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ABSTRACT
Background: Domestic and family violence (DFV) is a major 
public health issue mainly affecting women and children. 
Health services are an important site in the identification and 
initial response to DFV. Social Workers often lead the psychoso-
cial response to DFV. This study aimed to explore the experi-
ences of internal referrers to a hospital-based social work led 
DFV Service.
Methods: Qualitative study design. Participants were purpo-
sively sampled from health professionals referring to the DFV 
service at a single, tertiary metropolitan hospital in Sydney, 
Australia and invited to participate in an online focus group. 
The focus groups explored participants’ experiences of referring 
to a specialist DFV service and any practice change that 
occurred from working with the service. Focus group transcripts 
were analyzed using reflexive thematic analysis.
Results: A total of 10 internal referrers participated across 
two focus groups; all were social workers. Four key themes 
were identified; i) integration of the DFVS with existing 
services; ii) consultation and complexity, iii) professional 
development and iv) the importance of social work values. 
Integration of the DFV service into the Social Work 
Department enhanced professional relationships and ave-
nues for collaboration. Responsive consultation helped to 
build social workers’ skills and confidence and to manage 
their anxiety when dealing with safety concerns and addres-
sing complex needs, such as the needs of people with 
mental health conditions or violence experienced by multi-
ple perpetrators. Education from the DFV service further 
assisted referrers with developing their knowledge and skills 
in identifying various forms of violence, assessing risk and 
providing intervention. Alignment of social work values 
enabled a shared practice lens especially in trauma informed 
care.
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Discussion: A social work-led hospital-based DFV Service has 
benefits for the practice of hospital and health social workers 
who identify and provide the initial response to DFV. 
Implementation of such models in practice provides opportu-
nities for increased awareness, assessment and responsiveness 
to the complex needs of people experiencing DFV.

Introduction

The World Health Organization (WHO) defines domestic and family violence 
(DFV) as “any act of gender-based violence that results in, or is likely to result 
in physical, sexual or mental health harm or suffering to women, including 
threats of such acts, coercion or arbitrary deprivation of liberty, whether 
occurring in public or private life” (World Health Organisation, 2024). One 
in three women worldwide experience either physical and/or sexual intimate 
partner violence or no partner sexual violence in their lifetime (World Health 
Organisation, 2024).

Domestic and sexual violence is a major health and welfare issue, and is 
common in Australia, across all socioeconomic and demographic groups, but 
predominantly affecting women and children (Australian Institute of Health 
and Welfare, 2018). According to the recent Australian Bureau of Statistics 
(ABS) Personal Safety Survey, one in four women and one in eight men have 
experienced physical or sexual violence from an intimate partner since the age 
of 15 (Australian Bureau of Statistics, 2022).

The health effects of DFV are serious and profound, and globally there is an 
increasing awareness of the need for proactive measures to address DFV. In 
four in ten hospitalizations for female assault victims, a spouse or domestic 
partner was the perpetrator (Australian Institute of Health and Welfare, 2018). 
The health effects are not only injury related, but can affect multiple domains 
of physical and mental health, and continue beyond the relationship in which 
the violence occurred (Australian Institute of Health and Welfare, 2018; NSW 
Health, 2021). Women experiencing DFV use health services at a higher rate 
than the general population and the public health system is often the first point 
of contact (Cowan et al., 2020).

Awareness of DFV presentations and routine screening within emergency 
department presentations for intimate partner violence has improved in the 
USA over the past decade (Bennett et al., 2024), however recent studies of 
domestic violence screening practices in Australian emergency departments 
have found routine screening remains uncommon (Spangaro et al., 2020; 
Sweeny et al., 2023), with only 2% of health professionals reporting screening 
all adults or all women, and nearly half (45%) reporting not knowing how to 
screen for DFV (Sweeny et al., 2023). Similarly low rates of family violence 
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screening have been found in other hospital settings, such as inpatient wards 
and subacute care (Fisher et al., 2020).

