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Abstract 

Background:  Health care practitioners (HCPs) play a critical role in identifying and responding to intimate partner 
abuse (IPA). Despite this, studies consistently demonstrate a range of barriers that prevent HCPs from effectively iden-
tifying and responding to IPA. These barriers can occur at the individual level or at a broader systems or organisational 
level. In this article, we report the findings of a meta-synthesis of qualitative studies focused on HCPs’ perceptions of 
the structural or organisational barriers to IPA identification.

Methods:  Seven databases were searched to identify English-language studies published between 2012 and 2020 
that used qualitative methods to explore the perspectives of HCPs in relation to structural or organisational barriers to 
identifying IPA. Two reviewers independently screened the articles. Findings from the included studies were analysed 
using Thomas and Hardin’s method of using a thematic synthesis and critiqued using the Critical Appraisal Skills Pro-
gram tool for qualitative studies and the methodological component of the GRADE-CERQual.

Results:  Forty-three studies conducted in 22 countries informed the review. Eleven HCP settings were represented. 
Three themes were developed that described the structural barriers experienced by HCPs: The environment works 
against us (limited time with patients, lack of privacy); Trying to tackle the problem on my own (lack of management 
support and a health system that fails to provide adequate training, policies and response protocols and resources), 
Societal beliefs enable us to blame the victim (normalisation of IPA, only presents in certain types of women, women will 
lie or are not reliable).

Conclusion:  This meta-synthesis highlights the need for structural change to address these barriers. These include 
changing health systems to enable more time and to improve privacy, training, policies, and referral protocols. On a 
broader level IPA in health systems is currently not seen as a priority in terms of global burden of disease, mortality 
and morbidity and community attitudes need to address blaming the victim.

Keywords:  Intimate partner abuse, Intimate partner violence, Health practitioners, Qualitative Meta-synthesis, 
Barriers
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Background
Intimate partner abuse (IPA), also known as intimate 
partner violence (IPV) is a global public health problem 
of epidemic proportions, affecting one-third of women 
worldwide [1]. IPA is characterised as any behaviour by 
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a current or former intimate partner that causes physical, 
psychological or sexual harm to the other [2]. Although 
IPA can affect anyone in a relationship, it is a gendered 
occurrence principally carried out by a man against a 
female partner [1]. Globally, IPA is widespread in all set-
tings and among all socioeconomic, religious and cultural 
groups. This prevalence, in combination with the harms 
is causes to women, families and communities, clearly 
positions IPA as an urgent issue, requiring a multisecto-
ral response [1].

Exposure to IPA is associated with a range of short and 
long-term psychological, physical, sexual and reproduc-
tive health consequences for women [1]. These adverse 
health effects lead victims to use healthcare services at 
an increased rate [3, 4]. Additionally, studies suggest that 
healthcare providers (HCPs) are often the first profes-
sionals trusted with disclosure of abuse [5]. As a result, 
the vital role of the healthcare system in responding to 
IPA has been increasingly recognised [4]. However, 
despite this potential, health services have lagged behind 
other agencies in addressing IPA, with low identification 
rates relative to prevalence estimates [4].

Many qualitative studies from a range of health care 
systems and subspecialties have investigated the barriers 
HCPs encounter identifying women affected by IPA. This 
literature was synthesised in a systematic review in 2012 
by Sprague et al. [6]. This review of 22 studies found five 
categories: personal barriers, resource barriers, percep-
tions and attitudes, fears, and patient-related barriers [6]. 
Another systematic qualitative review in 2018 by Saletti-
Cuesta and colleagues focused on opinions and experi-
ences of HCPs in responding to IPA but was restricted 
to only primary health care settings [7]. More recently 
[8], the personal barriers experienced by HCPs were 
synthesised, highlighting feelings of reluctance and frus-
tration and a sense that the work of responding to IPA 
was beyond their remit. Specifically, the themes identi-
fied were: ‘I can’t interfere’, ‘I don’t have control’ and ‘I 
won’t take responsibility’. In this review, we have chosen 
to focus solely on the structural or organisational barri-
ers across health settings, thus updating previous reviews 
with new data [7, 9–12]. Thus, this review explores the 
research question: What do health practitioners perceive 
as the structural barriers to the identification of intimate 
partner abuse?

