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Abstract

Background: Intimate partner violence (IPV) has a deep impact on women’s health. Nurses working in primary
health care need to be prepared to identify victims and offer appropriate interventions, since IPV is often seen in
primary health care. The aim of the study was to assess nurses’ preparedness to identify and provide nursing care
to women exposed to IPV who attend primary health care.

Method: Data was collected using a questionnaire to nurses at the primary health care centres. The response rate
was 69.3%. Logistic regression analysis was used to test relationships among variables.

Results: Shortcomings were found regarding preparedness among nurses. They lacked organisational support e.g.
guidelines, collaboration with others and knowledge regarding the extensiveness of IPV. Only half of them always
asked women about violence and mostly when a woman was physically injured. They felt difficulties to know how
to ask and if they identified violence they mostly offered the women a doctor’s appointment. Feeling prepared
was connected to obtaining knowledge by themselves and also to identifying women exposed to IPV.

Conclusion: The majority of the nurses were found to be quiet unprepared to provide nursing care to women
exposed to IPV. Consequences might be treatment of symptoms but unidentified abuse and more and
unnecessary suffering for these women. Improvements are needed on both at the level of the organisation and
individual.

Background
Intimate partner violence - a public health problem
Intimate partner violence (IPV) is a recognised public
health problem with tremendous impact on a woman’s
health, both during the abuse is taking place and long
after it has ceased [1-4]. According to Cutliffe and
McKenna (2005), in a relationship where IPV occurs,
abuse constitutes; ’physical, psychological or sexual mis-
treatment and/or other controlling behaviours such as
economic or spiritual deprivation that are intended by
the abuser to cause harm or are perceived by the victim
to cause harm. It is a purposeful behaviour designed to
achieve domination and control in the relationship’ [[5],
p. 28]. IPV occurs in all countries irrespective of socioe-
conomic status, religion or culture [6,7].

When encountering women exposed to IPV, nurses
should be well prepared to provide them with nursing
care of high quality. Despite that, studies have shown
that nurses in primary health care (PHC), are more ill-
prepared to detect IPV and intervene than professionals
in other areas, such as emergency and gynaecological
care [8,9]. In light of such findings, special attention
should be paid on improving preparedness of nurses in
PHC.
To identify women exposed to IPV, it is important for

health care professionals to know that IPV is a growing
and multifaceted problem. Health problems caused by
IPV can manifest as physical illness, sexual/reproductive
dysfunction and mental disorders [7,10-14]. Also, living
in a violent relationship often affects a woman’s ability
to trust other people [9].
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Preparedness to provide nursing care to women exposed
to IPV
Improving preparedness among healthcare professionals
in dealing with women exposed to IPV, appropriate atti-
tudes and a supportive working environment are neces-
sary [15-18]. To achieve these, proper training,
continuous support, and sufficient time spent with
women exposed to IPV must be in place [7,19]. Since
1980s there have been major legal reforms in Sweden.
The law provides IPV victims with orders of protection
and enhances the possibilities for police interventions.
In addition, children living where IPV occurs are
exposed to psychological abuse. In such cases, all health
care personnel are obligated to involve social services
but not the police. The Swedish welfare system offers
women exposed to IPV a place in designated shelters
that provide temporary refuge. Shelters may also break
the isolation that women exposed to IPV often experi-
ence. Shelter workers are usually volunteers with experi-
ence and a developed expertise in assisting and advising
women exposed to IPV.
Despite adjustments in the legal and social welfare

systems to accommodate the needs of IPV victims,
recent study findings have indicated that only a small
percentage of women exposed to IPV are identified by
healthcare staff [17]. Health problems associated with
IPV are often treated as problems in their own right
rather than as the result of IPV [20,21]. Consequently,
when the abuse remains undetected, the women may
experience a secondary victimisation and the suffering
of care [22,23]. Results from studies have shown that
healthcare staff often lack relevant knowledge, are
uncertain about how to ask, are concerned about
breaching the woman’s integrity, or are unsure about
which intervention should be implemented once IPV is
confirmed [18,24-27]. Having said that, adequate super-
vision of nurses in PHC and appropriate policies nation-
wide could prove effective in the identification of
women exposed to IPV when encountering them. How-
ever, in Sweden, proper supervision of nurses in PHC is
not usually available nor is there any policies specifically
designed to address IPV for nurses.
In their concept analysis of care, Cutcliffe and

McKenna [5] defined four critical elements of caring:
serious attention, concern, and providing for and getting
to know the patients. Having respect for the patients
must be present in order for caring to take place.
In the case of encountering women exposed to IPV,

sufficient preparedness requires both knowledge and
experience to identify victims of IPV and implement the
right nursing interventions. Such interventions may
include providing the correct information about the
resources available and follow ups in the form of routine
appointments or telephone calls. Walton-Moss and

Campbell [28] also pointed out the importance of coor-
dinating different interventions since women exposed to
IPV often become isolated as a result of the abusers’
controlling behaviour. For that, an integrated approach
to health, welfare and justice system preparedness is
needed.
Since IPV is common and has a profound impact on

women and children’s health primary health care profes-
sionals must become competent in identifying victims of
IPV and offer them appropriate interventions. IPV in
the context of PHC has only recently been better
explored. Studies have explored the effect of education
in the context of PHC but studies including district
nurses in primary health care centres (PHCC) are miss-
ing [17,28-32]. Hence, understanding the nurses’ educa-
tional needs would be valuable for designing educational
programmes for nurses working in PHC. Increased pre-
paredness in this group because nurses in PHC are keys
to the identification of women exposed to IPV as their
work with families and women of all ages often for long
periods at a time, would present them with ample
opportunities to detect IPV and intervene. Taking all
these into account, the aim of the study was to assess
nurses’ preparedness to identify and provide nursing
care to women exposed to IPV who attend primary
health care.

