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Abstract: Despite the Australian Government’s attempts to reduce domestic violence (DV) incidences,
impediments within the social and health systems, and current interventions designed to identify DV victims
may be contributing to female victims’ reluctance to disclose DV experiences to their primary healthcare
providers. This scoping review aimed to provide the state of evidence regarding reluctance to reveal DV
incidents, symptoms and comorbidities patients present to healthcare providers, current detection systems and
interventions in clinical settings, and recommendations to generate more effective responses to DV. Findings
revealed that female victims are reluctant to reveal DV because they do not trust or believe that general
practitioners can help them to solve the issue, they do not acknowledge they are in an abusive relationship,
and are unaware that they are, or had been, victims of DV. The most common symptoms and comorbidities
victims present with are sleep difficulties, substance use, and anxiety. Not all GPs are equipped with
knowledge about comorbidities signaling cases of DV. DV screening programs are the most prominent
intervention type within Australian primary health services and are currently not sufficiently nuanced nor
sensitive to screen with accuracy. Finally, this scoping review provides formative evidence that in order for
more accurate and reliable data regarding disclosure in healthcare settings to be collected, gender power
imbalances in the health workforce be redressed, and advocacy of gender equality and the change of social
structures in both Australia and New Zealand remain the focus of reducing DV in these countries.

Keywords: domestic violence; primary healthcare; general practitioners; female victims; nurses and
midwives

1. Introduction

Domestic violence (DV) is characterised as a series of behaviours used by a perpetrator to obtain
or maintain power and authority over an intimate partner in any relationship, as well as over children
and/or siblings with whom they share a similar household or a domestic relationship [1,2]. The most
prominent forms of gender-based violence are intimate partner violence, rape, sexual assault and
stalking [3]. DV is regarded as a violation of women's rights and has emerged as a major and urgent
public health issue [7-10]. Eradicating violence against women was included in the United Nations’
Millennium Development Goals (in 2000) as well as in the Sustainable Development Goal 5 (Gender
Equality) (in 2015) [8,11].

Extant findings demonstrate that DV adversely affects women’s health, overall functioning and
well-being — in the short and/or the long term (e.g., quality of life) [7-14]. According to the US
Department of Health and Human Services (USDHHS) [15], short-term impacts of DV include
injuries, bleeding, miscarriages, unplanned pregnancies, sexually transmitted infections and
insomnia. The USDHHS [15] further states that the long-term effects of DV include arthritis, asthma,
sleeping problems, migraines, headaches, stress, depression and chronic pain. Furthermore, the
immediate and ongoing impacts of DV on women's health have been identified in a variety of areas,
including mental health issues and physical damage, such as bruises, cuts, teeth and gum damage,
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skin lesions, stillbirths and head injuries. Studies reveal the signs of DV perpetration include harmful
behaviours against children and pets, as well as the use of unsafe driving to instil fear and coercion
[4-6].

Among these complications, the most concerns expressed by Australian women were mental
well-being issues [3,13]. DV is significantly associated with mental health disorders) and is a leading
cause of death, disability or illness [3,16]. Additionally, DV impacts individuals’ financial status and
contributes to poverty, especially homelessness. According to Dillon et al. [17], there is an increasing
correlation between DV and homelessness, particularly among women and children. This evidence
corroborates with Mission Australia [18], which stated that in 2018 and 2019, 80,000 women sought
professional homelessness support services.

1.1. Prevalence of DV in Australia

Although DV is regarded as a critical national health and welfare issue [19] and the most
unspeakable crime in Australia [9], there has been an unprecedented rise in violence and harassment
against women over the last three decades [3,20]. According to the Australian Bureau of Statistics
Personal Safety Survey 2016, an estimated one in six women (over the age of 15) experienced sexual
or physical violence from a current or former cohabiting partner, with women being were more likely
to encounter violence from a known individual and in their home [20,21]. Nevertheless, the
magnitude of DV incidence remains unknown [22].

Between 2014 and 2015, a woman was killed every nine days by her intimate partner in Australia
[19]. In 2017, more than 11,000 women between the age of 15 and 34 experienced DV or sexual
harassment [19]. Women are more likely to become victims during their reproductive years [23-25].
According to Gartland et al. [24], 20-30% of women suffered physical or mental abuse 1-4 years
postpartum. A meta-synthesis study reveals that women aged 45 and above are also at risk of family
violence, which may lead to the risk of homelessness in old age [9,26]. There is also a higher risk of
family and DV during major crises, such as epidemics and natural disasters [27,28]. Moreover,
increases in the number of DV incidents, as well as the frequency of victims visiting primary
healthcare services, intensifies the burden on medical practitioners and frontline healthcare providers
[29].

The Australian Government and healthcare sector, both at federal and state levels, are striving
to take immediate and decisive action on behalf of victims [30-32]. As a widespread service provider,
the healthcare sector can provide high-quality health care and ensure supportive environments are
in place both to enable victims to disclose DV lived experiences and to help victims and survivors
overcome the issues [33,34]. Despite these efforts, numerous impediments remain within the current
settings (both health and social systems) and interventions [12,35). These impediments may lead
female victims to be reluctant in disclosing their lived experiences of DV to primary healthcare
workers or general practitioners (GPs) [12].

While the devastating impact of DV on women and those that they care for is well documented,
and the extent of the problem across both Australia and New Zealand carefully tracked, the
phenomenon cannot be either accurately measured nor treated if women remain reluctant to disclose
the problem to frontline healthcare providers. Further, while community workers in the DV space
tend to be the ‘safe spaces’ female DV sufferers go to for assistance, there is a call for greater trust
building amongst these same women and GPs in particular. Further, there is an established need for
clinicians to be better trained at detecting reluctance to share DV experiences with them in private
appointments. This scoping review aimed to collate the relevant literature in a bid to generate a
cohesive, evidence-based narrative around barriers to reporting DV within clinical settings in a bid
to provide this information to those who need it most.

We aimed to to provide an updated and focused review of the barriers female victims face in
revealing DV experiences to primary healthcare professionals in the clinical setting and private
appointments with GPs. This review generated a summary of (i) the reasons why DV victims do not
disclose to GPs and primary healthcare professionals, (ii) symptoms and comorbidities patients
present to healthcare providers, (iii) current detection approaches and quality of interventions in the
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clinical setting, and (iv) finally provides recommendations to generate more effective responses to
DV to clinicians specifically.

