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Abstract 

Background: Domestic and Family Violence (DFV) is known to escalate during pregnancy. 

Routine screening for DFV in maternity departments is a widely acceptable practice according 

to staff and women. This study is part of a 3-year follow-up of an organisational intervention 

evaluation and aimed to identify clinicians’ perceptions of current practices, as well as barriers 

and enablers to DFV antenatal screening.  

Method: Semi-structured interviews were conducted with ten midwives about conducting 

DFV screening within the maternity department of a large tertiary public hospital in 

Queensland, Australia.  Interview transcripts were read and thematically analysed by two 

independent researchers.  

Results: Four main themes emerged from the data: Uncertainty despite education and 

training; Fear of opening Pandora's Box; Working with ‘red flags’ and ‘gut feelings’; and It’s all 

about the relationship.  

Conclusion: Although clinicians identified the importance of guidelines for managing DFV and 

knowledge of resources and services, confidence varied. Ongoing, formal, mandatory training 

in the area of DFV was highlighted. Managing partner presence in the room, building rapport 

with the woman, and time constraints continue to be challenging barriers to DFV detection. 

Routine screening, continuity of care, and staff knowledge and experience were major 

enablers to successful detection and response.   
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Statement of Significance 

 

Problem or Issue Implementation of long term Domestic and Family Violence 

(DFV) training and a DFV support specialist are relatively new 

strategies within hospital and health services. In-depth, 

longitudinal investigation of clinician experiences after these 

implementations is lacking.  

What is Already Known Domestic and family violence is recognised as a global health 

problem. Although women accept and approve of DFV 

screening, there is controversy about the benefit and 

appropriateness of screening for women experiencing violence.  

What this Paper Adds Routine screening is considered important by clinicians. 

However, a combination of techniques and resources (ongoing 

education and training, continuity of care, staff support, 

improved victim resources) were all required to appropriately 

address clinician concerns build confidence.  
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Introduction 

Domestic and family violence (DFV) is a multi-billion-dollar world health epidemic with an 

undiscriminating, global reach and intergenerational impact on health and wellbeing [World 

Health Organization, (WHO) 2013]. DFV is defined as behaviour by a current or former 

partner causing physical, sexual or psychological harm which may include physical 

aggression, sexual coercion, psychological abuse and/or controlling behaviours (WHO, 

2013). Over one million women per year will experience physical, emotional or sexual 

abuse, or stalking (Klynveld Peat Marwick Goerdeler (KPMG), 2016). DFV is the main cause 

of hospitalisation for women aged 15 to 54 years in Australia (Emergency Medicine 

Foundation, 2020). The risk of such violence is disproportionately higher in the period 

during pregnancy or just after childbirth, with violence beginning or increasing in severity 

during this time. For the purposes of this paper, DFV is most often perpetrated by men 

against women and their children within the context of an intimate relationship.  

For one quarter of women who experience DFV, the violence begins during pregnancy 

(Australian Bureau of Statistics, 2017). Where violence was previously occurring, it escalates 

in frequency and severity during pregnancy and early motherhood (Campo, 2015). The risk of 

violence during pregnancy is even higher in younger women between the ages of 18 and 24 

years (Campo, 2015). DFV during pregnancy is associated with adverse outcomes, such as 

higher rates of pre-term birth and low birth weight (Alhusen et al., 2015). It is also associated 

with poor reproductive health, unintended pregnancy, planned and spontaneous abortion, 

postnatal depression and substance misuse (WHO, 2013).   

Identifying pregnant women who are experiencing DFV is considered to be the first step in 

order to provide information, support, and interventions to improve outcomes (WHO, 2018).  



Page 4 of 26 
 

Routine inquiry or universal screening (asking all women) about DFV during pregnancy has 

been implemented by many health services in Australia and around the world.  It is 

recommended by many professional bodies and organisations; however, the 

appropriateness, implementation, and effectiveness of screening continues to be contested 

(O’Doherty, et al., 2015).  Different health care professionals have reported barriers and 

complexities around DFV screening and detection within the clinical setting. Complexities 

predominantly relate to women’s unwillingness to report, child custody concerns, and fear of 

reprisals, while barriers relate to staff time constraints and staff shortages (Creedy, Baird, 

Gillespie, 2019; Power et al., 2011).  

