibility for addressing, despite considering it relevant to the
holistic work of general practice. As Nancarrow and Borthwick (2005)
discuss, boundary negotiation often involves distributing responsibility
for work between professional groups. This means unwanted work can
be shifted elsewhere.

GPs are accustomed to referring patients to other services when they
encounter problems that believe cannot be addressed in primary care.
In the absence of a clear route of referral, many GPs would simply avoid
the topic. Where patients did disclose unprompted, GPs might attempt
to direct patients towards support for other issues which are also as-
sociated with DVA perpetration, such as mental health or substance
misuse (Williamson et al., 2015). Lily, for example, visited her GP to ask
for support in managing the behaviour of her abusive partner.

I think maybe the first time I went the doctors, maybe he hadn't been
introduced to IRIS. From the story I told him, it wasn't so much
physical, but very verbal abuse, and he said to me, ‘Oh you've got to
get out of there, you must leave’. And I couldn't. It wasn't actually
very helpful. So I left there, and he did actually do some things. He
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did send somebody from the mental health team. That I felt at the
time was quite helpful, but it didn't actually, it didn't lead to any-
thing sort of being done or changing.

Lily had visited the GP to seek advice about how to safely remain in
a relationship with her partner, for whom she was a full-time carer. In
the absence of an understanding of the dynamics of abuse and how to
appropriately respond to her disclosure, the GP had advised to leave the
relationship and directed her towards mental health support. Lily's re-
quest for DVA support remained unmet. Several months later the si-
tuation escalated, and she returned to the GP with her granddaughter.

So there was two of us saying how things were. And from then, he
said to me, there is, I think he used the words ‘a new service’, and ‘I
could arrange for you to see somebody here from the domestic
violence team if you'd like to’, so I said ‘I'd love to, I need someone’.

The availability of the IRIS service enabled a different point of
connection between Lily's request for help and the GP's desire to direct
her out of general practice. It empowered the GP to take appropriate
action in relation to DVA. It became a boundary object-in-use, in that it
enabled a meaningful and resonant convergence of both needs
(Melville-Richards et al., 2019).

As well as connections to other health pathways, DVA has connec-
tions with other public services, particularly police and safeguarding
teams. Again, in the absence of a clear avenue of DVA support, clin-
icians might shift responsibility down these routes. Yasmeen, for ex-
ample, described a challenging initial encounter with her GP when she
visited to have a wound dressing changed.

I still had stiches in my head, from the head injury, and I went to my
GP, and I think he was remarkably predictable in his response. I was
very vulnerable and I felt it quite acutely, what I consider his in-
sensitivity. Because he said ‘Well, why the hell didn't you call the
police?’ And I just said, ‘Well, it's not that easy’. When a doctor says
‘Why didn't you call the police?’ you feel as though you really have
lost your sense of self. But fortunately he was going through a
training with Lisa [Advocate Educator] at that surgery, so he did call
me the next morning, and I had to have some blood tests done and a
health check, so next time I went he introduced me physically to
Lisa. I don't know what Lisa said in that training that afternoon, but
it was enough for him to pick up that phone and call me.

The response from the clinician was again to suggest a direction of
action that would remedy the situation outside of health care, in this
case involving the police. This response did not recognise the patient's
presenting needs. Moreover, his response caused Yasmeen to feel fur-
ther shamed about her experiences. Having received the IRIS training,
however, gave him a way to offer a different direction for support.

The majority of patients experiencing abuse visit their GP without a
clear articulation of the support they need in relation to abuse. Instead,
they might attend general practice seeking resolution for symptoms that
are associated with abuse. The training AEs delivered as part of the IRIS
service offered suggestions for how to redirect these conversations.
Shazia, for example, went to her GP to talk about depression:

It was July, I remember, I was in a bad relationship with my partner,
and it ended up with violence. I was really depressed, and just felt
lost, the only thing that comes to my mind was to go to the doctor
and ask for help to get some anti-depressant medication. It was hard
with three children, you sometimes feel depression, because what is
happening is very horrible. Then when I met her [the GP], she was
aware of the violence because she had a report from the hospital and
the police, and she said ‘you have lots of things going on, so it's not
something that I can help with antidepressant medication’. I was
suffering from financial problems, living in a violent relationship, so
she said ‘it might help to refer you for something where they can
help you with your housing issues, your financial issues and your
emotional issues’ and she referred me to IRIS.

