
O R I G I N A L  R E S E A R C H

Intimate Partner Violence; Are Saudi Physicians in 
Primary Health Care Setting Ready to Identify, 
Screening, and Respond?
Zaenb Alsalman 1, Marwa Shafey2, Laila Al Ali3

1Departments of Family and Community Medicine, College of Medicine, King Faisal University, Al Ahsa, Saudi Arabia; 2Department of Family and 
Community Medicine, College of Medicine, Imam Abdulrahman Bin Faisal University, Dammam, Saudi Arabia; 3Ministry of Health, Dammam, Saudi 
Arabia

Correspondence: Zaenb Alsalman, Departments of Family and Community Medicine, College of Medicine, King Faisal University, Po Box 3311, Al 
Ahsa, 36346, Saudi Arabia, Tel +966545611633, Email Alsalman.zainab@hotmail.com; zalsalman@KFU.edu.sa 

Introduction: Intimate partner violence (IPV) is a growing hot topic in Saudi Arabia and primary health care (PHC) physicians play 
a significant role in preventing it. Our objective was to assess the PHC Physicians’ readiness and barriers to identify, screen, and 
respond to IPV in Saudi Arabia.
Methods: A cross-sectional study recruited physicians working in PHC centers in Saudi Arabia. Data was collected using a modified 
online self-administered questionnaire based on the PREMIS “The Physician Readiness to Identify and Manage IPV.” The ques
tionnaire consisted of respondent profile, perceived preparedness and knowledge, actual knowledge, practice issues, and opinion 
regarding barriers.
Results: Among 169 PHC physicians, 60.9% had never experienced any formal IPV training. Around one-fifth of participants have 
a good perceived and actual knowledge, whereas one-third have a good perceived preparedness. Nearly half of the participants (46.7%) 
do not screen for IPV and two-thirds of them (66.3%) have never identified an IPV case during the previous 6 months. The logistic 
regression model showed that family physicians were 2.27 times more likely to have a good knowledge than a general practitioner, and 
participants with IPV training were more likely to have a good level of perceived preparedness, perceived knowledge, and more likely 
to perform screening of IPV.
Conclusion: The low level of PHC physicians’ readiness to identify and respond to IPV is worrisome. Findings emphasize the urgent 
need for an IPV training program, a supportive work environment, and a clear referral system in order to help the practitioner to 
provide comprehensive services and ensure safety plans for abused women.
Keywords: intimate partner violence, primary health care, women, family physicians, Saudi Arabia

Introduction
Intimate partner violence (IPV) is defined as any physical, sexual, or psychological harm induced by the current or 
former partner, in addition to emotional insulting and monetary constrained behaviors.1,2 IPV is more prevalent among 
women than men.1 According to the World Health Organization, 30% of women worldwide have been subjected to either 
physical and/or sexual IPV in their lifetime.1 Studies in Saudi Arabia showed a varying prevalence of IPV ranging from 
34% to 43%.3–9 However, as IPV is often under-reported, this figure is likely to be underestimated.10

IPV against women is a major public health concern with negative impacts on all aspects of their life.1,2 Abused 
women are at higher risk for reproductive health problems, sexually transmitted diseases, substance abuse disorders, and 
chronic diseases.11,12 IPV is also a major cause of a wide variety of mental health problems ranging from mild depression 
and anxiety to suicide attempts and death.12–14
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IPV is a preventable issue. Globally different laws and policies have been developed to address this issue.15 Saudi 
Arabia is acting at various levels to address IPV; in 2005, the National Family Safety Program (NFSP) was established 
and an abuse hotline number and website were activated to report any case of violence.16,17

Health care providers play a vital role in violence prevention and management.18 IPV screening within health care 
services is an opportunity to provide victims with information, referral to support services, and discuss coping ways.19–21 

