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Abstract
Background
Although disabled women are significantly more likely to experience domestic abuse during
pregnancy than non-disabled women, very little is known about how maternity care access
and utilisation is affected by the co-existence of disability and domestic abuse. This
systematic review of the literature explored how domestic abuse impacts upon disabled
women’s access to maternity services.

Methods
Eleven articles were identified through a search of six electronic databases and data were
analysed to identify: the factors that facilitate or compromise access to care; the
consequences of inadequate care for pregnant women’s health and wellbeing; and the
effectiveness of existing strategies for improvement.

Results
Findings indicate that a mental health diagnosis, poor relationships with health professionals
and environmental barriers can compromise women’s utilisation of maternity services.
Domestic abuse can both compromise, and catalyse, access to services and social support is a
positive factor when accessing care. Delayed and inadequate care has adverse effects on
women’s physical and psychological health, however further research is required to fully
explore the nature and extent of these consequences. Only one study identified strategies
currently being used to improve access to services for disabled women experiencing abuse.

Conclusions
Based upon the barriers and facilitators identified within the review, we suggest that future
strategies for improvement should focus on: understanding women’s reasons for accessing
care; fostering positive relationships; being women-centred; promoting environmental
accessibility; and improving the strength of the evidence base.
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Background
Domestic abuse during pregnancy has such negative consequences for maternal and infant
health that the World Health Organization (WHO) has declared it a significant global concern
[1]. More than 30% of domestic abuse begins during pregnancy [2,3] and evidence suggests
that pre-existing abuse may escalate during the prenatal period [4-6]. Although 10% of
women giving birth in the United Kingdom (UK) are reported to have some degree of
disability, there is little understanding of disabled women’s experiences of domestic abuse
during pregnancy. Disabled women are two times more likely to suffer physical abuse from
an intimate partner than non-disabled women [7], and it is therefore likely that disabled
women may be particularly vulnerable to pregnancy-related abuse. Nixon [8] has suggested
that disabled women who experience domestic abuse face compound oppressions. Several
studies have linked domestic abuse with adverse maternal and infant outcomes [9-13].
Potentially compounding these negative consequences, certain disabled women may be more
susceptible to pregnancy complications than non-disabled women [14,15]. Moreover, studies
have suggested that abused women delay accessing maternity services until the third trimester
[16-18] and that disabled women are also likely to have delayed or suboptimal access to
healthcare [14,19,20].

Disability and domestic abuse during pregnancy may therefore have compounding effects on
women’s access to and utilisation of maternity services, placing them at increased risk of
undetected pregnancy complications. As yet, however, there is little understanding of the
relationship between disability, domestic abuse and access to maternity care. Previous
research in the UK [21,22] and the United States (USA) [23,24] has provided some insight
into disability and domestic abuse more generally, however little is known about how
domestic abuse impacts upon disabled women’s access to and use of maternity care. Until
there is a good understanding of the factors that compromise or facilitate disabled women’s
access and utilisation of maternity services when they experience domestic abuse, the priority
areas for improving access and utilisation remain elusive.
The purpose of this systematic review was to explore the antecedents and consequences of
inadequate access to maternity care when disability and domestic abuse co-exist. By
summarising and synthesising the literature relating to disability, domestic abuse and access
to maternity care, the review supports future development of robust improvement strategies
and provides direction for future research.

Methods
Although typically associated with reviews of randomised controlled trials, it is now
recognised that the standard approach to systematic reviews can be adopted for different
questions and study designs [25]. Our systematic review addressed the following questions in
relation to disabled women experiencing domestic abuse:
1. What are the barriers that compromise access to and utilisation of maternity services?
2. What are the facilitators to accessing and utilising such services?
3. What are the consequences of inappropriate and/or delayed access to maternity care
for women’s reproductive health and wellbeing?
4. How effective are existing strategies to enhance access and utilisation of maternity
services?

Key definitions
Domestic abuse, also referred to as domestic violence, intimate partner violence or violence
against women, is defined by WHO as “physical, sexual or mental harm or suffering…
including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring
in public or in private life” [26]. This systematic review forms part of a larger study of the
relationship between domestic abuse, disability and access to maternity care in the UK and
therefore, for the purposes of the review, the WHO definition is supplemented by the UK
policy definition of domestic abuse: “any incident or pattern of incidents of controlling,
coercive or 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” [27].
This includes psychological, physical, sexual, financial and emotional abuse. Generally
within the UK, the term ‘abuse’ is preferred over ‘violence’ because this most adequately
captures the range of abusive behaviours extending beyond physical abuse.
We used the term ‘disabled’ as defined by the United Nations to refer to any person with
“long-term physical, mental, intellectual or sensory impairments which in interaction with
various barriers may hinder their full and effective participation in society on an equal basis

with others” [28]. This definition is supplemented by the UK Government Equality Act [29],
where ‘long term’ refers to a health condition or impairment which lasts longer than 12
months, or is likely to reoccur within 12 months. The term ‘disabled women’ is preferred to
‘women with disabilities’ as this reflects the social model of disability, which contends that
people have impairments but are disabled by social factors [21]. The definitions of disability
and domestic abuse were intentionally broad in order to increase the sensitivity of the
literature search and ensure that there were a sufficient number of articles to review.
‘Maternity care’ relates to maternity care of any kind, including primary and/or secondary
care, pre and post-natal care, and private, voluntary or state funded services. ‘Access’ to
services is defined as having the opportunity to use maternity services, whilst ‘utilisation’
refers to the actual or realised use of services [30].

Search strategy
A systematic approach was used to minimise bias and reduce the risk of errors or omissions
[31]. To access data about the health, social and psychological dimensions of the review
questions, six electronic databases were searched, encompassing literature from 1946 to 2013
(Medline, Embase, Cinahl, ASSIA, SSCI, and PsycINFO). This time-frame ensured that the
search was comprehensive and would capture all relevant papers. For pragmatic reasons, the
search was limited to English language titles. No other limits or filters were applied. It was
anticipated that studies may be indexed under either ‘disability’ or ‘domestic abuse’ and so,
to avoid missing relevant data, ‘maternity’ and ‘disability, and ‘maternity’ and ‘domestic
abuse’ were searched separately before combining the results. Table 1 summarises the basic
search strategy. Search strings were created in each category, using a combination of subject
headings (e.g. MeSH) and key words. Multiple synonyms and related terms were used e.g.
‘domestic violence’, ‘intimate partner violence’ etc. These are demonstrated in Additional
file 1, which shows the detailed search process used in Medline and Embase.
Table 1 Basic search strategy
1.
Maternity
2.
Disability
3.
Domestic abuse
4
1 and 2
5.
1 and 3
6.
4 or 5
The electronic database search yielded 6007 potentially relevant articles. A hand search of
journals in the field yielded a further 162 potentially relevant articles. A total of 6169
abstracts were therefore screened for inclusion. All titles and abstracts were screened against
the inclusion criteria by four pairs of independent reviewers (n = 8). Each pair screened 10001800 abstracts and, although time consuming, this made the process manageable. To ensure
adherence to the protocol, one member of the research team (JPB) took responsibility for coordinating the screening process. Abstracts were included for review on the basis of the
inclusion and exclusion criteria presented in Table 2. If it was unclear from the abstract
whether or not a paper met all four inclusion criteria, it was taken forward to the next stage of
screening.