In the absence of a conceptual framing of her violent relationship as
something that could be directly addressed, the immediate solution
available to Shazia was to seek medical help for her emotional suf-
fering. Having the IRIS service available, her GP was able to redirect the
conversation away from medication towards advocacy support.

Changing the direction of interaction was valuable for clinicians as
well. Leanne, for example, described the impact that talking about DVA
might have on a consultation:

If you've explored it and done everything you can for that physical
problem, then you've identified there's a problem at home and you
can say, “Look, perhaps this is happening because of this!” It can
help make some of the physical symptoms easier to manage. I think
on some level people may even realise, because the preoccupation
with those physical symptoms maybe lessens once you deal with the
other things.

However, the redirection of the general practice encounter towards
the IRIS service was dependent on this converging with the needs of the
patient. Diane gave an example of a patient who she perceived was
reluctant to address DVA.

She denies ongoing violence in the relationship. They're not happy
and they both acknowledge that, but she won't leave, and she's
desperate for a baby which worries me because I think she's prob-
ably not being honest. There might be violence, but she realises that
that could impact on me referring her for IVF. So it really is a hor-
rible case and she is on medication, which could impact on her
fertility, for her mood, and so down we go in a vicious cycle.

The goal of this patient was to get support from her GP in starting a
family. As such, this patient rejected the category of DVA. Instead of
holding a positive meaning, in that it could help to address the violence
in the relationship, for this patient it resonated negatively in that it
closed down options of being referred for fertility services. In this in-
stance, the pathway aced as negative boundary object (Fox, 2011),
leaving both clinician and patient in a vicious cycle of a repeating and
unsatisfactory interaction.

To summarise, the IRIS pathway emerged in some instances as
boundary object-in use due to its success at redirecting interactions in
general practice, distributing the jurisdiction of responsibility for ad-
dressing DVA to the AE. Patients wanted support for the problems they
brought, and clinicians wanted to be able to direct them to alternative
services. The potential of an IRIS referral enabled interactions around
abuse in primary care to move in different directions. Careful tailoring
the concept of DVA to reflect primary care encounters enabled clin-
icians and patients to mutually achieve different goals.

4.4. Maintaining connections

Enabling an interaction between a clinician and a patient around
DVA did not in itself guarantee that an ongoing connection would be
made with the IRIS service. Patients might not take up the service, and
GPs might not refer again. As boundary spanners, AEs undertook a
range of activities to maintain the referral pathway as a boundary ob-
ject-in-use.

For example, upon receiving referral information from a GP, the AE
would then attempt to make contact with a patient as soon as possible.
Brenda (AE) described the process in her team:

We have a policy that says we make at least six attempts over a two-
week period from when we get the first referral and we'll contact
them, contact the same day referral is allocated. And if you can't
catch them, you have to go back to the GP and get the GP to try and
call them in. Then they get another seven days so that could be open
for three weeks without ever having any contact, which is a bit of a
pain but the thing is that we keep trying.
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AEs also had to do continued work with clinicians to ensure that
they remained committed to making use of the referral pathway. Given
that a central meaning attached to the pathway as a boundary object
was providing an avenue of support, it was important that they received
feedback to affirm this. Nakesh elaborated on this:

I think the feedback that you got from the person that was dealing
with it from. IRIS was what made it feel like it was more like a
partnership and it was work in progress, rather than seeing things as
success or failure, or even ‘do the referral, problem solved!’ I think
often with these cases, it's not like that because resolution, if it
happens at all, often might happen quite a bit further down the line.
I think just sharing the burden with someone, or feeling more that
it’s a team effort I think is quite helpful, because otherwise it can feel
like lots of things, but dispiriting is one of the things and frustrating.

As well as offering support to patients, AEs continued to offer to
support to GPs. Christine (AE) described her role as ‘building trust with
the GP and with the woman’, miming being on the phone to both at the
same time. AEs attended to GPs continued use of the referral pathway
as a boundary object through offering hope about outcomes for pa-
tients. With the jurisdiction of GPs expanding to include addressing
DVA, the jurisdiction of the AE similarly expanded to include addres-
sing the concerns of clinicians.

5. Discussion

Owens (2015) argues that studying boundary work can inform us
about health care practices, in this case the complex work of addressing
needs associated with DVA that arrive in primary care. The success of
the direct referral pathway into support provided by the IRIS pro-
gramme reflects a need within primary care to delimit the professional
jurisdiction for addressing DVA, and share responsibility with other
services.

