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ABSTRACT

Objective: Violence against women (VAW) has detrimental health consequences, making the health system an
important intervention point. There are no large-scale Canadian studies on health system preparedness or
practices related to VAW using data collected in the last 20 years. We investigated health professionals’
knowledge and practices around VAW in Nova Scotia, which has the highest self-reported prevalence of intimate
partner violence against women of all Canadian provinces.

Methods: We surveyed 1649 participants working in health services and policy in Nova Scotia in partnership
with knowledge users across the VAW and health sectors. We descriptively analyzed quantitative data on
knowledge and practices related to domestic and sexualized violence (the most common forms of VAW).

Results: Over 90 % of participants worked in areas of high priority to addressing VAW (e.g., mental health and
addictions), yet only 35 % reported that addressing domestic or sexualized violence was part of their team’s
goals. Nearly half the sample (43 %) reported seeing at least one new case of abuse in their work in the last six
months, two-thirds of whom had not received training on domestic or sexualized violence since March 2020.
Participants reported significant deficits in VAW-related knowledge and systems-level supports, including
inadequate referral resources, time, and space to respond to violence among patients.

Conclusions: We found significant gaps in current health system capacity to respond to VAW in one of
Canada’s most impacted provinces, despite increased awareness and programming around VAW since March
2020. Given the health inequities faced by survivors, health sectors must be better equipped to respond to VAW.

1. Introduction

intimate partner violence [IPV]) and sexualized violence (Krug et al.,
2002; WHO, 2012). Most VAW survivors do not formally report or seek

Violence against women (VAW) has severe health consequences, in
both the short-term and long-term (including after the violence has
ended and, in some cases, across generations), making VAW a priority
for health systems to prevent and address (Campbell, 2002; Krug et al.,
2002). Some of the impacts on health include: physical injury, acute and
chronic mental health problems, and chronic disease and pain. The most
common forms of VAW are domestic or family violence (including

help for their experiences, making the health system commonly one of
the only formal supports survivors come into contact with. In particular,
emergency departments, perinatal care, primary healthcare, and mental
health and addictions services — along with health policy more broadly —
have been previously highlighted as areas in the health system that are
especially high priority for addressing VAW in policy and practice
(Garcia-Moreno et al., 2015; Melendez-Torres et al., 2023).

* Corresponding author at: Department of Community Health and Epidemiology, 5790 University Avenue, Halifax, NS, B3H 1V7, Canada.

E-mail address: Alexa.yakubovich@dal.ca (A.R. Yakubovich).

https://doi.org/10.1016/j.pmedr.2025.103058

Received 2 December 2024; Received in revised form 31 March 2025; Accepted 1 April 2025

Available online 3 April 2025

2211-3355/© 2025 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC license (http://creativecommons.org/licenses/by-

nc/4.0/).


mailto:Alexa.yakubovich@dal.ca
www.sciencedirect.com/science/journal/22113355
https://www.elsevier.com/locate/pmedr
https://doi.org/10.1016/j.pmedr.2025.103058
https://doi.org/10.1016/j.pmedr.2025.103058
https://doi.org/10.1016/j.pmedr.2025.103058
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/

A.R. Yakubovich et al.

As in previous public health emergencies, VAW increased during the
COVID-19 pandemic (Piquero et al., 2021; Kim and Royle, 2023). In
Canada, increased rates of VAW intersected with several high-profile
policy initiatives and inquiries, including the first National Action
Plan to End Gender-Based Violence, announced in Nova Scotia in
November 2022 (Women and Gender Equality Canada, 2022). As a
result, there has been a renewed push for the health system to be part of
a strengthened societal response to VAW, as an important intervention
point for VAW survivors (Dale et al., 2021; Yakubovich et al., 2023).
However, little is known about the health system’s capacity to take up
these calls — especially in light of the continued impacts of the COVID-19
pandemic, which limited capacity for new interventions, particularly
those perceived as beyond scope or requiring significant training
(Worster et al., 2023). To our knowledge, available Canadian studies on
preparedness or practices related to VAW in the health system have been
conducted on small-scale samples (n (200) (Peters et al., 2021; Vonke-
man et al., 2019; Long et al., 2019; Du Mont et al., 2019; Sivagurunathan
et al., 2018; Vonkeman et al., 2017; Sprague et al., 2013; Guillery et al.,
2012; McClennan et al., 2008; Bhandari et al., 2008), specific health
professional subgroups (e.g., orthopedic surgeons, obstetricians/gyne-
cologists) (Peters et al., 2021; Vonkeman et al., 2019; Long et al., 2019;
Du Mont et al., 2019; Sivagurunathan et al., 2018; Vonkeman et al.,
2017; Sprague et al., 2013; Guillery et al., 2012; McClennan et al., 2008;
Bhandari et al., 2008; Mason et al., 2010; Shearer and Bhandari, 2008;
Gallop et al., 1998), or using data from 20 or more years ago (Gallop
et al., 1998; Beynon et al., 2012; Gutmanis et al., 2007).