2. Materials and Methods

2.1. Scoping Review Research Question

This study aims to answer the following research questions: (i) What are the reasons DV victims
do not disclose to GPs and primary healthcare professionals? (ii) What are the comorbidities that DV
patients present with? (iii) what are the current methods of detection and interventions in clinical
settings. The objective was to combine the findings to provide recommendations for both researchers
and clinicians regarding more effective responses to DV.

2.2. Data Sources and Search Strategy

A scoping methodology was used to conduct the review and identify the results. Several search
strategies were developed during the process to identify the relevant studies. Four primary databases
were used, including CINHAL (nursing and allied health database), PsycINFO, Embase and
PubMed. The term 'domestic violence' was mainly used to identify articles using the synonyms of
'family violence', 'intimate partner violence', 'battered women', and 'domestic violence victims'. The
phrase ‘domestic violence” and its synonyms (with a truncation mark) was used along with phrases
such as 'barriers to express', 'barriers to reveal', 'enablers to reveal' and 'motivations to reveal' to
identify the relevant articles. Boolean operators were used to expand the results.

2.3. Eligibility Criteria

This scoping review included all study designs, including qualitative, quantitative and mixed-
method studies. It focused on Australian and New Zealand studies., given that New Zealand has a
similar public health service to Australia. Only full-text articles in English were considered and
included in the review.

2.4. Exclusion Criteria

All editorials, letters to the editor, newspaper articles, thesis reviews, dissertations and articles
from low- and middle-income countries were excluded from the scoping review. Additionally,
studies that discussed substance use and DV and postpartum depression and DV were not
considered. Figure 1 displays the process used, including the inclusion and exclusion criteria.
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Figure 1. The flow diagram for the selection process and reasons for exclusion of studies.
3. Results

3.1. Why DV Victims Do Not Disclose to GPs and Other Primary Health Professionals

GPs are the primary healthcare workers who identify DV most frequently during private
appointments through assessments and diagnostic processes [36]. There is still much debate and
discussion about who discloses (both voluntarily and unwillingly) DV experiences to GPs and reports
DV side effects (e.g., addictions, insomnia and wounds in various stages of health) but not the abuse
itself [36-38]. Studies by O' Doherty et al. [35], Meuleners et al. [22] and Hegarty et al. [12] report that
most DV victims do not trust their GPs as a professional to whom to report DV experiences, related
illnesses and injuries. Further, victims do not accept their GPs as a solution to solve DV-related issues
[22,35,39]. Generally, DV victims have reported that they view GPs solely as clinical health
practitioners, rather than as counsellors or professional supporters to whom they would reveal such
violence [35]. Hence, most victims seek GPs only to treat their injury, wounds or physical harm; they
do not want to obtain psychological or social support [22].

Victims also do not report these injuries as DV cases or as part of the abuse to their GPs. DV
victims are more likely to report injuries or physical harm as accidents or falls rather than abuse [40].
The critical case is that abused women do not like to acknowledge that they are in an abusive
relationship and are or had been victims of DV [35,40,41]. Some women were unaware that they had
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become a victim of a perpetrator or that the violence was part of the DV phenomenon [12,40].
Consequently, despite being able to recognise DV symptoms, it is a complex and difficult task for
primary healthcare providers to provide support to victims who do not recognise and acknowledge
that they are in unhealthy relationships and are at risk of ongoing and worsening abuse [40]. Overall,
there is a significantly low rate of DV disclosure to GPs during clinical appointments; even when DV
is identified, it remains challenging to discuss with the victims and even more difficult to intervene
with sustained success [20,37-39,41].

3.2. What Symptoms and Comorbidities do Patients Present to Healthcare Providers?

Evidence shows the prevalence of DV is common among women who visit GPs [37,41-43].
However, women tend not to present their DV experiences or symptoms as symptoms of abuse,
whether directly or overtly. Instead, the DV experiences were made visible through many other
indirect ways. The most common visible ways of DV and family violence symptoms being reported
to GPs include minor injuries at different stages of healing, sleeping issues, low self-esteem and other
mental health problems [7,12,44].

Sleep difficulty is one of the most common problems among women who experience acts of
violence [44-46]. However, this symptom is often associated with other women’s health issues, thus
making it difficult to ascertain whether or not women are experiencing violence, assault or abuse.
Many women who suffer from DV request prescriptions for sleep medication with synchronous
symptoms of depression, anxiety and a desire or compulsion to self-harm [44]. It is challenging for
GPs to initiate conversations about violence that women may face from their partner [44].

Mental health issues or psychological factors are a key symptom raised during GPs visits by
women who experience DV [35,44,47]. Most DV victims, whether they identify as such or not, attend
their general practice regularly with comorbidities of mental and physical health issues [7,12,48].
Included studies reveal that female DV victims experience numerous mental health problems
[3,23,35,47,49]. Generally, DV victims have very poor mental health and struggle to cope or function
in everyday life [3,7,12]. Victims’ poor emotional well-being has a significant impact on their decision-
making processes. For example, women visit GPs in a state of panic or anxiety, often having trouble
communicating clearly at these times [35,47]. Women frequently want to seek professional support,
yet they attempt to avoid doing so by convincing themselves that other people would perceive them
as bad wives or partners [23,35]. Some women tend to think that they can manage the DV situations
by themselves; others think that the situations are temporary and will eventually resolve themselves,
or that their abuser was going through a ‘bad phase’ or having a bad day [23,35]. Some victims “Dr
shop” to avoid disclosing the real cause of their injuries and illnesses by seeing multiple GPs for a
particular incident [22]. These mental factors often compound within the victims, thus preventing
them from revealing their DV experiences.

Fear is a highly common characteristics among patients who visit GPs and other health services
as the result of DV [7,12,49]. It has long been established that fear is a key barrier for women
communicating abuse to primary healthcare providers [40]. Many women are unwilling to report
what has happened, and most victims attempt to minimise the harmful incident [40]. Fears identified
include fear of consequences from their partner, fear of more violence, fear of losing their partner and
fear that they will not be believed [12,49].