Methods
Design
A questionnaire that measured nurses’ preparedness in
encountering with women exposed to IPV, (i.e. identify-
ing them and provide nursing interventions) was devel-
oped, based on a systematic literature review [33] and
the authors’ knowledge and experience in this area. A
draft was sent to a professional survey designer at Statis-
tics Sweden who made modifications to it. The amended
version consisting of 27 questions (including demo-
graphic) was pilot-tested by six nurses working in PHC
who were asked to complete the questionnaire and com-
ment on clarity and relevance of each question. Upon
evaluating the returned questionnaires, two questions
were removed; ‘Do you participate in any kind of colla-
boration related to IPV?’ and ‘Do you have suggestions
on training you think are important to your work with
women facing IPV?’ and two new questions were added;
‘Are you a nurse or a district nurse?’ and ‘How many
years have you worked as a nurse?’. The improved ver-
sion of the questionnaire, still consisting of 27 questions
(including demographic), was further tested on 39
nurses working in PHC in another county who were
asked to comment on content, clarity and relevance.
These nurses were not included in this study.
Final evaluation produced the final version of the

questionnaire which consisted of 29 questions, nine of
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which aimed at assembling demographic data and perso-
nal experiences of IPV. The remaining 20 questions
aimed at assessing the nurses’ knowledge on IPV. No
new questions were added after the second pilot-test,
but two questions were divided.
1. The nurses’ demographic data and experiences (9

questions): sex, age, birth country, profession, numbers
of years working as a nurse, years as a district nurse,
years at the current workplace, any personal experience
of IPV.
2. The nurses’ preparedness to provide nursing care to

women exposed to IPV (20 questions):
- conditions at the organisation (7 questions): the

nurses’ working conditions, working environment and
guidelines, special responsibility and interest, coopera-
tion with other professionals and organisations and atti-
tudes towards cooperation.
- personal attitudes (13 questions): the nurses’ atti-

tudes and knowledge on IPV, self-rated sufficient prepa-
redness, knowledge and education, ability to identify
IPV, attitudes towards asking (including reasons for not
asking, if applicable) and frequency of asking (several
alternatives could be ticked), preferred intervention
implemented when suspicion of IPV was confirmed and
also when it was not confirmed (several alternatives
could be ticked).
Examples of answering alternatives were: ‘yes’, ‘no’ or

‘do not know’, and ‘agree perfectly’, ‘agree somewhat’,
‘agree to some degree’ and ‘do not agree at all’. There
was designated space at the end for nurses’ to give com-
ments when desirable. Analysis of estimated sample size
were performed, using the key question ‘If you sus-
pected that a woman was exposed to IPV, would you
confirm it by asking her if it was true?’, and yielded a
power of 90%. In total 125 participants were needed.
Estimation of sample size was done to reach a 21% dif-
ference between those who could identify women
exposed to IPV and those who could not.

Setting and data collection
At the time of the study there were 174 PHCC across
urban and rural areas in Stockholm County that
employed nearly 1,200 active nurses. Of the 174 PHCC,
40 were randomly selected. During the randomisation
process, every PHCC was given a unique number that
was written on a paper card and placed in a pot. For
transparency, two colleagues independently drew 20
paper cards each, a total of 40. All PHCCs selected were
then contacted and were invited to participate in the
study. One of the 40 PHCCs declined to participate.
The nurses in each PHCC were contacted by telephone
and the nurse who replied was asked to act as a contact
person for the study. The nurses received verbal and
written information about the study. They were asked to

distribute the questionnaires and an information letter
to their colleagues at their workplace, and to collect the
sealed envelopes with the questionnaires after comple-
tion and send them to an independent person at the
research centres. The questionnaires were coded so that
they could be easily traced and reminders were sent to
invite participants to follow-up interviews.

Data analysis
The data were analysed using statistical software
STATA 9.0. Descriptive statistics in the form of fre-
quency tables were generated to describe the data in
terms of number and percentage distribution. The sum-
mary and frequency tables were used to examine all
variables used in the study. Pearson’s chi-square test
was used to test the statistical significance of the find-
ings. A p-value of < 0.05 was indicative of statistical sig-
nificance. Owing to the low number of answers to some
answer alternatives, the options always, sometimes and
never were dichotomised into two groups, always and
sometimes/never.
Are the nurses prepared to identify and provide nur-

sing care to women exposed to IPV who attend primary
health care? To address this question, a two-step multi-
variate logistic regression analysis was performed. In
step 1, ‘if you suspected that a women was exposed to
IPV, would you confirm it by asking her if it was true?’
was used as the dependent variable, to assess nurses’
ability to identify women exposed to IPV. In step 2, ‘do
you believe that you are sufficiently prepared to deal
with a woman exposed to IPV?’ was used as the depen-
dent variable to find predictive factors associated with
nurses’ preparedness to deal with women exposed to
IPV.

Ethical considerations
Ethical approval was obtained from the Regional Ethical
Reviews Board at Karolinska Institutet, Stockholm. All
participants were fully informed that their data would
not be passed on to any third parties, their participation
was voluntary and anonymous and that they could with-
draw any time. Furthermore, participants were fore-
warned that the study could stir up distressing
memories of abuse (applicable to those with personal
experiences with IPV). A list of centres to seek psycho-
logical support was also provided.

