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Abstract

Existing culturally competent models of care and guidelines are directing the responses of healthcare providers to culturally diverse
populations. However, there is a lack of research into how or if these models and guidelines can be translated into the primary care
context of family violence. This systematic review aimed to synthesise published evidence to explore the components of culturally
competent primary care response for women experiencing family violence. We define family violence as any form of abuse
perpetrated against a woman either by her intimate partner or the partner’s family member. We included English language peer-
reviewed articles and grey literature items that explored interactions between culturally diverse women experiencing family
violence and their primary care clinicians. We refer women of migrant and refugee backgrounds, Indigenous women and women of
ethnic minorities collectively as culturally diverse women. We searched eight electronic databases and websites of Australia-based
relevant organisations. Following a critical interpretive synthesis of 28 eligible peer-reviewed articles and 16 grey literature items,
we generated || components of culturally competent family violence related primary care. In the discussion section, we in-
terpreted our findings using an ecological framework to develop a model of care that provides insights into how components at the
primary care practice level should coordinate with components at the primary care provider level to enable efficient support to
these women experiencing family violence. The review findings are applicable beyond the family violence primary care context.
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Family violence includes acts of physical, sexual and psy-
chological violence, and forms of controlling behaviours di-
rected against a family member (Victorian Current Acts, 2008).
When such acts of abuse are perpetrated by an intimate partner,
it is termed ‘intimate partner violence’ (Devries et al., 2013, p.
1527). In our study, we define family violence as any abusive or
controlling behaviours directed against a woman by her former
or current spouse or non-marital partner or the partner’s family
members such as in-laws. We have chosen the term family
violence because the authors are based in Victoria, Australia,
where the term is more frequently used at the policy level and is
preferred by Aboriginal and Torres Strait Islander communities
(Indigenous Australians), and some immigrant and refugee
communities (Australian Law Reform Commission, 2010).
Primary care is defined here as the non-emergency first point of
entry to the healthcare system (Keleher, 2001). General or
family practices, maternal and child health care centres,
community health care centres and clinics run by allied health
care providers such as psychologists and physiotherapists are
examples of primary care settings.

Operational Definition of Terms

Women of immigrant and refugee backgrounds are defined as
women born outside of their country of residence. It is likely

that many women of immigrant and refugee background
come from countries where the language is different to the
national or spoken language in the country in which they
settle. For this review, ethnically diverse refers to women
from minority ethnic/racial groups and women from coun-
tries where English is not their first language. We do not have
a specific definition for Indigenous women as Indigenous
people have argued against the use of a formal definition
(United Nations, 2009). We acknowledge that the women
from different immigrant and refugee backgrounds, Indig-
enous women and women of ethnic minorities, collectively
referred to as culturally diverse women throughout this
paper, have unique needs and experiences. In this study, we
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focus on a common issue faced by these women — a lack of
family violence support from their primary care providers
that is responsive to their needs.

Prevalence of Family Violence

Globally, 26% of married/partnered women aged 16 years
and above have experienced either physical and/or sexual
forms of violence from their partners (World Health
Organisation, 2021). It is important to note that this global
figure may not represent the true prevalence among culturally
diverse women because they are at a higher risk of victimisation
and of being murdered by their intimate partners (Black et al.,
2011; Petrosky et al., 2017; Roy & Marcellus, 2019; Sabri et al.,
2018a; Willis, 2011). Individual studies have shown higher
rates of intimate partner violence against Indigenous women
(40-100%) and women from immigrant backgrounds (17% to
70.5%) (Chmielowska & Fuhr, 2017; Gongalves & Matos,
2016).

Cultural Diversity and Family Violence

The experiences of culturally diverse women of family vio-
lence are often intertwined with experiences of racism, lan-
guage barriers, inequitable access to healthcare, support
services, education, and employment opportunities, and to
poor living conditions (Klingspohn, 2018; Vaughan et al.,
2016). Compared to non-immigrant women, women of im-
migrant and refugee backgrounds face additional barriers such
as past exposure to torture and war, fear of deportation,
language barriers, social isolation and difficulty accessing
support services (Amanor-Boadu et al., 2012; Guruge et al.,
2010; Vaughan et al.,, 2016). For Indigenous women, the
intergenerational traumatic effects of colonisation that have
resulted in inequitable social determinants of health cannot
be separated from their experiences of family violence
(Klingspohn, 2018). For culturally diverse women, trauma
experiences should also be considered along with gender
norms, family values and beliefs, and settlement experiences
(employment, financial, housing, etc.) to gain a clearer un-
derstanding of their situation (Vaughan et al., 2016).
Therefore, support systems that can respond to the needs of
culturally diverse women experiencing family violence are
necessary.

