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Intimate partner violence (IPV)
is a major public health problem 
that negatively affects the health 

of women worldwide.1 Its lifetime 
prevalence ranges from 15% to 71%.2

Studies conducted in the Arab 
world are consistent with global 
findings of IPV being highly prev-
alent.3 In Lebanon, its prevalence 
among women users of primary 

health centers was found to be 35%.4 
Of refugee women presenting to an 
antenatal clinic, 68.8% reported be-
ing victim to one type of IPV at one 
point in their married lives, 11.4% 
were victims of physical abuse dur-
ing their pregnancy, and 26.2% 
have experienced coerced sexual in-
tercourse.5,6 In Egypt, one third of 
married women were beaten at least 
once by their husbands,7 while in 
Aleppo, Syria, 23% of pregnant wom-
en randomly selected from primary 
care centers reported current physi-
cal abuse.8 Moreover, 80% of women 
and men asserted that wife abuse 
is not considered a criminal act and 
does not require reporting to the le-
gal authorities; some even consider 
wife abuse as legitimate and accept-
able.3 Accordingly, IPV is still viewed 
in the Arab world as a personal and 
family issue rather than a social and 
legal problem; the issue is uncom-
monly dealt with in a formal, orga-
nized way that involves legal, health, 
mental health, or welfare services.9,10

Although abused women have 
poorer health and use health care 
services more frequently1,4,11 than 
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BACKGROUND AND OBJECTIVES: Our purpose was to assess 
medical students’ willingness to help women survivors of intimate 
partner violence (IPV) and its relation to past exposure to violence. 

METHODS: A cross-sectional study of medical students enrolled 
in three major universities in Beirut was carried out: 545 students 
filled out a self-administered questionnaire. The Inventory of Be-
liefs About Wife Beating, the Attitudes Toward Women’s scale, the 
Marriage Role Expectations Inventory, the Conflict Tactics scale, 
and the Trauma Symptoms scale were used.

RESULTS: The majority (93.6%) of medical students believed that 
battered wives should be helped by either social or governmental 
agencies, but only 48% showed readiness to provide help them-
selves. Female medical students were significantly more likely to 
be willing to help survivors of violence, whereas students exposed 
to domestic violence in childhood were significantly less likely to 
do so. Female medical students previously exposed to violence 
had significantly higher scores on the Briere and Runtz’s Trauma 
Symptom Checklist, indicating more negative trauma-related symp-
toms. Multivariate analysis revealed that the students’ exposure to 
verbal aggression, their marital role expectations, attitudes toward 
women, and parents’ marital status accounted for 26% of the vari-
ability in the Helping Battered Wives score.

CONCLUSIONS: The results of this study suggest that the medical 
students’ past exposure to DV impacts their psychological well-be-
ing and their willingness to help abuse survivors. Given the multi-
tude of stresses medical students are exposed to, careful attention 
and attendance to the effect of abuse on their well-being may be 
warranted.

(Fam Med 2014;46(2):112-9.)
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women who have not been abused, 
primary care physicians are miss-
ing opportunities to screen for IPV.12 
Reasons included lack of education 
and training in IPV diagnosis, com-
munication and referral system,13-15 
time constraints, discomfort in ad-
dressing the topic, and fear of offend-
ing the patient.15-17 Considering IPV 
a personal matter or “social work,” 
while justifying IPV and blaming the 
victim has impeded physicians from 
taking any action.18,19 Further, past 
exposure to IPV may decrease health 
care providers’ self-efficacy to deal 
with the problem.15,20 

Findings in Lebanon and Syria 
suggest that when asked, victims 
are open to sharing their experiences 
of abuse.4,8 However, service provid-
ers admitted not asking or screen-
ing for IPV and recognized lacking 
the needed knowledge and training.21 

This may explain why women sub-
jected to violence or conflict in Leba-
non, a relatively conservative society, 
do not consider the health care sys-
tem as a resource for dealing with 
their problems; they would not know 
how to cope with their situation and 
suffer in silence.22 

