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Introduction 
Domestic violence can be a difficult issue to discuss, both for victims and for 

medical professionals. Many victims refrain from discussing violence out of fear, 

shame, embarrassment, or discomfort.1,10,21-26  When victims feel unsafe talking 

about violence and medical professionals feel uncomfortable asking about 

violence, victims may not get the assistance they  need.  

The following guide has been created to address the legitimate concerns many 

medical professionals have about screening, and the concerns victims have about 

disclosing abuse. This guide provides medical professionals with suggestions to 

overcome barriers to screening in order to better serve patients.  

 

Remember: Healthy Homes are Violence-Free! 
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Identifying Barriers Perceived by Medical Professionals 
Surveys of physicians and other medical professionals reveal the barriers they 

perceive in their ability to screen for domestic violence. It is easy to understand 

why many physicians and other medical professionals have been uncomfortable 

abuse asking patients about domestic violence.   

Medical professionals have stated that they often do not screen for domestic 

violence because of: 

 Time restraints5,7,11,12,13 

 A lack of training, including:  
o A lack of confidence2,7 
o Concerns of how to respond to the issue if it is reported2,5,7 
o The lack of (or lack of knowledge of) 24-hour social service support4 

 Feeling like there is no solution, including: 
o Concerns that the victim may return to an abusive partner2 
o Concerns about misdiagnosis2 

 Fear of Offending2,7,18 including reluctance to intrude on private family 
matters2 

 Personal discomfort discussing domestic violence2,11,28 

 
Still, asking about domestic violence can help patients get the help they need. 

Over time, it can make families safer.  
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 Overcoming Barriers to Screening for Domestic Violence 

Lack of Time 

While screening may take some time when 

done properly, the time it takes to express 

concern for your patient can help increase 

outcomes later. Patients can receive 

healthcare that addresses their physical 

health, and also works to prevent further 

injury or conditions related to domestic 

violence.5,14,15,16 Patients also feel that 

medical professionals who show concern are easier to talk to about health 

issues.1,4,6,8,17,18 

How to overcome: Build in few extra minutes between visits and appointments to 

account for time to discuss violence. 

Lack of Training 
While medical professionals may not be experts on domestic violence, they are 

able to use what they do know about the public health crisis of domestic violence 

to help patients connect with advocates and agencies that can help 

them.4,15,17,19,20  

How to overcome: Complete the Basic Domestic Violence training and the 

Screening training. Take opportunities to read new research on domestic violence 

(specifically in healthcare settings) and become more comfortable with the 

resources available in your community for patients in need. 

Feeling Helpless/There’s No Solution 
No one person can help someone who is a victim of domestic 

violence fully escape his or her situation. But providing support, 

resources, and showing concern for patients can empower him 

or her to get assistance from a domestic violence shelter, 

mental health counselor, or other resource.6,17,21,24,27  
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How to overcome: Take opportunities to read new research on domestic violence 

and become more comfortable with the resources available in your community for 

patients in need. Recognize the importance of being non-judgmental, supportive, 

and a good listener. 

Fear of Offending: 
While not all patients may be victims of domestic violence, asking patients about 

domestic violence while explaining the far reach of violence can help normalize 

the question and make victims and non-victims alike feel more comfortable.2,7,18  

How to overcome: Explain that you ask all your patients because of the far reach 

of domestic violence, regardless of who they are. Domestic violence can affect 

anyone, regardless of their socio-economic status, age, race, culture, ethnicity, 

religion, gender, or sexual identity. 

 
Unsure of Interventions 
No domestic violence victim has the same story as another. 

However, most victims will appreciate being provided with 

resources, like the number to a hotline or shelter, in case 

they decide they would like to use that 

resource.1,4,5,8,12,17,19,20,27  

How to overcome: Be aware of the resources in your community and refer 

patients to those resources if you suspect or they disclose that they are in a 

domestic violence relationship or are in danger. 