Results
Questionnaires were distributed to 277 nurses working
at the 39 PHCC. The response rate was 69.3% (n = 192)
after one reminder. Eighty-three nurses dropped out, 19
of whom did not return the questionnaire whilst 64 did.
Of those 64, 48 provided reasons for not wishing to par-
ticipate (i.e. lack of time, illness, holiday or maternity
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leave) whilst 16 returned the questionnaire unanswered
(see Figure 1). Generally, the internal dropout was
between 0% and 5% except for questions ‘do you ask
women if they are exposed to IPV when you suspect it?’
and the question about ‘Nurses’ views on common atti-
tudes toward Intimate Partner Violence’ which showed
an internal dropout of 9%.
Demographic data, working experience and personal

experience with IPV based on completed questionnaires
by the respondents are shown in Table 1. All respon-
dents (n = 190), except one were women. Most of the
respondents were born in Sweden (87%, n = 167), the
mean age was 49 and mean number of years in the nur-
sing profession was 21.

Preparedness to provide nursing care for women exposed
to IPV
Conditions at the organisation
At the 39 PHCC, 28 nurses (15%) had had previous dis-
cussions about how to intervene when meeting with
women exposed to IPV, 10 (5%) had used existing

guidelines and 47 (25%) had had information packages
at their disposal to hand out to women exposed to IPV.
Thirteen (7%) nurses stated that there was a specially
assigned person at their workplace responsible for qual-
ity improvement of nursing care, one of whom was a
district nurse.
A total of 132 (70%) nurses stated that they were not

aware of any collaboration with the authorities in deal-
ing with IPV and 165 (92%) considered such collabora-
tion necessary. Fifty-eight (30%) acknowledged the
presence of a collaboration, and named volunteer orga-
nisations and psychiatric and social services to be their
collaborators.
Participants were asked whether their personal atti-

tudes aligned with the general societal views on IPV
(see Table 2). The predominant views on the nature of
the perpetrator among the participants were that ‘alco-
hol and drugs are common reasons that men abuse’ and
‘the perpetrator simply loses control’.
When participants were asked whether they had

received any kind of training, 86 (48%) stated that they
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n=40 
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Agreed to participate 

n=39 

PHCC 
Declined to participate 

n=1 

Nurses at the PHCC 
receiving questionnaire 
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Answered 
questionnaires 
n=192 (69,3%) 

Drop out 
n=83 

Not returned 
questionnaires 

n=19 
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n=64 

With reasons for not 
answering 

n=48 
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n=16 

                               
   
    

                                                      Random selection (draw)                                                                  
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Figure 1 Participant recruitment flowchart.

Sundborg et al. BMC Nursing 2012, 11:1
http://www.biomedcentral.com/1472-6955/11/1

Page 4 of 11



had obtained information on their own initiative, 37
(20%) had had vocational training and 15 (8%) had
received training on their employers’ initiative. The
majority of those who obtained information on their
own initiative had actively searched the information in
the mass media and literature due to personal commit-
ment and interest in the area. A total of 158 (86%) con-
sidered themselves to be insufficiently prepared to
provide nursing care to women exposed to IPV and 147
(82%) were interested in receiving training to increase
their competence in this area (see Table 2). In total 26
(13%) offered comments on putative reasons for insuffi-
cient preparedness, such as lack of experience, training,
continuing education opportunities, resources, guide-
lines and cooperation with other authorities in the com-
munity. A total of 191 nurses answered the question
about whether they had themselves experienced IPV, 23
of whom (13%) reported that they had. Additionally, 58
(30%) of the 191 nurses had either a relative or near
relation who had been exposed to IPV.
In answering questions on frequency of their encoun-

ters with women exposed to IPV, 18 (10%) stated that
they encountered victims of IPV once a week to once a
month, 137 (73%) less than once a month and 32 (17%)

had never encountered IPV victims. Participants under-
stood that IPV was evident when the women’s account
of events was not consistent with their injuries, when
the women had bruises and when the women’s partners
appeared over-protective. Chronic pain without an
obvious cause, gastrointestinal symptoms and high or
low BMI (see Table 2) were considered to be lowest
manifestations of the abuse.
Regarding their personal attitudes towards asking

direct questions about suspected IPV, 174 of the 192
participants (91%) completed the respective questions.
Of these, 90 (52%) stated that they always asked and 84
(48%) sometimes/never. Fifty-seven (32%) of the 84 who
sometimes/never asked stated that it was difficult to
know how to ask the question, 19 (11%) that they did
not know what to do with the answer, 23 (13%) that
they were worried about breaching the woman’s integ-
rity, 18 (10%) that they did not have time, 8 (4%) that
they felt uncomfortable about touching this issue, and 5
(3%) that they did not want to get involved in a private
matter. Participants had ticked several alternatives as
they were allowed to do so in this case.
The preferred interventions of the participants when

they suspected IPV or knew the woman had been

Table 1 Nurses demographic data and personal experiences of Intimate Partner Violence (IPV)

Demographic variables n (%) sd mean

Sex (n = 190) 0.725

Female 189 (99)

Male 1 (1)

Age (n = 183) 11.219 49

20-39 24 (13)

40-59 128 (70)

≥ 60 31 (17)

Birth country (n = 186) 0.651

Sweden 162 (87)

Nordic countries (Sweden excluded) 11 (6)

Outside the Nordic countries 13 (7)

Numbers of years working as a nurse (n = 189) 10.369 21

0-9 37 (19)

10-29 107 (57)

≥ 30 45 (24)

Numbers of years working as a district nurse (n = 138) 6.442 12

0-9 62 (45)

10-29 72 (52)

≥ 30 4 (3)

Numbers of years at current working place (n = 188) 5.494 6

< 1 19 (10)

1-9 131 (70)

10-19 25 (13)

≥ 20 13 (7)

Nurses with personal experience of IPV (n = 191) 23 (12) 0.336

Nurses with relative or near relation with experience of IPV (n = 191) 58 (30) 0.664
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Table 2 Questionnaire

Part 1. Nurses’ views on common attitudes toward Intimate Partner Violence (IPV).

