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and child abuse prevalence against Australian
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Abstract

Background: Domestic and family violence (DFV), including intimate partner violence (IPV), sexual assault and child
abuse are prevalent health and social issues, often precipitating contact with health services. Nurses, midwives and
carers are frontline responders to women and children who have experienced violence, with some research suggest-
ing that health professionals themselves may report a higher incidence of IPV in their personal lives compared to the
community. This paper reports the largest study of DFV against health professionals to date.

Method: An online descriptive, cross-sectional survey of 10,674 women and 772 men members of the Australian
Nursing and Midwifery Federation (ANMF) (Victorian Branch). The primary outcome measures were 12-month and
adult lifetime IPV prevalence (Composite Abuse Scale); secondary outcomes included sexual assault and child abuse
(Australian Bureau of Statistics Personal Safety Survey) and prevalence of IPV perpetration (bespoke).

Results: Response rate was 15.2% of women/11.2% of men who were sent an invitation email, and 38.4% of
women/28.3% of men who opened the email. In the last 12-months, 22.1% of women and 24.0% of men had experi-
enced IPV, while across the adult lifetime, 45.1% of women and 35.0% of men had experienced IPV. These figures are
higher than an Australian community sample. Non-partner sexual assault had been experienced by 18.6% of women
and 7.1% of men, which was similar to national community sample. IPV survivors were 2-3 times more likely to have
experienced physical, sexual or emotional abuse in childhood compared to those without a history of IPV (women OR
2.7,95% Cl 2.4 t0 2.9; men OR 2.8,95% Cl 2.0 to 4.1). Since the age of sixteen, 11.7% of men and 1.7% of women had
behaved in a way that had made a partner or ex-partner feel afraid of them.

Conclusions: The high prevalence of intimate partner violence and child abuse in this group of nurses, midwives and
carers suggests the need for workplace support programs. The findings support the theory that childhood adversity
may be related to entering the nursing profession and has implications for the training and support of this group.
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Background

Nurses, midwives and carers (hereafter referred to as
‘nurses’) are frontline responders to patients presenting
for healthcare who have experienced domestic and family
violence (DFV). DFV can cause fear, loss of control and
is associated with a range of harms including social iso-
lation, depression, anxiety, substance abuse and employ-
ment disruption [1-3]. This health sequalae of DFV fuels
an overrepresentation of survivors attending healthcare
services and increasing emphasis placed on nurses and
other health professionals to identify and respond to sur-
vivor patients [4]. DFV includes behaviour within an inti-
mate or family relationship that causes physical, sexual or
psychological harm, including intimate partner violence
(IPV), non-stranger sexual assault, family violence and
child abuse [5]. When violence against nurses has been
the focus of past research, it has usually been in the con-
text of abuse by patients, a major problem in the highly
gendered environment of healthcare workplaces [6, 7].
However, adding to this load for nurses is evidence that
they may themselves experience a higher prevalence of
DEFV in their own homes compared to the general com-
munity [8—10].

Community prevalence

International data across more than 150 countries indi-
cates that 27% of all ever-married/partnered women
have experienced physical partner violence and/or sexual
violence by a partner or somebody else; 13% in the last
12-months [11]. For context to this study setting, in Aus-
tralia, the lifetime prevalence of physical/sexual IPV is
17% of women and 6% of men; emotional IPV is 25% of
women and 17% of men [12]. The 12-month prevalence
of physical/sexual IPV is 2.3% of women and 1.1% of men,
while 4.8% of women and 4.2% of men have experienced
emotional IPV [13]. The gendered nature of DFV in the
community is underpinned by the still-evident power
disparity between men and women and enduring ideol-
ogy associating masculinity with dominance [14, 15].

DFV against nurses

An extensive search of the academic literature (1991-
2021) using the search (and associate) terms — ‘intimate
partner violence’; ‘domestic violence’; ‘family violence’;
‘nurses and health professionals’ — identified 19 quan-
titative studies about DFV against nurses globally [8, 9,
16-32]. Originating from 16 countries, most of these
studies report DFV prevalence against women nurses,
with five studies including men nurses [8, 18, 21, 24, 29].
Of two studies that separate the experience of IPV dur-
ing the last 12-month by gender, men nurses reported a
higher prevalence of combined IPV (between 9 and 16%)
than women nurses (between 8.2 and 13.9%), which was
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not consistent with local community statistics [8, 24]. In
the three studies of adult lifetime IPV however, women
reported a higher combined IPV prevalence (between 34
and 51%) than men (between 3 and 21%) [18, 24, 29].