Methods1

Search strategy
The protocol for this review was registered with PROS-
PERO (CRD42​02013​0242). This review’s reporting 
reflects the Cochrane guidelines for qualitative reviews 
[13, 14]. The search strategy was informed by our 
research question. To reflect more contemporary barri-
ers in the health system, a date restriction of 2012–2020 
was applied to this review. The search involved three host 
databases Ovid, EBSCO, and ProQuest (including seven 
databases). The search comprised of subject headings, 
text words and keywords for the terms: ‘intimate partner 
violence/abuse’, ‘qualitative research’, and ‘health prac-
titioners’. No restrictions on geographic location were 
applied. Studies were included regardless of their pub-
lication status, but only English language articles were 
included. An example of the OVID search is provided in 
Fig. 1.

Inclusion criteria
The results generated by the search strategy were 
imported into the online review management software, 
Covidence [15], to assist in the management of the large 
data set. Two reviewers (NH, SB) independently under-
took title and abstract screening, followed by a full-text 
screening applying the following inclusion criteria: (1) 
a qualitative data collection and analysis method; (2) 
mixed-methods papers where qualitative data was sepa-
rate from quantitative data and was qualitatively ana-
lysed; (3) survey data with open-ended questions that 
had been qualitatively analysed; (4) studies of health 
practitioners (doctors, midwives, allied health workers, 
nurses, dentists, maternal-child health nurses, Aboriginal 
health workers, mental health workers); (5) studies that 
explored instances where a health practitioner is interact-
ing with patients living with intimate partner abuse; (6) 
studies included findings about barriers for health prac-
titioners addressing intimate partner abuse. Consensus 
was required for an article to be included in the review. 
Any disagreements were resolved through discussion 
with a third reviewer (JC) during the screening process.

Data extraction and analysis
The data from the primary articles was extracted into a 
template developed for this review. The extracted infor-
mation included study setting, sample characteristics, 
objectives, design, data collection and analysis methods, 
qualitative themes, qualitative findings, supporting quo-
tations and conclusions. The extraction template was 
revised on one occasion to accommodate GRADE-CER-
Qual tool details (see Supplementary Material 1).

We began with immersion in the data (reading and 
examining that data in detail), then subsequently 

1  This method is a replication of a companion review already published: Tar‑
zia L, Cameron J, Watson J, Fiolet R, Baloch S, Robertson R, Kyei‑Onanjiri 
M, McKibbin G, Hegarty K: Personal barriers to addressing intimate partner 
abuse: a qualitative meta‑synthesis of healthcare practitioners’ experiences. 
BMC Health Services Research 2021, 21(567).

https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42020130242


Page 3 of 20Hudspeth et al. BMC Health Services Research           (2022) 22:96 	

applied the Thomas and Harden [16] thematic synthesis 
approach; this involved a line-by-line coding of findings 
from each of the included studies, organisation of initial 
codes into descriptive codes and generation of analyti-
cal themes that involve interpretation to develop further 
concepts and understandings that answer the research 
question [16]. After (NH, JC and SB) completed a reading 
of the included papers in order of publication date, (NH) 
created initial codes, categories and themes explored 
by the papers. This data was presented in excel and 
shared with the wider research team, who met several 
times (NH, JC, SB, LT, KH) to discuss the development 
of themes. This process was repeated until consensus 
was reached. Any disagreements were settled through 
discussion during the descriptive and analytical coding 
processes.

Methodological quality assessment
Three reviewers (NH, SB, JC) independently evaluated 
the methodological quality of each included study using a 
modified version of the Critical Appraisal Skills Program 
(CASP) tool for qualitative studies [17]. Each item was 
assigned a CASP tool scale; ‘Yes’, ‘Partial’, ‘No’ or ‘Unclear’ 
designation for eight items related to methodologic 
quality, and any unaddressed methodologic limitations 
were named in an open-ended item. The CASP tool was 
selected because of its capacity to systematically assess 
the included studies’ validity, the results and their appli-
cability and generalisability to practice [17]. In addition, 
the level of confidence in the review’s findings was meas-
ured through application of the methodological compo-
nent of the GRADE-CERQual tool [18]. Each included 
item was categorized as having ‘No or very minor con-
cerns’, ‘Minor concerns’, ‘Moderate concerns’ or ‘Seri-
ous concerns.’ Discrepancies in terms of methodological 
quality were resolved through consultation and discus-
sion with the research team.