National and international surveys have reported that women accept and approve of DFV 

screening. A meta-analysis of qualitative studies by Feder and colleagues (2006) verified that 

women valued and supported DFV enquiry by health professionals, even if they were not 

ready to talk about their own personal experiences. However, evidence around routine 

screening and subsequent outcomes for women are conflicting and limited in number 

(O’Doherty et al., 2015; Feder et al., 2009; Taft et al., 2013). 

Overview of the organisational DFV intervention evaluation  

In line with recommendations of the Queensland Not Now, Not Ever Report (Queensland 

Government, 2015) a DFV intervention strategy was implemented at the participating site (a 

large tertiary hospital in Queensland, Australia). The intervention involved an organisational 

scan of processes; documentation, clinical practices, and inter-sectorial links with 

government-funded services (such as police) and non-government agencies (such as women’s 

shelters). Routine antenatal screening for DFV was introduced into the maternity service in 

2016, with most midwives and a range of other clinicians attending a full day training 
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workshop and optional brief training updates. Details and outcomes of the initial training 

program have been published elsewhere (Baird, Creedy, Saito & Eustace et al., 2018). In 2018 

a comprehensive service evaluation commenced using a multi-phased, mixed method 

approach, underpinned by a pragmatic worldview, to explore multiple research questions 

(Creswell 2014). The rationale for this approach was based on the research team’s real world, 

practice-orientated approach to exploring and describing the work and responses to DFV 

across the organisation. Phase 2 of the evaluation (reported here) sought to understand the 

work, experiences, and perceptions of staff conducting DFV screening within the maternity 

service as well as the barriers and enablers to DFV screening.  Few studies have conducted 

longitudinal follow-up on the impact of DFV training on practice perceptions. One earlier 

study conducted a 5-year follow-up in the United Kingdom and found that annual skill-based 

sessions since the initial training program contributed to knowledge retention and confidence 

to overcome barriers in practice (Baird et al. 2013). Studies involving longitudinal follow-up 

evaluations not only provide a snapshot of current practice but can identify the need for 

further training, support, or other necessary organisational interventions.   

Methods 

A qualitative descriptive design was used to explore the experiences of maternity staff in 

relation to routine screening for DFV. 

Participants and recruitment  

All midwives providing antenatal care were invited via a poster and emails to participate in 

the study. Interested participants contacted a member of the research team and were given 

written and oral information about the study. All participants were assured that data would 

be treated in confidence and they could withdraw at any time. Written consent was obtained.  
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Data collection and analysis 

Semi-structured interviews were chosen for data collection because it was important to gain 

a deeper insight into the personal experiences of the participants. Interviews were also 

preferred instead of surveys because of the opportunities provided for participants to 

elaborate on their responses during the interview. The interview schedule consisted of 

questions about experiences of conducting routine screening, difficulties and possible 

solutions, and facilitators of conducting antenatal screening. The use of individual interviews 

also allowed for the researcher to probe for additional information where necessary. All 

Interviews were digitally recorded and transcribed verbatim by a professional service.  The 

interviews were conducted by a trained qualitative researcher who was independent from 

the hospital and health service.   

The transcripts were read and analysed by two researchers using a process of inductive 

thematic analysis.  Each interview transcript was read several times to obtain familiarity 

with the data. Initial codes were generated within the transcripts and recorded as individual 

notes. Coding across the transcripts continued until all the data extracts were coded. 

Potential patterns in this coded data were examined by exploring any similarity or overlaps 

in codes and relevance to the entire data set. Provisional themes were developed and 

refined as the data analysis continued over time to refine the connections between the 

main themes (Braun & Clarke, 2013).  The consolidated criteria for reporting qualitative 

research (COREQ) was utilised (Tong, Sainsbury & Craig, 2007).  

  

Ethics  
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Hospital Health Service and University approval for this study was obtained from the relevant 

Human Research Ethics Committees (HREC [LNR/2018/QGC/49297]; [University Ref No: 

2020/124]).  

Findings 

Ten midwives (including two midwifery navigators supporting women with complex social 

needs, a midwifery educator, midwives working in the antenatal clinic and the midwifery 

community model [community model provides continuity of care in the antenatal and 

postnatal period]) were recruited.  Participating midwives had been qualified between five 

and forty years. Eight had attended DFV training in 2016. To preserve anonymity, no other 

personal or professional details were collected.  

