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I ntimate partner violence (IPV), also known as domes-
tic violence, is defined as harm inflicted by one’s past 
or current partner and may consist of physical, sexual, 

economic or psychological abuse.1 Previous research has 
shown that musculoskeletal injuries are the second most 
common physical manifestation of IPV.2 Additionally, a 
large prevalence study found that 1 in 6 women who pres-
ent to fracture clinics have experienced IPV in the past year 
(i.e., current IPV), and 1 in 50 are presenting for an injury 
sustained directly from IPV.3 This means that for every 
1000 female patients, we can expect that 170 are currently 
experiencing IPV and 20 are presenting for treatment of 

injuries directly caused by IPV. Orthopedic surgeons and 
other health care providers (HCPs) treating women in frac-
ture clinics are therefore well positioned to identify and 
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Background: Intimate partner violence (IPV) is prevalent among female patients at fracture clinics; however, previous research sug-
gests health care providers (HCPs) are unprepared to identify victims and provide appropriate support. To address this gap in care, 
we developed an IPV educational program and conducted a study to measure the impact of this program on HCPs’ IPV-related 
knowledge, attitudes, beliefs and self-reported behaviours.

Methods: We enrolled 140 participants (orthopedic surgeons, surgical trainees, nonphysician HCPs and research and administrative 
staff) from 7 fracture clinics in North America who completed the 2-hour educational program. We used a pretest–posttest study 
design to assess knowledge, attitudes, beliefs and self-reported behaviours. We administered the Physician Readiness to Manage 
IPV Survey before, immediately after and 3 months after training and generated scores for each of the 10 subscales. Our primary 
outcome was change in score for the actual knowledge subscale from before training to 3 months after training. We used linear 
regression to conduct all analyses.

Results: We found significant improvement on the actual knowledge subscale 3 months after the training (mean difference [MD] 
2.44, 95% confidence interval [CI] 1.79 to 3.09). We found statistically significant improvements on 7 additional subscales 
3 months after training (perceived preparation [MD 1.96, 95% CI 1.79 to 2.13], perceived knowledge [MD 2.05, 95% CI 1.88 to 
2.23], practice issues [MD 6.10, 95% CI 4.98 to 7.23], preparation [MD 1.06, 95% CI 0.89 to 1.22], legal requirements [MD 1.50, 
95% CI 1.30 to 1.70], workplace issues [MD 1.11, 95% CI 0.97 to 1.26] and self-efficacy [MD 0.54, 95% CI 0.45 to 0.63]) and on 
all 10 subscales immediately after training (actual knowledge [MD 3.35, 95% CI 2.77 to 3.94], perceived preparation [MD 2.06, 
95% CI 1.88 to 2.23], perceived knowledge [MD 2.14, 95% CI 1.98 to 2.30], practice issues [MD 4.08, 95% CI 3.35 to 4.82], prep-
aration [MD 1.04, 95% CI 0.89 to 1.20], legal requirements [MD 1.66, 95% CI 1.47 to 1.85], workplace issues [MD 1.08, 95% CI 
0.96 to 1.20], self-efficacy [MD 0.56, 95% CI 0.49 to 0.63], alcohol/drugs [MD 0.20, 95% CI 0.10 to 0.30] and victim understanding 
[MD 0.15, 95% CI 0.04 to 0.25]).

Interpretation: Our educational program led to significant improvements in participants’ readiness to manage IPV. This finding sug-
gests HCPs are better prepared to help patients who experience IPV; however, future research should aim to investigate the impact 
of this program directly on patients. 
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provide critical assistance to women experiencing IPV. 
However, they often report feeling unprepared to ask 
female patients about IPV.4–6 Recent research suggests that 
these challenges can be overcome with educational pro-
grams within a clinical setting.7 However, other research 
has questioned the effectiveness of educational programs 
that are implemented without system support at changing 
actual practice behaviours.8 Despite this, the World Health 
Organization recommends that HCPs receive IPV training 
both as part of their schooling and as continuing profes-
sional education, emphasizing that training should teach 
how best to respond to IPV as opposed to solely focusing 
on how to identify it.9

