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Abstract

Background: Domestic violence is the most common cause of nonfatal injury to women in 
North America. In a review of 144 such injuries, the second most common manifestation of 
intimate partner violence was musculoskeletal injuries (28%). The American Academy of 
Orthopaedic Surgeons is explicit that orthopaedic surgeons should play a role in the screening 
and appropriate identification of victims. We aimed to identify the perceptions, attitudes, and 
knowledge of Canadian orthopaedic surgeons with regard to intimate partner violence.

Methods: We surveyed members of the Canadian Orthopaedic Association to identify attitudes 
toward intimate partner violence. With use of a systematic random sample, 362 surgeons were 
mailed questionnaires. The questionnaire consisted of three sections: (1) the general attitude of 
the orthopaedic surgeon toward intimate partner violence, (2) the attitude of the orthopaedic 
surgeon toward victims and batterers, and (3) the clinical relevance of intimate partner violence 
in orthopaedic surgery. Up to three follow-up mailings were performed to enhance response 
rates.

Results: A total of 186 orthopaedic surgeons responded (a response rate of 51%), and 167 (91%) 
of them were men.  Most orthopaedic surgeons (95%) estimated that <10% of their patients were 
victims of intimate partner violence, and most respondents (80%) believed that it was 
exceedingly rare (a prevalence of <1%). The concept of mandatory screening for intimate partner 
violence was met with uncertainty by 116 surgeons (64%). Misconceptions were perpetuated by 
surgeons who believed that inquiring about intimate partner violence was an invasion of the 
victim’s privacy, that investigating intimate partner violence was not part of their duty, that 
victims choose to be a victim, and that victims play a proactive role in causing their abuse. By 
the completion of the survey, the majority of surgeons (91%) believed that knowledge about 
intimate partner violence was relevant to their surgical practice.

Conclusions: Discomfort with the issue and lack of education have led to misconceptions among 
Canadian orthopaedic surgeons about intimate partner violence. The relevance of intimate 
partner violence to surgical practice is well understood, but studies regarding its prevalence are 
needed as a first step to change the current paradigm in orthopaedic surgery.
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Introduction

Injuries are the leading cause of death for females from one to thirty-four years old, and 
they are a major source of preventable morbidity and mortality in middle-aged and elderly 
women1,2. Motor vehicle-related injuries, falls, and violence are the most serious injury problems 
for women. Although morbidity is far greater than mortality, access to information about 
nonfatal injuries is extremely limited. Domestic violence is the most common cause of nonfatal 
injury to women in North America1,2. More than four in every ten women in North America are 
likely to have experienced one or more forms of violence, including child abuse (17.8%), 
physical assault (19.1%), rape (20.4%), and intimate partner violence (34.6%)3.

Intimate partner violence is a pattern of assaultive and coercive behaviors, including 
physical, sexual, and psychological attacks as well as economic coercion that men or women 
typically use against partners. In a review of women seen at a Minneapolis-based therapy and 
advocacy program for victims of intimate partner violence, investigators identified
144 injuries in 218 physically abused women4. The most prevalent injuries resulting from 
intimate partner violence were head and neck injuries 40%), and the second most common 
manifestation was musculoskeletal injuries (28%). The spectrum of injuries included sprains 
(twenty-one injuries), fracture-dislocations (seventeen injuries), and foot injuries (two injuries)—
all of which would have necessitated referral to an orthopaedic surgeon4.

Women who are victims of intimate partner violence have been known to use health 
services at higher rates than women who have not been abused4,5. Health-care providers of all 
specialties are in a unique position to identify and assist victims of intimate partner violence 
during routine or annual office visits. The prevalence of intimate partner violence in women 
presenting to emergency departments has been reported to range from 14% to 41%5-9; however, 
only 12% to 17% of abused women have their experiences documented in a medical 
chart6,8,10,11.Women who have experienced intimate partner violence are seldom identified by 
emergency department physicians11. To our knowledge, there have been no reports on the 
incidence of intimate partner violence among women attending orthopaedic fracture and injury 
clinics. 

Given the infrequent identification of intimate partner violence by emergency or primary 
care physicians7, orthopaedic surgeons and orthopaedic clinic personnel have a second 
opportunity to identify and provide necessary referral to a local agency or hospital service. 
Several specialty associations, including the American Medical Association, the American 
College of Obstetricians and Gynecologists, the American Academy of Pediatrics, the American 
College of Emergency Physicians, and the U.S. Centers for Disease Control and Prevention, 
have advocated screening for intimate partner violence. The American Academy of Orthopaedic
Surgeons (AAOS) has recommended that ‘‘orthopaedic surgeons should be aware of how harm 
from domestic violence and abuse may present to them.’’12

We aimed to identify the perceptions, attitudes, and knowledge of Canadian orthopaedic 
surgeons about intimate partner violence.