Primary Care and Family Violence

Primary care providers such as general practitioners, or
midwives are often the first line of support for women
experiencing family violence because such women are at a
greater risk for depression, anxiety, post-traumatic stress
disorder, chronic pain, gastrointestinal problems, physical
injuries, reproductive health problems such as abortions and
sexually transmitted infections as a result of exposure to the

violence (Campbell, 2002; DHHS, 2019; Usta & Taleb,
2014). In addition to addressing these health issues, primary
care providers could provide a safe space for disclosure of
experiences of violence and refer women to family violence
support agencies (Hegarty & O’Doherty, 2011; Usta &
Taleb, 2014). However, cultural beliefs that family vio-
lence is a private matter, immigrant women’s negative
perception about their primary care providers based on their
past experiences in their country of origin and Indigenous
women’s lack of trust in non-Indigenous care providers
could prevent culturally diverse women from seeking
support (Spangaro et al., 2019; Vaughan et al., 2016). If
primary care providers could be responsive to these needs,
they could provide support before the violence worsens
(Usta & Taleb, 2014).

Cultural Competency and Primary Care

A culturally competent primary care system could be an es-
sential source of support for diverse families, a lack of which
has been associated with inequitable access to healthcare and
resulting differences in healthcare outcomes (Betancourt et al.,
2016; National Health and Medical Research Council, 2005).
Cultural competence has been defined as a ‘set of congruent
behaviours, attitudes, and policies that come together in a
system, agency, or among professionals and enable that system,
agency or those professionals to work effectively in cross-
cultural activities’ (Cross et al., 1989, p. 3). Frequently dis-
cussed components of cultural competence are awareness of
prejudices and stereotypes, knowledge of cultural norms and
beliefs, attitudes that respect cultural differences and skills to
interact with culturally diverse population (Campinha-Bacote,
2002; Cross et al., 1989; Henderson et al., 2018). Given the
wide variation in the cultural and ethnic backgrounds of women
and their families, primary care providers’ limited under-
standing about working with culturally diverse clients expe-
riencing family violence could pose a barrier to effective care
provision (Burman et al., 2004; Cross-Sudworth, 2009). Al-
though guidelines on culturally competent care for primary care
clinicians are available, they are not specific to the context of
family violence (Handtke et al., 2019; Migrant & Refugee
Women’s Health Partnership, 2019).

This paper aims to systematically review and summarise
the published evidence to identify the components of cul-
turally competent family violence response in primary care.
We expect that the results from this review will provide a
concrete understanding of how primary care providers can
better deliver safe and supportive family violence care to
culturally and ethnically diverse women.

Our specific research question is: What components of
primary care practice demonstrate cultural competency from
the perspective of culturally and ethnically diverse women
who experience family violence and/or from the perspective
primary care professionals working with these women?
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Method

Critical Interpretive Synthesis

We conducted a systematic review using critical interpretive
synthesis (CIS) methods. CIS is a review method that allows
rigorous and systematic synthesis of evidence from sources
that use diverse methodologies. Since our topic is underde-
veloped, use of CIS allows us to integrate findings from
primary research that uses different methodologies, and from a
wide range of grey literature. CIS moves beyond mere ag-
gregation of findings to critical interpretation that is essential
to answer our review question (Dixon-Woods et al., 2006;
Schick-Makaroff et al., 2016). In addition, CIS employs
theoretical sampling methods to include studies of areas that
need further exploration based on author’s decisions (Dixon-
Woods et al., 2006). This approach, although, different to the
conventional methods used in a systematic review, is central to
the CIS method where the authors can decide whether to
expand the included literature to aid the development of a
theory (Dixon-Woods et al., 2006). Although CIS does not
require appraisal of the included studies, we have assessed the
quality to enhance the rigour of the study findings by pro-
viding an insight into the strength of the evidence (Crowe,
2013). Similarly, we have adhered to a pre-defined inclusion
and exclusion criteria and described the search process in
detail to increase transparency.

Literature Search

We searched eight academic databases (Ovid Medline, Ovid
EMBASE, Ovid PsychInfo, Sociological Abstract, Proquest
Theses and Dissertation Global, CINAHL, Scopus and Web of
Science) for articles published between January 1970 and July
2019. We used different combinations of the following key-
words: ‘intimate partner violence’ or ‘domestic violence’ or
‘spouse abuse’ or ‘wife abuse’ or ‘family violence’ or ‘battered
women’” or ‘partner violence’ or ‘gender violence’ or ‘marital
rape’ AND ‘cultural competency’ or ‘cultural sensitivity’ or
‘cultural awareness’ or ‘culturally responsive’. For grey liter-
ature, we searched international non-governmental organisa-
tions (NGOs) such as the World Health Organization and
United Nations-Women, and national NGOs based in Australia
(Supplementary File 1). We updated the search in May 2020.
We looked at new publications across the eight databases
published after our initial search date, consulted our immediate
academic networks and examined the references of included
studies. While screening the studies obtained from the updated
search, in line with the theoretical sampling method used in the
CIS, our additional new focus was on studies that explored risk
assessment and safety planning for culturally diverse women
experiencing family violence (Pokharel et al., 2021). This
additional focus was deemed necessary because risk assessment
and safety planning were not discussed by any of the studies
that were included following the first search.

