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STUDY SUMMARY 
 
The aim of this prospective mixed-methods study is to implement and evaluate a multifaceted, 
evidence-based IPV educational program that will be delivered to health care professionals 
(HCPs) across participating fracture clinics.  The educational program is designed to empower 
HCPs to assist women experiencing IPV within the fracture clinic setting.  The program uses a 
“train-the-trainer” approach and focusses on education and skill development delivered via 
videos, online modules, and in person lectures and discussions.  To evaluate the IPV educational 
program, we will assess: (1) Champions’ (i.e. local trainers’) experiences with implementing the 
IPV educational program; (2) Trainees level of comfort and knowledge about IPV; (3) Trainees’ 
level of readiness to assist IPV victims; and (4) Trainees’ knowledge utilization.  We will use both 
qualitative and quantitative study methodologies and data analysis techniques to conduct these 
assessments.  Specifically, in order to assess champion’s experiences with implementing the IPV 
educational program, we will conduct qualitative interviews with 5-10 champions.  In order to 
assess trainees’ level of comfort and knowledge about IPV, we will conduct qualitative interviews 
with 20-26 HCP trainees recruited from each of the participating fracture clinics.  In order to 
assess trainees’ level of readiness to assist IPV victims, we will administer the Physician Readiness 
to Manage IPV Survey (PREMIS) to the 140 HCPs both before training, and immediately following 
training as well as 3 months and 12 months post-completion of the IPV educational program (i.e. 
post-training).  Finally, in order to assess trainees’ knowledge utilization, we will administer a 
brief monthly questionnaire to 140 HCP trainees over the 12 month post-training period. 
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1.0 INTRODUCTION 
 
Intimate partner violence (IPV), also known as domestic violence, is defined as harm inflicted by 
one’s past or current partner and may consist of physical, sexual, economic, or psychological 
abuse [1].  On average, every six days a woman in Canada is killed by her intimate partner [2].  
Escalation of physical violence (resulting in severe injuries) remains a key risk factor for intimate 
partner homicide [3].  Previous research identified serious musculoskeletal (MSK) injuries as the 
second most common physical manifestation of IPV in women at a women’s shelter [4] and that 
one in six women who present to fracture clinics have experienced IPV in the past year [5].  
Orthopaedic surgeons and allied health care professionals (HCPs) working in fracture clinics are 
therefore uniquely positioned to identify and provide critical assistance to women experiencing 
IPV.  However, orthopaedic surgeons and allied HCPs often report challenges in asking women 
about IPV, and assisting women they suspect may be experiencing IPV [6-8]. Recent research 
suggests that these challenges can be overcome with educational programs within a clinical 
setting [9].   

 
To address this need, we have developed an IPV educational program for fracture clinics.  The 
purpose of the program is to empower HCPs with the knowledge and skills required to 
successfully identify and assist women attending their fracture clinics who have experienced IPV.  
The IPV educational program will accomplish this through a variety of training mechanisms 
including, videos, online modules, in-person lectures, role play, and interactive discussions.  The 
purpose of this study is to evaluate the knowledge utilization and uptake of the IPV educational 
program. 

 
 

2.0 EDUCATIONAL PROGRAM 
 
2.1 Educational Program Description 
The educational program is an informational program for surgeons, surgical trainees, and allied 
HCPs and is described in detail in Appendix 1.  Briefly, the educational program consists of 3 initial 
training sessions followed by brief bi-monthly training updates.  For the first session, trainees will 
watch a short video discussing the importance of orthopaedic surgeons and allied HCPs working 
in fracture clinics becoming involved in IPV identification and assistance.  The video will also 
provide trainees with an introduction to the educational program.  The second session will consist 
of completing the “Responding to Domestic Violence in Clinical Settings” online training through 
the DVeducation.ca.  In this session trainees will complete 3 required modules and have the 
option to complete an additional 14 modules.  The first and second sessions may be completed 
either individually be trainees, or together in a group setting.  The third session will consist of in-
person training at the fracture clinic.  In this session, trainees will watch videos showing HCPs 
identifying and assisting women with IPV.  They will then receive 4 case-based scenarios and be 
given the opportunity to role play asking about IPV and assisting women experiencing IPV in small 
groups.  This will be followed by an interactive discussion about the experience.  This session will 
conclude with a review of each resource that is available in the resource toolkit that will be 
provided to fracture clinics as part of the training.  After these three initial training sessions are 
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completed, fracture clinics will receive bi-monthly training updates from the Methods Centre that 
can be shared amongst fracture clinic personnel. 
 
