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Abstract

Introduction

In 2009, the Sri Lankan Ministry of Health trained its public health midwives (PHMs) on
intimate partner violence (IPV). | evaluated the training’s efficacy in improving the PHMs’
knowledge, perceived responsibility, barriers, and self-confidence in identifying and managing
IPV sufferers in Kany, Sri Lanka.
Methods

| conducted this study from August 2009 to September 2010 in Kandy district. | used a
self-administered structured questionnaire for data collection. Using the Wilcoxon signed-rank
test, | compared the PHMs’ pre- and post-intervention IPV prevention knowledge, perceived
responsibility, barriers, and self-confidence scores. | computed the Minimally Important
Differences (MIDs) and the Reliable Change Indices (RCIs) for the four variables, and computed
the number of PHMs who showed reliable changes, and important improvements in their scores,
after the training.
Results

After the training, the PHMs (n = 408) showed significant improvements (p < 0.001) in
their perceived responsibility (3.20 vs. 4.60), self-confidence (1.81 vs. 2.75), barriers reduction
(2.43 vs. 1.14), and IPV prevention knowledge scores (0.62 vs. 0.88). Moreover, 94.1%, 96.6%,
97.8%, and 98.3% of the PHMs showed important improvement in their perceived responsibility,
barriers, IPV knowledge, and self-confidence scores respectively, exceeding the MID. Although,
64.5%, 80.1%, and 93.6% of the PHMSs showed reliable improvement in their perceived
responsibility, self-confidence, and barrier reduction respectively (above RCI), only 42.4% of the

PHMs improved their IPV prevention knowledge above the RCI.
1



Conclusions

The Sri Lankan partner violence prevention training was associated with improvements
in perceived responsibility, barrier reduction, and self-confidence in managing partner violence
sufferers, among some of the midwives. Midwives partner violence prevention knowledge did

not improve in a similar manner.

Key words: intimate partner violence; Sri Lanka; public health midwives; training; evaluation



1. Introduction
Intimate partner violence (IPV) is a public health problem that cuts across countries,

societies and cultures [1-8]. Both women and men could be the sufferers of IPV [6, 8].
However, compared to men, a significantly higher number of women experience IPV and are
injured or killed by their abusive male partners [8-20]. This situation is especially seen in
developing countries where a majority of women are economically dependent on their

husbands [15-21].

1.1 The definitions of IPV

The term “intimate partner violence” describes physical violence, sexual violence, and
psychological violence (including controlling behaviours) by a current or former intimate
partner. A person can experience this violence within their marital and cohabiting relationships,
or after being seperated. Hence, the “intimate male partner” in this definition includes husbands,
ex-husbands, boyfriends, ex-boyfriends, or wives, ex-wives, girlfriends, and ex-girlfriends [6, 8-
12]. The experience of IPV during the past 12 months is termed “current abuse”. The experience
of IPV at least once in a person’s lifetime is termed “ever abuse” [4].

The acts of physical violence include hitting, slapping, burning, threatening with a
weapon, actually using a weapon, etc. The acts of sexual violence include forced sex,
pornography, unwanted sexual acts, etc. The acts of psychological violence include shouting,
intimidating, threatening, scaring, etc. The acts of controlling behaviours include keeping a
person from seeing friends or family, insisting a person to tell where she/he has been all the time,

preventing a person from accessing services, etc. [3-6].



The terms “domestic violence” (DV) and gender-based violence (GBV) both include IPV
[8, 22-24]. Other than including IPV, DV also includes child abuse, elder abuse, and abuse by
any member of the household [8]. GBV includes IPV, DV, as well as community violence and

workplace violence [24, 25].

1.2 The global context of IPV
1.2.1 Historical background

For long, many accepted IPV as an inevitable part of a marital relationship [1-8]. Hitting
the wife or forcing her to have sex was considered normal and the right of a husband [3-8]. In
1979, this acceptance was first challenged when the United Nations (UN) adopted “The
Convention on the Elimination of all forms of Discrimination Against Women” (CEDAW) [1,
26]. CEDAW is an international bill of women’s rights. In 1993, the “World Conference on
Human Rights” held in Vienna, Austria introduced the “Declaration on the Elimination of
Violence against Women” [27]. This declaration led several governments and civil societies to
acknowledge that violence against women (including IPV) is a public, policy, and human rights
concern. In the 1995 Beijing World Conference on Women, 189 governments signed on to a
“Platform for Action” to prevent violence against women, including IPV [27].

Through these initiatives, governments increasingly recognized the need to develop broad
multi-sectoral approaches to prevent IPV [1, 6, 28]. They started passing laws to criminalize IPV
[1, 29-34], and improved the support services available for abused women. However, the
response was not as aggressive in developing countries. In spite of having IPV laws, the
conviction rates were minimal, and only a few IPV support services were available for the

sufferers [33-38].



Lack of documented evidence on IPV was one reason for the poor IPV response in
developing countries [1, 6]. IPV prevention was difficult for the governments when there was
limited IPV data to guide policy implementation and monitoring [1, 6]. As one solution to this
problem, in collaboration with research teams in ten countries, the WHO conducted a multi-
country study in 2005 to provide internationally comparable data on IPV [3]. This study also
introduced a tool to collect IPV data, and proposed ethical and safety guidelines for [PV studies

[3-5, 39, 40].

1.2.2 The global prevalence and associations of IPV

The prevalence of IPV differs across countries; the prevalence is much higher in
developing countries than in developed countries [1, 3, 4, 7-12]. In a 2005 WHO multi-country
study, the lifetime prevalence of IPV ranged from 71% in an Ethiopian province to 15% in a
Japanese city [1, 3]. Ina 2013 WHO study, the reported lifetime IPV prevalence was 36.6% in
Africa, 29.8% in the Americas, 25.4% in Europe, and 37.7% in South-East Asia [7].

Several factors are associated with IPV. The female factors include low level of
education, low economic status, young age, high number of children, witnessing of parental IPV,
and poor social support for the sufferers [13-21, 40-50]. The male factors include low education
levels, poor economic status, young age, low level of communication with the sufferer, alcohol
consumption, patriarchal attitudes, witnessing parental IPV, and being violent toward other men
[1, 6,51, 52] . The social factors include economic inequality between men and women, low
levels of female mobility, negative gender role attitudes, and little or no support by the extended
family in the incidences of IPV [42-46]. Also, separated or divorced marital status, marital

conflicts and extra-marital affairs have been commonly associated with IPV [43, 45].



1.3 Health effects of IPV

IPV can cause several physical, psychological, sexual, and reproductive health problems
among sufferers [53-62]. The physical consequences of IPV include abdominal or thoracic
injuries, bruises, cuts, burns, fractures, gastrointestinal disorders, etc.; Ssome of these physical
effects might persisit even after the violence ends [6, 56]. Some sexual and reproductive health
consequences of IPV include pregnancy complications, miscarriage, sexual dysfunction or
injuries, and sexually transmitted infections including HIVV/AIDS [8, 63-67]. The psychological
and behavioural consequences include depression and anxiety, feeling of shame and guilt,
alcohol and drug abuse, unsafe sexual behaviours, suicide, and homicide [60, 68, 69].

Several external manifestations of IPV are associated with underlying biological
mechanisms [69, 70]. For example, chronic stress caused by IPV can affect the sufferer’s mental
health and cognitive functioning [68, 69]. The stress response can compromise the immune
system [70]. Sustained or acutely elevated stress can cause cardiovascular disease, hypertension,

and insulin-dependent diabetes [69, 70].

1.4 Addressing IPV at health settings
Most IPV sufferers seek health care at some point in their lives [1, 6]. This is in contrast
to the fact that they will rarely seek help from the police or other legal or social services [24, 25,
40]. This makes the health care setting an important place where IPV sufferers can be identified,
provided with support and referred if necessary to specialized services [22, 23, 25, 71-85].
Among the health facilities as well, the community health care facilities have a greater
opportunity to identify and assist IPV sufferers; this is especially true in developing countries

[24, 25, 76, 82, 83]. Although many women in developing countries do not seek professional



health care for illnesses, almost 80% of pregnant women meet a skilled health worker at least
once during their antenatal period; this happens mostly at a community health care institution.
Furthermore, contraceptive prevalence is steadily increasing in developing countries where
women visit community health workers for contraception [82, 83]. This gives the community
health workers the opportunity to identify IPV sufferers and provide necessary services at the
community level. Such identification can improve the sufferers’ health [82, 83].

The increasing understanding of the adverse health consequences of IPV encouraged
governments to introduce IPV prevention services at health settings. International organizations
encouraged governments to do so, and provided guidelines on how it should be done [24-27].
Especially, the following international organizations published guidelines for health sector IPV
interventions: United Nations Population Fund (UNFPA), World Health Organization (WHO),
International Planned Parenthood Federation (IPPF), and the United States Centers for Disease

Control and Prevention (CDC) [24-27, 82, 83].

1.4.1 Guidelines for planning IPV interventions at health settings

In 2001, the UNFPA published a program guide on how to implement IPV services in
health settings [24]. Then, in 2004, the IPPF of the Western Pacific region published a resource
manual on how to improve health sector response for IPV in developing countries [25]. In 2010,
the US CDC published guidelines on how to train health workers in the primary prevention of
IPV [83]. In 2013, WHO published its clinical and policy guidelines on how to respond to IPV at
health settings [22].

These guides provided recommendations on how to introduce IPV services at health

settings and train health workers to provide culturally sensitive IPV services [24, 25, 82, 83].



They recommended that IPV interventions should have institutional support and provide the
health workers with initial and ongoing training on IPV. However, only a few developing

countries adapted these guidelines and introduced IPV prevention services in health settings.

1.4.2 Health sector IPV interventions in developing countries

In 2006, Bangladesh implemented one-stop crisis centers for the sufferers of DV [84].
The centers provided acute care, counselling, and legal assistance to the sufferers. The lack of
trained human resources was a program limitation. In 2009, Sri Lanka’s Ministry of Health
(MOH) integrated IPV services into the primary health care, and trained its most widespread
community health workers — the public health midwives (PHMs) — on IPV. The effectiveness of
this program was not assessed at the community level [85]. In 2011, Malaysia scaled up its one-
stop crisis centers to provide IPV services, with the support of women's NGOs [86]. However,
the Malaysian MOH lacked policies and financial resources to sustain those services. In 2013,
the Family Planning Association of Sri Lanka (FPASL) integrated IPV screening, counselling,
and referrals into their routine sexual and reproductive health (SRH) services. Limited
availability of trained staff was a key program limitation [87].

Introducing IPV interventions in developing countries could be a challenging task. Most
countries lack trained health prfessionals, necessary infrastructure, and financial resources.
Furthermore, they have only a limited number of referral resources [7, 53]. In contrast, IPV
interventions have been effective in developed countries because health workers quickly
recognize IPV problems and respond appropriately. Health workers in developed countries

receive IPV training during their undergraduate education [88-91].



A quick assessment of IPV followed by appropriate counselling can tremendously
improve resource utilization and safety planning for the sufferers [92-102]. Training health
workers on IPV is a crucial first step for introducing IPV services in health settings, especially in

developing countries [24, 25].

1.4.3 Training health workers on IPV

To provide IPV services, health workers need adequate skills and a good understanding
of IPV. This is because IPV is a sensitive issue, and an inadequately trained health worker can do
more harm than good to IPV sufferers [82, 83]. For example, health workers might hold negative
IPV-related attitudes and blame sufferers for IPV; this can aggravate IPV and adversely affect
the sufferers’ health. The health workers might fail to notice warning signs of suicide or
homicide, and inadvertently put a sufferer’s life in danger [22, 82, 83].

To provide health workers a good understanding of IPV, their trainings should be
designed by local experts who are familiar with the societal and cultural expectations of the
setting [82, 83, 95]. Such well-designed trainings should be delivered by experienced and
competent trainers, in the trainees’ local language. The trainees should then be followed up,
evaluated, and provided with supportive supervision for their IPV services [24, 25, 73, 82, 83,

95].

1.4.4 Effectiveness of IPV training: a review of literature
To evaluate the effectiveness of health worker IPV training, | conducted a literature
review in the databases of MEDLINE®, POPLINE®, and PsycINFO®: using the Medical Subject

29 ¢¢

Heading (MeSH) key words “intimate partner violence”, “domestic violence”, “violence against

9
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women”, “abuse”, “education”, “training”, “health professionals”, “health care providers” and
“health workers”. | reviewed the articles that were written in English and published after January
2000 to review more recent liturature. Several studies evaluated IPV programs at health settings
[92-94, 96-98], but did not evaluate the training component of it. | excluded them from the
analysis.

Majority of the previous IPV prevention trainings were conducted in developed countries.
They aimed at improving health workers’ knowledge, responsibility, confidence, and practices in
managing IPV sufferers, while reducing their perceived barriers. Trainings included different
categories of health workers (e.g. nurses, doctors, midwives. etc.), and varied in their content and
the method of implementation. They improved one or more domains of health workers’ IPV
prevention knowledge, skills, responsibility, confidence, and practices; none improved all of
those domains [97-102].

A 2002 study in Minneapolis, USA included 3 intervention and 2 comparison hospitals
and evaluated a non-profit health care based IPV screening program: the WomanKind program.
Health workers at WomanKind hospitals showed significantly higher knowledge, attitudes,
beliefs and behaviors on IPV prevention, than those at comparison hospitals [96]. A 2004
Northwestern US study assessed the efficacy of a DV training conducted in a primary health care
maintenance organization (HMO). The training significantly improved clinicians’ (n = 137)
inquiry about DV. Their knowledge about DV did not significantly improve between the baseline
and follow-up [97].

A 2004 UK study examined the effectiveness of a DV training for 79 community
midwives [98]. Just after the intervention, and at six months’ follow-up, the midwives showed

increase in their knowledge of IPV, and positive attitudes toward asking a patient about IPV. The

10



common barriers for IPV inquiries were lack of time, and the presence of a family member [98].
A 2005 study in a Washington county assesed the effectiveness of a two-hour IPV workshop for
health workers. The participants’ (n = 187) summary scores improved significantly for the
responsibility to identify IPV, empathy, and respecting patients’ autonomy. The barriers on
providing IPV services did not reduce [99].