Social workers bring a holistic approach to DFV work and access to 24/7 
social work services has been identified as an enabler of domestic violence 
screening practices (Sweeny et al., 2023). Social workers are often the first 
point of contact for responding to domestic and family violence, particularly 
in hospital settings (Mandara et al., 2023); with other health professions 
commonly referring to social work for assistance with DFV presentations 
(Cleak et al., 2021). The professional values of social work focus on 
a commitment to social justice and human rights in the context of the 
individual. Thus, the profession is well placed to provide a significant con-
tribution to the prevention and intervention of violence against women 
(Australian Association of Social Workers, 2020). An Australian-based survey 
of qualified social workers found that whilst participants could recognize DFV 
and offer victims support, undertaking a risk assessment was less commonly 
reported (11%) and most would refer on to specialist DFV services for further 
intervention (Mandara et al., 2023).

One of the major barriers to identifying and responding to domestic and 
family violence in the first instance is a lack of knowledge and training (Cleak 
et al., 2021; Cowan et al., 2020). Many health care professionals feel unpre-
pared for DFV work and so are not systematically screening for DFV nor 
accessing people who need their support (Cowan et al., 2020). Health profes-
sionals report they do not have sufficient understanding of DFV (Cleak et al.,  
2021; Cowan et al., 2020), with one Australian study of health professionals 
finding that almost half of respondents (46%) who had worked in the health 
service for ten or more years never having received training in the assessment 
and management of DFV (Cleak et al., 2021). Provision of training in respond-
ing to intimate partner violence has been shown to improve health profes-
sionals’ attitudes and beliefs toward intimate partner violence, however 
limited studies have explored the impact on the social work workforce 
(Kalra et al., 2021). Hospital social workers have expressed that they believe 
they should be educating the multidisciplinary team about DFV and the social 
work role, but do not always feel confident to provide this education (Cowan 
et al., 2020). Peer support, consultation with experienced senior staff and 
clinical supervision have been identified as important supports in assisting 
respondents to feel confident in their DFV work (Cowan et al., 2020).

Another potential strategy to address current gaps in the screening, 
identification and management of cases of domestic and family violence 
within hospitals is to adapt models of care to enhance access to staff 
with specialist skills in DFV. Within the United Kingdom, co-locating 
Independent Domestic Violence Advisors (IDVAs) in the hospital set-
ting as an alternative service model has been explored (Dheensa et al.,  
2020). Co-location led to improvements in service visibility and working 
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relationships with frontline hospital staff. Hospital staff also reported 
that following the introduction of the co-located service they felt more 
aware of domestic violence and abuse, clearer on what to do in sus-
pected cases and more comfortable with enquiring (Dheensa et al.,  
2020). Healthcare professionals valued the ongoing training the IVDAs 
offered (Dheensa et al., 2020). Of note, the IVDAs were consider 
external to the National Health Service (NHS) and needed to apply to 
access patient identifiable data. This lack of access could represent 
a challenge to assessing cumulative risk in patients (Dheensa et al.,  
2020). Within the USA, the introduction of alternative service models 
have also improved DFV screening, intervention (Clery et al., 2023) and 
health professional behaviours (Short et al., 2002). The implementation 
of an integrated, not-for-profit healthcare program (WomanKind) for 
victims of domestic and intimate partner violence at three hospitals in 
the USA resulted in improvements in health professional knowledge, 
attitudes, beliefs and behaviors in relation to DFV (Short et al., 2002). 
Higher screening and referral to support services and documentation of 
DFV in medical records were also observed at hospitals with the inte-
grated model, than at comparison hospitals (Short et al., 2002). These 
models demonstrate that integration of specialist DFV services into 
hospital services may improve health professional awareness, screening 
and management of DFV.

A Domestic and Family Violence Service (DFVS) has been operating at St 
Vincent’s Health Network Sydney (SVHNS) for over 20 years. The DFVS 
operated under a community care focused model until July 2019, when there 
was a shift in clinical service management and governance, with the DFVS 
becoming part of the Hospital Social Work Department. With this shift in 
governance, there was also a shift in service delivery, away from a community 
health-based model and toward in-reach to acute services. A key goal of this 
change was to improve health professional skills in identifying and responding 
to DFV across all hospital services. This in-reach support takes the form of 
ongoing education for staff, readily accessible consultation on risk assessment 
and care planning for patients who present with DFV concerns (including 
after hours and on weekends), and a streamlined referral pathway into the 
DFVS for further assessment, trauma counseling, short-term case manage-
ment and referrals. In addition to receiving internal referrals, the DFVS also 
receives external referrals from the community, either directly from potential 
clients themselves or from community DFV services, police or child protection 
services.