Survey Methodology

The purpose of the survey was to assess the perceptions and knowledge of practicing 
orthopaedic surgeons about intimate partner violence. We performed a pilot test of a survey 
designed by members of the Violence Against Women Health Research Collaborative. Our 
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sampling frame included the 764 members of the Canadian Orthopaedic Association (COA). A 
list of all practicing orthopaedic surgeons was obtained from the COA. With use of a one in two 
systematic sampling strategy, each name was entered into a database and assigned a 
corresponding numerical identity code. The inclusion criteria for the study were that participants 
had to be currently practicing orthopaedic surgeons in Canada and listed as members of the COA 
(current estimates suggest that >80% of practicing surgeons in Canada are members and that 
91% are men).

Demographic and qualitative surveys were used to collect characteristic data about the 
surgeons and their practices, as well as to measure the participants’ attitudes toward intimate 
partner violence by identifying their beliefs regarding victims, batterers, and their own 
responsibilities as a firsthand orthopaedic practitioner. This survey had been previously used in a 
similar survey of chiropractors in the United States13.

The demographic survey was divided into two sections. Information regarding the age, 
sex, and race or ethnicity of the respondent and the prevalence of injured female patients seen in
their practice was obtained from six questions. The following section of nine questions assessed 
the surgeon’s knowledge of intimate partner violence by identifying the rates of exposure to 
patients in orthopaedic clinics who had been victims of intimate partner violence. Further, 
participants were asked about their comfort level regarding their own preparedness to effectively 
manage patients who had been abused as well as about their level of interest in attending 
educational sessions for training in how to deal with intimate partner violence. These questions 
were developed with content experts and demonstrated both face and content validity. 

Surgeons also completed a minimally modified thirty-nine-item provider survey, which 
had been previously validated14. Permission was obtained from the survey developers to both use 
and modify the provider survey, and reporting of the validity and reliability of the survey was 
provided. Minimal descriptive modifications were made so that the analysis would be more 
applicable to the orthopaedic setting. The questionnaire consisted of three sections: (1) the 
general attitude of the orthopaedic surgeon toward intimate partner violence, (2) the attitude of 
the orthopaedic surgeon toward victims and batterers, and (3) the clinical relevance of intimate 
partner violence in orthopaedic surgery. The participant was asked to omit any questions not 
directly pertaining to his or her practice.

The first section of the questionnaire was designed to identify the perceptions of 
Canadian orthopaedic surgeons regarding their own responsibilities in identifying and treating 
patients who had been victims of intimate partner violence. The second section explored the 
perceptions of the surgeons about the characteristics of victims and batterers, factors that 
increase the likeliness of abuse, and screening for intimate partner violence. The final section of 
the survey was designed to determine the clinical presentations that encourage orthopaedic 
surgeons to inquire about potential abuse. In addition, the frequency of intimate partner violence 
in patients seen at orthopaedic clinics, as well as the necessity of establishing written guidelines 
for orthopaedic surgeons, was assessed.

All surgeons included in the COA were mailed a complete package consisting of a 
personalized introductory information letter, a cover page, the demographic data form, the 
modified provider survey, and a preaddressed return envelope. The introductory personalized 
letter included in the mailed package described the purpose and importance of the study, 
explained the procedures and confidentiality, and provided contact data to obtain further 
information. Passive consent was acknowledged on the basis of the returned completed surveys. 
Participants were also offered the option of omitting any questions that were outside their 
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knowledge or with which they felt uncomfortable. No incentives were provided to surgeons for 
survey completion. All contents of the mailed package were approved by our research ethics 
board. Up to three follow-up mailings were sent to enhance response rates. 

Completed survey data were entered into a study-specific database, and descriptive 
analyses, including frequency counts and percentages, were performed for all collected data. We 
calculated 95% confidence intervals around proportions to provide estimates of precision. To 
ensure a sufficient number of responses for reporting, we determined that responses from 180 
orthopaedic surgeons would provide adequate sample size to ensure that the 95% confidence 
intervals around our estimates of response would not exceed ±10%. Thus, if 60% of the surgeons 
responded to the question about having recognized intimate partner violence in patients in their 
practices, we could be assured that the true estimate in the population ranged from 50% to 70%. 
Given an expected response rate of 50% from our previous survey, we aimed to survey at least 
360 surgeons to ensure 180 responses for analysis.