A 2006 US study assessed an online IPV education program for physicians (23
physicians in the intervention group and 29 in the control group) [100]. The program improved
the physicians' attitudes, beliefs, and self-reported practices on IPV. Their actual knowledge
improved only marginally (p=0.06). A 2007 Israeli study evaluated the efficacy of a national DV
training program conducted by the Israeli Ministry of Health (MOH) [101]. It found that the
training improved the physicians’ IPV knowledge and screening skills in a six-month follow-up
period, but not their knowledge of IPV legislations [101].

A 2011 US cluster randomized control study assessed a two-hour IPV training program
for clinicians in 24 intervention practices and 24 control practices [91]. After one year, the
intervention practices referred 223 sufferers to advocacy services. The control practices made
only 12 referrals [91]. A 2013 Greek intervention study included 25 GPs (11 in the intervention
group and 14 in the control group) and evaluated an intensive IPV education program. In the
intervention group, the physicians’ IPV knowledge and their perceived preparedness improved

significantly. However, their IPV case detection did not improve [102].
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1.5 The Sri Lankan context of IPV
1.5.1 The prevalence and association of IPV

Sri Lanka is a developing country in the South Asian region with a population of 19.1
million; 51% of that population is female [103, 104]. Sri Lankan women enjoy a relatively better
standard of living compared to the other South Asian women. They have a higher life
expectancy, higher literacy rate, lower birth rate, and higher age at marriage [103-106]. In 2012,
the life expectancy of Sri Lankan women was 75 years, the literacy rate was 91%, and the age at
marriage was 25 years. In the same year, among Indian women, the life expectancy was 63 years,
the literacy rate was 74%, the age at marriage was 22 years [105]. However, patriarchal gender
norms widely exist in Sri Lanka and a considerable number of women experience IPV [107-
118].

Sri Lanka has only a few published IPV studies. The first was a 1982 study which
involved 60 married women who were repeatedly assaulted by their husbands. Of all, 62% were
assaulted by weapons such as sticks, firewood, and kitchen knives [109]. In 1999, a cross-
sectional study included 417 rural married women between 18-49 years of age, and reported a
30% prevalence of physical IPV. IPV was associated with early marriage, low income, and large
families [111].

A 2001 study included 1200 pregnant women between 15 and 49 years old, and reported
a 4.7% prevalence of physical abuse during the current pregnancy. Of them, 20% were abused at
least once a week [112]. A community-based cross-sectional study conducted in the Western
Province in 2006 reported a 34% lifetime prevalence of physical IPV [43]. In a community-
based cross-sectional study conducted in 2007 in the Central Province, wives were more likely to

experience ever and current psychological abuse by husbands if they did not believe that "a good

12



wife always obeys her husband" [42]. In patriarchal Sri Lankan society, the family expects wives
to uphold cultural and family values, and act in a manner that does not bring shame to the family.
Marital conflicts are considered personal matters in Sri Lanka. Possibly, Sri Lankan wives accept
the common cultural norms, in order to reduce IPV [42, 115].

A common belief in Sri Lanka, even among medical students and police officers, is that
IPV is a personal matter that outsiders should not intervene in [115-118]. The laws against IPV
identify the physical and psychological IPV, but not the sexual IPV [115, 118]. IPV support
services such as shelters and legal aid programs are largely inadequate to assist the high number
of IPV sufferers [119-126].

These studies suggest that the prevalence of IPV is high in Sri Lanka. Health workers and
police officers bear a major responsibility in combating IPV in any country. However, a
considerable proportion of health workers and police officers in Sri Lanka believe that IPV is a
personal matter in which outsiders should not intervene. This situation can lead the IPV sufferers
to experience institutional abuse, and make them loose confidence in the legal and medical
systems for their safety. To improve this situation, Sri Lanka needs IPV prevention trainings for
health workers and police officers; research should evaluate the effectiveness of the trainings,

and suggest possible improvements as appropriate.

1.5.2 The interventions for IPV prevention in Sri Lanka

Sri Lanka was one of the first countries in South Asia to ratify the CEDAW in 1981
[124]. Then, in 1993, Sri Lanka subscribed to the UN’s “Declaration on the Elimination of
Violence Against Women (DEVAW)” [118]. With these initiatives, the Sri Lankan Ministry of

Women’s Affairs established the “National Committee on Women” in March 1993, and
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formulated a Women's Charter [119]. In the same year, 50 NGOs working on gender issues
came together and formed a forum (The Sri Lanka Women’s NGO Forum) to function as an
advocacy body on women’s rights [120]. Some of the NGOs also provide free legal counseling
and assistance to the sufferers [121].

Subsequently, in 1995, Sri Lanka subscribed to the Beijing “Platform for Action” to
prevent violence against women [115, 118]. In the same year, the Ministry of Women’s Affairs
established its first three shelters for IPV sufferers and their children. These shelters temporarily
accommodate IPV sufferers till they find a safe place to live, away from the abusive husbands
[36, 119]. By 2015, Sri Lanka had 13 such shelters.

In 1995, Sri Lanka amended the penal code to recognize physical abuse and rape of a
spouse; a rape was an offence only when the spouse was under 16 years old or judicially
separated [122-124]. Subsequently, in 2005, a specific legislation against DV was introduced to
provide protection orders against acts of physical violence, and severe psychological violence by
a spouse. However, the law on marital rape did not change [123].

In 1996, the department of police established women’s desks in 36 main police stations in
Sri Lanka [124]. These desks receive only the complaints on DV and IPV. The desks are headed
by female police officers to address the complaints of DV/IPV in a gender-sensitive manner. By
2015, all police stations in Sri lanka had women desks [124]. However, these desks still lack
trained female police officers.

Although these initiatives improved IPV services in Sri Lanka, they are still not adequate
to serve the large number of IPV sufferers. Furthermore, the professional response for IPV is
inadequate in Sri Lanka [115, 118, 125]. An average of 4,000 cases of domestic violence are

reported to the police every month. However, nearly 80% get settled when police officers
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convince wives to drop the charges [115]. Health professionals provide medical assistance to the
sufferers of IPV, but rarely inquire about the violence [107, 108]. The laws against IPV provide a
12-month protection order against the acts of physical and psychological violence by husbands.
However, the poor monitoring after issuing of the protection order leads wives to be battered

despite the availability of the law [116].

1.5.3 Health sector responses for IPV prevention in Sri Lanka

In 2001, the Sri Lanka Medical Association (SLMA) established a “Women's Health
Committee” [126] which initiated the sensitizing of health policy makers on IPV. In 2005, the
Sri Lankan MOH established a consultant position to address IPV at health settings (a Gender
Focal Point) [127, 128]. This appointment intensified the health sector involvement in IPV
prevention. With this appointment, the MOH introduced one-stop crisis centers (n = 5) at
selected secondary and tertiary care hospitals to provide medical care, psychological counselling,
and legal advice for IPV sufferers; at present, there are 30 such crisis centers [127].

Because the MOH networked with local IPV support services, the crisis centers could
refer IPV sufferers for different services. Some services provided financial assistance to the
sufferers and trained them for self-employment [129]. However, only a minority of IPV sufferers
benefited from the crisis centers. This is because the majority of IPV sufferers do not seek care
from these centers.

Sri Lanka has a well-developed network of community health workers called the public
health midwives (PHMs) who can assist IPV sufferers at the community level. They can provide
emotional support, and empower sufferers to prevent IPV; such an empowerment can improve

the sufferers’ safety and wellbeing [23-25].
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1.5.4 Introducing an IPV training to public health midwives in Sri Lanka

Identifying this community health care network (the PHMSs) as an IPV prevention
resource, in 2009 the MOH trained its PHMs on IPV prevention [128, 130]. The training aimed
to improve the midwives’ skills in identifying and assisting IPV sufferers at the community
level. MOH expected the PHMs to integrate IPV services into their routine community health
Services.

In Sri Lanka, PHMs are the grassroots level maternal and child health workers. They
provide family planning services, antenatal care, postnatal care, child immunizations, and
gynecological services to the community [127, 128]. The Sri Lankan MOH recruits PHMs from
the localities in which they are likely to work; females older than 18 who have a minimum of 10
years of formal education are selected for 18 months of midwife training. PHMs conduct field
visits in order to assure the health and wellbeing of their allocated population (around 800
women in the reproductive age, and their children) [128]. PHMs provide their services free of
charge, irrespective of their careseckers’ economic standards; even the poorest women in the
most rural areas of Sri Lanka receive the services of a PHM [106].

The PHMs’ dedicated service has helped Sri Lanka achieve the best reproductive health
indices in the South Asian region. For example, in 2013, the maternal mortality rate in Sri Lanka
was 29 per 100,000 live births compared to 190, 190, and 170 in India, Nepal, and Bangladesh,
respectively [112]. In 2013, 75% of all Sri Lankan pregnant women were registered with PHMs
before the eighth week of pregnancy. Furthermore, 99% of pregnant women had their blood
group tested before the delivery, and received timely Rubella and Tetanus vaccinations [127].
Because PHMs provide a free and friendly service, women in the community treat PHMs with

respect, and consider them as trusted and dependable friends. Since PHMs visit women in their
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homes, they can observe women in the environment where IPV occurs. As the PHMs are female,
they can build trusting relationships with women in the community. MOH considered all these

positive factors when introducing the IPV prevention training to the PHMs.

1.6 Rationale of the study

In Sri Lanka, one out of every three women experiences IPV, but rarely discloses her
experience of violence till it becomes severe [114-120]. As a result, sufferers of IPV present to
health care institutions with serious IPV-related health consequences such as fractures, severe
depression, unsafe abortions or suicidal attempts. Some succumb to the injuries of IPV [121]. If
these sufferers can be identified at the community level, health workers can provide them with
the necessary assistance during the early stages of violence, and prevent them from developing
serious health problems associated with IPV.

To recognize and assist IPV sufferers, health workers need IPV prevention training [24,
25]. This is because untrained health workers can do more harm than good to IPV sufferers.
They might blame sufferers for their IPV experiences and aggravate the problem. Furthermore,
lack of IPV prevention training might reduce the health workers’ perceived responsibility and
confidence in managing IPV sufferers [95].

IPV prevention training is especially important in a country like Sri Lanka. In Sri Lanka,
many consider IPV as a private family matter that outsiders should not intervene in. A divorce or
a separation, even due to severe IPV, can stigmatize a woman. Furthermore, a considerable
number of Sri Lankan women are economically dependent on their husbands, and might find it
difficult to leave their abusive relationships — Sri Lanka has only a limited number of IPV

prevention services to support them [108, 115, 118]. Because of these reasons, Sri Lankan health
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workers need to be trained to best utilize the available resources and provide culturally-sensitive
IPV services.

Even among the health workers, community health workers have a better opportunity to
identify and assist IPV sufferers than other health workers [82, 83]. In Sri Lanka, the most
common community health workers are the PHMSs. They provide reproductive and child health
care services at the community level [106, 128]. During their home visits, PHMs can observe
women at the places of violence, and assist them appropriately. Moreover, being female, PHMs
are likely to develop trusting relationships with IPV sufferers, which can improve the sufferers’
IPV disclosures.

After considering these factors, the Ministry of Health of Sri Lanka trained its PHMs on
IPV prevention in 2009. The purpose of this training was to improve the PHMs’ ability in
identifying and managing IPV sufferers at the community level. UNFPA provided the financial
assistance [128, 130]. Before introducing the program nationwide, the MOH first piloted a
program with PHMs in one district (Kandy) to assess its efficacy in improving PHMs’ [PV

prevention knowledge and their responsibility and confidence in managing sufferers.

1.7 Research Objective

The objective of this study was to evaluate the efficacy of the PHMs’ pilot IPV
prevention training in improving the PHMs’ IPV knowledge, perceived barriers, responsibility,
and confidence in identifying and managing IPV sufferers in Kandy, Sri Lanka.

The results of this study will be useful for the Sri Lankan MOH in training PHMs on IPV
prevention. Other developing countries might learn lessons from this training and provide IPV

prevention training to their community health workers.
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2. Methods
2.1  Study design

| conducted this pre- and post-intervention survey between August 2009 and September
2010, in the Kandy district (Appendix 1). | conducted the pre-intervention survey just before the

training (intervention), and conducted the post-intervention survey six months after the training.

2.2 Study area

Kandy is the second-largest district in Sri Lanka, with a population of 1.4 million. Of that
population, 12.1% live in urban areas, 82% live in rural areas, and 5.9% live in tea plantation
estate areas [104]. People of three ethnicities live in those three areas. They are Sinhalese (70%),
Muslims (14%), and Tamils (8%). They speak two main languages, Sinhala and Tamil [110].
Although the three ethnicities have minor cultural variations, women’s status, male dominance,
and societal beliefs are similar among the three ethnicities [103, 104].

The female literacy in Kandy varies in urban, rural, and tea plantation estate sectors. In
urban areas, the literacy is 95%, in rural areas it is 91%, and in the estate areas it is 75%. These
figures are similar to the total female literacy rates in Sri Lanka, in the three sectors. Of the total
population in Kandy, 25% of women and 62% of men participate in the labor force. The total
married population is 45% [104]. As living together without being married is uncommon in Sri
Lanka [36, 108], the married population might be the at-risk population for IPV in Kandy,
excluding dating violence.

The basic health care unit in Sri Lanka is called a Medical Officer of Health area: one
community physician (a Medical Officer of Health) is responsible for the primary health care

services in one area. In each area, 15-35 PHMs provide primary health care services to the
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women in the reproductive age (18-49 years old), under the supervision of the Medical Officer of
Health; each PHM serves around 800 women in the reproductive age. For administrative
purposes, the MOH refers to the PHMs working in urban and rural areas as “field PHMs”. The
PHMs working in tea plantation estate areas are called “estate PHMs”. In Kandy, there are 22
Medical Officer of Health areas. During the study period, a total of 495 PHMs (field and estate)
provided primary health care services in those 22 areas [131]. As in any other area, PHMs in
Kandy also provide family planning services, antenatal care, postnatal care, and child
immunizations to the community. They maintain close relationships with the women in their
area; most women consider the PHM as a reliable and a trusted friend [128, 131]. Appendix 2

shows two photos of the community health services provided by PHMs.