Table 2 Inclusion and exclusion criteria
Inclusion: Presents empirical data (either qualitative or quantitative)
Focuses on or includes maternity care access and utilisation
Focuses on or includes disabled women
Focuses on or includes domestic abuse
Exclusion: No empirical data presented
Does not focus on access and utilisation of maternity or related primary care
services
Focuses on men only
Focuses solely on child abuse (under 16 years), elder abuse, abuse by formal
carers or abuse that occurred outside a pre-existing intimate or familial
relationship
Focuses solely on pregnancy outcomes and complications that are not associated
with domestic abuse or issues of access and utilisation

Selection
Forty-nine full text articles were screened for eligibility against the inclusion criteria. All
articles were read in full by the first author and then reviewed independently by other
members of the team to moderate the screening process (each member of the team read 7 full
text articles). As recommended by the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) statement (www.prisma-statement.org), Figure 1 provides a flow
diagram of the full screening process. Nine papers met all four inclusion criteria and were
included for review. Although a total of twenty studies included all three key elements
(disability, domestic abuse and pregnancy), only nine focused upon access and utilisation of
maternity services. Figure 1 documents the reasons for exclusion of the remaining articles. To
ensure an exhaustive search and prevent omissions, Barroso and colleagues [32] have
recommended that researchers continually evolve their search strategy. A final hand search
was therefore conducted using the reference lists of the nine included papers. This yielded a
further 15 papers of interest, two of which met all four inclusion criteria after independent
review by two authors.
Figure 1 Flow diagram of the screening process.

Data extraction and analysis
A standard form was designed to structure the data extraction process, using the headings:
setting; aims; sample; methods; findings; relevance to review questions; and methodological
critique. The first author extracted data from each of the included studies and tabulated the
findings under each heading. Data extraction was double checked by the rest of the research
team and any disagreements were resolved through discussion. Methodological critique was
supported by reference to the Critical Appraisal Skills Programme (CASP) checklists for
observational studies (www.casp-net.uk). Given that qualitative research is distinctly
different to quantitative research, a different framework was used to support critical appraisal
of the qualitative studies included within the review [33]. The rigid use of checklists has been
criticised within qualitative research and Barbour [34] has argued that appraisal checklists
should be used flexibly and in a manner that is apposite to individual study design. Although
we were guided by Walsh and Downe’s [33] criteria for assessing qualitative studies, we

were more concerned with a global assessment of quality rather than firm adherence to the
checklist. The studies were of varied design and quality, however all were included in order
to capture the broad range of perspectives in this area and permit reflection on the current
quality of the evidence base. This is addressed later in the paper. Data from all eleven
included studies were synthesised by categorising them under the four review questions. Data
relating to each of the review questions were analysed inductively to identify themes and
make comparisons across studies.

Results
Eleven articles met the inclusion criteria and are summarised in a table (Additional file 2). As
indicated in the table, the majority of studies were conducted in the USA (n = 6). Two studies
were conducted in Brazil, one in India, one in Zambia and one in Australia. Eight studies
used quantitative methods, one study used a qualitative approach and two studies utilised
both quantitative and qualitative data. Five studies surveyed pregnant women [35-39], three
utilised a prospective cohort design [40-42] and one tracked pregnant women through police
records [43]. One study sought the views of health professionals only [44], whilst another
interviewed both women and practitioners [45]. By identifying barriers and facilitators to
accessing and using maternity care, the majority of studies addressed review questions one
and two, with fewer data to support questions three and four. The results are expounded
below.

Barriers that compromise access and utilisation of maternity care
Eight studies highlighted barriers which compromise access to maternity care [35,37,38,4042,44,45], relating to: mental health diagnosis; poor relationships with health professionals;
environmental barriers; domestic abuse.

Mental health diagnosis
Three studies hypothesised that mental illness is linked to inadequate maternity care
[35,40,41]. In Ferri et al’s [35] study of the interactive effects of violence and mental disorder
on maternal health, nearly 30% of their sample (n = 930) received less than the recommended
six antenatal appointments. For women with a common mental health disorder (n = 226,
defined as depression, anxiety, post-traumatic stress disorder, somatoform or dissociative
disorder) 25.1% had between one and five antenatal appointments and 14.3% received no
antenatal care at all. Interestingly, however, Ferri et al [35] identified similar statistics for
women without a mental health disorder who experienced domestic abuse. They have
suggested that mental illness and domestic abuse have independent, rather than
compounding, effects on access to services. This is similar to the study by Huth-Bocks et al
[40] which reported that, although maternal depression was significantly associated with
domestic abuse, it did not account for abused women’s later entry into prenatal care. Thus,
whilst there is evidence to suggest that a mental health diagnosis can compromise access and
utilisation of maternity services for women experiencing domestic abuse, the exact nature of
this relationship is unclear.
Kim et al [41] found that current psychiatric diagnosis had no adverse effect on the frequency
and timing of antenatal visits; however, they also identified that women with a past
psychiatric illness were significantly likely to be non-compliant with at least 50% of their

scheduled antenatal appointments. This suggests that longer term conditions may present
women with greater difficulties in accessing care. Having assessed psychiatric symptoms at
single time points during women’s pregnancies, Ferri et al [35] and Huth-Bocks et al [40]
were not able to account for the effects of long term mental health issues. Thus, a full
understanding of the impact of a mental health condition on maternity care access and
utilisation is difficult to ascertain.

Poor relationships with health professionals
Three studies highlighted that negative past healthcare experiences, poor relationships with
health professionals and fear or judgement from staff could compromise women’s access to
services [37,44,45]. In Nosek et al’s [37] survey of women with physical impairments (n =
475), 26% of women lacked confidence in their care provider, believing that their physician
was ill-informed about the impact of their disability on reproductive health. This lack of
knowledge often manifested in women being refused treatment: 31% of participants in Nosek
et al’s [37] study were refused care because of their disability and both Kopac and Fritz [44]
and Smith et al [45] noted that maternity care providers were reticent to provide treatment to
‘high risk’ women. Many disabled women feared that practitioners would condemn their
pregnancies as abnormal, dangerous or wrong [45], with many being advised against
pregnancy [37]. Both Kopac and Fritz [44] and Nosek et al [37] identified that ineffective
communication between staff and patients prevented women from getting appropriate
reproductive healthcare. Factors influencing poor communication include: professionals’ lack
of patience; lack of empathy; and a limited knowledge and understanding of disability issues
[44]. Moreover, although very few women in Smith et al’s [45] study of disabled women’s
access to maternity care in Zambia actually reported negative experiences with staff, the
anticipation in itself was enough to deter women from utilising services.