To address this need in orthopedics we developed 
EDUCATE, an IPV educational program for HCPs who see 
patients in the fracture clinic. The purpose of the program 
was to empower HCPs with the knowledge and skills 
required to comfortably identify and assist women who have 
experienced IPV. The aim of this study was to assess the 
impact of this program on participants’ readiness to manage 
IPV by determining changes in IPV-related knowledge, atti-
tudes, beliefs and self-reported behaviours 3 months after 
program completion.

Methods

Study design and participants
This pretest–posttest study was designed to evaluate the 
impact of the EDUCATE program on participants’ IPV-
related knowledge, attitudes, beliefs and self-reported behav-
iours. The EDUCATE program was implemented at 6 frac-
ture clinics in Canada (Hamilton Health Sciences–General 
Site, University of Calgary, Memorial University of New-
foundland, St. Michael’s Hospital, London Health Sciences 
Centre and St. Joseph’s Healthcare Hamilton) and 1 in the 
United States (The CORE Institute). All 7 fracture clinics 
provide treatment to patients with a variety of musculoskele-
tal injuries requiring care from an orthopedic surgeon such as 
fractures, sprains and dislocations. Participants were orthope-
dic surgeons, orthopedic surgery residents or fellows, medical 
students, nonphysician HCPs, clinical research personnel and 
booking clerks who see patients in the fracture clinic and 
agreed to complete the EDUCATE program. The number 
of potential participants across each site varied from 12 to 86 
(39 at Hamilton Health Sciences–General Site, 49 at the 
University of Calgary, 32 at Memorial University of New-
foundland, 28 at St. Michael’s Hospital, 37 at the London 
Health Sciences Centre, 12 at St. Joseph’s Healthcare Hamil-
ton and 86 at The CORE Institute). All 7 clinics enrolled 
participants into the study. All participants provided written 
informed consent.

The EDUCATE program

The EDUCATE program consisted of 3 components: (1) an 
introductory video, (2) 3 online modules and (3) an in-person 
training session led by the local IPV champion(s) (Table 1). 

Following completion of the program, bimonthly training 
updates were distributed to participants.

The EDUCATE program builds upon a previous educa-
tional program developed and evaluated by members of the 
study team.10 To develop the EDUCATE program, we con-
ducted a scoping review that reviewed and synthesized all of 
the literature evaluating IPV educational programs in 
health care settings.7 Additionally, we held in-depth consul-
tations with orthopedic surgeons and a social worker with 
over 25 years’ experience working with people who have 
experienced IPV. Finally, drafts of the program were 
reviewed by members of our knowledge user team, which 
consisted of representatives from the Canadian Orthopaedic 
Association, family medicine, emergency medicine, physio-
therapy, midwifery and IPV services. The program is based 
upon Bandura’s self-efficacy theory for changing behav-
iour.11 As current evidence indicates that a multifaceted 
approach results in a higher uptake and retention of knowl-
edge,12 the EDUCATE program includes multiple training 
methods. The program also incorporates adult learning 
principles, the hallmark of problem-based learning.13 Prob-
lem solving is a central component of self-management and 
is a key element of most successful individual and group 
self-management programs reporting improved outcomes.14 
Research on both adult education and effective knowledge 
transfer suggests that interactive strategies are necessary to 
be successful.15–18

Program delivery
The program was delivered to fracture clinics using a train-
the-trainer model. In this model, 1 or more people from 
each participating fracture clinic (i.e., surgeons, surgical 
trainees, nonphysician HCPs or clinical research personnel) 
were identified to become local IPV champions. Local IPV 
champions received in-depth training about the EDUCATE 
program from a social worker. The champion training was 
delivered through a 1.5-hour in-person session held at a 
large annual meeting of a prominent orthopedic association. 
The meeting was attended by 7 of the 11 champions from 
4 of the 7 participating fracture clinics. The remaining 
4 champions from 3 of the participating fracture clinics 
received training via teleconference. Local IPV champions 
were responsible for becoming program curriculum experts 
to implement the program at their local fracture clinics and 
were encouraged to tailor the training content to maximize 
applicability.