2.3 Participants

As shown in Figure 1, | recruited all the PHMs in Kandy district (n = 495) for this study.
Among them, 425 participated in the pre-intervention survey; the other 70 PHMs did not
participate due to personal reasons (e.g., illness). For the post-intervention survey, | recruited the
PHMs who participated in the pre-intervention survey (n = 425). Among them, four PHMs did
not participate due to personal reasons. | also excluded 13 participants whose questionnaires
were incomplete. Final analyses evaluated the data of 408 PHMs who had worked in Kandy for

more than one year.

20



Figure 1. Selection of participants
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2.4 The training program (intervention)

The PHMS’ training program consisted of four days of training. Each day, the training
was held from 9.00 to 16.00. The training was designed by two community physicians and a
gynecologist. They had international training on IPV prevention and experience in providing IPV
prevention services. They prepared a 60-page, A4-size training manual for the trainers
(Appendix 3), in order to help them conduct the training in a timely and comprehensive manner.
As per international guidelines [24, 25], the training manual was prepared in the PHMs’ local
language (Sinhala), matched the PHMs’ professional requirements, and aimed to improve their

practical IPV prevention skills (Appendix 4).
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Subsequently, the MOH trained five community physicians in Kandy on how to conduct
the training with PHMs. The five trainers, two of whom were female, were the most senior and
experienced community physicians in Kandy in 2009; each had masters or doctoral postgraduate
qualifications in public health (MBBS, MSc, +/- MD). They also held prior experience in

training PHMSs at the midwifery schools or in PHMs’ in-service training [131].

The trainers conducted 11 four-day training programs for the PHMs working in 22
Medical Officer of Health areas (Appendix 5). They combined the PHMs of two Medical Officer
of Health areas for each training program. The training was held at the office of one of the two
Medical Officer of Health areas. As shown in Appendix 6, around 35 to 65 PHMs participated in
each four-day training program. The contents of the training were as follows: (1) gender roles;
(2) the types, acts, and health effects of IPV; (3) the domestic violence (DV) prevention law in
Sri Lanka; (4) the available supportive services for IPV sufferers in the country; and (5) how to
identify and assist IPV sufferers [85]. Appendix 7 provides the detailed training program.

Using role-playing and case reports, the trainers discussed how to manage IPV sufferers in
different situations. Appendix 8 shows three of the case reports used in the training. Because
IPV is a culturally sensitive issue in Sri Lanka [108, 118], the trainers requested the PHMs to
respect cultural norms in all their interventions. They were expected to acknowledge Sri Lanka’s
male-centered family structure, and exercise caution when suggesting separation or divorce; this
was because majority of IPV sufferers are economically dependent on the abusers. As mediators,
PHMs were expected to improve the couples’ mutual respect and understanding, in order to
prevent further IPV.

The trainers stressed the importance of adequate privacy when inquiring about IPV and

required the PHMs to keep sufferers’ information confidential. As Sri Lanka has few [PV
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prevention referral resources, the trainers required PHMs to network with local women’s groups
and social services to refer sufferers locally. PHMs could also refer sufferers to the Medical
Officers of Health, who provided psychological care for the sufferers and referred them to legal

services as required.

2.5 Study instrument

| used a self-administered structured questionnaire for data collection (Appendices 9-12).
I prepared the questionnaire using the WHO’s Multi-Country Study questionnaire on Women’s
Health and Domestic Violence against Women [3, 4], and the tools that were previously used for
assessing the health workers’ perceived responsibility [97, 99, 102], barriers [94, 96, 99, 102],
and self-confidence [99, 100, 102] in identifying and managing IPV/DV sufferers. They were
used in settings like Greece, Israel, Canada, and USA. | extracted different items from those

tools and combined them to form a questionnaire that suited the Sri Lankan context.

2.5.1 IPV knowledge

| assessed the PHM’s IPV knowledge using 16 items. They were prepared under three
categories: (1) acts of IPV (6 items), (2) health effects of IPV (4 items), and (3) the IPV
prevention laws in Sri Lanka (6 items). For each item, PHMs could respond with a yes, no, or
don’t know. One mark was given for each correct answer. | calculated the average IPV
knowledge score for each PHM by dividing their total knowledge scores by the number of items

answered. A higher score indicated better IPV knowledge among PHMs.
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2.5.2 Perceived responsibility

| assessed the PHMs’ perceived responsibility in assisting IPV sufferers using five items.
I assessed: (1) PHMSs’ responsibility in asking about IPV whenever an injury is noticed, (2)
responsibility in asking about IPV when serious child injury is noticed, (3) responsibility in
listening to an IPV disclosure, (4) responsibility in telling a sufferer that an abuser’s behavior is
not acceptable, and (5) the responsibility in telling a sufferer that IPV can adversely affect her/his
health. PHMs could indicate their agreement to the statements using a five-point Likert scale that
ranged from 1 (strongly disagree) to 5 (strongly agree). | calculated the average perceived
responsibility score for each PHM by dividing their total responsibility scores by the number of
items answered. A higher score indicated higher perceived responsibility in identifying and

managing IPV.

2.5.3 Perceived barriers

| used seven items to asses PHMs’ perceived barriers in identifying and managing [PV
sufferers. They were: (1) my workload is too heavy, (2) | am afraid to offend a person by asking
about IPV, (3) it is difficult to get a person alone, (4) | do not have adequate training to identify
or help IPV sufferers, (5) there are no IPV prevention services to refer sufferers, (6) I don’t feel I
can help a sufferer, and (7) I am more interested in addressing patients’ medical problems than
their relationships. PHMs could indicate their agreement to the statements using a five-point
Likert scale that ranged from 1 (strongly disagree) to 5 (strongly agree). | calculated the average
barrier scores for each PHM by dividing their total barrier scores by the number of items

answered. A higher score indicated higher perceived barriers for identifying and managing IPV.
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2.5.4 Self-confidence

| examined the PHMs’ self-confidence in identifying and managing IPV sufferers using
eight items. They were: (1) confidence in asking about IPV, (2) confidence in asking about
sexual violence, (3) confidence in knowing what to do when a person discloses IPV, (4)
confidence in knowing what to do if a person breaks down and cries; (5) confidence in assessing
a sufferer’s safety, (6) confidence in knowing what to do if a sufferer does not want to leave an
abuser, (7) confidence in making an IPV referral, and (8) confidence in knowing what to do
when child abuse co-exists with IPV. PHMs could indicate their agreement to the statements
using a three-point Likert scale that ranged from 1 (not confident), 2 (somewhat confident), and 3
(very confident). I calculated the average self-confidence scores for each PHM by dividing their
total self-confidence scores by the number of items answered. A higher score indicated higher

self-confidence in identifying and managing IPV sufferers.

2.5.5 Translation and validation of the study instrument

After developing the questionnaire, | requested two translators to translate the
questionnaire into the two official languages used in Sri Lanka (Sinhala and Tamil). | and
another translator back translated them into English. Based on the back translations, we made the
necessary modifications in the forward-translated questionnaires. For example, the following was
an item in the PHMSs’ perceived responsibility scale: “Telling a person that the violence can
adversely affect his/her health”. In the original scale [97], this item read as “Telling a patient that
a particular relationship is harmful to his/her health”. This conveyed a harsh meaning in the
forward translation; rather than stressing that IPV is harmful to the person, it stressed that the

relationship is harmful to the person. Therefore, | rephrased it to the present form. Further,
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because PHMs provide services to healthy people and not patients, | rephrased the term “patient”
to “person”. These modifications improved the clarity as well as the cultural acceptability of the
items.

To examine the content validity, | invited two Sri Lankan university lecturers trained in
international IPV prevention to evaluate my questionnaire. Those two evaluators were not
involved in designing the PHMs’ IPV prevention training program. They evaluated the
questionnaire for its clarity, appropriateness for the Sri Lankan context, comprehensiveness, and
the ability to assess the efficacy of the training. They assessed whether the level of difficulty was
appropriate to examine the intended variables among PHMs. They also reviewed the translated
versions of the questionnaires for the proper use of terminology and for clarity. I modified the
questionnaires according to the comments.

When designing the questionnaire, | used the following definition of IPV: “violence over
wives or husbands by their current or former husbands or wives, in the form of physical,
psychological, or sexual violence”. The acts of physical violence included hitting, slapping,
burning, etc. [1-9]. The acts of psychological violence included shouting, intimidation,
humiliation, controlling a partner’s behavior, etc. [5-9]. The acts of sexual violence included
forced sex, pornography, unwanted sexual acts, etc. [5-9]. Living together without being married
and pre-marital or extra-marital relationships are not socially acceptable practices in Sri Lanka
[108]. Therefore, I did not include IPV by boyfriends or girlfriends. Moreover, as none of the
PHMs identified a husband experiencing IPV from his wife, | only reported the PHMs’ practices
in identifying and assisting the wives who experienced IPV.

To examine the internal consistency and the reproducibility of the questionnaire, | pre-

tested it with 47 PHMs in a different district in Sri Lanka (Nuwara Eliya). | re-tested it in two
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weeks: | used a two-week re-test interval to minimize the chances of PHMSs’ recall of contents
from the previous assessment [132-134]. The Cronbach’s alpha reliability coefficients were
above 0.8 for responsibility, barriers, and self-confidence scales (Table 1). The test-re-test
Intraclass Correlation Coefficient (ICC) for IPV knowledge, perceived responsibility, barriers,
and self-confidence were 0.94, 0.95, 0.95, and 0.96 respectively. As I calculated the ICC
corresponding to the correlation between the test and retest measurements on the same

population, I used the two-way mixed-effects model of absolute agreement [134, 135].

Table 1. Internal consistencies of the PHM’s perceived responsibility, barriers, and self-

confidence scales at the pretest and the pre-intervention survey

Cronbach’s alpha
Domain Pretest Study (pre-intervention)
(n=47) (n=408)
Perceived responsibility 0.89 0.84
Perceived barriers 0.80 0.85
Self-confidence 0.87 0.87

To examine the construct validity of the PHMs’ perceived barriers, responsibility, and
self-confidence scales, | examined the correlation of the PHMs’ IPV knowledge with their
perceived barriers, responsibility, and self-confidence scores; for this I used Spearman’s rank
correlation coefficient [132, 135]. | hypothesized that the PHMs’ IPV prevention knowledge will
show at least a small positive correlation with their self-confidence and perceived responsibility

in assisting IPV sufferers. | expected the perceived barriers to show at least a small negative
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correlation with the IPV prevention knowledge. | made these assumptions based on the collective
evidence provided by the literature [136-139].

As shown in Table 2, in the pre-test and in the pre-intervention survey, PHMs’ IPV
prevention knowledge showed a strong negative correlation with their perceived barriers score,
and a strong positive correlation with the perceived responsibility score (0.60 — 0.79). The self-
confidence score showed moderate positive correlation with the IPV knowledge score (0.40 —
0.59) [132, 135]. This finding agreed with the hypothesis made in this study; health
professionals’ IPV knowledge positively correlated with their self-confidence and perceived
responsibility to assist IPV sufferers, and negatively correlated with their perceived barriers.

Hence, the three scales used in my study carried adequate construct validity.

Table 2. The correlation between PHMs’ IPV knowledge, perceived responsibility,

barriers, and self-confidence scores in the pre-test and the pre-intervention survey

Item 1PV Perceived Perceived Self-

Knowledge barriers responsibility  confidence

Pretest (n = 47)

IPV Knowledge 1.00 -0.74 0.56 0.55
Perceived barriers -0.74 1.00 -0.67 -0.67
Perceived responsibility 0.56 -0.67 1.00 0.74
Self-confidence 0.55 -0.67 0.74 1.00

Study (pre-intervention) (n = 408)

IPV Knowledge 1.00 -0.66 0.58 0.56
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Perceived barriers -0.66 1.00 -0.64 -0.68
Perceived responsibility 0.58 -0.64 1.00 0.71

Self-confidence 0.56 -0.68 0.71 1.00

2.6 Data collection

| conducted my pre-intervention surveys just before the commencement of each IPV
training program. Post-intervention surveys were conducted six months after each pre-
intervention survey. | used a six-month follow-up period, because the trans-theoretical model of
behavior change suggests that people show changed behavior within six months of a behavior
change intervention [140]. To maximize the PHMs’ participation for the post-intervention
surveys, | conducted the surveys at the PHMs” monthly meetings. PHMs are mandated to
participate in the monthly meetings except for illnesses and emergencies [127]. All PHMs
completed the questionnaire within 40 minutes. I used ID numbers to match the PHMs’ pre- and
post-intervention responses.

Furthermore, 1 observed how the MOH delivered the trainings to the PHMs. The MOH
conducted 11 training programs for the 495 PHMs in Kandy (Appendix 13). | randomly selected
six of those trainings, and observed them throughout. | observed for the following: (1) whether
the trainers adhered to the training manual and delivered the training completely and
comprehensively (2) how the PHMs received the training, and (3) whether adequate facilities

(venue and equipment) were available for training.
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2.7 Data analysis

| used SPSS version 17 statistical software (Chicago, USA) for all of the statistical
analyses. Using descriptive statistics, | first summarized the participants’ socio-demographic and
job characteristics. Using the Wilcoxon signed-rank test, I compared pre- and post-intervention
scores for the PHMs’ IPV knowledge, perceived barriers, responsibility, and self-confidence. |
used the Wilcoxon signed-rank test because all of these variables had non-normal distributions
[135]. To assess the efficacy of the training, | examined the changes in the responses to
individual items as well as changes in the summary scores. | created scores for each domain by
adding the scores for items in the domain and dividing by the number of items answered. Scores
for the IPV knowledge scale ranged from 0 to 1, scores for the perceived barriers and
responsibility scales ranged from 1 to 5, and scores for the self-confidence scale ranged from 1 to
3.