Environmental barriers
The physical, geographical and institutional environments in which maternity care occurs can
present several barriers to accessing and utilising services. Four studies suggested that
maternity care facilities are ill-equipped to provide services for disabled women who
experience domestic abuse [37,38,44,45]. In a study of 120 pregnant women in the USA with
spinal cord injury, 56% reported that their local hospital could not accommodate their
disability needs when they gave birth [37]. Similar findings emerged in a large nationally
representative survey of pregnant women (n = 35,248) across India [38]. Of the women
experiencing pregnancy related blindness (12%), nearly 60% reported that they were
concerned about the quality of maternity services. This presents a significant organisational
barrier to accessing care. In Kopac and Fritz’s [44] survey of nurses working in hospitals,
community services and physician’s offices across the USA (n = 727), 65.5% stated that there
was no one in their setting who specialised in working with disabled women (specifically
women with intellectual disabilities) and 70% did not have the opportunity to undergo
generic disability training within their organisation. Many services therefore lack the staffing
resources to meet the needs of disabled women.
Organisational and financing policy may also restrict disabled women’s access to care.
According to Kopac and Fritz [44], many services choose not to treat women insured through
Medicaid or Medicare (the social insurance systems in the USA that support disabled people
or those on low income). There may also be restrictions within these policies themselves,
whereby insurance schemes will not fund certain procedures or cater for the extra time

required to carry out examinations when accommodating women with additional needs.
Moreover, in countries where social insurance systems do not exist, the financial barriers to
accessing maternity care are great, particularly for disabled women [38]. The high cost of
transport was highlighted in two studies [38,45] and this was further compounded when
women were refused treatment in their local hospital because of their disability and had to
find care elsewhere. Public transport was also often inaccessible for women with mobility
issues, adding to existing barriers to care.
Physical inaccessibility is a major barrier to the effective utilisation of maternity services and
all four studies identified problems with the physical environment [37,38,44,45]. 7% of nurse
respondents in Kopac and Fritz’s [44] survey (n = 727) found it difficult to arrange
examinations for disabled women as a result of inaccessible offices, improper examination
tables and inadequate equipment. Speaking to Nosek et al [37] about her experience of
maternity care, one woman was shocked that practitioners were not monitoring her weight:
“could you believe that all through my pregnancy … they don’t know how much weight I’ve
gained, because they don’t have a wheelchair or sitting scale” (p.22). Unlike Nosek et al’s
study [37], Kopac and Fritz’s [44] findings are based only on the experiences of healthcare
providers rather than disabled service users. It is thus possible that problems with physical
accessibility are more significant to women than practitioners perceive. Over 26% of the
nurses sampled did not respond to the question about barriers to accessing services, perhaps
cementing the argument that practitioners may lack knowledge about the unique needs of
disabled women.

Domestic abuse
Nunes et al [42], Huth-Bocks et al [40] and Kim et al [41] all concluded that domestic abuse
is significantly associated with delayed entry into antenatal care for women with and without
a mental health condition. It could therefore be suggested cautiously that domestic abuse and
mental illness have independent effects on service access and utilisation. For women with a
physical health condition, however, physical barriers to care can be amplified in the presence
of domestic abuse, particularly when women are reliant on their partners for physical
assistance and transport to appointments. Many women in Nosek et al’s [37] survey reported
that their partner had removed mobility devices, withheld transportation or refused personal
care. In Pandey et al’s [38] study of pregnancy related blindness in India, blind women were
significantly more likely than women without blindness to have controlling husbands and
limited autonomy to make decisions about their own health. Conversely, women who were
empowered to make their own decisions had more positive health outcomes [38]. For women
with physical and sensory impairments, then, the effects of domestic abuse may compound
existing barriers to their access and utilisation of maternity care.

Factors that facilitate access and utilisation of maternity care
Six studies identified enabling factors that could facilitate potential and realised access to
maternity services [37-41,43]. Typically, the factors that facilitated access and utilisation of
services were direct opposites of the barriers identified above e.g. good relationships with
staff or physical accessibility. Two additional factors were identified as potentially increasing
access and utilisation of services: 1. health needs arising from physical abuse; 2. support from
friends and family.

Health consequences of domestic abuse
Although domestic abuse has been identified as a barrier to accessing services, three studies
identified that the health consequences of domestic abuse could actually prompt women to
access services more quickly or utilise services more frequently [39,40,43]. Women
experiencing physical violence during pregnancy were more likely than non-abused women
to be hospitalised because of physical injuries [43]. Huth-Bocks et al [40] reported that
women experiencing both physical and emotional abuse had longer stays in hospital, visited
the emergency room more frequently and had a higher number of visits to their doctor for the
infant during the postnatal period than non-abused women. Similarly, in a study focusing
predominantly on the effects of physical abuse on maternal and infant outcomes, Webster et
al [39] found that abused women had a significantly higher number of pregnancy-related
hospital admissions than non-abused women.
It is suggested therefore that the consequences of domestic abuse on women’s physical health
can amplify the need to utilise services during pregnancy. Even when women face barriers to
care, such as the effects of a long term mental health condition, these may be overridden by
immediate treatment needs which catalyse health service use. During pregnancy, women’s
sense of necessity may be heightened and domestic abuse may cause women to worry more
about the health of the baby than their own health and well-being [40]. ‘Necessity’ is a
subjective concept and women will interpret and respond to their current health issues in
different ways. Although women may be forced into accessing services because of immediate
treatment needs [43], they may also make judgments about the importance of maternity care
prior to accessing services. The impact of women’s decision making, and their actual and
perceived need for treatment, are discussed later in the paper.

Social support
It is well established in the general domestic abuse literature that social support facilitates
maternity care access and utilisation. Huth-Bocks et al [40] identified that, for women with
mental health issues attending hospital and community based prenatal care (n = 202), social
support moderated between severe domestic violence and negative maternal health outcomes.
By facilitating earlier access to services, positive social relationships in turn resulted in
improved health. Disabled women who experience domestic abuse, however, are likely to
have small support networks, meaning that they miss out on social support as a protective
factor [39]. Moreover, not all social relationships are supportive and women may fear the
judgment of others. Smith et al [45] reported that disabled women attending maternity clinics
were subjected to gossip and stereotyping by other non-disabled women in the waiting room.
Thus, whilst social support has the potential to facilitate access and utilisation of maternity
services, this may not have been fully realised for disabled women.