Ideas or Bias about Potential Victims 
Some medical professionals may be hesitant to ask about domestic violence 

because the patient may be similar to them in their career, socio-economic status, 

race, or be from the same neighborhood. But it’s important to remember that 

domestic violence occurs across all racial, cultural, age, and socio-economic 

boundaries.7,14 
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How to overcome: Remember that domestic violence happens in families of all 

races, cultures, ages, and socio-economic status. Some families may have access 

to more resources than others, but every woman should be asked about domestic 

violence, regardless of these factors. 

Discomfort 
Domestic violence has often been treated as a private problem – but it is not. 

Domestic violence affects not only families, but entire communities and the 

nation as a whole.2,11,28  

How to overcome: The impact and reach of domestic violence is so vast that it’s 

essential for medical professionals to get involved in screening and referrals. Do 

what you can to ease into the topic, but be direct, listen, and be supportive. 

Barriers to Disclosing Domestic Violence Identified by Victims 
When working with domestic violence victims, it’s important to understand why 

many do not seek help when they are in unhealthy, unsafe, and physically abusive 

relationships.  Many in abusive relationships fear being shamed or not believed 

when they disclose abuse.1,8,25,26  

Victims are often tied to abusers in many ways, from financial constraints, to fears 

over retaliation and having their children taken away.9,10,22,23 The next section of 

this guide describes what keeps victims from disclosing abuse to medical 

professionals and police.  

  

These barriers to disclosing abuse are also common barriers that keep women 

from leaving unhealthy and abusive relationships. 



National Prevention Toolkit on Domestic Violence for Medical Professionals 

 

8 
  Florida State University 2014 
 

Barriers to Leaving a Violent Relationship 
This is not an exhaustive list of reasons why some victims stay in abusive 

relationships, or choose not to report abuse. It provides insight into the 

complicated web of domestic violence relationships, and the complex situations 

victims are forced into.  

Fear of not being taken seriously: Women are often tied to abusers in many ways 

(see below). However, not all medical professionals, law enforcement officers, or 

other helping professionals are aware of the strong ties victims have to abusers. 

Disclosing domestic violence may leave a victim feeling helpless if the person they 

tell does not take them seriously or casually suggests that she “just leave” the 

relationship.8,10,22,29  

Fear of abuser retaliation: Women are 

at the highest risk for injury and death 

when they leave a relationship.31 

Women are also at risk of severe injury 

if they disclose abuse and the abuser 

finds out.10,22,23  

Fear of consequences: Victims are 

often unsure of what happens next if 

they disclose abuse. Telling friends may 

lead to alienation, shame, 

embarrassment, or blame.1,10,25 If a victim goes to the police for safety, the abuser 

may be arrested and a victim may not want that to happen.1,10,30 Victims may be 

unsure of what actions a medical professional may (or is required to) take after 

disclosure.10,22,25 Additionally, victims who are using substances, undocumented, 

or otherwise at risk of coming in contact 

with police may be unwilling to contact 

police.32,36,37,38,39 

Fear for children: Some victims state that 

they are afraid that if they do report 
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domestic violence or leave a relationship, child welfare agencies may be 

contacted and their children could be removed from their care.19,23,33,34,35 Many 

women risk injury so their children have the financial, social, and parental support 

of a male role model or second parent.23,35,40  

Lack of resources: Isolated victims, such as those who live in rural areas, may not 

have access to transportation, lack health insurance, and/or be closely monitored 

by their partners and do not have the autonomy to seek all of the resources they 

may need to leave an abusive relationship.35,41,42 Isolating victims is a tactic used 

by abusers to control victims; it helps keep victims in abusive relationships and 

removes them from support networks that can help them.35,43 A victim may fear 

reaching out to a medical professional or police if he or she ever does gain access 

to such resources, because of both how isolated he or she has become and 

threats made by his or her partner. 

Financial instability: Victims in abusive 

relationships often rely on some or all of 

the abuser’s income for their own 

financial well-being, as well as that of 

their children. Some abusers, in an 

attempt to further isolate victims, do not 

allow them to work outside the home or 

communicate with many others at 

all.35,44,45 Women who have been out of 

work for a long period of time, and have 

limited resources, may see staying with 

an abuser as a better option than not 

being able to make ends meet for themselves and their children.  