Study procedures
The EDUCATE program was implemented between 
Oct. 24, 2016, and June 28, 2017, and study recruitment took 
place between Oct. 24, 2016, and May 24, 2017. Local inves-
tigators and research coordinators invited potentially eligible 
individuals at their fracture clinic to participate in the study. 
Data collection occurred at baseline (i.e., before participants 
completed the EDUCATE program) as well as immediately 
and 3 months after program completion. All participants 
completed the Physician Readiness to Manage IPV Survey at 
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Table 1: EDUCATE program content

Component Content Purpose Time Setting

1 A video presentation about the importance 
of orthopedic surgeons and other HCPs 
becoming involved in IPV identification and 
assistance. The video also introduced the 
IPV education program. The video is 
available through https://www.youtube.com/
watch?v=Z7NLxpslVro

•	Obtain buy-in from the orthopedic 
community and convince them of the 
importance of investing time and 
resources in the IPV education program

•	 Inform trainees about what they could 
expect to receive from the IPV education 
program

3 min Viewed 
individually at 
participants’ 
convenience or 
as part of the 
in-person training 
session, 
depending on the 
champion’s 
preference

2 Three interactive online modules that are 
part of the series entitled “Responding to 
Domestic Violence in Clinical Settings” 
available through dveducation.ca.22 The 
modules focus on conveying background 
knowledge (e.g., definitions, prevalence, 
dynamics of abusive relationships, barriers 
to leaving an abusive relationship), as well 
as clinical skills pertaining to IPV 
identification and assistance. This training 
was designed to help trainees achieve 
competency in identifying and providing 
assistance to women who have 
experienced IPV.

•	Provide trainees with core IPV 
knowledge such as definitions, 
prevalence, effects of IPV, supportive 
and nonjudgmental communication

•	Demonstrate appropriate ways of asking 
women about IPV experiences

•	Provide interactive opportunities for 
trainees to select from a variety of 
statements asking women about IPV 
and to receive feedback on the 
appropriateness of these statements

•	Demonstrate appropriate ways of 
providing support and assistance to 
women experiencing IPV

•	Provide interactive opportunities for 
trainees to select from a variety of 
statements providing support and 
assistance to women experiencing IPV 
and to receive feedback on the 
appropriateness of these statements

Approx. 
1 h

Viewed 
individually at 
participant’s 
convenience or 
as part of the 
in-person training 
session, 
depending on the 
champion’s 
preference

3 The local IPV champion(s) delivered an 
in-person PowerPoint presentation that 
included a lecture explaining how to ask 
women about IPV in the fracture clinic and 
provide assistance to women experiencing 
IPV. This presentation included 2 videos 
demonstrating IPV identification and 
assistance within a health care setting, as 
well as 4 case-based scenarios. Champions 
were provided with mock cases but were 
encouraged to discuss real-life cases from 
their practice, if possible. Trainees were 
given a chance to role play and discuss 
how they would respond to these cases in 
their practice. The presentation concluded 
with a discussion of local IPV policies, 
protocols and procedures and community 
resources. Trainees were then provided with 
an opportunity to ask questions and have a 
group discussion about the training content.

•	To consolidate learning from the video 
and online training and provide trainees 
with an opportunity to ask questions 
about any previous aspects of training 
that were not clear

•	To provide training about how to identify, 
and provide assistance for, IPV

•	To provide trainees with an opportunity 
to practise asking about, and providing 
assistance with, IPV

•	To ensure trainees are knowledgeable 
about key local resources

•	To consolidate learning through 
interactive discussion and opportunities 
to ask questions

Approx. 
1 h

In-person group 
training session 
led by champion

Ongoing Local IPV champions received bimonthly 
training updates from the Methods Centre 
(McMaster University). Local IPV 
champions were responsible for distributing 
these updates to trainees (e.g., through 
presentations at rounds, training meetings, 
and email).

