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Increased awareness of intimate
partner abuse after training: 
a randomised controlled trial

ABSTRACT

Background 
Intimate partner abuse is very common among female
patients in family practice. In general, doctors overlook
the possibility of partner abuse.

Aim
To investigate whether awareness of intimate partner
abuse, as well as active questioning, increase after
attending focus group and training, or focus group only.

Design of study 
Randomised controlled trial in a stratified sample.

Setting 
Family practices in Rotterdam and surrounding areas.

Method
A full-training group (n = 23), a group attending focus
group discussions alone (n = 14), and a control group
(n = 17) were formed. Data were collected with incident
reporting of every female patient (aged >18 years) that
was suspected of, or presented, partner abuse during a
period of 6 months. The primary outcome measure was
the number of reported patients; the secondary outcome
measure was the number of patients with whom the GP
had non-obvious reasons to suspect/discuss abuse.

Results 
Comparison of the full-training group (n = 87 patients)
versus the control group (n = 14 patients) resulted in a
rate ratio of 4.54 (95% confidence interval [CI] = 2.55 to
8.09, P<0.001); the focus group only group (n = 30
cases) versus control group: rate ratio of 2.2 (95%
CI = 1.14 to 4.26, P = 0.019); full-training versus the
focus group only group: rate ratio of 2.19 (95%
CI = 1.36 to 3.52, P = 0.001). Comparison of the full-
training group with the untrained groups for awareness
of partner abuse in case of non-obvious signs resulted
in: odds ratio 5.92 (95% CI = 2.25 to 15.62, P<0.01) all
corrected for sex, district, practice setting, working part-
/full-time, experience, and age of the doctor.

Conclusions 
Training was the most significant determinant to improve
awareness and identification of intimate partner abuse.
Active questioning increased, especially where there
were non-obvious signs. The focus group on its own
doubled the awareness of partner abuse.

Keywords
abused women; family medicine; general practitioners;
intimate partner abuse; randomised controlled trial;
training.

INTRODUCTION
Increasingly, research shows that there is a high
prevalence of intimate partner abuse worldwide.1

Cross-sectional studies among female patients in
waiting rooms of family practices consistently
report that 37–41% of women have experienced
physical, sexual, and/or emotional abuse by an
intimate partner at some stage in their lives.2–4

These studies found that most women who
experienced violence in their relationship are not
identified, that only 5% had been asked about it by
their family doctor, and that there is a poor
recording of abuse in medical records.3,4 Family
doctors, although in a unique position to identify
abuse, are in general not aware of the possibility of
partner abuse.5,6 Also, barriers such as fear of
opening ‘Pandora’s box,’ time constraints,
aversion of the problem, and discomfort with the
double role of caring for both victim and
perpetrator, are universal in this respect.7,8

On the other hand, a majority of female patients
approve of being asked about abuse during
consultation.3,4,9 This suggests that doctors should
take a more active role in addressing abuse.
However, training in identifying and responding to
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partner abuse is mostly lacking.10,11 Disappointing
results from educational programmes, screening
protocols, guidelines, and mandatory continuing
medical education (CME) to increase identification,
indicate that there is still a lack of knowledge on
how to reach healthcare professionals on this
subject.12,13

The debate between experts, arguing that all
women in healthcare settings should be routinely
questioned about partner abuse versus those that
underline more targeted case-finding,
continues.13–17 Intimate partner abuse is not a
disease that can simply meet the accepted
screening criteria and, moreover, physicians, in the
majority, do not favour screening.13,17 Consultation
time in medical practice is limited and medical
visits should be effective and meaningful. 

Many consultations with abused women result in
diagnostic tests, referrals to medical specialists
and physiotherapists, as well as the prescribing of
medication in search of explanations for chronic
somatic complaints. However, the real nature of
their problem remains concealed.18 Being aware
and recognising non-obvious signs related to
partner abuse followed by active questioning,
could be a more appropriate way to identify
abused women and lower the barriers to talking
about their problem. This method reflects the
common situation in family practice, where a
doctor is familiar with a patient’s medical history,
personal background and, ideally, provides
confidentiality and continuity of care.

Considering these facts, the following questions
are raised: 

• Will training be effective in stimulating family
doctors to question women more actively about
partner abuse when they suspect it and will
identification increase? 