Lack of housing: Although many believe that shelters and temporary safety are 

enough to propel women out of unhealthy and dangerous relationships, this is 

completely not true. While women may be able to seek temporary refuge, 

resources for housing and financial support are limited.46 Staying with an abusive 
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partner may be dangerous and harmful to victims, but they and their children will 

likely have a roof over their heads and a dry place to sleep at night, something not 

always true of women who attempt to escape relationships.35,46,47  

Cultural and/or religious reasons: Certain religions and cultures oppose divorce, 

separation, and/or women living alone with or without children.10,48,49,50 These 

pressures and teachings from family, friends, faith systems, and others can 

influence a woman to stay in an abusive relationship to avoid further alienation 

and guilt.  

Language difficulties: Some victims of domestic violence may have limited use of 

English. These victims may be unaware of resources or support who can meet the 

needs of non-English speakers or those who speak English as a second 

language.35,36,51,52 These victims may also have a limited understanding of what 

rights and protections they have as victims because of language barriers. 

Immigrant status: Some victims of domestic violence may not be citizens of the 

United States, or may be worried about how their immigration status will be 

perceived. A victim may fear being arrested, deported, or having his or her visa 

revoked if he or she seeks help from police, medical professionals, or advocacy 

agencies.35,36,37,38,39 

  



National Prevention Toolkit on Domestic Violence for Medical Professionals 

 

11 
  Florida State University 2014 
 

Resources 
1. Rodriguez M, Quiroga S, Bauer H. Breaking the silence: Battered women’s 

 perspectives on medical care. Archives of Family Medicine, 
 1996;5(3):153-158. 

2. McGrath M, Bettacchi A, Duffy S, Peipert J, Becker B, St. Angelo L. Violence 
 against women: Provider barriers to intervention in emergency 
 departments. Academic Emergency Medicine, 1997;4(4):297-300. 

3. Friedman L, Samet J, Roberts M, Hudlin M, Hans P. Inquiry about 
 victimization experiences: A survey of patient preferences and 
 physician practices. Archives of Internal Medicine, 1992;152:1186-
 1190. 

4. Kulkarni S, Bell H, Rhodes D. Back to basics: Essential qualities of services 
 for survivors of intimate partner violence. Violence Against Women, 
 2012;18(1):85-101. 

5. Ellis J. Barriers to effective screening for domestic violence by registered 
 nurses in the emergency department. Critical Care Nursing Quarterly, 
 1999;22 (1):27-41. 

6. Burge S, Schneider F, Ivy  L, Catala S. Patients’ advice to physicians about 
 intervening in family conflict. Annals of Family Medicine, 
 2005;3(3):248-254. 

7. Lapidus G, Cooke M, Gelven E, Sherman K., Duncan M, Banco L. A statewide 
 survey of domestic violence screening behaviors among pediatricians 
 and family physicians. Archives of Pediatrics & Adolescent Medicine, 
 2002;156:332-336.  

8. McNutt L, Carlson B, Gagen D, Winterbauer N. Domestic violence screening 
 in primary care: Perspectives and experiences of patients and 
 battered women. Journal of American Medical Women’s Association, 
 1999;54(2). 

9. Anderson MA, Gillig PM, Sitaker M, McCloskey K, Malloy K, Grigsby N. “Why 
 doesn't she just leave?”: A descriptive study of victim reported 
 impediments to her safety. Journal of family violence, 
 2003;18(3):151-155. 

10. Mayer B. Female domestic violence victims: perspectives on emergency 
 care. Nursing Science Quarterly, 2000;13(4): 340-346. 

11. Owen-Smith A, Hathaway J, Roche M, Gioiella M, Whall-Strojwas D,  
 Silverman J. Screening for domestic violence in an oncology clinic: 



National Prevention Toolkit on Domestic Violence for Medical Professionals 

 

12 
  Florida State University 2014 
 

 Barriers and potential solutions. Oncology Nursing Forum, 
 2008;35:625-633. 

12. Elliot L, Nerney M, Jones T, Friedmann P. Barriers to screening for domestic 
 violence. Journal of General Internal Medicine, 2002;17(2):112 -116. 