Across the five studies of IPV against women nurses
in the last 12-months [8, 9, 17, 25, 27], the prevalence of
physical or sexual / psychological IPV was 4.5% / 12.0%
respectively (nurses and healthcare assistants in the UK)
[8] and 35.0% / 48.3% (nurses in India) [27]. Across 18
studies of a combined 8926 women’s experience of IPV,
adult lifetime prevalence ranged between from 12.0%
(190 nurses in Sweden) [31] to 97.7% (350 nurses and
doctors in Pakistan) [25] [9, 16—32]. Across all the pre-
vious studies, the prevalence of DFV against nurses has
most commonly reflected broader community DFV prev-
alence in the places where the research was conducted
[16, 17, 19, 22, 25, 27, 30]. However, where a difference
between DFV against nurse participants and the general
community was detected, it was more likely that nurses
reported a higher prevalence of DFV [8, 9, 18, 23, 24]
compared to the general community. Only two studies
have investigated the perpetration of violence against a
partner by nurses [21, 24], and only one separated their
results by gender, finding that 16.0% of 45 men and 21.4%
of 294 women reported that they had ever perpetrated
physical IPV [24].

These studies were not without limitations and these
included: small sample sizes (#<100) [16, 26, 27, 31, 32];
long recall period (>12-months) [16, 18-23, 26, 28—32];
lack of use of a validated IPV measure [17, 21, 22, 31];
low (<10%) or unpublished response rate [8, 18, 21, 25,
27, 28, 32], and results not separated by gender [21]. Only
one study has been conducted in Australia and utilised a
small sample of 471 women health professionals [9].

The objective of this study was to conduct a larger
survey about women and men nurses’ exposure to
12-month and adult lifetime IPV to understand the
breadth of abusive experiences in nurses’ lives using simi-
lar methodology to the authors previous research with a
smaller sample of Australian health professional women
(Blinded). Secondary objectives were to investigate, expe-
riences of sexual assault, reproductive coercion, technol-
ogy-facilitated abuse and child abuse and the prevalence
of IPV perpetration.

Methods

A descriptive, cross-sectional online survey about abuse,
health, employment, service use and needs was devel-
oped using standardised measures (Table 1). The final
survey consisted of 78 questions, with piloting leading to
modifications of the wording. Within the project adver-
tisements, pre-reading information and introduction
to the survey, participants were advised that the survey
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Table 1 Survey measures

Number
of survey
items

Variables Source measure

Australian Bureau of Statistics Per- 12
sonal Safety Survey (ABS PSS) [13]

Demographics

Physical & emotional SF-12 [33] 12
health

Depression PHQ-4 [34] 2
Anxiety PHQ-4 [34] 2
Posttraumatic stress Short Screening Scale for DSM-IV 7

disorder Posttraumatic Stress Disorder [35]
Hazardous alcohol FAST [36] 4
consumption

12-month & adult CAS [37] 36
lifetime IPV

12-month & adult life- Bespoke 5
time IPV perpetration

Physical & sexual child ABS PSS [13] 4

abuse

Witnessing FV WAV Project [9] 1

Non-partner sexual ABS PSS [13] 5
assault

Digital abuse TAR Scale [38]

Reproductive coercion  Bespoke

Workplace impacts DV and the Canadian Workplace 11
of IPV Survey [2]

Health & specialist Bespoke 20
service use

Resiliency CD-RISC2 [39] 2
Advocacy & support Bespoke (open-ended questions) 5

focused on health, relationships, experience of violence,
work and community; the survey was not labelled a ‘DFV
survey. The decision not to label the survey as focussed
on DFV was based on: the safety of participants (i.e. to
minimise the risk that an abusive partner monitoring a
participant’s emails would become aware of the project);
minimising the risk of response bias (i.e. the likelihood
that DFV survivors may be more motivated to participate
out of a desire to share their experience, or less motivated
to participate to avoid trauma reminders); the variety of
topics under investigation, and the problem that ‘DFV’
and like terms are interpreted differently by people in the
community. The survey introduction detailed informa-
tion about the survey structure, items, length, authors
and local specialist support services. This paper focuses
on the prevalence of IPV (including perpetration), sex-
ual assault, technology-facilitated abuse, reproductive
coercion, IPV in the workplace, physical/sexual child
abuse and exposure to violence between parents when
growing up. Women and men’s results are presented
separately due to men comprising less than a tenth of all
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participants as well as the gendered nature of DFV in the
community which suggests the possibility of a different
pattern of abuse for men [40].