Results
We identified 43 studies published between 2012 and 
2020. Fig. 2 depicts the search strategy results presented 
in accordance with the PRISMA (Preferred Reporting 
Items for Systematic reviews and Meta-Analyses) guide-
lines [19].

The synthesis included 43 studies conducted in 22 
countries. Eleven were conducted in the USA [20–30], 
four in Canada [31–34], four in the UK [35–38], three 
in Sweden [39–41], two in Brazil [42, 43], Spain [44, 45] 
and South Africa [46, 47] respectively. The rest were 
from Australia [48], China [49], Columbia [50], Egypt 
[51], Greece [52], Italy [53], Jamaica [54], Lebanon [55], 
Malaysia [56], Norway [57], Slovenia [58], Sri Lanka [59], 
The Netherlands [60], Turkey [61] and Zimbabwe [62]. 

Fig. 1  Search results
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The synthesis included studies with a range of qualitative 
data collection techniques, including semi-structured 
interviews, focus group discussions, in-depth interviews, 
semi-structured focus group discussions, semi-struc-
tured telephone interviews and open-ended surveys.

The studies included data from 1563 practitioners with 
between 1.1 months and 45 years of professional experi-
ence across specialisations including emergency medi-
cine, primary care, obstetrics and gynaecology, maternal 
and child health, family planning, prenatal and antenatal 
medicine, intensive care, mental health, orthopaedics, 
and allied health. A summary of the characteristics of the 
included studies is provided in Table 1.

Quality of included studies
Individual study quality was assessed using a modified 
Critical Appraisal Skills Programme (CASP) checklist for 
qualitative studies [17] and the methodological compo-
nent of the GRADE-CERQual tool [18]. Each theme was 

appraised including thirty-two studies that had ‘no or 
very minor concerns’, ten studies were appraised as hav-
ing ‘minor concerns’, one study was appraised as having 
‘moderate concerns’ and no studies were appraised as 
having ‘serious concerns’. The minor concerns stemmed 
from ethical considerations for example, recruitment 
strategies and linkages between researcher and partici-
pants. However, all the studies included a clear statement 
of the aims, had qualitative methodology and research 
design that was appropriate to address the aims of the 
research. Please see Table 2 for the combined CASP and 
GRADE-CERQual results.

Key themes
Thematic synthesis of the included studies led to the 
development of three key themes that describe the 
structural barriers identified by HCPs as preventing 
them from responding to IPA. These are: The environ-
ment works against us (limited time with patients, lack 

Fig. 2  Example of OVID search
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of privacy); Trying to tackle the problem on my own (lack 
of management support and a health system that fails to 
provide adequate training, policies and response proto-
cols and resources), Societal beliefs enable us to blame 
the victim (normalisation of IPA, only presents in certain 
types of women, women will lie or are not reliable). A 
table of themes and subthemes is provided in Table 3.

The environment works against us
This theme focuses on the issues experienced ‘on the 
ground’ by HCPs. It was the largest theme identified in 
38 papers of the 43 studies examined [21–24, 26–32, 
34–40, 42–50, 52–62]. Consistent with previous reviews, 
our synthesis highlighted several structural barriers at 
the level of the healthcare environment that impacted on 
HCPs’ interactions with patients.

HCPs across most healthcare settings highlighted time 
constraints as a major problem impeding IPA identifica-
tion and response. Many participants lamented short 
clinic appointment times, increased workloads, and the 
nature of limited patient interactions, highlighting that 
these prevented the establishment of rapport. Although 
time barriers were emphasised more amongst HCPs 
working in settings such as the emergency department, 
even primary care physicians (e.g. general practitioners/
family doctors) and nurses raised it as an issue.