Study Selection

Inclusion and Exclusion Criteria. We included peer-reviewed
articles that (a) focused on women (cisgender, and trans-
gender women, and women in heterosexual or same sex re-
lationships) 16+ years of age who experience family violence
attending a primary care setting or sharing their experiences of
interaction with a primary care provider OR primary care
providers sharing their experiences of interactions with
women experiencing family violence OR children exposed to
family violence if the paper discusses primary care responses
to women (as parent of the child) and (b) published in the
English, Nepali and Hindi languages because one of the
study authors was proficient in these languages. Our out-
comes of interest were ethnically diverse women’s expec-
tations of care from their primary care providers, practices/
processes of primary care providers while interacting with
women, and standards/guidelines/frameworks, and concep-
tual discussion of culturally competent primary care family
violence responses.

Since the reviewers are based in Australia, in our review
protocol, we acknowledged that significant work could have
been done in the area of family violence experienced by the
Aboriginal and Torres Strait Islander populations. We pro-
posed that the components of cultural competency generated
from these studies would either be treated as a subset or would
be incorporated with the findings generated from other studies,
based on the number of studies that we find (Pokharel et al.,
2020). Similarly, we clarified that the reason we had not
limited the inclusion to women from immigrant and refugee
backgrounds is because we wanted to include studies that have
been conducted in women’s countries of origin. This would
give us an understanding of what women’s care expectations
from their primary care providers are, when they immigrate to
other countries (Pokharel et al., 2020).

This review is situated within a context of a pragmatic
cluster randomised controlled trial that aims to increase
identification of and safety planning for, women of immigrant
and refugee backgrounds experiencing family violence.
Therefore, our primary interest is women (Taft et al., 2021).

We excluded studies that focused on children alone, teen-
agers (< 16 years of age) alone, or men experiencing family
violence or female victims of war or community-directed vi-
olence. This is because the needs of children and young people
as specific patients, and men who are perpetrators/victims as
patients are unique, and we may not be able to do them justice
within a single review. We did not exclude studies based on
study design and methodology.

Inclusion and Exclusion of Grey Literature. In this review, grey
literature refers to government reports, non-governmental
research reports, clinical guidelines, policy documents, and
practice frameworks. Since our preliminary search showed
that grey items may not focus on all three concepts central to
this study (family violence, primary care, and cultural
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competency), we included grey literature that focused on at
least two of these three concepts. We anticipated that inclusion
of grey literature with various foci (primary care and family
violence OR family violence and cultural competency OR
cultural competency and family violence) would result in a
comprehensive understanding of a culturally competent pri-
mary care response to family violence.

Study Screening. Two reviewers (BP and SP) simultaneously
screened all the titles, abstracts and full text using Covidence
software (Covidence, 2020). AT helped to resolve any dis-
agreement for a final decision. For the grey literature, BP
created a list of search results and screened, and a final check
was done by AT, JY or LH.

Quality Assessment

We used the Crowe Critical Appraisal Tool (CCAT) for all peer-
reviewed publications (Crowe, 2013). We chose CCAT over
other quality assessment tools because it is a valid and reliable
tool that can be used for a wide gamut of research designs
(Crowe & Sheppard, 2011a; 2011b; Crowe et al., 2012). This
allowed us to compare quality assessment scores between
studies that would not have been possible if we had used
different critical appraisal tools based on study designs. For the
grey literature, we used the Authority, Accuracy, Coverage,
Objectivity, Date and Significance (AACODS) tool. Since
AACODS criteria are specific to grey literature such as policy
guidelines and practice frameworks/research reports, we used
the AACODS for those documents (Tyndall, 2010). The first
author BP appraised the quality of the included studies and grey
literature, which was then checked by AT, JY and LH. The
studies deemed as low quality were reassessed by AT and JY.

Data Extraction

We extracted data on author, country, research design, country
of birth, language spoken, ethnicity of women, types of care
providers or primary care setting and summary of the findings.

Data Analysis

We imported the included studies into NVivo 12.0 (QSR-
International, 2020). We then classified studies into groups
based on participant types included because we wanted to
identify differences in outcome, if any, between the studies
that focused on different participant groups or if the studies
were grey literature or conceptual papers rather than primary
research (Refer to Figure 1). We adopted the five phases of
thematic analysis: (a) the reviewer BP read and re-read the
included studies to familiarise herself with the data; (b) BP
generated the initial codes to identify the semantic content
(Refer to Supplementary File 2), and LH, AT and JY provided
their feedback on how to best combine these codes; (c) the

codes were condensed into broader themes; (d) we (BP, AT,
LH and JY) reviewed and refined the themes to generate two
recurrent themes and eleven sub-themes that represented the
findings from women and their primary care providers and (e)
we then decided on the names for these themes (Braun &
Clarke, 2006). The first author is from a South Asian im-
migrant background, allowing her to bring her cultural
knowledge to the interpretation of the literature.

Results

We included 44 records for final analysis (Figure 2).

Study Characteristics

Twenty-eight were peer-reviewed articles and 16 grey literature,
and all 16 grey items were published in Australia. Among the
28 peer-reviewed articles, the oldest was published in 1996 and
the most recent in 2020. The studies were global, with the
majority from the United States of America (n = 17) (Table 1).
The included studies were published in the English language.