Consequences of delayed or inappropriate maternity care on women’s health
and wellbeing
Physical and psychological consequences of inadequate care were documented equally within
the review papers: three studies identified direct consequences for women’s physical health
[35,38,42] and three studies reported on the emotional consequences of inadequate care [3739]. In Pandey et al’s [38] study of pregnant women throughout India (n = 35,248), only 37%
achieved the WHO recommended minimum of four prenatal visits. Even after controlling for

other risk factors, women who were concerned about the distance, cost and quality of
maternity services were significantly more likely to develop blindness during pregnancy than
women with satisfactory access to care. Under-utilisation of maternity services has also been
linked to insufficient pregnancy weight gain [42] and infants with low birth weight [35]. Both
Nunes et al [42] and Ferri et al [35] focused predominantly on infant outcomes, giving only a
limited insight into the direct consequences of inadequate care on maternal health. However,
infant outcomes may be a telling reflection of maternal wellbeing. In relation to the emotional
and psychological consequences of inadequate maternity care, Webster et al [39] reported
that women with fewer prenatal visits had more depressive symptoms than women who had
adequate prenatal care. Women’s emotional wellbeing may also be compromised when they
have limited involvement in making decisions about their own health [37,38].
Failure to recognise domestic abuse within maternity services was highlighted as risky to
maternal and infant health and authors have raised concerns about the potentially negative
consequences if domestic abuse is not sufficiently addressed [44,38]. While Mitra et al [36]
reported that practitioners were equally likely to ask disabled women about domestic abuse as
non-disabled women, Kopac and Fritz [44] uncovered a lack of attention to disabled women’s
experiences of domestic abuse within gynaecological and reproductive health services. The
contrasting findings may be attributable to different samples within both studies: Kopac and
Fritz [44] focused explicitly on women with developmental disabilities and may therefore
have encountered more communication difficulties. Alternatively, Mitra et al’s [36] study is
more recent and may reflect the greater awareness of domestic abuse within current policy
and practice. Although they identified appropriate screening processes, Mitra et al [36] were
unable to ascertain whether disabled women received appropriate referrals to domestic abuse
agencies following disclosure. This is an important consideration, given Nosek et al’s [37]
finding that disabled women face serious barriers to accessing existing programs that help
women remove violence from their lives. Without due consideration of the social factors
influencing women’s health and wellbeing, inappropriate maternity care may be
inconsequential or further compound negative health outcomes.

Strategies for improving access and utilisation of maternity services for
disabled women who experience domestic abuse
Only one study identified strategies used by maternity services to improve disabled women’s
access to and utilisation of care. The safe motherhood and reproductive health services
featured in Smith et al’s [45] study aimed to improve access for disabled women by
minimising the effects of poverty and stigma. To make services more financially accessible,
family planning, antenatal and postnatal care were provided free of charge. This did not
address additional costs, however, such as prescription charges or the cost of transportation.
Similarly, the authors concluded that, while attempts to tackle stigma may have been well
meaning, they had limited effectiveness. To protect disabled women from gossip or being
stared at by other patients, they were either referred to a hospital outside their own
community or were treated quickly and discretely within local clinics. ‘Sheltering’ disabled
women from stigma in this way, however, may serve only to reinforce negative stereotypes
that pregnancy is abnormal for disabled women; entrenching rather than removing stigma as
a barrier to accessing care. While Smith et al [45] identified that many of the disabled women
accessing these services had experienced abuse in the form of sexual exploitation, their study
did not explore whether or not this had an effect on women’s access to care and how it was
addressed by maternity care practitioners. The evidence behind strategies for supporting

disabled women’s access to maternity care when they experience domestic abuse is therefore
very limited.

Discussion
This systematic review has shown that access to maternity care for disabled women
experiencing domestic abuse is influenced by multiple factors, including mental health issues,
the effects of domestic abuse, social and professional relationships and the environment in
which services are delivered. These barriers are consistent with studies of domestic abuse and
pregnancy [46-49], and disability and pregnancy [14,19], which have independently explored
the reasons for delayed prenatal care in both groups of women. To the best of our knowledge,
this is the only review to date that explores the antecedents and consequences of inadequate
maternity care when disability and domestic abuse co-exist. The majority of studies included
in the review focused upon the factors that compromise access, suggesting that more is
known about why women do not access care than about the potential negative consequences
of inadequate care or how to improve access and utilisation. A stark finding was that only one
study documented strategies for overcoming barriers to accessing care. On the basis of the
review findings, we suggest that future research, policy and practice give further
consideration to: understanding women’s reasons for accessing care; fostering positive
relationships as a means to accessing care; being women-centred; promoting environmental
accessibility; improving the strength of the evidence base.

Understanding women’s reasons for accessing care
Several factors impact upon women’s utilisation of maternity services and it is permissible to
draw conclusions about women’s access to care based upon the presence of certain barriers in
their lives. It is pertinent to remember, however, that each woman will respond to barriers in
different ways. Fundamentally, individuals must recognise a need for healthcare before
actually using services; they must deem “their problems to be of sufficient importance and
magnitude to seek professional help” [30] p.3. Our review identified that domestic abuse can
create or exacerbate an immediate health need which makes health service utilisation
unavoidable, for example a physical injury requiring medical attention [43]. While this may
create an opportunity for women to receive needed prenatal care, full and effective utilisation
of services can only be realised if healthcare staff identify a pregnancy-related treatment need
and respond with appropriate referrals. Moreover, by the time women access services out of
necessity it may be too late to prevent negative consequences for maternal and infant health.
Evidence also suggests that the majority of domestic abuse takes the form of psychological
abuse, coercion and control [50] and therefore the consequences of abuse may not always
demand immediate medical attention.
Even in the absence of biological imperative, women make judgments about the necessity of
accessing routine services [30]. Our review found that the difficulties associated with travel
and fear of negative attitudes from staff often outweighed the perceived benefits of attending
antenatal appointments [37,38,44,45]. Finlayson and Downe [51], in a metasynthesis of
studies exploring why women in general do not use antenatal services in low and middle
income countries, also identified that women continually weigh up their own priorities and
beliefs against the expectation that they utilise care. Andersen [30] has differentiated this
from the ‘actual need’ discussed earlier and women’s ‘perceived need’ for service utilisation.
As a social phenomenon, the ‘need’ to seek professional healthcare is subjective and will be

rationalised or exaggerated by outside factors. For example, social support was identified as
having a positive effect on access to maternity care for women with severe levels of abuse,
but not for those with lower levels of abuse [40]. This is perhaps because, for women with
high levels of abuse, friends and family may stress the potential for negative consequences
and emphasise the importance of accessing care. Conversely, for women experiencing low
levels of abuse, social support may be seen as a replacement for professional input and
women’s perceived need for maternity services may be smaller. To ensure future strategies
for improving access to maternity care are effective, further research is required to understand
women’s decision making processes more fully, particularly in the context of disability and
domestic abuse where autonomous decision making may be restricted.