Participants

All current members of the Australian Nursing and
Midwifery Federation (ANMF Vic Branch) were eligible
to participate. The ANMF (Vic Branch) is an industrial
Union and members comprise registered nurses, mid-
wives or carers working in Victoria, Australia. A survey
invitation email was sent to all 70,124 women and 6935
men members of the ANMF (Vic Branch). Sent by the
ANMEF (Vic Branch) Secretary, 27,759 women and 2745
men members opened the email containing information
about the project and an online survey link. The survey,
conducted via Qualtrics between 30 August 2019 and 7
February 2020, was confidential and voluntary, and com-
pletion implied consent [41]. A reminder text message
encouraging participation was sent to all potential par-
ticipants from the ANMF (Vic Branch) Secretary at two
time points during data collection.

Definitions

IPV was defined as physical, sexual and/or psycho-
logical violence, including the threat of such violence,
occurring within a current or past adult intimate rela-
tionship (lasting longer than 1 month) with a partner/
boyfriend/girlfriend/husband/wife since the age of 16.
This definition applied to survey items about IPV vic-
timisation and perpetration. The Composite Abuse
Scale (CAS) is a 30-item validated self-report meas-
ure of abusive behaviours during the last 12-months
using a 6-point scale (Not in past 12-months/Once/A
few times/Monthly/Weekly/Daily/Almost daily) [37].
A total CAS score derived from scores of all items
(30 items, each scored 0-5, allowing a possible total
score of 0-150) or the total scores for each subscale.
Standard cut off scores were used (Severe Combined
Abuse =1 [8 items], Physical Abuse=1 [7 items], Emo-
tional Abuse=3 [11 items], Harassment =2 [4 items])
[37]. The final step in the scoring process involved cat-
egorising participants into one of four 12-month IPV
categories:

SCA: Severe combined abuse (severe physical, sexual
and/or emotional violence);

PA+E: Physical abuse combined with emotional
abuse and/or harassment (not including sexual
abuse);

PA alone: Physical abuse (not in combination with
sexual or emotional abuse or harassment);

E+H alone: Emotional abuse and/or harassment
(not in combination with physical/sexual abuse).
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As per a previous study by the authors, the CAS was
adapted to measure adult lifetime IPV since the age of
16 (Blinded). Lifetime IPV was defined as qualifying
for 12-month abuse (any of the four categories) or an
adult lifetime score on the CAS subscales: SCA (1+) or
PA+E (2+).

Applying questions from the ABS Personal Safety Sur-
vey (PSS), sexual assault was defined as forced (includ-
ing attempted) sexual activity (i.e. rape) by anyone since
the age of fifteen [13]. The definition of sexual assault
excluded unwanted sexual touching and offensive sexual
behaviour (i.e. indecent emails, exposure, inappropriate
sexual comments) since the age of sixteen [13]. Repro-
ductive coercion was defined as the use of force (includ-
ing attempted) to become pregnant when this was not
wanted or to end a wanted pregnancy since the age of
sixteen [42]. Technology-facilitated abuse was defined
as monitoring via digital software or the distribution (or
threat) of nude images/video without permission [38].
Child abuse was defined as physical harm (slapped, hit,
beat, kicked, restrained) or sexual activity before the age
of fifteen perpetrated by an adult over the age of eight-
een [13] and/or witnessing family violence against a
parent [9].

Analysis

The prevalence of DFV was derived from univariate anal-
yses using frequencies and percentages. Odds ratios, 95%
confidence intervals (CI) and P-values were employed to
assess the likely size of the association between demo-
graphic and other variables with categories of abuse.
Quantitative data was imported, cleaned and coded using
SPSS (version 25) [43] and analysed with STATA (version
15) [44]. Ethics approval for the project was granted by
the University of Melbourne Human Research and Ethics
Committees (Ethics ID: 1953826).

Results

There were 10,674 women and 772 men ANMEF (Vic
Branch) members who completed a survey, achiev-
ing response rates of between 15.2% (women)/11.2%
(men) (those sent an invitation email) and 38.4%
(women)/28.3% (men) (those who opened email). Most
participants were women (93.1%), born in Australia
(77.5%), median age of 47years (50.4%) who worked
in a public hospital more than 3 days a week (59.9%)
(Table 2).

Most participants were living with a male partner
(98.8%) and two children (31.2%) at the time of the sur-
vey. The majority of participants identified they were in
a relationship with an opposite-sex partner, although
around a quarter (27.3% men / 22.9% women) chose not
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to disclose the sex of their partner and more than one in
ten men (13.1%) and 2.5% of women were in a same-sex
relationship.

