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Abstract
Background: Health care providers can play an important role in detection of intimate partner violence within health 
services but barriers exist.
Aims: This study aimed to determine the barriers that health care providers in Fayoum, Egypt, consider prevent them 
from screening for intimate partner violence. 
Methods: This was a cross-sectional study between June 2018 and January 2019. The sample was health care providers 
(doctors, nurses, social workers and community workers) selected from government primary care centres in all seven dis-
tricts of Fayoum. A validated Arabic version of the Domestic Violence Health Care Provider Survey was used to collect data.
Results: A total of 385 health care providers (92.7% women) agreed to participate (78.6% response rate). Just over half of the 
participants did not have access to social workers or community workers or strategies to help victims of intimate partner 
violence. None had received training on screening for domestic violence. More than half (59.7%) thought that investigating 
the cause of intimate partner violence was not part of medical practice. Sex was significantly associated with perceived 
self-efficacy, while age and occupation were significantly associated with referral management and health providers’ at-
titude.
Conclusion: Primary health care providers perceived many barriers to screening for intimate partner violence. Training 
on screening for and managing intimate partner violence should be part of the professional development for all health 
care providers. An effective referral system is needed that ensures comprehensive services for victims.
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Introduction
Intimate partner violence is any behaviour by an inti-
mate partner or ex-partner that causes physical, sexual 
or psychological harm (1,2). Intimate partner violence is 
an important public health problem. The World Health 
Organization (WHO) estimates that 35% of women have 
suffered either physical and/or sexual intimate partner 
violence or non-partner sexual violence in their lifetime 
(1,2). 

While the rates of intimate partner violence differ in 
low-, middle-, and high-income regions, the health effects 
are similar across the world (1). In all countries, women 
facing intimate partner violence often present in health 
settings and require a wide range of medical services 
(3) to manage health problems, not only for the women 
but also for their children (1). Women who experience 
intimate partner violence tend to use more health care 
services (4) and are likely to disclose abuse for the first 
time to a health care provider (5). Therefore, health care 
providers can play an important role in detection of 
intimate partner violence within health services if they 
ask women about intimate partner violence (6). 

Screening for intimate partner violence within health 
care services is an opportunity to provide victims with 

information about and referral to support services (6,7) as 
well as to discuss with them ways to cope (6–8). Health 
professionals are increasingly required to undertake 
screening for health issues including intimate partner 
violence in accordance with national health policies and 
published guidelines (8,9).

Efforts of primary health care providers to screen 
women experiencing intimate partner violence may 
be undermined by various barriers; for example, not 
feeling confident about screening, not knowing what 
questions to ask or how to respond if a woman reports 
being abused, and feeling there is not enough time to 
screen (7). Barriers can also come from women who may 
not trust the provider enough to disclose this sensitive 
information. This lack of trust may be due to health care 
providers’ attitude to and misconceptions about intimate 
partner violence (7–10). 

In Egypt, intimate partner violence is estimated 
to affect 26–30% of ever-married women (11). Violence 
against women is considered socially acceptable to 
some extent, even by women, as about a third of ever-
married women aged 15–49 years agree that wife beating 
is justified in certain circumstances (11,12). The absence 
of policies and the discriminatory Egyptian personal 
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status – where men (father, brother or husband) have 
some power over women – prevent many women from 
reporting or proving the harm they experience which 
suggests the need for health care providers to screen for 
the intimate partner violence (12).

Our study aimed to: (i) determine the barriers to 
screening for inti mate partner violence as perceived by 
health care providers in primary health care centres in 
Fayoum governorate, Egypt and (ii) assess the association 
between health care providers’ characteristics and 
barriers to screening for intimate partner violence.

