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Abstract:

Intimate partner violence (IPV) has currently gained

recognition as a serious social and public health problem.

However, the majority of health care providers may be

reluctant to enquire about IPV whereas abused women are

commonly fearful or hesitant to disclose their abusive

situation to health care providers. The aim of this systematic

review was to identify barriers (e.g., structural, organizational,

and personal) and opportunities (e.g., providing universal

screening) for health care providers when dealing with IPV.

Future program implementation in terms of prevention and

intervention of IPV will not be effective unless health care

providers are fully aware of these barriers and learn how to

intervene with IPV effectively.
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Introduction

Intimate partner violence (IPV) is

the single largest cause of injury to women

between the ages of 15 and 44, and is more

common than injuries due to car accidents,

attacks, and rapes combined.1 Women are

more likely to be killed by their male partner

than by anyone else. Every 15 seconds a

woman in the U. S. is beaten by her partner,

and every 6 minutes a woman is forcibly

raped.2 It is estimated that more than 1.5

million women nationwide seek medical

treatment for injuries related to abuse each

year.3 A U.S. crime survey (1991) concluded

that IPV costs more than $44 million annually

and  results  in  21,000  hospitalizations  with
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99,800 patient days, 28,700 emergency

room visits, and 39,900 visits to physicians

each year.4

Given the high prevalence of IPV,

it is estimated that approximately 20-50% of

abused women do not tell anyone about their

painful experiences from violent relationships.5

One reason is because they may be reluctant

to disclose such experiences of abuse to

individuals with whom they do not have close

relationships Surprisingly, abused women

stated that health care providers were the

least effective resources compared with other

providers such as social workers, advocates,

and lawyers.6

BarriersBarriersBarriersBarriersBarriers

Identifying the barriers which prevent

abused  women  from  disclosing  their

experiences to health care providers remains

the major challenge. By understanding

such barriers, more effective prevention

and intervention programs for IPV can be

developed. From reviewed literature, barriers

against disclosure are classified into three

levels: structural, organizational, and personal.7

First, structural level barriers can be perfectly

explained by feminist theory because feminists

articulate that IPV is a result of the subordinate

position which women occupy in the social

structure, and this subordination is part of the

culture of the traditional family, that is, the

cultural ideology of male dominance.7 All forms

of violence against women (e.g., IPV, child

abuse, elder abuse, etc.) are consequences

of social problems. Such problems may be

counteracted by improving the status of

women in society. For instance, increasing

equality for women is essential to bring about

a balance of power as well as economic and

political resources. Laws need to be changed

in order to protect women from suffering at

the hands of abusive men. The actors on this

level are primarily politicians and decision-

makers.

Second, organizational level barriers

are those which involve the health care system

itself, including busy environments, lack of

insurance policys, lack of protocol to intervene

with IPV, and limited cooperation among health

care services such as shelters or community

resources.8 The failure to recognize and

intervene on behalf of the victims of violence at

this level has been shown to be highly prevalent

because these barriers are viewed as

inconsistent with the responsibility of health

care providers to offer comprehensive care.9

Finally, personal level barriers can be

further classified into abused womenûs

barriers and health care providersû barriers.

In respect to the abused womenûs barriers,

studies noted that most abused women do

not seek medical help and are not willing to

disclose their violent relationships to health

care providers because they feel embarrassed
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and fear public humiliation,10  have experienced

past failures with the medical system (i.e.,

blaming by professionals),11 have cultural and

language barriers to healthcare seeking, fear

reprisal or further abuse,12 have feelings of

being unwelcome or being treated ignored by

health care providers,13 do not have health

insurance, and fear the possibility of becoming

involved in the legal system, which they often

mistrust.14 Abused womenûs silence does not

imply that they do not always want to disclose

their experiences of abuse in health care

settings. Instead, they want health care

providers to take the initiative to ask them

directly about their experiences with IPV.15

In terms of health care providers, the

four barriers most often identified by studies

are: (a) lack of effective interventions for IPV

as identified by providers; (b) lack of education;

(c) fear of offending patients; and (d) lack of

time.