Fear is a common psychological factor that patients experiencing DV exhibit, and while some of
the causes of fear have been noted, an additional fear pertains to financial dependency [12].
According to the literature, victims’ financial situation is a crucial deciding factor in their willingness
or confidence to report abuse [23,40,47]. Women who are financially dependent on their partners are
afraid that they will be unable to survive without a source of income. Many abusers will work to
ensure financial dependency as part of their abuse, coercion and control strategies. The abusers may
do this directly by not allowing their partner to work, damaging their chances of working, or
forbidding contraception so that unplanned pregnancies make continued employment difficult [50-
52]. Women's income and motherhood status are also factors that prevented them from reporting the
abuse to GPs or even leaving their partners [40,47].
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3.3. Detection and Intervention in the Clinical Setting

The majority of female psychiatrists revealed that dealing with DV was not their responsibility
or obligation [49]. DV is an issue that community health workers should handle rather than primary
healthcare professionals or psychiatrists [49]. Male psychiatrists indicated that psychiatrists did not
assist in identifying DV victims, but the appointment of a specific staff member would [49]. In
addition, male psychiatrists reported that listening to, treating and dealing with female DV victims
was a difficult and uncomfortable job because they felt guilty about the situations of their female
patients [9,49].

GPs centres, in theory, are intended to provide a safe and confidential way to disclose violence
and abuse incidents [53]. These settings have unique characteristics for early abuse identification and
are equipped in many ways to prevent DV through effective interventions and referral mechanisms
[41]. Patient awareness of their GP’s availability, their trust in the healthcare practitioners, and the
potential feelings of comfortableness are the advantages of these settings as areas with great potential
for effective DV intervention [41,53]. Evidence shows that a patient’s trust in GPs and GP centres is
higher than in other types of primary health service providers. Patients also intended to use GP
services more regularly than other types of health and social services, making them potent contact
points for initiating DV conversations, such as what DV is and how to get help to escape abuse [12].
For these reasons, these clinical settings have been recognised as potentially efficacious settings for
DV screening and identifying interventions [35]. Many health professionals and health organisations
recommend screening programs as an early-stage intervention method for readdressing and
stopping DV and family violence [7,12,54,55].

The WEAVE randomised control trial (RCT) was one of the first studies to evaluate a DV
screening-related program among women, with implications and suggested potential improvements
for GP-based interventions [12,35,39]. The study helped to identify several ways of screening
implementation and aiding effective intervention [35,39]. In addition, the MOVE study was the first
RCT to determine the effectiveness of identifying intimate partner violence in a community-based
nursing setting [32,56]. The MOVE was an intervention with a resource guide about intimate partner
violence [32]. This study can be considered an effective step because it provided health practitioners
in the clinical setting with relevant resources. According to the final MOVE intervention, the final
results had no impact on regular reporting of DV cases or screening in referrals [32]. On the one hand,
findings showed the same participants were involved in the intervention as a negative impact and
noted a significant increase only in safety planning as a positive impact [32]. However, the study shed
new light on self-completion checklists, which were effective in the clinical setting and contributed
to a slight difference in establishing pathways to discuss DV experiences [32]. Overall, nursing-based
models have proven to be effective in primary healthcare settings. However, the interventions or
screening programs are required to be consistent with a victim’s safety planning, rather than simply
asking direct questions to detect DV or family violence [32]. Safety of the victims who disclose abuse
remains paramount during any screening or intervention activity, regardless of its point of
administration or delivery [32].

Primary health professionals utilise numerous screening tools. The most popular screening tools
are Hurt, Insult, Threaten and Scream [57]. Generally, this involves the screener asking the primary
health service user questions during a screening process [35,58,59]. The screener has the opportunity
to identify DV victims if they reveal their real condition, but most of the time, the victims do not do
so [58,60]. In addition to the basic screening tools, brief health screening items, written or electronic
identification methods, and in-person meetings have been reviewed and recognised as effective tools
for reaching out to DV victims [37,56]. Risk assessment is another way of identifying family violence.
It is mandatory in most primary health settings to implement a screening process before conducting
a risk assessment [59]. During the risk assessment process, practitioners have the opportunity to ask
more detailed questions [12]. Routine screening is another common strategy used in the primary
healthcare setting [32,37]. Routine screening includes regular physical examinations check-ups for
skin conditions, sexually transmitted diseases, and the eyes, as well as blood pressure levels [61].
Another approach that has shown some success in assisting women suffering from abuse is the 'case
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finding' or inquiry approach [32]. The case finding approach can be applied in to any DV situation,
but healthcare workers should have relevant training to handle cases [32]. Social work professionals
are more likely to use the case finding approach, and in this scenario public health professionals must
work together with them. This method can map out victims’ personal experience in analysing DV
situations [62-64].

Unfortunately, the reality at the pragmatic level differs from the theory [58,60,65]. Various
complications have been found in screening programs, though screening is considered as a
recognised way of identifying and preventing individuals from becoming victims or perpetrators.
Moreover, screening for complex social phenomena in GP centres demonstrates a very low or limited
data yield overall [32,37,56].

The screening process has several issues that needed to be rectified by the responsible
authorities. Common claims include not interviewing in a private setting or space, having too many
staff members involved in the screening process, the screener not being the same gender or race as
the victims, the presence of the victim's partner, and age gaps between the victim and screener
[58,60,65]. However, there is currently insufficient data or evidence to draw decisive conclusions
about the effectiveness and potential for screening DV within GP practices and clinics [58,60,65]. The
quality and outcome of DV screening programs and intervention processes depend on the timing
and nature of the delivery of the questions by the healthcare provider to the patient [56].

Research has highlighted the complications and barriers to successful DV intervention and
screening by GPs [7,35,37]. Firstly, the research acknowledges how profound the breakthrough can
be for the patients and women who were disclosing their experiences for the first time. Due to the
various reasons and fears that prevent women from revealing their living conditions, a GP’s chances
of detection remain low overall. Establishing the necessary trust to reveal such experiences was
profound and difficult for any health service provider to achieve [35,37]. Secondly, to be effective and
safe, GP-based interventions in primary care settings should consider the different types and severity
of abuse faced by women [12]. A common or universal general intervention is not feasible for the
whole target population who have experienced DV. Nuanced responses and referrals are required to
make discerning insights about the specific type of treatment and support the best matches that
experiences of each unique woman. Thirdly, there are still concerns that GP-based screenings and
individual case data collection efforts do not always provide a complete and accurate account of the
specific characteristics of the type and severity of harm [12]. One of the most frequently used data
collection methods, self-reporting, has been discovered to have an inherent bias [7,12]. Response bias
is a general complication within this type of data collection method [7,66]. Addressing all the
characteristics of this highly diverse and vulnerable target population through a GP centre or
individual clinic visits alone is a daunting and complex goal to achieve [35]. More research is needed
on screening tools and strategies for the timing and nature of their delivery and administration if GPs
are to achieve greater success in their efforts to assist victims and survivors to escape and fully recover
from DV [39].