Using these observed scores, | computed the true scores for each variable; I used the
equation “Xi = Rx (X - X) + X” for computing the true scores. In this, “Xi” was the estimated
true score, Rx was the reliability of the scale, X was the observed score, and X was the
population mean [141]. For each variable, | computed the pre- and post-intervention differences
(post-intervention score minus pre-intervention score) of each participant, and showed their
frequency distributions (histograms) and cumulative distribution functions (CDFs).

| calculated the Reliable Change Indices (RCIs) for each variable using the equation
“RCI = (X2 - X1) / SEqit”; in this, X2 was the post-intervention mean, X1 was the pre-intervention
mean and SEgifr was the standard error of the difference [142]. If a PHM improved her score

exceeding the RCI in a variable, I considered it a reliable improvement.
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| computed the minimally important differences (MIDs) for the PHMs’ IPV prevention
knowledge, perceived responsibility, self-confidence, and barrier scores; MID equals one half a
SD of the baseline score. If a PHM improved her score exceeding the MID in a variable, |
considered it an important improvement [143].

To identify whether my results could have been affected by the regression to the mean
(RTM)), first, I prepared scatterplots of the change in PHMs’ IPV prevention knowledge,
perceived barriers, responsibility, and self-confidence, against their baseline (pre-intervention)
measurements [144]. Second, | estimated the percent of regression to the mean (Prm) for each
variable using the equation “Prm = 100 (1-r)”, in which “r”” was the correlation between the pre-
intervention and post-intervention measurements of a variable [145]. I also calculated the
standardized linear regression coefficients for the changes in PHMs’ IPV knowledge, perceived
barriers, responsibility, and self-confidence in managing IPV sufferers against their baseline

scores, age, work duration, and years of formal education [135].

2.8 Ethical considerations

The Research Ethics Committee of the University of Tokyo, Japan, and the Research
Ethics Committee of the University of Peradeniya, Sri Lanka provided ethics approval for this
study (appendices 14-15). | obtained permission to conduct the study in Kandy from the
Provincial Director of Health Services, Central Province. After reading the information sheet
(appendices 16-18), each participant signed an informed consent form (appendices 19-21) prior
to the study.

| did not ask PHM s if they had ever experienced IPV. This is because one in three Sri

Lankan wives experience IPV; | acknowledged that some of the trained PHMs could be sufferers
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of IPV. | explained to the PHMs that they could withdraw their consent for participation at any
time, and asked them to contact the research team if they experienced any psychological distress
during the study. I planned to refer PHMs to the Medical Officer of Health of their areas if they
experienced psychological distress by participating in the study. However, none of the PHMs
withdrew from the study or reported psychological distress during or after the study. | was not
involved in designing or implementing the PHMs’ IPV prevention training and acted as an

independent evaluator of the program.
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3. Results
3.1 Socio-demographic characteristics of the participants

Table 3 shows the socio-demographic characteristics of PHMs, including their job
characteristics. Of all the PHMs included in the study (n = 408), 95.1% were field PHMs, 4.2%
were estate PHMs, and 0.7% were supervising PHMs. Of all, 85.8% were married, 11.8% were
unmarried, and 2.4% were widows; none were divorced or separated at the time of the study. The
median age of the 408 PHMs was 43 years (interquartile range [IQR]: 36.5-51 years). The
majority of the PHMs (74.3%) had 12 or more years of formal education prior to their enrollment
in midwifery schools. PHMs’ median work duration was 17 years (IQR: 10-23 years). The work
duration as field PHMs was more than 10 years, 5-10 years, and less than 5 years for 63%,
18.6%, and 18.4% of participants, respectively. Some PHMSs had worked in hospital settings

before commencing work as field PHMs.

Table 3. Socio-demographic characteristics of the participants (n=408)

Variable N %
Age 20-30 years 65 15.9
31-40 years 88 21.6
>40 years 255 62.5
Marital status Married 350 85.8
Unmarried 48 11.8
Divorced/Separated 0 0.0
Widowed 10 2.4

33



Years of formal education < 10 years (< O/L) 1 0.2

10 years (O/L) 104 25.5
12 years (A/L) 293 71.8
> 12 years (Diploma) 10 2.5
Employment category Field PHMs 388 95.1
Estate PHMs 17 4.2
Supervising PHMs 3 0.7
Work duration <5 years 61 15.0
5-10 years 58 14.2
>10 years 289 70.8
Work duration as field PHMs <5 years 75 18.4
5-10 years 76 18.6
>10 years 257 63.0

O/L: Ordinary level; A/L: Advanced level, PHMs: Public health midwives

3.2 The assessment of the pre- and post-intervention differences in PHMs’ IPV knowledge,
perceived barriers, responsibility, and self-confidence
3.2.1 IPV knowledge

Table 4 shows the PHMSs’ pre- and post-intervention responses for individual 1PV
knowledge items under three domains (the acts of IPV, health effects of IPV, and IPV prevention
laws). After the intervention, a significantly higher number of PHMs correctly answered the
knowledge items on acts and health effects of IPV. Before the training, majority of the PHMs

correctly answered only two out of the six items that examined their knowledge on IPV laws.
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After the training, the majority of PHMs correctly answered only four out of the six IPV

knowledge items.

Table 4. Detailed analysis of PHMs’ pre- and post-intervention IPV prevention knowledge

(n=408)

Variable Pre- Post- p value
intervention  intervention

An act of IPV could be

Pushing a partner Yes* 367(90.0) 407(99.8) <0.01

Keeping a partner from seeing friends  Yes” 346(84.8) 408(100.0) <0.01

Not giving money when needed Yes* 335(82.1) 399(97.8) <0.01

Suspecting a partner for no reason Yes” 339(83.1) 396(97.1) <0.01

Demanding a partner to seek Yes” 291(71.3) 337(82.6) <0.01

permission before doing something

Persuading a partner to have sexual Yes* 344(84.3) 399(97.8) <0.01

intercourse

Health effects of IPV could be

Low self-esteem Yes* 290(71.7) 389(95.3) <0.01

Contusions in the thighs Yes* 252(61.8) 361(88.5) <0.01

Visiting doctors with multiple somatic ~ Yes” 231(56.6) 364(89.2) <0.01

complaints

Urinary tract infections Yest# 89(21.8) 276(67.6) <0.01
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IPV laws

In Sri Lanka, a person can act in courts
against partner’s emotional violence
A person can act against marital rape
A woman should always report to the
police before filing an IPV case

In police stations, there is a specific
place to receive IPV complaints

For IPV, Magistrate court can issue a
protection order within two weeks

In Sri Lanka, there are supportive

services for IPV sufferers

Yes?

Yes?

Yes?

Yes?

192(47.1)

72(17.6)

40(9.8)

291(71.3)

58(14.2)

330(80.9)

352(86.3)

172(42.2)

214(52.5)

382(93.6)

182(44.6)

404(99.0)

<0.01

<0.01

<0.01

<0.01

<0.01

<0.01

# Correct answer choice

Table 5 shows a comparison of the PHMs’ pre- and post-intervention median total IPV

knowledge scores and the median total scores for the three IPV prevention knowledge domains.

The Wilcoxon Signed Rank Test revealed a statistically significant increase in PHMs’ total [PV

knowledge score after the intervention (p< 0.001). PHMs’ knowledge on acts of IPV, health

effects of IPV, and IPV prevention laws also improved significantly (p< 0.001)
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Table 5. Comparison of PHMs’ pre- and post-intervention total knowledge scores (n=408)

Variable Pre-intervention Post-intervention Z
Median IQR Median IQR
Acts of IPV 0.8 0.7-1.0 1.0 1.0-1.0 11.55"
Health effects of IPV 0.5 0.5-0.8 1.0 0.8-1.0 15.09"
Laws against IPV 0.5 0.3-0.5 0.7 0.7-0.8 11.40"
Total IPV knowledge 0.6 0.4-0.8 0.9 0.8-0.9 17.36"
*p<0.001

Figure 2 shows the pre- and post-intervention differences (post-intervention score minus

pre-intervention score) in PHMs' IPV knowledge in a histogram; the distribution seemed to be

symmetrical.
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Figure 2. The distribution of the difference in PHMSs' pre- and post-intervention total 1PV

knowledge scores (n=408)
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Figure 3 shows the individual differences (post-intervention scores minus pre-

intervention scores) in PHMs' IPV knowledge, in relation to the RCI. Of all, 42.4% of the PHMs

(n =173) showed a reliable imprrovement in their IP\VV knowledge score after the intervention,

above the RCI.
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Figure 3. The individual differences of PHMs' pre- and post-intervention total IPV

knowledge scores, in relation to the reliable change index (n=408)
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Figure 4 shows the CDF of the difference in PHMs' pre- and post-intervention IPV
prevention knowledge. The cumulative probability shows that after the training, 42.4% of the
PHMs improved their IPV prevention knowledge score by 0.25 points or more (above the RCI).
Of all, 399 PHMs (97.8%) showed an important improvement in their scores, exceeding 0.06

points (MID).
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Figure 4. The Cumulative Distribution Function of the difference in PHMSs' pre- and post-

intervention total IPV knowledge scores (n=408)
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Figure 5 shows a scatterplot of change in PHMs’ pre- and post-intervention IPV
knowledge scores, against their pre-intervention (baseline) IPV knowledge scores. PHMs who
had low baseline scores showed a higher improvement in their IPV knowledge score, while the
PHMs who had high baseline scores showed a lesser improvement. With a correlation of 0.25 in
PHMSs’ pre- and post-intervention IPV knowledge scores, the improvement in PHMs’ IPV

prevention knowledge showed a 75% RTM.
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Figure 5. A scatterplot of change in PHMs’ pre- and post-intervention total IPV knowledge

scores, against their pre-intervention (baseline) IPV knowledge scores (n=408)
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Table 6 shows the adjusted standardized linear regression coefficients for the
improvements in PHMs’ IPV knowledge, based on their pre-intervention IPV knowledge score,
age, education, and work duration. PHMs’ pre-intervention IPV knowledge score showed a
significant negative association with the improvements in PHMs’ IPV knowledge. Age,

education, and the work duration did not show such an association.
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Table 6. Adjusted regression coefficients for the improvements in PHMs’ total IPV

prevention knowledge (n=408)

Variable Unstandardized  Standardized 95% ClI p value
coefficients coefficients
B SE
Pre-intervention knowledge score -0.75 0.04 -0.71 -0.82--0.68 <0.001
Age (10 years) 0.00 0.01 0.01 -0.02-0.02 0.95
Education (10 years) -0.04  0.05 -0.03 -0.14-0.07 0.50
Work duration (10 years) 0.00 0.01 0.02 -0.02-0.03 0.85

3.2.2 Perceived barriers

Table 7 shows a comparison of PHMs’ pre- and post-intervention perceived barrier
scores. After the intervention, the median total perceived barrier score decreased significantly
from 2.4t0 1.1 (p < 0.001) [145, 146]. The itemized barrier scores also decreased significantly

from the baseline.

Table 7. Comparison of PHMs’ pre- and post-intervention perceived barrier scores

(n=408)
Variable Pre-intervention Post-intervention  Z-score p value
Median IQR Median IQR
| do not have enough time 2.0 1.0-2.0 1.0 1.0-1.0 14.76  <0.001

to ask about IPV
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| am afraid | will offend a
sufferer by asking on IPV
It is difficult to get a person
alone to ask about violence
| do not have any training
to help IPV sufferers
There are no support
services to refer sufferers

I don’t feel I can help an
IPV sufferer

| am more interested in my
patients’ medical problems

Total barrier score

2.0

5.0

2.0

2.0

2.0

2.4

2.0-3.0

2.0-3.0

3.0-5.0

2.0-3.0

2.0-3.0

2.0-3.8

2.1-31

2.0

1.0

1.0

1.0

1.0

1.0

11

1.0-2.0

1.0-2.0

1.0-1.0

1.0-1.0

1.0-1.0

1.0-1.0

1.1-1.3

10.14

14.75

17.80

14.76

15.29

15.37

17.52

<0.01

<0.001

<0.001

<0.001

<0.001

<0.01

<0.001

1 = strongly disagree, 5 = strongly agree

Figure 6 shows the difference in PHMSs' pre- and post-intervention perceived barrier

scores in a histogram; the distribution seemed to be skewed to the left.

43



Figure 6. The distribution of the difference in PHMs' pre- and post-intervention total

perceived barrier scores (n=408)
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Figure 7 shows the individual differences (post-intervention score minus pre-intervention
score) in the PHMs' pre- and post-intervention perceived barrier scores, in relation to the RCI. Of

all, 80.1% of the PHMs (n = 327) showed a reliable change in their perceived barrier scores after

the intervention, above the RCI.
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Figure 7. The individual differences of PHMSs' pre- and post-intervention total perceived

barrier scores, in relation to the reliable change index (n=408)
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Figure 8 shows the CDF of the difference in PHMSs' pre- and post-intervention perceived
barrier scores. The cumulative probability shows that after the training, 80.1% of the PHMs
improved their perceived barrier score by -0.76 points or more (above the RCI). Of all, 394

PHMs (96.6%) showed an important improvement in their scores, exceeding -0.36 points (MID).
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Figure 8. The Cumulative Distribution Function of the difference in PHMSs' pre- and post-

intervention total perceived barrier scores (n=408)
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Figure 9 shows a scatterplot of change in PHMs’ pre- and post-intervention perceived
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barrier scores, against their pre-intervention (baseline) perceived barrier scores. PHMs who had

low baseline scores showed a lesser improvement in their perceived barrier score, while the

PHMs who had high baseline scores showed a higher improvement. With a correlation of 0.36 in

PHMSs’ pre- and post-intervention perceived barrier scores, the improvement in PHMs” perceived

barriers showed a 64% RTM.
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Figure 9. A scatterplot of change in PHMs’ pre- and post-intervention total perceived

barrier scores, against their pre-intervention (baseline) perceived barrier scores (n=408)
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Table 8 shows the adjusted standardized linear regression coefficients for the
improvements in PHMSs’ perceived barriers, based on their pre-intervention perceived barriers

score, age, education, and work duration. PHMs’ pre-intervention perceived barrier score

showed a significant negative association with PHMSs’ barrier reduction. Age, level of education,

or the work duration did not show such an association.
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Table 8. Adjusted regression coefficients for the improvements in PHMs’ perceived

barriers in managing IPV sufferers (n=408)

Variable Unstandardized  Standardized 95% ClI p value
coefficients coefficients
B SE
Pre-intervention barrier score 0.74 0.03 -0.80 -0.79--0.68 <0.001
Age (10 years) 0.02  0.05 -0.04 -0.79--0.68 0.67
Education (10 years) 0.00 0.02 -0.00 -0.04-0.04 0.99
Work duration (10 years) 0.00 0.00 -0.03  -0.01-0.00 0.54

3.2.3 Perceived responsibility

Table 9 shows a comparison of the PHMs’ pre- and post-intervention perceived
responsibility scores. After the intervention, PHMs’ median total perceived responsibility scores
increased significantly from 3.2 to 4.6 (p < 0.001). All of the items of the perceived

responsibility scale also showed significant increases in their scores from the baseline.