Attitudes *Agree to some
degree%

**Does not agree at
all%

No opinion
%

Alcohol and drugs are common reasons for IPV (n = 182) 91 8 1

The perpetrator simply loses control (n = 180) 69 25 16

IPV is most common among the lower socioeconomic groups (n = 178) 25 71 4

Victims of IPV can always leave the perpetrator if they want to (n = 181) 22 77 1

For children’s sake, it is important to keep the family together even when
IPV occurs (n = 180)

12 86 2

It is the victim’s fault that she has been abused (n = 182) 3 97 1

Part 2.

Own preparedness n (%)

Have you obtained knowledge about IPV on your own?

Yes 86 (48)

No 95 (52)

Total 181 (100)

Did you receive training about dealing with IPV in your vocational training?

Yes 37 (20)

No 146 (80)

Total 183 (100)

In your professional work over the last three years, have you received any training on IPV?

Yes 15 (8)

No 173 (92)

Total 188 (100)

Do you believe that you are sufficiently prepared to deal with a women exposed to IPV?

Yes 26 (14)

No 158 (86)

Total 184 (100)

Are you interested in learning about IPV and how to deal with it?

Yes 147 (82)

No 33 (18)

Total 180 (100)

In which country did you receive your nursing degree?

Sweden 184 (3)

Nordic countries (Sweden excluded) 5 (3)

Outside Nordic countries 1 (0)

Total 190 (100)

Part 3. Nurses’ description of signs that indicate IPV. Several alternatives were available

Signs that indicate IPV n (%)

The woman’s explanation is not consistent with the injury 145 (76)

Bruises 134 (70)

The partner is overprotective or refuses to leave the woman alone with the nurse 129 (68)

Injuries to the face, arms and/or torso 128 (67)

Hair pulled out 118 (62)

Earlier A&E visits with injuries of an unclear nature 114 (60)

The woman waited a long time to seek help for the injuries 104 (54)

The woman comes frequently for diffuse complaints with no improvement 100 (52)

Bilateral or multiple injuries on the same or different dates 94 (49)

An injured pregnant women 91 (47)

Mental/psychosomatic problems 90 (48)

Fractures 76 (40)

Sleeping disorders 75 (39)
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exposed to IPV are shown in Table 2. The three most
common interventions on suspicion were doctor refer-
rals ensuring that women had privacy and providing
information on volunteer organisations. On average, five
out of 12 possible interventions were used by all partici-
pants when they suspected IPV. The three most com-
mon interventions on knowing were doctor referral,
providing information on volunteer organisations and
listening to the woman’s story. The least common pre-
ferred interventions were reporting the situation to the
social services (when children were exposed), offering
follow-up visits at the PHCC, and home visits. On aver-
age, nine out of the 18 possible interventions were used
by the participants when they knew IPV had occurred.

Factors associated with the identification of women
exposed to IPV
’Being sufficiently prepared’ was found to be the only
significant independent variable in the first step of mul-
tivariate logistic regression analysis (p = 0.002). Nurses

were six times more likely to ask about IPV if they felt
sufficiently prepared. Several models were tested and
only the age-adjusted model was statistically significant.
Age adjustments resulted in grouping the participants in
three age categories. The eldest were > 60 years old.
The age-adjusted odds ratio (OR) was 6.30 (95% CI
2.02-19.67) and referred to whether nurses identified
women exposed to IPV and whether they felt sufficiently
prepared (see Table 3).
In the second step, being sufficiently prepared was

used as a dependent variable to find predictive factors
(see Table 4). Only ‘having obtained knowledge by
themselves’ was a significant independent variable (p <
0.001). Variables ‘being sufficiently prepared’ and ‘having
obtained knowledge by themselves’ were shown to be
closely associated reflected by an OR of 7.53 (95% CI
2.46-29.03). Nurses were nine times more likely to ask
about violence if they had obtained information about
violence by own initiative. The age-adjusted odds ratio
for the association was 9.07 (95% CI 2.83-29.13).

Table 2 Questionnaire (Continued)

Injuries to the lower part of the body 73 (38)

Burns 68 (36)

Difficulties coping with a physical examination 64 (34)

Puncture wounds 63 (33)

Chronic pain without distinct reason 58 (30)

Gastrointestinal disorders 46 (24)

High or low BMI 40 (21)

Part 4. The interventions the nurses stated that they carried out when they suspected or when they knew that a woman was exposed to IPV. Several
alternatives were available.

List of interventions Suspected n
(%)

Knew n
(%)

Offer her an appointment with a doctor 127 (68) 137 (74)

Meet the women alone, without her partner 111 (60) 104 (56)

Give her information about volunteer organisations, such as women’s shelters, crime victims hotline 104 (56) 134 (72)

Notes in the patient records such as nurses’ observations and suspicions 100 (54) 13 (61)

Ask her if she has children 98 (53) 107 (58)

Ask her about her relationship with the man I suspect abuses her 81 (44) 97 (52)

Try to find out what kind of abuse she was exposed to (physical, mental, economic/financial abuse etc.) 80 (43) 103 (55)

Use an authorised interpreter if the women cannot speak Swedish language 79 (42) 114 (61)

Ask about her social background (relationships, social networks, profession etc) 79 (42) 96 (52)

Offer her a follow-up appointment 72 (39) 70 (38)

Offer her an appointment with someone else at the health centre for follow-up talks 50 (24) 51 (27)

If the women has children under age, report to social services that a child may be at risk 44 (24) 71 (38)

Listen to her description of the violence she was subjected to 131 (70)