Finally, screening as an intervention tool for identifying DV remains questionable. It has several
biases when used in the primary healthcare setting. It is therefore worthwhile considering what is
needed to generate more effective responses to DV in the primary healthcare setting.

3.4. What is Needed to Generate more Effective Responses to DV in Primary Healthcare Settings?

The literature widely acknowledges that improvements in the primary healthcare setting are
much needed if they are to be better and more trusted places for victims of DV and other domestic
abuse to seek assistance [41,43]. Beyond the internal reviews, evaluations of the screening tools and
an increased capacity for GPs to be able to respond to patients suffering from DV are needed. DV
experts and other community health service providers have weighed in to provide insights into how
primary healthcare providers can better respond to this highly sensitive, diverse and complex social
phenomenon.

When considering the macro level of the healthcare setting, one meaningful suggestion is that
feminist-driven approaches need to be implemented in a primary healthcare setting to tackle gender
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imbalances in the clinical health context [67]. Literature suggests DV is a highly cultural and gendered
issue that can be seen in many social structures [69]. This significant debate concerning power
imbalances also exists in the primary healthcare setting and is rarely questioned by the responsible
parties sitting upstream [68]. Gender inequality is considered as one of the key indicators in the
primary healthcare setting that prevents effective decision-making for female DV victims [70].
Moreover, male dominance in the health sector is more likely to provide women with equal
opportunities rather than equal rights, which can significantly impact victims or patients when they
reveal their DV experiences [70]. However, male dominance and their hyper-masculine behaviour
towards female victims compels victims to be male perpetrators’ perpetual bait [69-71]. These
changes should occur at the ecological level, and they must be addressed for the overall well-being
of women.

Female patients who visit GPs with DV comorbidities have several concerns at the micro level.
One concern is the GP’s 'communication style'. DV victims have revealed communication as a
common barrier preventing them from disclosing their DV experiences [7,35,53]. Australian studies
have revealed that most victims would like to see some of improvement in their GP’s current
communication style, which they claim is not conducive to feelings of trust and equality, inhibiting
them from sharing their intimate life details [35,41]. Evidence demonstrates that mutually supportive
communication supports victims to increase their self-confidence to discuss the topic with their GP
[35,41]. This is a common desire among patients who use mental health services [49]. Many women
who seek mental health care support report that they require their GPs to take a similar approach in
terms of communication sensitivity in these spheres if they were to open up and share their stories
[49]. Victims want to feel safe, which can only be achieved if the GP’s communication style leads
them to trust that this healthcare professional will not perceive them as being guilty for creating a
situation that harmed their physical and mental health [72]. Primary healthcare providers require
greater DV training and sensitive doctor—patient communication for these women to feel confident
that the primary healthcare providers are competent in assisting them in their respective abusive
situations [Hagarty et al., 2012].

Despite the reported competency gaps, the majority of healthcare professionals, including
psychologists, psychiatrists and GPs, recognise DV as a serious health problem with huge social and
economic costs to the country [9]. Proper training in sensitively screening victims will support
healthcare professionals to identify DV victims [9]. This intention to improve skills and training in
this area has not yet, however, translated into a reduction in the skill gap in DV-based competence in
primary healthcare professionals. Upskilling health practitioners should be considered as a given [9].
Nurses have reported feeling that they are not sufficiently aware of how DV works in terms of
coercion and control, nor the inequities and power imbalances that drive and sustain it [73].
Insufficient skills and training to identify the signs of DV among healthcare professionals is
reportedly common and covers the areas of communication skills, practical knowledge in DV, self-
confidence, theoretical knowledge, skills to use relevant educational materials, proper knowledge of
referral services, training in preparedness to face victims, skill development, identifying victims’
behavioural patterns and accurate screening skills [9,35,42,73]. There is no current evidence
demonstrating that sufficient training or resources are available for health staff to increase the skills
and knowledge they need to gain the self-confidence and nuanced skills to identify DV safely in
clinical settings [9,49,73-75].

Self-efficacy, self-confidence and self-esteem are reportedly key characteristics needed in
primary healthcare professionals to work more effectively with DV victims and survivors [75].
Studies reveal that their perceived lack of self-efficacy (e.g., confident in being able to support victims
and perpetrators in future nursing practices) is a main barrier preventing them from reaching out to
potential sufferers and engaging in conversations with their patients about domestic abuse [75]. Low
self-esteem in relation to these skills reportedly generates confusion and consequently unsuccessful
assessments of their patients, and low-quality reporting of cases [75]. Findings from the Australian
context confirms that healthcare professionals are not confident in DV screening, identifying victims
or referring victims to relevant support [9,73]. GPs’ low confidence rates in their ability to properly
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and effectively assist their patients with DV combined with patient fear and low trust in GPs as
people with whom they are likely to share their experiences, invariably results in faulty reports or
incomplete assessments and low satisfaction for both GPs and patients [49]. For example, “People
(staff) are hesitant because they do not feel confident, they do not feel it is their job; they think that somebody
else is better equipped to do it” (P12, male, psychiatrist) [49]. The most common answers from nurses
and midwives are the lack of privacy, knowledge, education and relevant resources [73]. Due to a
lack of preparedness, nurses feel bad dealing with DV victims [75].

According to health professionals, they face numerous barriers when dealing with DV victims.
Insufficient family violence patient resources ,not having enough education resources, victims’
uncertainty about their situation, lack of education and skill-based knowledge to deal with DV
victims, and not having specific training based on DV or family violence are most common critical
issues [9].

Experts and scholars say that time is a crucial factor within the general practices. The duration
of a GP consultation session is a decisive determinant in screening for family violence [9,72]. Studies
reveals that 15-minute of GP appointments are not sufficient to discuss DV experiences [9,22]. They
suggest this issue is a sensitive concern [9]. During a general consultation is not the right time to
discuss those experiences due to time barriers and heavy GP workloads [9]. The fact that GPs are
unable to use this time to discuss DV experiences of their patients has been a significant issue for a
long time [22,56]. There is considerable discussion on healthcare professionals” attitude, workloads,
lack of training, inadequate consultation time, insufficient resource support, and victims who present
to the clinical health practices with their partners [56]. There is also an issue of health professionals’
understanding of their role: “Though I wanted to help victims, that is not my job” as one health
professional put it [72]. These characteristics of general practices exist as barriers to identifying the
signs of DV within the general practice setting.