Note: HCP = health care provider, IPV = intimate partner violence.
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baseline and both follow-up periods to assess IPV-related 
knowledge, attitudes, beliefs and self-reported behaviours. 
The questionnaire was completed either electronically or on 
paper in the same format at each assessment. Participants 
were not provided with the correct responses at any point in 
the study. Additionally, participants completed a demographic 
questionnaire at baseline. All data collection was performed 
by local research personnel.

Outcomes
We used the Physician Readiness to Manage IPV Survey to 
assess changes in IPV-related knowledge, attitudes, beliefs 
and self-reported behaviours.19 The Physician Readiness to 
Manage IPV Survey is a self-administered questionnaire and 
consists of 10 validated subscales that are scored individually: 
(a) perceived preparation to manage IPV, (b) perceived 
knowledge of important IPV issues, (c) actual knowledge, (d) 
preparation, (e) legal requirements, (f) workplace issues, (g) 
self-efficacy, (h) alcohol/drugs, (i) victim understanding and 
(j) practice issues.16,19 We determined a priori that our pri-
mary outcome would be the change in score on the actual 
knowledge subscale of the Physician Readiness to Manage 
IPV Survey from baseline to 3 months after training. This 
was selected for the primary outcome as it was deemed to be 
the most clinically important. Additionally, we determined a 
priori that changes in score for all other subscales of the 
Physician Readiness to Manage IPV Survey between base-
line and 3 months, and changes in score for all subscales of 
the Physician Readiness to Manage IPV Survey between 
baseline and the period immediately after training, would be 
exploratory outcomes.

Statistical analysis
Our sample size was based on the minimal clinically impor-
tant difference (MCID) for the actual knowledge subscale of 
the Physician Readiness to Manage IPV Survey. As no previ-
ous research has been conducted to determine the MCID, 
we considered one-half of the subscale’s standard deviation 
(SD) to be a proxy for the MCID. While this is not the stan-
dard approach to calculating the MCID, previous research 
has found that the MCIDs for most health-related quality of 
life measures can be approximated by half the SD20 and we 
extrapolated this finding to the Physician Readiness to Man-
age IPV Survey. Previous research has reported SDs for the 
actual knowledge subscale of the Physician Readiness to 
Manage IPV Survey ranging from 5.00 to 5.18.19,21 We used 
a conservative estimate of 2.5 for the MCID and 8 for the 
SD of change. Using these assumptions and an α of 0.05 and 
a β of 0.10, we require a sample size of 110 participants for 
the analysis to be adequately powered to detect changes. 
This sample size was inflated to 138 participants to account 
for an anticipated loss-to-follow-up rate of 20%10 and 
rounded to a required sample size of 140 participants for 
convenience.

To analyze the impact of the EDUCATE program on 
participants’ IPV-related knowledge, attitudes, beliefs and 
self-reported behaviours, we first scored each questionnaire 

as per the algorithm published by the questionnaire devel-
oper.19 Our primary analysis was conducted using multiple 
linear regression analysis with change in score on the actual 
knowledge subscale entered into the model as the dependent 
variable. Additionally, we decided a priori to include pre-
training Physician Readiness to Manage IPV Survey score, 
age, sex, health care profession and previous IPV training as 
independent variables in the model to control for potential 
confounding. We entered pretraining Physician Readiness 
to Manage IPV Survey score and age into the model as con-
tinuous variables and all other independent variables as 
dichotomous or categorical variables (i.e., sex, profession and 
previous IPV training). We entered all variables into the 
model simultaneously and included all participants who 
completed the survey at both baseline and 3 months after 
training. We presented results using a mean difference from 
baseline to 3 months after training with 95% confidence 
interval (CI). We repeated this analysis for all exploratory 
outcomes. Additionally, we conducted an a priori sensitivity 
analysis to report results obtained from a paired t-test analy-
sis for the primary outcome as well as for all exploratory out-
comes. We present mean scores for each subscale for the 
survey completed at baseline, immediately after training and 
3 months after training. All tests were 2-tailed and used an 
α level of 0.05. We used SAS software, version 9.4, to con-
duct all statistical analyses.