Nova Scotia provides a particularly important opportunity to address
this gap in our understanding of health system preparedness to respond
to VAW, as recent Canadian events have been particularly concentrated
in the province. This includes the 2020 mass casualty — the largest mass
shooting in Canadian history — rooted in misogyny and VAW, and
resulting Mass Casualty Commission (Mass Casualty Commission,
2023), as well as the Desmond Fatality Inquiry, a provincial inquiry into
the murder-suicide of the Desmond family, including the role of IPV and
failures in the health system response (Scovil, 2024). Notably, Nova
Scotia has the highest prevalence of self-reported IPV among women of
all Canadian provinces (Cotter, 2021) and an annual provincial rate of
femicide higher than the national average based on the most recent data
(Dawson et al., 2023). On September 12, 2024, Nova Scotia became the
first Canadian province to pass legislation declaring IPV an epidemic,
with others expected to follow suit (Amyotte, 2024). The current study
aimed to, for the first time, create a snapshot of health system readiness
to respond to domestic and sexualized violence — the most common
forms of VAW - in Nova Scotia, including both health services and
policy, and identify areas in need of capacity-building to take up pro-
vincial- and federal-level recommendations.

2. Methods

Data were collected as part of The Interprovincial VAW Project (The
IPV Project), which aims to strengthen systems responses to VAW across
Canada, during and beyond public health emergencies. The Interpro-
vincial VAW Project uses integrated knowledge translation (Jull et al.,
2017), with health and VAW knowledge users (including service pro-
viders, policymakers, leaders, advocates, program developers and
evaluators, and women with lived experience of violence) involved as
collaborators and team members in all stages of the research.

2.1. Design and recruitment

We conducted an online, mixed-methods survey open to all pro-
fessionals in health-related fields — including government, healthcare,
public health, or community health organizations — in Nova Scotia from
22 November 2023 to 6 February 2024 on REDCap, a secure, web-based
software platform, hosted at Dalhousie University. We used a variety of
recruitment methods with the goal of collecting as large and diverse a
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sample as possible, prioritizing individuals and organizations working in
areas most relevant to domestic and sexualized violence (e.g., mental
health and addictions, sexual and reproductive health, emergency,
trauma, primary healthcare, public health) (Garcia-Moreno et al., 2015;
Melendez-Torres et al., 2023). This goal reflected the multidisciplinary
nature of both (a) those targeted by provincial- and federal-level rec-
ommendations on responding to VAW and (b) an increasing number of
healthcare practice settings, which makes it challenging to locate
appropriate sampling frames for recruitment (Hutchinson and Suther-
land, 2019). To estimate response rates, each provincial health authority
(Nova Scotia Health and IWK Health) provided approximate numbers of
employees within priority areas. We directly emailed and called health
organizations and departments to share information on the study
(emails and posters with the open survey link), contacted professional
associations and networks for circulation, and presented at meetings and
events. We also individually emailed or called professionals using public
registries for licensed health professionals in the province. Our collab-
orating knowledge users supported participant recruitment by facili-
tating meeting presentations, circulating our materials to their teams
and networks, and identifying appropriate recruitment outlets. We
monitored sample characteristics throughout recruitment (e.g., socio-
demographics) and used this information to inform ongoing recruit-
ment efforts. More details on study recruitment are provided in the
appendix (box al).

2.2. Measures and administration

The survey was approximately 15 min long. Participants first
completed an eligibility screener (inclusion criteria were 19 years or
older and working for a health-related organization in Nova Scotia).
Those who passed the screener then received questions on their work
information and select items from the Physician Readiness to Manage
IPV Scale (PREMIS) (Short et al., 2006). PREMIS is the most widely used
measure of outcomes of healthcare training interventions for IPV (Kalra
et al., 2021). We added and adapted some items to cover both domestic
and sexualized violence (rather than just IPV), be applicable to all health
professionals (rather than just physicians), and enhance relevance to the
Nova Scotia context. Health system ‘readiness’ to respond to violence
was conceptualized at structural/organizational and individual levels,
including questions on: organizational policies and procedures about
domestic and sexualized violence; training and perceived and actual
knowledge around violence; and personal practice (e.g., select items
from the preparation, workplace issues, and victim understanding
opinion subscales, perceived preparation, and screening practices)
(Garcia-Moreno et al., 2015; Melendez-Torres et al., 2023; Short et al.,
2006; Hegarty et al., 2020). Participants received certain questions
depending on whether they indicated they provided or managed
patient/client-facing care or not. The survey ended with demographic
questions. The survey was adapted and piloted by the research team and
eligible participants, through iterative rounds of feedback prior to
launch. See appendix (table al) for a summary of the instrument (full
instrument available upon request). Participants could enter a draw for
one of three $100 gift cards to their preferred Canadian store as an
honorarium.