Fostering positive relationships as a means to accessing care
Relationships have a critical influence on women’s utilisation of maternity care [3742,44,45]. Poor relationships with maternity care practitioners in the past deter women from
utilising services again [37,44]. Even when women have had no previous negative
experiences, the anticipation alone makes women reticent to attend appointments [45].
Although Finlayson and Downe’s [51] findings are similar to our review, they did not focus
specifically on domestic abuse or disability. Therefore, where they reported that women were
reluctant to seek professional help for what is considered to be a ‘normal life event’, our
review showed that disabled women may often be told that their pregnancies are ‘abnormal’.
The internalisation of stigma and societal misconceptions can have a considerable impact on
women’s perceived need for care and their willingness to use services. Walsh-Gallagher and
colleagues [52] have warned maternity care practitioners against classifying all disabled
pregnant women as ‘high risk’. Instead, professionals must establish positive, non-judgmental
relationships with women and in so doing, change women’s negative perceptions of
maternity care which are often a barrier to seeking help.
The extent to which maternity care practitioners are aware of the complexities arising from
the combination of disability and domestic abuse remains unclear. Two studies recommended
that maternity staff should receive additional education [37,44] and seven studies suggested
that practitioners should know how to identify and respond to domestic abuse
[35,36,39,40,42,43,45]. The need for education and training is supported by other literature
[48,49,53] and international policy and strategy documents [54]. According to WHO [26],
current training interventions are targeted typically at the identification of domestic abuse,
without adequate training in further care or how to change judgmental attitudes and cultural
stereotypes. Effective prenatal care relies not only upon early access to services but also the
continued utilisation of services. In the first appointment, practitioners have only a short time
in which to develop a positive relationship with women and encourage them to return for
follow-up appointments. Further research is required to develop effective staff training,
potentially drawing upon the key principles underlying positive practitioner-patient
relationships identified within the review: effective communication, non-judgmental attitudes
and encouraging active involvement in the treatment process.
Studies have shown that social relationships can have a positive or negative effect on
women’s decisions to utilise maternity care [38-42,45]. Social support can promote early and
continued utilisation of services; however disabled women may lack strong support networks,
particularly in the context of domestic abuse [55]. Fostering positive relationships within the
community is therefore essential and improving access to maternity care cannot be achieved
by addressing internal service barriers alone. Outward looking improvement strategies could

capitalise on social support as a resource and involve colleagues in community education and
health promotion. In an earlier study of access to gynaecological services for women with
developmental disabilities, Kopac et al [53] identified that support staff and formal carers
have a key role in prompting women to attend services and accompanying them to
appointments. Formal support is available within the community and by developing positive
relationships with other services and ensuring that agencies are well informed about the
importance of early prenatal care, improved access to maternity care may be achieved
through multidisciplinary collaboration.

Being women-centred
Delayed prenatal care and infrequent utilisation of maternity services have negative
consequences for women’s physical and psychological health and wellbeing [35,37-39,42].
Optimal access to maternity care, however, extends beyond the timing and frequency of
antenatal appointments. Services must also support women to make autonomous and
informed choices about their maternity journeys [37,38]. Although WHO [26] promote
women’s active involvement in their care, our review suggests that this is not being
actualised for disabled women who experience domestic abuse. Good ‘access’ to maternity
care must be both physical and cognitive [56]. While ‘physical’ access refers to women’s
physical presence at appointments, ‘cognitive’ access implies that women have understood
the information given and that her needs have been fully understood by the health
practitioner. Even when physical barriers have been removed, women may still experience
restricted access to services if they are not fully engaged in the process. Services must
therefore be women-centred and based on sound communication [49]. Adequate access to
maternity care relies upon the quantity and quality of service provision.

Promoting environmental accessibility
For disabled women, physical access may be a significant issue in itself and several studies
identified problems with environmental accessibility [37,38,44,45]. Improvement strategies
must tackle the physical, geographical, social, financial, organisational and political barriers
facing disabled women who experience domestic abuse. Recent guidelines [26] reflect the
need to address these barriers, however further work is needed to develop operational
improvement strategies. Care providers must have adequate facilities and equipment to
support disabled women [26,37,44]. At an organisational level, policies should support access
to maternity services for disabled women experiencing domestic abuse and should not stymie
women’s opportunities for referrals to additional services [54]. Simply asking about domestic
abuse does not necessarily create the opportunity for women to receive more effective care
and practitioners must have the knowledge and resources to provide appropriate support [57].
In the UK, where this review was undertaken, the Royal College of Nursing [58] and Royal
College of Midwives [59] have produced guidelines on pregnancy and disability which
emphasise that health professionals should be aware of how a woman’s impairment will
affect her pregnancy, and how the pregnancy might in turn affect her health. These guidelines
do not, however, mention anything about how to support disabled women who experience
domestic abuse during their pregnancy. Given that nearly 50% of disabled women giving
birth in the UK experience domestic abuse [15], it is essential that policy and organisational
guidelines support practitioners to improve accessibility and provide appropriate care.
External barriers to care, such as the cost of transport, the provision of social insurance and
the economic climate, remain a bigger challenge and are generally outside the control of

individual maternity services. While services themselves cannot necessarily remove all of
these barriers, any strategies for improving access and utilisation must match the economic
and cultural contexts in which people live. In addition to providing ‘core’ maternity services,
the Global Action Report on Preterm Birth [54] has recommended that social and financial
support be integrated within routine antenatal care. Service developments like this should be
based on the best evidence and future research should be directed at identifying, honing and
evaluating the most effective models of antenatal service delivery. The nature of the social
and financial barriers facing women may be different in the context of both disability and
domestic abuse, potentially influencing the nature and scope of subsequent interventions.
Empirical research is therefore also needed to specifically identify the most effective ways of
supporting disabled women to overcome environmental barriers to maternity care when they
are compounded by the effects of abuse.

Improving the strength of the evidence base
This review has provided some new insights into the complex relationship between disability,
domestic abuse and access to maternity care, although empirical studies are lacking. To
ensure that improvement strategies are effective, they must be rooted in a strong evidence
base. Reflecting on the methodological strengths and shortcomings of the studies included in
this review, we recommend that research regarding the effects of domestic abuse on disabled
women’s access to maternity care should be more visible, more consistent and more
methodologically varied.

Increased visibility
Empirical studies of the relationship between disability, domestic abuse and pregnancy are
difficult to locate because the literature is compartmentalised. The studies either: investigate
the consequences of domestic abuse during pregnancy; explore disabled women’s
experiences of domestic abuse; or identify pregnancy risks for disabled women. Data about
the relationship between disability, domestic abuse and maternity care is also ‘hidden’ within
broader studies; only two studies included in the review referenced these three elements
explicitly in their titles [35,36]. Instead, studies either focused predominantly on disability
with a minimal focus on domestic abuse [37,38,41,44,45], or focused predominantly on
domestic abuse with limited attention to disability [39,40,42,43]. As a result, narrow search
strategies may miss critical findings when studies are indexed either under disability or
domestic abuse. Furthermore, findings about disability, domestic abuse and access to
maternity care may be incidental. For example, Webster et al [39] intended to explore the
effects of domestic abuse during pregnancy and also identified a high incidence of epilepsy
and asthma within their sample, making their findings relevant to our review. Empirical
studies which address this complex relationship explicitly are therefore essential to
strengthening the evidence base and facilitating meaningful conclusions.

