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Intimate partner violence (IPV)—defined by the 
Centers for Disease Control and Prevention as 
the “physical, sexual, or psychological harm by 

a current or former partner or spouse”1—continues 
to be a pervasive health and social problem in the 
United States, affecting about one in three women 
during her lifetime.2 Such violence has devastating 
effects on women and families, including serious 
physical and mental health problems, economic 
hardship, and decreased quality of life.3-6 (Although 
men can also be victims, women are disproportion-
ately targeted; this article focuses on women.) 

Nurses and other health care providers can have 
a positive impact on the lives of women who expe-
rience IPV. Studies have found that interactions with 
providers can influence a woman’s perception of her-
self and her situation, as well as her decision making 
around leaving the abusive relationship.7, 8 Yet among 
providers, lack of knowledge, negative attitudes and 
beliefs, and low IPV screening rates are common.9-11 

Problems with the responses of health care pro-
viders may be magnified in the rural setting, where 
women face particular challenges. Studies have consis-
tently found that factors such as limited availability 

While this study’s findings are largely encouraging, troubling knowledge and 
practice gaps persist.

and access to resources, lack of formal and informal 
support, isolation, patriarchal attitudes, economic 
stress, and privacy issues exacerbate IPV in rural set-
tings.12-17 Though a large body of research exists re-
garding providers’ IPV-related knowledge, attitudes, 
beliefs, and behaviors, little is known in this regard 
that’s specific to rural providers. Given the unique 
challenges faced by women in the rural setting, it’s 
important to understand the perceptions of rural pro-
viders regarding IPV, available resources, and appro-
priate responses. Also, IPV has been receiving more 
attention recently, both in the general news media18-21 
and by health care organizations seeking to meet Joint 
Commission standards for IPV screening,22 and this 
may have further influenced providers’ knowledge, at-
titudes, beliefs, and behaviors. To learn more, we con-
ducted a study to determine the current IPV-related 
knowledge, attitudes, beliefs, and behaviors of health 
care providers in the rural setting. 

BACKGROUND
Women who experience IPV often describe unsatis-
factory and detrimental interactions with health care 
providers, as characterized by lack of help; disbelief 
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ABSTRACT
Background: Intimate partner violence (IPV) continues to be a pervasive health and social problem in the 
United States with serious short- and long-term consequences. Women in rural areas face particular challenges. 
Health care providers can play an important role in the lives of women who experience IPV; yet among pro-
viders, lack of knowledge, negative attitudes and beliefs, and low rates of screening are common.

Objective: Though a large body of research exists regarding health care providers’ IPV-related knowl-
edge, attitudes, beliefs, and behaviors, little is known specifically with regard to rural providers. Given the 
challenges faced by rural women and the potential influence of their providers, it’s important to under-
stand rural providers’ IPV-related knowledge, attitudes, beliefs, and behaviors. We conducted a study to 
learn more.

Methods: Health care providers working in a large rural health network were asked to complete electronic 
surveys that examined their IPV-related knowledge, attitudes, beliefs, and behaviors. Descriptive and corre-
lational statistical analyses of the data were conducted.

Results: A total of 93 health care providers returned completed surveys. In general the respondents dem-
onstrated good overall knowledge, judicious attitudes, and beliefs congruent with the available evidence re-
lated to IPV. Of concern were their knowledge and practice gaps regarding the prevalence of IPV, the higher 
risk of injury faced by women who leave their abusers, the ability of women to make appropriate choices 
about their situations, and what actions to take when someone discloses abuse.

Conclusion: The results of this study were encouraging with regard to the IPV-related knowledge, attitudes, 
beliefs, and behaviors of rural health care providers. But the findings also indicated important knowledge and 
practice gaps. Preparing providers to deliver compassionate, effective care to women who experience IPV is 
essential for the health and well-being of women and their families.
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or victim blaming; failure to address safety concerns; 
breaches of confidentiality; or angry, insensitive, or 
condescending attitudes.8, 17, 23 This is supported by 
studies in which nurses have expressed feelings of 
frustration, anger, and helplessness in dealing with 
IPV.24, 25 Furthermore, there is evidence that some pro-
viders don’t think that addressing IPV should be part 
of the clinician’s role, and are reluctant to spend time 
and other resources in doing so.26, 27

Yet there is strong evidence to counter the belief 
that asking patients about IPV is futile and a waste 
of time. Victims have reported that they would dis-
cuss their experience with a health care provider if 
they were asked respectfully and treated in a non-
judgmental way.23, 28 Moreover, study findings have 
suggested that women will utilize resources, often 
successfully, when offered.7, 29 Indeed, Chang and col-
leagues found that expressions of concern and sup-
port from a health care provider were instrumental in 
changing how abused women saw themselves, lead-
ing them to “strive for safety and a better situation.”7