To the best of our knowledge, this model of social work-led service delivery 
combining both in-reach to acute care and community facing service provi-
sion is the only one of its kind operating in a public hospital setting in 
Australia.
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We undertook an evaluation of this new service model to explore whether 
the service was meeting local needs, if there were gaps in service delivery and 
how the service addresses the complex and diverse needs of mostly margin-
alized inner-city populations. The aim of this study was to explore the experi-
ences of hospital social workers referring to the Domestic and Family Violence 
Service revised model of care.

Method

Research design

A service evaluation of the social work-led DFVS was undertaken, consisting 
of two parts. Part A consisted of a retrospective file audit of 200 clients of the 
service, describing client demographics, referral sources, levels of risk and 
degree of service engagement. Part B consisted of a qualitative exploration of 
the experiences of internal and external referrers to the DFVS. The service 
evaluation report, outlining evaluation procedures and outcomes, is available 
from the corresponding author. The present study focuses in depth on the 
experiences of the internal referrers. In describing their perspectives on work-
ing with the model, they illuminate exciting new ways of working between first 
responders to DFV and specialist DFV services.

A qualitative descriptive research design employing focus groups was used 
to explore the insights and experiences of internal referrers to the Domestic 
and Family Violence Service. This design is commonly used within imple-
mentation research to elicit the perspectives of key stakeholders involved in 
and/or affected by implementation; in this case, internal referrers to the social 
work led domestic and family violence service (National Cancer Institute,  
2018). Given the revised model of care within the service, these perspectives 
are essential to ensuring the model of care is addressing patient needs and 
acceptable to clinicians within practice.

The focus groups took place in December 2021. Due to COVID public 
health restrictions, planned in-person focus groups took place virtually using 
Microsoft Teams. The local Human Research Ethics Committee provided 
ethical approval for the study (2021/ETH10904).

Sample and procedure

A list of 15 SVHNS social workers who had referred recently to the DFVS was 
compiled. This purposive sample of potential participants received an e-mail 
with a Patient Information and Consent Form inviting them to participate in 
the study. Participants could choose to attend one of two focus groups.

An interview schedule containing six questions guided the focus group 
discussions (see supplementary material 1). The guide explored participants 
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experiences of referring to, and working with a specialist DFVS integrated into 
the Hospital Social Work Department, and the changes to practice the parti-
cipants experienced from working with this specialist service. Offering two 
smaller focus groups, rather than one large one, acknowledges the relationship 
between the number of participants and the volume and depth of insights 
gained within a session, to provide opportunities for deeper follow-up of 
participants’ experiences (Santhosh et al., 2021). Each focus group was 
between 60 and 90 minutes in duration.

An experienced qualitative researcher (PA) facilitated the focus groups 
online. PA is a social worker with 36 years of professional experience. The 
groups began with introductions, the establishment of ground rules (such as 
confidentiality, turn taking) and a discussion of the purpose of the study. PA 
invited participants to respond to each question and to offer agreement or 
different perspectives on each other’s responses. Prompts were provided to 
encourage a range of perspectives from participants working within different 
clinical settings, and to encourage input from all participants for each ques-
tion, for example “We’ve heard a couple of examples from the ED, would 
someone from mental health like to offer their perspective?”.

Clarifying and follow-up questions invited participants to expand on their 
responses. The Microsoft Teams recording function produced a transcript of 
the focus groups. PA edited the transcript for accuracy and checked against the 
recording where meanings were unclear to produce a document ready for data 
analysis.

Data analysis

Analysis of the focus group transcripts was undertaken by PA, guided by 
reflexive thematic analysis (Braun & Clarke, 2022). The researcher’s multiple 
roles as a clinician, researcher, colleague to the participants and investigators 
and occasional internal referrer to the DFVS meant reflexivity was a vital 
consideration. Reflexive practices included scrupulous attention to the parti-
cipants’ own voices in explicating themes during the analysis and the reporting 
of their diverse perspectives. Areas of discomfort or disagreement participants 
experienced in their dealings with the DFV are included in the results.