Interventions and screening programs present as another area for improvement. Professionals
have identified several improvements to implementing effective interventions in the primary
healthcare setting [35,75]. For instance, DV interventions should address the victim’s emotional needs
[75]. Skill development should be compulsory to help practitioners identify the early symptoms DV
within the primary healthcare setting [73]. Scholars present that most of the DV interventions are
ineffective and do not provide the supporting environment to allow victims reveal personal
experiences [72]. Almost all the nursing interventions concentrate on screening programs [72]. The
healthcare system should find a more responsive service rather than screening [72]. Another issue
that remains to be solved is the relationship between healthcare professional and the victim [72]. The
tension between them leads healthcare workers to judge victims as abnormal and unacceptable [72].
For example, “You, you talk to the patient, and you know, you get their story, “Oh, OK, yeah, you know that’s
terrible”. Then you talk to the psych services who know this patient very well and they give you the real story
and it is completely different. You have been thrown off track by this patient” (Sam) [72]. This kind of tension
in the healthcare field needs to be solved to address the issue of DV [72]. To provide an effective
response in primary healthcare services it is imperative that professionals understand woman’s
thinking and their experiences [72].

4. Discussion

This scoping review has located and discussed the most relevant articles on the reported barriers
faced by Australian and New Zealand women experiencing DV in sharing their experiences with
primary healthcare providers. Several journal articles, government organisations, non-government
organisations, and the Department of Health focus on the statistical data surroundings this serious
public health concern [3,9,18-20,22-26,29,76,77]. The reason for this is that the incidence and
prevalence of DV cases are gradually increasing — a fact that these responsible bodies are acutely
aware of.

Within the primary healthcare settings and specifically in GP settings, it is a challenging task to
identify DV victims unless they are willing to reveal their experiences of harassment, physical harm
or sexual harm [12,58,60]. Victims are more likely to present with various other ill-health symptoms,
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such as sleep difficulties, mental health issues, injuries, fears or psychological factors that have been
shown to be hidden and directly related to DV cases [7,12,35,40,44-47,50-52].

The review findings show that interventions implemented in the Australian primary healthcare
and clinical settings to identify DV are not sufficient and are currently not operating in a way that
achieves effective outcomes [7,32,35,39]. Additionally, DV screening programs are the most
prominent intervention type within the Australian primary healthcare sector. Existing
implementations are subject to several complications, including issues concerning self-completion
surveys, self-reporting tools, selection bias in RCTs and not revealing the truth because of the fear of
more intimate partner violence [7,12,32,35,37,39,60,63,64]. Despite the interventions, the majority of
healthcare professionals are not aware of DV situations, victims, the signs or do not know how to
react to the cases [12,35,49,53,72]. Healthcare professionals are in need of upskilling their knowledge,
self-confidence, theoretical background, educational support, and skill development regarding this
social phenomenon.

Finally, gender imbalance and inequality between male and female health professionals within
the primary healthcare setting appears to be a significant indicator of the quality of the health services
provided within the primary healthcare settings and that offered by primary healthcare professionals
[67-71]. Globally recognized strategies to reduce gender-based power differences at work, such as
affirmative action, gender mainstreaming, gender equity training, and the encouraging of women
into medicine degrees over nursing degrees is required to redress this imbalance in healthcare
systems. This scoping review has identified that power imbalances exist not only in personal
relationships between two human beings but also across medical relationships [70].

4.1. Limitations

There were a few limitations to this scoping review. To examine the topic, a broad range of
journals and databases were searched. It was not the aim nor the intention to undertake a systematic
literature review, and as such, the documents we located as a result of the search terms and syntax
we employed did not yield a complete set of all possible articles on this topic. Search strategies were
developed that reflected the immediate aims and objectives of the research, and provide a snapshot
of what research is available to address a specific set of questions. However, the articles located were
indeed able to provide the findings we needed to provide answers commensurate with the aims of
this review. Moreover, the scoping review was limited to articles in the English language..

5. Conclusion

This scoping review collated the current evidence available on the many reasons that DV victims
are reluctant to openly discuss their DV experience at the primary healthcare level. According to the
perspective of Public Health, primary healthcare professionals play a vital role in preventing and
managing DV against women, however, this is currently undermined due to a range of barriers to
communicating situations and symptoms to clinicians in private settings A core finding emerging
from the review was that the current power imbalance between male and female staff across allied
and clinical health sectors be remedied. This issue has become a staple problem in the social structures
and health settings throughout the decades and is particularly sensitive in the realm of DV detection
and interventions. Moreover, this power imbalance is considered as a general and normal occurrence
within the Australian primary healthcare setting, which is highly problematic. It is of concern that
this power imbalance seeps into any social structures, given that these women already face massive
power imbalances in their day-to-day lives.

The review also concluded that while screening is the principal intervention tool used to identify
DV victims within GP centres and other primary healthcare service providers, it is not always
confidently applied by practitioners nor sought out by DV victims during visits. Innovative
interventions are needed within these settings, such as effective and more nuanced, or sensitive DV
screening tools, risk assessments and case study findings to generate ways in which a rapport
between GP and patient can be generated and protected during screenings. Accurate, sensitive, and
safe screening can support health providers to identify victims at the right time [14]. GPs also need
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to become far more educated regarding the clusters of comorbidities that typically accompany a DV
victims health report. While the DV itself may not be communicated in clinical settings, all healthcare
providers need to be educated on the ‘red flags’ such as sleep problems, anxiety, and substance use
that often point to an underlying set of DV conditions. On the other hand, victims need to be made
much more aware of benefits of screening programs and other DV prevention tools. Victims are often
not aware of what support is available for them and primary healthcare providers often fail to refer
victims to such support.

Further research is needed to collect more accurate and reliable data regarding disclosure in
healthcare settings. Specifically, there is a concerning deficiency in population-based studies and
research, which could be the most effective for researchers, scholars, public health practitioners,
policy advocates and primary healthcare service providers. Health policymakers must be aware of
equal rights with equal opportunities for female workers in the primary healthcare setting.
Policymakers must also pay attention to public health norms, due to the importance of women's
overall health consequently reflecting the the health of the country’s future generations. Advocating
for changing the social structure is of the utmost importance to ensure both male and female
professionals are present at the first layer of Australian health care. This should be considered as a
mandatory requirement to empower women.

Author Contributions: The first author wrote the original draft and conceptualized the paper, and all four
authors then contributed to methodology, analysis, writing-review, and editing. Julie-Anne Carroll supervised
the team. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.
Institutional Review Board Statement: N/A.
Informed Consent Statement: N/A.