The United States Preventive Services Task Force 
(USPSTF),30, 31 the Institute of Medicine (now the 
Health and Medicine Division of the National Acad-
emies of Sciences, Engineering, and Medicine),32 and 
most major nursing and medical organizations rec-
ommend universal screening for IPV in health care 

settings.33-37 Despite this, routine screening for IPV re-
mains underused, with studies reporting screening rates 
ranging from 7% to 39%.9, 29, 38, 39 Health care providers 
have identified a number of barriers to screening, in-
cluding providers’ discomfort in asking women about 
IPV, providers’ knowledge deficits, and system prob-
lems.11, 40-43 Providers’ discomfort appears to be related 
both to their feeling that they don’t know how to ask 
and to their concerns about how their questions will 
be received by the women being asked. Lack of knowl-
edge includes familiarity with local resources and how 
or where to refer women who disclose abuse and an 
understanding of legal issues.11, 27, 41, 44 

METHODS
Design. This study used a descriptive survey of health 
care providers working in clinics in a rural setting. 
We used the definition of rural provided by the U.S. 
Office of Management and Budget (OMB), which is 
used by the Office of Rural Health Policy to deter-
mine eligibility for rural health grants.45-47 According 
to the OMB, an area is considered rural if it does 
not contain any core urbanized areas or “clusters.” 
(Core urbanized areas or clusters are defined as “a 
Census Bureau delineated urbanized area of at least 
50,000 population or a Census Bureau delineated 
urban cluster of at least 10,000 population.”47) 
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The study was conducted in three counties cover-
ing 4,378 square miles in the Adirondack Mountains 
region of northeastern New York State. According to 
the U.S. Census Bureau, more than 90% of the resi-
dents in the study region are white.48 The median ages 
in the three counties are 45, 46, and 52 years; 88% to 
91% of residents older than 25 years have at least a 
high school diploma and 24% to 28% have at least a 
bachelor’s degree. Between 2010 and 2014, across the 
three counties, the median annual household income 
ranged from $50,322 to $56,601.

Setting. The survey participants all worked at re-
gional health care centers that are part of an extensive, 
community-based, nonprofit network that provides 
care to a large underserved population. These centers 
provide urgent and primary adult and pediatric care 
to local residents and, during the summer and winter 
tourist seasons, to a large transient population. The 
network provides comprehensive services through 
both scheduled appointments and walk-in visits, offer-
ing diagnostic evaluations (including laboratory and 
radiologic testing); specialty care (including cardiology, 
orthopedics, mental health, obstetrics and gynecology, 
gastroenterology, otolaryngology, podiatry, and urol-
ogy); physical therapy; nutritional and dietary coun-
seling; and dentistry. Providers see more than 60,000 
patients annually, covering about 260,000 patient vis-
its. Many of these patients are uninsured, have limited 
financial resources, or lack access to care because of 
other constraints (such as lack of transportation).

Sample. The sample population was a conven-
ience sample of health care providers currently 
working for the health care network. There are ap-
proximately 200 providers in this network at any 
given time. Inclusion criteria were being an NP, RN, 
or LPN; or a physician, doctor of osteopathy, physi-
cian assistant (PA), social worker, psychologist, or 
psychiatrist; and providing care in one or more of the 
health centers serving the region. There were no ex-
clusion criteria.

We received ethical approval from the institutional 
review board (IRB) of New York University. The 
health care network did not have an IRB. Onsite per-
mission for the study was provided by the network’s 
chief medical officer, executive staff, and nursing lead-
ership.

Recruitment and consent. In April 2013, a facili-
tator at the health care network sent an advance no-
tice of the study to all providers via intranet e-mail 
three days before the survey link was made available. 
The next e-mail provided a direct link to the survey 
questionnaire, which was conducted via Qualtrics. 
Reminder e-mails were sent at one and four weeks 
after the survey was first made available, and these 
reminders also contained direct links to the survey. 
A final e-mail thanking respondents and reminding 
nonrespondents to participate was sent seven weeks 
after the survey was first sent. 

The first page of the survey included a statement 
indicating that completion of the survey implied in-
formed consent. The first page also stated the study’s 
purpose, gave background information about the re-
searchers, and explained how the study would be car-
ried out and how results would be used. The survey 
was anonymous and there were no expected risks to 
the respondents. No incentive was offered. 

Instrument. Data collection began in April 2013 
and ended in June 2013. We used a modified version 
of a survey developed and tested by Maiuro and col-
leagues that measures health care providers’ knowl-
edge, attitudes, beliefs, and self-reported behaviors 
about IPV.49 The tool was originally developed and 
tested with NPs, physicians, PAs, and medical assis-
tants and demonstrated good internal reliability and 
good criterion-related concurrent validity.