13. Erikson M, Hill T, Siegel R. Barriers to domestic violence screening in the 
 pediatric setting. Pediatrics, 2001;108(1):98-102. 

14. Krimm J, Heinzer M. Domestic violence screening in the emergency 
 department of an urban hospital. Journal of the National Medical 
 Association, 2002;94 (6):484-491. 

15. McFarlane J, Christoffel K, Bateman L, Miller V, Bullock L. Assessing for 
 abuse: Self-report versus nurse interview. Public Health Nursing, 
 1991;8(4):245-250. 

16. Plichta S, Duncan M, Plichta L. Spouse abuse, patient-physician 
 communication, and patient satisfaction. American Journal of 
 Preventive Medicine, 1996;12(5):297-303. 

17. Chang J, Decker M, Moracco K, Martin S, Peterson R, Frasier P. Asking about 
 intimate partner violence: Advice from female survivors to health 
 care providers. Patient Education and Counseling, 2005;59(2):141-
 147. 

18. Hathaway J, Willis G, Zimmer B. Listening to survivors’ voices: Addressing 
 partner abuse in the health care setting. Violence Against Women, 
 2002;8(6):687-716.  

19. Zink T, Elder N, Jacobson J, Klostermann B. Medical management of 
 intimate partner violence considering the stages of change: 
 Precontemplation and contemplation. Annals of Family Medicine, 
 2004;2(3):231-239. 

20. Quillian J. Screening for spousal or partner abuse in a community health 
 setting. Journal of the American Academy of Nurse Practitioners, 
 1996;8(4):155-160. 

21. Gerbert B, Johnston K, Caspers N, Bleeker T, Woods A, Rosenbaum A. 
 Experiences of battered women in health care settings: A qualitative 
 study. Women & Health, 1997;24(3): 1-2. 

22. Lutenbacher M, Cohen A, Mitzel J. Do we really help? Perspectives of 
 abused women. Public Health Nursing, 2003;20(1):56-64. 

23. Peterson R, Moracco K, Goldstein K, Clark K. Moving beyond disclosure: 
 Women’s perspectives on barriers and motivators to seeking 



National Prevention Toolkit on Domestic Violence for Medical Professionals 

 

13 
  Florida State University 2014 
 

 assistance for intimate partner violence. Women & Health, 
 2005;40(3):63-76. 

24. Watt M,  Bobrow E, Moracco K. Providing support to IPV victims in the 
 emergency department: Vignette-based interviews with IPV survivors 
 and emergency department nurses. Violence Against Women, 
 2008;14(6):715-726. 

25. Martins R, Holzapfel S, Baker P. Wife abuse: Are we detecting it? Journal of 
 Women’s Health, 1992;1(1):77-80.  

26. Bacchus L, Mezey G, Bewley S. Experiences of seeking help from health 
 professionals in a sample of women who experienced domestic 
 violence. Health and Social Care in the Community, 2003;11(1):10-18. 

27. Hamberger L, Ambuel B, Marbella A, Donze J. Physician interaction with 
 battered women: The women’s perspective. Archives of Family 
 Medicine, 1998;7, 575-582. 

28. Renker P, Tonkin P. Women’s views of prenatal violence screening: 
 Acceptability and confidentiality issues. Obstetrics and Gynecology, 
 2006;107(2):348-354. 

29. Morse D, Lafleur R, Fogarty C, Mittal M, Cerulli C. They told me to leave: 
 How health care providers address intimate partner violence. Journal 
 of the American Board of Family Medicine, 2012;25(3):333-342. 

30. Glass N, Dearwater S, Campbell J. Intimate partner violence screening and 
 intervention: Data form eleven Pennsylvania and California 
 community hospital emergency departments. Journal of Emergency 
 Nursing, 2001;27(2):141-149. 

31. Block CR. How can practitioners help an abused woman lower her risk of 
 death. National Institute of Justice Journal, 2003;250:4-7. 

32. Tolman, RM, Rosen D. Domestic violence in the lives of women receiving 
 welfare mental health, substance dependence, and economic well-
 being. Violence against women, 2001;7(2):141-158.  