Table 9. Comparison of PHMs’ pre- and post-intervention perceived responsibility scores

(n=408)

Variable Pre-intervention Post-intervention Z-score p value

Median IQR Median IQR

The responsibility of a public health midwife includes

Asking about IPV any time 3.0 3.0-4.0 5.0 4.0-5.0 16.62 <0.001
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an injury is noticed

Asking about IPV when
notice serious child injury
Listening to an IPV sufferer
when abuse is disclosed
Telling a sufferer that IPV
is not acceptable

Telling a sufferer that IPV
adversely affects her health

Total responsibility score

3.0

3.0

3.0

3.0

3.2

3.0-4.0

3.0-4.0

3.0-4.0

3.0-4.0

2.8-3.9

4.0

5.0

4.0

5.0

4.6

4.0-5.0

5.0-5.0

4.0-5.0

4.0-5.0

4.2-4.8

15.39

15.10

15.64

16.40

17.53

<0.001

<0.001

<0.001

<0.001

<0.001

1 = strongly disagree, 5 = strongly agree

Figure 10 shows the pre- and post-intervention difference (post-intervention score minus

pre-intervention score) in PHMS' perceived responsibility scores in a histogram; the distribution

seemed to be skewed to the right.
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Figure 10. The distribution of the difference in PHMs' pre- and post-intervention total

perceived responsibility scores (n=408)

Histogram

G0

507

40+

Frequency

207

104

\\\H\L

00

I 1
a0 1.00 1.50 2.00 250 3.00

Difference.perceived.responsibility

Mean=1.17
Stel. Dev. = 573
M =408

Figure 11 shows the individual differences in PHMs' pre- and post-intervention perceived

responsibility scores, in relation to the RCI. Of all, 64.5% of the PHMSs (n = 263) showed a

reliable change in their perceived responsibility score, after the intervention, above 0.82 (RCI).

50



Figure 11. The individual differences of PHMSs' pre- and post-intervention total perceived

responsibility scores, in relation to the reliable change index (n=408)
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Figure 12 shows the CDF of the difference in PHMSs' pre- and post-intervention perceived
responsibility scores. The cumulative probability shows that after the training, 64.5% of the
PHMs improved their perceived responsibility score by 0.82 points or more (above the RCI). Of
all, 384 PHMs (94.1%) showed an important improvement in their scores, exceeding 0.33 points

(MID).
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Figure 12. The Cumulative Distribution Function of the difference in PHMs' pre- and post-

intervention total perceived responsibility scores (n=408)
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Figure 13 shows a scatterplot of the change in PHMs’ pre- and post-intervention
perceived responsibility scores against their pre-intervention (baseline) perceived responsibility
scores. The PHMs who had low baseline scores showed a higher improvement in their perceived
responsibility score, while the PHMs who had high baseline scores showed a lesser
improvement. With a correlation of 0.54 between PHMSs’ pre- and post-intervention perceived

responsibility scores, the improvement in PHMs’ perceived responsibility showed a 46% RTM.
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Figure 13. A scatterplot of change in PHMs’ pre- and post-intervention total perceived

responsibility scores, against their pre-intervention responsibility scores (n=408)

© 28 [ ] [ e ]
5= e 0o o
7 e e 0o o
g 2 e o 0 00
= N EREX
§]5 e o0 0 0 00 o
=X " EEEEEXE
= T EEEEEEREE
o e o 0 0 0 0 0 0 0 0
= o 0o 0 o e 0 8 @
= ° o0 EEEEE
O 05
e 0o o e 0 o
[ ] [ ] [ ] ® & & o
0 @ o O | B R ]
0 0.5 1 1.5 2 2.5 3 3.5 4 45
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Table 10 shows the adjusted standardized linear regression coefficients for the
improvements in PHMs’ perceived responsibility scores, based on their pre-intervention
responsibility score, age, education, and work duration. PHMs’ pre-intervention perceived
responsibility score showed a significant negative association with the improvements in their
perceived responsibility score. Age, level of education, or the work duration did not show such

an association.



Table 10. Adjusted regression coefficients for the improvements in PHMSs’ perceived

responsibility in managing IPV sufferers (n=408)

Variable Unstandardized  Standardized 95% ClI p value
coefficients coefficients
B SE
Pre-intervention responsibility score -0.64 0.03 -0.74 -0.70--0.58 <0.001
Age (10 years) -0.04 0.05 -0.64  -0.14-0.06 0.43
Education (10 years) -0.23 0.25 -0.04 -0.71-0.25 0.89
Work duration (10 years) 0.36 0.06 0.05 -0.08-0.15 0.53

3.2.4 Self-confidence

Table 11 shows the comparison of PHMs’ pre- and post-intervention self-confidence
scores. After the intervention, the PHMs’ median total self-confidence score increased
significantly from 1.8 to 2.8 (p < 0.001). The scores of all the items on the self-confidence scale

also showed significant increases from the baseline.

Table 11. Comparison of PHMs’ pre- and post-intervention self-confidence scores

(n=408)

Variable Pre-intervention Post-intervention Z-score p value

Median IQR Median IQR

The current level of self-confidence
In asking a sufferer whether 2.0 1.0-2.0 3.0 3.0-3.0 17.49 <0.001

she has experienced IPV
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In taking a history about
sexual violence

In knowing what to do if a
sufferer discloses IPV

In knowing what to do if a
sufferer breaks down/cries
In assessing the safety of an
IPV sufferer

In knowing what to do if a
sufferer does not want to
leave the abuser

About making a referral of
an IPV sufferer

Knowing what to do when
child abuse is co-existing

Total self-confidence score

1.0

2.0

2.0

2.0

2.0

2.0

1.8

1.0-2.0

1.0-2.0

1.0-2.0

1.0-2.0

2.0-2.0

2.0-3.0

1.0-2.0

14-2.1

2.0

3.0

3.0

3.0

3.0

3.0

3.0

2.0-3.0

2.0-3.0

3.0-3.0

2.0-3.0

3.0-3.0

3.0-3.0

2.0-3.0

2.6-2.9

16.87

16.66

16.96

19.84

16.01

14.73

15.33

17.53

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

1 = not confident, 2 = somewhat confident, 3 = confident

Figure 14 shows the differences (post-intervention score minus pre-intervention score) in

the PHMSs' pre- and post-intervention self-confidence scores in a histogram; the distribution

seemed to be symmetrical.
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Figure 14. The distribution of the difference in PHMs' pre- and post-intervention total self-

confidence scores (n=408)
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Figure 15 shows the individual differences of PHMSs' pre- and post-intervention self-
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confidence scores, in relation to the RCI. Of all, 93.6% of the PHMs (n = 382) showed a reliable

change in their self-confidence score after the intervention (above the RCI).
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Figure 15. The individual differences of PHMSs' pre- and post-intervention total self-

confidence scores, in relation to the reliable change index (n=408)
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Figure 16 shows the CDF of the difference in PHMSs' pre- and post-intervention self-

RCI1=0.45

confidence scores. The cumulative probability shows that after the training, 93.6% of the PHMs

improved their self-confidence score by 0.45 points or more (above the RCI). Of all, 402 PHMs

(98.3%) showed an important improvement in their scores, exceeding 0.21 points (MID).
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Figure 16. The Cumulative Distribution Function of the difference in PHMs' pre- and post-

intervention total self-confidence scores (n=408)
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Figure 17 shows a scatterplot of the change in PHMs’ pre- and post-intervention self-
confidence scores against their pre-intervention (baseline) self-confidence scores. The PHMs
with low baseline scores as well as the PHMs with high baseline scores showed a similar pattern
of improvement in their self-confidence score after the training. With a correlation of 0.57
between PHMs’ pre- and post-intervention self-confidence scores, the improvements in PHMs’

self-confidence showed 43% RTM.
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Figure 17. A scatterplot of change in PHMSs’ pre- and post-intervention total self-

confidence scores, against their pre-intervention self-confidence scores (n=408)
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Table 12 shows the adjusted standardized linear regression coefficients for the

improvements in PHMSs’ self-confidence scores, based on their pre-intervention self-confidence

score, age, education, and work duration. PHMs’ pre-intervention self-confidence score showed

a significant negative association with the improvements in their self-confidence after the

training. Age, level of education or the work duration did not show such an association.

59



Table 12. Adjusted regression coefficients for the improvements in PHMs’ pre- and post-

intervention self-confidence in managing IPV sufferers (n=408)

Variable Unstandardized Standardized 95% ClI p value

coefficients coefficients

B SE
Pre-intervention self-confidence score -0.62 0.03 -0.72 -0.68--0.56 <0.001
Age (10 years) 0.01 0.03 0.01 -0.06-0.07 0.89
Education (years) -0.08 0.04 0.01 -0.06-0.08 0.22
Work duration (years) 0.01 0.04 0.01 -0.07-0.08 0.87

3.3 Observations of the PHMs’ IPV prevention training program

In total, the MOH held 11 training programs in Kandy. | observed six randomly selected
programs throughout. All six training programs were conducted in a similar manner. Training
sites were the usual in-service training sites for PHMs, which had the space and equipment to
conduct the training. All training programs were delivered by experienced community physicians
(n=5).

Of all the 495 PHM s in Kandy, 86% (n = 425) received the training. The other 70 PHMs
did not attend the training because of personal reasons such as illness [personal communication,
Supervising Public Health Nursing Sister (SPHNS) — Central Province, Ministry of Health of Sri
Lanka, October, 2010]. PHMs actively participated in the discussions, and provided positive

feedback such as “the training is interesting”, “training is very relevant to my work”, and “we

must thank you for providing this important training”.
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The positive observations of the training were: (1) the MOH provided institutional
support for the training, (2) trainers conducted the training completely and comprehensively, in
adhereance to the training manual (3) trainers used participatory learning techniques to improve
PHMs’ practical IPV prevention skills (annex. 6), and (4) PHMs were given adequate time to ask
questions on IPV management and get feedback. International IPV prevention training guidelines
[22-25, 82, 83] recognize these as strengths of IPV trainings.

Following were the negative observations of the training: (1) all trainers were community
physicians and the MOH did not include trainers from other disciplines, such as lawyers, police
officers, etc., (2) the PHMs were not provided guidelines, protocols or IPV communication
materials which could be used for later reference, and (2) the training did not improve the PHMs’
IPV recordkeeping skills and did not provide an IPV recordkeeping format. International IPV

prevention training guidelines [22-25, 82,83] suggest these as limitations of IPV trainings.
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4. Discussion
The Sri Lankan IPV prevention training for public health midwives was associated with

significant improvements in the midvives’ total scores in perceived responsibility, barrier
reduction, and self-confidence in managing IPV sufferers (p<0.001). At the individual level,
64.5% of the PHMSs showed reliable improvement in their perceived responsibility, 80.1%
showed reliable improvement in barrier reduction, and 93.6% showed improved self-confidence
scores above the RCI. Although the PHMs’ total IPV knowledge improved significantly from the
baseline (p<0.001), at the individual level, only 42.4% of the PHMs showed reliable
improvements in their IPV knowledge after the training.

These findings are similar to the findings of the previous IPV/DV prevention trainings.
None of the previous training programs showed improvements across all domains (the health
workers’ IPV knowledge, responsibility, self-confidence, barriers, etc.). For example, a 2005 US
Continuing Medical Education program improved health workers’ (n = 284) knowledge,
attitudes, empathy, and self-reported assessment behaviors about DV, but did not improve their
perceived responsibility to counsel DV sufferers [99]. Another US online IPV prevention
training program for community practice physicians in 2006 significantly improved their IPV-
related attitudes, beliefs, and self-reported practices, although their IPV knowledge increased
only marginally (p = 0.06) [100]. In 2010, a two-day intensive IPV prevention training program
for Greek general practitioners improved the participants’ perceived preparedness and
knowledge about IPV, but did not improve their skills in identifying IPV sufferers [102]. Sri
Lanka’s IPV prevention training was associated with improvements in PHMs’ perceived

responsibility, barrier reduction, and self-confidence in identifying and managing IPV sufferers,
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but not in their IPV prevention knowledge. Appendix 22 presents a comparison between the
PHMs’ IPV prevention training and five other similar [IPV/DV trainings.

Four factors may have contributed to the improvements in PHMs’ perceived
responsibility, barrier reduction, and self-confidence in managing IPV suffers. The first factor
could be the length of the training (four days), and the time allocated to role-playing and case
reports. Previous IPV training programs were conducted for less than two days. Only a few
programs used role-playing or case reports to improve participants’ practical skills. According to
a study conducted with a group of medical students at the University of California, the
opportunity to practice skills and receive feedback can significantly improve the outcome of DV
training programs [99].

Second, the program’s culturally sensitive approach might have positively affected its
outcome. The PHMs were advised to respect cultural values, encourage harmony
betweencouples, and act cautiously if suggesting separation from a violent partner. As many Sri
Lankan wives are economically dependent on their husbands [115, 118], PHMs’ interventions to
assist [PV sufferers could not compromise the sufferer and/or their children’s safety or
wellbeing; culturally sensitive approaches are more effective than other approaches to address
IPV [82, 83].