Adult lifetime prevalence of intimate partner violence
Nearly half of women participants (45%) and a third of
male participants (35.0%) had experienced physical,
sexual and emotional abuse in at least one intimate rela-
tionship since the age of sixteen (Table 3). Almost dou-
ble the proportion of women participants (32.2%) than
men (17.2%) reported having ever felt afraid of a part-
ner or ex-partner. For 1 in 10 of these women (10.1%)
and 1 in 4 men (25.1%), their abusive partner was also
a work colleague and worked with them at the time of
the abuse. Figures 1 and 2 are diagrams of women’s and
men’s experience of lifetime IPV by violence type. Among
survivor women, the largest group (28.0%) had lifetime
experiences of all three types of IPV: physical, sexual and
psychological; for survivor men, it was psychological
violence and harassment (30.0%). Most survivor women
(81.1%) reported exposure to physical and/or sexual vio-
lence by a partner in combination with psychological
violence. Physical and/or sexual violence alone was less
prevalent for both women (17.5%) and men (19.2%). The
prevalence of lifetime IPV was the same for Aboriginal
and/or Torres Strait Islander women as other women
participants (44.4%), however, women born overseas
were under-represented among lifetime IPV survivors
(38.7% compared to 45.9%).

A minority of women participants (5.8%) had experi-
enced behaviour by a partner that interfered with their
capacity to make independent decisions about their
reproductive health. Some had been forced to become
pregnant when they did not want to be (1.7%) and others
had been forced to terminate a wanted pregnancy (4.6%)
(Table 4). A similar proportion of women (5.4%) and men
(5.2%) reported their partner had used technology to
facilitate abuse to track their whereabouts or share nude
images/video of them without their consent (Table 4).

Twelve-month prevalence of intimate partner violence

The 12-month IPV prevalence among women was 22.1%,
while for men it was 24.0%. This represented a third
of women and half of men who had experienced adult
lifetime IPV over a period longer than the last year.
Among survivor women, the frequency of abusive acts
against them was greater, more likely to be sexually abu-
sive and to cause fear, when compared with survivor
men (Table 2, Fig. 3). More than half (54.1%) of survi-
vor women and close to half of survivor men (43.3%)
had children at home who may have been exposed to the
violence.
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Table 2 Demographic characteristics of participants compared to the broader ANMF (Vic Branch) and Australian population

Characteristic No. (%) of all No. (%) of No. (%) No. (%) of ABS PSS population %°  Australian
participants women of men ANMF member population
participants participants  population® %"
Sex N=11,465 10,629 (92.7) 772 (6.7) N=287,076 N=21,242 **
Female 10,629 (92.7) - - 79,264 (91.0) 15,589 **
Male 772 (6.7) - - 7790 (8.9) 5653 o
Non-binary 13(0.1) - - ** ** **
Preferred not to say 51(0.4) - - w* w* wx
Age (years) ( =11,321) (n:10519) (n=760)
<30 89 (10.5) 09 (10.5) 75(9.9) 16,098 (18.5) 153 218
30-39 3(18.7) 1937 (184) 167 (22.0) 23,015 (26.4) 193 184
40-49 2401 (21.2) 2213 (21.0) 173 (22.8) 17,689 (20.3) 18.3 17.3
50-59 3399 (30.0) 82(30.2) 209 (27.5) 17,595 (20.2) 17.2 16.2
60-69 01(18.6) 1962 (18.7) 134(17.6) 10,007 (11.5) 16.2 135
>70 118(10) 116 (1.2) 2(0.2) 918 (1.1) 13.6 12.7
Country of birth (n=8831) (n=28227) (n=564)
Australia 6795 (76.9) 6380 (77.5) 384 (68.1) ** 70.5 66.9
English first language 7789 (88.5) 7300 (89.0) 452 (80.6) ** ** **
Aboriginal/Torres Strait 107 (1.2) 104 (1.3) 3(0.5) ** ** **
Islander
Intimate relationship status (n=10,195)  (n=9497) (n=649)
Ina current relationshipd 7361 (72.2) 6827 (71.9) 504 (77.6) ** 57.1 624
Relationship during past 12mths® 7779 (76.3) 7201 (75.8) 545 (84.0) ** ** **
Ever been in a relationship 9682 (95.0) 9021 (95.0) 614 (94.6) ** 81.7 787
Sex of current partner (h=16776) (n=16297) (hn=452) o w* o
Male 6209 (91.6) 6135 (97.4) 59(13.1) ** Women respondents: 624  Women: 59.8
Male respondents: 1.3 Men: 0.9
Female 559 (8.2) 158 (2.5) 392 (86.7) ** Female respondents: 0.3 Women: 0.4
Male respondents: 40.3 Men: 63.8
Non-binary 8(0.0) 4(0.1) 1(0.2) ** ** **
Current living situation
Living with partner (incl. 6111 (69.5) 5673 (69.5) 413 (69.3) . 479 525
married)
In a relationship, but not living 556 (6.3) 514 (6.3) 39(7.0) ** ** **
with partner
Separated 324 (3.7) 306 (3.7) 14 (2.5) na. 49 3.1
Divorced 669 (7.6) 634 (7.7) 32(5.7) n.a. 125 84
Widowed 214 (2.4) 209 (2.6) 4(7) ** 6.6 4.5
Not in a relationship/single 1179 (134) 1093 (13.3) 80 (14.3) ** 429 376
Children (n=28772) (n=8177) (n=558)
No children 2320 (264) 2093 (25.6) 213(38.2) ** ** *x
Currently pregnant - 126 (1.1) - ** ** **
14 children living at home 4799 (54.7) 4519 (55.2) 266 (47.7) ** 322 34.2
Sector of work (n=28584) (n=7995) (n=552) (N=87,076) ** **
Public Acute 3947 (46.0) 3678 (46.0) 255 (46.2) 41,280 (47.4) ** **
Private Acute 824 (9.6) 788 (10.0) 32(5.8) 10,490 (12.0) ** **
Public Mental Health 320(3.7) 244 (3.0) 73(13.2) 2379 (2.7) ** **
Private Mental Health 81(0.9) 66 (0.8) 52.7) 528 (0.0) ** **
Public Aged Care 801 (9.3) 747 (9.3) 109.2) 1686 (1.9) ** **
Private Aged Care 724 (84) 672 (8.4) (8 7) 12,371 (14.2) ** **
Other 1887 (22.0) 1880 (22.5) 78 (14.1) 18,342 (21.1) ** **