Themes 

Four main themes emerged from interviews with the maternity team: Uncertainty despite 

education and training; Fear of opening Pandora's Box; Working with the ‘red flags’ and ‘gut 

feelings’; and It’s all about the relationship.  

Importance of ongoing training 

Every interviewee mentioned and described the importance of receiving ongoing DFV 

training.  Ongoing training was identified as an essential factor for the ongoing success of 

routine inquiry for DFV. They recognised the importance of their role in identifying women 

and families experiencing DFV but high clinical workloads and requirements to attend other 

mandatory hospital training meant that although ongoing DFV training was available it was 

often missed: 
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“...I’ve tried to do a couple of days, and it hasn’t really worked. It [DFV training] doesn’t 

work as a half hour in-service at all. I think it needs to be a minimum of a morning, or 

a day, and at the minute, the staffing levels here and the level of acuity has been pretty 

impossible to attend. Obviously, staff need to want to do it, so it’s down to them to 

sign up to the study days, but it is not mandatory to attend.” (I) 

“It’s made me more aware of the signs…. I mean it was a while ago I did the training. 

But now I definitely know some of the warning signs, some of the patterns of domestic 

violence. Just knowing how common it is, yeah… it has helped.” (H) 

One clinician recognised the importance of ongoing training but also articulated the skill 

required to act on a positive disclosure about DFV from a woman.  

“I think any of that ongoing education is really useful, but I also think that sometimes 

when you're locked away in a room you just make use of the skills that you've got. We 

all do the rote stuff but there's more to it than that, it has to be about educating the 

women as well and that's what you learn from ongoing training and personal 

development is how to approach the subject with different women ….you've got to 

have the skills at that time to know what to do with that disclosure- how much 

education you give them ….or give them the resources, or follow up. You've got to have 

quite a lot of skills and knowledge base.” (E) 

Inconsistent and non-mandatory education and training was frequently mentioned as areas 

for improvement. Online training resources were considered as an alternative to face – to – 

face training.  

“…if something was online about our role, that would be good.” (O) 
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“I don’t agree that it [training] has to be mandatory, but I think we could set up an 

online course that is more easily accessible.… it [training] can be very much 

information overload. So, often, it’s a case of, they know it’s there, and when they’ve 

got the time, they link in.” (I) 

 

Uncertainty despite education and training 

Although engagement with some forms of education and training were described, such as in-

service sessions, online modules, or elective workshops, many interviewees reported feeling 

uncertain or unprepared to deal with DFV.  

“…I think we have some good training, but I think a lot of the staff here are not sure 

what to do.  They don’t really know what the process is unless they've looked after 

somebody with it [DFV] and been really involved.  Most of the time they're just 

referring to the social worker and that's it.  They don’t actually really know what the 

process is to keep themselves safe either I think sometimes.  I feel like the guidelines 

are okay, but I think we probably need a bit more education.” (O) 

Alongside education, clinicians recognised that they needed exposure to screening and 

detection in order to learn the skill of engaging appropriately with women who were 

experiencing DFV.  

I think it's one of those things you can do all the theory in the world, but it's not until 

you're faced with asking the questions and getting comfortable with asking the 

questions and having a positive disclosure; thinking oh gosh, okay, so she said yes. 

What do I do now? (P) 
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There was also some concern that education alone was not enough to guide staff toward the 

correct use of screening techniques or appropriate responses to DFV disclosure.  

So even though they may be asking the questions, are they asking them appropriately? 

Are they using the correct body language? How are they phrasing it? Are they reading 

them verbatim off the screen and not actually making eye contact with the women? 

There's all that kind of stuff that goes around it [DFV screening] and obviously we want 

the women to feel as comfortable as possible, so that the opportunity for them to 

disclose is heightened. (P) 

“…a lot of staff here are not sure what to do. They don’t really know what the process 

is unless they’ve looked after somebody experiencing DFV and have been really 

involved.” (O) 

Several interviewees mentioned either a lack of adequate ongoing training, uncertainty about 

local guidelines, or a lack of knowledge about available practical resources were available. 

These three factors were perceived as major barriers to adequate screening, detection and 

subsequent care of women who may be experiencing DFV.  

Despite the introduction of local and national guidelines, policies and procedures to support 

the introduction of DFV screening, some midwives were unsure of their existence. 