Survey Results

Demographics
In total, the survey package was sent to 362 Canadian orthopaedic surgeons. A total of 

186 orthopaedic surgeons responded (a response rate of 51%), and 167 (91%) were men who 
were actively practicing at the time of the survey. All of the respondents were Canadian citizens, 
were currently practicing in Canada, and were typically between forty-one and fifty years of age 
(sixty-three respondents; 34%). 

Most survey respondents (105; 56%) reported that they had previously recognized 
victims of intimate partner violence in their practice. However, 111 participants (60%) had never 
identified the batterers of patients who had been victims of intimate partner violence. According 
to 135 surgeons (73%), written guidelines for the detection and management of intimate partner 
violence were not established in their clinics. Additionally, 101 participants (54%) had not 
identified a single patient who had been a victim of intimate partner violence in the past year. 

Perceptions about the Prevalence of Intimate Partner Violence, Surgeons’ Comfort with the 
Issue, and Screening (Table 1)

Most Canadian orthopaedic surgeons (170 respondents) estimated that <10% of the 
women in their communities were victims of intimate partner violence, and the majority (148 
respondents) believed it was exceedingly rare (a prevalence of <1%) to have female victims of 
intimate partner violence in their care. Despite the perceived rarity of treating such victims, more 
than one-half (58%) of the surgeons denied having any personal discomfort with the issue of 
intimate partner violence. However, a lack of training in the most appropriate response to 
injured, abused women was identified by 47% of respondents. The appropriateness of mandatory 
screening for intimate partner violence was met with uncertainty by 116 surgeons (64%) and was 
encouraged by some surgeons (29; 16%). 

Attitudes Toward Victims (Table 2)
The majority (72%) of Canadian surgeons believed that victims were likely to leave an 

abusive relationship. Some surgeons (9%) believed that inquiring about intimate partner violence 
was an invasion of the victim’s privacy; 14%, that victims ‘‘get something’’ from the abusive 
relationship; 5%, that victims choose to be a victim; 5%, that both the victim and the batterer are 
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responsible for the abuse; and 20%, that victims have personalities (passive and/or dependent) 
that predispose them to abuse. Surgeons remained uncertain about whether some patients may 
get angry if asked about intimate partner violence in the clinic (especially if they were not being 
abused); about whether patients who do not openly tell their surgeon do not believe that it is the 
surgeon’s business to know; and about whether it was their role as a health-care provider to 
interfere with the personal conflicts of a patient. 

Attitudes Toward Batterers (Table 3)
Many Canadian surgeons (30%) were concerned about their personal safety when 

confronting a batterer in the clinic. In general, we identified considerable variability and a lack of 
consensus in responses (agree, disagree, and unsure) with regard to fear of placing the victim in 
greater danger by inquiring about abuse in front the batterer, the use of strategies to assist 
batterers with seeking help, and fear of retaliation by the batterer toward the health-care staff. 

Table 1. Attitudes of Orthopedic Surgeons Toward Issues Relating to Intimate Partner 
Violence in Patients Seen in Medical Practice
Issue* No. (%) of Respondents
Intimate partner violence prevalence in my practice (n = 171)
   Rare (<1%) 148 (87)
   Fairly common (5% to 10%) 22 (13)
   Very common (>15%) 1 (<1)
Intimate partner violence prevalence in my community (n = 165)   
   Rare (<1%) 50 (26.9)
   Fairly common (5% to 10%) 108 (58.1)
   Very common (>15%) 7 (4.2)
Personal discomfort with issue of intimate partner violence (n = 180)
   Agree 53 (29)
   Unsure 23 (13)
   Disagree 104 (58)
Lack of knowledge of appropriate response (n = 181)
   Agree 85 (47)
   Unsure 25 (14)
   Disagree 71 (39)
Lack of knowledge of appropriate resources (n = 180)
   Agree 95 (52.8)
   Unsure 19 (10.6)
  Disagree 66 (36.7)
Mandatory screening for intimate partner violence (n = 181)
   Yes 29 (16)
   No 36 (20)
   Unsure 116 (64)
*The total number of respondents who answered the question is given in parentheses.
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Table 2. Attitudes of Orthopaedic Surgeons Towards Victims