Work hours p/wk (n=28596) (n=28004) (n=553)
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Table 2 (continued)

Characteristic No. (%) of all No. (%) of No. (%) No. (%) of ABS PSS population %°  Australian

participants women of men ANMF member population
participants participants  population® %°

1-3days (24 hrs or less) 2138 (24.9) 2072 (25.9) 54 (9.8) 280 14.5 12.0
>3-4days (25-34hrs) 3526 (41.1) 3318 (41.4) 193 (34.9) 64.0 9.1 7.1
5+ days (35-44 hrs) 2468 (28.7) 2210(27.7) 249 (45.0) 396 44.5
6+ days (45hrs+) 464 (5.4) 404 (5.0) 57(10.2)

Denominators vary due to missing responses; base = all survey participants who responded

™ Comparable data either not collected or available

@ ANMF (Vic Branch) October 2019 data. N.b: ANMF (Vic Branch) population to whom survey information was sent in August 2019 was 77,059 members

b 2016 PSS data provided by ABS (courtesy of Anthea Saflekos) 16 February 2021

€ Population data is weighted proportions from PSS, provided by ABS (Anthea Saflekos) 16 February 2021

4513 participants were omitted as they had never been in a relationship

Table 3 Adult lifetime and 12-month prevalence of intimate partner violence * Values are numbers (percentages)

Intimate partner violence Women'’s lifetime Men’s lifetime Women'’s 12-month Men'’s

prevalence prevalence prevalence 12-month
prevalence
n=_8982 n=0611 n=238982 n=0611

Fear of partner 2894 (32.2) 105 (17.2) 552 (7.7) 33(6.1)

IPV Category (CAS) n=28760 n=>595 n=7847 n=570
Severe physical, emotional and/or sexual combined 2315 (26.4) 95 (16.1) 373 (4.8) 29 (5.1)

abuse
Physical abuse and emotional/harassment 739 (8.4) 45 (7.6) 207 (2.6) 15 (2.6)
Emotional abuse and/or harassment alone 837 (10.0) 77 (12.9) 700 (8.9) 65 (114)
Physical abuse alone 328 (3.7) 24 (4.7) 96 (1.2) 9(1.6)

Sexual assault (rape) by partner 1925 (22.2) 65(11.1) 309 (3.5) 17 (2.8)

Total: Fear of partner and/or abuse 4055 (45.1) 214 (35.0) 1540 (22.1) 127 (24.0)

Denominators vary due to missing responses; base = all survey participants who responded

2476 women & 35 men participants omitted because they had never been in a relationship

Sexual assault (non-partner) during adulthood

Sexual assault perpetrated by somebody other than
an intimate partner had been experienced by 18.6%
of women and 7.1% men (Table 5). In most cases, the
offenders of that violence were male friends/acquaint-
ances (43.6%), followed by strangers (22.8%) (Fig. 4).
For the one in ten women sexually assaulted by some-
one with whom they worked, the offender was most fre-
quently described as a work colleague (47.7%), followed
by a manager/senior colleague (36.4%) or patient/client
(15.9%). For nearly half of survivor women and men,
sexual assault was something they had experienced more
than once. There was some overlap between women
who had been sexually assaulted by someone outside the
home as well as by an intimate partner; the odds that a
woman had experienced sexual assault by someone other
than a partner during adulthood were 3.6 times greater
if the woman had survived sexual assault by an intimate
partner (95% CI 3.2-4.1).