Methods
Study design and setting
We conducted a cross-sectional descriptive study in Fay-
oum Governorate, south-west of Cairo, which has an area 
of 1827 km² and a population of 3 362 413 million (13). We 
conducted the survey over a period of 6 months between 
June 2018 and January 2019. The study population was 
from primary health care facilities run by the health min-
istry in Fayoum Governorate. Fayoum Governorate is 
divided into seven districts, all of which have urban and 
rural areas: Bander El-Fayoum, Markaz El-Fayoum, Etsa, 
Senwres, Yuosif Elsedeek, Ebshway and Tamya districts. 

Study participants and sampling
From each district, we randomly selected four primary 
health care facilities (a total of 28 centres), from which 
we selected 70 health personnel from each district to 
reach a sample size of 490. The participants included doc-
tors, nurses, social workers and community navigators 
(women from the catchment areas of the primary health 
care facilities employed by the health ministry to reach 
out to women residents for health education and vacci-
nation and to carry out ministry of health surveys) from 
the selected primary health care facilities. The inclusion 
criteria were: working full time for more than 1 month, 
being in direct contact with patients and agreeing to 
participate. Participants who did not meet these criteria 
were excluded.

Sample size was calculated according to district 
population using Epi Info, 2000, based on the following 
assumptions: 5% precision and 95% confidence interval; 
this gave a sample of 408. We increased the sample by 
20% to overcome non-response to give a total sample size 
of 490 people. We used a purposive sampling method 
whereby 70 people were selected from the selected 
primary health care centres in each district to reach a 
sample of 490 participants. The final sample was 385 
because 105 people declined to participate (78.6% response 
rate).

Study tool and data collection
We used a validated questionnaire for data collection 
which was done over a period of 5 months. We collect-
ed data through face-to-face interviews at the primary 
health care centres. We used an Arabic version of the Do-
mestic Violence Health Care Provider Survey Scale to as-

sess the willingness of health care providers to screen for 
intimate partner violence as well as their actual screen-
ing activity (14). The questionnaire consisted of two sec-
tions. The first section covered the sociodemographic 
characteristics of the participants, including age, sex, 
occupation, previous training in screening for intimate 
partner violence and years of experience. The second 
section covered five aspects; perceived self-efficacy (time 
constraints, strategies for enquiry, access to information 
and confidence for enquiring about intimate partner vio-
lence) (4 items); support/referral management (4 items); 
conflict with ethical issues (whether providers perceive 
that enquiries about intimate partner violence conflict 
with ethical issues/rules governing their communication 
with clients) (6 items); attitudes of health care provider 
to victims (7 items); and victim/provider safety (whether 
providers perceive that asking the perpetrators about in-
timate partner violence jeopardizes the safety of victims 
and care provider) (10 items). A five-point Likert scale was 
used for each statement which ranged from 1 (strongly 
disagree) to 5 (strongly agree). Some of the statements 
are phrased in such a way that their scores need to be re-
versed to match with other items in the same scale. The 
questionnaire was developed in English which we trans-
lated into Arabic through a process of forward and back-
ward translation with professional translators fluent in 
both languages. Furthermore, we tested the Arabic ver-
sion on a pilot sample of 60 health care providers (12% of 
the target sample) for clarity and suitability of questions, 
and some modifications were made. The participants of 
the pilot sample were not included in the final sample.

Validity and reliability of the Arabic version
The face and content validity of the translated Arabic 
version of the Domestic Violence Health Care Provider 
Survey Scale was determined in a pilot sample of 60 par-
ticipants (the sample was increased from 10% to 12%, to 
decrease the response bias) and by five experts (statisti-
cians). A 4-point Likert scale was used for content validity 
with: 1 = not relevant, 2 = somewhat relevant, 3 =  relevant 
and 4 = very relevant. We considered ratings of 1 and 2 
to indicate that the content was not valid and ratings 
of 3 and 4 that the content was valid. We used a 3-point 
Likert scale to assess clarity and essentiality. The clari-
ty scale was: 1 = not clear, 2 = needs revision and 3 = clear. 
For essentiality, the scale was: 1 = not essential, 2 = some-
what essential and 3 = essential. We calculated the con-
tent validity ratio using a Lawshe sheet with the formula 
(Ne – N/2)/(N/2), where Ne is the number of experts indi-
cating an item as essential and N is the total number of 
experts. We considered a content validity ratio ≥ 0.62 to 
be good. We calculated the content validity index by add-
ing all items with a content validity index equal to 1 and 
dividing by the total number of items. We considered a 
content validity index > 0.80 to be acceptable. For items 
with loadings of 0.30 and above, we carried out a reliabil-
ity test. As a result we dropped four items of the total 35. 