Quality Assessment

We divided the CCAT score into three categories: high (31—
40), moderate (21-30) and low quality (< 21). Most studies
were moderate (n = 13) or high quality (» = 13) and then low
(n = 2). We only included moderate quality or high quality
studies in our synthesis. All the grey literature met all the
AACODS criteria and therefore, was considered high quality.
This could be because the sources for grey literature were
highly reputed organisations and world-renowned family
violence research experts.

The Components of Cultural Competency

We generated eleven components that demonstrated culturally
competent family violence practice at the provider level (four
components) and at the whole of practice level (seven com-
ponents). Please refer to Figure 3.

Primary Care Provider Level

Awareness of One’s Biases and Assumptions. Primary care
providers can become aware of their own biases and as-
sumptions by first, understanding the privileged position that
comes from majority race membership or a higher socio-
economic status (if they so do) (Campbell & Campbell, 1996;
Walker et al., 2014). And second, by suspending assumptions
about culturally diverse women based on their economic
status, educational background, immigration status or ethnic
background (Banks, 2015; Briones-Vozmediano et al., 2018;
Campbell & Campbell, 1996; Migrant & Refugee Women’s
Health Partnership, 2019). For example, selectively screening
women for signs of family violence based on a woman’s socio-
demographic background or consciously deferring screening
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Primary care providers

Women

Conceptual papers

Policies, reports, and
guidelines

e Primary care providers
(PCPs) should:

* be knowledgeable about
women's cultural beliefs and
values.

* understand women's
expectations.

* be aware of their biases and
assumptions.

» be aware about the cultural
diversity of their patient
population.

* be proficient in accessing
and using interpreters.

e include specific culture
focused questions during
clinical assessment of
culturally diverse women.

* Women wanted primary
care providers to
understand their
expectations, backgrounds,
and cultural beliefs/values.

» Aboriginal and Torres Strait
Islander women wanted to
feel respected, heard, and
cared for by their PCPs and
felt more comfortable with
Indigenous primary care
providers.

* Women from different
ethnic backgrounds wanted
to be asked about family
and domestic violence in
different ways.

* Risk assessment questions
are specific to women of
immigrant and refugee
backgrounds.

* Women expressed concerns
about confidentiality.

* All findings discussed by
Group A and Group B peer-
reviewed articles were
discussed by the conceptual
papers.

+ In addition, conceptual
papers discussed about
various models of care
(Giger-Davidhizar model of
transcultural assessment;
Leninger's theory of
Transcultural nursing).

* The conceptual papers had
limited discussion on
organisational level.

e Organisational Level

* Policies on recruitment,
quality monitoring, staff
training, budget allocation,
and organisational values
should be inclusive and
representative of cultural
diversity.

* Primary care practices
should record relevant
information about
culturally diverse care
recipients.

* Regular staff training on
culturally comnpetent care
should be provided.

* Practitioner Level

¢ All findings discussed by
Group A and Group B were
also discussed by these
grey literature items.

* Primary care providers
should consult with
specialist organisations
while working with women
of immigrant and refugee
backgrounds and
Indigenous women.

* Practitioners should enage
in reflection of one's
position of privilege and
cultural competency.

Figure 1. Critical findings from included studies based on their source of data.
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Figure 2. Study selection flowchart (Page et al., 2021)
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Multicultural service
Primary care providers should
be representative of the local
cultural and ethnic diversity.

Efficient
Accessto and skilled in
using interpreters;
Relevant wording of

Training
Training on interaction with
culturally diverse women
experiencing family violence,
and on use of interpreters.

Data Recording
Recording client’s
indigeneity. ethnicity,
language spoken,
English language
proficiency, and
familial/community
support.

Policy
-Policies on multicultural recruitment, engagement with and
referral of women to ethno-specific domestic violence
agencies, and on use of interpreters.

Aware
Aware of one’s position of
privilege, biases, and
assumptions.

‘Woman

Budget
Budget allocation to
cultural competency

activities: and to
infrastructure such as
speaker phones to
enable use of
interpreters.

Physical setting
-Visual images.
posters, and family
violence brochures in
multiple languages;
Display materials that
represent local cultural
Evetsity:
Recognition of local
festivals.

Cultural
competency assessment
Managers engaging in critical reflection
questions to understand primary care
setting’s level of culfural competency.

Figure 3. A culturally competent primary care family violence response model.

Table 2. Self-Cultural Competency Assessment.

Awareness: Am | aware of culturally appropriate and inappropriate actions and attitudes while working with Indigenous women and women of

immigrant and refugee.

backgrounds experiencing family violence! Does my behaviour or attitudes on family violence reflect a prejudice, bias, or stereotypical

mindset?

Skill: Do | have the skill to develop and assess my level of cultural competence? What practical experience do | have of family violence?
Knowledge: Do | have knowledge of cultural practices, protocols, beliefs, etc. related to family violence? Have | undertaken any cultural
development programme that informs me of family violence experiences of Indigenous women and women of immigrant and refugee

backgrounds?

Encounters: Do | interact with Indigenous women experiencing family violence? Do | interact with women of immigrant and refugee
backgrounds experiencing family violence? Have | worked alongside Indigenous and women of immigrant and refugee backgrounds
experiencing family violence? Have | consulted with Indigenous people or culturally and linguistically diverse groups?

Desire: Do | really want to become culturally competent? What is my motivation?