It is necessary for medical schools 
to provide training on violence vic-
tims’ care and to increase the 
probability of medical students to 
integrate  the care of violence with-
in their daily clinical practice later 
on. However, this training is lacking 
from the medical schools’ curricula 
in Lebanon and to our knowledge 
in the Arab world. Research showed 
that students exposed to intentional 
injury are at emotional risk when 
caring for violence victims,23 and 
medical students with a history of 
abuse had significantly greater sui-
cidal ideation.24 Hence, this study 
was conducted to explore the ef-
fect of past exposure to violence on 
medical students’ willingness to help 
victims of abuse, taking into consid-
eration their psychological status, at-
titudes toward women, beliefs about 
IPV, marital expectations, and their 
knowledge of the health impact of 
IPV. It was hypothesized that stu-
dents exposed to family violence, 

who are not suffering from trauma 
symptoms, will be more willing to 
help IPV survivors if they are adopt-
ing pro-feminist attitudes, an egali-
tarian approach to marriage, and are 
less willing to justify abuse.

Methods 
Participants and Procedure
A cross-sectional survey of all medi-
cal students in the last 4 years of 
undergraduate training (n=912) 
from the three major universities in 
Beirut, the American University of 
Beirut (AUB, n=301), Saint-Joseph 
University (USJ, n=286) and the 
Lebanese University (LU, n=325), 
was carried out. These were cho-
sen because of their long-standing 
history in teaching medicine, their 
students are from various areas in 
Lebanon, and because they repre-
sent diversity of socioeconomic sta-
tus, since two of them are private 
(AUB and USJ), and one is public 
(LU). Following a lecture in class (for 
the preclinical years) or a conference 
(for the clinical years), a member of 
the research team explained the re-
search to the medical students and 
requested those who agreed to par-
ticipate to fill out an anonymous un-
marked questionnaire. Information 
on nonrespondents was not collected 
since some left before the question-
naire was distributed. The data col-
lection period lasted 10 weeks: from 
January 20, 2009, to April 3, 2009. 
The research was approved by the 
American University of Beirut re-
search board.

Instruments
The questionnaire was developed in 
Arabic, based on previously validated 
questionnaires and pilot tested; the 
estimated participation time was 20 
minutes. In addition to demograph-
ic information, the questionnaire in-
cluded the following: 

Exposure to Family Violence. 
The Straus’ Conflict Tactics Scales 
(CTS)30 was used to measure par-
ticipants’ exposure to interparental 
violence during childhood and ado-
lescence. The items, not specifying 

survivor or aggressor, reflected two 
subscales: verbal aggression and 
physical violence. Responses to the 
items were based on an 8-point scale 
ranging from 0=never to 7=daily. The 
Cronbach’s alpha values for verbal 
aggression and physical violence 
were 0.84 and 0.96, respectively. 

Trauma Symptoms. This was mea-
sured using Briere and Runtz’s Trau-
ma Symptom Checklist (TSC-33).31 

The 33 items were grouped into six 
psychological symptoms: dissociation, 
anxiety, depression, sexual abuse 
trauma index, sleep disturbance, and 
sexual problems. Responses to these 
items were based on a 4-point scale 
ranging from 0=never to 3=all the 
time. An overall trauma symptom 
score was computed by adding up 
points on all the 33 items.

Beliefs About Domestic Vio-
lence. The revised version25 of the 
Saunders et al26 Inventory of Be-
liefs About Wife Beating (IBWB) 
was used and included the follow-
ing scales: (1) justifying wife beating 
(JWB), (2) battered wives are respon-
sible for their beating (BWRB), (3) 
violent husbands are responsible for 
their violence (VHRV), (4) battered 
wives benefit from beating (BWBB), 
(5) helping battered wives (HBW), 
and (f) punishing violent husbands 
(PVH). Responses to these items 
were computed to come up with a 
total score. The Arabic version was 
reported to have good internal reli-
ability with alphas ranging from .61 
(PVH) to .91 (JWB).25 In this study, 
the Cronbach’s alpha values for the 
different scales ranged from 0.64 
(BWBB) to 0.86 (JWB).