Data Availability Statement: N/A.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. International Committee of the Red Cross. Addressing Sexual Violence;  2020.
https://www.icrc.org/en/what-we-do/sexual-violence

2. United Nations. What is Domestic Abuse? 2020. https://www.un.org/en/coronavirus/what-is-
domestic-abuse

3. Rees, S;Silove, D.; Chey, T.; Ivancic, L.; Steel, Z.; Creamer, M.; Teeson, M.; Bryant, R.; McFarlane,
A.C; Mills, K.L.; Slade, T.; Carragher, N.; O’'Donnell, M.; Forbes, D. Lifetime prevalence of
gender-based violence in women and the relationship with mental disorders and psychosocial
function. American Medical Association, 2011. 306, 513-521. http://d0i:10.1001/jama.2011.1098

4. Carton, H.; Egan, V. The dark triad and intimate partner violence. Personality and Individual
Differences, 2017, 105, 84-88. https://doi.org/10.1016/j.paid.2016.09.040

5. House, A.A. Intimate partner violence. Canadian Medical Association Journal, 2015, 187, 1312.
https://gateway library.qut.edu.au/login?url=https://www.proquest.com/docview/1735347453?
accountid=13380

. Wendt, S. Domestic violence in rural Australia. Federation Press, 2009.

7. Hegarty, K.,; O'Doherty, L,; Taft, A.; Chondros, P.; Brown, S.; Valpied, J.; Astbury, ].; Taket, A.;
Gold, L.; Feder, G.; Gunn, J. Screening and counseling in the primary care setting for women
who have experienced intimate partner violence (WEAVE): A cluster randomized trial. The
Lancet, 2013, 382, 249-258. https://doi.org/10.1016/S0140-6736(13)60052-5

8. United Nations. Taking stock of the global partnership for development; 2015.
https://www.un.org/millenniumgoals/pdf/MDG_Gap_2015_E_web.pdf

9. Soh, HlJ.; Grigg, J.; Gurvich, C.; Gavrilidis, E.; Kulkarni, ]J. Family violence: An insight into
perspectives and practices of Australian health practitioners. Journal of Interpersonal Violence,
2018. http://10.1177/0886260518760609


https://doi.org/10.20944/preprints202308.1171.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 16 August 2023 d0i:10.20944/preprints202308.1171.v1

12

10. World Health Organisation. Violence against women; 2020. https://www.who.int/news-room/fact-
sheets/detail/violence-against-women

11. Garcia-Moreno, C.; Watts, C. Violence against women: An urgent public health priority. Bulletin
of the World Health Organization, 2011, 89(1), 2. http://dx.doi.org/10.2471/BLT.10.085217

12. Hegarty, K.L.; O'Doherty, L.]J.; Chondros, P.; Valpied, J.; Taft, A.].; Astbury, J.; Gunn, ].M. Effect
of type and severity of intimate partner violence on women’s health and service use: Findings
from a primary care trial of women afraid of their partners. Journal of Interpersonal Violence, 2013,
28(2), 273-294. http://dx.doi.org.ezp01.library.qut.edu.au/10.1177/0886260512454722

13. Szalacha, L.A.; Hughes, T.L.; McNair, R.; Loxton, D. Mental health, sexual identity, and
interpersonal violence: Findings from the Australian longitudinal women’s health study. BMC
Women'’s Health, 2017, 17. http://dx.doi.org/10.1186/s12905-017-0452-5

14. Fiolet, S. Intimate partner violence: Australian nurses and midwives trained to provide care? The
Australian Nursing Journal, 2013, 20, 37-37.
https://web.a.ebscohost.com/ehost/pdfviewer/pdfviewer?vid=0&sid=57234913-1a38-474c-9c90-
15d7b8£85de8%40sdc-v-sessmgr03

15. U.S. Department of Health & Human Services. Effects of Violence against women; 2019.
https://www.womenshealth.gov/relationships-and-safety/effects-violence-against-women

16. Taket, A.; O'Doherty, L.; Valpied, J.; Hegarty, K. What do Australian women experiencing
intimate partner abuse want from family and friends? Qualitative Health Research, 2016. 24, 983
996. http://dx.doi.org/10.1177/1049732314540054

17. Dillon, G.; Hussain, R.; Kibele, E.; Rahman, S.; Loxton, D. Influence of intimate partner violence
on domestic relocation in Metropolitan and Non-Metropolitan young Australian Women,
Violence Against Women, 2016, 22, 1597-1620. http://10.1177/1077801216628689

18. Mission Australia. Domestic and Family Violence Statistics; 2020.
https://www.missionaustralia.com.au/domestic-and-family-violence-statistics

19. Australian Institute of Health and Welfare. Family, domestic and sexual violence; 2019.
https://www.aihw.gov.au/reports-data/behaviours-risk-factors/domestic-violence/overview

20. Puccetti, M.; Greville, H.; Robinson, M.; White, D.; Papertalk, L.; Thompson, S.C. Exploring
readiness fir change: Knowledge and attitude towards family violence among community
members and service providers engaged in primary prevention in regional Australia.
International ~ Journal of  Environmental  Research and  Public  Health, 2019, 16,
http://dx.doi.org/10.3390/ijerph16214215

21. Australian Bureau of Statistics 2017

22. Meuleners, L.B.; Lee, A.H.; Xia, J.; Fraser, M.; Hendrie, D. Interpersonal violence presentation to
general practitioners in Western Australia: Implications for rural and community health.
Australian Health Review, 2011, 35(1), 70-74. http://10.1071/AH10913

23. Hooker, L.; Versteegh, L.; Lindgren, H.; Taft, A. Differences in help-seeking behaviours and
perceived helpfulness of services between abused and non-abused women: A cross-sectional
survey of Australian postpartum women. Health & Social Care in the Community, 2019, 28, 958—
968. https://doi.org/10.1111/hsc.12927

24. Gartland, D.; Woolhouse, H.; Mensah, F.K.; Hegarty, K.; Hiscook, H; Brown, S.J. The case for
early intervention to reduce the impact of intimate partner abuse on child outcomes: Results of
an  Australian cohort of first-time  mothers. Birth, 2014, 41, 374-383.
https://doi.org/10.1111/birt.12123

25. Australian Bureau of Statistics. Recoded Crime —  Victims, Australia;  2019.
https://www.abs.gov.au/statistics/people/crime-and-justice/recorded-crime-victims-
australia/latest-release