Ethics approval
The study was reviewed and approved by the ethics committee 
at McMaster University and at each participating institution.

Results

We enrolled 140 participants into the study. Participants 
included 70 surgical trainees (50.0%), 32 nonphysician 
HCPs (22.9%), 28 orthopedic surgeons (20.0%) and 10 
research or administrative staff (7.1%). We achieved 
3-month follow-up for 121 of the 140 enrolled participants 
(86.4%, Figure 1). The mean age of participants was 35.7 
(SD 10.2) years. Participant characteristics are summarized 
in Table 2.

Participants’ scores on the primary outcome, change in 
score for the actual knowledge subscale of the Physician 
Readiness to Manage IPV Survey between baseline and 
3 months after training, significantly improved (2.44 [95% 
CI 1.79 to 3.09]). There were no statistically significant dif-
ferences in the magnitude of improvements experienced by 
different groups of HCPs (p = 0.24) or between HCPs with 
previous IPV training and those without (p = 0.59). During 
this time period, participants’ scores also significantly 
improved on 7 of the 9 other subscales of the Physician 
Readiness to Manage IPV Survey (Table 3). No statistically 
significant differences were seen for the alcohol/drugs and 
victim understanding subscales between baseline and 
3 months after training. Participants’ scores on all 10 sub-
scales of the Physician Readiness to Manage IPV Survey sig-
nificantly improved between baseline and immediately after 
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training (Table 3). Our sensitivity analyses using paired 
t tests showed similar results (Table 4).

Interpretation

Our educational program led to statistically significant 
improvements in participants’ IPV-related knowledge, atti-
tudes, beliefs and self-reported behaviours, both immediately 
and 3 months after program completion. This suggests that 
personnel who see patients in the fracture clinic feel better pre-
pared to manage IPV after completing the educational pro-
gram. Because of the absence of established MCIDs for the 
Physician Readiness to Manage IPV Survey, it was not possible 
to determine whether the statistically significant improvements 
observed in our study were also clinically important. However, 
previous research has found that the MCIDs for most health-
related quality of life measures can be approximated by half the 
SD.20 Assuming this can be extrapolated from health-related 
quality of life to the Physician Readiness to Manage IPV Sur-
vey, it suggests that changes on 8 of the 10 subscales (actual 
knowledge, perceived preparation, perceived knowledge, prac-
tice issues, preparation, legal requirements, workplace issues, 
self-efficacy) are also clinically important in testing both imme-
diately and 3 months after program completion. However, this 
method only suggests the presence of a clinically important 
improvement so this finding should be interpreted with caution 
until research establishes the MCIDs for the Physician Readi-
ness to Manage IPV Survey using more precise methods.

Despite the high prevalence of IPV in female patients 
with orthopedic injuries, only 1 previous study, conducted 
by members of the study team as preliminary work for the 
current study, has assessed the effectiveness of an IPV edu-
cational program in an orthopedic setting.10 Similar to our 
findings, this study reported that the educational interven-
tion significantly improved participants’ knowledge imme-
diately following completion of the course (mean difference 
in scores from baseline to immediately after course: 16% 
[95% CI 7% to 25%]) and that these improvements were 
retained 3 months later (mean difference in scores from 
baseline to 3 months after course: 11% [95% CI 1% to 
19%]). However, this study was limited by the small sample 
size (n = 33), the restriction of the population to surgical 
trainees from 1 centre and the lack of a validated outcome 
measurement tool. Our study attempts to build upon this 
previous work by sampling participants from 7 different 
fracture clinics, ensuring a sufficient sample size to achieve 
adequate study power, expanding the population to include 
any person who sees patients in the fracture clinic and using 
a validated survey to measure study outcomes.