Third, as PHMs are community health workers, their experience may have improved the
program’s outcome. As health workers in clinical settings tend to have heavy workloads, they
might have little time to discuss IPV with patients and develop a close relationship with
sufferers. PHMs, on the other hand, work in the field and have more time with sufferers [106,

128], making it easier for them to inquire about IPV.
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Fourth, as the MOH designed and implemented the trainings in adherence to international
IPV training guidelines, this, too, mayhave improved the outcome. The training comprehensively
covered the important thematic areas on IPV. It suited the Sri Lankan context and matched the
PHMSs’ professional requirements; IPV trainings are more effective when they match the
professional requirements of the trainees [22, 83].

Although the training was associated with improvements in PHMs’ perceived
responsibility, barrier reduction, and self-confidence in managing IPV sufferers, the PHMs’ IPV
prevention knowledge did not improve in a similar manner. A future study should explore the
reasons for this, and suggest possible improvements in future trainings.

The training had a few limitations. For example, MOH used only the community
physicians as trainers, and did not include a diverse trainer group. A diverse trainer group that
included lawyers, police officers, and social workers could have brought more experience to the
training, and improved PHMs’ understanding of IPV prevention [22-25, 82, 83]. Furthermore,
the training did not provide guidelines, protocols, and IPV communication materials to the
PHMs; this can negatively affect IPV identification and management of IPV sufferers [24, 25,
82]. Lastly, the training did not improve the PHMs’ IPV recordkeeping skills, and did not
provide them with an IPV recordkeeping format. Although further evaluations are necessary,
these limitations could have contributed to the inadequate improvements in the PHMs’ IPV
knowledge. The MOH may address these limitations and improve the training to better train
PHMs on IPV prevention.

Sri Lanka is one of the few developing countries to train its community health workers on
IPV prevention. The training provides an example to other developing countries, and encourages

them to train their community health workers on IPV. The existence of a well-developed
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community health care network was an advantage for Sri Lanka’s IPV prevention program.
Other developing countries might consider training their most common community health
workers on IPV prevention. This will allow IPV services to reach the maximum number of IPV
sufferers in the community.

It is unlikely that the observed improvements in the PHMs’ perceived responsibility, self-
confidence, and barrier reduction were caused by their receiving of IPV information from other
sources. During the period of this study, no other IPV prevention training programs were
conducted for Kandy PHMs. The newspaper media published few case reports on IPV
(appendicies 23 and 24), but did not attempt to improve community awareness on IPV
prevention. The mass media also did not conduct any IPV prevention campaign during the study
period [personal communication, Assistant Director (Media), Ministry of Parliamentary Reforms
and Mass Media in Sri Lanka, 22 June, 2016].

This study has three limitations. First, in this study, | did not include a control group to
compare with the intervention group. | could have drawn a control group from an adjacent
district (Matale and Nuwara Eliya) [111], however, it could have led to information
contamination and produced inaccurate results. This is because Kandy PHMs could meet the
PHMs in the adjacent districts and share their new IPV prevention knowledge. To prevent
information contamination between the intervention and the control groups, | could have used a
cluster randomized controlled trial, with a larger sample of PHMs [132]. However, the limited
financial resources did not permit me to conduct such a large-scale study.

Second, I did not use a previously validated questionnaire for data collection, and I did
not use another validated self-confidence scale to validate PHMs’ self-confidence in assisting

IPV sufferers. Previous studies in Sri Lanka did not assess any of the variables that were
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assessed in my study, with PHMs or any other health workers. However, to confirm the
questionnaire’s reliability and validity in the Sri Lankan context, I adopted items from previously
validated tools in other settings like Israel, Turkey, Canada, and USA [94, 99-103], carefully
translated them, and pre-tested with Sri Lankan PHMSs prior to the study.

Third, out of all 495 PHMs in Kandy, only 408 (82.4%) participated in this study. This
was because I included only the PHMs who received the complete training (over four days) and
excluded the PHMs who completed the training partially. The non-participation of 87 PHMs
(17.6%) could have led to a truncated selection in this study, and caused the RTM observed in
the outcome variables. Because RTM can make natural variation in repeated data look like real
change [144], my results need to be interpreted cautiously. A future randomized controlled trial
will overcome the participant selection bias, and provide better conclusions on the PHMs’ IPV
prevention training.

This study has several strengths as well. First, most previous studies on this topic used
small sample sizes [97, 100, 102]. In this study, I included all the PHMs in Kandy district to
increase the sample size. Second, in this study, dropout rate was minimal. Previous studies had
high dropout rates [98, 101]. | avoided postal surveys and used PHMs’ monthly meetings to
conduct the post-intervention surveys, which minimized the dropout rate. Third, this study
evaluated a well-structured [24, 25, 82, 83] and a properly conducted IPV training program. This

improved the quality of data reported in this study.
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5. Conclusion
In conclusion, the Sri Lankan midwives’ pilot intimate partner violence training was

associated with improvements in the midwives’ perceived responsibility, barrier reduction, and
self-confidence in managing partner violence sufferers, among some of the midwives. Midwives
partner violence prevention knowledge did not improve in a similar manner. Comprehensive
training and participatory learning techniques could have contributed to the observed
improvements in the midwives’ perceived responsibility, barrier reduction, and self-confidence.
Not providing sufferer management protocols to PHMSs and not including a diverse trainer group
may have contributed to the inadequate improvements in midwives’ violence prevention
knowledge. The Ministry of Health should address these limitations and bring improvements in
IPV prevention training. Independent evaluators may assess the improved training for its
efficacy. Future research should also assess the long-term efficacy of partner violence prevention
training in improving midwives’ partner violence prevention skills. After addressing its
limitations, the Ministry of Health may use the training and continue to train its midwives on

partner violence prevention.
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Appendix 1. Map of Sri Lanka indicating the Kandy district within Central
province
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Appendix 2. Photos indicating PHMs’ field work

(Source: Ministry of Health, Sri Lanka web site)
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Appendix 3. The cover page of the PHMs’ training manual
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Public health midwives’ training manual for IPV prevention

o) ecndn rmbicoesc
sxpin pociedn m scimin ENOMLRG

83



Appendix 4. A figure that trainers used to teach PHMs on how they should
address IPV

What we do as health providers might sometimes increase IPV. We have to make sure that we will reduce

violence and not increase it. Following are few instances that we should avaoid

sosils edbnRa aps oandd Soome Ol S080 g0 emcrandcdDd afad gbddn
Bl oo De o, Sconcd) sabn ooacdnes Sceome oot BcENG080
B8 Hip gHE 5080 and OuorEDed oo aofd) HEdENID Eo.

gEOTCICED ©F EpfEB saom ecnds eclfoiEs oo B exh

sndeBndBiob ade

Justifying IPV and telling a EeE ohd B gEbed

victim that her/his behavior ————oeoflon SR efio Relfioo Br Not trusting a victim or not believing in

is leading to violence Not respecting her/his her/him when she/he disclose violence
privacy and discussing IPV

infront of others

Not assessing a victim’s Blaming a victim for IPV

safety and not taking steps to
make sure the victim will be
safe in the future

Not respecting sufferer’s
autonomy and forcing

51

her/him to complain to the
police or take legal actions

84



Appendix 5. Photos of PHM training
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Appendix 6. PHMs’ attendance in the training programs

Number of PHMs who

attended the training

No Training centers”
Day 1¥ Day2 Day3 Day4
1 Kandy (Kandy & Manikhinna) 57 59 65 65
2 Bambaradeniya (Bambaradeniya & Yatinuwara) 50 52 54 54
3 Harispaththuwa (Harispaththuwa & Doluwa) 41 47 47 47
4 Galagedara (Galagedara & Gangaihala) 32 37 39 39
5 Gampola (Gampola & Pasbage) 45 54 55 55
6 Udunuwara (Udunuwara & Gangawatakoralaya) 32 35 37 37
7 Ududumbara (Ududumbara & Akurana) 30 33 33 33
8 Panwila (Panwila & Hasalaka) 29 35 37 37
9 Pathadumbara (Pathadumbara & Menikhinna) 42 48 49 49
10  Galaha (Galaha & Hatharaliyadda) 30 31 33 33
11  Kundasale (Kundasale & Madadumbara) 37 43 46 46

“The office of the Medical Officer of Health
Participated in the pre-intervention survey
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Appendix 7. Agenda of the PHMs’ training

Time Topic Modes of training
Day 1
9.00-10.30  Gender and sex. Group activities,
Group discussions.
10.45-12.45 Gender role attitudes and IPV Power point presentations,
eorecal rameword), 0o dsausions.
1.30-4.00 Men engagement for IPV prevention. Group discussions,
Case reports.
Day 2
9.00 - 10.00  Definitions of GBV/IPV. Power point presentations.
10.15-12.00 Prevalence and associations of Power point presentations,
IPVIGBV. Small/large group discussions.
1.00-3.00 Reproductive health effects of IPV. Power point presentations,
Case discussions.
3.00 - 4.00 Other health effects of IPV. Power point presentations,
Case discussions.
Day 3
9.00-12.00 Legal and other support services for the  Power point presentations.
sufferers of IPV.
1.00 - 4.00 Identifying and managing IPV sufferers. Role playing and case discussions,
Group activities.
Day 4
9.00 -12.00 Identifying and managing IPV sufferers. Role playing and case discussions,
Group activities.
1.00 - 3.00 PHMs’ role in IPV prevention at the Power point presentations,
community level. Group discussions.
3.00 -4.00 Review and closure. Group discussions.
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Appendix 8. Some case reports used in the PHMs’ training

Case report 1

Mala was the second child of a family with five children. Their mother was a housewife, and
their father was a government officer. Their age difference was 22 years. Mala’s father used to

beat her mother daily.

When Mala was 22 years, she got married to a man in the neighboring village, who was 10 years
older than her. She gave birth to three children year after year of the marriage, and her life was

full of conflicts, disagreements, and arguments with her husband.

Case report 2

Padma is a 45-year-old teacher and a mother of two children. Her children are independent and
doing jobs. Padma likes to engage in religious activities and does not like to engage in sexual
activities with her husband Ranjith. Ranjith drinks alcohol daily and forces Padma to sex

frequently. When Padma refuses sex, he beats her up, and once broke her hand as well.

Case report 3

Malani (24 years) missed her antenatal clinic visit at 32 weeks of pregnancy. When the midwife
visited the house, she said she fell near the bathroom and injured her forehead and was unable to

come to the clinic.
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Appendix 9. Pre-intervention questionnaire (English)

Serial number: Name of the MOH area:

PHM area number:

Questionnaire

Thank you for your participation. Please read the information sheet before answering and sign on
the consent form.

Please circle the appropriate answer. When necessary, you can circle more than one answer.

Please read the question carefully before answering.

General information:

1. Please indicate your Age. Years

2. Marital Status

a. Married

b. Unmarried

c. Divorced/separated
d. Widowed

3. Please indicate the level of your education.
a. Lessthan GCE O/L
b. GCE O/L
c. GCEA/L
d. Diploma/ Degree

4. Indicate the type of your employment
a. Supervising public health midwife
b. Field public health midwife
c. Estate public health midwife (trained)
d. Estate public health midwife (untrained)

5. How long have you been working as a health worker? years.
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6.

How long have you been working as a field health worker |:| years.

Intimate partner violence is as old as mankind and different people have different ideas about it.
However, violence by intimate partner has become a topic of discussion in the country in recent
past.

7.

10.

11.

12.

13.

During the past three months, have you identified at least one person in your working area that
experience violence by partner?

a. Yes.

b. No

During the past three months, have you newly identified at least one person in your working
area that experience violence by partner?

a. Yes.

b. No

If you newly identified more than one victim that experience violence by partner, please
indicate how many you identified: ............................

How did you know that/those person/people experience violence by partner? (more than one
response allowed)

The person herself/himself told me

A relative/ neighbor told me

A social worker/ volunteer health worker told me

| suspected the violence due to sufferer’s behavior/injuries

Other (please specify)

®o0 oW

After you knew that particular person experience violence by partner, did you talk about their
experience of violence with them? (If the answer is no, please go to question 13)

a. Yes

b. No

After you discussed about the abuse with a sufferer, did you suggest any solution for the
problem (more than one response allowed)

| advised the sufferer to be patient and tolerant with the abuser

| advised sufferer to discuss it with family members or friends and seek help

| advised sufferer to complaint to the police

| helped sufferer to complaint to the police

| refered the sufferers to the Medical Officer of Health or an IPV service.

| suggested sufferers to discuss the problem with the abuser, when he is calm

| helped to discuss the problem with the abuser

Other (please specify)

S@ e oo o

If you did not talk about a sufferer’s experience of violence with her/him, why?
a. |believed it’s a personal matter

b. Ithought it might humiliate the sufferer

c. |thought the sufferer will get angry

d. The sufferer didn’t like to talk
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e. Other (please specify)
14. Have you ever followed up to see what happens to those sufferers that you discussed the

violence?

a. Yes, all of those who | discussed violence

b. Yes, some of those who I discussed violence

c. No
15. If you did not follow up IPV sufferers, what was the reason

a. Ididn’t have the time to pay another visit with all my work

b. The sufferer didn’t like follow up

c. Other (please specify)

16. During the past three months, have you ever identified men who experience violence from
their wives? (If the answer is no, please go to question 18)
a. Yes.
b. No

17. If so, how many men did you identify? ..................

There can be some practical difficulties for the midwives if they start to involve in detecting
violence by husbands and helping the sufferers.

18. Please mark your level of agreement to the following statements

Strongly | Disagree | Somewhat | Agree
disagree agree

Strongly
agree

a. My work load is too much. Therefore, | do not
have enough time to ask about partner violence

b. 1 am afraid | will offend a person if I ask about
partner violence

c. Itis difficult to get a person alone to ask about
violence because they are always accompanied by
someone

d. I do not have any training to identify or help the
sufferers who experience partner violence

e. Even though I identify violence, there are no
supportive services to help those sufferers
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f. I don’t feel like I can help a person who is in an
abusive relationship

g. I am more interested in dealing with my
patients’ medical problems than their relationships.

