
INTRODUCTION
Domestic violence is threatening behaviour, 
violence, or abuse between adults who are, 
or have been, intimate partners or family 
members. Such abuse may take various 
forms, including physical violence (slaps, 
punches, kicks, assaults with a weapon, 
choking, homicide), sexual violence (rape 
or forced participation in sexual acts), 
emotionally abusive behaviours (stalking, 
surveillance, threats, preventing contact 
with family and friends, ongoing belittlement 
or humiliation, intimidation), economic 
restrictions (preventing outside working, 
confiscating earnings, restricting access to 
funds), and other controlling behaviours.1

Domestic violence is a common 
worldwide phenomenon.2 Both women 
and men experience domestic violence but 
the prevalence and impact, particularly of 
sexual and severe physical violence, is higher 
among women.3 The prevalence of domestic 
violence among women seeking health care 
is higher than in the general population.4,5 A 
study of women attending general practices 
in east London, found a lifetime prevalence 
for physical abuse of 41%.6

Chronic physical and mental health 
problems are common sequelae of 
domestic violence,7 with many domestic 
violence survivors reporting that it is the 
psychological abuse, rather than the 
physical violence, which has the most long-
lasting adverse effects on their wellbeing.8 In 
comparison with non-abused women, those 

who have experienced domestic violence 
have higher incidences of gynaecological 
disorders,8 chronic pain,9 neurological 
symptoms,9 gastrointestinal disorders,9 
and self-reported heart disease.10 Likewise, 
women experiencing abuse more often 
present with persistent post-traumatic 
stress disorder, depression, anxiety, suicidal 
ideation, and substance misuse.11,12

Women experiencing abuse have frequent 
contact with primary care clinicians,13,14 and 
consider it appropriate to be asked about 
domestic violence by doctors and nurses.15 
They also identify healthcare professionals 
as potential sources of support if this is 
delivered in a non-judgemental and non-
directive manner, and an appreciation of the 
complexity of domestic violence is shown.16 
Historically, however, the quality of care for 
women experiencing abuse has been poor 
worldwide.17,18 Many clinicians agree that 
domestic violence is a healthcare issue, 
but often they are reluctant to ask about 
abuse or do not respond appropriately if 
domestic violence is disclosed.19–21 Such 
ambivalence is attributed to a number of 
factors but most frequently cited are a 
lack of domestic violence knowledge and 
training, and a perceived lack of time and 
support resources.22,23

In recognition of the importance of 
education, over the last 10–15  years 
domestic violence training has been 
incorporated into the curricula of most 
medical schools and postgraduate 
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Abstract
Background 
Domestic violence affects one in four women 
and has significant health consequences. 
Women experiencing abuse identify doctors 
and other health professionals as potential 
sources of support. Primary care clinicians 
agree that domestic violence is a healthcare 
issue but have been reluctant to ask women if 
they are experiencing abuse.

Aim
To measure selected UK primary care 
clinicians’ current levels of knowledge, 
attitudes, and clinical skills in this area.

Design and setting
Prospective observational cohort in 48 general 
practices from Hackney in London and Bristol, UK.

Method
Administration of the Physician Readiness 
to Manage Intimate Partner Violence Survey 
(PREMIS), comprising five sections: responder 
profile, background (perceived preparation and 
knowledge), actual knowledge, opinions, and 
practice issues.

Results
Two hundred and seventy-two (59%) clinicians 
responded. Minimal previous domestic violence 
training was reported by participants. Clinicians 
only had basic knowledge about domestic 
violence but expressed a positive attitude 
towards engaging with women experiencing 
abuse. Many clinicians felt poorly prepared to 
ask relevant questions about domestic violence 
or to make appropriate referrals if abuse was 
disclosed. Forty per cent of participants never 
or seldom asked about abuse when a woman 
presented with injuries. Eighty per cent said 
that they did not have an adequate knowledge 
of local domestic violence resources. GPs were 
better prepared and more knowledgeable than 
practice nurses; they also identified a higher 
number of domestic violence cases.