Our modified version covered six domains: “per-
ceived self-efficacy,” “system support,” “blame vic-
tim” (meaning attitudes of blaming the victim), 
“professional role resistance/fear of offending pa-
tient,” “victim/provider safety,” and “frequency of 
IPV inquiry.” The original instrument also included 
a section containing questions related to batterers; 
we omitted this section as not relevant to our survey. 
We also added 10 knowledge questions, taken from 
the Physician Readiness to Manage Intimate Part-
ner Violence Survey (PREMIS),50 that assess areas 
of knowledge not included in Maiuro and colleagues’ 
instrument. The PREMIS was tested initially with 
physicians and then with a group of medical, nursing, 
social work, and dental students, and demonstrated 
good reliability in both instances.50, 51 

Our survey thus consisted of a total of 41 items 
covering the categories of knowledge, attitudes, be-
liefs, and behaviors (questions were not grouped by 
category on the survey). It began with three back-
ground questions aimed at gauging the respondents’ 
knowledge about the prevalence of IPV in the area 
served by the network, the existence of a written IPV 
policy within the network, and the number of new 
IPV diagnoses the provider had identified in the past 
year. Thirteen questions assessed the providers’ knowl-
edge about IPV; these included two questions answer-
able using a 5-point Likert-type scale and 10 true or 
false statements, as well as a question about manda-
tory reporting. Six questions measured attitudes and 
were answerable using a 5-point Likert-type scale. 
Eleven questions assessed beliefs and were answerable 
using a 5-point Likert-type scale. For both the attitude 
and belief questions, mean scores above 2.5 reflected 
more favorable or objective attitudes or beliefs while 
those below 2.5 indicated less favorable or objective 
attitudes or beliefs. Eight questions assessed providers’ 
behaviors and sense of self-efficacy. Six of these were 
answerable via a 5-point Likert-type scale. One asked 
respondents to rate how often they asked about IPV 
when patients presented with certain conditions, six 
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of which are known to be associated with IPV and 
one that is not. And one asked respondents how con-
fident they felt asking about certain topics as part of 
the medical history. Mean scores above 2.5 in this cat-
egory indicated greater self-efficacy or behaviors more 
congruent with best practice in diagnosing and man-
aging IPV in clinical practice. 

We also included two open-ended questions re-
garding health care providers’ perceptions of local 
barriers to women seeking and obtaining help, and 
their perceptions about prevailing community views 
of IPV and women who experience IPV. Results of 
these open-ended questions are reported elsewhere. 

Data analysis. We performed descriptive and cor-
relational statistical analyses of the survey data using 
IBM SPSS Statistics for Windows, version 21, software. 
The descriptive analysis included frequency distribu-
tion, dispersion, and measures of central tendency, 
followed by correlational analyses. As noted above, 
after data collection was complete, we divided the sur-
vey questions into categories of knowledge, attitudes, 
beliefs, and behaviors, with a subsection under behav-
iors that focused on self-efficacy. There was no global 
score. 

Statistical analysis began with recoding of inversely 
worded Likert-type scale questions so that all higher 
numbers represented more favorable attributes or be-
liefs. Responses were then summed and a mean value 
calculated for each item as well as for each category 
(knowledge, attitudes, beliefs, and behaviors). Cross-
tabulation was done to determine if there were any 
associations among responses to individual items or 
categories. Testing for normal distribution was con-
ducted using Q-Q plots and histograms. Data for 
the demographic characteristics of age, sex, ethnic-
ity, practice roles, and years in practice were not 
normally distributed; thus we could not perform 
statistical analyses based on those variables to look 
at differences among the various groups.

RESULTS
Sample. One hundred and eight health care providers 
responded to the survey; of these, 93 surveys were 
completed and included in the analysis, for a response 
rate of about 47%. Of those respondents who identi-
fied their professional role, 56% identified as nursing 
staff (NPs, RNs, and LPNs), 33% as medical staff 
(physicians and PAs), 5% as unlicensed assistive per-
sonnel, and 6% as other. A majority of respondents 
were female (85%), white (99%), and between 30 
and 59 years of age (74%). Of the 52 providers who 
identified their area of specialization, family practice 
and primary care were the most represented areas 
(19 and 11 respondents, respectively), followed by 
urgent care (7 respondents). For more on participant 
demographics, see Table 1.

Background information. Respondents were asked 
about IPV prevalence in the health care network 

service area, and were given five choices ranging from 
“very rare (1/1,000)” to “very common (150/1,000).” 
Most respondents answered either that IPV was 
“somewhat common (50/1,000)” (45%) or that it 
was “rare (10/1,000)” (31%). Only one respondent 
thought IPV was “very common (150/1,000).”