• Can doctors’ awareness of the possibility of
partner abuse in patients presenting non-
obvious signs increase through training? 

METHOD
Definitions
According to the literature we defined ‘intimate
partner abuse’ as physical, sexual, emotional, or
psychological abuse.19 We focused on female
victims (≥18 years) who had been abused by a
male partner. 

Participants
To calculate the sample size we combined findings
from a systematic review and cross-sectional
studies.2–4,13 We judged that prevalence figures of
partner abuse among female patients in waiting
rooms of family practice in Australia, Ireland, and
the UK with a comparable system of family
practice would match the situation in the
Netherlands. In order to calculate the proportion of
cases that would occur during our intervention
period of 6 months, we used the estimate that a
full-time practitioner sees one to two female
patients a week, who are undetected victims of
partner abuse.2 Together with the baseline
identification of 0–3% by Ramsay et al,13 we
estimated the proportion of case-finding in
6 months in the control group to be 0.5 cases (0.01
of the total) and the proportion in the experimental
group on 2.5 cases (0.05). A sample of 50
participants was needed for a significance level of
0.05 and a power of 80%. 

All registered family doctors (n = 412) in
Rotterdam and surrounding areas were mailed in
October 2002 and invited to participate in the
study. Fifty-four family doctors agreed to join the
study (26 male, 28 female) and were included. Most
participants were keen to join in and only 18
doctors had to be approached actively to maximise
the diversity of the sample in order to cover all
types of districts (wealthy, mixed, deprived),
practice settings (solo-group practices, health
centres), their age groups (<40 years, 40–50 years,
>50 years), and sex. 

Design
The design and process of this study is outlined in
Figure 1.

Randomisation  
Participants were numbered at first and then
grouped into strata, according to sex, district type
(wealthy-mixed-deprived), and finally to practice
type (solo-working in group practice or health
centre). Members of a team, (group practice or
health centre), were linked to each other and
marked with a team letter. The research assistant,
blinded against the participants’ name and that of
the group practice or health centre, executed the

How this fits in
Intimate partner abuse is highly prevalent among
women visiting family practice although doctors,
in general, are not aware of the possibility of
partner abuse. As such, training should focus on
recognising patients with non-obvious signs of
partner abuse. The health consequences of
partner abuse are underestimated. 
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randomisation by sequential assignment of a
number to a group. 

The study groups
Three groups were formed: ‘full-training’ (n = 24),
‘focus-group alone’ (n = 14), and control (n = 16).
After one male participant in the full-training group
fell ill, he had to be moved to the control group. The
study groups were intentionally different due to the
training, which required 12 participants per training
group in order to maximise comfort in dealing with
a sensitive matter; in this way groups were neither
too large nor too small. This resulted in a full-
training group of two subgroups. In the course of
preparing the training, the insight arose that the
focus group discussion in itself was an experiment
and had to be compared as such. Furthermore, we
chose to enlarge the control group as opposed to
the others to cope with eventual fallout. 

Participants working in the same practice were
allocated to the same group to avoid contamination
of the intervention. After randomisation we
distinguished, both in the full-training and control
group, four clusters of two participants and in the
focus-group alone group, one cluster of three
participants. This resulted finally in a cluster-size of
1.2. Nevertheless, we assumed that asking women
about partner abuse took place during a one-to-one
conversation, as part of the consultation. Moreover,
most cluster members worked part-time hours, and
on different days. We, therefore, did not take
clustering into account in recruiting our sample. 

Effect measures 
The dependant variable of the study was the
doctor’s performance. Our primary effect measure
was the number of reported cases wherein partner
abuse was discussed or suspected. Our secondary
effect measure was the number of cases with non-
obvious signs to suspect/discuss partner abuse. 

We aimed to improve doctors’ awareness of non-
obvious complaints/disorders presented by
women, as signs of a hidden background of
partner abuse. These signs were dealt with, and
listed, as key features of partner abuse in the
handout notes of the training. 

Key features were derived from studies on health
consequences of violence against women and
consisted, among others, of increased healthcare
utilisation, unexplained chronic pain, depression,
sleeping problems, and somatisation disorder in
particular.18,20–26 Seven categories were formed to
cover all signs to suspect and discuss abuse.
Categories 1, 2, and 3 were defined as obvious
signs; categories 4, 5, 6, and 7 were defined as non-
obvious signs (Box 1). 