Conclusion
Primary care clinicians’ attitudes towards 
women experiencing domestic violence are 
generally positive but they only have basic 
knowledge of the area. Both GPs and practice 
nurses need more comprehensive training on 
assessment and intervention, including the 
availability of local domestic violence services.

Keywords
cross-sectional studies; domestic violence; 
primary health care; women.
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programmes in the US. Evaluations 
of these curricular changes show that 
training generally increases the knowledge, 
attitudes, and skills of students and 
clinicians in relation to domestic violence.24 
In the UK, however, such developments 
have not been forthcoming and the 
topic remains virtually absent from the 
undergraduate curricula of medical and 
nursing schools, and from postgraduate 
continuing professional development.25

Just over 10 years ago, survey data 
from two UK studies suggested that 
many GPs and practice nurses lacked 
the skills needed to identify and respond 
appropriately to women experiencing 
abuse.26,27 Since this time, guidelines on the 
care of women experiencing abuse have 
been published by the UK Royal Colleges 
of General Practitioners,28 Nursing,29 and 
Midwives,30 as well as the Department of 

Health.31,32 It is not known if these guidelines 
— largely in the absence of formal domestic 
violence education and training — have 
led to general practice teams being more 
knowledgeable about domestic violence 
and improved their management skills. The 
aim of this study was to measure current 
levels of knowledge and attitudes towards 
domestic violence against women, including 
their management, in a selected population 
of English general practices.

METHOD
Design
A cross-sectional survey was carried out 
as part of a randomised controlled trial 
(Identification and Referral to Improve Safety; 
IRIS) investigating whether a training and 
support programme targeted at general 
practice teams increased the identification of 
women experiencing domestic violence and 
subsequent referral to specialist agencies.33

Sample
Forty-eight of the 82 eligible general 
practices participated in the IRIS trial 
(31 declined and three withdrew before 
data collection). Eligible practices were 
located in two urban primary care trust 
areas (Hackney in east London, and 
Bristol) serving culturally and ethnically 
diverse patient populations. Practices were 
excluded if they did not use electronic 
records or the study investigators worked in 
the practice. No incentives for participation 
were offered. Recruited practices had a 
similar proportion of female doctors to 
those who declined to take part, but they 
were larger, with a higher proportion of 
patients on low incomes, and a higher 
proportion of postgraduate teaching.34

Instrument
The Physician Readiness to Manage 
Intimate Partner Violence Survey (PREMIS) 
is a questionnaire developed and validated 
in the US.35,36 It comprises five sections: 
responder profile, background (including 
perceived preparedness and knowledge), 
actual knowledge, opinions, and practice 
issues. The questionnaire was adapted for 
use in the UK, minor changes in technical 
terms and deletion of items not relevant to 
a UK setting. (The adapted questionnaire is 
available from the authors on request.)

Procedure
Prior to the IRIS intervention being 
implemented, GPs and practice nurses in 
both arms of the trial were invited to complete 
the PREMIS questionnaire. Clinicians were 
given the option of completing the survey 

How this fits in
It is not known to what extent GPs and 
practice nurses in England are adequately 
trained to respond to female patients 
experiencing domestic violence. This 
study found that they are poorly prepared 
to identify these patients and to manage 
them appropriately, with nurses being less 
prepared than their medical colleagues.
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Table 1. Demographic characteristics of the study responders
Variable GPs (n = 183) Nurses (n = 89) All (n = 272)

Practice situation, n (%)    
  Bristol 123 (67) 64 (72) 187 (69) 
  Hackney 60 (33) 25 (28) 85 (31)

Sex, n (%)  
  Male 73 (40) 3 (3) 76 (28) 
  Female 110 (60) 85 (97) 195 (72)  
  Missing 0 (0) 1 (1) 1 (~0)