Increased consistency
Each study took different perspectives on ‘domestic abuse’, with some offering specific
definitions differentiated by type and severity [39] and assessed by standardised domestic
abuse measures [35,40,42]. Other studies used very broad definitions: Nosek et al [37] did
not specify different types of abuse although noted that abuse was predominantly perpetrated
by a husband or intimate partner; Kopac and Fritz [44] did not differentiate between partner
abuse and abuse by family members or strangers; Smith et al [45] stated that women had

experienced “sexual exploitation”; and Kim et al [41] did not provide a definition or state
how abuse was identified. These differences ultimately affect the quality of the studies and
compromise the confidence with which conclusions can be drawn about the effects of
domestic abuse on access to maternity care. Both Mitra et al [36] and Lipsky et al [43]
focused only on physical abuse, although the police reported incidents featured in Lipsky et
al [43] may have been more severe than Mitra et al’s [36] study of mild to moderate abuse.
Pandey et al [38] asked women about humiliation, control and physical abuse, although their
findings were hampered by missing data. Women were also asked about domestic abuse at
different times and incidents of domestic abuse during pregnancy may have gone unreported.
Moreover, six studies sampled women already attending maternity services, meaning that
women with no access to services, who were perhaps affected most severely by the
consequences of disability and domestic abuse, were not represented within these studies
[35,39-42,45].
Disability was similarly represented inconsistently across all eleven studies. Samples were
typically polarised between women with physical health conditions [37,39,45] and those with
mental health issues [35,40-43]. Mitra et al [36] asked participants to self-identify if they had
“physical, mental, or emotional problems” (p.803) but did not differentiate between these
disability categories in their analysis. With the exception of Kopac and Fritz [44] and Pandey
et al [38], women with sensory impairments or learning disabilities were under-represented in
the review. This limits the transferability of the review findings to these groups. Other than
one study which reported that abusive partners directly prevented women’s access to care
[37], all of the studies that identified barriers to maternity care were typically focused on the
effects of disability, rather than the effects of abuse. This perhaps indicates that disabilityrelated access problems have a greater impact on women’s access to care than domestic
abuse. The evidence is still very limited, however, and more research is needed to explore the
non-disability barriers for disabled women, particularly the effects of abusive partner
behaviour. Furthermore, ‘disabled women’ are not a homogenous group and future research
should continue to differentiate between different types of disability to allow fuller
understanding of women’s experiences.

Increased variation
The majority of studies used quantitative methods and while such approaches can indicate
associations between disability status, domestic abuse and prenatal care utilisation, more
qualitative research could explicate the complex nature of the barriers facing disabled
women. When considering the interplay between disability and domestic abuse, the challenge
for researchers is in disentangling cause and effect; it is difficult to differentiate the
independent or compounding effects of disability and domestic abuse when they are
complexly intertwined. It is important therefore that future research explores more closely
how women are affected by impairment related barriers, barriers associated with domestic
abuse, and how these impact upon one another. While the barriers facing women with
physical impairments have been considered from a qualitative perspective, studies about how
mental illness impacts on access to maternity care have all been quantitative. Qualitative
research may reveal connections that have not become evident in quantitative data. Further
quantitative research is also necessary, and in contrast to Nunes et al [42], Huth-Bocks et al
[40] and Ferri et al [35], studies should explore the effects of long term mental health
conditions on access to maternity care when accompanied by domestic abuse.

Limitations
This review was based on eleven studies of varying quality and the limitations of individual
studies have been discussed. The studies originated in the USA, Australia, Brazil, Zambia
and India, potentially limiting transferability of findings to other countries, including the UK
where this review was undertaken. Service delivery in each of these countries occurs within
different economic, cultural and political contexts, rendering meaningful comparison across
studies more difficult. Similarly, it is difficult to make comparisons across studies which
focus on different impairments; for example, women with a visual impairment may
experience significantly different barriers to women with anxiety disorder. However, given
the paucity of literature relating to disability, domestic abuse and access to maternity care, it
would not have been feasible to narrow the focus to a specific type of impairment. Instead,
this review lays the foundation for future research by highlighting some of the general
barriers and facilitators associated with disabled women’s access to maternity care when they
experience domestic abuse (Additional file 3).
The search strategy employed was flexible and sensitive to finding ‘hidden’ data relevant to
the review. The search was limited to English language papers for pragmatic reasons but,
given the international spread of the included studies, it may have been prudent to include
non-English language papers. This is recommended for future reviews on this topic. While
review questions one and two were addressed fully, we found limited information about the
consequences of inadequate maternity care and strategies for improving access to services.
Including non-English language papers may have yielded more data to address questions
three and four.

Conclusions
While this review has gone some way to understanding how the coexistence of disability and
domestic abuse might impact upon maternity care utilisation, there is still limited
understanding of the antecedent factors that prevent disabled women from accessing
maternity services because of abusive partner behaviour. The review confirms that disability
and domestic abuse affect women’s access to maternity care, although methodological
complexities make it difficult to draw conclusions about the extent to which these have a
compounding effect. The timing and frequency of prenatal appointments is determined by
personal, social, organisational and environmental factors. We have made recommendations
relating to: understanding women’s reasons for accessing care; fostering positive
relationships; being women-centred; promoting environmental accessibility; and improving
the strength of the evidence base. In addition to exploring the antecedents and consequences
of domestic abuse for disabled women, future research must now actively explore potential
solutions and develop robust strategies for improving access and utilisation of maternity
services for this group. Table 3 summarises the priorities for research, policy and practice.

Table 3 Future priorities for research, policy and practice
Research Explore the negative consequences of delayed or inappropriate maternity care for
disabled women who experience domestic abuse
Understand women’s reasons for accessing maternity services and the factors that
influence their decision making, particularly disability and domestic abuse
Further explore the effects of long term mental health conditions on access to
maternity care when accompanied by domestic abuse
Explore maternity care practitioners’ understanding of disability and domestic abuse
and evaluate the effectiveness of existing staff education
Identify, develop and evaluate the most effective models of antenatal service
delivery for disabled women who experience domestic abuse
Studies which focus explicitly upon disability, domestic abuse and access to
maternity care, including more qualitative research
Policy Organisational policies and guidelines which account for the co-existence of
disability and domestic abuse and establish core service requirements e.g. accessible
facilities and appropriate referral pathways.
Promote evidence based strategies for improving access to maternity care for
disabled women experiencing domestic abuse
Incorporate outward looking improvement strategies which capitalise on community
resources and involve colleagues in community education and health promotion
Involve other agencies in improving access to maternity services and ensure that
non-maternity services promote the importance of early prenatal care
Practice Foster positive, non-judgmental relationships with disabled women who experience
domestic abuse
Women centered care that does perpetrate negative stereotypes about disabled
women
Develop and implement evidenced based staff education in disability and domestic
abuse issues
Improve access and utilisation of maternity care through multidisciplinary
collaboration

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
JPB carried out literature searching, co-ordinated and participated in screening, data
extraction, data analysis and drafted the manuscript. CBJ conceived of the study, contributed
to screening, data extraction, data analysis and helped to draft the manuscript. JD, TK, AL
and JT participated in screening, data extraction, data analysis and provided feedback on
drafts of the paper. All authors read and approved the final manuscript.

Acknowledgements
This review is part of a larger study funded by Wellbeing of Women. We would like to
acknowledge Dr Steve MacGillivray, Senior Lecturer in Evidence Synthesis at the University
of Dundee, who provided guidance on the systematic review procedure and helped with
database searching and data extraction. We also acknowledge assistance from Fiona Duncan,
Gender Based Violence Nurse Advisor at NHS Fife, who helped with screening and
appraising papers for inclusion in the review.