“We have all had training. But to be honest I am not familiar if there is a guideline 

regarding how we deal with it. Yeah I’m not sure”. (H) 

“I think we do need some more guidelines for staff. I think there is a lot of good things 

in place [at the participating site] …. The questions we ask the women, and the fact 
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that they are given the information…. but I think it would be good to have a little bit 

more guidance regarding that with some guidelines.” (J) 

 

Several staff were unsure about resources available to women, and/or reported that their co-

workers were unsure or unaware of resources for women, relying heavily on the department 

social worker for this information. Some reported that they struggled with not knowing what 

happened to women and children who they referred for ongoing support when the service 

was external to the maternity and hospital system.  

 “…I find that there's some good immediate crisis care support in the department, but 

I guess it's the ongoing care that staff are not really sure about, like where are they 

going to live and support for children.  Can pregnant women go to some of these 

places?  Can they have babies there?  There's lots of questions that they just don't 

know about - they just sort of hand them [a woman] over.  It would be good to know 

the pathway for a woman - like if she did have concerns, what should she do?  What 

would be the pathway?  Where would she go?” (O) 

 

Fear of opening Pandora's Box 

Screening and supporting women experiencing DFV was perceived as challenging, specifically 

for inexperienced staff.  

I find that especially with midwives who have just graduated, they need support.  I 

have had a few ask me ‘how do you find that?’, ‘how can you ask that?’ I think for them 
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it [DFV screening] can be a little bit confronting to start with… But I think all they need 

is training.” (R) 

Staff characteristics, as reflected in their interpersonal style, knowledge base, confidence, and 

depth of experience contributed to effectively supporting women. Some, however, reported 

feeling inadequate and fearful when faced with potential DFV disclosure.  

“I don’t feel very well equipped to talk about the topic…. if a woman declares there are 

issues, will I be able to actually deal with that?” (M) 

Drawing on Greek mythology of a wondrous gift that is cursed with unexpected problems 

(Pandora’s Box), staff described a mixed state of genuine desire to help women but at the 

same time being fearful of disclosure because they were unsure what to do with the potential 

complexity of issues once a woman had disclosed DFV. Senior clinicians were particularly 

aware of the difficulties often experienced by newly qualified midwives. A graduate midwife 

said: 

“I think fear ... Oh my God, someone’s just told me. I don’t want to ask a question, 

because I don’t want them to tell me. I think that’s a big thing. Knowing how to ask 

the question requires training, because it’s very confronting, but also, when someone 

actually reveals something, what do I do with it? I don’t just go, oh God, I’m really 

sorry, and I move on to the next question”. (M)  

“…it's not that they don't ask women. But I think they [new midwives] struggle with 

what to do with that information because it's like opening a can of worms. … for some 

of the maybe more junior midwives it is difficult and quite traumatic for them.” (H) 
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An alternative view was held by one  midwife who believed that having undergone DFV 

training as a student and then as a graduate midwife, had increased her overall confidence 

and skill to carry out DFV screening.  

“I feel really comfortable with it, I've been doing it for a number of years now, as a 

student midwife or as a graduate midwife, I think it's something that you probably 

grow into. It can be confronting, I suppose, and particularly some of the women that 

will have multiple issues, whether it's DV or the really complex women.”  

 

Working with ‘red flags’ and ‘gut feelings’: addressing barriers 

Many interviewees commented on their “gut feelings” or “those red flags” that something 

was not quite right, when a woman appeared to be at risk or appeared to be experiencing 

violence but was unwilling to disclose upon questioning. Although a screening tool was 

implemented as part of regular practice in 2016, experienced midwives suggested that the 

assessment of DFV risk was an intuitive feeling, even if a woman did not disclose a history of 

DFV when asked.  

“…you might get a negative response, but you need to identify that and say well maybe 

this needs to be asked again. So, I think having experience is helpful…” (E) 

“I wouldn’t say we have a tool that we use in particular… it's really just observation, 

watching how partners interact, and also sometimes, when there's already been an 

issue before, it's already reported, so we are aware and are extra-vigilant.” (J) 

Participants also reported receiving support during difficult situations of disclosure through 

informal talks with other health professionals, midwifery colleagues, and social workers. They 
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found this support to be invaluable as a part of informal clinical supervision, and ongoing 

development, as well as encouragement to follow up a woman. 

“…you also get those women that you suspect, and if I know that I'm not going to be 

there, then you'll speak about your concerns with another midwife or the team leader. 