First, Sugg and Inui16 used ethnographic,

a qualitative research method to explore

primary care physiciansû experiences with IPV.

Of the 38 physicians who were interviewed,

63% were men and 37% were women. The

age range was from 33 to 58 years old

(M = 41). The study group was predominantly

white (89%) and married (82%). Time since

graduation from medical school ranged from

4 to 29 years (M = 15). This study uniquely

explicated the image of opening a çPandoraûs

boxé, which was used by physicians to describe

their reasons for not asking patients about IPV.

This is because asking such questions can

lead to fear of offending, powerlessness, loss

of control, and time constraints. Over half of

the physicians (55%) in this study revealed

that fear of offending the patients was one of

the strongest sources of discomfort, especially

in areas where IPV is culturally defined as a

private matter. Fifty percent of these physicians

felt powerlessness due to an inability to fix the

problem and lack of appropriate interventions.

Forty-two percent of these physicians felt that

their attempts were useless because of their

inability to control patientsû behaviors and

patientsû in abilities under some circumstances

to leave their perpetrators. The majority of

physicians (71%) identified the time constraints

of busy primary care practices as the major

deterrent against asking about violence

because they believed that IPV was too

complicated and lengthy an issue.

Second, Tilden and colleagues17

conducted a survey of 1,521 clinicians in

six disciplines (dentists, dental hygienists,

nurses, physicians, psychologists, and social

workers) regarding the factors that influence

their decision-making in terms of identifying

abuse and intervening for abused women.

The results of this survey showed both

similarities  within  and  wide  differences

among three groups of subjects: dentists/
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dental hygienists, nurses/physicians, and

psychologists/social workers. Overall, a third

of the participants reported having received

no educational content concerning child,

elder, and intimate partner abuse in their

professional training programs. The extent of

participantsû formal education on violence

varied widely according to discipline and year

of graduation. For example, of the total

participants, 33% (n = 499) reported no

education on any of these three types of

abuse. Examining by discipline, social workers

had the highest proportion of subjects

reporting any education on each type of abuse,

whereas dentists and dental hygienists had

the smallest proportion. The percentage of

participants who reported any education on

these three types of abuse increased as the

year of graduation become more recent.

A significant number of the participants -

especially dentists and dental hygienists - did

not view themselves as responsible for

dealing with the problem of IPV. In addition,

participants indicated low confidence in and

low compliance with mandatory reporting

laws.

Third, in a UK study, Cann and

colleagues18 asked 685 health care providers

working in primary care, obstetrics and

gynecology, mental health, and accident and

emergency wards to compare the knowledge,

attitudes, responses, and levels of detection

regarding IPV. The researchers found that

most health care providers (90%) accept IPV

as a health care issue, but they lack fundamental

knowledge of the issues surrounding IPV,

and there is also a lack of appropriate

agencies that can offer help. These limitations

inhibited their abilities to intervene against

IPV. These participants also indicated that

they lacked the skills to identify and discuss

IPV with their patients. In terms of response

to IPV, significant differences can be seen in

the rates of response among disciplines, which

were primary care (57.7%), obstetrics and

gynecology (26.7%), mental health (8.4%),

and accident and emergency (7%),

respectively. Nurses and female community

mental health workers had significantly more

positive attitudes and better knowledge than

other health care providers. Although younger

health care providers tended to have more

facilitatory attitudes, no significant differences

were found between age groups. Gender, role,

and specialty were independently associated

with more positive attitudes and knowledge.

That is, female providers and/or nurses tended

to have more positive attitude than male

providers and/or physicians because of

gender differences.10

Finally, in a Swedish study, Ronnberg

& Hammarstrom19 reviewed 276 articles by

searching the Medline, PsycLIT, and Sociofile

databases for the years 1988-1998 regarding
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physiciansû recognition and intervention with