Doctors who only have ten minutes to spend with 
their patients—they can’t ask about intimate part-
ner violence. Even if they did, nobody would open 
up to them about a personal matter like that in ten 
minutes [22]. (Nurse, USA)

It’s hard to develop a feeling of trust in a short period 
of time [34]. (Orthopedic surgeon/trainee, Canada)

I have more than enough to do without digging too 
deep. The topic is big and difficult. It is big and dif-
ficult and takes time, right?... If somebody discloses 
things you need to make time to address it [57]. 
(Midwife, Norway)

For some HCPs, the lack of time was such a problem that 
it was preferable to discourage disclosures rather than be 
forced into a position where they could not address them 
properly. A nurse working in the sexual health setting in 
the UK commented that:

There are ways to ask the question to get a nega-
tive answer if you’re in a hurry [36]. (Sexual health 
nurse, UK)

HCPs across multiple healthcare settings highlighted 
lack of privacy as another critical barrier to IPA identi-
fication. HCPs pointed out that women often attended 

appointments with their partner, which made it inappro-
priate and potentially unsafe to ask about IPA.

Sometimes…I’ll ask [about IPA], just because it’s 
a legality issue, but a lot of times—for instance, if 
you’re married and you come to the ER, chances are 
you and your husband are both coming in the triage 
room. So [if I] say, “Are you a victim of domestic vio-
lence or abuse?” you’re probably not going to answer 
at that time honestly, if you are [24]. (Emergency 
department nurse, USA)

…Sometimes the husband is there too, which makes 
one wonder what is going to happen to the woman 
afterwards, will it become worse if I dig into this 
right now? [39]. (Midwife, Sweden)

Even when women attended alone, the physical environ-
ment within many healthcare settings was itself a bar-
rier to sensitive inquiry. Poor design, noise, and constant 
interruptions made it difficult for HCPs to have sensitive 
discussions with women about IPA. A midwife working 
in the Spanish sexual and reproductive healthcare set-
ting, for example, noted that in her clinic:

There are 3 doors, plus a telephone that rings all of 
the time, [but] when a woman is describing a situa-
tion like this, then nothing should interrupt her visit 
[45]. (Midwife, Spain)

Similarly, a study exploring the perspectives of orthopae-
dic surgeons and trainees in the US fracture clinic set-
ting, described a clear example of these issues:

“There’s six other people, at least six plus learners so 
probably twelve people listening to every single con-
versation I have with patients; it’s not the appropri-
ate place”. In addition, many fracture clinics follow 
an open concept model, with curtains separating 
exam rooms. One participant made the following 
analogy: “The fracture clinic is the equivalent of a 
family doctor seeing patients in their waiting office 
[34]. (Surgeons, Canada)

In the rural context, HCPs also suggested that a lack of 
confidentiality was a barrier to IPA identification. They 
pointed out that because “everybody knows everybody” 
[22] in a small community, that women experiencing IPA 
may be reluctant to disclose to a HCP they know socially 
or to have information recorded on their chart.

Trying to tackle the problem on my own
This theme, reflected in 36 of the included studies [12, 20, 
21, 23, 25–28, 30–36, 38–41, 43–49, 51–54, 56, 57, 59–
62], highlights that feeling unsupported by colleagues, 
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the organisation and the health system more broadly was 
a key barrier to identifying IPA.

Participants across 35 of the studies felt that they were 
ill-prepared to tackle the challenging work of IPA iden-
tification and response, and perceived that the health 
sector did not prioritise education and training highly 
enough [12, 20, 21, 23, 25–28, 30–36, 38, 39, 41, 43–49, 
51–54, 56, 57, 59–62]. This neglect began early when 
HCPs were still studying. Practitioners emphasised that 
the majority of their professional training had provided 
limited or no content in responding to IPA [49].

I think the biggest thing is it’s really not touched on a 
lot in school [30]. (Nurse, Australia)

I think that our education about domestic violence is 
somehow...lacking [53]. (Midwife, Italy)

Further, many HCPs felt that their workplaces and 
organisations also did not prioritise ongoing education. 
Participants in a variety of settings and in different coun-
tries expressed a desire to receive additional training to 
improve their confidence in identifying and responding 
to IPA but suggested that this was neither offered nor 
encouraged. For example, an emergency department 
nurse in a Turkish study suggested that:

You need to be trained for this. I don’t know, some-
thing like a course...I haven’t done anything at the 
moment so I don’t know how adequate I would be 
[61]. (Nurse, Turkey)

Similarly, a midwife in a Norwegian study by Henriksen 
and colleagues [57] expressed frustration that she was 
being asked to screen patients without being provided 
with any support or training.