A majority of respondents (53%) reported making 
one to five new diagnoses of IPV within the past year. 
Thirty-two percent reported making no new diagno-
ses; 11% reported making six to 10 new diagnoses; 
and 3% reported making 11 to 20. Only one respon-
dent reported identifying 21 or more new diagno-
ses. There was a weak positive correlation (r = 0.281; 
P = 0.006) between respondents’ answers regarding 
prevalence and the number of new diagnoses they 
reported making within the past year. 

A majority of respondents (68%) weren’t sure 
whether the health care network had written guide-
lines for the detection and management of IPV. An-
other 21% thought that it did, while 11% thought 
that it did not. 

Variable n %

Sex
 Female 
 Male

75
13

85
15

Age, years
 18–29
 30–39
 40–49
 50–59
 ≥ 60

12
20
20
26
11

13
22
22
29
12

Race/ethnicitya

 White
 Other 

86
1 

99
1

Current role/profession
 RN
 LPN
 NP 
 Physician
 Physician assistant
 Unlicensed assistive personnel
 Other 

17
23

7
13
14

4
5

20
28 

8
16 
17 

5
6

No. years in practice
 < 3
 3–5
 6–10
 11–15
 > 15 

19
20
12

8
28

22
23
14

9
32

aAll other categories of race/ethnicity = 0.
Because not all respondents answered all questions, the total n for a given variable may not 
sum to 93. Because of rounding, total % may not sum to 100.

Table 1. Participant Demographics
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Knowledge. In general, a high proportion of 
 respondents answered most knowledge questions 
correctly. There was some variation with regard to 
individual questions (for details, see Tables 2 and 3). 
The only statistically significant correlation was a 
weak negative correlation (r = −0.276, P = 0.011) be-
tween responses indicating that there could be good 
reasons for not leaving an abusive relationship and 
the number of new IPV diagnoses the provider re-
ported making within the past year.

With regard to mandatory reporting and IPV, 
the question with the highest percentage of incor-
rect answers was related to reporting when children 

are involved. Only 3% of respondents answered cor-
rectly that they were not mandated to do so. Most re-
spondents (85%) thought that if a child witnessed IPV, 
and even if that child wasn’t in immediate danger, they 
were mandated to report this to child protective ser-
vices; while 11% didn’t know. (Laws pertaining to 
mandated reporting of IPV vary from state to state. 
Some states mandate reporting of a child witnessing 
IPV, but New York State is not one of them.) 

In answering the remaining questions on what pro-
viders are required by New York State law to report, 
a large majority of respondents answered correctly 
that reporting is mandatory when IPV occurs in ado-
lescents (n = 75; 90%) or when a knife or gun is used 
(n = 65; 78%). A smaller majority answered correctly 
that reporting is mandatory when IPV occurs in peo-
ple over the age of 65 years (n = 57; 69%). About half 
of the respondents incorrectly answered that report-
ing is mandatory when IPV occurs in people ages 18 
to 65 years (n = 40; 48%) or when a bone is broken 
(n = 47; 57%). 

Of the knowledge questions, the true–false item 
“Alcohol consumption is the greatest single predictor 
of the likelihood of IPV” had the highest percentage 
of respondents who answered “don’t know” (40%).  

Survey Item n Mean SD 

IPV tends to become more frequent 
and severe over time.

93 4.06 0.91

Most victims report the abuse to 
their health care provider.

92 4.02 0.61

Table 2. Knowledge: Likert-Type Scale Items 

IPV = intimate partner violence.

Survey Item True False
Don’t 
Know n

%  
Correct

Alcohol consumption is the greatest single predictor of 
the likelihood of IPV. 

30√ 23 36 89 34

There are good reasons for not leaving an abusive 
relationship.

35√ 49 5 89 39

When asking patients about IPV, you should use 
the words “abused” or “battered.”

9 61√ 18 88 69

Being supportive of a patient’s choice to remain in a 
violent relationship would condone abuse.

21 53√ 15 89 60

Victims of IPV are able to make appropriate choices 
about how to handle their situation.

14√ 59 15 88 16

Health care providers should not pressure patients to 
acknowledge that they are living in an abusive situation.

37√ 30 20 87 43

Victims of IPV are at greater risk of injury when they 
leave the relationship.

48√ 28 12 88 55

Strangulation injuries are rare in cases of IPV. 1 62√ 24 87 71

Allowing partners or friends to be present during a 
patient’s history and physical exam ensures safety for 
an IPV victim.

3 74√ 11 88 84

Even if a child is not in immediate danger, providers are 
mandated to report an instance of a child witnessing 
IPV to Child Protective Services.

75 3√ 10 88 3

Table 3. Knowledge: True–False Items

IPV = intimate partner violence. √ indicates correct response.
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Those who answered true (the correct answer) or 
false were divided fairly evenly (34% and 26%, re-
spectively).