Data collection
In line with our study aim to measure awareness of
partner abuse and active questioning, we used
incident reporting to collect data. The participants
registered and reported cases during 6 months when: 

1. The doctor suspected and asked about abuse,
whether the abuse was confirmed or not, taking
into account that denial is common in abused
women who are asked for the first time.6,18,27

2. The doctor suspected but did not ask, mostly for
safety reasons. 

3. The patient initiated disclosure of abuse.

Cases were registered on numbered forms,
anonymously, with a patient’s study number and
electronic medical file number alone. Each case
could only be reported once. 

Study population: n = 412 family doctors in Rotterdam and 
surrounding areas

Research sample: n = 54 family doctors

Stratification: sex/city, district/practice, setting

Randomisation: full-training/focus group only/control group

Focus groups: n = 37 
(17 males, 20 females)

Control group: n = 17
(9 males, 8 females)

Full-training group: n = 23
(10 males, 13 females)

• number of reported
cases

• reasons to suspect/
discuss

• number of reported
cases

• reasons to suspect/
discuss

• number of reported
cases

• reasons to suspect/
discuss

Focus-group-only group:
n = 14 (7 males, 7 females)

Training

Six months: incident
reporting 
1. Cases: suspect/

discuss abuse
2. Reasons to suspect

Six months: incident
reporting 
1. Cases: suspect/

discuss abuse
2. Reasons to suspect

Six months: incident
reporting 
1. Cases: suspect/

discuss abuse
2. Reasons to suspect

Figure 1. Design
intervention study.



Doctors were asked to specify their reasons for
suspecting and/or discussing abuse briefly, in their
own words: 

• The control group (n = 17) started with the
registration and reporting of cases after personal
instruction by the research assistant (weeks
12–38 in 2003).

• The focus group only group (n = 14) took part in
a focus group discussion in February 2003; they
then began to register and report cases after
personal instruction by the research assistant
(weeks 12–38 in 2003).

• The full-training group (n = 23) took part in the
focus group discussion and followed a 1.5 day
training session on partner abuse in May 2003.
After this, they started to register and report
cases. Instruction took place at the end of the
training (weeks 20–46 in 2003). 

All registered cases were reported to the
researcher. At the end of the 6-month period, all
signs filled out on the forms were categorised by
the researcher. 

Focus groups and training
The focus group discussion that preceded the
training was considered a low-grade intervention.

Rotterdam family
Full-training Focus group only Control Research sample physicians populationa

Demographic n = 23 n = 14 n = 17 n = 54 (%) % (n = 415)

Sex 
Male 10 7 9 26 (48.1) 74
Female 13 7 8 28 (51.9) 26

Working hours
Full-time ≥4 days 8 5 4 17 (31.5) 77
Part-time <4 days 15 9 13 37 (68.5) 23

Age category
<40 years 6 5 4 15 (27.8) 13
40–50 years 8 4 8 20 (37.0) 43
>50 years 9 5 5 19 (35.2) 44

In residence
<15 years 11 9 9 29 (53.7) 32
≥15 years 12 5 8 25 (46.3) 68

District
Wealthy 7 3 3 13 (24.1)
Mixed 6 3 5 14 (25.9) Not asked
Deprived 10 8 9 27 (50.0)

Practice type
Solo practice 4 5 2 11 (20.4) 43
Duo/group practiceb 14 4 7 25 (46.3) 42
Health centrec 5 5 8 18 (33.3) 14

aSource: Survey of the District Association of Family Physicians Rotterdam and Surroundings 2003. bTwo or more doctors in one
family practice. cCooperation of family doctors with other primary healthcare professionals.

Table 1. Demographics of study groups, research sample, population of family
physicians of Rotterdam and surroundings. 

Obvious signs

P Patient initiated disclosure of abuse

P Recently abused or abuse known to the doctor

P Injury

Non-obvious signs

P Undefined somatic complaints/chronic pain

P Mental complaints/disorder: for example, depression, sleeping problems, anxiety,
substance abuse

P Combination of somatic and mental complaints/disorders

P Others

Box 1. Categories and signs to suspect/discuss intimate
partner abuse.