2.2 Program Development 
Current evidence indicates that a multi-faceted approach results in a higher uptake and retention 
of knowledge [10]. The educational program includes multiple training methods (e.g. video, 
online, in-person, interactive discussions, and case studies).  Through these training methods, 
trainees will have the opportunity to develop the skills to identify and assist women experiencing 
IPV. The curriculum also incorporates adult learning principles (e.g. learning content within the 
context of realistic problems), which is the hallmark of problem-based learning [11]. Problem 
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 [12]. Research 
on both adult education and effective knowledge transfer suggests that interactive strategies are 
necessary to be successful [13-16]. The elaboration of information that occurs in small group 
discussions, the use of cases to match knowledge to clinical context, and the activation of prior 
knowledge have long been considered to be active ingredients of problem-based learning [17, 
18].  The educational program also includes several components that our recently completed 
scoping review of the literature evaluating IPV educational programs for HCPs found were 
frequently included in studies producing positive results [9].  Specifically, these components 
include program delivery through online training, IPV experts, and physicians/surgeons, and the 
inclusion of resources for HCPs and patients. 

 
The educational program is based upon Bandura’s self-efficacy theory for changing behaviour 
[19], due to HCPs lack of confidence in their abilities to talk to and assist IPV victims [20-22].  
According to Bandura’s social cognitive theory of self-regulation, beliefs in one’s own capabilities 
to organize and execute the courses of action required to handle situations in the future influence 
how people think, feel motivated, and act [19]. Programs that incorporate strategies for 
increasing self-efficacy beliefs are expected to lead to behaviour change. This theory proposes 4 
mechanisms by which to increase self-efficacy: performance accomplishments (experiences of 
success performing the behaviour of interest), vicarious experience (observing peers performing the 
behaviour successfully), verbal persuasion (receiving positive feedback about ability from a 
respected individual), and emotional arousal (minimal levels of fear and anxiety during 
performance) [19]. The educational program incorporates these principles through the use of 
supportive small-group, case-based learning discussions, role play, and peer observation and 
feedback. We conducted a pilot study that evaluated the educational program curriculum in a 
group of HCPs who treat patients within the fracture clinic and found that it led to an 
improvement and retention of knowledge 3 months post-implementation[23].   
 
2.3 Educational Program Implementation 
The educational program will be implemented at participating fracture clinics.  Each fracture 
clinic will identify 1-2 local champions at their clinical site who will be responsible for becoming 
experts on the educational program curriculum and content so that a “train-the-trainer” 
approach can be used to implement the program at each fracture clinic.  A “train-the-trainer” 
approach means that local champions will be provided with in-depth training on the educational 
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program so that they are able to act as the trainers at their respective fracture clinics.  Champions 
may be surgeons, any allied health care profession, or research coordinator. 
 
2.4 Training for IPV Champions 
Champions will be provided with the educational program curriculum to review prior to training.  
During the training, IPV experts and the Project Leader from McMaster University Methods 
Centre personnel will review the educational program with the local champions in detail and 
provide them with training on how to implement the training program at their local fracture 
clinic.  Champions will be provided with opportunities to ask question about all aspects of the 
educational program and discuss the integration of the program within the context of their 
practice.  
 
 
3.0 STUDY OBJECTIVES 

 
The objective of this study is to evaluate the knowledge utilization and uptake of the IPV 
educational program.  Specifically, we will evaluate:  

1. Champions’ experiences with implementing the IPV education program 
2. HCPs’ level of comfort and knowledge about IPV 
3. HCPs’ level of readiness to assist IPV victims 
4. HCPs’ knowledge utilization 

 
4.0 STUDY METHODOLOGY 
 
4.1 Participant Demographics 
We will collect basic demographic information (e.g. age, ethnicity, number of years in practice, 
health care profession, previous IPV education, etc.) for all participants.  This questionnaire will 
be completed once informed consent has been obtained and prior to the IPV educational 
program. 
 
4.2 Assessment of Program Implementation 
To understand champions’ experiences with implementing the IPV education program, we will 
conduct qualitative interviews with the 5-10 champions (1-2 from each fracture clinic). The main 
objectives of these interviews are to solicit feedback from champions about the training they 
received as well as implementing the program at their respective fracture clinics.   
 