2.3. Data validation

Due to the risk of fraudulent participation in online research, any
public-facing forum that shared study information (e.g., social media
posts) included direction to contact our team email address rather than
the survey link. Throughout the survey’s run, the research team peri-
odically searched social media to ensure the link had not been shared
publicly. All data were subject to a validation protocol prior to inclusion.
Two team members independently screened data, with a third reviewer
acting as arbiter as needed. Reviewers checked: survey completion
times, names and email addresses, and consistency within survey
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responses. Checking data consistency was facilitated by several ques-
tions included at different parts of the survey that should have aligned
(e.g., year of birth and age). Finally, reviewers checked for suspicious
patterns within and across survey responses (e.g., similar or nonsensical
open-ended responses). Reviewers also identified and removed any
duplicate participants (i.e., participants who took the survey more than
once). Fifty-six survey responses were excluded following data valida-
tion: n = 49 duplicates and n = 7 with eligibility and/or data quality
concerns.

2.4. Statistical analysis and ethics approval

The current paper focuses on a descriptive analysis of our quantita-
tive data (including calculating medians, interquartile ranges, and cross-
tabulations, as relevant) and the Checklist for Reporting Results of
Internet E-Surveys (CHERRIES) informed our reporting (Eysenbach,
2004). Participants provided written informed consent prior to starting
the survey. All available data from complete and incomplete surveys
were analyzed (participants were informed they could contact the
research team if they wanted their data withdrawn prior to analysis).
The Nova Scotia Health Research Ethics Board approved this study
(REB#1028425).

3. Results

Table 1 summarizes the sociodemographic and professional charac-
teristics of the sample (N = 1649) (completion rate: 81 %, or n = 1340).
Of note, most participants (93 %) were working in specializations that
would be more likely to deal with issues related to domestic or sexual-
ized violence. Estimated response rates ranged from 48 % for sexual
assault nurse examiners and violence prevention, intervention, and
response to 11 % for primary healthcare (see appendix, table a2).

3.1. Professional focus on violence

Among those involved in patient-facing work (either as direct sup-
port or leadership), 43 % reported seeing at least one case of domestic or
sexualized violence in their work in the last six months (see Fig. 1).
Participants who reported seeing recent cases of abuse in their work
more commonly indicated that addressing violence was part of their
team’s goals. However, 52 % of those who saw one to five cases and 38
% of those who saw six or more cases reported that addressing violence
was not part of their team’s goals.

As shown in Fig. 2a (appendix), only 35 % of all participants
(including those providing patient-facing work and those who do not)
reported that addressing domestic or sexualized violence was part of
their team’s objectives or goals. Participants involved in patient-facing
work more commonly indicated that addressing violence was part of
their goals compared to those who were not (36 % vs. 19 %). Domestic
violence, IPV, sexualized violence, and child abuse were the most
common forms of violence addressed by participants’ teams. The most
common reasons that participants endorsed for why their teams did not
focus on violence were a lack of relevance to the type of work they do,
awareness or education around violence, or leadership support (Fig. 2b).

3.2. Knowledge and opinions on violence

Most participants reported that they knew nothing or a little about
the prevalence of domestic or sexualized violence in Nova Scotia (62 %)
and nothing or a little about their role in responding to or preventing
domestic or sexualized violence (52 %). Nearly half of participants (43
%) reported that they did not know which organizations or resources to
refer to if issues of domestic or sexualized violence come up in their
work. Participants got a median of 4 out of 6 knowledge-testing ques-
tions correct (interquartile range, IQR: 3-5). Participants most
commonly did not know that policies that otherwise promote public
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Table 1

Summary characteristics of 1649 health professionals who participated in a
cross-sectional survey on knowledge, practices, and experiences related to do-
mestic and sexualized violence in Nova Scotia, Canada from November 2023 to
February 2024.