We tested significant factors > 0.30 for internal 
consistency using the Cronbach alpha. We did further 
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investigations to identify whether removal of the four 
items would improve the alpha coefficient or not and 
retested for reliability. We then re-examined the questions 
in a new factor analysis after removal of the four items 
until all remaining items loaded at least 0.30. We 
considered intraclass correlation coefficient values > 0.75 
to be excellent. We chose a Cronbach alpha ≥ 0.70 to be 
significant. We ran bivariate correlations to investigate 
the factor distinctiveness of the final factor solution. 
We considered a total correlation of an item ≥ 0.4 to be 
acceptable. 

The intraclass correlation coefficients for the 
following subscales were: 0.77 for the seven items of 
providers’ attitudes to victims; 0.73 for the 10 items of 
victim/provider safety; and 0.74 for the four items of 
system support/referral management. The intraclass 
correlation of the six items of the conflict with ethical 
issues subscale was 0.76. However, removal of two of 
these items increased the Cronbach alpha to 0.78. Finally, 
the intraclass correlation coefficient of the four items of 
the perceived self-efficacy subscale was 0.77. Removal 
of two items from this scale decreased the intraclass 
correlation coefficient.

Data analysis 
We used SPSS, version 21 for statistical analysis. We cal-
culated the mean and standard deviation (SD) for quan-
titative variables and used the independent t-test or one-
way ANOVA to test significance; we considered P ≤ 0.05 
to be statistically significant. We analysed categorical 
data by computing percentages. We did a logistic regres-
sion analysis to test for risk factors associated with inti-
mate partner violence barriers, presented as odds ratios 
(ORs) and 95% confidence intervals (CI).

Ethical considerations 
This study was approved by the Research Ethical Com-
mittee of the Faculty of Medicine, Fayoum University 
(Session 65 on 13 October 2019; register number R103, 
retrospectively registered). We obtained ethical approval 
and permission from the directors of the primary health 
care facilities to allow and facilitate data collection in 
their hospitals. We obtained informed verbal consent 
from the participants to participate in the study. We pro-
vided the participants with detailed information on their 
right to confidentiality and protection of their identities, 
the background and objectives of the study, the interview 
time and the voluntary nature of participation. The Re-
search Ethical Committee of Faculty of Medicine, Fay-
oum University approved the use of verbal consent. 

Results
Of the 385 health care providers participating in the study, 
92.7% were women and 55.6% were nurses (Table 1). The 
greatest proportion (33.8%) were in the age group 36–45 
years followed by 26–35 years (29.1%). Most of the par-
ticipants (57.6%) had been working in their jobs for 11–15 
years (Table 1). None of the participants had ever received 
training on screening for domestic violence.

Almost half of the participants (48.0%; 185/385) 
said that they did not have enough time to ask about 
intimate partner violence, while 62.1% were not confident 
about making referrals for abused patients and 65.4% 
believed that social workers are not able to help patients 
experiencing intimate partner violence – because they 
lack guidelines or training to do this – (Figure 1). More 
than half of the participants had neither access to medical 
social workers or community advocates (53.5%; 206/385) 
nor strategies to help victims of intimate partner violence 
change their situation (55.1%). They were also afraid that if 
they screened for intimate partner violence, patients who 
were not victims would get angry (53.5% of participants). 
Most participants (75.1%) did not want to interfere with 
how a couple chooses to resolve conflicts and 59.7% 
believed that investigating the cause of intimate partner 
violence was not part of medical practice (Figure 1).