(Walker et al., 2014, p. 213).

in fear of offending her culture (Campbell & Campbell, 1996;
Puri, 2005).

Awareness of one’s cultural competence can be further
enhanced through self-auditing, a process that requires critical
self-reflection (Walker et al., 2014). Walker et al. (2014) have
adopted the ‘ASKED’ (Awareness, Skill, Knowledge, En-
counters and Desire) mnemonic, originally proposed by
Campinha-Bacote (2002) to the context of working with

Aboriginal and Torres Strait Islander and culturally diverse
people. This mnemonic can be adapted by primary care
providers to reflect on family violence practice (refer to Table
2). In addition, engaging in self-reflective practice in whatever
way possible could also be beneficial (Clarke & Boyle, 2014).

Willingness to Understand Women’s Background and Their
Expectations. Understanding expectations, cultural values and
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beliefs of culturally diverse women was the most common
component discussed in review studies. A willingness to
understand, and preferably to have knowledge of, women’s
cultural beliefs, family values and expectations of care is
important to providing culturally competent responses
(Aguilar, 2011; Alvarez et al., 2018; Ashbourne & Baobaid,
2019; Briones-Vozmediano et al., 2019; Centre for Culture
Ethnicity and Health, 2012; Choahan, 2018; Joe et al., 2020;
Migrant & Refugee Women’s Health Partnership, 2019;
Spangaro et al., 2019; Walker et al., 2014). Studies of US Arab
and Iranian immigrant women reported their discontent with
the healthcare system’s lack of family-centred responses
(Ashbourne & Baobaid, 2019; Nikparvar, 2019).

Women of immigrant and refugee backgrounds experi-
encing family violence face multiple interrelated barriers to
care and silencing about their family violence experiences.
Health visitors working with Pakistani immigrant women in
northern England reported that women were usually accom-
panied to primary care centres by a family member, requiring
conscious efforts to set up a private consultation session with
them (Smyth, 2016). Another study of Latina women in the
USA found that they experienced challenges such as language
barriers, displacement-related trauma, trauma from living in
violent communities, separation from family members and a
fear of confidentiality breaches when interpreters were from
the same community as the women (Alvarez et al., 2018).

Although we found intra-ethnic variations between
women’s preferences for their care provider’s gender and
ethnic backgrounds, two expectations commonly expressed
by women were respect for and genuine interest in their culture
(Aguilar, 2011). Knowledge about women’s cultural values,
beliefs and expectations can be obtained through interactions
with women from various ethnic backgrounds, expressing
interest in women’s culture and paying attention to how they
describe their family violence situations (Campbell &
Campbell, 1996; Mehra, 2004). Learning from colleagues
with experience of interacting with diverse women could be a
helpful strategy (Smyth, 2016).

Inclusive Values. Continual efforts by primary care pro-
viders are necessary to demonstrate inclusive values to cul-
turally diverse women. Awareness of one’s biases and
assumptions should be followed by an active commitment to
strive against any oppression and racism women face
(Campbell & Campbell, 1996). A continual effort towards
learning what culturally diverse women find demeaning, and
that a woman from an ethnic minority could fear that a cli-
nician from a majority ethnic background could stigmatise her
if she discloses family violence is essential (Campbell &
Campbell, 1996). Expressing genuine interest in women’s
culture is helpful, and this could be communicated by asking
women about their background and establishing some sort of
common ground (Aguilar, 2011). Questions about women’s
immigration status should be best left for the end to avoid
alarm since some women may not be legal residents, while

others could be concerned about the effects of disclosure on
their immigration status (Mehra, 2004). Overall, the aim of
primary care providers should be to build trust and create a
culturally safe climate to promote disclosure of family vio-
lence (Smyth, 2016).

Efficiency in Care Delivery to Women of Various Cultural
Backgrounds. Efficiency in care delivery means that when a
woman from an immigrant or refugee background or an In-
digenous woman seeks family violence support from their
primary care providers, the care providers neither feel un-
prepared nor frustrated; rather, they are knowledgeable and
skillful in how to best support the women.

One of the important strategies to achieve efficiency, fre-
quently discussed in the grey literature, was training on access
to and use of interpreters (Australia’s National Research
Organisation for Women’s Safety, 2019; Kalapac, 2016;
Migrant & Refugee Women’s Health Partnership, 2019).
There could be medico-legal risks if primary care providers
fail to either access an interpreter or recognise the need for one
(Migrant and Refugee Women’s Health Partnership, 2019b).
Several strategies such as timely organisation of an inter-
preting service, using a pseudonym for the woman, being
aware of the woman’s non-verbal cues, creating a code word
for safety and avoiding using interpreters from the woman’s
community by accessing interstate interpreters would enable
safe and efficient use of interpreters (Choahan, 2018; Migrant
& Refugee Women’s Health Partnership, 2019; The Royal
Australian College of General Practitioners, 2014).