26. McGarry, A. Older women, intimate partner violence and mental health: A consideration of the
particular issue for health and healthcare practice. Journal of Clinical Nursing, 2017, 26, 2177-2191.
https://doi.org/10.1111/jocn.13490

27. Peterman, A. (2020) Pandemics and violence against women and children. Centre for Global
Development, 2020.


https://doi.org/10.20944/preprints202308.1171.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 16 August 2023 doi:10.20944/preprints202308.1171.v1

13

28. van Gelder, N.E., van Haalen, D.L., Ekker, K. ef al. Professionals’ views on working in the field
of domestic violence and abuse during the first wave of COVID-19: a qualitative study in the
Netherlands. BMC Health Serv Res 21, 624 2021. https://doi.org/10.1186/s12913-021-06674-z

29. Crombie, N.; Hooker, L.; Resenhofer, S. Nurse and midwifery education and intimate partner
violence: A scoping review. Journal of Clinical Nursing, 2017, 26, 2100-2125.
https://doi.org/10.1111/jocn.13376

30. Tower, M.; Rowe, J.; Wallis, M. Normalizing policies of inaction — The case of health care in
Australia for women affected by domestic violence. Health care for Women International, 2011, 32,
855-868. https://doi.org/10.1080/07399332.2011.580406

31. Murray, S.; Powell, A. "What's the problem?" Australian public policy constructions of domestic
and family  violence. Violence ~ Against ~ Women, 2009, 15(5),  532-552.
https://doi.org/10.1177/1077801209331408

32. Taft, AJ.; Hooker, L.; Humphreys, C.; Hegarty, K.; Walter, R.; Adams, C. Maternal and child
health nurse screening and care for mothers experiencing domestic violence (MOVE): A cluster
randomized control trial. BMC Medicine, 2015, 13, 150-150. https://doi.org/10.1186/s12916-015-
0375-7

33. Signorelli, M.C,; Taft, A.; Pereira, P.P.G. Intimate partner violence against women and healthcare
in Australia: Charting the scene. Ciencia & Saude Coletivia, 2012, 17, 1037-1048.
https://doaj.org/article/cdb713c3{7544c4599a42551e94ad5(7

34. Garcia-Moreno et al. (2015)

35. O’Doherty, L.; Taket, A.; Valpied, J.; Hegarty, K. Receiving care for intimate partner violence in
primary care: Barriers and enablers for women participating in the weave randomized
controlled trial. Social Science & Medicine, 2016, 160, 35-42.
https://doi.org/10.1016/j.socscimed.2016.05.017

36. Hegarty, L. The GP’s role in assisting family  violence  victims;  2019.
https://www.ausdoc.com.au/therapy-update/gps-role-assisting-family-violence-victims

37. Spangaro, ].M.; Zwi, A.B.; Poulos, R.G.; Man, W.Y.N. Who tells and what happens: Disclosure
and health service responses to screening for intimate partner violence. Health and Social Care in
the Community, 2010, 18, 671-680. https://doi.org/10.1111/j.1365-2524.2010.00943.x

38. Mertin et al. (2015)

39. Hegarty, K.L.; Gunn, ].M.; O’'Doherty, L.J.; Taft, A.; Chondros, P.; Feder, G.; Astbury, ]J.; Brown,
S. Women'’s evaluation of abuse and violence care in general practice: A cluster randomized
controlled trial (weave). BMC Public Health, 2010, 10, 2-2. https://doi.org/10.1186/1471-2458-10-2

40. Francis, L.; Loxton, D.; James, C. The culture of pretence: A hidden barrier to recognizing,
disclosing and ending domestic violence. Journal of Clinical Nursing, 2016, 26, 220—2214.
https://doi.org/10.1111/jocn. 13501

41. Hegarty, K.L.; O'Doherty, L.J.; Astbury, J.; Gunn, J. Identifying intimate partner violence when
screening for health and lifestyle issues among women attending general practice. Australian
Journal of Primary Health, 2012, 18, 327-331. http://doi.org:10.1071/PY11101

42. Hegarty, KL; Bush, R. Prevalence and associations of partner abuse in women attending general
practice: a cross-sectional survey, Aust NZJ Public Health 2002, 26(5), 437-424.. doi: 10.1111/j.1467-
842x.2002.tb00344.x. PMID: 12413288.

43. Mertin, P.; Moyle, S.; Veremeenko, K. Intimate partner violence and women's presentation in
general practice settings: Barriers to disclosure and implications for therapeutic interventions.
Clinical Psychologists, 2014, 19, 140-146. https://doi.org/10.1111/cp.12039

44. Astbury, J.; Bruck, D.; Loxton, D. Forced sex: A critical factor in the sleep difficulties of young
Australian women. Violence and Victims, 2011, 26, 53-72. https://www-proquest-
com.ezp01.library.qut.edu.au/docview/871273024?accountid=13380

45. Bruck, D.; Astbury, J. Population study on the predictors of sleeping difficulties in young
Australian women. Behavioural Sleep Medicine, 2012, 10, 84,
http://dx.doi.org.ezp01.library.qut.edu.au/10.1080/15402002.2011.592888


https://doi.org/10.20944/preprints202308.1171.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 16 August 2023 d0i:10.20944/preprints202308.1171.v1

14

46. Mertin, P.; Mohr, P.B. Incidence and correlates of posttraumatic stress disorders in Australian
victims of domestic violence. Journal of Family Violence, 2000, 15, 411-422.
https://doi.org/10.1023/A:1007510414571

47. Stam, M.T.; Ford-Gilboe, M.; Regan, S. Primary health care service use among women who have
recently left an abusive partner: Income and racialization, unmet need, fits of services, and
health. Health Care for Women International, 2015, 36, 161-187.
https://doi.org/10.1080/07399332.2014.909431

48. Campbell, J.C. Health consequences of intimate partner violence. Lancet, 2002, 359, 1331-1336.
http://10.1016/S0140-6736(02)08336-8

49. Rose, D.; Kylee, T.; Woodall, A.; Morgan, C.; Feder, G.; Howard, L. Barriers and facilitators of
disclosures of domestic violence by mental health service users: A qualitative study. The British
Journal of Psychiatry, 2011, 198, 189-194. http://dx.doi.org/10.1192/bjp.bp.109.072389

50. Sharman, L.S.; Douglas, H.; Price, E.; Sheeran, N.; Dingle, G. 2018. Associations between
unintended pregnancy, domestic violence and sexual assault in a population of Queensland
women.  Psychiatry,  Psychology — and  Law, 2011, 26, 541-552.  https://doi-
org.ezp0l.library.qut.edu.au/10.1080/13218719.2018.1510347

51. Taft, A.; Watson, L. Depression and termination of pregnancy (induced abortion) in a national
cohort of young Australian women: The confounding effect of women's experience of violence.
BMC Public Health, 2008, 8, 75-75. https://doi.org/10.1186/1471-2458-8-75

52. Martin-de-las-Heras, S.; Velasco, C.; Luna, J.; Martin, A. Unintended pregnancy and intimate
partner violence around pregnancy in a population-based study. Journal of the Australian College
of Midwives, 2015, 28, 101-105. https://doi.org/10.1016/j.wombi2015.01.