Limitations
Despite the strengths of our study, it has some important 
limitations. First, our study used a nonexperimental pretest–
posttest design, which produces a lower quality of evidence 
than randomized controlled trials. However, pretest–
posttest study designs are the most common design used to 

Participants included in the immediate 
posttraining analysis n = 136

Participants included in the 3-month 
posttraining (primary) analysis n =121

Participants did not complete follow-up n = 4
Missed follow-up n = 4

Participants did not complete follow-up n = 19
Could not be located n = 16
Withdrew consent n = 3

Individuals excluded n = 113
Did not see patients in the fracture clinic  n = 2
Did not agree to complete the educational program  n = 27
Did not provide informed consent n = 84

Individuals screened n = 253

Participants enrolled n = 140

Potential participants  n = 284

Figure 1: Study participant flowchart.
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assess IPV educational programs in health care settings.7 
These designs are beneficial as they avoid bias that could 
result from contamination and allow all participants to gain 
rapid access to training, an issue of particular ethical 
importance given the high prevalence of IPV. Second, it is 
possible that our results were influenced by testing bias 
given that identical tests were administered at baseline and 
both posttraining assessments.8 However, participants were 
not provided with the correct responses to the survey at 
any point during the study and the use of a validated out-
come measure is also a strength. Third, our study did not 
assess program compliance with the introductory video or 
online module components of the training and conse-
quently we cannot be sure that all participants completed 
these before the in-person training. However, all partici-
pants attended the in-person training session, which is the 
most essential component of the program. Fourth, we used 
the approach of Norman and colleagues to approximate the 
MCID,20 which was developed for use with health-related 
quality of life measures, and we cannot be certain it is 
equally valid for use with the Physician Readiness to Man-
age IPV Survey. However, given the absence of an estab-
lished MCID, it is the best way available to approximate 
the MCID. Fifth, while our study achieved an 86% follow-
up rate, we were unable to obtain primary outcome data for 
14% of participants (n = 19) of participants, which may 
have introduced response bias. However, our follow-up 
rate was consistent with, or in most cases better than, 
follow-up rates reported in the literature.7 Additionally, 
given the magnitude of the effect sizes, we believe it is 
unlikely that any bias would change the statistical signifi-
cance of the results. Finally, our study did not assess the 
impact of the educational program on patients’ experiences 
in the fracture clinic. While our study showed that HCPs’ 
IPV-related knowledge, attitudes, beliefs and self-reported 
behaviours improved after training, it is unknown whether 
these changes translated into improved patient care. A pre-
vious systematic review found evidence that IPV educa-
tional programs improve patient care when physicians are 
provided with training along with system changes or when 
programs are delivered online using problem-based learn-
ing approaches.17 Our program included several of these 
components (i.e., problem-based learning, interactive 
online modules, information about local services for people 
who experience IPV and an IPV resource list for patients). 
However, this same review also found that brief training 
for postgraduates that did not include these components 
resulted in improvements in knowledge but did not trans-
late into behavioural changes. Future research should 
investigate the impact of the EDUCATE program directly 
on fracture clinic patients.