I feel that this is something we just have to deal with 
without anyone telling us how to do it. So I think 
that I feel provoked that they [the organization] 
have just decided this without training us properly 

[57]. (Midwife, Norway)

In addition to a lack of training opportunities, HCPs 
lamented the absence of comprehensive IPA policies 
and protocols to guide practitioners in identification and 
response. This led to feelings of uncertainty and confu-
sion. One practitioner from a study by Rahmqvist and 
colleagues [40] in the Swedish emergency department 
setting commented that:

I would like to know exactly what to do, with clear 
routines so that when it comes up, that they have 
been victimized, I know what to do. How can I help? 
Where can I refer the patient for follow up care?... 
sometimes it hasn’t worked out before, so I hesitate 
to ask or engage because I don’t know what to do or 
what will happen if I try to refer [40]. (Emergency 
department nurse, Sweden)

A sexual health nurse in an American study by 
Ramachandran and colleagues [27] described similar sen-
timents, suggesting that even when practitioners were 
trained to ask, there were no policies to guide them in 
what to do next:

We’re trained to ask the questions, we’re trained to 
make sure, are you feeling safe, blah, blah, blah. But 
then someone says ‘yes’ and then you’re like, oh no, 
because now I really have no idea what to do with 
them… I’ve never had any real sense of, OK, now 
what’s the appropriate follow-up? And obviously, I 
know that you need it, but do I tell them they can 
call a hotline? Are they really going to do that? Do 
I make them an appointment while I’m in the office 
with them to speak with someone? It’s really hard to 
know, what we do now… [27]. (Sexual health nurse, 
USA)

Data from five studies suggested that a further barrier 
to addressing IPA in health settings was a lack of col-
laboration amongst the different professions and no 

Table 3  Summary of themes & subthemes

Theme Studies contributing

The environment works against us
    - Limited time with patients
    - Lack of privacy

43 papers [21–24, 26–32, 34–40, 42–50, 52–62]

Trying to tackle the problem on my own
    - Lack of management support
    - Health system failure to provide adequate training, polices and response 
protocols and resources

36 papers [20, 21, 23, 25–28, 30–36, 38–41, 43–49, 51–54, 56, 57, 59–63]

Societal beliefs enable us to blame the victim
    - Normalisation of IPA
    - Belief that IPA only present in certain types of women
    - Women will lie or are not reliable

20 papers [22, 24–26, 29, 30, 37, 38, 40–42, 44, 47, 53, 54, 57–60, 62]
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sense of working together as a team to address IPA. 
Many HCPs stated that they thought the responsibil-
ity for identifying and responding to IPA ought to sit 
with a different specialty or profession, either because 
they felt that the other professions (such as social 
work) were better equipped or because their own role 
description actively discouraged screening.

I think they’re [patients] being screened as they 
come through the emergency department, so I don’t 
think that screening them again in the fracture 
clinic adds anything [32]. (Fracture clinic, Can-
ada)

Not us, I think the doctor is the one who [is] sup-
posed to refer them to the social workers, because 
we can’t refer patients as nurses. We don’t refer 
[47]. (Emergency nurse, South Africa)

Screening for IPV is not our role as nurses and it 
is not written in the job description, so I have no 
authority for IPV screening, and could be fired 
if taking the responsibility for doing that [20]. 
(Nurse, Jordan)

Lastly, HCPs across multiple healthcare settings high-
lighted a structural disconnect between healthcare set-
tings and social agencies that support people affected 
by IPA. HCPs did not feel confident in knowing what 
referral options were available and how services could 
help:

…What would I do if all these people disclosed 
abuse? Where would I send them for help? Such 
things can’t work without appropriate mechanisms 
within the health care system [52]. (Primary care 
physician, Greece)

Unfortunately, the referral system is terrible, so I 
didn’t know where to refer her to [47]. (Emergency 
nurse, South Africa)

In extreme cases, not knowing where to refer individu-
als encountering IPA for support and feeling cut off 
from the service sector meant that some HCPs felt it 
was ‘better not to know’ about IPA. As a family physi-
cian in an American study commented:

If you don’t have the resources... sometimes it 
makes you reluctant to screen for it. Sometimes 
you’d rather not know. I mean now all of a sud-
den they’ve got this woman who is being abused 
and you can’t do anything and you don’t have the 
resources to be able to offer her care...that may be 
a barrier [26]. (Family physician, USA)

Societal attitudes enable blaming women
The final theme, reflected across 20 of 43 studies [22, 
24–26, 29, 30, 37, 38, 40–42, 44, 47, 53, 54, 57–60, 62], 
suggests that, in part, the low priority given to the issue 
of IPA within healthcare settings stems from problematic 
attitudes and beliefs in wider society that put the reason 
for not asking or disclosing onto the victim. This includes 
a perception that women will not disclose due to normal-
isation of IPA, that IPA only presents in certain types of 
women, that women will lie or are not reliable patients.

One example of this is the perception that women do 
not want to disclose IPA to a HCP and are likely to deny 
it if asked, which was mentioned in seven studies. In low-
and-middle-income countries, this perceived reluctance 
to disclose was linked to patriarchal gender roles and the 
normalisation of violence. For example, a nurse in a Jor-
danian study [20] explained that:

In our culture, women are expected to not disclose 
IPA, and will not tell the truth. They will tolerate 
and accept violence for the sake of their own and 
family dignity and reputation [62]. (Nurse, Jordan)

However, the perception that it is pointless to ask women 
about IPA was also held by HCPs.

They are afraid they will not be able to escape, that 
the situation cannot be resolved, that nothing can 
be done. No one can help, they are powerless and 
trapped in it. These people probably do not have an 
alternative: if they could, they would probably put 
things in order and leave [58].(Doctor, Slovenia)

A further perceived barrier to addressing IPA are societal 
assumptions regarding the types of people affected. HCPs 
described the belief that IPA is something that happens 
to ‘other’ people, not their patient cohort:

Domestic violence is not that common in the group 
of patients I see because I usually see girls from good, 
educated, well off families...but in lower classes, less 
educated, less resources, yes I would say there it is a 
problem [37]. (Doctor, Pakistan)

Well, you can find violence in all parts of society, but 
I do not feel that our women are among the most 
deprived people. Thus, it’s not … These are not peo-
ple who have a lot of issues, neither economic nor 
other problems [57]. (Midwife, Norway)

You have people who. . . you know very well, you 
know who their partners are, you see them in the 
practice. . . it may not even occur to you that person 
could be violent, so that’s probably why you may not 
[ask]—I may not so much for somebody I know well 
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[38]. (General practitioner, UK)

A further societal belief that acts as a barrier to IPA 
identification is that women fabricate or provoke vio-
lence. Some HCPs suggested that women are not reliable 
patients; in particular, those who are intoxicated or men-
tally ill were highlighted as patients difficult to believe. 
Additionally, it was suggested that women use allegations 
of IPA for attention-seeking behaviour:

While I understand that there are lots of people out 
there who are abused and we need to screen them 
and get them help if they want it, at the same time, 
when you ask the same questions to everyone, some-
times it just offers an invitation for more attention-
seeking behaviors [24]. (Emergency department 
nurse, USA).

Discussion
This qualitative meta-synthesis updated previous reviews 
by Sprague [6] and Saletti-Cuesta [7], exploring the per-
ceived personal and structural barriers for health practi-
tioners to identify IPA. We chose to focus on structural 
barriers in this review as we have published a recent 
review of personal barriers to addressing IPA [8]. These 
personal barriers included HCPs not wanting to inter-
fere, feeling like they don’t have control and not want-
ing to take responsibility for addressing IPA. Whilst a 
review of the key elements that promote HCP readiness 
to respond to IPA did identify such personal factors as 
being important [63], a critical part of being “ready” to 
respond is having support from the broader healthcare 
system. Thus, it is likely that the general lack of identifi-
cation across health settings is also a result of structural 
issues, including health systems and the societal struc-
tures HCPs practice within [4]. Indeed, our findings show 
that structural barriers exist at the environmental level, 
the broader health system level and at the societal level.