Data familiarization and prolonged engagement involved reading and re- 
reading the transcripts and highlighting words and phrases that related to the 
objectives of the evaluation. Transcripts were then inductively coded line by 
line to develop an initial coding framework. Codes were then categorized and 
collapsed into topic summaries and initial themes (Braun & Clarke, 2022).

To enhance study rigor participants received copies of the transcript and 
a preliminary summary of the data analysis for member checking (Johnson 
et al., 2020) and did not respond with any corrections or concerns. A reflective 
journal recorded creative, emotional and intellectual responses to the data 
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analysis. Peer debriefing with the broader research team and social work 
management via discussion of preliminary themes was completed throughout 
the analysis process at group meetings with ASM, BC, LJC and MB. Researcher 
LJC, whilst employed within the health network where the study was under-
taken, is external to the social work department (an occupational therapist). 
LJC is an experienced qualitative and health services researcher with eight 
years’ experience in conducting implementation research embedded in public 
health settings.

Results

Twelve staff members initially agreed to participate. Two people did not 
attend the focus group on the date they had chosen and declined any 
alternative option to participate, with a final sample of ten social workers 
participating. Each focus group had five participants. Table 1 shows the 
participants’ profession and clinical area. Data on participant gender and 
years of experience is omitted to protect the anonymity of the 
participants.

The analysis identified four key themes. These themes are the effects of 
integration of the DFVS with existing health and hospital services, the value of 
consultation for complex DFV cases, professional and skills development in 
DFV work and the importance of shared social work values in DFV work. 
Edited quotes from the participants’ responses illustrate these themes.

Integration of the DFVS with existing services

Integration of the DFVS into the hospital social work department, and the 
deliberate focus on in-reach into acute services, means the internal referrers 
now interacted with the DFVS in multiple ways. All participants learned about 
the DFVS and the social work role in responding to DFV as part of orientation 
at the health service. Their knowledge built from this introduction with 
regular in-services from the DFVS to the social work department and from 

Table 1. Participant demographics.
Name Discipline Work Area

SW1 Social Worker Emergency
SW2 Social Worker Emergency
SW3 Social Worker Emergency
SW4 Social Worker Community Mental Health
SW5 Social Worker Inpatient Mental Health
SW6 Social Worker Community Mental Health
SW7 Social Worker Hospital (Acute)
SW8 Social Worker Hospital (Sub-Acute)
SW9 Social Worker Emergency
SW10 Social Worker Inpatient Alcohol and Other Drugs Service
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their on-call training. They spoke about what has become routine engagement 
with the DFVS. SW7 said:

Five years ago, when I first started, it used to be when there’s a fairly hectic or significant 
case, you might make an approach [to the DFVS], but now it’s much more routine. It is 
just part of our practice, and so I think it means that much more engagement . . . there is 
much more [of a] relationship. They will actually come and see [patients] within 
Emergency which is something that didn’t really exist before.

Several of the other Emergency social workers agreed the DFVS workers’ 
willingness to engage in “warm referrals” improved access to the service for 
patients.

Speaking from the perspective of a mental clinician working in 
a homelessness service, SW4 said:

[DFV] is such a huge issue for Community Mental Health. We go to the women’s 
shelters and we find DFV is such a primary driver of homelessness and mental health 
issues. So it’s been really important to have the DFVS there. The other side of it is that the 
majority of people that we’re working with have quite chaotic situations, and sometimes 
it can be hard for them to follow through [with engagement with the DFVS].

Participants felt that given the value the DFV service provides, further staffing 
was needed to address the significant demand for DFV counselling within the 
local community. The service is currently staffed by only two clinicians and 
some participants raised concerns about the number of referrals they made 
and whether this may impact on the timeliness with which clients could be 
followed up.