During clinical assessment of culturally diverse women,
primary care providers would benefit from the awareness that
women from various backgrounds could intimate about their
experiences of family violence differently. A study in
Zimbabwe revealed that midwives often discover family
violence when enquiring about women'’s use of contraception
or when uncovering family neglect of pregnant women
(Shamu et al., 2013). A US study of Spanish speaking Latina
women revealed that two screening questions were more
sensitive and specific to identify experiences of intimate
partner violence among these women: questions about
feeling controlled by their partner and/or on feeling lonely in
the relationship (Wrangle et al., 2008, p. 265). While
screening for family violence, if the primary care provider
senses that the woman is hesitant to disclose, asking her in a
subsequent visit could be an important strategy (Alvarez
et al.,, 2018; Garnweidner-Holme et al., 2017). Similarly,
risk assessment instruments, if available, specific to women
from immigrant or refugee backgrounds or Indigenous women
would be beneficial, because their vulnerabilities are unique
compared to the non-diverse population (Messing et al., 2013;
Wrangle et al., 2008).

Safety planning and referral of women experiencing family
violence was the least discussed component. The only study
that discussed safety planning for culturally diverse women
suggested educating immigrant women on the laws and
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resources of the new country, providing culturally appropriate
accommodation (e.g. those that accommodate children and
provide culturally appropriate food), providing English lan-
guage classes and linking women to support groups and
networks (Sabri et al., 2018b). Some women even expressed
the need to educate the abuser on how to respect women (Sabri
et al., 2018b). Referral of culturally diverse women, discussed
by a single report, should include linking the women to ethno-
specific agencies, if possible (Centre for Culture Ethnicity and
Health, 2012c).

Primary Care Practice Level. At this level, seven sub-themes
were identified: cultural competency assessment, policy,
budget, data recording, physical setting, multicultural service
and training (refer to Figure 3).

Cultural Competency Assessment. Walker et al. (2014, pp.
214-215) propose critically reflective questions to understand
an organisation’s cultural competence in service delivery to
Aboriginal and Torres Strait Islander persons or groups. These
questions can be adapted by primary care practices to the
working context of family violence and culturally diverse
women (refer to Table 3).

Policy. The findings from grey literature showed that
policies, procedures and information should be in place to
allow primary care providers to efficiently support culturally
diverse women and refer them to appropriate support
agencies (Centre for Culture Ethnicity and Health, 2012e).
Organisational policy on use of interpreters, culturally
competent activities, recruitment of diverse workers, and
staff development and organisational investment in infra-
structures (e.g. speaker phones) that enable efficient access to
interpreters has been suggested (Centre for Culture Ethnicity
and Health, 2012b). At the governance level, involvement of
multicultural workers that represent the local ethnic diversity

Table 3. Organisational Cultural Competency Assessment.

in policy development, and planning and monitoring com-
mittees could also be an important strategy to increase or-
ganisational cultural competence (Centre for Culture Ethnicity
and Health, 2012b; 2012e).

Budget. The grey literature recommended that
budget allocation to training, infrastructures and other cul-
tural competence activities would enhance cultural compe-
tence of an organisation (Centre for Culture Ethnicity and
Health, 2012d)

Physical Setting. Physical settings of primary care practices
could reflect culturally welcoming environment through vi-
sual images and posters in multiple languages that reflect the
diversity of their patient population (Centre for Culture
Ethnicity and Health, 2012¢; Mehra, 2004). Family vio-
lence brochures in multiple languages for women of all lit-
eracy levels should be made available (Alvarez et al., 2018;
Mehra, 2004).

Data Recording. At the primary care practice level, data
recording of clinical assessments of culturally diverse women
could include the following: (a) Women’s preference of care
provider’s gender and ethnic background (Immigrant
Women’s Domestic Violence Service, 2006; Smyth, 2016);
(b) women’s languages spoken, literacy levels in their first
language and in English and need for an interpreter (Centre for
Culture Ethnicity and Health, 2012a); (c) family composition,
familial support, if cultural beliefs are individual centred or
familycentred, community origin (small/emerging), length of
time resident in the new country and their current community,
and sense of support or belonging to their community
(Ashbourne & Baobaid, 2019); and (d) immigration status
(permanent residency/temporary residency; visa dependency
status; refugee and humanitarian visa) (Ashbourne & Baobaid,
2019; Kalapac, 2016).

Does the primary care practice environment promote and foster a culturally friendly environment?

Is it located in an area where Indigenous persons and persons of immigrant and refugee backgrounds may wish to access services?

Do the primary care providers display attitudes and behaviours that demonstrate respect for all cultural groups?

Does the primary care practice involve or collaborate with Indigenous persons or groups or persons/groups of immigrant and refugee
backgrounds when planning events, programmes, service delivery and organisational development activities?

Does the practice develop policies and procedures that take cultural matters into consideration?

Does the primary care practice provide programmes that encourage participation by Indigenous persons and persons of immigrant and

refugee backgrounds?

Does the primary care practice use culturally friendly mediums to communicate about family violence?
Does the practice have knowledge of local Indigenous and immigrant and refugee groups, protocols of local groups, protocols for
communicating with groups including persons of immigrant and refugee backgrounds, and have a strategy for active engagement local

culturally diverse groups?