Conclusion
Our results suggest that an IPV educational program 
developed specifically for delivery in a fracture clinic set-
ting improves IPV-related knowledge, attitudes, beliefs and 
self-reported behaviours in orthopedic surgeons, surgical 

Table 2: Participant characteristics

Characteristic No. (%)

Age, yr,* mean ± SD 35.7 ± 10.2

Sex

    Male 96/140 (68.6)

    Female 44/140 (31.4)

Race/ethnicity

    White 107/140 (76.4)

    South Asian 16/140 (11.4)

    East Asian 11/140 (7.9)

    Middle Eastern 3/140 (2.1)

    Black (African/Caribbean) 1/140 (0.7)

    Other 2/140 (1.4)

Profession

    Orthopedic surgery resident 62/140 (44.3)

    Orthopedic surgeon 28/140 (20.0)

    Orthopedic technician 11/140 (7.9)

    Nurse 10/140 (7.1)

    Research personnel 9/140 (6.4)

    Orthopedic surgery fellow 6/140 (4.3)

    Physiotherapist 5/140 (3.6)

    Physician/surgical assistant 5/140 (3.6)

    Medical student 2/140 (1.4)

    Occupational therapist 1/140 (0.7)

    Booking clerk 1/140 (0.7)

Amount of previous IPV training, h

    0 67/139 (48.2)

    1–5 65/139 (46.8)

    6–15 7/139 (5.0)

Type of previous IPV training

    Attended a lecture/talk 64/72 (88.9)

    Watched a video 25/72 (34.7)

    Completed online training 9/72 (12.5)

    Attended skills-based training workshop 7/72 (9.7)

    Other 3/72 (4.2)

Setting of previous IPV training

    Medical or professional school 33/72 (23.6)

    Residency/placement/internship 20/72 (14.3)

    Workplace 18/72 (12.9)

    Professional education 12/72 (8.6)

    Self-learning 3/72

    Volunteer position 2/72

    Research 1/72

Note: IPV = intimate partner violence, SD = standard deviation.
*n = 139.



E634	 CMAJ OPEN, 6(4)	

OPEN
Research

Table 3: Change in scores on Physician Readiness to Manage IPV Survey subscales between baseline and immediately after 
training and between baseline and 3 months after training

Subscale*

Score, mean ± SD Regression analysis, 
mean difference

 (95% CI)
n = 136

Score, mean ± SD Regression analysis, 
mean difference 

(95% CI) 
n = 121Baseline

Immediately 
after training Baseline

3 months after 
training

Actual knowledge 26.71 ± 4.88 30.06 ± 3.95 3.35 (2.77 to 3.94) 26.60 ± 4.79) 29.04 ± 3.89 2.44 (1.79 to 3.09)

Perceived preparation 2.69 ± 1.10 4.74 ± 1.14 2.06 (1.88 to 2.23) 2.63 ± 1.06 4.59 ± 1.12 1.96 (1.79 to 2.13)

Perceived knowledge 2.76 ± 1.10 4.89 ± 1.01 2.14 (1.98 to 2.30) 2.71 ± 1.08 4.77 ± 1.05 2.05 (1.88 to 2.23)

Practice issues 5.53 ± 5.96 9.62 ± 5.91 4.08 (3.35 to 4.82) 5.73 ± 6.27 11.83 ± 7.74 6.10 (4.98 to 7.23)

Opinion subscales

Preparation 3.70 ± 1.17 4.75 ± 0.94 1.04 (0.89 to 1.20) 3.68 ± 1.20 4.74 ± 0.97 1.06 (0.89 to 1.22)

Legal requirements 3.44 ± 1.55 5.10 ± 1.17 1.66 (1.47 to 1.85) 3.41 ± 1.51 4.91 ± 1.12 1.50 (1.30 to 1.70)

Workplace issues 3.04 ± 0.90 4.12 ± 0.82 1.08 (0.96 to 1.20) 3.00 ± 0.92 4.11 ± 0.88 1.11 (0.97 to 1.26)

Self-efficacy 3.56 ± 0.45 4.12 ± 0.49 0.56 (0.49 to 0.63) 3.56 ± 0.45 4.09 ± 0.57 0.54 (0.45 to 0.63)

Alcohol/drugs 4.24 ± 0.55 4.44 ± 0.58 0.20 (0.10 to 0.30) 4.26 ± 0.56 4.28 ± 0.46 003 (–0.05 to 0.11)