respect to women exposed to sexualized

violence. They found that a majority of

physicians and nurses feel that their medical

education did not adequately prepare them to

diagnose and deal with IPV. Consequently, it

is assumed that lack of basic knowledge about

IPV may contribute to under-detection.20

Moreover, the stereotype of a typical abused

womanûs profile still prevails in medical

practice and presents a barrier to the

recognition of çunlikelyé victims. This barrier

refers to common myths about IPV because

of the belief that battering occurs mostly

among minority and low socioeconomic

groups - abused women drink too much, come

from dysfunctional families, or suffer from low

self-esteem. From this belief, health care

providers are more likely to assume that

patients who have backgrounds similar to

their own are not at risk commonly referred

to ethnocentricism (i.e., the tendency to regard

oneûs own ethnic group as superior to others).21

Such discrimination may under-recognize IPV

despite the fact that IPV occurs across all

ages, races, socioeconomic classes,

educational levels, cultures and languages,

marital statuses, and religious backgrounds.

Another barrier reported by physicians

is too close identification with the victim/

abuser. This is because facing violence may

evoke anguish as well as uncertainty about

safety. The identification of IPV might also

trigger  feelings  about  oneûs  own  past

experiences with abuse among both male

and female physicians - as abusers or victims

- which is as prevalent among physicians as

it is among any other occupational group.16

Furthermore, many physicians feel that a lack

of time is a major limitation on the effective

handling of violence. The reason is because

having to screen for IPV in a clinical encounter

is considered time consuming and çtoo

burdensomeé. In addition, the nurseûs time to

conduct an assessment does not allow

rapport with a potentially abused women.

Fear of offending abused women

originates from discomfort in dealing with what

the physicians defined as çprivate spheresé.22

Male physicians expressed fear that the

inquiry would lead to a crisis of confidence

in the consultation and thus would endanger

the physician-patient relationship when the

abused woman did not want her case to be

reported. In addition, physicians feel frustration,

a sense of hopelessness, and powerlessness

when they continue to be caring and supportive

of an abused woman even if she chooses to

remain in an abusive relationship. Thus, the

most common reasons cited by physicians

for failing detection were that the abused

women were unresponsive to the physiciansû

initiatives and failed to attend their next

appointment.23
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OpportunitiesOpportunitiesOpportunitiesOpportunitiesOpportunities

Although most abused women have

sought medical help first, in the vast majority

of treatment situations, health care providers

fail to suspect IPV. Efforts to address those

barriers reported in the literature to date have

focused largely on providers and çhowé they

can identify and intervene with IPV effectively.

To solve this problem, medical organizations

and domestic violence experts recommend

routine screening as the first step in the

intervention process for IPV because: (a)

routine screening allows for early identification

of IPV regardless of whether symptoms are

immediately apparent; (b) screening is a

low-risk and low-cost procedure when reliable

screening tools are used; and (c) when the

screening is implemented effectively, the

potential value of the care provided to the

patient will be increased. It is estimated that

early identification of IPV can reduce

subsequent use of medical services and its

consequences by somewhere between 80%

and 90%.11

From reviewed literature, it is clearly

shown that professional training has the

potential to increase knowledge, comfort, and

skills for effective inquiry and intervention.

However, without structural changes, regular

in-service education, and institutional policies,

such training is unlikely to sufficient to change

clinical practice. Future training should provide

strategies to deal with a womens fear and

reluctance to disclose abuse and address

cultural and language barriers. As health care

providers play a role in primary and secondary

IPV intervention, learning to ask in a non-

judgmental and sensitive way and sharing

concern for the safety and autonomy of the

women involved are a critical component of

any training.24 Privacy and confidentiality of all

vebal and written documentation must be

guaranteed when asking questions about IPV

because the inability to make such a promise

can put women at risk and will be a barrier to

disclosure. Further research in both the short

and long term is needed to determine the

impact on women of disclosure of violence,

and what supports beyond the health care

system must be in place to ensure that women

who disclose that they are victims of IPV can

be offered assistance in securing safety for

themselves and their children.

Second, strong links to IPV advocates

and other referral sources both within formal

services (e.g., social work or psychology) and

in the informal sector (e.g., womenûs shelters,

hotlines, or polices) should be addressed in

order to strength future intervention programs.