Table 2 shows the association between participants’ 
characteristics and aspects of intimate partner violence. 
Mean perceived self-efficacy score was significantly 
associated with three characteristics of the participants: 
age (P = 0.029), sex (P = 0.037) and occupation (P = 0.024). 
Mean referral management score was also significantly 
associated with age (P = 0.001), while ethical issues was 
associated with years working in their job (P =  0.033). 
The attitude of health care providers to intimate partner 
violence was significantly associated with occupation 
(P = 0.024).

In the logistic regression analysis (Table 3), female sex 
was significantly associated with perceived self-efficacy 

Table 1 Characteristics of the study participants

Characteristic No. 
(n = 385)

%

Age(years)

< 25 32 8.3

26–35 112 29.1

36–45 130 33.8

46–55 79 20.5

> 55 32 8.3

Sex

Male 28 7.3

Female 357 92.7

Job description

Specialist 22 5.7

Family physician 31 8

Resident 55 14.3

Nurse 214 55.6

Social worker 63 16.4

Years in job

1–5 56 14.5

6–10 28 7.3

11–15 79 20.5

> 15 222 57.6
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(OR = 1.612; 95% CI: 1.072–2.424). In addition, being a 
social worker was significantly associated with health 
provider attitude (OR = 0.849; 95% CI: 0.758–0.950).

Discussion 
According to WHO, a high prevalence of mental prob-
lems, negative health outcomes and suicidal attempts 

have been detected among those who have experienced 
intimate partner violence, which make it a serious public 
health problem that needs to be addressed (15). Reducing 
or eliminating intimate partner violence requires a deep 
understanding of cultural norms as well as the challeng-
es that many health care providers face when dealing 
with this issue among their patients. Hence, our study 

Figure 1 Distribution of participants according to attitude and barriers to screening for intimate partner violence 
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Not sureDiasgreeAgree

Believe that investigating the causes of intimate partner 
violence is not part of medical practice

Believe that if patients do not reveal abuse, then it is not 
health workers’ job to ask about it

Am reluctant to interfere with how a couple chooses to 
resolve conflicts

Am afraid that a person who is not a victim will get angry if 
asked about intimate partner violence

Am afraid of offending the patient when asking about 
intimate partner violence

Believe social workers can help manage victims of intimate 
partner violence

Have access to social or community workers

Am confident about making referrals for victims of 
intimate partner violence

Have strategies to help victims of intimate partner violence 
change their situation

Have no time to ask about intimate partner violence

Not sureDiasgreeAgree

Table 2 Association between participants’ characteristics and intimate partner violence parameters (n = 385)

Characteristic Self-efficacy Referral 
management

Ethical issues Provider attitude Victim/provider 
safety

Mean (SD) P-value Mean (SD) P-value Mean (SD) P-value Mean (SD) P-value Mean (SD) P-value
Age (years)

< 25 2.00 (1.08) 0.029 5.38 (1.95) 0.001 4.13 (1.88) 0.152 9.03 (2.31) 0.507 3.31 (1.62) 0.301

26–35 2.38 (0.89) 5.73 (2.28) 4.30 (1.38) 9.19 (2.38) 3.94 (1.35)

36–45 2.55 (0.92) 5.36 (2.39) 4.64 (1.29) 9.13 (2.62) 3.92 (1.52)

46–55 2.62 (1.16) 6.90 (3.24) 4.32 (1.71) 9.54 (3.27) 3.96 (1.74)

> 55 2.34 (1.21) 6.31 (3.04) 4.75 (1.41) 9.91 (2.69) 3.81 (1.55)

Sex

Male 2.07 (1.18) 0.037 6.07 (2.49) 0.667 4.43 (1.20) 0.962 9.21 (2.25) 0.880 3.46 (1.10) 0.144