So I suppose we have the formalised reporting but also the - well, to me is just as 

valuable if you've got red flags that you can't put a finger on, and colleagues can follow 

them through as well.” (E) 

 

Participants identified that regardless of the amount of DFV training they had received, 

barriers to effective screening and detection of DFV were still commonplace. A frequent 

concern was managing the presence of the partner during the consultation. One participant 

described this situation and her subsequent response:  

“I know from all my training that I should ask the partner to leave the room, and I 

understand that, but I also have to go with “my gut feelings” and I wrestle with that, 

because if I know that a partner is violent or I suspect they are, then asking them to 

leave is going to raise alarm bells.” (E) 

Despite guidelines, both at a hospital and State level, clinicians believed there was not enough 

guidance, support, or consensus on how to manage certain barriers. Over time, staff 

developed their own ways of navigating issues.  

“… if I ask mum to go and pass urine and provide a sample, then I will follow her out to 

the toilet and ask screening questions in there… this approach won’t raise red flags in 
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that relationship, because that woman has got to go home with [her violent partner] 

...” (E)  

Being attuned to certain client behaviours may also trigger “gut feelings” or intuitive 

responses by participants and were perceived as important.  

“Women who turn up really late for antenatal care are often the ones that you really 

need to ask about DFV because often they have more social issues, DFV, or something 

else is happening.” (Q) 

Screening women for DFV was often constrained by time. Such pressure was sometimes 

alleviated if other members of the team could see a woman who may be waiting, but often 

there was a prescribed window of time for assessment.  

“… in a busy clinic where you’ve only got a certain amount of time to do certain things... 

we only have 30 minutes and you have to deal with the problem that's in front of you.” 

(AA) 

The barrier of time, however, did not seem as crucial as the engagement by clinicians in 

seeking to understand a woman’s social and emotional concerns.  

“Most of the time their needs are emotional and financial and it’s not really to do with 

the pregnancy for the baby….” (M) 

“…it's not all just about the bump at the front of their tummy, this is about their life 

and their family and we're concerned about safety, their safety and obviously, 

ultimately bubby's safety and family.” (E) 
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“It’s all about the relationship” - Perceived Enablers 

Generally, participants believed staff did well at screening for DFV in their service; relying on 

their own expertise, support of their colleagues, establishing relationships with women, and 

having clear documentation.  

“Since we've now got the domestic violence questions on our booking interview… Every 

woman gets asked those questions at booking. So, I think we do very well.” (H) 

The midwife - woman relationship in the context of continuity of care models, was described 

as a major factor for eliciting a positive DFV disclosure from pregnant women. Participants 

acknowledged that some women may not feel comfortable to disclose DFV until rapport has 

been built between the woman and midwife or consultantestablished.  

“…often women won't disclose until later, once they’ve got to know you and feel more 

comfortable with you….So I think it's more about continuity and that trusting 

relationship.” (H)  

“being in a particular model of care really influences whether or not they disclose, 

because if they're in a midwifery model of care and they're seeing one or two particular 

midwives for all visits, I think they'd be more likely to tell you if something was going 

on. Or the midwife would notice that something had changed in that woman's 

demeanour, because she knows that woman.” (P) 

 

Midwives also reported increased confidence in their ability to help and support women with 

a greater understanding of the different resources and services available for those 

experiencing DFV in the community. 
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“It's being more aware of those community services that I knew existed, but I wasn't 

really in touch with. But now I am. So, it's just knowing all those support agencies that 

are there, that can help...” (H) 

Increased training and education were also a major enabler to speaking with women and 

understanding the complex factors involved in DFV.  

“…the two-day training I did with Lifeline, gave me a lot more [resources] on how to 

counsel women, particularly at that really crucial time if you've got a woman that's 

looking to leave [the relationship] and the risks associated at that time.” (E) 

Discussion 

Antenatal care provides an optimal opportunity for identifying and offering support to women 

experiencing DFV (WHO, 2018). This is supported by a Cochrane review on the effectiveness 

of screening within health care settings (O’Doherty et al., 2015). The review concluded that 

screening does increase the identification of women within health settings, and that pregnant 

women are more likely to disclose a history of violence and abuse when they are screened. 

