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In the second of a two-
part article, Kathleen
Baird considers the role
that midwives can play in
recognising and
responding appropriately
to a positive disclosure

Women’s lived experiences of
domestic violence during
pregnancy (2)

Background
As identified in part 1 of this article (Baird

2015), domestic violence and abuse against

women is a global public health issue (World

Health Organization (WHO) and London School

of Hygiene and Tropical Medicine (LSHTM)

2010). Pregnancy is often perceived to be a

positive time in a woman’s life, but one of the

most disturbing features of domestic violence is

that, for some women, a pregnancy is no

protection against it starting or escalating if it

is already occurring in a relationship (Kendall-

Tackett 2007).

Professional and community
responses
Women who experience domestic violence tend

to access health services frequently, as they

seek help for their injuries; and in response

many professional health organisations have

issued clinical guidelines on how to identify

and respond appropriately (WHO 2013). Whilst

the evidence suggests that the use of brief

questioning by healthcare professionals can

lead to higher disclosure rates, there continues

to be a reluctance among some NHS

professionals, including midwives, to ask
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A number of studies

have demonstrated

that the risk of

violence and abuse

correlates to the

period of a year before

until a year after

pregnancy 



women about domestic violence (Baird 2011).

As a result, in many areas within the NHS,

policy development and community

implementation have been slow (Garcia-

Moreno et al 2014).

Role of the midwife
The maternity care system can provide women

with a safe environment in which to disclose

about domestic violence. It is well documented

that women feel they can trust healthcare

professionals with a disclosure about violence

and abuse. For some women it may simply be

that they wish to talk to someone about the

ongoing violence, find out what options are

available to them and discover how to access

support organisations outside of health.

Therefore, it is important that midwives are

able to provide advice, support and help. 

Midwives have frequent contact with

women during pregnancy and therefore the

maternity services are ideally placed as a

universal point of contact for all childbearing

women. The unique relationship that midwives

develop with women allows communication

regarding domestic violence to occur. However,

it is vital that midwives receive specialist

education to be able to approach routine

enquiry in a sensitive and non-judgemental

way and to be able to respond appropriately

and safely to a positive disclosure. 

The more frequently midwives undertake

routine enquiry and hear a disclosure, the

greater their understanding and confidence

will be (Baird et al 2011), thereby improving

their overall practice. Feder et al (2009), when

conducting a systematic review, concluded

that women find routine enquiry in certain

health settings acceptable, providing that the

health professional asking the question is

caring, sensitive and non-judgemental. Phelan

(2007) intimates that compulsory or

conditional reporting can present a dilemma

for health professionals if the duty to report

causes conflict with their own ethical unease

about maintaining confidentiality and the

increased risk that a disclosure may cause for

the woman and her family. 

Of course the reluctance of midwives to

enquire about domestic violence can also be

attributed to a lack of confidence and

knowledge. Midwives may be unclear about

their role in addressing domestic violence and

find it difficult to listen to or understand a

woman’s disclosure (Baird 2011). Evidence

suggests that the implementation of policies

and education programmes can come up

against both individual and organisational

barriers (Garcia-Moreno et al 2014). For

instance, just because a hospital introduces a

policy dictating that all women should be

routinely asked about domestic violence, does

not necessarily guarantee that that will

happen or that they will receive suitable

support. To be able to conduct routine enquiry

safely, effectively and responsively, midwives

require education and ongoing support from

within their organisation. 

What can midwives do? 
The primary aim of routine enquiry is to

provide support and help for any woman who

positively discloses about domestic violence. If

a midwife suspects that domestic violence may

be happening, there are several important

steps they should follow:

Asking about domestic violence

Identification of women who are or have been

subjected to domestic violence is essential for

appropriate support and referral (Garcia-

Moreno et al 2014). It is important for

midwives to ask women confidently and

without predetermined judgement.

Questioning should always take place in a safe

and private environment, without the presence

of a partner or a child who could repeat the

conversation to another person. If the question

is asked through an interpreter, that

interpreter should be a professional, and

neither known to the family nor a family

member. Midwives should have a low threshold

for asking women, if they are suspicious of

physical injuries or observe psychological

symptoms, including depression.