Female 2.48 (0.99) 5.85 (2.65) 4.44 (1.50) 9.29 (2.71) 3.90 (1.56)

Occupation

Specialist 2.41 (1.18) 0.024 7.14 (2.71) 0.177 4.32 (1.67) 0.107 9.00 (2.78) 0.024 3.91 (1.19) 0.345

Family 
physician

2.46 (1.25) 6.04 (3.38) 4.00 (0.83) 8.58 (2.47) 3.38 (1.66)

Resident 2.38 (0.76) 5.71 (1.99) 4.45 (1.41) 9.29 (2.65) 3.98 (1.46)

Nurse 2.50 (1.02) 5.89 (2.64) 4.42 (1.55) 9.07 (2.72) 3.88 (1.59)

Social worker 2.52 (0.93) 5.38 (2.81) 4.83 (1.39) 10.32 (2.51) 4.02 (1.52)

Years in job

1–5 2.30 (0.87) 0.201 5.62 (2.13) 0.160 4.64 (1.27) 0.033 9.34 (2.47) 0.867 4.20 (1.48) 0.078

6–10 2.18 (0.77) 5.36 (2.97) 3.61 (1.66) 8.86 (2.74) 3.18 (1.22)

11–15 2.39 (1.09) 5.47 (2.37) 4.47 (1.59) 9.32 (2.71) 3.82 (1.69)

> 15 2.55 (1.04) 6.11 (2.78) 4.48 (1.44) 9.33 (2.73) 3.90 (1.51)
SD = standard deviation.



237

EMHJ – Vol. 27 No. 3 – 2021Research article

attempted to explore these barriers and suggest some ef-
fective solutions.

Similar to other studies (16,17), we categorized barriers 
faced by health care providers in dealing with intimate 
partner violence into five groups: perceived self-efficacy, 
perceived system support and referral management, 
ethical issues, providers’ attitudes, and perceived victim-
related issues. Our results suggest that ethical issues, 
perceived victim-related issues and perceived system 
support and referral management are the most important 
barriers that could hinder screening for intimate partner 
violence. Most of our participants chose not to interfere 
with how couples manage conflicts and thought that non-
abused patients might get angry if they are asked about 
intimate partner violence. This results concurs with a 
study done in a very similar context in Mounofia, Egypt 
(18) but conflicts with a Canadian study that found that 
most participants believed identifying intimate partner 
violence was very relevant to clinical practice (19). Two 
main characteristics of Egyptian society, religiosity and 
conservatism, could be the reasons behind our finding. 
On the other hand, the fact that none of our participants 
had had training on screening for intimate partner 
violence in the past 5 years means they were not well 
equipped to deal with this issue. Other studies have found 
that implementing intimate partner violence screening 

programmes improves the knowledge, attitudes and self-
efficacy of health care providers about intimate partner 
violence and screening (20–22). 

Health care providers’ cultural competency could 
be beneficial in detecting the signs of exposure to 
intimate partner violence and dealing with victims in a 
culturally sensitive way. However, insufficient training 
on, inadequate experience of and absence of support 
resources for intimate partner violence mean health 
care providers rely on their cultural beliefs that tend to 
see domestic violence as an unimportant personal issue. 
These beliefs could negatively affect their attitude to 
screening cases of intimate partner violence and their 
preparedness to do so. This was clearly demonstrated 
as about three quarters of our participants chose not to 
interfere with how a couple manages conflict, and two 
thirds believed that intervening in intimate partner 
violence was not part of their medical practice.