The primary health care (PHC) setting is the ideal place to detect IPV cases, as it is the first level to contact the health 
care system.22 However, one of the biggest obstacles to the NFSP program’s implementation is the insufficiency of 
skilled medical professionals to handle IPV patients.23 The Physicians’ readiness to identify IPV has been studied in 
different countries, which revealed that health care providers had insufficient knowledge and preparedness to identify and 
properly respond to IPV.24,25

In Saudi Arabia, IPV is a growing hot topic; studies have been conducted aiming at estimating the prevalence of IPV, 
while the physicians’ readiness to recognize, screen, and respond to IPV is less tackled. Moreover, little data are available 
about what has been done to address this issue among PHCs despite the global recommendations to incorporate IPV 
training and education into the curriculum and professionals continuing medical education. Hence, this study aims at 
assessing the PHC Physicians’ readiness and barriers to identify, screen, and respond to IPV in Saudi Arabia.

Materials and Methods
Setting and Participants
This cross-sectional study was targeting Saudi primary health care physicians. The sample size was estimated by using 
the Cochran formula assuming the proportion of physicians’ preparedness is 30% as reported by a previous Saudi study 
with the desired level of precision of 5%, and a confidence interval is 95%.26 A convenience sampling technique was 
utilized to choose study participants from 322 online questionnaires that were delivered through email and WhatsApp 
under the supervision of the Saudi Commission of Health Specialties.

Instrument
A modified version of a validated questionnaire “The Physician Readiness to Manage IPV Survey” (PREMIS) was used. 
The original questionnaire consists of five sections: respondent profile, perceived preparedness and knowledge, actual 
knowledge, and practice issues.27 The survey was modified in order to reflect Saudi culture and primarily addresses 
women’s abuse. For instance, questions on lesbian women, single mothers, Black or Hispanic women, immigrant women, 
and homosexual men were all deleted since they are not applicable to Saudi culture. Additional references to legal 
advocates, victim witness advocates, batterers’ treatment programs, batterers’ women support groups, and lesbian, 
homosexual, bisexual, and transgender support organizations were eliminated due to the lack of support services in 
Saudi Arabia. In the practice section, items related to using the camera, taking photographs, and utilizing a body map to 
document victims’ injuries were removed since these practices are not permitted in Saudi Arabia. Moreover, all 
statements regarding how physicians perceive patients with a history of IPV behaviors at the appropriate stage of change 
were deleted for the sake of survey length. All statements outside the scope of our study’s goal were withdrawn such as 
questions regarding abuse of children, elders, or male victims. Researchers also included statements about participants’ 
opinion regarding barriers to IPV screening. Finally, the utilized tool consisted of perceived preparedness (4 statements), 
perceived knowledge (10 statements); each of the five-point Likert’s scale, actual knowledge (17 statements) scored 
correct or incorrect, practice questions; screening of IPV (yes/no), and those for responding to identified IPV comprised 6 
action statements of yes/no answers. Additionally, six opinion statements about barriers to screening of three points 
Likert’s scale were included. The modified questionnaire was tested for its internal consistency reliability, with 
a Cronbach’s alpha >0.7 (perceived preparedness 0.88, perceived knowledge 0.94, and Opinion 0.72).

Data Analysis
Collected data was coded, entered, and analyzed using the Statistical Package for the Social Sciences (SPSS).28 

Researchers followed the PREMIS tool Kit, which provides a scoring system for preparedness and knowledge.26 The 

https://doi.org/10.2147/IJWH.S401926                                                                                                                                                                                                                                

DovePress                                                                                                                                     

International Journal of Women’s Health 2023:15 624

Alsalman et al                                                                                                                                                        Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