4.3 Assessment of HCPs’ Level of Comfort and Knowledge 
To understand HCPs experiences with participating in the IPV education program, we will conduct 
qualitative interviews with the 20-26 HCPs.  The sample of HCPs will be drawn from all 
participating fracture clinics and will consist of a mix of orthopaedic surgeons, surgical trainees, 
and allied HCPs who have completed the IPV educational program.  The main objectives of these 
interviews are to solicit feedback from HCPs about each component of the program and explore 
their level of knowledge and comfort with identifying and assisting IPV victims following 
completion of the IPV education program.  
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4.4 Qualitative Interviews Methodology 
An interviewer will conduct the interviews using an interview guide with a set of semi-structured 
questions to inform the discussion and allow for exploration of new topics.  Throughout the 
interview the interviewer will use reflection, paraphrasing, clarifying, and summarizing 
techniques to summarize the material discussed and to provide patients with the opportunity to 
clarify and add new ideas to the discussion. The interviews will be digitally recorded and the 
recordings will be transcribed verbatim.  The interview will be scheduled for 60 minutes to allow 
sufficient time for completion of a brief demographic questionnaire, and an in-depth discussion 
of the questions in the interview guide. 
 
Thematic analysis will be used and the data from the interviews will be coded and analyzed into 
themes by 2 individuals.  The analysis of the interview data will result in an organized and 
comprehensive summary of all of the interview data including: (1) Champions’ and HCPs feedback 
regarding the program content; (2) Champions feedback about implementing the program; (3) 
HCPs feedback about asking about IPV in the clinical setting; and (4) HCPs feedback about 
assisting IPV victims in the clinical setting. 
 
4.5 Assessment of HCPs’ Readiness to Assist IPV Victims 
We will use the Physician Readiness to Manage IPV Survey (PREMIS) to assess changes in HCPs 
level of readiness to assist IPV victims.  This survey will be completed by 140 HCPs prior to 
beginning the IPV educational program, as well as immediately, 3 months, and 12 months post-
completion of the IPV educational program (i.e. post-training).  The PREMIS consists of ten valid 
scales which are scored individuals and include: 1) perceived preparation to manage IPV, 2) 
perceived knowledge of important IPV issues, 3) actual knowledge, 4) preparation, 5) legal 
requirements, 6) workplace issues, 7) self-efficacy, 8) alcohol/drugs, 9) victim understanding, and 
10) practice issues.  The primary outcome for this study will be the actual knowledge scale of the 
PREMIS at 3 months post-training.  The secondary outcome will be the actual knowledge scale at 
12 months post-training.  All other scales and time points will be considered exploratory analyses. 
To adjust for possible confounding, our primary and secondary analyses will be multiple linear 
regressions with change from baseline to three months as the dependent variable.  We will 
include the following independent variables in each regression: pre-training PREMIS score, age, 
gender, health care profession, and previous IPV training. We will present adjusted mean change, 
95% confidence intervals, and p-values.   This analysis will be repeated for each exploratory 
outcome.  As a sensitivity analysis, we will also report unadjusted results based on paired t-tests 
for the primary outcome and all exploratory outcomes.  We will present mean scores for each 
scale for the baseline, immediate post-training, and three-month post training PREMIS (please 
see Tables 2 and 3).  Tests will be two tailed and we will use an alpha level of 0.05.  
 
4.6 Monitoring Knowledge Utilization  
We will use a brief questionnaire to assess how frequently the knowledge from the IPV 
educational program is being utilized by HCPs.  The brief questionnaire will be completed by 140 
HCPs at 1 month, 3 months, 6 months, 9 months, and 12 months post-training.  Descriptive 
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statistics such as means, standard deviations, frequencies, and counts will be used to summarize 
knowledge utilization.  These analyses will be considered exploratory. 
 

5.0 CASE REPORT FORMS AND DATA ENTRY 
 
The case report forms (CRFs) will be the primary data collection tool for the study. All data 
requested on the CRF must be recorded.  RedCap, an Electronic Data Capture (EDC) system, will 
be used to submit data to the Methods Centre located at McMaster University.  Upon receipt of 
the data, the personnel at the Methods Centre will make a visual check of the data and they will 
query all missing data, implausible data, and inconsistencies. 
 