Advise her to contact the police 112 (60)

Offer her help contacting the social services 84 (42)

Offer her help contacting the police 79 (42)

Offer to call her later 53 (28)

Offer her a home visit 27 (15)

* These answers include the following alternatives: ‘agree perfectly’, ‘agree somewhat’ and ‘agree to some degree’

** The preferred answer on all questions
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Discussion
Summary of the main findings
In summary, the results implied shortcomings regarding
preparedness to care for women exposed to IPV among
the nurses included in the study. Specifically, shortcom-
ings were found both at the level of the organisation
and the individual. Many had poor knowledge of the
issues around IPV and shared attitudes and views simi-
lar to those of other people in their community. Only
half of them stated they always asked women about IPV
when IPV was suspected but only did so when woman
showed visible injuries. Participants were generally
unsure of how to ask direct questions, and when they
identified a women exposed to IPV, they referred them
to a physician as their preferred intervention method.
The results also indicate that feeling prepared meant
having obtained knowledge which influenced the nurses’
ability to identify women exposed to IPV. These short-
comings may lead to delays in offering the appropriate
care for women exposed to IPV.

Preparedness to provide nursing care to women exposed
to IPV
Several shortcomings were found regarding support at
the level of the organisation. Our results highlighted
lack of relevant mandate to deal with the issue which
was reflected in a lack of guidelines on proper nursing
care and cooperation with other authorities. Several stu-
dies have shown that organisational support is impor-
tant to improve care of women exposed to abuse.
According to Minsky-Kelly et al. [34], support in the
form of continuing education along with guidelines are

necessary steps to be taken by a health provider to
improve care of women exposed to IPV. Waalen et al.
[35] showed that education increased preparedness in
identifying women exposed to IPV and that strategic
interventions coupled with training improved screening
rates. In addition, another study showed that guidelines
had an impact on the nurses’ willingness and ability to
ask women about violence and on to properly manage
their care [36].
Although guidelines are meant to facilitate IPV detec-

tion and implementation of the appropriate intervention
methods, results from several studies are so far incon-
clusive [17,32,33,35]. At the same time, it is well known
that only when guidelines are implemented in the orga-
nisation can nurses effectively support women exposed
to IPV [37]. When guidelines are, therefore, lacking
nurses may have to improvise with uncertain outcomes
[38]. In this study, only 5% of the participants stated
they were aware of written guidelines. It was not known
whether this was due to complete lack of guidelines or
lack of knowledge about existing guidelines. Either way,
special attention should be paid on the impact lack of
guidelines or lack of awareness of existing guidelines has
on the nurses’ self-rated preparedness. In this study,
nurses considered the lack of guidelines as inhibiting in
dealing with women exposed to IPV.
Conditions at the organisation and personal attitudes

towards IPV equally affect nurses’ preparedness. When
nurses were asked to explain the reasons for not asking
women about violence many stated that they felt
uncomfortable about addressing the issue. Awareness of
one’s own attitudes plays an important role in one’s

Table 4 Multivariate logistic regression with factors associated with nurses’ preparedness to meet women exposed to
Intimate Partner Violence (IPV)

Yes on the question: ‘Do you believe that you are sufficiently prepared to deal with a woman exposed
to IPV?’

Odds
Ratio

P > |
z|

[95% Conf.
interval]

’Did you receive training about dealing with IPV in your vocational training?’ and/or ‘Did you receive training
about dealing with IPV in your professional work?’

1 (ref)

’Have you obtained knowledge about IPV by own initiative?’ 9.07 0.01 2.82-29.12

Age 20-39 0.38 0.26 0.09-1.50

Age 40-60 0.57 0.46 0.11-2.84

Age > 60 1 (ref)

Table 3 Multivariate logistic regression with factors associated with nurses’ identification of women exposed to
Intimate Partner Violence (IPV), i.e. stating that they asked women about violence

’If you suspected that a woman was exposed to IPV, would you confirm it by asking her if it was
true?’

Odds
Ratio

P > |
z|

[95% Conf.
interval]

Not sufficiently prepared to deal with a women exposed to IPV 1 (ref)

Sufficiently prepared to deal with a women exposed to IPV 6.30 0.002 2.02-19.67

Age 20-39 1.64 0.315 0.62-4.31

Age 40-60 0.89 0.854 0.27-2.93

Age > 60 1 (ref)
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preparedness to deal with abused women [16]. Partici-
pants’ attitudes towards women exposed to IPV
matched general societal views and was consistent with
findings by others [37]. Training programmes must deal
with this problem, since having the ‘prejudicial’ attitudes
is known to negatively impact the nurses’ interaction
with abused women as well as their ability to identify
them and properly care for them [37]. As an example,
almost every fourth respondent in this study agreed
with the general notion that “Victims of IPV can always
leave the perpetrator if they want to“. This view could
have a significant impact on the nurses’ decision of
whether to ask women about violence or not. One study
reported that in-service training gave the nurses a better
understanding of the difficulties women have in leaving
their abusive partners. Knowing the difficulties for
women to leave the perpetrator may have a positive
impact on the nurses’ encounters with women exposed
to IPV and the quality nursing care they could offer
them. Many nurses in the present study stated a need
for training which was found to be closely associated
with ‘feeling sufficiently prepared’ to identify abused
women.
In previous studies, women exposed to IPV preferred