P Attitude: aversions, prejudices and barriers; small group discussion; plenary
clarification

P Theory: background and coping strategies in intimate partner abuse; profiles of
perpetrators; effects on children 

P Epidemiology: prevalence; clinical presentation and key features; patient’s views 

P Consultation skills: role play with diagnostic tool and clinic with simulation patient

P Information: Police Domestic Violence Programme; Abused Women’s Agency 

P Legal aspects: lawyer specialised in abuse

P Vignettes: pre- and post-testing of written cases

Box 2. Contents of 1.5 day training.
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We conducted six group discussions, led by a
qualified social scientist, and explored, in a
focused way, views, experiences, barriers, and
practices regarding partner abuse. In these
structured group discussions, which took 1.5 hours
each, participants were encouraged to question
one another and discuss the subject. The topics
that emerged from the focus groups were applied
in the training. 

The training (Box 2) was developed to deal with all
the negative associations towards abused patients
and provide tools to overcome these barriers. The
aim was to enhance awareness of non-obvious
signs, to increase active questioning, and to improve
professional attitude in responding to abused
women. (The training provided nine CME credits). 

If partner abuse was discussed during
consultation, the patient was informed about the
study. Patients were unaware of the intervention
the doctor received.

Analysis
Data of the participating doctors and the reported
cases on the registration forms were entered into
an SPSS statistical data file (12.0.1). We did not
take clustering into account in the analysis due to
the rather small cluster-size (1.2). 

The main effect measure was the ‘number of
reported cases’ followed a Poisson distribution in
all three arms. First, we compared the full-training
group with the control group, next we compared the
focus group only group with the control group and,
finally, the full-training group with the focus group
only group. We compared all groups by using a
multivariate Poisson regression analysis with the
SAS statistical package (8.2 Genmode procedure).
Comparison between the focus group only group
and the full-training and control groups was done to
assess part of our experiment: the effect of just
talking in a focused way about the subject.

Regarding the secondary effect measure —
number of cases with non-obvious signs — the
trained group (full-training) and the untrained
groups (focus group only group and control group)
were compared by a multivariate logistic regression
analysis with the SAS statistical package (8.2
Logistic procedure). To overcome possible
imbalances, all computations were corrected for
sex, age, experience, working hours, type of
practice setting, and residential district.

RESULTS
The demographics of the study groups in the
research sample compared with the study
population are detailed in Table 1. Of all the family
doctors in Rotterdam and its surrounding areas,

13% took part in the study. The research sample
was more often female, younger, working part-time
hours, shorter in residence, and practising in
cooperation with others. None of the participants
received previous training on any form of domestic
violence. (This has not been on the programme of
continuous medical education for more than
20 years and the number of papers on the subject
that have been published in national medical
journals has, until recently, been negligible.) 

Number of reported cases 
A total of 131 cases were reported in 6 months;
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Figure 2. Signs (in
percentages) to
suspect/discuss intimate
partner abuse, per study
group.

Figure 3. Percentages
obvious versus non-
obvious signs to
suspect/discuss intimate
partner abuse, per study
group.



Table 2 outlines the types of reported cases. The
full-training group with 23 doctors (trained in two
subgroups) reported 87 cases (mean 3.78;
subgroups: 3.67, 3.91). In 11 of these cases
(12.6%), partner abuse was not confirmed after
questioning and in two cases (2.3%) the doctor did
not ask because of an accompanying partner or
child. The focus group only group, with 14 doctors,
reported 30 cases (mean 2.14). The control group,
with 17 doctors, reported 14 cases (mean 0.82). 

Regarding the reported cases of partner abuse,
the number of patient-initiated disclosures
decreased in the focus group only group and the
full-training group in favour of more active
questioning. 

Analysis. As there was no difference between the
two full-training subgroups, we performed all
computations on the aggregate. All computations
were corrected for sex, district, practice setting,
working part-/full-time, experience, and age of the
doctor. 

Comparison of the full-training and control
groups resulted in a rate ratio of 4.54 (95%
confidence interval [CI] = 2.5 to 8.09, P<0.001), a
significant effect of the training. Comparison of the
focus group only group and control group resulted
in a rate ratio of 2.20 (95% CI = 1.4 to 4.26, P =
0.019). Comparison of the full-training group and
the focus group only group resulted in a rate ratio
of 2.19 (95% CI = 1.36 to 3.52, P<0.001), reflecting
the single effect of education. To assess the
influence of sex on our outcomes, we compared
the full-training and control groups, after correction
for sex. We obtained the following outcomes: full-
training versus control group, rate ratio of 0.90
(95% CI = 0.59 to 1.37, P = 0.612), a non-
significant outcome.