Our participants’ attitudes to victims of intimate 
partner violence as a barrier to screening for intimate 
partner violence was significantly associated with 
their occupation. Social workers and nurses had a more 
positive attitude to victims, while family physicians had 
the least favourable attitude. This finding concurs with 
the findings of another Egyptian study that reported 
that physicians thought that screening for intimate 

Table 3 Multivariable logistic regression analysis of factors associated with screening for intimate partner violence 

Factors associated with: B P-value OR (95% CI)
Self-efficacy

Age (> 35 years) 0.093 0.451 1.10 (0.86–1.40)

Sex (female) 0.477 0.022 1.61 (1.07–2.42)

Occupation (social worker) –0.136 0.417 0.87 (0.63–1.21)

Years in job (> 15) –0.152 0.186 0.86 (0.69–1.08)

Referral management

Age (> 35 years) ) 0.021 0.660 1.02 (0.93–1.12)

Sex (female) –0.134 0.122 0.87 (0.74–1.04)

Job (social worker) 0.104 0.074 1.11 (0.99–1.25)

Years in job (> 15) –0.070 0.111 0.93 (0.86–1.02)

Ethical issues

Age (> 35 years) 0.142 0.121 1.15 (0.96–1.38)

Sex (female) –0.161 0.328 0.85 (0.62–1.18)

Occupation (social worker) –0.181 0.161 0.83 (0.65–1.03)

Years in job (> 15) –0.044 0.600 0.96 (0.81–1.13)

Provider’s attitude

Age (> 35 years) 0.007 0.872 1.01 (0.92–1.10)

Sex (female) 0.005 0.945 1.01 (0.86–1.17)

Occupation (social worker) –0.164 0.004 0.85 (0.76–0.95)

Years in job (> 15) –0.007 0.868 0.99 (0.92–1.08)

Victim/provider safety

Age (> 35 years) –0.133 0.135 0.88 (0.74–1.04)

Sex (female) 0.238 0.129 1.27 (0.93–1.73)

Occupation (social worker) 0.054 0.611 1.06 (0.86–1.30)

Years in job (> 15) 0.042 0.597 1.04 (0.89–1.22)
OR= odds ratio; CI=confidence interval.
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partner violence was not important because of its social 
acceptability in the Middle East (23). A Brazilian study also 
found that physicians had little sympathy for victimized 
women (24). Many cultural, gender and religious norms 
could explain these findings. Within the Arabic culture, 
women are expected to follow the culture on marital 
relationships and not disclose intimate partner violence 
to others, including to health care providers as found in a 
Saudi study only 6.5% of women who had intimate partner 
violence related injuries had reported these injuries to a 
health-care provider (25). Women who choose to report it 
face several obstacles, including stigma, a lack of interest 
by the police or the legal system, as well as inadequate 
criminal laws that explicitly criminalize domestic 
violence and marital rape. This leads many women who 
are subjected to domestic violence to suffer in silence.

The other main barriers to screening as reported by 
more than half of our participants were time constraints 
and a lack of strategies to handle intimate partner 
violence. This is consistent with the findings of other 
studies (18–23,26). On the other hand, an American study 
found those two barriers were reported by only 9.4% of 
their participants (27). 

The two perceived self-efficacy barriers were 
significantly associated with age, sex and job of the 
health care provider. Female providers showed more 
perceived self-efficacy than males which is in line with a 
Swedish study that also found that health care providers 
who perceived a high self-efficacy in screening were 
more likely to screen for intimate partner violence (28). 
This association may be due to high representation of 
women in our study sample and women may show more 
readiness to screen for intimate partner violence out of 
sympathy for fellow women. Social workers perceived 
a higher self-efficacy than other providers which is 
consistent with studies conducted in Nigeria and Uganda 
that found Ugandan doctors had lower self-efficacy 
than other professions and social workers had higher 
self-efficacy (29,30). This differs from a Lebanese study 
that found that physicians considered themselves well 
positioned to manage intimate partner violence (31).

Confidence about referring a victim of intimate 
partner violence is an important component of the 
perceived support system, which in turn, is associated 
with an increased likelihood to screen for intimate 
partner violence (28–32). In our study, most participants 
were not confident about making referrals for abused 
women, which affected their proactivity to try and 
detect victims of intimate partner violence. A Nigerian 
study found that health care providers who had a high 
efficacy in handling intimate partner violence, few fears 
of offending clients, professional preparedness, and 
available support networks were more likely to screen for 
intimate partner violence (29). 