Characteristic N = 1649
Socio-demographics
Race and ethnicity” (n = 1346), N (%)

Only white selected 1092 (81)

Acadian 85 (5)

Indigenous 47 (3)

Black 30 (2)

East or Southeast Asian 25 (2)

South Asian 23(2)

Middle Eastern 19@m

Latino 15(1)

Jewish 8(1)

Other 8 (<1)

Prefer not to answer or don’t know 38 (2)

Gender (n = 1333), N (%)

Cis woman 1206 (90)

Gender minority" 25 (2)

Cis man 102 (8)

Sexual identity (n = 1337), N (%)

Heterosexual 1143 (86)

Gay or lesbian 37 (3)

Bisexual 70 (5)

Queer 45 (3)

Not sure, questioning, or other 25 (2)

Age (n = 1128), median in years (interquartile range) 41 (33-51)
Born outside of Canada (n = 1343), N (%)
Yes 109 (8)
No 1234 (92)
Education above bachelor’s (n = 1343), N (%) 594 (44)
Professional information
Organization, N (%)"

Nova Scotia Health 1077 (65)

IWK Health 293 (18)

Community health organization or private practice 392 (24)

Government 83 (5)

Education, N (%)"

Non-clinical 329 (20)
Business administration 62 (4)
Health administration 57 (3)
Public health 46 (3)
Community health 26 (2)
Biomedical science 15 (1)
Epidemiology 7 (<1)
Law 6 (<1)
Engineering 5(<1)
Other 149 (9)

Clinical 1320 (80)
Nurses 585 (35)
Physicians (including residents) 179 (11)
Social workers 156 (9)
Healthcare assistants 69 (4)
Psychologists 65 (4)
Occupational therapists 48 (3)
Counselors 44 (3)
Nutritionists and dieticians 43 (3)
Clinical therapists 26 (2)
Physiotherapists 24 (1)
Dentists 14 (1)
Midwives 6 (<1)
Other 165 (10)

Job role, N (%)”

Direct support to patients, clients, or community members 1413 (86)

Managing or leading people providing direct support 532 (32)

No direct support (e.g., policy, research) 147 (9)

Specialization, N (%)™

Leadership 567 (34)

Mental health and addictions 341 (21)

Primary healthcare 260 (16)

Maternity and early years 193 (12)

Emergency, critical care, and trauma 185 (11)

Long-term and continuing care 156 (9)

Public health 154 (9)

(continued on next page)
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Table 1 (continued)

Characteristic N = 1649
Community health organization 103 (6)
Children’s health 101 (6)
Surgical services 83 (5)
Rehabilitative and restorative care 60 (4)
Sexual assault nurse examiner 52 (3)
Diet and nutrition 29 (2)
Sexual health 20 (1)
Senior leadership 19 (1)
Safety 10 (<1)

Health zone, N (%)

Central 619 (38)
Western 334 (20)
Eastern 300 (18)
Northern 262 (16)
Provincial 301 (18)

Areas serviced or focused on in work, N (%)

Only rural or remote 540 (33)
Only urban 378 (23)
Urban and rural/remote 255 (15)
Provincial 399 (24)
Not applicable 77 (5)

Start date in current role, N (%)

Before the COVID-19 pandemic (11 March 2020) 908 (55)
After the COVID-19 pandemic 741 (45)

Note. N is number.

 Categories are not mutually exclusive and therefore percentages may not
add up to 100. The measure for race and ethnicity was based on the Ontario data
standards for the identification and monitoring of systemic race; however, we
also included ‘Jewish’ and ‘Acadian,’ as per the latest Canadian census question
on ethnic origins to capture the most frequently reported non-Indigenous ex-
amples not adequately captured by the existing categories (see appendix for
references).

b Cell sizes are too small (n < 5) to parse into more detailed categories.

¢ The following specializations were deemed a priori to be more likely to deal
with issues related to domestic or sexualized violence (see appendix, box al for
further details).

health can exacerbate domestic violence (72 % incorrect or unsure) and
that the strongest single risk factor for becoming a victim of intimate
partner homicide is being female (47 % incorrect or unsure) (see
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appendix, fig. al).

Table 2 summarizes participants’ responses on their opinions and
perceived preparation regarding managing domestic or sexualized
violence (scored from 1 to 7, where 7 indicates better preparedness to
manage violence). Participants scored much more positively on items
related to their individual-level attitudes around victim understanding
(median score 6 out of 7) compared to items that measured organiza-
tional and systems-level support (workplace issues: median score 4 out
of 7; general preparation: median score 4 out of 7; and perceived
preparation to do specific tasks related to managing violence among
patients: median score 3 out of 7).

3.3. Organizational and systems-level responses to violence

Table 3 summarizes participants’ training, screening practices, and
data availability around domestic or sexualized violence. Most partici-
pants (76 %) reported that they had received at least some training on
domestic or sexualized violence. Most of these participants indicated
that they engaged in one type of training (IQR 1-3), most commonly
classroom training (48 %) or attending a lecture or talk (41 %). Only 39
% of trained participants indicated that they received this training after
March 2020 (13 % reported that their training occurred more than 10
years ago). Among those who manage patient-facing teams, only 22 %
indicated that they provided training opportunities for their staff. These
proportions were consistent for those participants who reported seeing
recent cases of abuse in their work versus those who did not.