 
6.0 CONFIDENTIALITY 
 

The qualitative interviews will take place in a private setting or over the phone and will be digitally 
recorded. The transcripts from the recordings of the interview discussions will be cleaned to 
remove any information that directly identifies participants. Information about study participants 
will be kept confidential and will be managed in accordance with the below rules: 

 All study-related information will be stored securely at McMaster University. 

 All study participant information will be stored in locked file cabinets and accessible only 
to study personnel. 

 All participant data will be de-identified (i.e. will not contain identifying information). 

 All records that contain participant names, or other identifying information (e.g. consent 
forms and contact information forms), will be stored separately from the interview 
transcripts. 

 
Only personnel associated with this study at McMaster University will have access to the 
individual data resulting from the interviews.   
 
 

7.0 PROTOCOL APPROVAL AND AMENDMENTS 
 

This protocol and the corresponding consent forms will be reviewed and approved by McMaster 
University’s Research Ethics Board (REB) prior to the commencement of the study.  Any 
amendments to the study protocol which may affect the conduct of the study will require a 
formal amendment to the protocol.  Any protocol amendments will be approved by the Principal 
Investigators and will require approval by McMaster University REB.  Administrative changes (e.g. 
minor corrections or clarifications that have no effect on the way the study is conducted) will not 
need to undergo a formal amendment process. 
 
 
8.0 SIGNIFICANCE OF THE RESULTS 
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This study will provide crucial feedback about the knowledge uptake and utilization for the IPV 
educational program.  This feedback will be used to refine the IPV educational program in 
preparation for expanded knowledge dissemination and widespread implementation of the IPV 
educational program.  
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Session 1: Content: A video presentation speaking about the importance of orthopaedic 
surgeons and allied HCPs becoming involved in IPV identification and 
assistance.  The video will also introduce the IPV education program.  Video 
viewing can be completed either individually or in a group setting, but should 
be completed prior to session 2. 
 
Purpose:  

 To obtain buy-in from the orthopaedic community and convince them 
of the importance of investing time and resources in the IPV education 
program. 

 Let trainees know what they can expect to receive from participating in 
the IPV education program 

 
Duration: Approximately 5 minutes   
 

Session 2: Content: Participants will complete the training module entitled “Responding 
to Domestic Violence in Clinical Settings” available through dveducation.ca.  
This training is designed to help physicians and HCPs achieve competency in 
identifying and providing assistance to women who have experienced IPV.  The 
17 modules progress from basic to advanced competencies and 
straightforward to more subtle, complex case presentations.  Trainees are 
required to complete the first 3 modules in order to unlock an additional 14 
modules.  They can then complete a selection of the additional 14 modules 
based on interest and applicability to their practice.  The online training can be 
completed individually or in a group setting, but should be completed prior to 
session 3. 
 
Recommended Additional Modules: 

 Family Medicine – “The children were there” 

 Emergency Medicine – “Spotting abuse – DV in early pregnancy” 

 Emergency Medicine – “Weapons involved” 

 Emergency Medicine – “It’s not always visible” 

 Emergency Medicine – “The children were there” 

 Family Medicine – “He’s got you worried” 
 
Purpose:  

 To provide trainees with core IPV knowledge such as definitions, 
prevalence, effects of IPV, supportive and non-judgmental 
communication, etc. 

 Demonstrate appropriate ways of asking about, or screening women 
for, IPV. 
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 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. 

 Online training is included in this program as it has been found to be an 
effective training mechanism for providing IPV education to HCPs. 

 
Duration: 1 hour and 15 minutes for the 3 required modules plus additional 
time for the optional modules. 
 

Session 3 
(part 1): 

Content: This session will start with a review of the key points of the online 
training and providing trainees with an opportunity to ask any questions they 
may have about the online training.  There will then be a brief presentation 
about how to ask about IPV, including a video demonstration 
(https://www.youtube.com/watch?v=qdJFDUj0ErE).  This will be followed by 2 
case based scenarios of 2 women presenting to orthopaedic clinics with 
histories suggesting that they might be experiencing IPV.  Trainees will break-
up into small groups.  One person in each group will take turns playing the role 
of the female patient.  The other group members will role play screening the 
mock patient for IPV.  Members of the group will provide each other with 
feedback.  Trainees will come back to the large group and discuss their role 
play experiences and have an opportunity to ask any questions. 
 
Purpose: 

 Consolidate learning from the online training and provide trainees with 
an opportunity to ask questions about any aspects of the online training 
that are not clear to them. 