raw scores for perceived preparedness (4–20), perceived knowledge (10–50), the actual knowledge (0–17), and the 
response to identified IPV (0–6). Mean scores and mean percentage scores were calculated and a cutoff point was 
set for the categorization of perceived preparedness, perceived knowledge, and actual knowledge where good levels 
were ≥75%, fair 75 to ≥50%, and poor level of <50. Regarding opinion toward barriers six negative statements were 
scored from 1 to 3; (totally agree, neutral, disagree), raw scores (6–18), mean and mean percent scores were 
calculated, and further the mean percent scores were categorized into negative, neutral, and positive opinions of 
service provision (<50%, 50–<75%, and ≥75%). A test of normality was conducted and the relation between 
physicians’ scores of preparedness, and knowledge of demographic or job characteristics was assessed using 
parametric and non-parametric data. Logistic regression analysis of sociodemographic and job characteristics with 
a good level of perceived preparedness, perceived knowledge, actual knowledge, and the practice of screening was 
performed. A p-value of <0.05 was set as significant.

Results
Characteristics of Participants
The total number of physicians was 169 (response rate of 52.4%). Nearly two-thirds (64.5%) were below 40 years, 
54.4% were men, 80.5% were married, and 39.1% saw an average of <40 patients per week. Moreover, the highest 
percentage of physicians (60.9%) had never experienced any formal IPV training and 59.8% had experienced 
disclosure for IPV. The remaining participants’ sociodemographic and job characteristics are shown in Table 1.

Table 1 Participants’ Sociodemographic and Job Characteristics (N=169)

Variable N (%)

Age (years)
- <40 109 (64.5%)

- ≥40 60 (35.5%)

Gender
- Male 92 (54.4%)

- Female 77 (45.6%)

Marital status
- Single 33 (19.5%)
- Married 136 (80.5%)

Job Titles
- General practitioner. 54 (32%)

- Family medicine resident. 44 (26%)

- Family medicine specialist/consultant. 71 (42%)

Years of Work
- < 10 96 (56.8%)
- ≥10 73 (43.2%)

Average number of patients seen/week
- <40 66 (39.1%)

- ≥40 103 (60.9%)

Experienced formal IPV Training^^

- Never 103 (60.9%)
- Yes 66 (39.1%)

(Continued)
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Participants’ Perceived Preparedness, Perceived Knowledge, and Actual Knowledge of IPV
Only around one-fifth of participants have a good perceived and actual knowledge (18.3% and 21.9% respectively), 
whereas one-third (33.2%) have a good perceived preparedness toward IPV (Figure 1).

The perceived preparedness to IPV mean raw score is 12.56±3.94 with a mean percent score of 62.84± 19.71. Additionally, 
the perceived knowledge mean raw score is 28.65±9.89 with a mean percent score of 57.29±19.37 (Table S1). Regarding the 
actual knowledge, only 17.8% of physicians correctly answered the question regarding being a female risk factor for IPV, 
whereas 42.6% correctly answered about the batterers using violence as a means of controlling their partners, and nearly half 
correctly responded about how to ask appropriately about IPV. The most reported warning sign of partner abuse was frequent 
injuries (78.7%). The mean raw score for actual knowledge is 9.18±3.61 with a mean percent score of 54.05± 21.27 
(Table S2).

In Table 2, differences in perceived preparedness, knowledge, and actual knowledge mean percent scores in relation 
to sociodemographic and job characteristics are seen with age; participants older than 40 years had significantly higher 
perceived preparedness and perceived knowledge. Family medicine specialists/consultants had significantly higher 
perceived knowledge scores than family medicine residents or general practitioners meanwhile general practitioners 
had significantly lower actual knowledge scores than family medicine residents or family medicine specialists/consul
tants. Physicians who had formal IPV training were significantly higher in their preparedness and perceived knowledge, 
and those who had post-grad IPV training significantly scored higher actual knowledge scores. Participants with previous 
IPV disclosure significantly had higher perceived preparedness and actual knowledge scores.

Table 1 (Continued). 

Variable N (%)

Experienced Post Grad IPV Training
- No 128 (75.7%)
- Yes 41 (24.3%)

Experienced CME IPV Training
- No 144 (85.2%)

- Yes 25 (14.8%)

Experienced IPV disclosure in the last 6 months:
- Never 68 (40.2%)

- Yes 101 (59.8%)

Note: ^^Training for IPV is undergraduate, postgraduate, and CME.

