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Abstract:

ABSTRACT

Background: We developed an intimate partner violence (IPV)
educational program with the overarching goal of improving the
preparedness of health care providers’ (HCPs) to help patients who are
victims of IPV. Our previously published study found significant
improvements in HCPs’ readiness to manage IPV at 3 months following
completion of the educational training. This study sought to determine if
similar improvements were observed at 12-months post-training.
Methods: We enrolled 140 participating HCPs from 7 fracture clinics in
Canada and the United States and administered the Physician Readiness
to Manage IPV Survey (PREMIS) before participants completed the
educational program (baseline), immediately after training, and at
3months and 12 months post-training. In this study, we compared mean
12 month scores to mean baseline scores for each of the PREMIS
subscales using linear regression models.

Results: We found statistically significant improvements among
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participating HCPs' actual knowledge about IPV 12 months after training.
Statistically significant improvements from baseline to 12 months were
also observed for 7 of the 9 other subscales of the PREMIS. These
subscales included perceived preparation, perceived knowledge,
preparation, legal requirements, workplace issues, self-efficacy, and
practice issues.

Interpretation: The EDUCATE program led to significant improvements in
HCPs' readiness to manage IPV, with positive changes being observed 12
months after training occurred. These findings indicate that HCPs who
receive this training are better equipped to manage patients who have
experienced IPV.
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ABSTRACT

Background: We developed an intimate partner violence (IPV) educational program with the
overarching goal of improving the preparedness of health care providers’ (HCPs) to help patients
who are victims of IPV. Our previously published study found significant improvements in HCPs’
readiness to manage [PV at 3 months following completion of the educational training. This study
sought to determine if similar improvements were observed at 12-months post-training.

Methods: We enrolled 140 participating HCPs from 7 fracture clinics in Canada and the United
States and administered the Physician Readiness to Manage IPV Survey (PREMIS) before
participants completed the educational program (baseline), immediately after training, and at
3months and 12 months post-training. In this study, we compared mean 12 month scores to mean
baseline scores for each of the PREMIS subscales using linear regression models.

Results: We found statistically significant improvements among participating HCPs’ actual
knowledge about IPV 12 months after training. Statistically significant improvements from
baseline to 12 months were also observed for 7 of the 9 other subscales of the PREMIS. These
subscales included perceived preparation, perceived knowledge, preparation, legal requirements,
workplace issues, self-efficacy, and practice issues.

Interpretation: The EDUCATE program led to significant improvements in HCPs’ readiness to
manage [PV, with positive changes being observed 12 months after training occurred. These
findings indicate that HCPs who receive this training are better equipped to manage patients who

have experienced IPV.
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INTRODUCTION

Intimate partner violence (IPV) is defined by the World Health Organization as, “any behaviour
within an intimate relationship that causes physical, psychological or sexual harm to those in the
relationship” [1]. IPV can include acts of physical violence, sexual violence, emotional or
psychological abuse, controlling behaviours, and stalking [10,11]. Previous research has shown
that although there is a high prevalence of IPV among female patients visiting fracture clinics [2],
health care providers (HCPs) working in fracture clinics often do not feel prepared to talk to

potential victims about I[PV [3,4,5].

To combat this lack of preparedness among HCPs working with fracture patients, an educational
program, EDUCATE, was implemented at fracture clinic sites across Canada and the United
States, and a study of the same name was conducted to determine the long-term impact of this
educational program. The aim of the EDUCATE study was to determine if the educational program
was successful in increasing HCPs knowledge about IPV and preparedness to discuss IPV with
their patients, as assessed by the Physician Readiness to Manage IPV Survey (PREMIS) [6]. Our
primary outcome was change in score on the survey for the actual knowledge subscale from before
training to 3 months after training. Results from the 3-month evaluations were presented in a 2018
publication, which 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).
Additionally, there were statistically significant improvements on 7 additional subscales 3 months

after training [7].

Educational research suggests that in comparison to short-term knowledge retention, long-term
retention is a more accurate indicator of actual learning [8]. Therefore, a secondary objective of
this study was to determine if improvements in knowledge were maintained at 12 months
following completion of the EDUCATE training. The objective of this paper is to present the long-
term (12 month) follow-up data from the EDUCATE study.

Page 4 of 9
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METHODS

Program and Study Overview

A description of the EDUCATE program and study methodology have been previously published
[7]. Briefly, we enrolled 140 participants (orthopedic surgeons, surgical trainees, non-physician
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 PREMIS tool
before, immediately after and at 3 months and 12 months after training and generated scores for
each of the 10 PREMIS subscales. These subscales include: (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. The subscales were all used to determine the effectiveness
of IPV training programs by assessing HCPs level of preparedness to assist patients who are

experiencing IPV.