Attitudes. Most of the answers reflected positive 
attitudes toward IPV victims: the overall mean score 
for attitudes was 4.02 out of 5. The item with the 
lowest mean score (3.51) was the statement “The 
victim’s passive-dependent personality often leads to 
abuse.” The items with the highest mean scores were 
the statements “The victim has often done something 
to bring about violence in the relationship” (4.37; no 
respondents agreed with this statement); “When it 
comes to IPV, it usually ‘takes two to tango’” (4.25); 
and “A victim must be getting something out of the 
abusive relationship, or else she/he would leave” 
(4.15). (See Table 4. Results were coded to reflect the 
desired responses to questions; thus higher mean val-
ues reflect more congruency with accepted attitudes.) 
There were no statistically significant correlations be-
tween any of the attitude questions and the number 
of new IPV diagnoses respondents reported identi-
fying within the past year.

Beliefs. The overall mean score was 4.01 out of 5. 
The item with the lowest mean score (3.11) was the 
statement “The role of the health care provider is 
limited in being able to help victims of IPV.” The 
items with the highest mean scores (4.31 in each 
case) were the statements “The victim often does 
something (consciously or subconsciously) to con-
tribute to the violence,” “Asking patients about IPV 
is an invasion of their privacy,” and “It is demeaning 
to patients to ask them about abuse.” (See Table 5. 
Results were coded to reflect the desired responses to 
questions; thus higher mean values reflect more con-
gruency with accepted beliefs.)

There was a weak positive correlation (r = 0.214; 
P = 0.049) between responses agreeing with the state-
ment “By specifically asking about IPV, providers 
greatly increase their ability to identify victims” and 
the number of new diagnoses the provider reported 
making within the past year. A weak negative corre-
lation (r = −0.211; P = 0.049) was found between re-
sponses agreeing with the statement “Asking patients 
about IPV is an invasion of their privacy” and the 
number of new diagnoses of IPV the provider reported 
making within the past year. 

Survey Item n Mean SD 

A victim must be getting something out of the 
abusive relationship, or else she/he would leave.

93 4.15 1.01

Victims of abuse could leave the relationship if 
they wanted to. 

92 3.87 0.99

When it comes to IPV, it usually “takes two to 
tango.”

93 4.25 0.72

I have patients whose personalities cause 
them to be abused.

92 3.95 0.94

The victim’s passive-dependent personality 
often leads to abuse.

91 3.51 0.91

The victim has often done something to 
bring about violence in the relationship.

92 4.37 0.62

Table 4. Attitudes

IPV = intimate partner violence.
Results were coded to reflect the desired responses to questions; thus higher mean values 
reflect more congruency with accepted attitudes. 

Survey Item n Mean SD 

By specifically asking about IPV, providers greatly increase their ability to identify victims. 92 3.89 0.82

The role of the health care provider is limited in being able to help victims of IPV. 93 3.11 1.14

The victim often does something (consciously or subconsciously) to contribute to the violence. 92 4.31 0.88

There is nothing I can do to help the victim because she/he is unlikely to leave the relationship. 93 4.07 0.73

It is not my place to interfere with how a couple chooses to resolve conflicts. 92 4.14 0.94

Asking patients about IPV is an invasion of their privacy. 91 4.31 0.61

If patients do not reveal abuse to me, then they feel it is none of my business. 93 3.96 0.75

It is demeaning to patients to ask them about abuse. 93 4.31 0.61

If I ask non-abused patients about IPV they will get angry. 93 4.11 0.70

I think that investigating the underlying cause of a patient’s injury is part of medical care. 92 4.18 0.78

I can recognize victims of IPV by the way they behave. 91 3.71 0.83

Table 5. Beliefs

IPV = intimate partner violence.
Results were coded to reflect the desired responses to questions; thus higher mean values reflect more congruency with accepted beliefs. 
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Behaviors included both actual practice behaviors 
and perceived self-efficacy in managing patients with 
IPV. Practice behaviors were assessed with four items 
(see Tables 6 and 7). These were answerable using 
a Likert-type scale ranging from 1 to 5, with higher 
scores indicating behaviors more congruent with best 
practice. Respondents indicated a degree of agree-
ment or disagreement with the statements “I don’t 
have time to ask about IPV in my practice,” “The best 
approach to questioning about IPV is to routinely ask 
all patients,” and “I’m concerned I will offend the 
patient if I ask about IPV.” The mean score for re-
sponses to each question was 3.94, 3.98, and 3.90, 
respectively. 