Most participants involved in patient-facing work reported that they
do not have or are not aware of screening practices in their team for
domestic or sexualized violence (70 %). Among those that do screen, this
most often entailed screening all new patients (54 %) or those with
abuse indicators (36 %). Although most participants (68 %) collected or
had access to sociodemographic data on patients, clients, or community
members, only 28 % reported having access to data on domestic or
sexualized violence. In line with participants’ professional foci (Fig. 2),
this most commonly included domestic (75 %), intimate partner (69 %),
or sexualized violence (65 %), or child abuse (65 %) and less commonly
included human trafficking (42 %) or elder abuse (42 %). Participants
who reported that their team goals focused on these forms of violence

450
31%
400 28% 29%
350
«»n 300 .
= Addressing
_g 250 violence part
'f:’ of team’s
H 200
o 12% goals?
Z 150 9
74% 77% @EYes
100 52% ONo
50
38%
0
Don't know or not None 1to5 6 or more

applicable

N new cases of abuse identified in the last 6 months

Fig. 1. Number of new cases of domestic or sexualized violence that participants involved in patient-facing work estimated seeing in their work in the last six months
by the percentage of participants who reported addressing domestic or sexualized violence was part of their team’s goals (n = 1291) in a cross-sectional survey of
health professionals in Nova Scotia, Canada from November 2023 to February 2024.

Footnote: Participants are classified as “no” if they reported that addressing domestic or sexualized violence was not part of their team’s goals or that they did

not know.
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A. Types of violence addressed, among those who indicated addressing violence was part of their

team’s goals (n=570, 35%)

Domestic violence

19%.

Child abuse

%

Intimate partner violence

21%.

Human trafficking

52% '

Sexualized violence

22% .

Elder abuse

54% .

B. Reasons for not addressing violence, among those who indicated addressing violence was not part

of their team’s goals (n=728, 44%)

Not relevant to the type of work we do
Lack of awareness and education
Lack of leadership support on this issue 15
Not relevant to our patients or clients 9
Funding or resourcing constraints 8

Don't know 14

40

20 30 40 50
% participants

Fig. 2. Focus on addressing domestic or sexualized violence among 1649 health professionals who participated in a cross-sectional survey in Nova Scotia, Canada

from November 2023 to February 2024.

Footnote: n = 351 participants (21 %) reported that they did not know if their team’s objectives or goals addressed domestic or sexualized violence.

more commonly reported having access to these data. Only 14 % of
participants who reported having access to any data on domestic or
sexualized violence reported that these data could be easily aggregated
across individuals.

Fig. 3 summarizes characteristics of the current response to domestic
and sexualized violence among patients as reported by participants who
indicated they screened for violence or saw recent cases in their work.
Most participants (64 %) reported that they provide education or
resource materials to patients who have experienced domestic or sexu-
alized violence, however, in most cases participants qualified they only
do this when it is safe or upon request. A minority of participants re-
ported having adequate referral resources at their worksite (27 %) or
knowledge of referral resources in the community (39 %). The most
common challenges participants reported in responding to violence
since March 2020 were: increased workload or staffing shortages and
decreased availability of supports to refer patients or clients to. The most
common opportunities were: having more awareness of domestic or
sexualized violence among patients and visitor restrictions making it
easier to ask patients or clients about potential violence.

4. Discussion

With high-profile cases of intimate partner homicide, IPV-related
gun violence, and pandemic-related increases in VAW, political

pressure for an all-of-society response to VAW, including the health
system, is at an all-time high in Canada, and especially Nova Scotia
(Mass Casualty Commission, 2023). Yet our winter 2023-24 survey of
1649 health professionals, working predominantly in areas more likely
to manage issues related to domestic or sexualized violence in Nova
Scotia, identified significant gaps in the sector’s preparedness to respond
to violence. Most participants reported that addressing violence was not
part of their team’s goals, they do not currently have systematic prac-
tices for managing violence (including screening or data collection), and
they lacked knowledge about violence, including around their role in
responding to domestic or sexualized violence. Despite this, nearly half
of participants reported they saw new cases of domestic or sexualized
violence in their work within the previous six months. Among those who
had seen recent cases, a minority of participants reported having
adequate referral resources at their worksite, knowledge of available
community resources, or up-to-date training on domestic or sexualized
violence. While participants tended to perform well on individual-level
items related to readiness to respond to violence (including actual
knowledge on domestic or sexualized violence and victim understand-
ing), they tended to report a lack of organizational and systems-level
support (including workplace issues and adequate preparation).

Our results provide a comprehensive snapshot of the state of health
system capacity to respond to domestic and sexualized violence across
priority program areas, including roles that are and are not patient-
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Table 2
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Attitudes and beliefs around domestic and sexualized violence among 1649 health professionals who participated in a cross-sectional survey in Nova Scotia, Canada

from November 2023 to February 2024.