Statistical Analysis

Although no minimal clinically important difference (MCID) has been determined for the
PREMIS, the MCID was estimated using half the standard deviation (SD). We chose to base our
sample size upon this approximation because it has been found in previous research that half the
SD is a reliable substitute for health-related quality of life measures [9]. We scored each PREMIS
subscale based on the algorithm published by the developer. The changes in scores of all subscales
from the PREMIS were entered as the dependent variable into multivariable linear regression
models. Baseline score, age, sex, profession (orthopaedic surgeon vs student/resident/fellow vs
allied health care professional vs research personnel), and previous IPV training (none vs any)
were included as independent variables. A mean difference, reflecting the scores of all participants
who completed the survey at baseline and 12 months after training, was calculated and presented
with a 95% confidence interval (CI). The results of a pair #-test analysis were used to perform a
sensitivity analysis for all outcomes; we present the mean scores from each subscale completed at
baseline and 12 months after training. All tests conducted were 2-tailed and used an o level of
0.05. We did not adjust the overall level of significance for multiple testing since all analyses are

exploratory. We used SAS software, version 9.4, to conduct all analyses.

Page 5 of 9
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RESULTS
Of'the 140 HCPs who consented to participate in the EDUCATE training and corresponding study,

109 (79%) completed the 12-month follow-up PREMIS. The mean age of the participants was
36.7 (10.9) years and 67% of participants were male (Table 1). Almost two-thirds of participants
were either orthopaedic surgeons (23.9%) or orthopaedic surgery residents (41.3%).

We found statistically significant improvements in participating HCPs’ actual knowledge about
IPV subscale 12 months after training (mean difference [MD] 2.50, 95% confidence interval [CI]
1.40 to 3.61). We also found statistically significant improvements at 12 months post-training in 7
of the 9 other subscales of the PREMIS as compared to baseline. These subscales included
perceived preparation (MD 2.06, 95% CI 1.83 to 2.29), perceived knowledge (MD 2.14, 95% CI
1.91 to 2.36), preparation (MD 1.10, 95% CI 0.82 to 1.38), legal requirements (MD 1.57, 95% CI
1.27 to 1.87), workplace issues (MD 1.20, 95% CI 1.01 to 1.39), self-efficacy (MD 0.56, 95% CI
0.44 to 0.69), and practice issues (MD 6.12, 95% CI 4.85 to 7.40). We did not find statistically
significant improvements in the drugs and alcohol and victim understanding subscales. Our

sensitivity analysis, using paired t-tests, mirrored the above findings.

INTERPRETATIONS

The statistically significant improvements in HCPs’ knowledge, attitudes, and behaviours related
to I[PV that were observed 3 months following completion of the EDUCATE training program
were also observed 12 months after training. These finding suggest that HCPs working in fracture
clinics who complete the EDUCATE program feel more prepared to identify and support women
who visit their clinic having experienced IPV than before receiving training; moreover, these
benefits prevail in the long-term. For 7 of the 10 PREMIS subscales (actual knowledge, perceived
preparation, perceived knowledge, practice issues, preparation, legal requirements, workplace
issues, self-efficacy), the improvement from baseline (as illustrated by the mean difference in
scores) was greater at 12 months post-training than at 3 months post-training. The improvement in

the alcohol/drugs subscale seen at 3 months was not present at 12 months.

Strengths and limitations to the overall EDUCATE program and corresponding study have been
previously published [7]. Briefly, although an experimental design would produce higher quality

Page 6 of 9
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evidence, the pretest-posttest design is time-efficient, maximizes the number of trained HCPs and,
in this case, it had no risk of contamination through the interactions between members of
experimental and control groups. One limitation of the EDUCATE study is that we did not assess
whether the participants completed all components of the training (the in-person component was
mandatory). There is also the potential for testing bias, as the same PREMIS was administered at
each assessment point; however, participants were never provided with the correct answers.
Furthermore, because there are no established criteria for determining the MCID of the PREMIS,
the results of this study are only clinically important. Additionally, there was notable loss-to-
follow-up, with 79% of the participants completing the 12-month assessment upon which this

analysis is based.