Child abuse

Physical or sexual abuse in childhood had affected a third
of women participants and nearly half of men (Table 6).
Sexual child abuse was more prevalent against women
as girls and most likely to be perpetrated by somebody
within the family; men as boys were more commonly
exposed to physical abuse, also usually perpetrated
by someone within the family. The predicted odds of
reporting IPV in adulthood were 2-3 times greater if the
survivor had experienced child abuse (women OR 2.7,
95% CI 2.4 to 2.9; men OR 2.8, 95% CI 2.0 to 4.1).

IPV perpetration

Both men and women participants who had acted abu-
sively against a partner in the last 12-months were more
likely than not to also identify as the victim of partner
abuse IPV during that time. For example, 8.0% of men
disclosed the use of controlling, threatening or physi-
cally/sexually abusive behaviour against their partner in
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Physical violence
8.9%
n=361

Psychological violence
18.9%
n=771

Sexual violence
6.3%
n=257

Fig. 1 Women'’s overlap of physical, sexual and psychological IPV since sixteen years old (n =4074)

Physical violence
13.1%
n=30

Psychological violence
30.0%
n=69

Sexual violence
4.4%
n=10

Fig. 2 Men'’s overlap of physical, sexual and psychological IPV since sixteen years old (n =229)

the last year, and 55.0% of them had also been the vic-
tim of IPV. Among women, 6.0% had acted controlling,
threatening or physically/sexually abusive towards a part-
ner in the last year, with 57.6% having been the victim of
IPV during the same period. Since the age of 16 years,
17.6% of men and 16.0% of women had acted abusively

towards a partner; for 60.6% of those men and 78.1% of
women, they had also been a victim/survivor during that
time. A gendered difference was reported on the measure
of causing a partner to feel afraid: across the adult life-
time, 11.7% men and 1.7% of women reported causing
their partner to feel fearful.
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Table 4 Technology-facilitated abuse and reproductive coercion
prevalence. Values are numbers (percentages)

Types of abuse Women'’s lifetime  Men's
prevalence lifetime
prevalence
n=28746 n=>595
Technology-facilitated abuse 468 (5.4) 31(5.2)
Tracked me without consent 262 (3.0) 22(3.7)
Distributed images/video with- 258 (2.9) 15(2.5)
out consent
n=28294 N/A
Reproductive coercion 485 (5.8) N/A
Forced to become pregnant 140 (1.7) N/A
Forced to end pregnancy 384 (4.6) N/A

Denominators vary due to missing responses; base =all survey participants who
responded

N/A Women-only item

Discussion

DFV prevalence in the context of the literature

The findings of this study indicate that nurses, midwives
and carers may be overrepresented as victim/survivors
of DFV (12-month and adult lifetime IPV, adult sexual
assault and child abuse) compared to the general com-
munity among whom they live and provide care. While
community studies assess [PV differently to this study —
the community measure (Australian Bureau of Statistics
Personal Safety Survey [13]) defines an intimate partner
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in narrower terms (either ‘co-habiting’ or ‘boyfriend/
date’) and assesses IPV using fewer items, for example
— the overrepresentation of IPV reported by the nurs-
ing men and women in this study compared to the gen-
eral Australian community is stark. Between 22 and 24%
of women and men nurses in this study reported IPV in
the last 12-months, with 7.7% of women characterising
that as inducing fear. This represents an increased rate
of women’s physical/sexual IPV up to 4.5 times higher
than the general Australian community, with emotional
abuse up to 2 times higher. Among men, the difference
in reported 12-month physical/sexual IPV was up to 10
times higher, while emotional abuse was up to 3 times
higher than reported by men in the community [13]. The
prevalence of adult lifetime IPV (since 16years) was also
overrepresented in our sample compared to the com-
munity: physical/sexual IPV among women participants
was more than double that reported by women in the
community, while for men participants the increase was
greater than 5-fold [13]. Further, women and men in our
sample reported adult lifetime emotional IPV up to twice
the rate of women and men in the community [45].