Figure 1 Physicians’ Levels of Perceived Preparedness, Perceived Knowledge, and Actual Knowledge.
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Physicians’ Practice of Screening and Responding to IPV
Nearly half of the physicians (46.7%) do not screen for IPV. Two-thirds of participants (66.3%) have never identified an 
IPV case during the previous 6 months (Table S3). Moreover, various responses were reported by participants toward 
IPV cases when identified (Figure 2).

Physicians who exhibited good practice score were only 11.2%. Whereas around one-fifth of the physicians (20.1%) 
were familiar with IPV screening and management guidelines, as well as 29.2% were aware of the protocol for dealing 
with IPV, 17.8% stated having adequate IPV referral resources and only 7.1% affirmed that educational resource 

Table 2 Differences in Perceived Preparedness, Knowledge, Opinion, and Actual Knowledge Mean Percent Scores in Relation to 
Sociodemographic and Job Characteristics

Variable Mean % Scores Perceived 
Preparedness

Mean % Scores Perceived 
Knowledge

Mean % Scores Actual 
Knowledge$$

Age (years)
- <40 56.92±18.97 51.52±17.34 54.93±20.44
- ≥40 73.58±16.29 67.76±18.58 52.45±22.80

t-test P-value (5.733)<0.001 (5.681)<0.001 (0.689)0.491

Job Titles
- General practitioner. 60.74 ±20.40 51.55±18.10 45.86±20.81
- Family medicine resident. 59.20±17.65 53.09±17.28 58.15±16.74

- Family medicine specialist/consultant. 66.69±19.71 64.23±19.58 57.74±22.59

ANOVA, P-value (2.450)0.089 (8.720)<0.001 (11.575)0.003

Years of Work
- < 10 57.29±18.88 51.89±16.79 56.06±19.04
- ≥10 70.13±18.46 64.38±20.34 51.41±23.77

t-test P-value (4.422)<0.001 (4.369)<0.001 (1.319)0.187

Average number of patients seen/week
- <40 59.09±20.43 52.39±17.38 56.86±19.93

- ≥40 65.24±18.95 60.42±20.01 52.25±21.99
t-test P-value (1.997)0.047 (2.678)0.008 (1.234)0.217

Experienced formal IPV Training^^

- Never 55.53±19.42 49.80±17.58 51.91±21.43

- Yes 74.24±13.98 68.89±16.03 57.39±20.74

t-test P-value (6.776)<0.001 (7.148)<0.001 (1.671)0.095

Experienced Post Grad IPV Training
- No 58.94±19.71 53.26±18.71 51.65±20.28
- Yes 75.00±14.05 69.85±15.82 61.55±22.78

t-test P-value (4.831)<0.001 (5.117)<0.001 (2.831)0.005

Experienced CME IPV Training
- No 59.79±19.15 54.30±18.41 53.43±21.03

- Yes 80.40±12.57 74.48±15.66 57.67±22.72
t-test P-value (5.183)<0.001 (5.160)<0.001 (0.974)0.330

Experienced IPV disclosure in the last 6 
months:

- Never 58.16±22.09 54.44±20.38 57.95±21.61

- Yes 65.99±17.34 59.20±18.51 51.42±20.74
t-test P-value (2.574)0.01 (1.571)0.11 (1.999)0.046

Notes: $Mann–Whitney and K-W tests were used for the Actual Knowledge Mean Percent Scores. ^^Training for IPV is undergraduate, postgraduate, and CME.

International Journal of Women’s Health 2023:15                                                                               https://doi.org/10.2147/IJWH.S401926                                                                                                                                                                                                                       

DovePress                                                                                                                         
627

Dovepress                                                                                                                                                        Alsalman et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=401926.docx
https://www.dovepress.com
https://www.dovepress.com


materials are available at their work site. The mean practice score is 1.31±1.92, and the mean percent practice score is 
21.89±32.69 (Table S3).