CONCLUSIONS

This study found that HCPs working in a fracture clinic setting who completed the EDUCATE
program retain, and on some subscales, improve their IPV-related knowledge, beliefs, and
opinions over the long-term. Although we cannot assume causality, these findings suggest that
they are more prepared to address and assist victims of [PV who visit their clinics. Our findings,
which are based on data collected from the PREMIS survey administered 12 months post-training,
are consistent with those observed 3 months after receiving training. To further expand the reach
of the program, the EDUCATE team has partnered with Canadian Orthopaedic Association to
make the educational material available to HCPs across Canada. The program can be accessed at
www.[PVeducate.com. Future research should be conducted to assess whether the EDUCATE

program changes the behaviour of HCPs, and how this in turn may affect patient experiences.
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1

2

i Table 1: Participant Characteristics

5 Participants
6 N (%)
7 N=109
8 Demographics

9 Age, mean (SD) 36.7 (10.9)
}? Sex, 1 (%)

12 Female 36 (33.0)
13 Male 73 (67.0)
14 Race/ethnicity, n (%)

15 White/Caucasian 86 (78.9)
16 Black (African/Caribbean) 1(0.9)
1; Hispanic/Latino 0 (0.0)
19 South Asian 12 (11.0)
20 Native/Aboriginal 0 (0.0)

21 Middle Eastern 2(1.8)
22 East Asian 6 (5.5)
23 Other 2(1.8)
24 Professional Characteristics

;2 Health care profession, n (%)

27 Orthopaedic surgeon 26 (23.9)
28 Physician 0(0.0)
29 Physician assistant 4(3.7)
30 Nurse practitioner 0(0.0)

31 Nurse 8(7.3)
gg Orthopaedic technician 7 (6.4)
34 Orthopaedic surgery resident 45 (41.3)
35 Orthopaedic surgery fellow 1(0.9)
36 Student 1(0.9)
37 Other 17 (15.6)
38 Years in Practice, median (IQR) 4 (2-12)
ig Years at current fracture clinic, median (IQR) 3 (1.5-6)
41 Number of patients treated per year, median (IQR) 1500 (725-3000)
42 Previous IPV Training

43 Hours of Previous IPV training, n (%)

44 0 50 (45.9)
45 1-5 52 (47.7)
jg 6-15 7(6.4)
48 More than 15 0(0.0)
49 Type of Previous IPV training, n (%)

50 Watched a video 21 (19.3)
51 Attended a lecture/talk 50 (45.9)
52 Attended skills-based training workshop 7 (6.4)
>3 Completed online training 7(6.4)
>4 Other 5 (4.6)
55

56

57

58

59
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Setting of Previous IPV training

Medical or professional school 28 (25.7)
Residency/placement/internship 13 (11.9)
Workplace 14 (12.8)
Professional education 11 (10.1)
Other 6 (5.5)
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Table 2: PREMIS at 12 Months Post-Training

Multivariable
Baseline 12-Months lineat;;’s(glzfssion Paired t-test
Mean (SD) | Mean (SD) Mean Difference Mean Difference
(95% CI) 95% CI)
Actual Knowledge 26.59 (4.92) | 29.09 (4.66) | 2.50 (1.69, 3.32) 2.50(1.40, 3.61)
Perceived Preparation | 2.60 (1.08) | 4.66 (1.15) 2.06 (1.88,2.24) 2.06 (1.83,2.29)
Perceived Knowledge | 2.70 (1.12) | 4.84 (1.05) 2.14 (1.96, 2.31) 2.14 (1.91, 2.36)
Opinion Scales
Preparation 3.73 (1.25) | 4.83(0.90) 1.10 (0.94, 1.26) 1.10 (0.82, 1.38)
Legal Requirements 3.38(1.52) |4.94(1.16) 1.57 (1.36, 1.78) 1.57 (1.27, 1.87)
Workplace issuesT 3.04 (0.95) |4.24(0.88) 1.19 (1.04, 1.35) 1.20 (1.01, 1.39)
Self-Efficacy 3.56 (0.46) | 4.12(0.61) 0.56 (0.46, 0.67) 0.56 (0.44, 0.69)
Alcohol/drugs 4.22 (0.57) |4.34(0.52) 0.11 (0.02, 0.21) 0.11 (-0.02, 0.25)
Victim Understanding | 4.97 (0.70) | 4.92 (0.70) -0.05 (-0.16, 0.07) -0.05 (-0.18, 0.09)
Practice Issues 5.81(6.46) | 11.94 (7.26) | 6.12(4.97,7.27) 6.12 (4.85, 7.40)

+ N=108. One patient is missing all of the questions that are part of the Workplace Issues

domain.
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