to be asked directly about IPV [39-41]. In this study,
approximately half of the nurses stated that they always
did so when they suspected IPV. This rate seems to be
higher than that reported in earlier studies, except that of
nurses working in obstetrics and gynaecology [42]. Over-
all, studies have shown that very few women are asked
directly about IPV by health care professionals
[25,43-46]. This might also be the case for the population
in this study, since, even though half of the respondents
stated that they always asked women about IPV when
they suspected it, most of them met women exposed to
IPV less than once a month. This could result in lack of
knowledge about health problems caused by IPV, which,
in turn, may lead to cases of IPV remaining undetected.
This is supported by the finding that nurses suspected
IPV only when women had visible injuries, which is a
common misunderstanding about health problems
caused by IPV [47,48]. The most common health effects
are psychological and psychosomatic problems such as
depression and chronic pain without an obvious cause. In
the present study, these signs did not cause suspicion as
often as bruises and injuries did. Furthermore, this is
probably closely associated with lack of knowledge. Inter-
estingly, few of the nurses in this study had received
training about IPV during their professional education or
during their employment. It is, thus, not surprising that
those who could identify IPV victims are those who had
obtained knowledge on their own initiative.
This study showed that 13% of the nurses had perso-

nal experiences with IPV and one out of three had a

relative or near relation who had been exposed to IPV.
Even though there was no indication of an association
between having experienced IPV and higher odds of
successfully identifying IPV victims, the personal experi-
ence may influence the quality of nursing care given to
IPV victims [48].
The word ‘caring’ in nursing care, means ‘providing

for’, and there are many nursing interventions that
should be considered when caring for women exposed
to IPV [5]. The questionnaire suggested 18 possible
interventions the nurses could choose from when
encountering a woman they knew had been exposed to
IPV. However, only two nurses reported that they had
used all 18 interventions. Nurses’ most common inter-
vention was to refer the woman to a doctor. A doctor’s
appointment is a necessary intervention but it might
also, be a way of ‘passing the buck’ when one is not
aware of other nursing interventions, does not have
written guidelines, and/or feels uncomfortable encoun-
tering someone who has been exposed to IPV. It could
also mean that nurses believed that doctors were more
prepared to intervene in cases of IPV which may also be
the case sometimes but not always.
Caring for an abused woman may also include caring

for her children who may also been exposed to violence.
It is commonly known that IPV affects children’s health
just as much as it affects the women’s. Nurses are obli-
gated to report children living in an abusive home to
social services. However, very few nurses stated that
they reported these families to social services. This is a
potentially serious shortcoming, as the families where
IPV occurs need considerable support. Nurses also need
to respond appropriately to women’s disclosure, as it
seems that the effect of distressful disclosure experiences
may lead to a gradual reduction in health care seeking
among women exposed to IPV [49].

Study limitations
Analysis of estimated sample size was performed and
yielded a power of 90%. Totally 125 participants were
needed and in fact, 192 nurses participated, why the
power was judged sufficient. The confidence intervals in
the regression models were rather wide, which could
indicate a low statistical power. However, the response
rate was 69.3% which must be considered large in this
kind of a study, and the calculated power to detect a
significant difference in the study sample was 90%,
which is satisfactory. Among the 83 nurses who did not
answer the questionnaire reasons for this are known for
more than half of them since they returned the ques-
tionnaire with written comments regarding this. How-
ever, the nurses, in total 35, who did not return their
questionnaire or returned it but gave no written reasons
for not answering, were not further contacted. It is
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therefore not known if they introduce a selected bias.
This was, however, a decision taken from an ethical
point of view and out of respect for the nurses’ privacy,
since IPV is considered sensitive. The internal dropout
was between 0% and 5% except for two questions where
it was 9%, even though it must be considered as low.
The decision was made to not exclude the question-
naires or the variables with missing values since they
occurred randomly and did not affect the outcome of
the study.

Conclusions
The majority of the nurses were found to be quite
unprepared to provide nursing care to women exposed
to IPV, and the majority of them felt unprepared as
well. This is problematic, particularly because feeling
prepared was found to be associated with the ability to
identify women exposed to IPV. Reduced preparedness
was also associated with lack of knowledge and only
those nurses who had sought knowledge on their own
initiative appeared assertive in dealing with the women
exposed to IPV. There was little organisational support
- the majority lacked written guidelines and collabora-
tion, as well as basic knowledge about signs of IPV, how
to identify victims and how to intervene. These short-
comings can lead to inappropriate care for the women
exposed to IPV and their children. Improvements are
needed at both organisational and individual levels.
These findings could be used to develop educational
programmes for nurses working in PHC so that they
will be better prepared to care for women exposed to
IPV.

Authors’ contributions
ES, NSS and LT were responsible for the study conception and the design
and drafting of the manuscript. ES performed the data collection and the
data analysis. PW were helpful in the discussion of statistical methods and
the data analysis as well as drafting the manuscript. All authors read and
approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 18 January 2011 Accepted: 10 January 2012
Published: 10 January 2012

References
1. Garcia-Moreno C, Jansen HAFM, Ellsberg M, Heise L, Watts CH, Wo WM-CS:

Prevalence of intimate partner violence: findings from the WHO multi-
country study on women’s health and domestic violence. Lancet 2006,
368(9543):1260-1269.

2. Ellsberg M, Jansen HA, Heise L, Watts CH, Garcia-Moreno C: Intimate
partner violence and women’s physical and mental health in the WHO
multi-country study on women’s health and domestic violence: an
observational study. Lancet 2008, 371(9619):1165-1172.

3. Montero I, Escriba V, Ruiz-Perez I, Vives-Cases C, Martin-Baena D, Talavera M,
Plazaola J: Interpersonal violence and women’s psychological well-being.
J Womens Health (Larchmt) 2011, 20(2):295-301.

4. Lindhorst T, Beadnell B: The long arc of recovery: characterizing intimate
partner violence and its psychosocial effects across 17 years. Violence
against women 2011, 17(4):480-499.