HCPs in this review felt that the barriers of lack of time 
and privacy were where the environment works against 
us, consistent with previous reviews [6, 7]. Sprague and 
colleagues in 2012 emphasised lack of time but not pri-
vacy issues, with Sellati-Cuesta and colleagues more 
recently emphasising privacy and confidentiality as a 
barrier. Issues about privacy concerns may relate to the 
healthcare system’s modernisation over time (62) with 
increasing utilisation of new technology (63). This finding 
has implications for current practice, given the growth of 
telehealth use during the COVID-19 pandemic [64]. We 
acknowledge telehealth use can have potential benefits, 
for example, calls can be taken outside of the home, away 
from the perpetrator, providers can be outside of the 
community to avoid recognition. However, there are also 

potential harms highlighted by recent Covid-19 lock-
downs which prevent HCPs from recognising potential 
visual signs of abuse. Findings here reinforce the impor-
tance of allowing HCP’s the time and privacy necessary 
to identify IPA and support the needs of patients [63].

At the health system level, HCPs felt they were tackling 
the problem on my own. They felt unprepared by lack of 
training, and unsupported by colleagues, the organisa-
tion, and the health system more broadly. HCPs need 
to have the support of the team and the health system 
to be enabled to do this work [63]. This lack of support 
may reflect the low priority given to the issue of IPA 
within healthcare curriculums and health service deliv-
ery settings [4]. Further, the perception of IPA as a social 
issue rather than a medical one suggests that appropri-
ate policy, training and cultural reform needs to occur to 
improve practitioner preparedness to address IPA [63]. 
Moreover, as long as there remains a deficit in social ser-
vices, support and limited coordination between HCPs, 
even if we remove the structural barriers, we will still find 
deficits in our ability to support IPA patients.

Lastly, we found that some HCPs’ views reflected 
broader societal attitudes that enable blaming women 
for the lack of identification. Problematic attitudes and 
beliefs include normalisation of IPA and victim blaming 
which impede IPA identification for some HCPs. It is not 
surprising that societal beliefs held by some HCPs act as 
barriers to identifying IPA among their patients. Previous 
reviews have also touched on how cultural challenges and 
negative presumptions around IPA-affected women are 
barriers [6, 7]. Further, women survivors are often seen 
by parts of the community as unreliable, mentally unwell, 
and/or apt to not tell the truth [65]. Overall, this finding 
supports the idea that societal beliefs may influence HCP 
identification practices, potentially reducing IPA identifi-
cation opportunities.

Strengths & limitations
A strength of this meta-synthesis is the diverse range of 
countries that were represented in the synthesis, as well 
as the representation of over ten different types of health 
and allied health professional groups. Several limitations 
also need to be acknowledged. Firstly, while the CASP 
[17] is considered a robust method of appraisal and used 
widely, it is not universally accepted that critical appraisal 
checklists for qualitative studies are beneficial. Moreover, 
we could have used the full CERQual [66] to assess the 
strength of the findings. Our results should thus be inter-
preted with some caution. Finally, our review excluded 
non-English language studies that otherwise met the 
criteria for inclusion, and three studies that our project 
team was unable to source full-text versions.
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Conclusion & implications
An updated synthesis of the literature was warranted 
to explore the contemporary evidence on this complex 
area of structural barriers to identifying IPA. A sepa-
rate meta synthesis [67] on what advice survivors give 
on ways to improve disclosure mirrors our findings. 
This advice includes making the environment safe, pri-
vate and confidential, ensuring survivors are aware of 
resources, and that non-judgemental supportive atti-
tudes from HCPs are key. We recommend implementa-
tion of a health system model [4] for IPA to overcome 
the structural barriers for HCPs found by this synthesis 
to enable identification of IPA [80]. This would include 
improving HCP curriculum, working environments 
and workflow processes, developing and implementing 
clear policies and protocols for how to proceed after 
IPA is identified. Moreover, introducing clinical cham-
pions (advanced practitioners) for support of other 
staff, delineating pathways to resources and referrals 
and ensuring sufficient social services/victim services 
infrastructure outside of healthcare settings. While 
existing health systems are difficult to change our find-
ings may influence future health system design by pro-
moting models to support change at the organisational, 
practitioner and patient level. Finally, supporting a cul-
tural shift away from negative attitudes towards IPA 
survivors and promoting social change [68] may result 
in similar changes in health care workplaces. Future 
research could explore variations of approaches, bar-
riers, health system types and service delivery between 
different countries.
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