19. Do you generally agree or disagree with following statements?

Yes

No

Don’t know

a. Pushing a partner is a form of partner violence

b. Trying to keep a partner from seeing friends is a form of
partner violence

c. Not giving a partner money when needed is a form of
partner violence

d. Suspecting a partner for being unfaithful for no reason is a
form of partner violence

e. Demanding a partner to seek permission always before
doing something is partner violence

f. Persuading a partner to have sexual intercourse when she/he
does not want to is a form of partner violence

g. Low self esteem can be a feature of partner violence

h. Women/men who experience partner violence can have
contusions in their thighs

I. Those who who experience partner violence can visit
health facilities frequently with somatic complaints

J. Those who experience partner violence can get urinary
tract infections
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20. In this community and elsewhere, people have different ideas about family and what is

acceptable behavior for women and men.

Please indicate if you generally agree or disagree with the following statements.

Strongly
agree

Agree

Somewhat
agree

Disagree

Strongly
disagree

a. A wife should always obey her husband, even
in instances that she disagree with him

b. A husband being violent over his wife is a
family matter. Outsiders should not intervene for
that.

c. As a man, husband should always be able to
have the power and control over his wife.

d. A wife should always agree to have sex with
her husband even if she doesn’t feel like it.

e. A wife should seek help from others (family,
friends, health workers) if her husband mistreats
or abuse her.

In Sri Lanka, some people say legislations against violent partners are necessary to prevent
partner violence. However, some argue such legislations are not necessary in a country like Sri

Lanka.

21. According to your opinion, do you think legislations against violent partners are important

in Sri Lanka?
a. Very important
b. Somewhat important
c. Not really important

22. According to your knowledge, is there a specific law in Sri Lanka that permits individuals
to act against their abusive partners in courts?

a. Yes
b. No (if no, please go to Q 24)
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23. If the answer is yes, in what way did you learn about such laws?

a. From media- Television/ Radio/ Newspapers (circle the relevant media)

b. From a friend/relative

c. From a police officer/ legal adviser

d. Other (please specify)

24. Please indicate your opinion about the following statements.

Yes

No

Don’t
know

a. In Sri Lanka a person can act in courts against the acts of
psychological abuse by partner

b. In Sri Lanka a person can act in courts against the acts of sexual
abuse by partner

c. A person should always report to the police and make an entry
in the police book before filing a case against partner violence in
the courts

d. In most police stations, there is a specific place to receive the
complaints against partner violence

e. Against a violent partner, a Magistrate court can issue a
protection order within two weeks

f. In Sri Lanka there are supportive services for the sufferers who
experience partner violence
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25. Please indicate your opinion to the following statements.

The responsibility of a public health midwife includes

Strongly
disagree

Disagree

Somewhat
agree

Agree

Strongly
agree

a. Asking about partner violence any time an
injury is noticed, regardless of the stated cause

b. Asking about partner violence any time a
serious child injury is noticed, regardless of the
stated cause

c. Listening to a person when an abuse is
disclosed

d. Telling a person that partner violence is not
acceptable, and she/he needs to seek help (from
relatives, police, etc).

e. Telling a person that the abuse can adversely
affect her/his health

26. What is your current level of comfort/ discomfort

Uncomfortable

Somewhat
comfortable

Comfortable

a. Inasking a person whether she/he has experienced
partner violence

b. In taking a sexual history and history about sexual
violence

c. In knowing what to do if a person says she/he
experiences partner violence
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d. In knowing what to do if the person breaks down
and cries

e. In assessing the safety of a person experiencing
partner violence

f. In knowing what to do if the person does not want to
leave the abuser

g. About making a referral of a person who experience
partner violence to MOH or a social worker

h. In knowing what to do when the child abuse is co-
existing

27. What is your estimate of the percentage of individuals who experience violence by partners
in Sri Lanka? ......... %

28. Do you think violence by pertners should be considered a health problem in Sri Lanka?
a. Yes
b. No

29. Do you think public health midwives should identify and help the sufferers who experience
violence by partners?
a. Yes
b. No
30. Do you think public health midwives should be given training on how to identify and help
the sufferers who experience violence by partners during their initial one and half year
midwifery training?
a. Yes
b. No

Thank you for your time.
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Appendix 10. Post-intervention Questionnaire (English)

Serial number: Name of the MOH area:

PHM area number:

Questionnaire

Thank you for your participation. Please read the information sheet before answering and sign on
the consent form.

Please circle the appropriate answer. When necessary, you can circle more than one answer.

Please read the question carefully before answering.

General information:

1. Please indicate your Age. Years

2. Marital Status
a. Married
b. Unmarried
c. Divorced/separated
d. Widowed

3. Please indicate the level of your education.
a. Lessthan GCE O/L
b. GCE O/L
c. GCEA/L
d. Diploma/ Degree

4. Indicate the type of your employment
a. Supervising public health midwife
b. Field public health midwife
c. Estate public health midwife (trained)
d. Estate public health midwife (untrained)
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5.

6.

How long have you been working as a health worker? years.

How long have you been working as a field health worker years.

Intimate partner violence is as old as mankind and different people have different ideas about it.
However, violence by intimate partner has become a topic of discussion in the country in recent
past.

7.

10.

11.

12.

During the past three months, have you identified at least one person in your working area that
experience violence by partner?

a. Yes.

b. No

During the past three months, have you newly identified at least one person in your working
area that experience violence by partner?

a. Yes.

b. No

If you newly identified more than one victim that experience violence by partner, please
indicate how many you identified: ............................

How did you know that/those person/people experience violence by partner? (more than one
response allowed)

The person herself/himself told me

A relative/ neighbor told me

A social worker/ volunteer health worker told me

| suspected the violence due to sufferer’s behavior/injuries

Other (please specify)

®o0 o

After you knew that particular person experience violence by partner, did you talk about their
experience of violence with them? (If the answer is no, please go to question 13)

a. Yes

b. No

After you discussed about the abuse with a sufferer, did you suggest any solution for the
problem (more than one response allowed)

a. | advised the sufferer to be patient and tolerant with the abuser

b. I advised sufferer to discuss it with family members or friends and seek help

c. | advised sufferer to complaint to the police

d. I helped sufferer to complaint to the police
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13.

14.

15.

16.

17.

| refered the sufferers to the Medical Officer of Health or an IPV service.
| suggested sufferers to discuss the problem with the abuser, when he is calm
| helped to discuss the problem with the abuser

SQ ~ho

Other (please specify)

If you did not talk about a sufferer’s experience of violence with her/him, why?
| believed it’s a personal matter

| thought it might humiliate the sufferer

| thought the sufferer will get angry

The sufferer didn’t like to talk

®o0 o

Other (please specify)

Have you ever followed up to see what happens to those sufferers that you discussed the
violence?

a. Yes, all of those who | discussed violence

b. Yes, some of those who | discussed violence

c. No

If you did not follow up IPV sufferers, what was the reason
a. Ididn’t have the time to pay another visit with all my work
b. The sufferer didn’t like follow up

c. Other (please specify)

During the past three months, have you ever identified men who experience violence from
their wives? (If the answer is no, please go to question 18)

a. Yes.

b. No

If so, how many men did you identify? ..................

There can be some practical difficulties for the midwives if they start to involve in detecting
violence by husbands and helping the sufferers.

18.

Please mark your level of agreement to the following statements

Strongly | Disagree | Somewhat | Agree
disagree agree

Strongly
agree

a.
have enough time to ask about partner violence

My work load is too much. Therefore, | do not

b.
partner violence

| am afraid | will offend a person if | ask about
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c. Itis difficult to get a person alone to ask about
violence because they are always accompanied by
someone

d. I do not have any training to identify or help the
sufferers who experience partner violence

e. Even though I identify violence, there are no
supportive services to help those sufferers

f. I don’t feel like I can help a person who is in an
abusive relationship

g. I am more interested in dealing with my
patients’ medical problems than their relationships.

19. Do you generally agree or disagree with following statements?

Yes

No

Don’t know

a. Pushing a partner is a form of partner violence

b. Trying to keep a partner from seeing friends is a form of
partner violence

c. Not giving a partner money when needed is a form of
partner violence

d. Suspecting a partner for being unfaithful for no reason is a
form of partner violence

e. Demanding a partner to seek permission always before
doing something is partner violence

f. Persuading a partner to have sexual intercourse when she/he
does not want to is a form of partner violence

g. Low self esteem can be a feature of partner violence

h. Women/men who experience partner violence can have
contusions in their thighs
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i. Those who who experience partner violence can visit

health facilities frequently with somatic complaints

J. Those who experience partner violence can get urinary

tract infections

20. In this community and elsewhere, people have different ideas about family and what is

acceptable behavior for women and men.

Please indicate if you generally agree or disagree with the following statements.

Strongly
agree

Agree

Somewhat
agree

Disagree

Strongly
disagree

a. A wife should always obey her husband, even
in instances that she disagree with him

b. A husband being violent over his wife is a
family matter. Outsiders should not intervene for
that.

c. As a man, husband should always be able to
have the power and control over his wife.

d. A wife should always agree to have sex with
her husband even if she doesn’t feel like it.

e. A wife should seek help from others (family,
friends, health workers) if her husband mistreats
or abuse her.

In Sri Lanka, some people say legislations against violent partners are necessary to prevent
partner violence. However, some argue such legislations are not necessary in a country like Sri

Lanka.

21. According to your opinion, do you think legislations against violent partners are important in

Sri Lanka?
e. Very important
f.  Somewhat important
g. Not really important
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22 According to your knowledge, is there a specific law in Sri Lanka that permits individuals to
act against their abusive partners in courts?
a. Yes
b. No (if no, please go to Q 24)

23. If the answer is yes, in what way did you learn about such laws?
a. From media- Television/ Radio/ Newspapers (circle the relevant media)
b. From a friend/relative
c. From a police officer/ legal adviser
h. Other (please specify)

24. Please indicate your opinion about the following statements.

Yes No Don’t
know

a. In Sri Lanka a person can act in courts against the acts of
psychological abuse by partner

b. In Sri Lanka a person can act in courts against the acts of sexual
abuse by partner

c. A person should always report to the police and make an entry
in the police book before filing a case against partner violence in
the courts

d. In most police stations, there is a specific place to receive the
complaints against partner violence

e. Against a violent partner, a Magistrate court can issue a
protection order within two weeks

f. In Sri Lanka there are supportive services for the sufferers who
experience partner violence

25. Please indicate your opinion to the following statements.

The responsibility of a public health midwife includes
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Strongly
disagree

Disagree

Somewhat
agree

Agree

Strongly
agree

a. Asking about partner violence any time an
injury is noticed, regardless of the stated cause

b. Asking about partner violence any time a
serious child injury is noticed, regardless of the
stated cause

c. Listening to a person when an abuse is
disclosed

d. Telling a person that partner violence is not
acceptable, and she/he needs to seek help (from
relatives, police, etc).

e. Telling a person that the abuse can adversely
affect her/his health

26. What is your current level of comfort/ discomfort

Uncomfortable

Somewhat
comfortable

Comfortable

a. Inasking a person whether she/he has experienced
partner violence

b. In taking a sexual history and history about sexual
violence

c. In knowing what to do if a person says she/he
experiences partner violence

d. In knowing what to do if the person breaks down
and cries

e. In assessing the safety of a person experiencing
partner violence
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f. In knowing what to do if the person does not want
to leave the abuser

g. About making a referral of a person who experience
partner violence to MOH or a social worker

h. In knowing what to do when the child abuse is co-
existing

27. What is your estimate of the percentage of individuals who experience violence by partners
in Sri Lanka? ......... %

28. Do you think violence by pertners should be considered a health problem in Sri Lanka?
a. Yes
b. No

29. Do you think public health midwives should identify and help the sufferers who experience
violence by partners?
a. Yes
b. No
30. Do you think public health midwives should be given training on how to identify and help
the sufferers who experience violence by partners during their initial one and half year
midwifery training?
a. Yes
b. No
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Please answer these questions regarding the training program, which you had on intimate
partner violence

1. When did you get your training? Date.......... Month............. Year...........ooovnn.

2. In your opinion, did the IPV training (received six months ago) improve your IPV services to
sufferers in your work area?
a. Yes
b. No
c. Notsure

3. Do you recommend that this training should be delivered to PHMs in other areas of Sri Lanka?
4. Yes
5. No
6. Not sure

7. Please indicate the areas that you think the training program should be improved, and indicate
what you want to learn more

Thank you for your time.
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Appendix 11. Post-intervention Questionnaire (Sinhala)
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Appendix 12. Post-intervention Questionnaire (Tamil)
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13.
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Appendix 13. The time frames of the pre-intervention and post-intervention

Surveys

No | Dates of the IPV Oberved or not | Pre-intervention Post-intervention
training survey date survey date

1 10 — 13 August 2009 Observed 10 August 2009 17 February 2010

2 24 - 27 August 2009 Not observed | 24 August 2009 24 February 2010

3 7 —10 September 2009 | Not observed | 7 September 2009 | 3 March 2010

4 21 - 24 September 2009 | Observed 21 September 2009 | 17 March 2010

5 5 — 8 October 2009 Observed 5 October 2009 7 April 2010

6 19 — 22 October 2009 Not observed | 19 October 2009 28 April 2010

7 9 — 12 November 2009 | Observed 9 November 2009 | 5 May 2010

8 23 — 26 November 2009 | Not observed | 23 November 2009 | 19 May 2010

9 11 — 14 January 2010 Not observed 11 January 2010 21 July 2010

10 8 — 11 February 2010 Observed 8 February 2010 18 August 2010

11 8 — 11 March 2010 Observed 8 March 2010 8 September 2010
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Appendix 14. Ethical approval from the University of Tokyo
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Appendix 15. Ethical approval from University of Peradeniya, Sri Lanka

ETHICAL CLEARANCE CERTIFICATE

I hisis ke cerhiy that the Comnitee on Keseanrh and Ethical Revies,
Faculty of Medicine, Cmyversity Poradeniva
received
the research proposal on,
“The effectivencss of an education program te improve public health midwives’
identification and support for victims of intimate partaer violence in Kandy, Sri Lanka"

subimitted by

Dr. A.C Silvg

of

Faculty of Medicine, University of Peradeniva
on
24" April 2009

The Commetrer 15 satisfied that the said study has taken into consideration all ethical aspacts
mits cmplementation anud grarted F-hical Clearance
atit's meeting held on
10" August 2009

—_— —— | S— — -~ J - L y
> _‘_‘)(\ VTR v I
e %

Prof-R¥ivakanesan

Dean o T matione | ~=~"Chairperson
Taculty of Medicine (.‘:‘_wr o) Rumeeentce | Committee on Research
ﬁ AL & EFthical Review

Date: 10.08.2009
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Appendix 16. Information sheet (English)

Study Information for Participants
Study title: The effectiveness of an education program to improve midwives’ detection of and
interventions against intimate partner violence in Kandy, Sri Lanka.