 Provide training about how to screen women for IPV. 

 Provide trainees with an opportunity to practice asking about IPV and to 
receive feedback. 

 Consolidate learning through interactive discussion and opportunities 
to ask the trainers questions. 

 Case-based training is included as research has shown that the 
opportunity to practice is an important part of learning new clinical 
skills. 

 

https://www.youtube.com/watch?v=qdJFDUj0ErE
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Duration: 5 minutes for review and discussion of online training; 10 minutes for 
IPV screening presentation; 20 minutes for small group role play; 15 minutes 
for final discussion 
 

Session 3 
(part 2): 

Content: This session will start with a brief presentation about how to provide 
assistance to women who disclose IPV, including a video demonstration 
(https://www.youtube.com/watch?v=E6y3qCx4-V4).  This will be followed by 2 
case based scenarios of women presenting to orthopaedic clinics.  1 case will 
describe a woman who has disclosed IPV and 1 will involve a woman who has 
not disclosed IPV, but where IPV is strongly suspected.  Trainees will break-up 
into small groups.  One person in each group will take turns playing the role of 
the female patient.  The other group members will role play providing the 
mock patient with assistance.  Members of the group will provide each other 
with feedback.  Trainees will come back to the large group and discuss their 
role play experiences and have an opportunity to ask any questions. 
 
Purpose: 

 Provide training about how to assist women experiencing IPV. 

 Provide trainees with an opportunity to practice providing assistance to 
women experiencing IPV and to receive feedback. 

 Consolidate learning through interactive discussion and opportunities 
to ask the trainers questions. 

 Case-based training is included as research has shown that the 
opportunity to practice is an important part of learning new clinical 
skills. 

 
Duration: 10 minutes for IPV assistance presentation; 20 minutes for small 
group role play; 15 minutes for final discussion 
 

Session 3 
(part 3): 

Content: This session will start with a brief presentation describing each of the 
resources available in the toolkit.  This will be locally tailored by trainers to 
include discussions about key local resources for women experiencing IPV.  This 
presentation will also include a site specific component discussing the next 
steps for training and practice that will be customized by each site (e.g. future 
training, recommended IPV screening and assistance practices).  This session 
will conclude with a question and discussion period. 
 
Purpose: 

 Ensure trainees are knowledgeable about all resources included in the 
toolkit and key local resources. 

 Ensure that each site has a plan for continuing IPV training and how to 
use the knowledge and skills that were learned in training to identify 
and assist women experiencing IPV 

https://www.youtube.com/watch?v=E6y3qCx4-V4
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 Customizable aspects of this session will help sites to ensure that 
continuing training and screening and assistance practices are feasible 
at their orthopaedic clinics. 

 
Duration: 10 minutes for the toolkit training; 10 minutes for next steps; 5 
minutes for questions and discussion. 
 

Ongoing: Content: Local trainers will receive periodic training updates from the Methods 
Centre.  Local trainers will be responsible for distributing these updates to 
trainees.  Ongoing training methods can be tailored by each site, but 
suggestions include: presentations at rounds, training meetings, and emails. 
 

Toolbox: Resources for HCPs: 

 Canada 211 (http://211.ca/): 211 is Canada’s primary source of 
information on government and community based health and social 
services.  It includes links to a variety of provincial specific services, 
including IPV resources. 

 DVeducation (http://dveducation.ca/): online source for evidence-
based curricula on IPV and sexual violence. 

 Government of Canada (http://www.phac-aspc.gc.ca/sfv-avf/info/rp-
education-eng.php#IntimatePartnerViolence): online information for 
helping professionals. 

 IPV screening tools (e.g. direct questioning, HITS, WAST, PVS, AAS). 

 Domestic Violence Information (US based) 

 Shelter Safe (http://www.sheltersafe.ca/): online resource to help 
women and their children who are experiencing abuse find a safe 
shelter 
 

Resources for patients: 

 IPV pens and sanitary napkins for patients. 

 Template that sites can use to create a local resource sheet to provide 
to women. 
 

 
 

http://211.ca/
http://dveducation.ca/
http://www.phac-aspc.gc.ca/sfv-avf/info/rp-education-eng.php#IntimatePartnerViolence
http://www.phac-aspc.gc.ca/sfv-avf/info/rp-education-eng.php#IntimatePartnerViolence
http://www.sheltersafe.ca/