Chi2 test was performed to show differences between the practice of screening and different sociodemographic and 
job characteristics, where age, years of experience, experiencing CME IPV training courses and IPV disclosure were not 
of significant differences. On the contrary, family specialists/consultants, experiencing formal, post-grad training courses, 
good levels of perceived preparedness, knowledge, and levels of actual knowledge were all of significantly high 
percentages of practicing screening towards IPV; p-value <0.001 (Table 3).

Perceived Opinion Regarding Barriers to Screening and Responding to IPV
Around half of the participants agreed (58.6%) that they do not have sufficient training to assist individuals in addressing 
IPV and 38.6% agreed they do not have the necessary skills to discuss the abuse with a female IPV victim, and 35.6% 
agreed that screening is likely to offend those who are screened. However, only around a third of physicians agreed that 
their workplace encouraged them as well as provided them with adequate private space and time to respond to IPV cases 
(33.7%, 30.7%, and 27.2% respectively).

The mean perceived opinion score was 11.29±2.44, the mean percent score is 62.75±13.59. Physicians who displayed 
negative opinion perception towards barriers to screening and responding to IPV constituted (n=28, 14.8%), neutral 
perceived opinion 68.0%, while those having positive perceived opinion were only (n=29, 17.2%) (Table S4).

Multivariable Analysis
The logistic regression model in Table 4 shows that participants over 40 were 10 times more likely to have a good level 
of perceived knowledge, while family physicians were 2.27 times more likely to have good knowledge and 1.77 times 
more likely to screen for IPV than general practitioners. Furthermore, participants who had received IPV training were 
more likely to screen for IPV and to have a good level of perceived preparedness as well as perceived knowledge.

Discussion
IPV is a crucial and preventable health concern that PHC physicians frequently encounter.9 The aim of this study was to 
assess physicians’ readiness and barriers to identify, screen, and respond to IPV.

The current study revealed that approximately one-third of the participants perceived themselves as well-prepared to 
ask appropriate questions about IPV, respond to abuse disclosure, and identify as well as assist victims. Moreover, only 
18.3% of them perceived themselves to have good knowledge regarding IPV. Similar findings were reported in Saudi 
Arabia and elsewhere.23,24,26,29 Different factors may explain the inadequate level of perceived preparedness; none
theless, in our study, formal IPV training was a significant predictor of good perceived preparedness, which matches 

Figure 2 Physicians’ Responses to Identified IPV.
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a British study outcome.24 However, less than half of our sample had received training in this field. This finding 
emphasizes the critical need for an IPV training program at the undergraduate and postgraduate levels, which would 
provide physicians with a high self-confidence level in recognizing and managing abused women.

Numerous factors contribute to inducing IPV including female gender, low education, parental violence, childhood 
maltreatment, and gender inequity.1 Being female is the risk factor that significantly leads to IPV.27 However, in our 
study, just a handful of physicians properly recognized being female as the most significant factor while almost half of 
them stated that alcohol consumption is the main risk. Similar results were reported from national and global 

Table 3 Differences in the Practice of Screening Among Participants (n=169) According to Different 
Characteristics

Practice of Screening (n=169) X2(p-value)

Variable Yes (n=90) No (n=79)

Age (years)
- <40 55(50.5) 54(49.5) 0.964(0.356)
- ≥40 35(58.31) 25(41.7)

Job Titles
- General practitioner. 21(38.9) 33(61.1) 10.891(0.004)
- Family medicine resident. 21(47.7) 23(52.3)

- Family medicine specialist/consultant 48(67.6) 23(32.4)

Years of Work
- < 10 49(51.1) 47(49.0) 0.437(0.509)
- ≥10 41(56.2) 32(43.8)