Victim understanding 4.94 ± 0.69 5.08 ± 0.77 0.15 (0.04 to 0.25) 4.95 ± 0.70 4.95 ± 0.78 0.002 (–0.11 to 0.11)

Note: CI = confidence interval, SD = standard deviation.
*Ranges and estimated minimally important clinical differences (MCIDs)† for subscales (range, MCID): actual knowledge (0 to 38, 2.42); perceived preparation to manage 
IPV (1 to 7, 0.55); perceived knowledge of important IPV issues (1 to 7, 0.55); practice issues (0 to 58, 3.06); preparation (1 to 7, 0.59); legal requirements (1 to 7, 0.77); 
workplace issues (1 to 7, 0.45); self-efficacy (1 to 7, 0.22); alcohol/drugs (1 to 7, 0.28); and victim understanding (1 to 7, 0.35).
†MCIDs were estimated as half the subscales’ standard deviations.20

Table 4: Change in scores on Physician Readiness to Manage IPV Survey subscales between baseline and immediately after 
training and between baseline and 3 months after training

Subscale

Score, mean ± SD Paired t-test 
analysis,  

mean difference 
(95% CI)
n = 136

Score, mean ± SD Paired t-test 
analysis, 

mean difference 
(95% CI)
n = 121Baseline

Immediately 
after training Baseline

3 months
after training

Actual knowledge 26.71 ± 4.88 30.06 ± 3.95 3.35 (2.57 to 4.13) 26.60 ± 4.79) 29.04 ± 3.89 2.44 (1.54 to 3.33)

Perceived preparation 2.69 ± 1.10 4.74 ± 1.14 2.06 (1.85 to 2.27) 2.63 ± 1.06 4.59 ± 1.12 1.96 (1.75 to 2.17)

Perceived knowledge 2.76 ± 1.10 4.89 ± 1.01 2.14 (1.93 to 2.35) 2.71 ± 1.08 4.77 ± 1.05 2.05 (1.84 to 2.27)

Practice issues 5.53 ± 5.96 9.62 ± 5.91 4.08 (3.29 to 4.88) 5.73 ± 6.27 11.83 ± 7.74 6.10 (4.91 to 7.30)

Opinion subscales

Preparation 3.70 ± 1.17 4.75 ± 0.94 1.04 (0.82 to 1.27) 3.68 ± 1.20 4.74 ± 0.97 1.06 (0.81 to 1.30)

Legal requirements 3.44 ± 1.55 5.10 ± 1.17 1.66 (1.38 to 1.94) 3.41 ± 1.51 4.91 ± 1.12 1.50 (1.21 to 1.80)

Workplace issues 3.04 ± 0.90 4.12 ± 0.82 1.08 (0.94 to 1.23) 3.00 ± 0.92 4.11 ± 0.88 1.11 (0.93 to 1.30)

Self-efficacy 3.56 ± 0.45 4.12 ± 0.49 0.56 (0.48 to 0.64) 3.56 ± 0.45 4.09 ± 0.57 0.54 (0.43 to 0.64)

Alcohol/drugs 4.24 ± 0.55 4.44 ± 0.58 0.20 (0.08 to 0.32) 4.26 ± 0.56 4.28 ± 0.46 0.03 (–0.09 to 0.15)

Victim understanding 4.94 ± 0.69 5.08 ± 0.77 0.15 (0.03 to 0.26) 4.95 ± 0.70 4.95 ± 0.78 0.002 (–0.13 to 0.13)

Note: CI = confidence interval, SD = standard deviation.
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trainees, nonphysician HCPs and research and administra-
tive staff. To implement this program, we have partnered 
with the Canadian Orthopaedic Association (which repre-
sents approximately 80% of the orthopedic surgeons in 
Canada) to make the EDUCATE program available to 
fracture clinics across Canada. The program can be 
accessed through www.IPVeducate.com.
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