5. Cutcliffe JR, McKenna HP: The essential concepts of nursing: building blocks
for practice New York: Elsevier; 2005.

6. García-Moreno C, World Health Organization: WHO multi-country study on
women’s health and domestic violence against women [Elektronisk resurs]:
initial results on prevalence, health outcomes and women’s responses Geneva:
World Health Organization; 2005.

7. Campbell JC, Coben JH, McLoughlin E, Dearwater S, Nah G, Glass N, Lee D,
Durborow N: An evaluation of a system-change training model to
improve emergency department response to battered women. Acad
Emerg Med 2001, 8(2):131-138.

8. Nationellt centrum för kvinnofrid: Handbook: National Action Programmefor
the Health Care and Medical Services’ Reception and care of Victims of Sexual
Assault. NCK-rapport 2008:1 Uppsala: Uppsala universitet; 2008.

9. Heimer GM, Sandberg D: Abused women - social responsibility Lund:
Studentlitteratur; 2008, (in Swedish). 2., [rev.] uppl./edition.

10. Vives-Cases C, Ruiz-Cantero MT, Escriba-Aguir V, Miralles JJ: The effect of
intimate partner violence and other forms of violence against women
on health. J Public Health (Oxf) 2011, 33(1):15-21.

11. Rees S, Silove D, Chey T, Ivancic L, Steel Z, Creamer M, Teesson M, Bryant R,
McFarlane AC, Mills KL, et al: Lifetime prevalence of gender-based
violence in women and the relationship with mental disorders and
psychosocial function. Jama 2011, 306(5):513-521.

12. Scheffer Lindgren M, Renck B: ’It is still so deep-seated, the fear’:
psychological stress reactions as consequences of intimate partner
violence. J Psychiatr Ment Health Nurs 2008, 15(3):219-228.

13. Svavarsdottir EK, Orlygsdottir B: Intimate partner abuse factors associated
with women’s health: a general population study. Journal of advanced
nursing 2009, 65(7):1452-1462.

14. Brockington L: Suicide in women. Int Clin Psychopharmacol 2001, 16(Suppl
2):S7-19.

15. Haggblom AM, Moller AR: Implementation of a government policy
programme on Operation Kvinnofrid. Nurs Inq 2009, 16(1):43-52.

16. Frost M: Health visitors’ perceptions of domestic violence: the private
nature of the problem. J Adv Nurs 1999, 30(3):589-596.

17. Gutmanis I, Beynon C, Tutty L, Wathen CN, MacMillan HL: Factors
influencing identification of and response to intimate partner violence: a
survey of physicians and nurses. BMC Public Health 2007, 7:12.

18. Edin KE, Hogberg U: Violence against pregnant women will remain
hidden as long as no direct questions are asked. Midwifery 2002,
18(4):268-278.

19. Carbonell JL, Chez RA, Hassler RS: Florida physician and nurse education
and practice related to domestic violence. Womens Health Issues 1995,
5(4):203-207.

20. Corbally MA: Factors affecting nurses’ attitudes towards the screening
and care of battered women in Dublin A&E departments: a literature
review. Accid Emerg Nurs 2001, 9(1):27-37.

21. Ramsay J, Richardson J, Carter YH, Davidson LL, Feder G: Should health
professionals screen women for domestic violence? Systematic review.
Bmj 2002, 325(7359):314.

22. Kasén A, Nordman , Tina , Lindholm , Tiina , Eriksson , Katie : The suffering
of care -interpreted by health care personnel. Vård i Norden 2008, 28:4-8,
(in Swedish).

23. Eriksson K, (Ed.): The suffering of human being Chicago: Nordic Studies press;
2006.

24. Mayer BW: Female domestic violence victims: perspectives on
emergency care. Nursing science quarterly 2000, 13(4):340-346.

25. Bacchus L, Mezey G, Bewley S: Women’s perceptions and experiences of
routine enquiry for domestic violence in a maternity service. BJOG 2002,
109(1):9-16.

26. Heinzer MM, Krimm JR: Barriers to screening for domestic violence in an
emergency department. Holist Nurs Pract 2002, 16(3):24-33.

27. Leppakoski T, Astedt-Kurki P, Paavilainen E: Identification of women
exposed to acute physical intimate partner violence in an emergency
department setting in Finland. Scandinavian journal of caring sciences
2010, 24(4):638-647.

28. Walton-Moss BJ, Campbell JC: Intimate partner violence: implications for
nursing. Online J Issues Nurs 2002, 7(1):6.

Sundborg et al. BMC Nursing 2012, 11:1
http://www.biomedcentral.com/1472-6955/11/1

Page 10 of 11

http://www.ncbi.nlm.nih.gov/pubmed/17027732?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17027732?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18395577?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18395577?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18395577?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18395577?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21502116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21502116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11157288?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11157288?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21813429?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21813429?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21813429?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18307651?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18307651?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18307651?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19457003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19457003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11349759?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19228303?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19228303?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10499215?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10499215?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17250771?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17250771?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17250771?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12473442?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12473442?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8574116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8574116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11760262?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11760262?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11760262?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12169509?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12169509?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22262940?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22262940?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11847758?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11847758?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11843378?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11843378?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12465215?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12465215?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20487409?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20487409?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20487409?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12410636?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12410636?dopt=Abstract


29. Shefet D, Dascal-Weichhendler H, Rubin O, Pessach N, Itzik D, Benita S,
Ziv A: Domestic violence: a national simulation-based educational
program to improve physicians’ knowledge, skills and detection rates.
Med Teach 2007, 29(5):e133-138.

30. Lo Fo Wong S, Wester F, Mol SS, Lagro-Janssen TL: Increased awareness of
intimate partner abuse after training: a randomised controlled trial. Br J
Gen Pract 2006, 56(525):249-257.