Consultation and complexity

The participants gave many examples where consultation with the DFVS 
assisted them to work through the complexity of the DFV cases they manage. 
For example, speaking from their perspective as a social worker in an inpatient 
mental health unit SW5 said:

In in-patient Mental Health we have crises where we identified people at serious threat in 
that moment, so getting guidance to flag that in Safety Action Meetings, trying to 
establish the right supports and safety, particularly because they’re in that inpatient 
setting already . . . [to incorporate into] discharge planning.

In this situation, the urgency with which SW5 and their team works is 
palpable. They have a small window of opportunity, while the patient is in 
hospital, to treat the mental health issue and plan supports and safety, before 
she returns to the relatively uncontrolled environment she came from.

In their work in ICU, SW3 encounters situations where the mechanism of 
injury or circumstances surrounding an accident are unclear or contested.
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We had a woman who fell down the stairs and cut her throat on glass . . . but we did not 
know the real story. From what the surgeons were saying . . . it didn’t seem like quite 
a natural way of falling and there was just a few other complexities to it . . . even though 
we couldn’t get a sense from the patient what had actually happened because she [was 
intubated].

With increasing suspicion that this may be a case of DFV, SW3 and the team 
made early referrals to the DFVS and engaged in care planning incorporating 
risk and safety for the patient.

Complex DFV presentations could take many forms. For example, some 
participants encountered patients who would not accept a referral to the DFVS 
for further follow-up. SW2 said, “A lot of the patients don’t want support, no 
case management, no therapeutic interventions or counselling. It does almost 
feel a bit funny sometimes that we have to put the referral through anyway.” 
Other participants also reported this reluctance, or at least ambivalence on the 
part of some patients to accept a referral to the DFVS. SW2 and the others 
attributed this to the “chaotic situations” (SW4) many of the patients lived in, 
and the effects of the traumas they had experienced.

In Emergency, SW9 said the DFVS helps them and their team to identify 
and work with unclear dynamics of family violence including:

. . . a big cohort of Aboriginal people who experienced family violence. There were really 
complex cases coming that weren’t necessarily intimate partner violence now [starting] 
to be picked up and responded to and . . . not even just about Aboriginal patients but also 
elder abuse.

Continuing the theme of complex family violence, SW6 said the DFVS assists 
with complexity:

. . . where it is not clear who the perpetrator is, whether it’s the intimate partner or other 
family members. Because there is sometimes multiple allegations being thrown 
around . . . and then the layer of working with people who may have a cognitive 
impairment, so it’s difficult to understand the level of accuracy, from the information 
from the actual patient. So the family violence focus is important, particularly in mental 
health settings where sometimes mental health could be more of the focus.

This point captures the importance of understanding how mental health 
presentations and symptoms could be a result of, or exacerbated by DFV.

SW4 has another variation on how the DFVS assists with complexity. They 
worked with a young woman with a developmental disability experiencing 
DFV and:

. . . getting [her] accommodation was a nightmare, linking her with other services was 
a nightmare, but at least just doing the DFVS referral and going through the Domestic 
Violence Safety Assessment Tool (DVSAT) and putting it through to [DFVS workers] . . . 
that was the easiest part and they were responsive the very next day. They were all over it 
and had put it through to the Safety Action Meeting (SAM) . . . So I think it’s really 
helpful to have the contrast of just a really simple process and people that have expertise 
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and can hold on, and also can hold you, and the situation for a moment. And make 
a really clear good plan.

SW4’s graphic description of a complex situation reveals much about workers’ 
emotional challenges in these moments of hectic frontline DFV practice. That 
they experience the feeling “held” by the DFVS as part of the consultation is an 
important finding.

Whilst the support of the DFV service in managing complex presentations 
was valued, one of the challenges raised by some participants was the require-
ment of mandatory referral of all DFV presentations to the DFV service, even 
in circumstances where the patient did not wish to engage with the service. 
Some participants felt that mandatory referral in circumstances where the 
patient had expressed that they did not wish to engage with the service, could 
undermine the patient’s agency and interfere with their own ongoing ther-
apeutic relationship with the patient.