Attitudes Toward Women. A short 
version of the Spence and Helmreich 
Attitudes Toward Women (ATW) 
scale27 was used.  A total score was 
computed by adding the respons-
es. Score values falling on the high 
end indicated a pro-feminist, liber-
al, egalitarian attitude whereas val-
ues falling on the low end indicated 
a traditional, patriarchal, conserva-
tive attitude toward women. The 
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reported Cronbach’s alpha was .86 
for the Arabic version.25,28 The Cron-
bach’s alpha value in our study was 
0.81.

Marital Role Expectations. A 
short 14-item version of Dunn and 
DeBonis’s Marriage Role Expecta-
tions Inventory (MREI)29 was used. 
Responses to this measure were 
added into a total score with high 
values indicating companionship- 
egalitarian as opposed to traditional-
patriarchal expectations of marriage. 
The Cronbach’s alpha value for this 
version was 0.89.

Knowledge About Health Impact 
of Domestic Violence. A checklist 
of the 19 common complaints en-
countered in general practice was 
provided. The students were asked 
to check all conditions they consid-
ered to be associated with domes-
tic violence exposure. A knowledge 
score was computed for each partici-
pant by adding the correctly checked 
items.

Data Entry and Analysis
The data was entered using the 16th 
version of Statistical Package for the 
Social Sciences (SPSS). Descriptive 
statistics included mean and stan-
dard deviation for continuous vari-
ables, frequencies, and percents for 
categorical variables. We used Chi-
squared tests to compare percents 
and t tests and ANOVA to compare 
means, simple linear regression, and 
Pearson’s correlation coefficients as 
well as stepwise multiple linear re-
gression to analyze the determinants 
of the different scores studied as con-
tinuous variables. We used the sta-
tistical software STATA 10. The level 
of significance was set at 0.05. 

Results
There were 912 students enrolled in 
the three universities; however, the 
actual number of the population un-
der study was 869 as 43 students 
were either on vacation, taking an 
elective abroad, or having rotations 
outside of Beirut during the data col-
lection period. 

Sample Characteristics
A total of 545 (62.7%) students re-
turned completed questionnaire; 318 
(58.4%) were from private universi-
ties, and 227 (41.7%) were from the 
public university. The response rate 
was comparable among universities 
and by gender. There was a slight 
predominance of males among re-
spondents, and almost 60% of the 
sample was in the preclinical years. 
As for nationality, 532 (98.1%) stu-
dents were Lebanese. (Table 1).

Exposure to Family Violence and 
Trauma Symptoms. According to 
CTS scores, 120 (22.02%) and 494 
(90.8 %) students had exposure to 
physical and verbal violence respec-
tively. The mean age at first exposure 
was 9.9 years (SD=4.12 years). There 
were no significant differences be-
tween male and female respondents 
in the scores of exposure to verbal 
aggression and to physical violence 
(t tests, P value=.2283 and .4996, 
respectively). Participants exposed 
to family violence were more like-
ly to report higher levels of  trauma 
symptoms (r=0.34, P<.0001) regard-
less if it were verbal aggression (r= 
0.30, P<.0001) or physical violence 
(r=0.33, P<.0001). The younger the 
students were when first witnessing 
violence in their homes, the greater 
was their tendency to develop trau-
ma symptoms (r=-0.13, P=.0231). 
Gender differences with regards to 
the different trauma symptoms were 
found to be significant; women had 
a significantly greater tendency to 
report dissociation (P=.0047), anxi-
ety (P<.0001), depression (P=.0002), 
and sexual problems (P<.0001) com-
pared to men. 

Students’ Willingness to Help 
Battered Wives
Our results revealed that, with re-
spect to Helping Battered Wives 
Scale, most medical students be-
lieved that battered women should 
receive help: “Social agencies should 
do more to help battered women” 
473 (92.0%), “Wife beating should 
be given a high priority as a social 
problem by government agencies” 

470 (91.6%), “Women should be pro-
tected by law if their husbands beat 
them” 463 (90.1%), and that “The 
police and the courts should inter-
vene to help battered women in case 
their husbands refused to be treat-
ed to stop violence” 456 (89.1%). 
However, a much lower percentage 
wanted to intervene in case a wom-
an is attacked by her husband: 247 
(48.1%) agreed to “I would call the 
police,” while 233 (46.7%) agreed to 
the statement “It would be best that 
I do nothing.” A significantly higher 
percent of female respondents, 149 
(61.8%), disagreed with this last 
statement as compared to 117 (45.4 
%) of male respondents (P<.001).