Issue*
No. (%) of 

Respondents
Victim gets something from abusive relationship (n = 175) 

Agree 24 (14) 
Neutral 38 (22) 
Disagree 113 (65) 

Victim unlikely to leave relationship (n = 174) 
Agree† 13 (7) 
Neutral 36 (21) 
Disagree 125 (72) 

Not my role as health-care provider to interfere with personal conflicts (n = 175) 
Agree 19 (11) 
Neutral 38 (22) 
Disagree 118 (67) 

Inquiring about intimate partner violence is an invasion of privacy (n = 174) 
Agree 15 (9) 
Neutral 24 (14) 
Disagree† 135 (78) 

Investigating the cause of a patient’s injury is not part of medical care (n = 175) 
Agree 4 (2) 
Neutral 12 (7) 
Disagree† 159 (91) 

If patients do not openly reveal abuse, they feel it is none of my business (n = 175) 
Agree 25 (14) 
Neutral 43 (25) 
Disagree† 107 (61) 

Demeaning to ask patients about abuse (n = 174) 
Agree 16 (9) 
Neutral 38 (22) 
Disagree† 120 (69) 

Risk of patients getting angry if they were not abused (n = 174) 
Agree 33 (19) 
Neutral 45 (26) 
Disagree† 96 (55) 

People only become victims if they choose to be (n = 173) 
Agree 9 (5) 
Neutral 15 (9) 
Disagree† 149 (86) 

Both the victim and the batterer are responsible for intimate partner violence (n = 174) 
Agree 9 (5) 
Neutral 25 (14) 
Disagree† 140 (80) 

Patients are predisposed to intimate partner violence because of their personalities (passive and/or 
dependent nature) (n = 174) 
   Agree 35 (20) 
   Neutral 51 (29) 
  Disagree† 88 (51) 
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Table 2. Attitudes of Orthopaedic Surgeons Towards Victims (Continued)

Issue*
No. (%) of 

Respondents
Majority of victims are women challenging their traditional roles (n = 173) 
   Agree 1 (1) 
   Neutral 15 (9) 
   Disagree† 157 (91) 
Victims often have proactive role in causing the abuse to occur (n = 174) 
   Agree 5 (3) 
   Neutral 27 (16) 
   Disagree† 142 (82) 

*The total number of respondents who answered the question is given in parentheses. 
†Preferred response where applicable

Table 3. Attitudes of Orthopaedic Surgeons Towards Batterers Involved in Intimate 
Partner Violence

Issue*
No. (%) of 

Respondents
Reluctance to question batterers out of concern for personal safety (n = 169) 

Agree 51 (30) 
Neutral 47 (28) 
Disagree 71 (42) 

Not enough security to have discussion safely with batterers (n = 169) 
Agree 58 (34) 
Neutral 50 (30) 
Disagree 61 (36) 

Afraid of offending patient if asking about abusive behavior (n = 168) 
Agree 55 (33) 
Neutral 41 (24) 
Disagree† 72 (43) 

Fear that questioning batterer will place victim in greater danger (n = 169) 
Agree† 62 (37) 
Neutral 63 (37) 
Disagree 44 (26) 

When challenged, batterers direct anger toward health-care workers (n = 169) 
Agree 34 (20) 
Neutral 81 (48) 
Disagree† 54 (32) 

Intimate partner violence would stop if batterer quit abusing alcohol (N = 169) 
Agree 72 (43) 
Neutral 59 (35) 
Disagree† 38 (22) 

Have developed ways of asking about intimate partner violence without putting myself at risk (n 
= 168) 

Agree 100 (60) 
Neutral 55 (33) 
Disagree 13 (8) 
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Table 3. Attitudes of Orthopaedic Surgeons Towards Batterers Involved in Intimate 
Partner Violence (Continued)

Issue*
No. (%) of 

Respondents
Can effectively discuss issues of abuse with batterer (n = 169) 

Agree 26 (15) 
Neutral 69 (41) 
Disagree 74 (44) 

Can use strategies to encourage batterers to seek help (n = 169) 
Agree 65 (38) 
Neutral 83 (49) 
Disagree 21 (12) 

There are ways to ask batterers about intimate partner violence that minimize risk to victim 
(n = 169) 

Agree 71 (42) 
Neutral 79 (47) 
Disagree 19 (11) 

*The total number of respondents who answered the question is given in parentheses. 
†Preferred response where applicable14.