Professional development

The participants spoke frequently about the role of the DFVS in building their 
knowledge and skills in their DFV work. For example, SW7 said:

[Input from the DFVS taught me] not only physical violence constitutes DFV. I had 
a woman who had left her partner in the context of an extreme amount of coercive 
control in that relationship, and now I keep this on my radar when assessing people, 
acknowledging just how impactful some of those non-physical violence matters could be.

The participants welcomed the learning opportunities the DFVS provide. SW5 
said:

They educate us . . . make sure we are actually on board with the requirements for 
reporting as well. Also leaning on them a lot for guidance and reassurance that we are 
doing the right thing [with our DFV patients] and [building] great [safety] plans.

SW1 draws attention to a more advanced level of professional development, 
namely collaborating to develop clinical reasoning: “I have found conversations 
[with the DFVS] open and reasonable and the experience I’ve had of them is very 
much that focus on clinicians should be able to trust their clinical judgment, and 
they support people to do that.” SW8 takes this point further: 

. . . even if you’re an experienced social worker, to talk through a domestic violence case 
so you can feel okay in your clinical decisions, especially around safety of women, and 
ensure you haven’t missed something or to ensure your safety points are covered. Yeah, 
so many of the reasons I refer to the DFVS go to providing the best practice, and to 
ensure what the next steps are in my intervention.
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The importance of social work values

An incidental follow-up question “What difference does it make for you as 
social workers to be referring to a social work lead service?” produced rich 
reflections from the participants. SW8 said:

I think it does make a big difference, because we talk a lot to [DFVS worker] and we 
know that she holds men, sorry, generally holds the perpetrator very accountable for the 
DFV and she’s got a trauma lens and she doesn’t like mental health labels. Or, you know, 
she likes to talk about symptoms of abuse, so I think it’s not a pathologising approach to 
DFV, which is really important.

SW7 agreed with these comments:

It’s good knowing that you’re handing over to somebody that shares an understanding 
[of] where you’re coming from as a social worker, taking into account that holistic 
perspective of an individual’s life and you’re handing over to somebody that will be able 
to follow on appropriately. [For example] if I put through a referral for a male DFV 
victim I know they will follow up with it. But yeah, I think it’s a pretty confident process 
to refer on to another social worker.

SW6 said:

I feel like how the hospital has a DFVS shows to me that they recognize that [DFV] is 
a huge health issue . . . and responding to DFV is mainly with the social work response. 
[However] across [St Vincent’s Health Network Sydney] different social workers would 
have a different level of skill around DFV and being able to respond. Some may only ever 
get occasional cases because of their clinical area, so they might not have strong 
expertise. So then having people to go to for that strong advice and consultation and 
then even a referral for ongoing work I think is really good.

Discussion

This study explored the perspectives of the social work internal referrers to an 
integrated, social work led DFVS located in a hospital social work department. 
Referrers felt they have ready and responsive access to the DFVS. They also 
feel resourced to take on the leadership role social workers play in the 
psychosocial response to DFV in health settings. Accessibility of the service 
also allows for the development of positive professional relationships between 
the DFVS and the internal referrers to grow over time. This finding about the 
importance of relationship echoes the research of Dheensa et al. (2020). In 
both of these contexts, proximity and access seem to be crucial elements to 
building trust and encouraging collaboration between front-line staff and 
specialist DFV workers, including in complex clinical areas, such as mental 
health and in working with First Nations people. In contrast to our findings, 
other studies exploring the experiences of mental health practitioners in 
Australia have described clinicians reporting a lack of knowledge and training 
in domestic violence and a lack of awareness of support mechanisms available 
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for victims when violence is disclosed (Gillespie et al., 2023). These factors 
then pose a significant challenge for clinicians who are frequently working to 
address DFV concerns whilst also supporting the patient during a mental 
health crisis (Gillespie et al., 2023). Our current study highlights the value of 
integrating a DFV service within a hospital setting that is both inward and 
outward facing. This approach allows referrals to be received from all clinical 
areas across the hospital and continuity of care, providing clinicians from all 
areas the opportunity to upskill in DFV screening, assessment and interven-
tion and to link patients with support services prior to transferring back into 
the community. Additionally, consist with the findings of Owen et al. (2024), 
despite differences in Australian geographical location (metropolitan versus 
regional health service), the complexity of DFV hospital presentations was 
highlighted, including people experiencing homelessness, drug and alcohol 
misuse, as well as First Nations people within the local community experien-
cing DFV (Owen et al., 2024). These findings further support the need for 
DFV services to be integrated within the hospital and trauma informed, 
providing linkage with other specialist health services as well as the need for 
culturally safe care for First Nations people that includes First Nations health-
care professionals.