References
1. World Health Organization: Addressing violence against women and achieving the
millennium development goals. Geneva: WHO; 2005.
2. Bacchus L, Mezey G, Bewley S: Prevalence of domestic violence when midwives
routinely enquire in pregnancy. Obstetrical & Gynaecological Survey 2005, 60:11–13.
doi:10.1111/j.1471-0528.2004.00108.x.
3. Confidential Enquiry into Maternal and Child Health (CEMACH): Saving mothers’ lives:
reviewing maternal deaths to make motherhood safer - 2003-2005. The seventh report
on confidential enquiries into maternal deaths in the United Kingdom. Edited by Lewis
G. London: CEMACH; 2007.
4. Bradley F, Smith M, Long J, O’Dowd T: Reported frequency of domestic violence:
cross sectional survey of women attending general practice. Br Med J 2002,
2002(324):271–275.
5. Shadigian EM, Bauer ST: Screening for partner violence during pregnancy. Int J
Gynecol Obstet 2004, 84:273–280.
6. Stewart DE, Cecutti A: Physical abuse in pregnancy. Can Med Assoc J 1993, 149:1257–
1263.
7. Slayter E: Intimate partner violence against women with disabilities: implications for
disability service case management practice. Journal of Aggression, Maltreatment and
Trauma 2009, 18:182–199. doi:10.1080/10926770802675668.
8. Nixon J: Domestic violence and women with disabilities: locating the issue on the
periphery of social movements. Disability & Society 2009, 24:77–89.
doi:10.1093/bjsw/bcq057.
9. Coker AL, Sanderson M, Dong B: Partner violence during pregnancy and risk of
adverse pregnancy outcomes. Paediatr Perinat Epidemiol 2004, 18:260–269. doi:
10.1111/j.1365-3016.2004.00569.x.
10. Jasinski JL: Pregnancy and domestic violence: a review of the literature. Trauma
Violence Abuse 2004, 5:47–64. doi:10.1177/1524838003259322.

11. Kendall-Tackett KA: Violence against women and the perinatal period: the impact of
lifetime violence and abuse on pregnancy, postpartum, and breastfeeding. Trauma,
Violence and Abuse 2007, 8:344–353. doi: 10.1177/1524838007304406.
12. O’Reilly R, Beale B, Gillies D: Screening and intervention for domestic violence
during pregnancy care: a systematic review. Trauma, Violence and Abuse 2010, 11:190–
201. doi:10.1177/1524838010378298.
13. Desmaris SL, Pritchard A, Lowder EM, Janssen PA: Intimate partner abuse before and
during pregnancy as risk factors for postpartum mental health problems. BMC
Pregnancy and Childbirth 2014, 14:132. doi:10.1186/1471-2393-14-132.
14. Gavin NI, Benedict MB, Adams EK: Health service use and outcomes among disabled
medicaid pregnant women. Women’s Health Issues 2006, 16:313–322.
doi:10.1016/j.whi.2006.10.003.
15. Sumilo D, Kurinczul JJ, Redwhaw ME, Gray R: Prevalence and impact of disability in
women who had recently given birth in the UK. BMC Pregnancy and Childbirth 2012,
12:31–36. doi:10.1186/1471-2393-12-31.
16. Bailey BA, Daugherty RA: Intimate partner violence during pregnancy: incidence
and associated health behaviours in a rural population. Matern Child Health J 2007,
11:495–503.
17. Tallieu TL, Brownridge DA: Violence against pregnant women: prevalence, patterns,
risk factors, theories, and directions for future research. Aggression and Violent
Behaviour 2009, 15:14–35. doi:10.1016/j.avb.2009.07.013.
18. Taggart L, Mattson S: Delay in prenatal care as a result of battering in pregnancy:
cross-cultural implications. Health Care for Women International 1996, 17:25–34.
19. Brownridge DA: Partner violence against women with disabilities: prevalence, risk,
and
explanations.
Violence
Against
Women
2006,
12:805–822.
doi:10.1177/1077801206292681.
20. Kroll T, Jones GC, Kehn M, Neri MT: Barriers and strategies affecting the utilisation
of primary preventative services for people with physical disabilities. Health and Social
Care in the Community 2006, 14:284–293. doi:0.1111/j.1365-2524.2006.00613.x.
21. Hague G, Thiara RK, Mullender A: Disabled women, domestic violence: and social
care: the risk of isolation, vulnerability and neglect. Br J Soc Work 2010, 41:148–165.
doi: 10.1093/bjsw/bcq057.
22. Radford J, Harne L, Trotter J: Disabled women and domestic violence as violent crime.
Practice: Social Work in Action 2006, 18:233–246. doi:10.1080/09503150601025204.
23. Nosek MA, Hughes RB, Taylor HB, Taylor P: Disability, psychosocial, and
demographic characteristics of abused women with physical disabilities. Violence
Against Women 2006, 12:838–850. doi:10.1177/1077801206292671.

24. Powers LE, Hughes RB, Lund EM, with contributions from Wambach M: Interpersonal
violence and women with disabilities: a research update violence against women national
online resource center. Harrisburg Pennsylvania: VAWnet National Online Resource Centre
for Violence Against Women ; 2009.
25. Bruce J, Mollison J: Reviewing the literature: adopting a systematic approach.
Journal of Family Planning and Reproductive Health Care 2004, 30:13–16.
26. World Health Organization: Global and regional estimates of violence against women:
prevalence and health effects of intimate partner violence and non-partner sexual violence.
Geneva: WHO; 2013.
27. Home Office: Domestic violence and
https://www.gov.uk/domestic-violence-and-abuse.

abuse.

UK;

2012.

Retrieved

at:

28. United Nations: Convention on the rights of people with disabilities. UN; 2007. Retrieved
from: http://www.un.org/esa/socdev/enable/rights/convtexte.htm.
29. HM Government: Equality act. Stationary Office: London; 2010.
30. Andersen RM: Revisiting the behavioural model and access to medical care: does it
matter? Journal of Health and Social Behaviour 1995, 36:1–10.
31. Taylor BJ, Dempster M, Donnelly M: Hidden gems: systematically searching
electronic databases for research publications for social work and social care research.
Br J Soc Work 2003, 33:423–439.
32. Barroso J, Gollop CJ, Sandelowski M, Meynell J, Pearce PF, Collins LJ: The challenges
of searching for and retrieving qualitative studies. West J Nurs Res 2003, 25:153–178.
doi:10.1177/0193945902250034.
33. Walsh D, Downe S: Appraising the quality of qualitative research. Midwifery 2006,
22:108–119. doi:10.1016/j.midw.2005.05.004.
34. Barbour RS: Checklists for improving rigour in qualitative research: a case of the tail
wagging
the
dog?
Br
Med
J
2001,
322:1115–1117.
doi:http://dx.doi.org/10.1136/bmj.322.7294.1115.
35. Ferri CP, Mitsuhiro SS, Barros MCM, Chalem E, Guinsburg R, Patel V, Prince M,
Laranjeira R: The impact of maternal experience of violence and common mental
disorders on neonatal outcomes: a survey of adolescent mothers in Sao Paulo, Brazil.
BMC Public Health 2007, 7:209–218. doi:10.1186/1471-2458-7-209.
36. Mitra M, Manning SE, Lu S: Physical abuse around the time of pregnancy among
women with disabilities. Matern Child Health J 2012, 16:802–806. doi:10.1007/s10995011-0784-y.
37. Nosek MA, Howland C, Rintala DH, Young ME, Chanpong GF: National study of
women with physical disabilities: final report. Sexuality & Disability 2001, 19:5–39.