Does the practice develop and/or implement a collaborative service delivery model with other family violence support organisations that are

relevant to the specific cultural needs of the clients?
(Walker et al., 2014, p. 212-214)
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Multicultural ~ Service. Employing workers from locally
representative ethnic backgrounds could create a culturally
safe environment and can provide an insight into how patients
from differing cultural backgrounds express themselves and
the rituals or traditions they follow (Briones-Vozmediano
et al., 2019; Centre for Culture Ethnicity and Health,
2012)). Consulting with specialist organisations that work
with culturally diverse women could be an important strategy
(Northwest Metropolitan Primary Care Partnership, 2016).

Training. Training primary care providers in cross-cultural
communication, entry and use of the data recorded at the
organisational level (refer to data recording) and use of in-
terpreters has been suggested (Australia’s National Research
Organisation for Women’s Safety, 2019, Centre for Culture
Ethnicity and Health, 2012, Centre for Culture Ethnicity and
Health, 2012f; Migrant & Refugee Women’s Health
Partnership, 2019). For example, primary care practices can
use routine recorded data to assess the local cultural diversity,
plan multicultural recruitment, develop information materials,
and set up interpreters based on the ethnicity and language
spoken by the local population.

Overall, our findings showed that culturally competent
primary care can be delivered to culturally diverse women
through a combination of efforts from primary care settings
and the primary care providers.

Discussion

This unique study has for the first-time explored components
of a specific culturally competent family violence related
primary care response. We generated two main themes:
components of cultural competency at the primary care
provider level, and at the primary care practice level. In this
section, we use an ecological lens to interpret our findings. The
ecological model propounded by Bronfenbrenner (1979) was
originally proposed to study the interrelationship between a
developing child and the constituents of their environment.
Since then, the model has been widely adopted and applied to
study a range of phenomena, including the healthcare response
to family violence (Colombini et al., 2012; Garcia-Moreno
et al.,, 2015; World Health Organisation, 2017). Adding a
cultural competency lens to these best practice models, we
have proposed a model of care that posits women at the centre
and nests components at primary care provider level within
those at the primary care practice level (Figure 3).

The components identified at the primary care practice
level (cultural competency assessment, policy, training,
budget, physical setting, data recording and multicultural
service) are consistent with the findings from other studies that
have focused on healthcare system responses to family vio-
lence (Colombini et al., 2012; Goicolea et al., 2013). A manual
released by the World Health Organisation (2017) for health
managers recommended that formulating policy frameworks,
collecting data to strengthen advocacy and implement

accountability, strengthening health workforce, increasing
available infrastructures and improving the overall service
delivery are important building blocks for designing and
planning health system’s response to family violence.

However, this global best practice model lacks a discussion
on how these elements can be applied to culturally diverse
women who experience additional issues such as systemic
racism, language barriers and cultural beliefs that promote
silencing about family violence (World Health Organisation
2017). Another study conducted in Spain with middle level
managers showed that, although, policy level changes are
critical to integrate family violence response into the
healthcare system, stakeholders are the ultimate drivers for
sustainable integration (Briones-Vozmediano et al., 2018).

Although our review discussed the elements at the primary
care practice level, there was scant discussion of how sus-
tainable culturally competent family violence responses can
be integrated into the primary care system. A review con-
ducted as a part of a larger study on family violence done
across antenatal care settings in Australia recommended that
auditing hospital systems is an important step towards un-
derstanding sustainability (Hegarty et al., 2020). In this study,
similar to our review findings, patient demographics such as
country of birth, language spoken, need for an interpreter and
referral to an Aboriginal and/or Torres Strait Islander services
were the report fields used for the audit. A lack of explicit
discussion on sustainability in our review could be attributed
to the fragmented focus of the included studies on different
elements of the healthcare system, as sustainability is an
ongoing process that requires interaction between those ele-
ments (Gear et al., 2018). In addition, research designs of
studies that explore healthcare response to family violence
have been reported to have limited or no discussion on sus-
tainability (Gear et al., 2018). Our review did not include
studies that discussed national family violence laws, and
policies with a cultural competency lens — highlighting the
need for further research in this area (Table 4).

At the primary care provider level, the majority of studies
discussed the importance of knowledge about and the will-
ingness to understand culturally diverse women’s beliefs and
practices, especially those relevant to family values, and
broader communal views on family violence. This is in
contrast to the findings reported by a qualitative meta-analysis
on women’s expectations from their healthcare providers —
where the major theme was kindness and care (Tarzia et al.,
2020). This could be attributed to the addition of a cultural
competency lens in our review, whereby women repeatedly
expressed a need to feel understood — for example, immigrant
women wanted to know how the disclosure would affect their
visa status, whereas Indigenous women felt that non-
Indigenous care providers are in a rush to complete the
consultation, rather than going beyond the required policies
and procedures to really understand them. In our review, an
expectation shared by Arab women and Pakistani women was
a need for family-centred family violence responses,
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Table 4. Implications for Practice, Policy and Research.

Implications for policy Our findings can be used by policymakers to get an insight into the components that need to be integrated an
organisational level that enable culturally competent system of primary care. The model can be adopted by
umbrella organisations that represent primary care providers such as doctors, nurses and social workers to
develop guidelines on responding to culturally diverse women experiencing family violence.