Average number of patients seen/ week
- <40 30(45.5) 36(54.5) 2.647(0.104)
- ≥40 60(58.3) 43(41.7)

Experienced formal IPV Training
- Never 46(44.7) 57(55.3) 7.625(0.005)
- Yes 44(66.7) 22(33.3)

Experienced Post Grad IPV Training
- No 59(46.1) 69(53.9) 10.867(0.001)
- Yes 31(75.6) 10(24.4)

Experienced CME IPV Training
- No 75(52.1) 69(47.9) 0.536(0.464)
- Yes 15(60.0) 10(40.0)

Experienced IPV disclosure in the last 6 months:
- Never 34(50.0) 34(50.0) 0.484(0.487)
- Yes 56(55.4) 45(44.6)

Perceived Preparedness
- Fair/Poor 50(44.2) 63(55.8) 11.112(0.001)
- Good 40(71.4) 16(28.6)

Perceived Knowledge
- Fair/Poor 65(47.1) 73(52.9) 11.441(0.001)
- Good 25(80.6) 6(19.4)

Actual Knowledge
- Fair/Poor 60(45.5) 72(54.5) 14.725(<0.001)
- Good 30(81.1) 7(19.8)
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studies.23,24,26 Additionally, most of the participants believed that financial dependency and children’s needs were the 
most constraints not leaving abusive relationships. IPV is a complex societal issue rather than a clinical illness, resulting 
from cultural norms and differences, such as male dominance and religious factors.30 Furthermore, Saudi women are 
financially dependent on their partners, and they are forced to live with their relatives if they were divorced.30 Physicians 
in our study had insufficient IPV knowledge, which may be explained by employment characteristics such as job title, 
number of patients seen, as well as IPV disclosure, and training. Unsurprisingly, family physicians were more likely to 
have a good knowledge level than general practitioners. This discrepancy is expected due to the training residency 
programs, curriculum, and continuous professional development of a family physician.

IPV must be addressed at various levels within the medical field; the first step of intervention is to identify 
females who may be exposed to violence.31 According to the US Preventive Services Task Force, physicians 
should screen all women of reproductive age for IPV.32 Different screening tools are available, and despite this 
around half of our physicians never screen women for IPV, which is in line with Ramsay et al's study on English 
physicians.24,33 On the other hand, this observed percentage is greater than that reported in prior Saudi research in 
2020 but lower than a Spanish study in 2016.26,34 This disappointing screening level probably explains why most 
participants never identified an IPV incident in the previous 6 months, which is consistent with Alghamdi et al; 
however, Ramsey et al found a greater rate of IPV detection.24,26 The low proportion of experiencing IPV 
disclosure by the victim could be explained by the fact that women generally do not reveal information regarding 
experienced domestic violence in the absence of screening questions from the physician as they are often too 
ashamed or afraid to do so.24

Consequently, given the high prevalence of IPV among Saudi women and the suboptimal screening level, many 
cases of violence are likely to go unnoticed by PHC professionals.9 In our study, the observed inadequate screening 
was associated with low physician preparedness, knowledge, and IPV training. It could also be explained by 
screening barriers that might restrict physicians from performing their duties and detecting cases early, where 
a high percentage of our participants agreed that they do not have sufficient training and necessary skills to assess 
and discuss abuse with female victims. Similar findings have been reported in Saudi Arabia, Egypt, and Canada, 
which revealed that gaps in providers’ knowledge and the lack of IPV training are the key factors limiting 
physicians’ practice of screening.22,35,36

Additionally, participants in the present study perceived a variety of workplace challenges that might play 
a significant role in detecting and dealing with abused women, such as a lack of enough time and private space in 
their workplace to discuss and assist the victim. This highlights the responsibility of the health institution in providing the 
appropriate infrastructure and resources for assisting physicians, including local protocols, adequate time, and a private 
area to deal with abused women.29

Table 4 Logistic Regression Analysis of Sociodemographic and Job Characteristics with Good Level of Perceived Preparedness, 
Perceived Knowledge, Actual Knowledge and the Practice of Screening