In total, 11 women who were asked, did not
confirm abuse. Comparing the study groups
without these cases led to the following outcomes: 

• full-training and control group resulted in a rate
ratio of 4.26 (95% CI = 2.35 to 7.74, P<0.001); 

• focus group only group and control group
resulted in a rate ratio: 2.35 (95% CI = 1.19 to
4.66, P = 0.014); 

• full-training and focus-group-only group resulted
in a rate ratio: 1.81 (95% CI = 1.13 to 2.90, P =
0.014). 

Non-obvious reasons to suspect or discuss
partner abuse 
For an overview of reported categories of reasons,
see Figure 2. This overview shows the variety of
reasons to suspect or discuss partner abuse
across the study groups with in the control group
the highest percentages of ‘obvious’ signs (Box 1)
versus the full-training group that shifted to the
‘non-obvious’ signs.

In the category ‘others’, a mixture of non-
obvious signs were presented. The most
remarkable one was ‘behavioural problems of a
child,’ sometimes referred by a school nurse or
brought up by the mother. 

Suspicions of partner abuse following the
detection of non-obvious signs were greater in the
full-training group compared with the focus group
only and control groups (Figure 3).

Analysis. We compared the full-training group with
the other two groups that received no training
(focus group only and control groups). The odds
ratio to suspect or discuss partner abuse for non-
obvious reasons or signs was 5.92 (95% CI = 2.25
to 15.62, P< 0.01) in the full-training group — a
significant effect. The analysis was corrected for
sex, district, practice setting, working part-/full-
time, experience, and age of the doctor.

Several participants informed us during the 6-
month intervention period that the training also
provided them with tools to deal with other types of
family violence. They also raised the issue of a gap
during the intervention period, due to the summer
holidays (3–4 weeks per participant) that may have
reduced the number of reported cases. A future
paper will explore extensively the hidden effects of
the training.

Full-training Focus group only Control Total
Type of reported case n (%) n (%) n (%) n (%)

Asked/abuse confirmed 53 (60.9) 17 (56.7) 7 (50) 77 (58.8)

Asked/abuse not confirmed 11 (12.6) 0 (0) 0 (0) 11 (8.4)

Suspected/not asked 2 (2.3) 0 (0) 0 (0) 2 (1.5)

Patient initiated disclosure 21 (24.1) 13 (43.3) 7 (50) 41 (31.3)

Total cases 87 (99.9) 30 (100) 14 (100) 131 (100)

Table 2. Number (percentages) and type of reported cases (n = 131).
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DISCUSSION 
Summary of main findings
This study demonstrates that a 1.5-day training
session for family doctors increases awareness
and identification of partner abuse in female
patients by up to 4.5 times, while active
questioning about abuse increases almost six
times in the case of ‘non-obvious’ signs. In this
respect the training is successful in overcoming
existing barriers in attitude (such as feelings of
powerlessness, fear to offend) and lack of
knowledge. 

The finding that focus group discussion alone
doubled the rate of active questioning should be
viewed as remarkable. Discussing one’s prejudices
and experiences on this subject with colleagues
proved to make family doctors more alert. Although
it lacks the effectiveness of knowledge,
information, and practising of skills, its value lies in
increased awareness. 

Comparison with existing literature
An increase in the identification of topics that have
been the subject of a training course, directly after
it has taken place is a well-known positive effect.
Most intervention studies assess numbers of
screened patients according to a protocol with a
short follow-up period and often show a decrease
to baseline in the long term.28,29 Some experts
stress that the effects of training without structural
changes in the regular curriculum of CME are
unlikely to change clinical practice.30 One of the
differences with other studies is that in measuring
the effects of brief training, these studies retrieve
data from medical records with the number of
screened patients as primary outcome.13,31 Our
design focused more on the doctor–patient
encounter and we measured doctors’
performance, which is mostly evaluated in self-
administered surveys or medical record reviews
and rarely with incident reporting as we did. We
also did not find any other study that evaluated
training with the effect measure of recognising
abuse in patients with non-obvious signs.
However, our method proved to be reliable and can
be duplicated.