Principle investigator: Achini Silva (the University of Tokyo).

Thank you for your participation in this study. In this study, we would like to give you a
questionnaire to be answered by your self. We don’t ask your name in this questionnaire. So, your
identity will not be disclosed.

The objectives of this study are:

1. To examine the knowledge, attitudes and practices of public health midwives on
intimate partner violence.

2. To test the effectiveness of an intimate partner violence education program for public
health midwives.

If you agree to proceed with the study, we will give you the gquestionnaire. We will ask some
questions about you and your job. Also, we will ask some questions to examine your knowledge,
attitudes and practices towards intimate partner violence. What we learn from you will help us to
prevent intimate partner violence in Sri Lanka. That will help to improve the quality of life of
many Sri Lankan women.

Your participation for this study is entirely voluntary and you may refuse to answer any question
if you choose or may withdraw your consent to participate at any time without penalty. The
confidentiality of the completed questionnaires will be fully assured. Collected data will be
handled by the principal researcher (Achini Silva) and the completed questionnaires will be kept
in a locked cabinet at University of Tokyo. No body has the access to them except the principal
researcher and the supervising staff of the Department of International community health,
Graduate school of medicine, University of Tokyo, Japan.
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You may ask any question about the study at this time and if you have further questions about
this study, please do not hesitate to contact;

Dr. Achini Silva, Department of International Community Medicine, Graduate School of
Medicine, University of Tokyo. 0081-3-5841-3322, achini@m.u-tokyo.ac.jp.

Dr Nilani Fernando, Deputy Provincial Director of Health services Office, Kandy, Central
Province. 077-253-3618, nilani1954@yah00.c0.nz.

Prof. Masamine Jimba, Department of International Community Medicine, Graduate School of
Medicine, University of Tokyo, 0081-3-5841-3422, mjimba@m.u-tokyo.ac.jp.
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Appendix 17. Information sheet (Sinhala)
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Dr. Achini Silva, Department of International Community Medicine, Graduate School of
Medicine, University of Tokyo. 0081-3-5841-3322, achini@m.u-tokyo.ac.jp.

Dr Nilani Fernando, Deputy Provincial Director of Health services Office, Kandy, Central
Province. 077-253-3618, nilani1954@yahoo.co.nz.

Prof. Masamine Jimba, Department of International Community Medicine, Graduate School of
Medicine, University of Tokyo, 0081-3-5841-3422, mjimba@m.u-tokyo.ac.jp.
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Appendix 18. Information sheet (Tamil)
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@bs pUlaled 2 _MB6eNH URIGNIYSEG BT eaigkl Bammw sflalsgis OsmerdB@ment.
@hs pWIeled BEIG6T &WLTE UHvalUSDHTET BHTAIGHTOT 2 _MISBEHHE 6UPRISLILIHLD.
Bxpealgameiled 2 mseng Quwy GalsluL ILLTH. 56 2 _MB6NH DML WTENHIS6NT
Geueflin(BSHSUIUL TLLTS).

Bbs spWIedlet GbiTdEmIE6NTEU6T:

1. OB®HEIFEW  HeewTTeNTHeMer eusipenm OFHTLIuTs QUTE I &FSTHTT STHTTHe M6
36y, BLHMS LOMMILD HOL (PenM 6leTUaIDenM  LIFL S&560.
2. QuUTEIF &FHTHTY STATTHEHGHBTET  QBHIHBISET  HENEIWTENTHETET  EUST(LPENM

OaTLjure &e0alsHHLSHmenen LFL oHaH60.

@pmear BEEB6T QHTLY alHWISIT0 BTRIG6T 2 MSEHHETEN BHeTaldHTenen &(HEeumLD.
°© mBMEMUL PN o mseng Tl  upplwgioner  Feo  Cxeralsenen  BHTEIGG6T
Gasl BGumd. Geavd OB(HBBHLOTERTHIMEILITONTHeMET eUaT(PemM OHTLIUTS 2 _MmIG6eNH ey,
BLEHMS LOMID BOL(WpmMEMmen Ufl Fbsed BrmiseT Hev  Caenalser BslGumd.
o mis6ALL GHbHH BID PUD SH5HeU60H6T H6VEINHBUTID OB[HEIST  HiemevoTwT e Heer
AUS(LMMBEDHE IHTTH  HLOUGHMBHMT  GMOSBTaTEN 2 _HAD. DIHHL 6UIYEHMBHEIT
SIBmaTET BevEinsd LTHTHMST auTpalesl HIHms alhshd GFuiu 2 _sHa|.

Bhs opuieled 2 mEeNgk  URGNUUTETH  (WOM  (WWHSTW  &w  edplugdlet
gL uieorengl. Guwevld BEIseT Ozfle) QFULw CaeTalsEnsE UHeveiloas LNISSOLD,
BeiEeT al®wu CrrsHed @bsd pulalst urisalifedmba  eTaualdh HEmIL eneuwTHEHLol6T
BemiGum  puyd.  yreviiuGasasuulL  CaeralssTeflal  BLOUSSHSRENID  (LPLDEDLOWITS
urgisTeaslubL. BFafldalulL HHaIVHOT MMHHID  (PSHETENID  SLUIEUTETFl6T60
(Dr.Achini  Silva) ewswreniu®G. yeoiuGssiaul L Caeralssmeisst  GLmabasGuim
L6VBMEMHBLOBHHT LU LUULL DeVIOTFEHaMN60 eneusbBLILIHBLD. HITENID SPUICUTENT,  SQUILIT6uTl6st
CLTHHCWT UOBMNBBLBHHNT FTOUCHF HFBTHTT LHMID WHSHHO LLLSTH LTLFTeN60
Gupuryeneuwmenyser HaljoHs CouOmeufsH@GHL DUNMISEHTH SIEWIHED HeNLWTHI.

@b CHrsHdHed BbHs Spuley GFTLFuTer ealeus CxeTalsemenujd BGsL s (LpQUjd, LOEILD
@bs puie] QHTLFUTET GoeTalseT SHHSTEL BEIGT HWHSOS CHTLIY
OBTETEUSHMBTE  SHBEUDSHOIT.
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Dr. Achini Silva, Department of International Community Medicine, Graduate School of
Medicine, University of Tokyo. 0081-3-5841-3322, achini@m.u-tokyo.ac.jp.

Dr Nilani Fernando, Deputy Provincial Director of Health services Office, Kandy, Central
Province. 077-253-3618, nilani1954@yaho0.co.nz.

Prof. Masamine Jimba, Department of International Community Medicine, Graduate School of
Medicine, University of Tokyo, 0081-3-5841-3422, mjimba@m.u-tokyo.ac.jp.
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Appendix 19. Informed consent (English)

Informed Consent Form for Participants

Study title: The effectiveness of an education program to improve midwives’ detection of and

interventions against intimate partner violence in Kandy, Sri Lanka

Principle investigator: Achini Silva (the University of Tokyo)

The Director, Graduate School of Medicine,
The University of Tokyo.

Dear Sir,

I, after reading and having had the contents of this study explained to me,
understand what is expected of me as a participant and agree to participate in the study.

| understand:

1. The purpose and procedures of the study

2. The content of the questionnaire

3. How to deal with questions that | feel uncomfortable in answering

4. What to do if | wish to withdraw from the research after initial agreement

5. That any information I provide will be destroyed at the end of the study.

I understand that my participation is entirely voluntary and that | may refuse to answer any question
if 1 choose, or may withdraw my consent to participate at any time without penalty or without in any
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way affecting the health care I receive. | understand that the information collected will be treated in a
confidential manner that I will not be identified in the reporting of the results.

Signature / Name:

Date:

Address:

I, the researcher, certify that | have explained to participant the content and procedures of the
study according to the attached to information page. | have covered all points listed on the

consent form above.

| will protect the confidentiality of the participant.

Signature / Name:

Date:
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Appendix 20. Informed consents (Sinhala)
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gdvemed g sledemn O ©® e®® gBBHEO BHWIB O 8 BHE @B ©e3d)
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Appendix 21. Informed consents (Tamil)

uBIGEDUTeTTESsT YPafldss RLUILS6V LilgeuLd

SUieler HemevllL: Sevmienasuien ey LIT8HFHHe0 HTHWiTHeen HevallHHI L Hmd
Cameitenaweneiled GIDLIGHHED OBBID HMIL 6T GGHTLTLMLUI SIGT(LPENBEHETHHE 6136
Hmeouihodemen HemiLmlbdH HolliTdHdH6v.

Spuieareny : FFell Fleveur ( CLITHASCWIT LILSHEM6VHBLPSHID)

QuiG@GBT, WmHSSHIeUD Lig iy usiTef],
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ARFeng stermy LflHgI0Cs TeTd Gmetr.
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BT6T , QImiFFWTart , BTeT Lk 2 6TeTL &&HD WHMID HHaUD LbHD @)ewenTtdslul L Lig e
WL (PO &H6T allardhdlerTi sTedim Frermeflds . Brer GG spUILSH6L Ligeubdled L iguredl ri’
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Appendix 22. A comparison of PHMs’ IPV training program with other recently published IPV/DV training

programs.

Reference

Participants and
setting

Intervention

Evaluation

Findings

Limitations

Jayatilleke et
al.

Public health
midwives in Sri

A four day training
that included lectures,

Pre- and post-
intervention design.

At 6 month’s post
intervention, there were

Training did not
provide written

clinicians in the
general practices

intervention practices
and 24 control
practices.

Control practices
identified only 236
sufferers and recorded 12
referrals.

Lanka (n=408). group discussions, improvements in PHMs’ protocols,
(2015). role playing and case Used a self- perceived barriers, guidelines, IPV
report discussion. adm|r.1|strat.|ve responsibility, and self- record keeping
questlo_nnalre for confidence in addressing | formats, or
evaluation. IPV. communication
materials to PHMs
PHMs’ IPV knowledge
did not improve among Training did not
majority include a diverse
trainer geroup
Feder General practices in | Two multi- Cluster randomized Over one year, Did not assess
two urban primary disciplinary training | controlled trial with 48 | Intervention practices clinicians’
(2011). care trusts in UK sessions on IPV (each | general practices identified 641 sufferers individual
(n=48). 2 hour long) for divided in to 24 and recorded 223 referrals. | practices.

Did not asses
improvements in
clinicians’ IPV

146




Assessed number of
sufferers identified and
referred over 12
months.

Used document review

knowledge,
barriers, etc.

Papadakaki | Primary care Two day intensive Pre- and 6 month’s Intervention group had No significant
physicians in a IPV education post-test design with 40 | significantly better difference in Self-
(2010). Greece prefecture program. physicians, divided in to | perceived IPV knowledge | reported detection
. ) 26 intervention group and perceived of IPV sufferers
(n=40). Pr_1y3|.<:|ans prgwded physicians and 14 preparedness. among cases and
with mfor_matlon Or‘ controls. controls
IPV, and involved in
skill building Assesed physicians
exercises to identify, | perceived IPV
asses, document knowledge,
abuse and refer preparedness to assist
sufferers for services. | sufferers, and self-
reported detection of
cases using a self-
administrative
questionnaire
Shefet Physicians in Eight-hour workshop. | Pre- and 6 month’s Physicians’ IPV Of the 150
(2007). inpatient and post-intervention survey | knowledge and skills to physicians trained,

outpatient settings of
Israeli MOH (n=74)

Educated physicians
using statistics,

using a self-
administrative
questionnaire.

screen sufferers increased

significantly.

only 74 physicians
participated in both
pre- and post-
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literature, and case
reports.

Barriers for screening
decreased significantly

intervention
surveys.

Short Primary care Online IPV education | Pre- and 6 month’s Physicians’ IPV related Physicians’ IPV
physicians in program post-intervention survey | attitudes, beliefs, and self- | knowledge
(2006). community-based with 23 intervention reported practices improved, but the
medical offices in group physicians and 29 | improved significantly. change only
Arizona and Missouri controls. significantat p =
. 0.06.
Evaluated using an
online questionnaire
Debra Community One day DV training | Pre- and six month’s Midwives’ DV Presence of family
(2004). midwives in UK program. post-intervention using | knowledge, efficacy members and lack

(n=79)

Trained PHMs with
case discussions.
Provided guidelines
for screening and
information on
supportive services

a self-administrative
questionnaire.

beliefs, and positive
attitudes towards enquiry
on IPV increased
significantly.

Screening for DV increase
by 30% (from 50% to
80%)

of time mentioned
as barriers to
screen.
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Appendix 23. IPV articles published in Sri Lankan newspapers between

01.08.2009 and 30.09.2010

Year Month Newspapers Number of IPV articles in each newspaper”

per month o ) L
Divaina Lakbima Silumina Lankadeepa

August 20 1 2 0 0
September 16 1 1 0 0
2009  October 16 0 1 0 0
November 20 1 2 0 0
December 16 0 0 0 0
January 20 1 2 0 0
February 16 0 0 0 0
March 16 1 1 0 0
April 16 0 0 0 0
2010
June 16 1 2 0 0
July 16 0 2 0 0
August 20 1 1 0 0
September 16 1 1 0 0
Total

*All were case reports on IPV, and highlighted women as the responsible party for triggering
IPV
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Appendix 24. Some examples of newspaper articles
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The burnt photo
(evidence from dead)

The story explains that a husband
has killed his wife because of her
extramarital affair. It highlights
the fault of the wife, but not the
husband. (23.05.2010)