Roles and Need for Training
By the completion of the survey, the majority (91%) of Canadian surgeons believed that 

knowledge about intimate partner violence was relevant to their surgical practice. Only 9% of the 
respondents reported some training in intimate partner violence-related issues and 30% 
supported educational programs for orthopaedic surgeons. 

Discussion

In this survey of 186 Canadian orthopaedic surgeons, our findings suggested that (1) 
surgeons believe that the victims of intimate partner violence are rarely seen (a prevalence of 
<1%) in their practice setting, (2) surgeons continue to have misperceptions about victims and 
batterers, and (3) surgeons believe that intimate partner violence is relevant to their field, but 
only one in three support formal educational programs for orthopaedic surgeons. 

Contrary to the perception of the surgeons that intimate partner violence is rare, several 
investigations have shown an alarmingly high incidence in the community. In Canada, an 
estimated 653,000 women are involved in an abusive relationship yearly15. Among the women 
who reported such abuse, 54% stated that the violence was not an isolated incident but rather a 
recurring event in their lives14. Women in Canada are also more likely to report severe injuries, 
such as fractures, than are male victims of domestic violence (20% and 0%, respectively)14.
Estimates have ranged from 960,000 incidents of violence against a current or former spouse, 
boyfriend, or girlfriend per year to 3.9 million incidents of rape and/or physical assault on 
women by an intimate partner annually16,17. Nearly one third of American women (31%) have 
reported being physically or sexually abused by a husband or boyfriend at some point in their 
lives, according to a 1998 Commonwealth Fund survey18. While women are less likely than men 
to be victims of violent crimes overall, women are five to eight times more likely than men to be 
victimized by an intimate partner16. In one report, domestic violence often resulted in severe 
injury; 28% of the women interviewed required hospitalization for injuries, 13% required major 
surgical treatment, and about 40% had previously required medical care for abuse15. From 1987 
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to 1990, crime cost Americans $450 billion a year, and 15% ($67 billion) of that was from 
domestic violence on adult victims19.

Orthopaedic surgeons are not unique in their perceptions and attitudes about intimate 
partner violence in their practices. Roelens et al., in a survey of 249 obstetrician-gynecologists in 
Flanders, Belgium, found that gynecologists proved rather unfamiliar with intimate partner 
violence and largely underestimated the extent of the problem20. Only 6.8% (seventeen) of the 
249 respondents ever received or pursued any kind of education on intimate partner violence. 
Similar to orthopaedic surgeons, gynecologists feared offending or insulting patients by 
questioning them about intimate partner violence. Lack of knowledge, personal discomfort, and 
time constraints were all cited as barriers to screening for intimate partner violence in a survey of 
ninety three chiropractors who also underestimated the prevalence of intimate partner violence in 
the community by indicating that it affected 5% of women13.

In another study, McCloskey et al. surveyed 2495 women about their experiences with 
screening for intimate partner violence across five medical specialty areas (an obstetrician 
gynecologist office, the emergency department, a primary care office, pediatricians’ offices, and 
an addiction recovery program)21. The highest rates of recent intimate partner violence were 
disclosed in the hospital-based addiction recovery unit (36%) and in emergency departments 
(17%).

Surgeons in our survey were generally unenthusiastic, or unsure, about mandatory 
reporting of intimate partner violence in the same manner as child abuse. Approximately 16% of 
the respondents supported a policy of mandatory reporting. In Canada, some abusive actions 
(i.e., physical and sexual violence) are defined as crimes; however, there are currently no laws 
mandating reporting of suspected intimate partner violence. In the United States, most states 
have laws that require health professionals to report domestic violence to the police or other state 
agencies. These usually take the form of laws that mandate reporting of injuries due to certain 
weapons or criminal acts. Since domestic violence is a crime in all fifty states, injuries resulting 
from domestic violence are reportable. Some states, for example, California, Kentucky, New
Hampshire, New Mexico, and Mississippi, have laws that explicitly mandate reporting of injuries 
or physical conditions known or suspected to be due to domestic violence. Arguments against a 
policy of mandatory reporting are numerous15,16,19. Batterers often escalate the violence when 
their partners attempt to seek help or try to leave them15,16,19. The most dangerous time for 
victims and their families is when she or he tries to leave with or without the aid of the criminal 
or civil justice system15. Unfortunately, most local law enforcement agencies and judicial 
systems are unable to guarantee safety for victims; in fact, there are numerous reports of victims 
killed or injured in or near the courthouses where they were seeking protection from their 
batterers19. Mandatory reporting may cause some victims to avoid seeking health care. As noted 
above, this may occur because they fear retaliation and know from prior experience that the 
criminal justice system cannot guarantee safety. 