Importantly, routine DFV screening informs women that a health care professional is ready 

and willing to discuss DFV and provide support to her and her family.  Incorporating questions 

about domestic violence into routine antenatal or health care shifts the onus of responsibility 

from the woman to disclose to the midwife to inquire. It also reduces barriers to disclosure of 

abuse, such as stigma, and offers women access to information and support (Creedy, Baird & 

Gillespie, 2019).  

The emerging theory from the findings of this study suggests that while workplace systems, 

training, and quality monitoring are foundational components of an effective DFV screening 
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program, greater attention needs to be given to personal capacity of staff and the emotional 

burden of engaging with women about DFV. Despite the acceptance and willingness of 

maternity staff to conduct routine DFV antenatal screening, there remains structural and 

systematic barriers which impact on their ability to succeed. All the clinicians interviewed had 

very similar responses to questions around DFV detection and response in the maternity 

department. Participants identified several systematic and emotional barriers which continue 

to prevent them from carrying out the role effectively. Although some progress has been 

made within the participating health service, with high rates of routine screening for DFV 

being reported (Baird, Creedy, Saito & Eustace, 2018), current findings indicate that more 

needs to be done to support staff to conduct DFV screening in a valued and effective way.    

Common themes to emerge from the data included: having time to ask women about DFV; 

challenges of screening with the continued presence of the partner; the need for ongoing 

education, structured training and support, especially for newly qualified midwives; and the 

importance and value of the midwife - woman relationship. Several studies have also found 

the presence of a partner as an obstacle to screening (Hooker et al. 2016; Sprague et al., 

2015).  Other studies also report on the lack of standardised training as a reason why 

midwives and other health professionals do not ask women about a history of violence.  

Training, ongoing support, and robust referral pathways contribute to midwives sustained 

preparedness and confidence to sustain routine antenatal screening (Eustace et al., 2016; 

Baird, et al, 2018; O’Campo et al, 2011; Spangaro, et al., 2010).  

 All participating midwives routinely asked women about DFV, with an expectation that all 

women would be asked the DFV screening questions when possible.  This finding suggests a 

systematic change to practice post-training. However, the anxiety of having enough time to 
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conduct DFV screening in an caring and professional manner, was a concern for some of the 

midwives. Having a set amount of time to conduct an antenatal appointment with a woman 

left midwives feeling time-pressured especially when the woman may have several other 

health and pregnancy co-morbidities or disclose a history of violence.  As identified in previous 

studies, time continues to be one of the most common barriers to DFV screening and remains 

to be a major barrier to effective DFV screening (Eustace et al, 2016; O’Campo, Krist, Tsamis, 

Chambers, Ahmad, 2011; Salmon, Baird, White & Murphy, 2006).  The context in which 

screening takes place, how it is carried out, and who asks the question can influence a 

woman’s decision as to whether they decide to disclose or not (Miller and McCaw, 2019). Our 

findings reinforce the importance of caring, confident clinicians working in a safe environment 

in which to conduct the screening. Nevertheless, despite concerns about time pressures, none 

of the participating midwives felt they should not carry out routine screening as part of their 

practice. Recently, Spangaro and colleagues explored women’s views of screening. Twenty-

four of the 32 women reported that screening was positive; of these 24 women, 23 were 

offered a specialist service, but only 12 followed through. However, all unambiguously agreed 

that about their experiences of DFV was valuable (Spangaro, Koziol-McLain, Rutherford & Zwi, 

2020).  

 
Midwives who provided continuity of midwifery care allowed the woman/midwife 

relationship to develop before conducting DFV screening. Qualitative evidence from a range 

of settings on women’s views of antenatal care suggests that pregnant women value being 

seen by the same midwife who has the time and knowledge to discuss questions surrounding 

DFV in an unhurried manner. Continuity of midwifery care has been recognised as supporting 

the interpersonal and relational aspect of screening and re-screening (Eustace et al, 2016). 
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Continuity of midwifery care also supports the ongoing monitoring of risk of women who 

disclose a history of DFV (Hegarty, Spangaro, Koziol-McLain, Walsh, Lee, Kyei-Onanjiri, 

Spurway, 2020).  

What is evident from the findings from this qualitative evaluation study is that creating an 

enabling environment is crucial to the success of an antenatal screening program, including 

systematic proactive changes at a service level. The current process of delivering antenatal 

care in large busy antenatal clinics appears not to be conducive to a woman centred approach 

to antenatal DFV screening. A preferred model would be community-based services within a 

primary health care model, where midwives are educated about DFV and supported, and 

work in partnership with local professional community agencies, as well as hospital services. 