Returning to Star’s (1989) central thesis that boundary objects are
formed out of the needs of different communities, we argue that the
referral pathway carefully introduced and maintained by the AE re-
directs interactions about DVA in primary care. It reshapes the jur-
isdiction of care, allowing it to be redistributed to the IRIS service.

Boundary objects-in-use are defined as acquiring both a local use-
fulness and a common identity in practice (Levina and Vaast, 2005). In
this study, the direct pathway into specialist DVA support services be-
came a boundary object-in-use. It enabled patients to have their in-
dividual needs recognised, and allowed clinicians to put a boundary on
their responsibilities. It was able to hold multiple meanings, converge
different agendas, and was resonant among different actors (Melville-
Richards et al., 2019). It enabled different, more satisfying interactions
between general practitioners and patients.

We paid particular attention to the boundary spanning role played
by AEs in building the referral pathway and encouraging others to
participate in it. They nurtured points of connection, such as the flex-
ible referral and feedback processes, encouraging the movement of
patients into the service. Having an ongoing peripheral presence in
general practice enabled them to engage informally in this work. In this
case, the essential quality of marginality of the AE as boundary spanner
was having a temporary physical presence among the different groups
being connected. This was facilitated by their flexibility in being able to
move in and out of general practice and in and out of spaces that were
safe to meet patients. Like the work done by Melville-Richards et al.
(2019) into the important qualities of boundary objects, we suggest that
in future research it would be beneficial to further explore the qualities
of marginality of boundary spanners that allow them to emerge in a
given setting.

Where the AE was publicly recognised as a designated boundary
worker, with regard to their dual role in training and advocacy, the
ongoing work to maintain the referral pathway as a boundary object-in-
use was not always seen. This is what Star and Strauss (1999) term ‘dis-

embedded background work’, where the individual role is visible but the
work done remains unseen. Ross Winthereik and Langstrup (2008), for
example, found that the undocumented role of the trial manager in
attending to the continued connection of patients and GPs in the use of
an asthma self-management tool led to it being absent when the tool
was rolled out more widely. This was an important contributing factor
to its failure in implementation. In the case of IRIS, noticing and sup-
porting the boundary maintenance work done by AEs is central to en-
suring the ongoing success of programme implementation. Similarly, in
a hospital context, the boundary worker role of specialist cardiac nurses
was inconsistently realised in patients admitted with heart attacks
(Cramer et al., 2018).

Moreover, neither the boundary spanning undertaken by AEs or the
potential for connection offered by the referral pathway as a boundary
object was able to overcome the negative resonance associated with
DVA in all cases. Raising DVA as an issue in primary care also enabled
the opportunity for negative associations to come to the fore, on the
part of both patients and clinicians. This builds on Fox’s (2011) ex-
amination of positive and negative boundary objects. Interactions
around boundary objects can emphasise and reinforce differences as
well as build connection. In practical terms, in opening pathways to-
wards DVA support some other pathways, such as those to fertility
services, might be closed. This also highlights an important limitation of
this study. Participants were those who had benefited from connections
with the IRIS service, and as such were engaged in its potential benefits
as a positive boundary object-in-use. Clinicians and patients who were
more engaged in the negative resonances of DVA were unlikely to
participate in the research.

As Lutters and Ackerman (2007) highlight, boundary objects remain
in use relative to the context in which they are operating. It is highly
likely that the practices that might be required to enable interaction
between clinicians and patients will change as primary care, the DVA
support sector and public commissioning processes change. Further-
more, the cases described here are highly situated examples of the work
of implementing IRIS in UK urban settings with a history of delivering
DVA support. There may be different points of connection in settings
that diverge from the ones encountered in this research. While the
boundary objects described may not persist as practices that form
connections, we believe that the attention this analysis draws to the
tensions in interactions between the groups will remain valuable.

6. Conclusion

This paper draws on the concept of boundary objects-in-use to show
how boundary spanners attend to meaning making at the boundaries of
interactions. We have provided a thorough investigation of why parti-
cular types of boundary objects arise from the needs and restraints of
different groups involved. We have also examined the dynamics of
multiple interpretation, making visible the work of negotiating
meaning. In this case, we have highlighted the crucial position of the AE
in moving between multiple worlds of meaning. With regard to im-
provements in the general practice response to DVA, this work high-
lights that it is not simply the receipt of training or improved knowl-
edge of DVA that leads to change, but the careful maintenance of a
porous boundary by DVA specialists.
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