Age    
  Years, mean (SD) 44 (8.4) 46 (8.1) 45 (8.4) 
  Missing, n 1 1 2

Years working    
  Median (IQR) 13 (7 to 20) 7 (4 to 12) 11 (5 to 18) 
  Missing, n 1 0 1

Mean number of patients per week (%)    
  <20 0 (0) 5 (6) 5 (2) 
  20–39 9 (5) 11 (13) 20 (7) 
  40–59 26 (14) 19 (22) 45 (17) 
  60–79 40 (22) 23 (27) 63 (23) 
  80–99 40 (22) 13 (15) 53 (20) 
  ≥100 68 (37) 15 (17) 83 (31) 
  Missing 0 (0) 3 (3) 3 (1)

IQR = interquartile range. SD = standard deviation.



anonymously online or on paper. Non-
responders were followed up after 2 weeks.

Statistical analysis
Data were entered into Stata (version 
10.1) for calculation of frequencies as 
percentages, and averages as means or 
medians and standard deviations (SDs) or 
interquartile ranges (IQRs), respectively.

RESULTS
PREMIS questionnaires were sent to 463 
doctors and nurses, 292 in Bristol and 171 

in Hackney. Across the two sites, there 
were 272 (59%) responses, 64% from 
Bristol and 50% from Hackney. Age and 
sex of responders (Table 1) were similar to 
those of UK general practice teams.37,38

Previous domestic violence training
Clinicians reported minimal previous 
training: the median response was 1 hour 
previous training (IQR 0 to 3 hours), 
delivered largely through postgraduate 
(41%) or medical/nursing school (28%) 
lectures.

Perceived preparation to manage 
domestic violence patients, and perceived 
knowledge of domestic violence
The only item where approximately half of 
the clinicians (48%) reported feeling fairly 
well prepared or better prepared was in 
following national guidance on reporting 
child protection issues. Levels of perceived 
preparedness were lower for all remaining 
items (Figure 1a). Notably, only about one-
quarter of responders reported feeling 
prepared to ask appropriate questions 
about domestic violence (29%) or to make 
appropriate referrals for the women (24%). 
Clinicians’ scores for perceived knowledge 
reflected those for perceived preparation 
(Figure 1b). On all items across the two 
scales, practice nurses scored lower than 
GPs. Separate graphs of the frequency 
data for each of the two clinical disciplines 
are available from the authors on request. 

Actual knowledge about domestic 
violence
For items testing actual knowledge about 
domestic violence, GPs scored a median 
of 28 correct responses (out of a possible 
total of 37), and practice nurses scored a 
median of 24. The majority of clinicians 
had a good understanding of the medical 
conditions associated with domestic violence, 
the common indicators of abuse, and the 
reasons why women experiencing abuse may 
feel unable to leave the relationship (Table 2). 
However, less than half (46%) thought it was 
appropriate to ask directly if the partner had 
ever hit or hurt the woman, and only 36% 
knew that the greatest risk for injury is when 
women experiencing abuse are leaving the 
relationship.

Opinions
Graphical data for the GPs and nurses 
combined are presented in Figure 2; 
clinician-specific frequency data are 
available from the authors on request.

Victim understanding. Clinicians showed 
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Help female DV patient
to create a safety plan

Conduct safety assessment
for children

Help woman assess
risk of harm

Assess woman’s
readiness to change

Make appropriate
referrals for women

Ask appropriate
questions about DV

Document DV history/exam
findings in medical record

Identify DV signs
and symptoms

Appropriately respond to
disclosures of abuse

Follow national guidance
on reporting child
protection issues

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

1 Not prepared              2               3               4               5               6               7 Well prepared

Figure 1a. Perceived preparation (how prepared are you to perform the following), GPs and 
practice nurses combined 

Figure 1. Clinicians’ perceptions about domestic 
violence (DV): a) perceived preparation;  
b) perceived knowledge.