53. Moynihan, R.N. Domestic violence: Can doctors do more to help? The Medical Journal of Australia,
2012, 197, 75-75. https://doi.org/10.5694/mja12.10949

54. NSW Health (2019)

55. Department of Health (2018)

56. Taft, AJ.; Small, R; Humphreys, C.; Hegarty, K.; Walter, R.; Adams, C.; Agis, P. Enhanced
maternal and child health nurse care for women experiencing intimate partner/family violence:
Protocol for MOVE, a cluster randomized trial of screening and referral in primary health care.
BMC Public Health, 2012, 12, 811-811. https://doi.org/10.1186/1471-2458-12-811

57. Rabin et al. (2009)

58. O'Doherty, L.; Hegarty, K.; Ramsey, ].; Davidson, L.; Feder, G.; Taft, A. Screening women for
intimate partner violence in healthcare settings. Cochrane Library, 2015, (8),
https://doi.org/10.1002/14651858.CD007007.pub3

59. Commonwealth of Australia. Screening, risk assessment and safety planning;, 2010.
https://www.avertfamilyviolence.com.au/wp-
content/uploads/sites/4/2013/06/Screening_Risk_Assessment.pdf

60. MacMillan H.L.; Wathen, N.; Jamieson, E.; Boyle, M.H.; Shannon, H.S.; Ford-Gilboe, M.; Worster,
A.; Lent, B.; Coben, J.H.; Campbell, ].C.; MeNutt, L. Screening for intimate partner violence in
healthcare setting: A randomized control trial. JAMA, 2009, 302, 493-501. hittp://
doi:10.1001/jama.2009.1089

61. Johns Hopkins Medicine. Routine Screening; 2021.
https://www.hopkinsmedicine.org/health/treatment-tests-and-therapies/routine-screenings

62. The University of Queensland. Domestic Violence Case Studies; 2018.
https://law.uq.edu.au/research/dv/using-law-leaving-domestic-violence/case-studies

63. Debra, P. Investigating the increase in domestic violence post disaster: An Australian case study.
Journal of Interpersonal violence, 2019, 34, 2333-2362. https://doi.org/10.1177/0886260517696876

64. McLaughlin, H.; Robbins, R.; Bellamy, C.; Banks, C.; Thackray, D. Adult social work and high-
risk domestic violence cases. Journal of Social Work, 2018, 18, 288-306.
https://doi.org/10.1177/1468017316653268


https://doi.org/10.20944/preprints202308.1171.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 16 August 2023 doi:10.20944/preprints202308.1171.v1

15

65. Spangaro, ].M.; Poulos, R.; Zwi, A. Pandora doesn't live here anymore: Normalization of
screening for intimate partner violence in Australian antenatal, mental health, and substance
abuse services. Violence and Victims, 2011, 26(1), 130-144. https://search-proquest-
com.ezpO1.library.qut.edu.au/docview/871273036?pq-origsite=primo

66. Rosenman, R.; Tennekoon, V.; Hill, L.G. Measuring bias in self-reporting. International Journal of
Behavioural & Healthcare Research, 2011, 2, 320-332. https://doi.org/10.1504/]JBHR.2011.043414

67. Davies, S.E. Gender empowerment in the health aid sector: Locating best practice in the
Australian context. Australian Journal of International Affairs, 2018, 72, 520-534. https://doi-
org.ezp0l.library.qut.edu.au/10.1080/10357718.2018.1534938

68. Ollivier, R.; Aston, M.; Price, S. Let's talk about sex: A feminist poststructural approach to
addressing sexual health in the healthcare setting. Journal of Clinical Nursing, 2018, 28, 695-702.
https://doi.org/10.1111/jocn.14685

69. Anderson, K.L.; Umberson, D.; Gendering Violence: Masculinity and power in men's accounts
of domestic violence. Gender & Society, 2001, 15, 358-380.
https://doi.org/10.1177/089124301015003003

70. Kuskoff, E.; Parsell, C. Preventing domestic violence by changing Australian gender relations:
Issues and considerations. Australian Social Work, 2019, 73, 227-235.
https://doi.org/10.1080/0312407X.2019.1641529

71.  Berns, N. Degendering the problem and gendering the blame: Political discourse on women and
violence. Gender & Society, 2001, 15, 262-281. https://doi.org/10.1177/089124301015002006

72. Tower, M.; Rowe, J.; Wallis, M. Reconceptualising health and health care for women affected by
domestic violence. Contemporary Nurse, 2012, 42(2), 216-225.
https://doi.org/10.5172/conu.2012.42.2.216

73. Hooker, L.; Bernadette, W.; Verrinder, G. Domestic violence screening in maternal and child
health nursing practice: A scoping review. Contemporary Nurse, 2012, 42, 198-215.
https://doi.org/10.5172/conu.2012.42.2.19

74. Cleak, H.; Hunt, G.; Hardy, F.; Brett, D.; Bell, J. Health staff responses to domestic and family
violence: The case for training to build confidence and skills. Australian Social Work, 2020, 74, 42—
54. https://doi.org/10.1080/0312407X.2020.1808029

75. Beccaria, G.; Beccaria, L.; Dawson, R.; Gorman, D.; Harris, J.A.; Hossain, D. Nursing student’s
perception and understanding of intimate partner violence. Nurse Education Today, 2013, 33, 907—
911. http://dx.doi.org/10.1016/j.nedt.2012.08.004

76. Department of Health (2003)

77. Parkinson, D. Investigating the increase in domestic violence post disaster: An Australian case
study. Journal of Interpersonal violence, 2017, 34, 2333-2362.
http://doi.org/10.1177/0886260517696876

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those
of the individual author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s)
disclaim responsibility for any injury to people or property resulting from any ideas, methods, instructions or
products referred to in the content.


https://doi.org/10.20944/preprints202308.1171.v1