It is important that midwives acknowledge

that some women may choose not be honest in

their first response; a woman may decide to

withhold the information until she has formed

a relationship with the midwife. Women often

feel stigmatised and may fear that they won’t

be believed or will have their children removed

from them and this may prevent them from

disclosing. Some women will also be reluctant

to disclose because opening up and telling

someone about the violence can pose a threat

to the woman. Indeed, it is when they leave or

attempt to leave a violent partner that most

women who will be, are murdered (Women’s

Aid 2009).

Responding to a positive disclosure

When midwives receive a positive disclosure,

they must be aware of the appropriate referral

pathways, which need to be multi-agency and
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developed in collaboration with non-

government organisations (NGOs), such as

local women’s support groups. Midwives

should also have an awareness of their hospital

guidelines and protocols, and the referral

pathway to the Multi-Agency Risk Assessment

Conference (MARAC), which is part of a co-

ordinated community response to domestic

violence and abuse. Whatever referral

pathways are selected, they should always aim

to meet the needs of the woman and her

children.

Documentation of domestic violence

Accurate and contemporaneous record keeping

of a domestic violence disclosure is imperative.

Recording of a disclosure about domestic

violence should follow the same practice

guidelines as any other aspect of midwifery

practice. It is vital that any information

pertaining to a positive disclosure should not

occur in the woman’s handheld notes or any

notes that the perpetrator may have access to.

The information should be recorded and stored

safely, possibly in hospital notes, computer

notes (that are not visible to the perpetrator)

or in the woman’s GP notes. It is imperative

that a disclosure is only shared with those who

need to know, safely and effectively. For many

midwives, making the right judgement can

often be a difficult balance. A midwife may

decide to share the information, without the

woman’s consent, if s/he feels a referral to

other relevant agencies will help protect a

woman and her children or prevent a serious

crime. It is essential that midwives understand

the constraints to their confidentiality, and

that they are able to explain clearly to the

woman what their choices are and what

information they are legally obliged to share.

For information to be shared safely within

each clinical area, clear national guidance

should be available (HM Government 2008).

Risk assessment and safety planning

An important consideration for midwives

following a disclosure is the immediate and

long-term safety obligations for both the

woman and her children. Midwives must be

aware of their organisation’s protocol for

promoting and safeguarding children and

whom to contact if they have concerns about

the safety and wellbeing of any children. Risk

assessments should ensure that the emotional

needs as well as the physical risks of women

and children are considered. Women from

different communities may have different

needs because of language difficulties and

isolation. Women should never be encouraged

to leave a violent relationship until a full risk

assessment has been performed and a robust

safety plan put in place to protect both her

and her children. It is important that a safety

plan is tailored to meet each woman’s

individual needs and developed in partnership

with other relevant specialised agencies

(Sharpen 2009). 

Referral and working in collaboration

It is important that midwives do not feel they

have to deal with a woman’s positive

disclosure on their own. Working with others is

crucial and an essential component of being

able to support the woman and her children.

Responding effectively to domestic violence

should never be a one-agency response;

collaborative working is essential, to achieve

the best and safest outcome for a woman

(Baird 2011). Ensure that the woman has

information about her local women’s support

agency and, if the woman is in immediate

danger and it is unsafe for her to go home, call

the police. 

Kathleen Baird is senior midwifery lecturer in

the family and maternity unit at Griffith Health

Institute, Griffith University, Australia
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Key messages for midwives

• A supportive response from a midwife
could be the catalyst leading to a woman’s
pathway to safety and recovery

• All women disclosing about domestic
violence should be reassured that their
information will be shared in a safe and
appropriate manner

• NHS organisations should have robust
domestic violence policies and guidelines for
midwives to adhere to

• NHS organisations should identify a single
designated person to advise midwives on
appropriate referral pathways and provide
support for midwives who identify immediate
and significant risk (Department of Health
(DH) 2010)

• NHS organisations should provide
midwives with support and ongoing
education so they have the tools to ask about
domestic violence in a confident and sensitive
manner and to be able to respond safely and
effectively

• Midwives should be aware of their own
local support agencies, and have knowledge
of the services they provide. 
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