Adapted Scales from Physician Readiness to Manage Intimate Partner Violence Scale (PREMIS) (Short et al., 2006)

Median (IQR)

Opinions scale on victim understanding (1 = strongly disagree to 7 = strongly agree)

Victims of abuse could leave the relationship if they wanted to.”
Screening for domestic or sexualized violence is likely to offend those who are screened.”

If a victim/survivor of domestic or sexualized violence does not acknowledge the abuse, there is very little that I/our staff can do to help.”

Total score (McDonald’s ® = 0.46)"
Opinions scale on workplace issues (1 = strongly disagree to 7 = strongly agree)

My practice setting allows me/my staff adequate time to respond to survivors of domestic or sexualized violence.
I/my staff have contacted services within the community to establish referrals for survivors of domestic or sexualized violence.
There is adequate private space for me/my staff to provide care for survivors of domestic or sexualized violence.

My workplace encourages me/our staff to respond to domestic or sexualized violence.
Total score (McDonald’s ® = 0.77)"
Opinions scale on preparation (1 = strongly disagree to 7 = strongly agree)

I/my staff do not have sufficient training to assist individuals in addressing situations of domestic or sexualized violence."

1.0 (1.0-2.0)
2.0 (2.0-4.0)
3.0 (2.0-4.0)
5.7 (5.0-6.3)

3.0 (2.0-5.0)
4.0 (2.0-5.0)
4.0 (2.0-6.0)
4.0 (3.0-6.0)
3.8 (2.8-5.0)

5.0 (3.0-6.0)

I/my staff have the necessary skills to discuss abuse with a survivor of domestic or sexualized violence who is:

A man

Gender diverse or transgender

From a different cultural/ethnic background
A woman

Health professionals do not have the knowledge to assist patients/clients in addressing domestic or sexualized violence.”

Total score (McDonald’s ® = 0.90)"

Perceived preparation scale (1 = not prepared to 7 = quite well prepared)
Conduct a safety assessment for the survivors’ children

Help a survivor assess their danger

Help a survivor create a safety plan

Appropriately ask questions and respond to disclosures about domestic or sexualized violence

Document experiences of violence in patient’s/client’s chart

Identify indicators of domestic or sexualized violence based on patient/client history or physical exam

Total score (McDonald’s ® = 0.94)"

3.0 (2.0-5.0)
3.0 (2.0-5.0)
3.0 (2.0-5.0)
4.0 (2.0-5.0)
3.0 (2.0-4.0)
3.7 (2.7-4.7)

2.0 (1.0-4.0)
3.0 (2.0-5.0)
3.0 (1.0-5.0)
4.0 (2.0-5.0)
4.0 (2.0-5.0)
4.0 (2.0-5.0)
3.2 (2.0-4.7)

Note. IQR is interquartile range. Total scores were computed by averaging the scores for each item within a scale, with items reverse coded as indicated, so that higher
scores indicate better readiness to manage violence. Items are listed in order from worst to best scores within each scale.

@ Item reverse coded for total score.

> Omega coefficient (McDonald’s ) was used to estimate internal consistency of scale items. Generally » > 0.70 is considered acceptable. Victim understanding
items had lower internal consistency due to the item “victims of abuse could leave the relationship if they wanted to,” which relatively few participants reported
disagreeing with. McDonald’s o requires at least three items, so this item could not be dropped from the scale.

facing (e.g., decision or policy-making positions), in one of Canada’s
provinces most impacted by this violence. These findings critically
extend available Canadian studies on healthcare readiness to respond to
domestic or sexualized violence from the last 25 years. Recent studies
have been conducted with specific professional groups, including or-
thopedic residents (Peters et al., 2021), emergency department staff
(Vonkeman et al., 2019), obstetricians/gynecologists (Long et al., 2019),
and hand therapists (Sivagurunathan et al., 2018), consistently finding
minimal training, preparation, screening practices, and documentation
around domestic or sexualized violence among participants. Similar to
our investigation, a survey of nurses and physicians (n = 931) conducted
in Ontario in 2004 found that most participants had seen recent cases of
IPV in their work but were not routinely screening for violence among
patients (Gutmanis et al., 2007). In contrast to our findings, however,
this Ontario study also found that most participants had never received
formal training around IPV, which, along with years of experience, was
correlated with greater perceived preparation to manage violence. In
our study, most Nova Scotia participants had received at least some
training around domestic or sexualized violence, but this commonly
took place prior to March 2020. In addition, ‘training’ most often
entailed healthcare classroom-based training (which is typically no
more than one to five hours in a 4-year program (Sprague et al., 2018))
or attending a lecture or talk. These findings provide important context
around the need for updated professional education as well as imple-
mentation and/or awareness building around organizational policies

and practices regarding responding to violence among patients — key
components of strengthening both individual- and systems-level re-
sponses to VAW (Garcia-Moreno et al., 2015).