Therefore, integrating educational intervention

with training, public education, and specific

links to community resources is important.24

Through such cooperation, health care

providers can bridge prevention and intervention
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as well as integrate a variety of disciplines and

practice levels to address the public health

problem of IPV. Thus, the solutions to the

problem of IPV from the health care perspective

need to involve with a broad range of other

health and social systems given the associated

comorbidities (e.g., alcohol and illegal drugs

abuse). The level of intervention that is

appropriate will vary between settings

depending on the availability of human and

financial resources and of services to which

health workers can refer women. Therefore,

protocols, training, and information should be

adapted to the specific needs of each unit,

particularly in primary care and reproductive

health services because these settings could

potentially be used for early identification of

women experiencing abuse. The establishment

of a fund to support intervention research,

especially in resource-poor settings where

few services exist for abused women, is a high

priority.

Third, although efforts have begun to

integrate violence against women into

undergraduate curricula for physicians and

nurses, it is claimed that most health care

providers will graduate without having heard

about these issues.24 Many problems with the

implementation of appropriate interventions

obviously arise from inadequate basic

knowledge. This issue should be given higher

priority since education would provide the

basis for later in-service training. Although

comprehensive in-service training programs

would still be necessary, such programs

would be improved if this issue becomes

part of a structured undergraduate curricula.

Also, the integration of gender sensitivity into

undergraduate curricula is an important element

of this process because such education will be

effective and enable potential health care

providers to respond appropriately to the needs

of women. To evaluate the effectiveness of

such proposed interventions, studies are

needed to show effects in terms of changing

knowledge, attitudes, and beliefs and the

sociological issues of power and control

regarding IPV in the education and health care

practices of doctoral and nursing students.

Fourth, as feminists hypothesize, the

apathy encountered by abused women when

they seek help from medical and other

professions has been attributed to patriarchal

norms and victim-blaming.25 During treatment,

research has found that male physicians often

prescribe medications for abused women -

usually pain medications or mild tranquillizers.

After misdiagnosis and inappropriate treatment,

in some cases, research has revealed that

(male) physicians refer abused women to

psychiatric services rather than to other

resources (e.g., shelters or social services).

This practice can aggravate abused womenûs

situation not only in terms of physical injuries
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but also for psychological problems and stigma

as ça psychiatric patienté without a pyhsiological

diagnosis. Thus, it can be said that gender

differences involving power and hierarchy in

the health care system play an important role

in identifying and intervening against IPV

Further interventions should include

the provision of female providers to detect IPV

and provide the necessary supportive

responses because female providers have

traditionally been assigned less power and

authority  than  have  physicians  in  the

management of patient care and services.

Although the gender of the healthcare service

personnel has been found to significantly

affect both patient-physician communication

and the delivery of womenûs perspective care,

further work is needed to determine the effects

of gender on the delivery of care for IPV.

Finally, further work on standardizing,

delineating gender, and communicating during

the evaluation of intervention programs will

facilitate comparisons across levels of care.

To date, there are unanswered questions

regarding the efficacy of universal screening.

Thus, there is a need for clarification around

the meaning of çroutine screeningé and for

information about the extent to which

differences in screening practices might affect

communication outcomes between health

care providers and abused women. Also, it is

important to develop prevention and intervention

protocols that can be integrated into the daily

practice in a sustainable manner. Future

directions for IPV intervention research need

to include refinement of multifaceted intervention

and longitudinal studies to assess changes in

IPV experiences. Randomized controlled trials

or studies with quasi-experimental designs,

which include in-depth analysis of which

interventions abused women think are effective

and why, are needed to provide an evidence

basis for intervention.

ConclusionConclusionConclusionConclusionConclusion

Intimate partner violence has become

a major social and health problem. However,

there are often no physical or emotional signs

that a woman is a victim of IPV. There are also

a number of structural, organization, and

personal barriers that serve to prevent health

care providers from screening for IPV such as

negative attitudes about IPV, fear of offending

the women concerned, lack of time, lack of

training programs, insufficient knowledge of

referral facilities, and lack of awareness of the

impact of IPV. Thus, endorsement of health

care providersû universal screening on IPV is

the first step toward successful prevention

and intervention of this problem.
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