The fourth question asked respondents to indicate 
how often they asked about IPV when patients pre-
sented with any of seven conditions within the past 
three months. These conditions included injuries, 
chronic pelvic pain, irritable bowel syndrome (IBS), 
headaches, depression/anxiety, hypertension, and eat-
ing disorders; all except hypertension are known to be 
associated with IPV. A mean score of 4 or above indi-
cated that respondents routinely asked such patients 
about IPV. When hypertension was removed from 
the summation, the overall mean score was 2.29. 

For individual conditions, mean scores ranged from 
a low of 1.78 for IBS to a high of 2.83 for injuries, in-
dicating that the respondents did not routinely screen 
for IPV in patients with these conditions. There were 
no statistically significant correlations between any of 
these variables and the number of new IPV diagno-
ses respondents reported making. 

Four survey items assessed respondents’ self- 
efficacy when addressing IPV (see Tables 8 and 9). 
Three Likert-type scale statements assessed their con-
fidence in asking about IPV and responding to pa-
tients who are victims. The overall mean score for 
these questions was 3.52, indicating a moderate level 
of confidence. The fourth item asked respondents how 
confident they felt in asking patients about smoking, 
alcohol use, illegal drug use, sexual orientation, emo-
tional abuse, physical abuse, and use or possession of 
firearms as part of the medical history. Emotional and 
physical abuse received the lowest scores (3.93 and 
3.96, respectively) while the highest score was for 
smoking (4.98) followed by alcohol use (4.82). 

There was a weak negative correlation between 
responses agreeing with the statement “I don’t have 
time to ask about IPV in my practice” and the num-
ber of new IPV diagnoses a provider reported making 
within the past year (r = −0.231, P = 0.031). There 
were weak positive correlations between the num-
ber of new IPV diagnoses providers reported mak-
ing within the past year and both responses agreeing 
with the statement “If I find a patient who is a victim, 
I know what to do” (r = 0.231, P = 0.03) and re-
sponses agreeing with the statement “There are strat-
egies I can use to help victims of IPV change their 
situations” (r = 0.243, P = 0.023). 

DISCUSSION 
In general, survey respondents demonstrated good 
overall knowledge about IPV, judicious attitudes to-
ward victims, and beliefs congruent with the available 

Survey Item n Mean SD

I don’t have time to ask about IPV in my 
practice.

90 3.94 0.84

The best approach to questioning 
about IPV is to routinely ask all patients.

92 3.98 1.00

I’m concerned I will offend the patient if 
I ask about IPV.

91 3.90 0.91

IPV = intimate partner violence.

Table 6. Practice Behaviors 

Condition n Never Seldom Sometimes
Nearly 
Always Always Mean

Injuries 69 13 15 22 9 10 2.83

Chronic pelvic pain 57 22 14 12 5 4 2.21

Irritable bowel syndrome 65 35 13 14 2 1 1.78

Headaches 72 33 18 16 3 2 1.93

Depression/anxiety 73 20 17 17 11 8 2.59

Hypertension 69 45 10 9 4 1 1.64

Eating disorders 64 23 13 15 4 9 2.42

Table 7. Practice Behaviors: ‘In the Past Three Months, When Seeing Someone with the Following Condi-
tions, How Often Have You Asked Them About the Possibility of IPV?’

IPV = intimate partner violence.
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evidence relevant to IPV. This result is in contrast 
to those of earlier studies, which consistently found 
that health care providers lacked knowledge about 
IPV; continued to believe common myths about IPV; 
and had attitudes about IPV that were characterized 
by frustration, condescension, anger, and helpless-
ness.9, 11, 38, 39, 52 One recent study of 200 medical stu-
dents and surgical residents used a modified survey 
instrument that, like ours, was based on the one de-
veloped by Maiuro and colleagues.10 The researchers 
found that respondents had “multiple misperceptions 
about IPV” and expressed discomfort with the sub-
ject, although most felt that identification of victims 
was an important part of their practice.

In our study, areas where respondents’ knowledge 
was lacking included the prevalence of IPV, the higher 
risk of injury faced by women who leave their abus-
ers, the ability of women to make appropriate choices 
about their situations, and what actions to take if 
someone discloses abuse. The overall prevalence of 
IPV in this country has been estimated at 36%2; thus 
the best answer to our question regarding prevalence 
in the network service area is “very common.” Yet 
only one respondent chose that answer; most chose 
“somewhat common” (45%), followed by “rare” 
(31%). This is consistent with previous study find-
ings indicating a lack of recognition regarding the 
extent of IPV.42, 53 This knowledge gap is important be-
cause it may affect screening behaviors. In our study, 
there was a weak association (r = 0.281; P = 0.006) 
between respondents’ answers regarding prevalence 
and the number of new diagnoses they reported mak-
ing within the past year. It stands to reason that pro-
viders will screen more frequently for problems they 
believe are common than for those they believe are 
uncommon, so ensuring that providers have accu-
rate information about IPV prevalence has impor-
tant implications for screening rates. 