33. DeVoe ER, Smith EL. Don't take my kids: Barriers to service delivery for 
 battered mothers and their young children. Journal of Emotional 
 Abuse, 2003;3(3-4):277-294. 

34. Felson RB, Messner SF, Hoskin AW, Deane G. Reasons for reporting and not 
 reporting domestic violence to the police*. Criminology, 
 2002;40(3):617-648. 

35. Buel SM. Fifty obstacles to leaving, aka, Why abuse victims stay. Colorado 
 Lawyer, 1999;28:10-19. 



National Prevention Toolkit on Domestic Violence for Medical Professionals 

 

14 
  Florida State University 2014 
 

36. Menjívar C, Salcido O. Immigrant women and domestic violence common 
 experiences in different countries. Gender & Society, 2002;16(6):898-
 920. 

37. Raj A, Silverman J. Violence Against Immigrant Women The Roles of 
 Culture, Context, and Legal Immigrant Status on Intimate Partner 
 Violence. Violence against women, 2002;8(3):367-398. 

38. Erez E, Adelman M, Gregory C. Intersections of Immigration and Domestic 
 Violence Voices of Battered Immigrant Women. Feminist 
 Criminology, 2009;4(1):32-56. 

39. Loke TL. Trapped in domestic violence: The impact of United States 
 immigration laws on battered immigrant women. BU Pub. Int. LJ, 
 1996;6: 589. 

40. Kearney MH. Enduring love: A grounded formal theory of women's 
 experience of domestic violence. Research in Nursing & Health, 
 2001;24(4):270-282. 

41. Logan TK, Stevenson E, Evans L, Leukefeld C. Rural and urban women's 
 perceptions of barriers to health, mental health, and criminal justice 
 services: Implications for victim services. Violence and victims, 
 2004;19(1):37-62. 

42. Grama JL. Women forgotten: Difficulties faced by rural victims of domestic 
 violence. American Journal of Family Law, 2000;14(3):173-189. 

43. Mitchell RE, Hodson CA. Coping with domestic violence: Social support and 
 psychological health among battered women. American journal of 
 community psychology, 1983;11(6):629-654. 

44. Lloyd S. The effects of domestic violence on women’s employment. Law & 
 Policy, 1997;19(2):139-167. 

45. Bornstein RF The complex relationship between dependency and domestic 
 violence: Converging psychological factors and social forces. 
 American Psychologist, 2006;61(6):595. 

46. Baker CK, Cook SL, Norris FH. Domestic Violence and Housing Problems A 
 Contextual Analysis of Women's Help-seeking, Received Informal 
 Support, and Formal System Response. Violence Against Women, 
 2003;9(7):754-783. 

47. Fugate M, Landis L, Riordan K, Naureckas S,  Engel B. Barriers to domestic 
 violence help seeking implications for intervention. Violence against 
 women, 2005;11(3):290-310. 



National Prevention Toolkit on Domestic Violence for Medical Professionals 

 

15 
  Florida State University 2014 
 

48. Ellison CG, Anderson KL. Religious involvement and domestic violence 
 among US couples. Journal for the Scientific Study of Religion, 
 2001;40(2), 269-286. 

49. Ellison CG, Trinitapoli JA, Anderson KL, Johnson BR. Race/ethnicity, religious 
 involvement, and domestic violence. Violence Against Women, 
 2007;13(11):1094-1112. 

50. Burman E, Smailes SL, Chantler K. ‘Culture’as a barrier to service provision 
 and delivery: domestic violence services for minoritized women. 
 Critical Social Policy, 2004;24(3):332-357.  

51. Bauer HM, Rodriguez MA, Quiroga SS, Flores-Ortiz YG. Barriers to health 
 care for abused Latina and Asian immigrant women. Journal of health 
 care for the poor and underserved, 2000;11(1):33-44. 

52. Kasturirangan A, Krishnan S, Riger S. The impact of culture and minority 
 status on women’s experience of domestic violence. Trauma, 
 Violence, & Abuse, 2004;5(4):318-332. 
 

 

 

 