Women need to feel safe to be able to disclose about a history of violence and therefore 

hospital and health services should strive to create such an environment.   

Despite women being supportive of screening, disclosure rates continue to remain low 

(Creedy et al, 2019). Although some progress has been made in the last decade within 

maternity services challenges remain.  Some researchers suggest that a Trauma and Violence 

Informed Care (TVIC) framework is required to implement a woman centred approach to DFV 

screening (Quandra, 2015; Hegarty et al. 2017).  

TVIC is the provision of a service model built upon the understood relationship between lived 

trauma, and health and wellbeing. The model recognises the impacts of traumatic events, 

such as DFV, sexual assault, and child abuse, as primary determinants of health and 

development. Implementing a TVIC framework involves a systemic shift in practice toward 

the delivery of care that is appropriate and specific to the needs of the women, without risking 

re-traumatisation. It relies on six core principles of care: safety, trustworthiness and 
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transparency, collaboration, empowerment, choice, and intersectionality (Bowen & Murshid, 

2016).  

There is, however, limited guidance on how to implement a TVIC model into clinical practice. 

Health systems are large and complex, and changes occurring in isolation, such as training of 

staff or introduction of guidelines, are highly unlikely to improve women’s outcomes within 

the context of DFV (Garcia-Moreno, Hegarty, d’Oliveria, Koziol-McLain, Colombini, & Feder, 

2015). Simply asking the question it is not sufficient to improve the quality of care or increase 

a woman’s safety (Campo, 2015; Spangaro et al., 2019). Further attention is required to 

develop health care system changes for screening and responses in antenatal care to be 

women-centred as well as effective, sustainable and safe (Garcia-Moneno, et al., 2015).  

Recent findings from the SUSTAIN (sustainability of identification and responses to domestic 

violence in antenatal care) study (Hegarty et al., 2020) identified that four different levels of 

the system need to be considered when introducing antenatal screening for DFV: the woman, 

practitioners, the clinic, and overall health system.  Subsequent development of the REAL 

Transformation Model highlighted the importance of examining workplace practices and 

listening to the voices of both women and practitioners.  The Model offers a promising 

approach for working with women and families during pregnancy and early parenthood but 

has yet to be tested in a practice setting.  

Conclusion  

The prevalence of DFV and severity of its impact during pregnancy and early motherhood 

continues to suggest the urgent need for routine screening, early intervention, and referral 

to DFV services. Pregnancy is an optimal time when women may be seeking support to escape 

from the violence. As with all pregnancy care, the best way to determine if the woman 
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requires support is simply to ask her. However, it is important that this work with women is 

carried out in a supportive environment by a knowledgeable and trained midwife.  

 

Recommendations for future practice  

1. All health services should aim to implement a hospital wide trauma violence informed 

care framework which places the woman and the family at the centre of the care. All 

women should have access to caring and knowledgeable clinicians who have the time 

to ask women about DFV in a comfortable, safe and private environment, that is 

conducive for private consultations.   

2. Health systems must provide ongoing evidence based DFV training and education to 

all frontline staff and develop clear pathways and polices for midwives and other 

clinicians to follow. The pathways should allow access to all community DFV and sexual 

assault services.  Midwives should also be able to refer to, and receive support from, 

specialist hospital DFV social workers, be aware of and liaise with relevant community 

and statutory agencies and become the woman’s advocate within the hospital system.  

3. Midwives providing continuity of midwifery care were identified as helping women to 

feel safe, and central to aiding disclosure, therefore such models of care should be 

made available for all women.  

Limitations  

Like other qualitative studies, there are some methodological limitations. The interviews 

were conducted in one tertiary hospital and the sample was small, both of which raises 

questions about the generalisability of findings to other Australian maternity services.  All 

clinicians who participated in the interviews volunteered to take part so their responses 

may have been influenced by their commitment to DFV screening. The study also has 



Page 23 of 26 
 

strengths, it is among a very small number of studies which has conducted a post 

intervention evaluation of a DFV screening program with clinicians within a maternity 

service. Using semi-structured interviews allowed the research team to address an issue 

which has been sparsely explored before.  Nevertheless, further research is required to 

confirm the findings and further explore what interventions should be introduced to 

support midwives successful implement a DFV screening program.   
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