Scores on the “Helping Battered 
Wives” scale varied significantly by 
gender where females had high-
er scores than males (P<.0001), by 
place of family residence as students 
whose families resided in urban ar-
eas had higher scores than those re-
siding in rural areas (P=.0194), by 
parents’ marital status where stu-
dents with divorced parents had 
higher scores than students whose 
parents were married (P=.0137), 
and by mother’s level of education 
since students whose mothers went 
to university scored significantly 
higher than students’ whose moth-
ers had only intermediate school-
ing (P=.0001). In addition, students 
with greater knowledge about the 
effects of domestic violence were 
more willing to help battered wom-
en (r=0.1287, P=.0053).

Further, students who held higher 
scores on Exposure to Family Vio-
lence, whether Verbal Aggression or 
Physical Violence, were less likely to 
believe that battered women should 
be helped  (r=-0.15, P=.0008, r=-
0.13, P=.0028, and r=-0.17, P=.0001 
respectively). A significant nega-
tive correlation was noted  between 
scores on “Helping battered wives” 
and scores on “Justifying wife beat-
ing” (r=-0.48, P<.0001), as well as 
scores on “Battered wives are re-
sponsible for their beating” (r=-0.43, 
P<.0001). There were also significant 
positive correlations between scores 
on “Helping battered wives” and 
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scores on “Violent husbands are re-
sponsible for their violence” (r= 0.28, 
P<.0001), scores on “Punishing vi-
olent husbands” (r= 0.32, P<.0001) 
and scores on Marital Role Expec-
tations (r=.45, P<.0001). Students 
who perceived marriage as based 
on a companionship construct rather 
than a patriarchal-conservative one, 
held the view that battered women 
should be helped. (Tables 2 and 3).

Multivariate Analysis. Multi-
vate analysis showed that the par-
ticipants’ marital role expectations, 
attitudes toward women, exposure 
to verbal aggression, and parents’ 
marital status were significant de-
terminants accounting for 26% of 
the variability in “Helping Battered 
Wives” score (r-squared=0.263, P< 
.0001)  (Table 4).  

Discussion
The results of the study clearly point 
to variability in the willingness of 
medical students attending Leba-
nese universities to help victims of 
domestic violence. Many variables 
were found on bivariate analysis to 
correlate significantly with willing-
ness to help survivors (Table 2); the 
ones that remained significant on 
multivariate analysis were having 
divorced parents, liberal attitudes 
toward women, egalitarian marital 

Table 1: Descriptive Characteristics of the Participants

n (%) n (%)

Gender Type of  family residence

Males 276 (52.4) Urban 359 (68.8)

Females 251 (47.6) Rural 163 (31.2)

University Parents’ marital status

 Private 318 (58.4) Married 496 (91.9)

 Public 227 (41.6) Divorced/separated 13 (2.4)

Year of medical school One/both dead 31 (5.7)

1st year 165 (31.4) Father’s educational level

2nd year 159 (30.2) Complimentary or less 70 (13.1)

3rd year 125 (23.8) Secondary 119 (22.3)

4th year 77 (14.6) University 345 (64.6)

Place of birth Mother’s educational level

Beirut 77 (14.6) Complimentary or less 61 (11.3)

North 100 (18.9) Secondary 165 (30.6)

Mount-Lebanon 178 (33.7) University 314 (58.1)

South 42 (7.9) Mother works

Nabatieh 30 (5.7) No 293 (54.0) 

Bekaa 60 (11.3) Yes 250 (46.0)

Outside Lebanon 42 (7.9)

Place of family residence 

Beirut 85 (17.1)

North 82 (16.5)

Mount-Lebanon 243 (48.8) Lebanese nationality 532 (98.1%)

South 36 (7.2) Mean (SD)

Nabatieh 12 (2.4) Age 22.46 (1.26)