Implications for
practice

The model can be used by primary care practice to reflect on its current level of cultural competence, design training
programmes and to provide a quick visual guide to its practitioners. Also, this review can be a great resource for

primary care providers keen to learn time-efficiently about working with culturally diverse women experiencing

family violence.
Implications for
research

This study adds knowledge to an area with a significant gap. In addition, we have identified areas that need further
research: (a) Examination of how the components of the proposed model interacts with elements at the national

policy level; (b) development and validation of risk assessment instruments for women from various immigrant and
refugee backgrounds, and Indigenous women, and LGBTQIA+ identifying women from culturally diverse
backgrounds; (c) safety planning specific to women from culturally diverse backgrounds and (d) application of the
proposed model to women from various ethnic and racial backgrounds.

especially for families that go through an involuntary mi-
gration process. This could be because the refugee experience
is often characterised by trauma and torture, and exposure to
everyday violence, loss of family members, rape as a weapon
of war, and mental health issues — the factors contributing to
family violence (Guruge et al., 2010; Vaughan et al., 2016).
Further research is warranted on how or if family-centred
responses can be delivered as an early intervention for families
of refugee backgrounds, and other families from collectivist
backgrounds.

Our review proposed a consensus based culturally com-
petent model of primary care response to family violence.
Previous studies that have examined primary care response to
non-diverse populations have focused on the training needs of
primary care providers, especially on recognising experiences
of abuse, providing safe space for disclosure, delivering
trauma-informed care and self-care (Coles et al., 2013; Decker
etal., 2017; Hooker et al., 2021; Sohal et al., 2020). However,
these studies do not provide an insight into how these elements
interact with women’s ethnicity and their cultural back-
grounds. Within and beyond the context of family violence,
the expectation that primary care providers should be
knowledgeable about women’s culture and beliefs is some-
times reported as challenging and overwhelming due to the
vast diversities of the patient population and the resulting
variances in needs (Zeh et al., 2018). As a result, discourse on
a combination of cultural humility and cultural competence
has been suggested (Campinha-Bacote, 2019). On one hand,
although a popular concept, cultural competence has often
been criticised for quantifying attitudes and skills required to
work in a culturally diverse context and undermining its
fluidity, cultivating an expectation that competence can be
gained in someone else’s culture (Danso, 2018; Dean, 2001;
Greene-Moton & Minkler, 2020). Cultural humility, on the
other hand, promotes self-critique, lifelong learning com-
mitment and challenges organisational power differentials
(Danso, 2018; Murray-Garcia & Tervalon, 1998). Our review
findings build on the concept of cultural competence, while
including cultural humility as a sub-construct. The critical self-

reflective questions that we have proposed (Tables 2 and 3) lean
towards cultural humility, but the overall model is still situated
within a cultural competence paradigm.

Strengths and Limitations

A major strength of our review is the breadth of our inclusion
criteria. We have included all studies regardless of the study
design used and have also included grey literature items. In
addition, we have included studies that focus on women,
primary care providers, protocols and guidelines of care.
This has resulted in a comprehensive examination into the
concept of cultural competency in the primary care context of
family violence. Although we have used the CIS method, we
have appraised the quality of the studies, providing readers
an insight into the strength of the evidence. We move beyond
mere aggregation of our findings to critical interpretation to
generate a model of care. The principles that we discuss
could be applicable beyond the primary care context of
family violence.

Our review has several limitations. Missing findings on
how national elements such as immigration laws, child pro-
tection and national family violence policies, and guidelines
interact with our findings at primary care provider and practice
level limit the application of our study. This could be a focus of
future research. Another challenge was integrating findings
from sources varied in design, methods and outcomes. To
overcome this, we focused on conceptual data analysis to
identify key concepts, through multiple reads and examination
from multiple perspectives. Since there was no grey literature
found that focused on all three concepts (family violence,
primary care, and cultural competency), we included studies
that focused on at least two of the three concepts. However, we
appraised the quality of the grey literature and compared the
findings generated from the grey items with those generated
from primary studies to identify any notable differences
(Figure 1). Although we used the term gender-based violence
as a search phrase, we acknowledge that the search terms may
not have been sensitive to include studies that focused on
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nonbinary and two-spirit people. Next, we acknowledge that the
proposed model could be broad/too general to offer in-depth
guidance to primary care providers interacting with women
with complex needs that were not touched on by this review
(e.g. women living with disabilities, substance use disorder,
etc.). Each element of the proposed model and how it can be
applied to the primary care context of women who belong to a
particular ethnicity or race deserves further research.

Conclusion

Responding to women experiencing family violence has been
perceived as challenging by primary care providers, and
cultural diversity adds a layer of complexity that could be a
barrier to care provision. However, as society becomes global
and the movement of people between countries more com-
mon, addressing this barrier becomes more critical. Our re-
view aimed to address the meaning of cultural competency in
the family violence primary care context. We identified eleven
components that can be adopted by the whole of primary care
practice and its care providers. The ecological model that we
have proposed, with further research into each of the com-
ponents, has a potential to create a culturally safe primary care
environment, where culturally diverse women can access care,
disclose their experiences of family violence and receive care
that meets their needs and expectations.
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