Only about half of the respondents knew that 
women are at a greater risk for injury after they 
leave an abusive relationship. Indeed, the risk of 
femicide has been estimated at three to five times 
greater when women leave such relationships.54 
It’s essential that providers be aware of this when 
they counsel women—especially when encourag-
ing them to leave. Findings from a recent qualita-
tive study that examined discussions women had 
about IPV with their health care providers suggest 
that this knowledge gap may be common.8 In that 
study, 71% of the participants who disclosed IPV 
reported that their provider wanted them to leave 
the relationship, yet only 31% reported that their 
provider talked to them about safety planning. 
 Understanding the risks that women who leave 
their abusers face might also help allay some of the 
frustration and anger providers feel when women 
don’t leave, allowing them to better support those 
patients. 

Very few respondents (16%) thought that women 
are able to make appropriate choices about how to 
handle their situation. But research indicates that 
women are often “impressive predictors of their own 
risk” and may assess their risk more accurately than 
some risk assessment tools.54 Moreover, it’s widely 
recognized that most abused women are actively en-
gaged in protecting themselves and their children.7, 55-59 
The belief that women can’t make appropriate choices 
is not merely inaccurate; it also disempowers women 
and replicates the patriarchal attitudes that abused 
women are trying to escape. 

Respondents reported only a moderate level of 
confidence in both their ability to know what to do 
when someone discloses abuse (mean score, 3.54) 
and in having strategies to help women (mean score, 
3.48). Lack of knowledge about what to do when 
someone discloses abuse is one of the primary rea-
sons providers are uncomfortable asking about IPV.43 
This can result in a failure to provide services. In one 
study that looked at IPV across medical specialties, 
only 62% of women who disclosed IPV to a provider 
received help in obtaining services.60 Such results are 
of concern, given the risks inherent in disclosure to a 
woman’s safety and the importance of resources to 
her decision to leave an abusive relationship.23, 26, 57, 61, 62 

Survey Item n Mean SD 

If I find a patient who is a victim, I know 
what to do.

93 3.54 0.97

I know how to ask about the possibility 
of IPV.

92 3.55 0.98

There are strategies I can use to help 
victims of IPV change their situations.

91 3.48 0.77

Table 8. Self-Efficacy 

IPV = intimate partner violence.

Topic n Mean SD 

Smoking 91 4.98 0.61

Alcohol use 91 4.82 0.68

Illegal drug use 91 4.77 0.78

Sexual orientation 90 4.03 1.35

Emotional abuse 91 3.93 1.30

Physical abuse 90 3.96 1.28

Use/possession of firearms 91 4.12 1.40

Table 9. Self-Efficacy: ‘How Confident Do You Feel Asking About the 
Following Topics as Part of the Medical History?’
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Most respondents (85%) believed that they are 
mandated to report IPV when a child witnesses IPV, 
even if the child is in no immediate danger. In New 
York State, where these providers practice, this is not 
the case. And almost half of the respondents mistak-
enly thought they are mandated to report IPV when it 
occurs in people ages 18 to 65 years or in cases when 
a bone is broken. As noted above, some states do 
mandate that health care providers report IPV, but 
the conditions requiring such reporting vary across 
states. 

Most respondents reported feeling moderately 
comfortable asking about IPV when taking a history. 
But when given a list of specific topics, they were the 
least comfortable asking about emotional and physi-
cal abuse. They were more comfortable asking about 
other potentially sensitive topics, including illegal 
drug use, sexual orientation, and use or possession 
of firearms. This finding is consistent with those of 
other studies showing that health care providers (in-
cluding physicians, RNs, NPs, LPNs, and nurse mid-
wives) were more comfortable asking about alcohol 
use, smoking, illegal drug use, firearms, and sexual 
orientation than about IPV.42, 52 

An encouraging finding of our study was that, 
for both attitudes and beliefs, the overall mean scores 
were high (4.02 and 4.01, respectively), indicating 
strong positivity. This is in contrast to results from 
earlier studies, which often found that health care 
providers had negative attitudes and beliefs.25, 26, 63-65 
Our finding may be one result of the aforementioned 
increased attention to IPV, both in the news media18-21 
and through IPV-related educational campaigns (such 
as the National Coalition Against Domestic Violence’s 
Take a Stand [www.ncadv.org/takeastand] and No-
More.org’s campaigns [http://nomore.org/about], 
among others); or to increased efforts by health care 
organizations to screen women for IPV in order to 
meet Joint Commission standards.22 It may also be a 
reflection of the kind of person who chooses to prac-
tice in an underserved area, for generally lower mone-
tary rewards and less prestige.