38. Pandey S, Lin Y, Collier-Tenison S, Bodden J: Social factors determining the
experience of blindness among pregnant women in developing countries: the case of
India. Health Soc Work 2010, 37:157–169. doi:10.1093/hsw/hls025.
39. Webster J, Chandler J, Battistutta D: Pregnancy outcomes and health care use: effects
of abuse. Am J Obstet Gynecol 1996, 174:760–767.
40. Huth-Bocks AC, Levendosky AA, Bogat GA: The effects of domestic violence during
pregnancy on maternal and infant health. Violence Vict 2002, 17:169–185.
41. Kim HG, Mandell M, Crandall C, Kuskowski MA, Dieperink B, Buchberger RL:
Antenatal psychiatric illness and adequacy of prenatal care in an ethnically diverse
inner-city obstetric population. Archive of Women’s Mental Health 2006, 9:103–107. doi:
10.1007/s00737-005-0117-5.
42. Nunes MA, Camey S, Ferri CP, Manzolli P, Manenti CN, Schmidt MI: Violence during
pregnancy and newborn outcomes: a cohort study in a disadvantaged population in
Brazil. Eur J Pub Health 2010, 21:92–97. doi:10.1093/eurpub/ckp241.
43. Lipsky S, Holt VL, Easterling TR, Critchlow CW: Police-reported intimate partner
violence during pregnancy and the risk of antenatal hospitalization. Matern Child Health
J 2004, 8:55–63.
44. Kopac CA, Fritz J: The availability and accessibility of gynaecological and
reproductive services for women with developmental disabilities: a nursing perspective.
Clinical Excellence for Nurse Practitioners 2004, 8:35–42.
45. Smith E, Murray SF, Yousafzai AK, Kasonka L: Barriers to accessing safe motherhood
and reproductive health services: the situation of women with disabilities in Lusaka,
Zambia. Disabil Rehabil 2004, 2:121–127. doi:10.1080/09638280310001629651.
46. Barrett KA, O’Day B, Roche A, Carlson BL: Intimate partner violence, health status,
and health care access among women with disabilities. Women’s Health Issues 2009,
19:94–100. doi:10.1016/j.whi.2008.10.005.
47. Gasser HI: Female domestic violence victims’ experiences of hospital care - a
literature review. Nordic Journal of Nursing Research and Clinical Studies 2008, 87:51–55.
48. Lawer D, Lalor J, Begley C: Access to maternity services for women with a physical
disability: a systematic review of the literature international journal of childbirth. 2013,
3:203–217. doi: 10.1891/2156-5287.3.4.203.
49. Begley C, Higgins A, Lalor J, Sheerin F, Alexander J, Nicholl H, Lawler D, Keenan P,
Tuohy T, Kavanagh R: The strengths and weaknesses of publicly-funded Irish health services
provided to women with disabilities in relation to pregnancy. National Disability Authority:
Childbirth and Early Motherhood; 2010.
50. Stark E: Coercive control: the entrapment of women in personal life. New York: Oxford
University Press; 2007.

51. Finlayson K, Downe S: Why do women not use antenatal services in low and middle
income countries? a meta-synthesis of qualitative studies. PLoS Med 2013, 10:1–12.
doi:10.1371/journal.pmed.1001373.
52. Walsh-Gallagher D, McConkey R, Sinclair M, Clarke R: Normalising birth for women
with a disability: the challenges facing practitioners. Midwifery 2011, 29:294–299.
doi:10.1016/j.midw.2011.10.007.
53. Kopac CA, Fritz J, Holt RA: Gynaecologic and reproductive services for women with
developmental disabilities. Clinical Excellence for Nurse Practitioners 1998, 2:88–95.
54. Requejo J, Merialdi M, Althabe F, Keller M, Katz J, Menon R: Care during pregnancy
and childbirth. In Born too soon: global action report on preterm birth. Edited by World
Health Organisation. Geneva: World Health Organisation; 2012. chapter 4.
55. Plummer SB, Findley PA: Women with disabilities’ experience with physical and
sexual abuse: review of the literature and implications for the field. Trauma, Violence &
Abuse 2012, 13:15–29. doi:10.1177/1524838011426014.
56. NICE: Pregnancy and complex social factors: a model for service provision for pregnant
women with complex social factors. London: National Collaborating Centre for Women‘s and
Children‘s Health; 2010.
57. Prosman GJ, Lo Fo Wong SH, Lagro-Janssen ALM: Why abused women do not seek
professional help: a qualitative study. Scandinavian Journal of Caring Sciences 2013.
doi:10.1111/scs.12025.
58. Royal College of Nursing: Pregnancy and disability: RCN guidance for nurses and
midwives. London: RCN; 2007.
59. Royal College of Midwives: Maternity care for disabled women: guidance paper.
London: RCM; 2008.

Additional files
Additional_file_1 as DOCX
Additional file 1 Search strings used in medline and embase showing the number of results.
This file shows the full search strings used within two of the electronic databases searched.

Additional_file_2 as DOCX
Additional file 2 Summary of articles included in the review. This file provides a summary
of each of the articles meeting the inclusion criteria and included in the review.

Additional_file_3 as DOCX
Additional file 3 PRISMA checklist. This file provides evidence that the systematic review
has been conducted and presented in accordance with PRISMA guidelines.

Identification
Screening

Electronic database search
(n=6007)

Abstracts screened
(n=6169)

Hand search
(n=162)

Excluded (did not meet
inclusion criteria)
(n=6120)

Eligibility

Excluded (n=40)
for the following reasons:
Full text articles assessed
for eligibility (n=49)

Included in the review
(n=9)
Included

Supplementary hand
search of reference lists
(n=15)
Included in the review
(n=11)

Figure 1

No disability (19)
No domestic abuse (3)
No pregnancy (2)
Pregnancy only (1)
Domestic abuse only (2)
No empirical data (2)
No focus on maternity care
access/utilisation (11)

Additional files provided with this submission:
Additional file 1: 5933300441294616_add1.docx, 13K
http://www.biomedcentral.com/imedia/9547733751363884/supp1.docx
Additional file 2: 5933300441294616_add2.docx, 17K
http://www.biomedcentral.com/imedia/1365899231363884/supp2.docx
Additional file 3: 5933300441294616_add3.docx, 29K
http://www.biomedcentral.com/imedia/3992462931363884/supp3.docx