Bekaa 31 (6.2) Crowding Index* 1.01 (0.48)

Outside Lebanon 9 (1.8)

 
n=545

* Crowding index: defined by the number of persons divided by the number of rooms (except toilets and kitchens) in a household. It is used as a 
proxy for socioeconomic status.
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role expectations, and negative past 
exposure to domestic verbal aggres-
sion. Of particular interest are the 
relations between the willingness to 

help survivors and the student’s gen-
der, or the student’s past history of 
exposure to abuse. These relations 
were not sufficiently addressed in 

the medical literature, and further 
exploring them may improve the 
care provided to survivors.   

Gender and Helping
Studies of the relation between phy-
sician’s gender and care delivery re-
vealed that female physicians were 
more likely than their male coun-
terparts to get engaged in the pre-
vention of health problems that are 
specific to women,32 treating preg-
nant women with greater care33 
and screeninng more frequently 
for breast and cervical cancer.34 Yet, 
other research revealed that wom-
en physicians are more likely to em-
pathize and provide better services 
to patients regardless of their gen-
der. Female medical students in the 
United States scored significantly 
higher than men on the “Jefferson 
Scale of Physician Empathy”35 and  
were more likely to provide health 
care services aimed at preventing 
ill-health36 among both males and 
females.37 

Consistent with these studies, our 
research revealed that, among medi-
cal students, being female was a pos-
itive predictor of willingness to help 
violence victims. However, it also re-
vealed that female medical students 
were more likely to report depres-
sive symptoms, anxiety, depression, 
dissociation, and sexual problems. 
Considering the multitude of stress-
es encountered in medical school to 
which women medical students are 
more susceptible20 and that IPV en-
counters may result, among care pro-
viders, in distressing emotional and 
cognitive reactions such as flash-
backs and nightmares,38 our findings 
raise concerns about the vulnerabili-
ty of medical students, and women in 
particular, to untoward psychological 
distress if they get engaged in assist-
ing survivors without proper prep-
aration. Anticipatory guidance and 
careful preparation of medical stu-
dents through provision of psycholog-
ical assistance and safe processing 
of their feelings may be warrant-
ed.20 To our knowledge, none of the 
medical schools in Lebanon and pos-
sibly in the Arab world provides a 

Table 2: Bivariate Analysis: Association of the Dependent 
Variable “Helping Battered Wives” (HBW) Score With 

Categorical independent Variables (t Test or ANOVA Test)

HBW Score P Value

Mean (SD) 

Gender <.0001

Male 24.70 (3.50) 

Female 26.34 (2.82)

University .0068

Private 25.81 (3.25)  

Public 25.00 (3.31)

Type of family residence .0194

Urban 25.71 (3.20) 

Rural 24.96 (3.44)

Year of medicine study NS

First 25.15 (3.61)

Second 25.7 (3.42)

Third 25.48 (3.15)

Fourth 25.43 (2.68)

Parents’ marital status .0137

Married 25.40 (3.31) 

Divorced 27.84 (2.19)

One or both dead 26.24 (2.70)

Crowding index categories NS

First quartile 25.71 (3.36)

Second quartile 25.73 (3.13)

Third quartile 25.63 (3.32)

Fourth quartile 25.04 (3.34)

Father’s level of education NS

Complimentary or less 24.95 (3.46)

Secondary 25.11 (3.34)

University 25.74 (3.23)

Mother’s level of education .0001

Complimentary or less 24.23 (3.58) 

Secondary 24.94 (3.14)

University 25.97 (3.22)

Working mother NS

No
Yes

25.38 (3.18)
25.58 (3.43)

NS—not significant
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comprehensive training on adequate 
response to IPV survivors coupled 
with psychological assistance.

Childhood Exposure and  
Consequences
Studies on violence and trau-
ma are consistent with our find-
ings that the effects of childhood 

exposure to domestic violence last 
well into adulthood; adults exposed 
as children to domestic violence were 
found to suffer from long-term men-
tal health consequences.39,40 In our 
study, medical students exposed to 
domestic violence as children had 
higher scores on trauma symptoms 

compared to unexposed medical stu-
dents. 