Limitations. This study was conducted with a 
sample of health care providers who choose to work 
in an underserved rural area; they may not be repre-
sentative of providers in general. Furthermore, we 
used a small convenience sample from one rural 
 (albeit large) health care network from one region 
of New York State; the survey results may not be 

generalizable to other populations or regions of the 
country. With one exception, the respondents self-
identified as white; thus our findings may not reflect 
the knowledge, attitudes, beliefs, and behaviors of 
a more diverse population. Because we modified the 
survey instrument developed by Maiuro and col-
leagues by adding 10 items from the PREMIS, there 
may be issues with its reliability and validity. Also, 
the original instruments were tested among practic-
ing physicians; practicing NPs; and nursing, medi-
cal, social work, and dental students; our study 
sample represented a number of different health 
care roles. 

PRACTICE IMPLICATIONS
Our study found that most respondents didn’t know 
whether their facility had a formal, written policy on 
IPV (at the time of the study, the health care network 
did not). Developing an IPV policy that states clear 
goals and outlines procedures for managing these pa-
tients may reduce providers’ discomfort and increase 
the identification of IPV victims and their subsequent 
referral to appropriate services. Health care organiza-
tions must also communicate such policies to staff 
during orientation programs and through continuing 
education. 

Knowledge deficits persist, and it’s vital that health 
care organizations provide IPV-related education for 
all staff, particularly with regard to the complexity of 
IPV, the decision-making process involved in leaving 
an abuser, and the possible consequences a woman 
faces in doing so. Such education must begin well be-
fore licensure and employment, as part of the curri-
cula of all medical and nursing programs. The World 
Health Organization (WHO) strongly recommends 
that all health care providers receive “training at pre-
qualification level in first-line support for women who 
have experienced intimate partner violence and sexual 
assault,” and in-service education for all those who 
provide care to women.66 Integrating IPV-related edu-
cation into the curricula will yield nurses and physi-
cians who recognize the importance of screening and 
who have the knowledge and skills to care for people 
affected by IPV.

Broadening the scope of education to include IPV 
will also serve to familiarize providers with the appli-
cable state regulations about mandated reporting. In 
our study, this was the area in which respondents 
showed the greatest knowledge deficit. Mandated re-
porting of IPV by health care providers is not recom-
mended by the WHO; nor do many women who 
experience IPV support it.66 Providers should offer to 
report an IPV episode—and should respect the wom-
an’s decision either way. Safety must always be the first 
priority. Regardless of whether the woman chooses to 
report or not, accurate documentation of the episode 
in the medical record, including photographs of any 
visible injuries, is imperative. 

The belief that women can’t make 

appropriate choices disempowers women. 

http://www.ncadv.org/takeastand
http://nomore.org/about
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The laws regarding mandated reporting differ 
from state to state, and this is problematic. It makes 
the “official” approach to IPV seem arbitrary, con-
fuses providers, and complicates care. Varying IPV 
policies and regulations at state and local levels also 
make it easier for local organizational influence and 
individual bias to operate within the judicial system. 
The creation of a clear national policy on IPV would 
help curtail such practices, as well as increase public 
awareness and promote funding for research.

Given that interactions with health care provid-
ers can significantly alter the lives of women who 
are experiencing abuse,7, 8 having an accurate under-
standing of providers’ current attitudes and beliefs is 
crucial. Further research in other settings (including 
urban settings) and geographic areas and with more 
racially and ethnically diverse samples will help to 
determine whether the more positive findings in this 
study reflect an overall shift in providers’ attitudes 
and beliefs.

Future research must also focus on interventions 
that will improve providers’ ability to identify women 
who are experiencing IPV and to manage their care. 
In particular, research that develops and tests inter-
ventions in both educational and practice settings is 
needed to ensure that providers have the requisite 
knowledge and resources. Studies of the effectiveness 
of strategies aimed at increasing providers’ comfort 
and skills in screening for and responding to IPV are 
also warranted.

Individual providers must examine their own IPV-
related knowledge, attitudes, beliefs, and resultant be-
haviors. They must take responsibility for obtaining 
information about available resources and for educat-
ing themselves about what to do when a woman dis-
closes abuse. Those in leadership positions should 
make sure that all staff are educated about IPV and 
are familiar with the organization’s IPV-related poli-
cies, and should offer all necessary support. Informa-
tion about such policies and local resources, including 
shelters, social services, law enforcement, and advo-
cacy groups, should be easily accessible to all staff (for 
example, via the organization’s intranet). 

CONCLUSION
The results of this study were largely encouraging with 
regard to the IPV-related knowledge, attitudes, beliefs, 
and behaviors of health care providers. But there were 
still troubling knowledge and practice gaps. Preparing 
providers such that they can deliver compassionate, 
effective care to women who experience IPV is crucial 
for the health and well-being of women and families, 
regardless of where they live. ▼
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