Stages a woman experiences

1 Nothing                         2               3               4               5               6               7 Very much

                                              
Figure 1b. Perceived knowledge (how much do you feel you know about the following), GPs and 
practice nurses combined

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Developing safety plan with woman

Determining danger for woman

Perpetrators of DV

What to say (and not) to woman experiencing DV

Relationship between DV/pregnancy

Questions to ask to identify DV

Childhood effects of witnessing DV

Referral sources for female DV patients

How to document DV in medical record

Your role in detecting DV

Signs or symptoms of DV

Why a woman might not disclose

National guidance on child protection issues



a reasonable understanding of the 
woman’s situation (Figure 2a). The majority 
disagreed that women remaining in abusive 
relationships must accept responsibility for 
their situation (89%) and disagreed that 

there was little they could do if the woman 
did not acknowledge the abuse (78%). 
Fifty-seven per cent did not believe that 
they should ask all female patients about 
domestic violence. GPs generally showed 
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Table 2. Clinicians’ actual knowledge
  % answering correctly

Variable GPs (n = 183) Nurses (n = 89) All (n = 272)

The strongest single risk factor for domestic violence is female sex 37.2 17.7 30.9

It is generally true that perpetrators use violence as a means of controlling their partners 83.1 69.9 78.9

Warning signs that a woman may have been abused by her partner are:    
Chronic unexplained pain 83.1 52.8 73.2 
Anxiety 85.3 79.8 83.5 
Substance abuse 70.0 37.1 59.2 
Frequent injuries 94.0 86.5 91.5 
Depression 89.1 79.8 86.0

A woman may not be able to leave a violent relationship because of:    
Fear of retribution 95.1 79.8 90.1 
Financial dependence on the perpetrator 93.4 84.3 90.4 
Religious beliefs 86.9 73.0 82.4 
Children’s needs 91.8 86.5 90.1 
Love for one’s partner 83.6 73.0 80.2 
Isolation 86.9 74.2 82.7

Appropriate/not appropriate ways to ask about domestic violence:    
‘Are you a victim of domestic violence?’ (is not appropriate) 94.5 91.0 93.4 
‘Has your partner ever hurt or threatened you?’ (is appropriate) 71.6 70.8 71.3 
‘Have you ever been afraid of your partner?’ (is appropriate) 93.4 86.5 91.2 
‘Has your partner ever hit or hurt you?’ (is appropriate) 50.8 36.0 46.0

The following are generally true:    
There are common non-injury presentations of abused female patients 82.0 67.4 77.2 
There are behavioural patterns in couples that may indicate domestic violence 76.0 64.0 72.0  
Specific areas of the body are most often targeted in domestic violence cases 57.9 65.2 60.3 
There are common injury patterns associated with domestic violence 60.7 56.2 59.2 
Injuries in different stages of recovery may indicate abuse 85.3 62.9 77.9

Stages of change:    
Begins making plans to leave the abusive partner is ‘preparation’ 82.4 70.0 78.5 
Denies there’s a problem is ‘precontemplation’ 93.6 77.9 88.8 
Begins thinking the abuse is not their fault is ‘contemplation’ 91.4 72.2 85.4 
Continues changing behaviours is ‘maintenance’ 62.4 50.0 58.4 
Obtains injunction(s) for protection is ‘action’ 51.7 40.5 48.2

The following statements are false:    
Alcohol consumption is the greatest single predictor of the likelihood of domestic violence 25.6 30.6 27.2 
Reasons for concern about domestic violence should not be included in a woman’s medical 87.2 61.2 78.8 
  record if she does not disclose the violence  
Being supportive of a woman’s choice to remain in a violent relationship would 80.3 69.4 76.8 
  condone the abuse  
Strangulation injuries are rare in cases of domestic violence 53.1 28.2 45.1 
Allowing partners or friends to be present during the consultation of a woman who 82.7 60.7 75.7 
  had experienced domestic violence ensures her safety 

The following statements are true:    
There are good reasons for not leaving an abusive relationship 56.7 21.2 45.3 
Women who have experienced domestic violence are able to make appropriate choices about 39.9 36.1 38.6 
  how to handle their situation  
Clinicians should not pressure female patients to acknowledge that they are living 57.5 57.7 57.6 
  in an abusive relationship  
Women who have experienced domestic violence are at greater risk of injury when they  40.8 27.1 36.4 
  leave the relationship  
Even if the child is not in immediate danger, clinicians have a duty of care to consider 96.1 91.6 94.6 
  an instance of a child witnessing domestic violence in terms of child protection 



more understanding than nurses of the 
woman’s circumstances.