A recent Cochrane systematic review found that whilst training in intimate 
partner violence may improve health professional knowledge, attitudes and 
self‐reported readiness to respond to survivors, it is likely to be insufficient on 
its own to address DFV and will need to be supported by wider organizational 
strategies to support health professionals to address DFV (Kalra et al., 2021). 
Within our current study, participants felt they could approach complex DFV 
situations in their work with confidence due to the consultation and collabora-
tion the DFVS provides. They are constantly aware of the profound health 
impacts of DFV (especially repeat presentations) to their services. Ongoing 
formal and informal education received from the DFVS significantly increased 
social workers’ knowledge and clinical skills in the area of DFV, while also 
being supportive of them as they experience the intense emotional aspects of 
the work. Reflecting on the work of Cowan et al. (2020), where participants 
said they felt unprepared for DFV in the hospital setting, in contrast no such 
hesitation comes through from participants in this study. This suggests that 
the use of an integrated DFV model, that encompasses not only specialist 
expertise but opportunities for education and capacity building of non-spe-
cialist, referring staff may have greater success at addressing some of the 
current challenges in DFV screening and intervention.

The discussion of social work values further upholds the acceptability 
of this model of DFVS to these internal referrers. The significance of the 
model goes deeper than changes to governance and administrative 
processes. Indeed, the DFVS model of care is based on a trauma and 
violence informed, person centered clinical practice framework, 

SOCIAL WORK IN HEALTH CARE 29



informed by feminist methodology. There is a crucial alignment of this 
clinical framework with that of social work professional theories, ethics 
and values (Laing & Humphreys, 2013). Further, this professional align-
ment is vital in the understanding and acknowledgment that, the perpe-
tration of violence and abuse are social justice, human rights, health and 
gendered societal issues that have an unequal impact on women and 
children (Commonwealth of Australia Department of Social Services,  
2022). This study clearly showed that participants connect with the 
DFVS through shared social work values and utilization of non- 
pathologising, trauma informed therapeutic frameworks.

There are several limitations to this study. First, we conducted the 
study as a local project, at a single site, which may limit the general-
izability of the findings to other services. Three of the four investigators 
are part of the St Vincent’s Health Network Sydney Social Work 
Department and only a single investigator conducted the focus group 
interviews and data analysis. The reflexive strategies employed in the 
analysis will have helped to reduce but not eliminate bias. Investigators 
external to the health service may have provided different perspectives 
and may have reached different conclusions in the analysis of the data. 
There is also a risk of selection bias with the participants recruited, as 
those with neutral or negative views of the services may not have agreed 
to participate in the focus groups.

Additionally, due to COVID-19 restrictions, the focus groups were con-
ducted online, rather than in person, which may have impacted on the level 
of participant interaction and the level of depth of the data (Jones et al.,  
2022). There were also numerous pre-existing relationships within the focus 
groups, for example, the presence of both junior and senior social workers 
from the same clinical area, which may have resulted in some participants 
feeling constrained to speak critically. To address these challenges, proac-
tive steps were taken by the facilitator to encourage responses from all 
participants and critical comments and points of difference were expressed 
during the process.

Despite these limitations, the results reveal strongly positive perspectives 
of the DFVS from the participants. It is clear they feel lucky they have the 
DFVS as an expert resource available and accessible to consult at all hours 
of the day and night. This gives them the strength and courage to take 
ownership of their DFV work. Many of the responses of the participants in 
this project reveal the skill, passion and pride they have for this part of 
their social work practice. In conclusion, despite the Australian context, we 
believe this service model provides clear benefits to health social workers 
who are at the front line of public health responses to DFV and, as such, 
may be of interest to other health services considering redesign of their 
DFV services.
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