The overrepresentation of adult lifetime IPV survi-
vors is important to place within the childhood con-
text of abuse. Childhood abuse (physical/sexual or IPV
between parents) was reported by men participants at
four times the rate of the general male community and
2.2 times more commonly by women participants [12]. A
history of child abuse was associated with up to 3 times

Physical violence
7.2%
n=99

survivor men’s data

Psychological violence
53.3%
n=735

Fig. 3 Women'’s overlap of physical, sexual and psychological IPV in the last 12-months (n = 1379). *Insufficient data to report corresponding

Sexual vioclence
6.7%
n=93
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Table 5 Adult sexual assault prevalence. Values are numbers
(percentages) unless otherwise stated

Types of abuse Women'’s Men'’s
lifetime lifetime
prevalence prevalence
n=28696 n=>593

Sexual assault (since 15yrs) 1618 (18.6) 42(7.1)

Male perpetrator 1589 (99.5) 31(75.6)

Perpetrator relationship n=1320 n=35

Stranger 302 (22.8) *
Friend/acquaintance 580 (43.9) *
Date/hook-up 157 (11.9) *
Patient 24(1.8) *
Colleague 72(54) *
Manager/senior 55(4.2) *
Someone in the family (i.e. in-laws) 130(9.8) *
n==8696 n=593
Perpetrator worked at same workplace 146 (9.6) *
More than 1 incident of sexual assault 679 (42.0) 23 (54.8)

Denominators vary due to missing responses; base = all survey participants who
responded

*Numerator too small to report (<15)

increased odds of reporting IPV in adulthood, especially
for men participants. While a life course affect could not
be directly (causally) investigated in this study, it is indi-
cated by these findings. This result is consistent with the
is a wealth of evidence linking adverse circumstances in
early life to an increased risk of violence exposure, among
other harms, in later life [12, 40].

Male participants

The comparable IPV prevalence between men and
women participants in the previous 12-months was sur-
prising given the substantial divergence from community
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statistics that this represents [13]. However, the finding
is consistent with the two other studies of male nurses
within the same timeframe [8, 24]. Similarly, the finding
of lower adult lifetime IPV prevalence among men com-
pared to women was aligned with the three other studies
of this topic [18, 24, 29]. Reflecting the gendered nature
of nursing, the present study and the other background
studies have included a much smaller proportion of men
to women participants. The men in this study may not
be representative of men in broader Australian society;
for example, the incidence of same-sex partnerships was
more than 10 times higher in the present sample com-
pared to the community average [13]. Men in nursing
may not reflect traditionally narrow representations of
masculinity [14] and may have been more willing to par-
ticipate at least in part because the survey gave them a
voice for their experience that they otherwise do not have
[46].

Wounded healers

This study adds to the wounded healer evidence-base
that has previously uncovered an association between
childhood adversity in the backgrounds of social workers,
mental health clinicians and counsellors compared to the
general community [47, 48]. The findings of the present
study suggest that nurses, midwives and carers may have
a higher prevalence than others of adversity and abuse,
consistent with the findings of several international stud-
ies of DFV against nurses [8, 9, 18, 23, 24]. Could DFV be
related to nurses’ choice of profession, perhaps because
of an enhanced motivation and/or capacity to support
others born of experience? [49, 50]. Or, perhaps nurses
are more willing than others to identify and disclose
DEFV to researchers because they are aware of the com-
monality and manifestations of DFV gleaned from prac-
tice [9]. Could survivor nurses face additional barriers to

Friend/Acquaintance

Stranger

Date/hookup

Someone at work (colleague/manager/patient)

Family member (ie. In-laws)

Fig. 4 Perpetrator of women'’s (non-partner) sexual assault

43.6%

22.8%

11.9%

11.4%

10.3%
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Table 6 Child abuse 2. Values are numbers (percentages) unless
otherwise stated

Child abuse type Women as girls Men as
prevalence boys
prevalence
n==8652 n=589
Physical child abuse 2487 (28.7) 231(39.2)
(n=2261) (n=210)
Within the family 2126 (94.0) 175 (83.3)
Outside the family © 135 (6.0) 35(16.7)
Sexual child abuse 1223 (14.1) 67 (114)
(h=1103) (h=59)
Within the family 593 (53.8) 21 (35.6)
Outside the family 510 (46.2) 38 (64.4)
(h=28637) (n=588)
FV between parents while 2150 (24.9) 156 (26.5)
growing up
Total (physical/sexual abuse 3797 (44.0) 298 (50.7)

and/or FV exposure)

Denominators vary due to missing responses; base =all survey participants who
responded

2 Abusive behaviour before the age of 15 years by someone aged 18 plus years

b Examples of physical & sexual abuse perpetrators within the family are father,
uncle, cousin

€ Examples of physical & sexual abuse perpetrators outside the family are
teacher, neighbour, family friend

accessing services because of extra concerns about their
privacy or increased self-stigma and shame from a per-
ception that those whose job involves supporting sur-
vivor patients should not experience DFV themselves?
[10]. Whatever the factors associating nursing with an
increased prevalence of childhood and adult familial
trauma, many of the participants in this study indicated
they carry a sizable trauma load, which is likely to get
added to in the course of routine patient care [51].