31. Shepard MF, Elliott BA, Falk DR, Regal RR: Public health nurses’ responses
to domestic violence: a report from the Enhanced Domestic Abuse
Intervention Project. Public Health Nurs 1999, 16(5):359-366.

32. Thompson RS, Rivara FP, Thompson DC, Barlow WE, Sugg NK, Maiuro RD,
Rubanowice DM: Identification and management of domestic violence: a
randomized trial. American journal of preventive medicine 2000,
19(4):253-263.

33. Sundborg E, Törnkvist Lena: Nurses’ abilities to identify women exposed
to IPV when - a literaturereview. Center for Family and Community
Medicine 2006, (in Swedish).

34. Minsky-Kelly D, Hamberger LK, Pape DA, Wolff M: We’ve had training, now
what? Qualitative analysis of barriers to domestic violence screening
and referral in a health care setting. J Interpers Violence 2005,
20(10):1288-1309.

35. Waalen J, Goodwin MM, Spitz AM, Petersen R, Saltzman LE: Screening for
intimate partner violence by health care providers. Barriers and
interventions. Am J Prev Med 2000, 19(4):230-237.

36. Maina GM: Emergency medical response to intimate partner violence in
Kenya. Nurs Stand 2009, 23(21):35-39.

37. Haggblom AM, Hallberg LR, Moller AR: Nurses’ attitudes and practices
towards abused women. Nurs Health Sci 2005, 7(4):235-242.

38. Haggblom AM, Moller AR: On a life-saving mission: Nurses’ willingness to
encounter with intimate partner abuse. Qual Health Res 2006,
16(8):1075-1090.

39. Stenson K, Saarinen H, Heimer G, Sidenvall B: Women’s attitudes to being
asked about exposure to violence. Midwifery 2001, 17(1):2-10.

40. Plichta SB: Interactions between victims of intimate partner violence
against women and the health care system: policy and practice
implications. Trauma Violence Abuse 2007, 8(2):226-239.

41. Chang JC, Cluss PA, Ranieri L, Hawker L, Buranosky R, Dado D, McNeil M,
Scholle SH: Health care interventions for intimate partner violence: what
women want. Womens Health Issues 2005, 15(1):21-30.

42. Stayton CD, Duncan MM: Mutable influences on intimate partner abuse
screening in health care settings: a synthesis of the literature. Trauma
Violence Abuse 2005, 6(4):271-285.

43. Glass N, Dearwater S, Campbell J: Intimate partner violence screening and
intervention: data from eleven Pennsylvania and California community
hospital emergency departments. J Emerg Nurs 2001, 27(2):141-149.

44. Bryant SA, Spencer GA: Domestic violence: what do nurse practitioners
think? J Am Acad Nurse Pract 2002, 14(9):421-427.

45. Wijma B, Schei B, Swahnberg K, Hilden M, Offerdal K, Pikarinen U,
Sidenius K, Steingrimsdottir T, Stoum H, Halmesmaki E: Emotional, physical,
and sexual abuse in patients visiting gynaecology clinics: a Nordic cross-
sectional study. Lancet 2003, 361(9375):2107-2113.

46. Kramer A, Lorenzon D, Mueller G: Prevalence of intimate partner violence
and health implications for women using emergency departments and
primary care clinics. Womens Health Issues 2004, 14(1):19-29.

47. Garcia-Moreno C: Dilemmas and opportunities for an appropriate health-
service response to violence against women. Lancet 2002,
359(9316):1509-1514.

48. Jonassen JA, Mazor KM: Identification of physician and patient attributes
that influence the likelihood of screening for intimate partner violence.
Acad Med 2003, 78(10 Suppl):S20-23.

49. Liebschutz J, Battaglia T, Finley E, Averbuch T: Disclosing intimate partner
violence to health care clinicians - what a difference the setting makes:
a qualitative study. BMC Public Health 2008, 8:229.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1472-6955/11/1/prepub

doi:10.1186/1472-6955-11-1
Cite this article as: Sundborg et al.: Nurses’ preparedness to care for
women exposed to Intimate Partner Violence: a quantitative study in
primary health care. BMC Nursing 2012 11:1.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Sundborg et al. BMC Nursing 2012, 11:1
http://www.biomedcentral.com/1472-6955/11/1

Page 11 of 11

http://www.ncbi.nlm.nih.gov/pubmed/17885965?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17885965?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16611512?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16611512?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10528507?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10528507?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10528507?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11064229?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11064229?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16162490?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16162490?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16162490?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11064226?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11064226?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11064226?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19774780?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19774780?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16271129?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16271129?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16954526?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16954526?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11207100?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11207100?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17545576?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17545576?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17545576?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15661584?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15661584?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16217117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16217117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11275861?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11275861?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11275861?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12375361?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12375361?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12826432?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12826432?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12826432?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15001185?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15001185?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15001185?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11988263?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11988263?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14557085?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14557085?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18601725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18601725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18601725?dopt=Abstract
http://www.biomedcentral.com/1472-6955/11/1/prepub

	Abstract
	Background
	Method
	Results
	Conclusion

	Background
	Intimate partner violence - a public health problem
	Preparedness to provide nursing care to women exposed to IPV

	Methods
	Design
	Setting and data collection
	Data analysis
	Ethical considerations

	Results
	Preparedness to provide nursing care for women exposed to IPV
	Conditions at the organisation

	Factors associated with the identification of women exposed to IPV

	Discussion
	Summary of the main findings
	Preparedness to provide nursing care to women exposed to IPV
	Study limitations

	Conclusions
	Authors' contributions
	Competing interests
	References
	Pre-publication history


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 500
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 500
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