Variable Perceived Preparedness Perceived Knowledge Actual Knowledge Practice of Screening IPV (Yes/No) 

N=90Good≥14/20 Good≥39/50 Good≥13/17

N=56 N=31 N=37

Odds P value 95% CI Odds P value 95% CI Odds P value 95% CI Odds P value 95% CI

Age (Ref: <40 years) 2.50 0.132 0.76–8.25 10.07 0.014 1.56–63.7 1.49 0.543 0.41–5.34 1.73 0.323 0.58–5.15

Job (Ref: General Practitioners) 1.16 0.493 0.75–1.8 1.73 0.054 0.99–3.01 2.27 0.003 1.33–3.89 1.77 0.005 1.19–2.64

Years of Experience (Ref: < 10) 1.79 0.331 0.55–5.76 0.459 0.403 0.08–2.84 1.09 0.990 0.3–3.45 0.65 0.411 0.23–1.83

Average No. of Patients(Ref:<40) 0.93 0.849 0.43–1.99 1.50 0.426 0.55–4.16 0.75 0.504 0.33–1.71 1.33 0.399 0.68–2.59

Formal IPV Training (Ref: None) 4.14 <0.001 1.96–8.71 4.30 0.003 1.67–11.12 1.26 0.566 0.56–2.86 2.00 0.045 1.01–3.94

IPV disclosure (Ref: Never) 0.89 0.736 0.41–1.79 0.57 0.257 0.22–1.5 0.49 0.080 0.21–3.88 1.09 0.814 0.56–2.10

https://doi.org/10.2147/IJWH.S401926                                                                                                                                                                                                                                

DovePress                                                                                                                                     

International Journal of Women’s Health 2023:15 630

Alsalman et al                                                                                                                                                        Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Screening alone is insufficient to address IPV patients’ health and safety needs; a comprehensive assessment and 
management program should accompany it.9 Our participants reported a very low-action response toward IPV victims; 
documentation, providing information, conducting safety assessment or plan, and referral to the concerned agencies. 
Physicians’ confidence in IPV referring pathways and resources is a key component of the perceived support system, 
which is linked to a higher rate of IPV screening.22,37 Disparately our participants were unaware of IPV referral resources 
and the concerned referral agencies. Low referral levels were also reported in Saudi and US studies.23,26,29 Physicians 
should be aware of their legal and ethical responsibilities as well as the appropriate responses when violence is reported, 
in order to address the concerns and break the cycle of violence. According to our study, only a few physicians were 
familiar with IPV guidelines and the local protocol, which is congruent with research by Zaher et al.23

Without physicians’ training and evaluation, the availability of IPV guidelines and protocols at health institutions will 
not be adequate to enhance physicians’ practice of identifying IPV.9 The medical record for an abused case highlights 
areas where they might improve care and meet the best standards.37 Physicians should get training on how to use 
protocols and standard documentation to enhance their practice.

This study has some limitations. First, researchers were optimistic to have a higher response rate, however because of 
the restrictions induced by COVID 19 such as social distance and paperless work, data was collected via an online 
platform and a convenience sampling technique was utilized. The modified PREMIS tool was lengthy, and the long time 
needed to fill it may have influenced the participants’ responses. Nevertheless, the data were self-reported, which might 
have introduced self-reporting biases.

Conclusion
IPV is a well-known public health concern in Saudi Arabia, and physicians have a critical role to play. Despite that, our 
study revealed a suboptimal level of physicians’ readiness to identify and respond to IPV, in addition to the existence of 
screening barriers. Physicians were also unknowledgeable about IPV; they neither practiced an adequate level of 
screening nor appropriately responded to it. These findings emphasize the urgent need for an IPV training program, 
a supportive work environment, and a clear referral system in order to help the PHC practitioner to provide compre
hensive services and ensure safety plans for abused women.
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