Alcohol/drug abuse. Seventy-eight per cent 
of clinicians correctly agreed that there is a 
relationship between alcohol/drugs use and 
domestic violence, but only 38% agreed that 
female alcohol and drug abusers are likely 
to have a history of domestic violence (data 
not shown). The majority of responders 
(64%) wrongly agreed that alcohol abuse is 
a leading cause of domestic violence, with 
GPs more likely to believe this (70%) than 
practice nurses (49%).

Preparation. Between 25% and 44% 
of the clinicians agreed with four of the 
statements relating to feeling unprepared 

to manage patients experiencing domestic 
violence (Figure 2b). A larger proportion, 
56%, agreed that they did not have sufficient 
training to assist in addressing situations 
of domestic violence. The practice nurses 
reported being less prepared than GPs on 
all scale items.

Self-efficacy. Most clinicians agreed that 
it is not possible to identify abuse by the 
way women behave (59%) or without asking 
directly (74%, Figure 2c). However, less 
than half (43%) reported being comfortable 
discussing domestic violence, and only 
about one-fifth thought they could gather 
information to identify abuse if the patient 
presented with a condition like depression or 
migraine (22%). GPs scored more highly than 
practice nurses on the self-efficacy items.

Workplace issues. Approximately half of 
the clinicians thought that their practices 
encouraged a response to domestic violence 
(49%, Figure 2d). Additionally, 59% believed 
that they were able to make appropriate 
referrals to community services, but only 
40% stated that they had done so. For 
all these items, GPs responded more 
favourably than the nurses.

Practice issues: clinical management
Identifying abuse. Only 54% of the clinicians 
had identified at least one new domestic 
violence case in the preceding 6 months 
(Table 3). Most of these identifications 
occurred during GP consultations.

Asking about abuse. Routine questioning 
about abuse was not widespread; even 
when patients presented with symptoms or 
signs of abuse, only 51% of clinicians asked 
all such patients about domestic violence 
(Table 3).

When questioned in more detail about 
asking patients presenting with specific 
symptoms or disorders associated with 
domestic violence (data available from the 
authors), the highest proportion of always 
or nearly always asking (34% of responders) 
was for patients presenting with injuries. 
However, 40% stated that they never or 
seldom asked about abuse when presented 
with a patient with injuries. The frequency of 
asking about abuse in the context of patients 
presenting with other signs associated with 
domestic violence was poor; for example, 
only 15% of clinicians asked if patients 
presented with depression. GPs were more 
likely than nurses to enquire.     

 
Actions taken when domestic violence was 
identified. For domestic violence identified 

e651  British Journal of General Practice, September 2012

Figure 2. Opinions about domestic violence 
subscales: a) understanding women experiencing 
abuse; b) staff preparation.

Clinicans [do not] have a
responsibility to ask all patients

about DVa

If woman refuses to discuss,
staff can only treat injuries

Screening for DV is likely to
offend those screened

Women could leave the
relationship if they wanted to

If woman does not
acknowledge abuse, there’s

very little I can do to help
Women remaining in

relationship must accept
responsibility for the violence

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

1 Strongly disagree           2            3            4            5            6            7 Strongly agree

Figure 2a. Understanding women experiencing abuse, GPs and practice nurses 
combined (item markeda is amended so all items in same direction).