The current study further identified specific knowledge gaps,
including a lack of systematic awareness among participants of the po-
tential for health policies to have unintended consequences on domestic
or sexualized violence. This is notable given the harmful effects of public
health measures of physical distancing and lockdown on women shel-
tering in place with abusers (Piquero et al., 2021) and infection pre-
vention and control measures on VAW organizations during the COVID-
19 pandemic (Wathen et al., 2022; Michaelsen et al., 2025). It is only
with this awareness that buffering measures or a trauma- (and violence-)
informed approach to policymaking can be implemented (Bowen and
Murshid, 2016; Wathen and Mantler, 2022). Another significant
knowledge gap was around female sex being the single greatest risk
factor for becoming a victim of intimate partner homicide (globally
(Stockl et al., 2013) and in Canada (Statistics Canada, 2023)). Under-
standing the gendered dynamics of domestic and sexualized violence is
critical to promoting a gender inclusive approach to health care and
policy that does not become a gender neutral or blind approach (e.g.,
failing to attend to gendered risk factors or warning signs for violence)
(Garcia-Moreno et al., 2015; Dawson et al., 2023).

Effective strategies for strengthening the current capacity of health
systems to respond to VAW in Nova Scotia, and across Canada, will
require ongoing institutional support for large-scale, coordinated action
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Table 3

Professional practices around domestic and sexualized violence among 1649
health professionals who participated in a cross-sectional survey in Nova Scotia,
Canada from November 2023 to February 2024.

Variable N (%)
Training
Received any training on domestic or sexualized violence
No 392 (24)
Yes 1230 (76)
Type of training received
Medical, nursing, or other school classroom training 592 (48)
Attended a lecture or talk 506 (41)
Read my institution’s protocol 455 (37)
Medical, nursing, or other school clinical setting 370 (30)
Attended a skills-based training or workshop 337 (27)
Watched a video 332 (27)
Continuing education program 297 (24)
Residency, fellowship, or other post-graduate training 139 (11)

Other 92 (7)
Date of most recent training

More than 10 years ago 159 (13)
Before March 2020 but within the last 10 years 464 (38)
After March 2020 478 (39)
Don’t remember 125 (10)
Provided training opportunities for staff to receive training on
domestic or sexualized violence®
No 374 (72)
Yes 114 (22)
Don’t remember 32 (6)
Screening practices
Do you or your team currently screen for any forms of
domestic or sexualized violence?”
No 682 (51)
Don’t know 247 (19)
Yes 398 (30)
All new patients 203 (54)
All patients with abuse indicators on history or exam 134 (36)
All patients periodically 50 (13)
Certain patient/client categories 46 (12)
All new female patients 41 (11)
All female patients periodically 22 (6)
Other 46 (12)
Data availability
Collect or have access to information from patients,
clients, or community members on...
Any socio-demographic characteristics
No 243 (18)
Don’t know 193 (14)
Yes 935 (68)
Any form of domestic or sexualized violence
No 554 (41)
Don’t know 424 (31)
Yes 382 (28)
Domestic violence 285 (75)
Intimate partner violence 264 (69)
Sexualized violence 250 (65)
Child abuse 250 (65)
Human trafficking 160 (42)
Elder abuse 159 (42)
Other 91 (24)

Note. N is number.

@ Only asked of participants who indicate they manage teams who directly
support patients or clients (n = 532).

b Only asked of participants involved in any patient-facing work (n = 1502).

(Garcia-Moreno et al., 2015; Hegarty et al., 2020). This includes estab-
lishing VAW as a health system priority, developing and implementing
clear screening protocols that are appropriate to the clinical context,
strong referral pathways to high-quality supportive services, team
collaboration, and providing appropriate time and resources (Melendez-
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Torres et al., 2023). Institutional support should also include contin-
uous, baseline training among healthcare providers, particularly those
most likely to see patients at risk of experiencing VAW, to be able to
appropriately elicit and manage patients’ disclosure of VAW (Melendez-
Torres et al., 2023; Kalra et al., 2021). Although evidence is currently
limited, training initiatives have been shown to improve healthcare
providers’ attitudes and responses to VAW among patients (Kalra et al.,
2021). The expectation, however, does not have to be for all healthcare
providers to become experts on VAW. Instead, advocate-based models —
which embed advocates with VAW expertise into the health system —
would allow for immediate referral to specialized advocates to manage
follow-up care (Dheensa et al., 2020; Feder et al., 2011; Sohal et al.,
2020; Robbins et al., 2014). Recent initiatives in Nova Scotia’s health
system, including the establishment of Nova Scotia Health’s Violence
Prevention, Intervention, and Response program in 2022, are positive
steps forward. Our results serve as an important benchmark to evaluate
future progress.