Research on predictive indicators of partner
abuse is ongoing and shows that injury is not a
major indicator.32 There is enough evidence to
suspect partner abuse in women with chronic
undefined somatic complaints and mental
complaints/disorders such as sleeping problems,
anxiety, and depression.3,4,18,20–26,33 We used this
evidence to provide a set of key features of the
clinical presentation of partner abuse, which the
intervention group applied successfully.

Questioning women with these indicators (in fact
the use of a ‘risk profile’) proved to lead to an
increase of identification. 

Strengths and limitations of the study
Several limitations of this study should be
discussed. First, it is likely that family doctors with
more interest in partner abuse than the norm
signed up. Despite their supposed interest,
however, there was much room to improve their
awareness of partner abuse. Second, half of the
participants were female, which may have
influenced the outcomes, as some studies claim
that female doctors detect more abuse in women.34

However, statistical analysis did not support a
significant difference between male and female
doctors. 

Further, we did not take clustering into account
in recruiting our final sample, mainly because of the
cluster size (1.2), resulting in a somewhat
underpowered study. However, the relative
underpower of our study did not influence the
effects and considering the significant outcomes,
small P-values, and acceptable confidence
intervals, our final sample size was justified. 

Another limitation lies in the follow-up period of
6 months. Generally the effect of training tends to
diminish in time;13,28 this aspect of longer-term
follow-up was not included in our study.

Altogether the research sample represents 13%
of the family doctors in Rotterdam and its
surrounding areas. Comparison with the general
population of family doctors could lead to even
more striking results.  

Thoughts on why we succeeded so well in this
study must be viewed in the context of the
prevalence of partner abuse among female
patients in family practice. Hegarty et al estimated
that every full-time family doctor sees one or two
undetected cases every week.2 In this respect our
results reveal just a bit more of the tip of the
iceberg. Looking from another perspective,
thorough training in recognising, responding to,
and managing partner abuse in a population with a
high prevalence and low baseline recognition, is
bound to yield high results. Our trained
participants, by overcoming their barriers, were
able to lower the threshold to disclosing abuse.
This change in attitude regarding female abuse is
as much a benefit of the training sessions as
knowledge on the subject. 

Implications for clinical practice and future
research
In the absence of solid evidence that training
improves awareness and case finding, the debate
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continues between proponents of routinely
questioning all women in the surgery on partner
abuse (screening) and those who favour
questioning of women who present symptoms and
a medical history that could hide abuse (selective
questioning and case-finding).17

It is known that doctors do not favour screening,
mostly because of lack of education, effective
interventions, and fear of offending and
endangering patients.14 This study provides
substantial evidence that training improves
awareness as well as identification of partner
abuse. 

Patients, ideally, should disclose abuse in a safe
environment where their motives of remaining with
their abuser and assessment of their situation are
professionally met. Disclosure is only the start of
an intensive process for abused women and their
children. It takes much effort and is often not
without risk to their safety.36 Formerly abused
patients can experience long-term health effects
and disclosing their background can open up
possibilities to start to come to terms with their
past. From the literature it is known that female
patients often do not reveal their past (of partner
abuse) because they feel guilty, ashamed,
embarrassed, or fear to be judged or that a doctor
is not interested in a non-somatic background.6,22

Primary care researchers need to go beyond a
superficial view of chronic complaints and
disorders in female patients. Surveys on mental
health problems, chronic undefined pain, and
somatisation should consider partner abuse as an
important variable in a patient’s background and
include abuse-related questions. Producers of
guidelines on these topics can no longer ignore the
growing knowledge of health problems that are
highly related to history of abuse.21 Finally, when
doctors ask female patients more frequently about
abuse, they should keep in mind that denial
inevitably will occur more often than before. As
much as women may not feel able to disclose
abuse, doctors may wrongly suspect it.

In the debate between proponents of routinely
questioning every woman about partner abuse
(screening) and those who favour selective
questioning and case finding, our findings support
the latter.18 Our study shows that training improves
awareness of abuse, which leads to active
questioning of women showing non-obvious signs,
and results in increased identification of abused
women. Disclosure may lead to more effective and
meaningful consultations both for abused women
and doctors. 

Our training programme on intimate partner
abuse provided a feasible and evidence-based

method for daily practice. Educating doctors can
make a difference.
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