I don't have sufficient
training to assist in

addressing situations of DV

I don't have necessary skills to
discuss abuse with patient from

different culture/background

I don't have necessary
skills to discuss abuse

with patient who is male

I don't have necessary
skills to discuss abuse

with patient who is female

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

1 Strongly disagree           2            3            4            5            6            7 Strongly agree

Clinicians do not have the
knowledge to assist

women in addressing DV

Figure 2b. Staff preparation, GPs and practice nurses combined.



in the last 6 months, between 36% and 48% 
of clinicians reported that they provided 
information, education, or counselling to 
the woman, while 43% had made a referral 
to other agencies. Safety planning occurred 
much less frequently.

When asked more detailed questions 
about specific actions taken following the 
identification of domestic violence (data 
available from the authors), the action most 
commonly taken (nearly always or always) 
was documentation of the abuse (70%) 
— although 22% of responders never or 
seldom did this. Additionally, 30% never 
or seldom provided referral or resource 
materials, 47% tended not to offer a 
validating or supportive statement to the 
woman, and 51% tended not to contact a 
domestic violence service provider.

Practice issues: general practice 
resources
The majority of clinicians either were unsure 
of the resources available in their practices 
to help in the care of women experiencing 
abuse, or knew that such resources were 
not accessible (Table 4).

DISCUSSION
Summary
Most clinicians reported a positive 
attitude towards responding to women 
who experience domestic violence 
but the reported identification rate was 
low. Clinicians had a basic knowledge 
of some of the risk factors and clinical 
issues associated with domestic violence 
but lacked confidence in identifying and 
managing women experiencing abuse. 
There was poor knowledge of domestic 
violence resources available within practices 
and more widely in the community.

Professional differences were 
observed on all of the PREMIS subscales. 
Compared to the practice nurses, GPs 
expressed more positive attitudes towards 
women experiencing abuse, were more 
knowledgeable about domestic violence, 
and were more likely to be proactive in their 
care of women experiencing abuse.

Strengths and limitations
Strengths of this cross-sectional survey 
include the use of a validated questionnaire 
to ascertain the views and practices of 
doctors and nurses in relation to domestic 
violence and a 59% response rate, which is 
high for surveys of primary care clinicians, 
although below the convention for a ‘good’ 
response to a survey (75%).39 It is possible 
that the study findings are not representative 
of the targeted population of GPs and 
practice nurses but no demographic data 
were available on non-responders within 
the IRIS practices. Non-responders are 
likely to have scored lower on all subscales. 
The unwillingness of GPs to participate in 
research has been shown to be strongly 
associated with a lack of activity,40 or lack of 
interest in the study condition.41,42 

The study was conducted in urban and 
suburban practices and it is not known 
how representative the findings are 
of practices in rural areas. Research 
conducted in the US shows that rural 
service providers have poorer access 
to relevant training and report a lack of 
adequate resources available within their 
locality.43 Another limitation is the selection 
of the practices targeted in the survey: they 
had all consented to take part in a trial of 
domestic violence training and they were 
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I ask all new female
patients about abuse in

their relationships
I can match therapeutic

interventions to woman’s
readiness to change

I'm able to gather information to
identify DV as underlying cause

of illnesses (e.g. depression,
migraines)

I feel comfortable discussing DV
with my patients

I am [not] capable of identifying
DV without asking about ita

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

1 Strongly disagree           2            3            4            5            6            7 Strongly agree

I can [not] recognise women
who have experienced DV by

the way they behavea

Figure 2c.  Self efficacy, GPs and practice nurses combined (items markeda are 
amended so all items in same direction)

100%

My practice setting allows me
adequate time to respond to

women with DV

I have contacted services within
community to establish referrals

I'm able to gather information to
identify DV as underlying cause

of injuries (e.g bruises, fractures)

There is adequate space for me
to provide care for women with DV

I can make appropriate referrals
to services within community

for women with DV
0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

1 Strongly agree           2            3            4            5            6            7 Strongly disagree

Figure 2d.Workplace issues, GPs and practice nurses combined

My workplace encourages me to
respond to DV

Figure 2 continued ... Opinions about domestic 
violence (DV) subscales: c) self-efficacy; d) 
workplace issues.



larger, with more low-income patients, 
and more likely to provide postgraduate 
training than practices that did not agree 
to participate. However, if anything, this 
may have resulted in an overestimate of 
knowledge and good practice among GPs 
in those localities. 