Age significantly affected both perceived self-efficacy 
and system support and referral in our study. This finding 
agrees with, and may even be explained by a study that 
found that older primary health care workers were more 
likely to screen for intimate partner violence (32). 

Our study showed that sex was a significant predictor 
of health care providers’ self-efficacy. However, this result 
may be biased by large numbers of female participants 
in our study (92.7%) compared with males (3.7%). which 
could affect the reliability of this finding. 

More than half of our participants did not have any 
access to social workers or community advocates and 
two thirds claimed social workers were unable to provide 
help. This finding differs from another Egyptian study 
where one fifth of participants claimed the unavailability 
of the necessary referrals to help victims (23).

This is consistent with findings of a study done 
among Jordanian nurses (26). This unavailability of 
support resources is problematic and could be correlated 
with a reluctance of health care providers to intervene or 
even report cases of intimate partner violence. 

As far as we know this is the first study dealing with 
intimate partner violence in our governorate. We covered 
all seven districts of Fayoum governorate, even remote 
areas, and had a response rate of 78.5%. Our study had 
some limitations. It was carried out in settings run by 
the health ministry, which serve low-income populations 
where physicians, nurses and social workers do not receive 
the training they need to effectively screen for intimate 
partner violence. Therefore, it may not be possible to 
generalize our results to other governorates in Egypt or 
other health care facilities, such as teaching or private 
facilities which have different organizational structures. 
Furthermore, the responses were the participants’ 
perceptions about dealing with intimate partner violence 
(no time, no strategies to help) rather than the actual 
status if they had to deal a real situation, and the two 
may differ Selection bias is another limitation, as the 
views of those who did not participate in the study may 
be different from those who were included. In spite of 
omitting some questions from the original questionnaire 
(related to provider, and victim, safety) that we considered 
might contradict our culture (mainly on sexual violence), 
some health care providers were reluctant to complete 
the questionnaire, especially in rural areas. In addition, 
we could not properly assess barriers to intimate partner 
violence screening according to sex because of the 
under-representation of male participants compared to 
females. Focus group discussion could be a better choice 
to maximize accuracy and the amount of information 
collected, but we could not undertake such discussions 
because the health care providers had limited time. 

In view of our findings, training on screening for and 
managing intimate partner violence should be part of the 
professional development for all health care providers. 
Partnership between the health and social affairs 
ministries, as well as nongovernmental organizations, 
is recommended to provide cross-training and develop 
an effective referral system that ensures comprehensive 
services for victims.



239

EMHJ – Vol. 27 No. 3 – 2021Research article

Acknowledgement
We thank the directors of the primary healthcare centres who allowed us to carry out the survey, and the data collectors 
and participants for their time in completing the questionnaire.

Funding: None.

Competing interests: None declared.

آراء مقدمي الرعاية الصحية الأولية بشأن التحديات الماثلة أمام الكشف عن حالات عنف الشريك، مصر 
إيمان إبراهيم، نشوى حامد، لمياء أحمد

الخلاصة:
يمكن أن يضطلع مقدمو الرعاية الصحية بدور مهم في الكشف عن حالات عنف الشريك داخل الخدمات الصحية، إلا أن هناك عدة  الخلفية: 

عقبات تحول دون ذلك.
الأهداف: هدفت هذه الدراسة إلى تحديد العقبات التي يرى مقدمو الرعاية الصحية في الفيوم، مصر أنها تعوقهم عن الكشف عن حالات عنف 

الشريك. 
طرق البحث: أُجريت دراسة مستقطعة في الفترة بين يونيو/حزيران 2018 ويناير/كانون الثاني 2019. وشملت عينة من مقدمي الرعاية الصحية 
)الأطباء، والممرضات، والأخصائيين الاجتماعيين والعاملين بصحة المجتمع( الذين اختيروا من مراكز الرعاية الصحية الأولية الحكومية في جميع 