Our findings support the need for educational initiatives in Canadian orthopaedics. 
Among gynecologists, physician education was found to be the strongest predictor of a positive 
attitude toward screening and of the establishment of current screening practices. Narayan et al. 
surveyed the chief residents of all 203 pediatric residency programs accredited by the 
Accreditation Council for Graduate Medical Education in the United States from 2004 to 200522.
They aimed to identify levels of preparedness of residents on graduation to address child abuse, 
domestic violence, and neglect. For the 71% who responded, the authors found that previous 
didactic education and mandatory rotations were significantly associated with greater levels of 
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preparedness to deal with child abuse and domestic violence (p = 0.001)22. Roelens et al. 
suggested that physician training on intimate partner violence is an important step toward 
successful implementation of screening guidelines for intimate partner violence20. Surgeons’ lack 
of knowledge may, in part, be related to lack of exposure during early training. Frank et al. 
surveyed sixteen medical school classes at three different times during their education23. Among 
2316 medical students, only one in three senior students thought intimate partner violence would 
be highly relevant to their own practice. 

Our findings are strengthened by the use of a survey that has previously been well 
described, with additional pilot testing for clarity and comprehensiveness among the Violence 
Against Women Health Research Collaborative members. One may view our survey response 
rate as a strength or a weakness. Most surveys of surgeons achieve low response rates, but even a 
response rate of >50% risks non-responder bias. Our response rate is consistent with that of other 
surveys of intimate partner violence, which have ranged from 14% to 83% (mean, 57%; 95% 
confidence interval, 43% to 71%)13,21,23-34.

Our study has some limitations. Our survey was restricted to only Canadian orthopaedic 
surgeons who were currently practicing and listed with the COA and for whom valid mailing 
addresses were obtained. It remains unclear whether our findings are generalizable to other 
countries or other relevant subspecialty areas. For example, in Florida, education on domestic 
violence is mandatory for all physicians s a condition of licensure35. In order to renew the 
license, a physician must take and pass an examination on domestic violence. In the survey, we 
did not provide all of the consequences of mandatory screening. We simply asked surgeons 
whether they supported mandatory screening of all women presenting to orthopaedic clinics. The 
responses were mixed and may, in part, have been related to a lack of knowledge about the 
consequences of such screening. 

Relevance 
There is a strong rationale for addressing intimate partner violence as an issue that is relevant 

to the field of orthopaedic surgery just as it has been shown to be relevant to primary care, 
emergency medicine, and obstetrics and gynecology. While no position statement exists in the 
COA, the AAOS’ position statement on intimate partner violence12 explicitly states the following 
about the role of orthopaedic surgeons:  

Be knowledgeable about various forms of domestic and family violence and how it may 
present to them in their practices.  
Appropriately screen for problems of domestic violence and document them in the 
medical record. 
Assess and assure the safety of the victim.
Appropriately treat victims.
Take steps to prevent further harm.
Be familiar with the applicable laws and resources for reporting and referring suspected 
cases of violence and abuse.
Comply with all mandatory reporting laws. 
Although there are no data that suggest that this position on domestic violence has 

improved awareness of the issue among surgeons in the United States, it is an important 
leadership initiative that may provide a basis for educational programs.

Our findings of several misconceptions among orthopaedic surgeons support the need for 
educational programs. While Canadian orthopaedic surgeons believe that victims of intimate 
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partner violence are not likely to be seen in their practices, they are likely grossly 
underestimating the number of victims who are treated in their orthopaedic injury and fracture 
clinics each year. Unfortunately, until a large prospective cohort study provides estimates of the 
true prevalence of intimate partner violence specifically in the orthopaedic setting, surgeons will 
remain unconvinced regarding the need for, and will be unlikely to support, widespread 
education and the adoption of appropriate referral practices to trained advocates, such as social 
workers, psychologists, and sociologists, to improve the lives of these victims. 

In conclusion, discomfort with the issue and lack of education have led to misconceptions 
among Canadian orthopaedic surgeons about intimate partner violence. The relevance of intimate 
partner violence to surgical practice is well understood, but studies to determine its prevalence 
are needed as a first step to change the current paradigm in orthopaedic surgery.
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