One possible further limitation of this 
study was the length of the PREMIS tool. 

The developers of PREMIS specify that it 
can be completed in about 15 minutes.35 
In the present study, several clinicians 
informed the researchers that it took about 
30 minutes to complete and that they found 
it burdensome. This may have affected 
their choice of responses, particularly 
when answering the later items, due to 
responder fatigue.44,45
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Table 3. Practice issues: clinicial management
  %

 GPs (n = 183) Nurses (n = 89) All (n = 272)

How many new domestic violence cases have you diagnosed in the last 6 months?    
None 29.4 78.2 44.3 
1–5 66.7 16.7 51.4 
6–10 2.8 0.0 2.0 
11–20 0.6 0.0 0.4 
≥21 0.6 0.0 0.4 
Not in clinical practice 0.0 5.1 1.6

What patient groups are routinely asked about domestic violence?    
All new patients 0.0 0.0 0.0 
All new female patients 0.0 0.0 0.0 
All patients periodically 0.6 0.0 0.4 
All female patients periodically 0.6 0.0 0.4 
Certain patient categories 0.0 0.0 0.0 
All female patients at well woman check/cervical screening 0.0 1.1 0.4 
All pregnant patients at specific times of their pregnancy 3.8 1.1 2.9 
All patients with signs/symptoms of abuse 62.8 27.0 51.1 
Do not routinely ask 50.3 80.9 60.3 
Not applicable, not in clinical practice 0.0 3.4 1.1

When domestic violence was diagnosed in the last 6 months, which of the following actions have you taken?    
Provided information 50.8 9.0 37.1 
Counselled the woman about options 52.5 3.4 36.4 
Conducted a safety assessment for the woman 10.4 1.1 7.4 
Conducted safety assessment for the woman’s children 16.4 2.3 11.8 
Helped the woman develop a safety plan 8.7 1.1 6.3 
Referred to other agencies 58.5 11.2 43.0

Do you provide women who have experienced abuse with domestic violence education or resource materials?    
Yes, almost always 24.0 45.1 30.2 
Yes, when it is safe for the woman 21.6 9.9 18.2 
Yes, but only upon the woman’s request 21.6 11.3 18.6 
No, due to inadequate referral resources in the community 15.8 16.9 16.1 
No, because I do not feel these materials are useful in general 14.0 1.4 10.3 
Not applicable to my patient population 0.6 0.0 0.4 
Not in clinical practice 1.8 14.1 5.4 
Other 0.6 1.4 0.8

Do you have adequate knowledge of referral resources in the community?    
Yes 20.8 14.5 18.8 
No 57.3 55.4 56.7 
Unsure 21.9 25.3 23.0 
Not applicable to my patient population 0.0 3.6 1.2 
Not in clinical practice 0.0 1.2 0.4

Are you familiar with guidelines from the primary care trust on identifying and managing abuse    
Yes 8.5 10.1 9.0 
No 91.0 87.3 89.8 
Not applicable 0.6 2.5 1.2  
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Comparison with existing literature
The poor detection of domestic violence 
in the study sample was disappointing, as 
a previous study of UK general practices 
indicated that 17% of women patients had 
experienced physical abuse in the last 
12 months.6 Given this high prevalence, it 
is likely that many women experiencing 
domestic violence were not identified by the 
clinicians in the present survey. This lack of 
detection may be related to the reluctance 
of the majority of participants to ask explicit 
questions about abuse. In the absence of 
such questioning, it is known that women 
may not volunteer information about 
experiences of domestic violence,46 as they 
are often too embarrassed or frightened to 
divulge the abuse freely.47