4.1. Limitations

As with most practitioner surveys, our study is limited due to chal-
lenges in establishing a sampling frame and evaluating response bias
(Hutchinson and Sutherland, 2019). We calculated approximate
response rates for priority program areas within each provincial health
authority. We expect that these rates are underestimated as we cannot
be certain that all individuals listed in program rosters received the
survey invitation and we prioritized certain professional groups over
others in recruitment efforts (e.g., clinicians, decision-makers, program
developers versus clerical, secretarial). However, our estimated
response rates were on par with a recent multidisciplinary provider
survey on VAW in the USA (Hutchinson and Sutherland, 2019). Of note,
this USA study compared three different sampling strategies and found
similar results across variables of interest. Our sample had representa-
tion across all health zones in Nova Scotia with diverse roles, training,
and educational backgrounds and a similar socio-demographic back-
ground to the provincial healthcare workforce based on available data
(Health workforce in Canada, 2022 — quick stats. CIHI, 2024). This rep-
resentation was consistent across all cross-sections of priority program
areas. The one major recruitment shortfall was among cis men. Although
most healthcare professionals are female, apart from physicians, we had
more female participants across all professional groups, despite targeted
recruitment efforts. Engaging cis men in domestic violence research is an
identified challenge in the field and one deserving of further attention,
particularly for informing prevention and response efforts (Maddox
et al., 2018).

In terms of interpreting potential response bias, we anticipate that
professionals who had more knowledge, experience, and training on
VAW would have been more likely to participate in our voluntary sur-
vey. Therefore, our findings likely overestimate preparedness to manage
domestic or sexualized violence within Nova Scotia’s health system at
the time of survey, which underscores the critical need for improved
system-wide intervention and policy strategies to respond to VAW to
meet current recommendations (Women and Gender Equality Canada,
2022; Mass Casualty Commission, 2023; Scovil, 2024). Our data are
vulnerable to measurement error. For instance, given the significant
proportion of the sample who reported lacking protocols or training to
screen for violence, our data likely underestimate the true number of
cases of violence that participants were in contact with — which further
supports the urgency of our findings. Our data are cross-sectional, so we
cannot determine causal predictors of readiness to manage VAW; how-
ever, our study represents a critical, large-scale, descriptive analysis that
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Provide education or resource materials to patients/clients who have experienced
domestic or sexualized violence? (n=680)

No
13%

N/A or don't
know
23%

Almost always
18%

Only upon request

9%
Adequate referral resources at worksite Adequate knowledge of community
for adult patients who have experienced resources for adult patients who have
violence? (n=677) experienced violence? (n=680)

No?
61%

Challenges inresponding to domestic or sexualized violence since March 2020 (n=678)

Increased workload or staffing shortages 49
Decreased availability of referral supports 38
Lack of culturally-specific or interpretation supports 28
Issues with arranging transportation for patients/clients 26
Increased violence among patients/clients 23
0 10 20 30 40 50

% participants

Opportunities in responding to domestic or sexualized violence since March 2020 (n=654)

I/my team have more awareness of violence among
patients/clients
Visitor restrictions made it easier to ask patients/clients
about potential violence

New training related to violence among patients/clients

Increased funding to support identifying or responding to
violence among patients/clients

0 10 20 30 40 50
% participants

Fig. 3. Management of domestic and sexualized violence among patients, as reported by participants who indicated they screen or have seen recent cases of violence
in their work (n = 695) in a cross-sectional survey of health professionals in Nova Scotia, Canada from November 2023 to February 2024.
Footnote: “Includes participants who selected “no,” “unsure,” or “not applicable to my work.”
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contributes to the existing evidence gap on health system readiness to
respond to domestic and sexualized violence in Canada. Future research
should evaluate generalizability to other Canadian jurisdictions.

5. Conclusion

To our knowledge, this is the largest study of health system readiness
to address domestic or sexualized violence in Canada to date. Our
findings outline the gaps that need to be addressed to take up provincial-
and national-level recommendations to strengthen health system and
intersectoral responses to VAW in one of Canada’s most impacted
provinces, Nova Scotia, while also demonstrating the import of doing so.
Even without systematic screening procedures in place, nearly one in
two participants reported they saw recent cases of violence in their work
but lacked the appropriate knowledge and resources to respond effec-
tively. There is a clear need for more training on domestic and sexual-
ized violence, improved knowledge of internal and community
resources, and stronger organizational directives, protocols, and re-
sources related to identifying and responding to violence among patients
across the health system. Given increased rates of VAW, the known
health consequences, and limited Canadian data on health system pre-
paredness to respond, similar needs assessments should be conducted
across the country, followed by evidence-informed policy and systems
change.
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