مناطق الفيوم السبع. واستُخدمت نسخة عربية مصادق عليها من مسح مقدمي الرعاية الصحية حول العنف العائلي لجمع البيانات.
نصف  من  لأكثر  يتسن  ولم   .)%78.6 استجابة  )بمعدل  المشاركة  على  النساء(  من   %92.7( صحية  رعاية  مقدم   385 مجموعه  ما  وافق  النتائج: 
من  أي  يتلق  ولم  الشريك.  عنف  ضحايا  لمساعدة  استراتيجيات  أو  المجتمع  بصحة  العاملين  أو  الاجتماعيين  الأخصائيين  إلى  الوصول  المشاركين 
المشاركين تدريباً حول كيفية الكشف عن العنف العائلي. ورأى أكثر من نصف المشاركين )59.7%( أن تحري أسباب عنف الشريك ليس جزءاً من 
الممارسات الطبية. وارتبط نوع الجنس ارتباطاً كبيراً بالكفاءة الذاتية المتصورة، بينما ارتبط العمر والمهنة ارتباطاً كبيراً بإدارة نظام الإحالة وموقف 

مقدمي الخدمات الصحية.
الاستنتاجات: تصور مقدمو الرعاية الصحية أن هناك العديد من العقبات التي تحول دون الكشف عن حالات عنف الشريك. وينبغي أن يكون 
التدريب على الكشف عن حالات عنف الشريك وإدارتها جزءاً من التطوير المهني لجميع مقدمي الرعاية الصحية. وهناك حاجة إلى نظام إحالة فعال 

لضمان توفير خدمات شاملة للضحايا.

Points de vue des prestataires de soins de santé primaires sur les difficultés du 
dépistage de la violence entre partenaires intimes (Égypte) 
Résumé
Contexte : Les prestataires de soins de santé peuvent jouer un rôle important dans la détection de la violence entre 
partenaires intimes au sein des services de santé, mais des obstacles existent à cet égard.
Objectifs : La présente étude visait à déterminer les obstacles que les prestataires de soins de santé à Fayoum (Égypte) 
considèrent comme des entraves au dépistage de la violence entre partenaires intimes. 
Méthodes : Il s’agissait d’une étude transversale réalisée entre juin 2018 et janvier 2019. L’échantillon était composé de 
prestataires de soins de santé (médecins, infirmiers, travailleurs sociaux et agents communautaires) sélectionnés dans 
les centres de soins primaires gouvernementaux des sept districts de Fayoum. Une version arabe validée de l'enquête 
auprès des prestataires de soins de santé sur la violence domestique a été utilisée pour collecter les données.
Résultats : Au total, 385 prestataires de soins de santé (92,7 % de femmes) ont accepté de participer (taux de réponse 
de 78,6 %). Un peu plus de la moitié des participants n'avaient pas accès à des travailleurs sociaux ou à des agents 
communautaires. De même, ils ne pouvaient pas recourir à des stratégies pour aider les victimes de la violence 
exercée par un partenaire intime. Aucun n’avait reçu de formation au dépistage de la violence domestique. Plus de la 
moitié (59,7 %) pensaient que l’enquête sur la cause de la violence exercée par le partenaire intime ne faisait pas partie 
de la pratique médicale. Il y avait une corrélation importante entre le sexe et l’auto-efficacité perçue, tandis que l'âge et la 
profession étaient significativement associés à la gestion de l'orientation-recours et à l'attitude des prestataires de santé.
Conclusion : Les prestataires de soins de santé primaires percevaient de nombreux obstacles au dépistage de 
la violence exercée par un partenaire intime.  La formation au dépistage et à la prise en charge de la violence entre 
partenaires intimes devrait faire partie du développement professionnel de tous les prestataires de soins de santé. Un 
système efficace d’orientation-recours est nécessaire pour offrir des services complets aux victimes.
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