When abuse was disclosed, the 
researchers found that the number of 
responders not providing information and 
resource materials to women experiencing 
abuse was similar to that reported in a 
survey of Hackney GPs in 1998.26 Providing 
information and resource materials is 
essential as they allow women experiencing 
domestic violence to make informed 
decisions about which services can meet 

their specific immediate and longer-term 
needs.48 Practice protocols for domestic 
violence management were not available 
to most of the study sample and this too 
may have contributed to the low number of 
cases being referred to the well-established 
local domestic violence advocacy services. 
The use of domestic violence protocols, 
alongside other important programme 
components, can improve the management 
of women experiencing abuse. A recent 
systematic review found that successful 
domestic violence programmes are based 
on: institutional support, effective screening 
protocols, thorough initial and ongoing 
training, and immediate access/referrals 
to on-site and/or off-site support services.49

Many of the actions recommended in 
domestic violence guidelines28–32 were not 
carried out by the healthcare professionals 
in this study. This suggests that the use 
of guidelines must be supplemented by 
formal training and education on the 
topic. The level of training reported in the 
study sample was probably not sufficient 
to improve attitudes substantially towards 
and knowledge about domestic violence, 
and certainly not to change practice. The 
authors’ own IRIS intervention (providing 
4 hours’ training and ongoing support 
to practices) was effective in improving 
the management of domestic violence 
survivors,34 while a study in the Netherlands 
showed that 1.5 days of training was the 
most significant determinant to improve 
awareness and identification of domestic 
violence in family practices.50

The reasons why the nurses in the study 
sample did not perform as well as the GPs 
are unclear. The two disciplines reported 
similar levels of previous domestic violence 
education (about 1 hour), but it is not known 
to what extent the content of the training 
may have differed. It is also possible that 
nurses are generally less experienced 
than GPs in the role of diagnosis (including 
the identification of women experiencing 
abuse) and referral to specialist services 
(including referral to  domestic violence 
agencies outside of the practice).

Implications for research and practice
This study highlights the persistent 
poor preparation of general practices 
for responding to the needs of women 
experiencing domestic violence. There is 
an urgent need for more comprehensive 
training at undergraduate and postgraduate 
levels and explicit referral pathways to 
specialist domestic violence services for 
women disclosing abuse.

Table 4. Practice issues: general practice resources
  %

 GPs (n = 183) Nurses (n = 89) All (n = 272)

Is there a protocol for dealing with domestic violence at your practice?    
Yes and widely used 0.6 6.3 2.3 
Yes and used to some extent 5.1 10.0 6.6 
Yes but not used 1.7 2.5 1.9 
No 55.6 17.5 43.8 
Unsure 37.1 62.5 45.0 
Not applicable to my patient population 0.0 0.0 0.0 
Not in clinical practice 0.0 1.3 0.4

Is there a camera available at your work site for photographing injuries?    
Yes 16.4 28.1 20.2 
No 57.9 23.6 46.7 
Unsure 21.9 40.5 27.9 
Not applicable to my patient population 0.0 1.1 0.4 
Not in clinical practice 3.8 6.7 4.8

Are domestic violence education or resource materials available at your work site?   
Yes, well displayed and accessed by patients 16.5 24.7 19.1 
Yes, well displayed but not accessed by patients 6.8 2.5 5.5 
Yes, but not well displayed 14.8 19.8 16.3 
No 19.3 16.1 18.3 
Unsure 42.6 34.6 40.1 
Not applicable to my patient population 0.0 1.2 0.4 
Not in clinical practice 0.0 1.2 0.4

Do you have adequate domestic violence referral resources at your work site?   
Yes 20.8 12.1 18.0 
No 38.8 28.9 35.6 
Unsure 40.5 54.2 44.8 
Not applicable to my patient population 0.0 3.6 1.2 
Not in clinical practice 0.0 1.2 0.4
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