Vicarious trauma

All nurses, given time, are likely to be exposed to vicari-
ous trauma in their role responding to patients dur-
ing times of distress and crisis [52, 53]. Stemming from
empathetic engagement, vicarious trauma is a trans-
formation of the inner world of the those who listen to,
observe and intervene in the trauma of others and can
resemble signs of post-traumatic stress [52, 54]. Research
suggests that upon a background of personal (primary)
trauma, a vicarious (secondary) trauma response may
take affect earlier and more severely than among those
without a personal history of trauma [48, 50]. This warns
of a potentially heavy cumulative trauma load for survi-
vor nurses [9], especially when the patient aggression and
harassment that nurses are routinely exposed to is added
[7]. It is likely that vicarious and cumulative trauma
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will be at play for different nurses at different times, so
healthcare workplaces and the unions and services that
support nurses must be prepared and responsive.

Strengths and limitations

Strengths of this study include the sample size establish-
ing it as the largest study of IPV among women and men
health professionals to date. The study utilised a compre-
hensive measure of IPV [37], reporting the prevalence
of previously understudied forms of interpersonal abuse
among nurses, including reproductive coercion, technol-
ogy-facilitated abuse [38] and use of abusive behaviours.
The response rates of 14.9 and 37.6% present a limitation,
albeit a difficult one to avoid given the survey’s sensitivity
and length and the work/life demands of this population.
Further, the response rate is comparable or higher than
at least half of the studies in this field [8, 18, 21, 25-28,
32]. The margin of error across all the men’s data was 4%
(women’s data <1%) and due to missing responses, the
relative standard error of men’s IPV prevalence data was
12% (women’s data 4%), indicating interpretive caution
is required. While overreporting is regarded as rare in
DEFV research, survivors may have been more interested
or willing to take part in this study than others and if
respondents differed from non-respondents in meaning-
ful ways, this may have affected the study’s conclusions
[55, 56].

Implications

The present research exposing the high familial trauma
load among a large sample of nurses, midwives and car-
ers has implications for healthcare workplace culture,
managers and colleagues. Listening to nurses with a
lived experience of DFV, encouraging them to be part of
any change, is central to workplaces getting the survivor
response right [57, 58]. For healthcare organisations to
be responsive to the needs of people who have experi-
enced DFV, a trauma and violence-informed approach
must be prioritised [59]. This includes infusing all levels
of the workplace with an understanding of the common-
ality of primary and secondary trauma and its centralis-
ing role in some survivors’ lives. Working to create and
maintain the conditions that enable both patients and
staff to feel a sense of control, choice and power within
the healthcare system. If managers and staff know how
to recognise DFV indicators and can respond to staff
disclosures in a sensitive and evidence-based way, then
survivors should receive information about onsite and
offsite support, offered roster flexibility, ensured con-
fidentiality and given control over next steps [60, 61].
Since colleagues may be the first person to whom a dis-
closure is made, they need to know where to access addi-
tional information and support they might need [60, 62].
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Organisations have a significant stake in both mitigating
against the impacts of vicarious trauma and strengthen-
ing staff resilience. Leadership and resource provision
is needed to enable staft to practice self and family care,
task variation, research, supervision and other evidence-
based workplace strategies that can improve psychologi-
cal wellbeing and reduce work stress [63]. Further, given
the proportion of DFV survivor staff in healthcare work-
places that are indicated by these findings, these work-
places have a responsibility to ensure DFV-specific staff
support is available and to evaluate the take up, effec-
tiveness and cost of such support [64].

Conclusion

This study, the largest of DFV against health profes-
sionals to date, adds to the existing evidence that those
at the frontline of healthcare may carry a substantial
DFV trauma burden, encompassing violence in their
homes during childhood and into their adult relation-
ships. This must be considered in healthcare workplace
support provision, training for colleagues, managers
and others to whom survivor staff may disclose, and
when resourcing health professionals to respond to
their patients after DFV. Strengthening DFV support
and advocacy for survivor nurses, midwives and carers
may, in turn, reinforce their frontline work responding
to the health needs and recovery journeys of patients.
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