However, what seems to be pecu-
liar to our research is the finding 
that students exposed to family vio-
lence were less likely to believe that 
battered women should be helped. 
More research is needed to further 
elucidate whether this finding is spe-
cific to medical students in Lebanon, 
to the Arab world, or can be gener-
alized; it is possible to interpret this 
finding by drawing on Bandura’s so-
cial-learning theory. This theory pos-
its that the exposure of children to 
violence allows them to normalize 
violence and, consequently, agree to 
it happening as a way to achieve a 
particular objective.41 Our research 
revealed that students who were 
less likely to believe in helping bat-
tered women were more likely to 
adopt justifications for women’s bat-
tering and were holding the belief 
that beating would benefit women in 
some way, which substantiates this 
theory. Another possible interpreta-
tion of this finding would be the use 
of avoidant coping by students ex-
posed to violence. Avoidant coping 
was reported to be used by some 
individuals exposed to domestic vi-
olence.42,43 Recognizing and address-
ing these personal issues within the 
medical student may be necessary to 
enhance their capacity to deliver ap-
propriate care to survivors. 

Limitations
Our study has a number of limi-
tations. First, the design is cross- 
sectional, and students’ responses 
on past experiences are open to re-
call bias. Second, we used the “Trau-
ma Symptom Checklist,” which is a 
screening tool and not a diagnostic 
test. Also, we have not addressed 
other factors that could be linked to 
distress and possibly to willingness 
to help among medical students, 
such as the high expectations placed 
on students entering medical school 
and the long working hours.44 It is 
possible that a distressed student 
facing several challenges, in addi-
tion to history of abuse, may be less 
willing to get engaged in patient care 

Table 3: Correlation Coefficient of Helping Battered Wives (HBW) 
Score With Different Independent Continuous Variables

Pearson Correlation 
Coefficient r With 

HBW Score

P Value

Age 0.07 NS

Knowledge score about 
impact of domestic 
violence 

0.13 .0053

Attitudes Toward 
Women score

0.46 <.0001

Marriage Role 
Expectations Inventory 
score

0.45  <.0001

Conflict Tactics score -0.15 .0008

Verbal Aggression score -0.13 .0028

Physical Violence score -0.17 .0001

Trauma Symptoms score -0.05 NS

NS—not significant

Table 4: Multivariate Analysis: Final Model of the Stepwise Multiple Linear 
Regression of the Dependent Variable “Helping Battered Wives” Score*

Helping Battered 
Wives Score

β P Value

Gender: female 0.424 .126

Parents’ status

Married 0 —

Divorced or separated 2.492 .004

One or both dead 0.192 .727

Exposure to verbal aggression -0.0776 <.001**

Attitudes Toward Women score 0.145 <.001

Marriage Role Expectations Inventory score 0.069 .003

Model constant — NS

* r squared=0.26, P<.0001) 

The following tested independent variables were not significant and not retained: university, year 
of study, mother’s levels of education, place of birth, type of residence, age, exposure to physical 
violence, the Knowledge score about impact of domestic violence, and the trauma symptoms score.

NS—not significant 
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not necessarily violence survivors or 
current exposure to IPV.  Similarly, 
current IPV exposure was not ex-
plored; asking related questions was 
considered premature at this stage 
since students are not familiar with 
this topic, and the reactions elicited 
by such questions could not be antic-
ipated. Finally, our research reflects 
students’ opinions and not practic-
es that understandably may not be 
similar. These were not studied since 
students in the medical schools of 
Lebanon are not decision makers 
and hence what they practice does 
not reflect their opinions.   

Conclusions
The study sheds light on an area 
not adequately researched in med-
ical training, which is the relation 
between exposure to domestic vio-
lence in childhood and medical stu-
dents’ response to survivors. The 
presence of a negative association 
between childhood exposure to do-
mestic violence and the willingness 
to help IPV survivors highlights the 
need to recognize exposure to domes-
tic violence among medical students 
and consequently address it when 
affecting their psychological well- 
being. Whether past exposure to IPV 
affects future practice of medicine 
remains a question that needs to be 
answered by further research.
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