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Purpose: The researchers aimed to identify the gaps in competencies designed to help

medical students to deal with Intimate Partner Violence (IPV) in key Mozambican medical

schools curricula.

Method: A survey was administered to 3rd and 6th-year medical students (N387),

enrolled in five medical schools in Mozambique. The instrument focused on mapping

students’ perceived mastery of their knowledge, skills, and attitudes related to IPV.

Results: In total, 387 medical students (RR 66%) participated in the survey. The overall

mean perceived mastery of IPV competence was 36.18 (SD = 24.52) for knowledge,

32.01 (SD = 27.37) for skills, and 43.47 (SD = 27.58) for attitudes. Though 6th-year

students reported a significantly higher mastery level, it is still below a mastery-learning

benchmark of 80%.

Conclusions: Medical students report critically low levels in their mastery of IPV- related

competencies. This implies a need for a more comprehensive approach to developing

knowledge, skills, and attitudes to deal with the victims of IPV.

Keywords: intimate partner violence, medical education, medical students, competencies, Mozambican medical

curricula

INTRODUCTION

Intimate Partner Violence (IPV) focuses on violence committed in a present or past relationship.
IPV is an enduring problem in Sub-Saharan Africa (SSA). However, are medical doctors adequately
trained to understand and cope with IPV? In this article, we focus on IPV prevalence in SSA. This
introduces the setting to analyze students’ perceived mastery of IPV competencies aligned with
recognizing and dealing with IPV in Mozambican medical schools.

Worldwide Intimate Partner Violence Prevalence, Incidence
Intimate Partner Violence, also known as battering, domestic violence, family violence, gender-based
violence, partner abuse, partner violence, family violence, abuse, spouse abuse, and wife assault, is
a critical public health issue. The World Health Organization (WHO) defines Intimate Partner
Violence as “any behavior within an intimate relationship that leads to physical, psychological or

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://doi.org/10.3389/fpubh.2019.00204
http://crossmark.crossref.org/dialog/?doi=10.3389/fpubh.2019.00204&domain=pdf&date_stamp=2019-07-24
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles
https://creativecommons.org/licenses/by/4.0/
mailto:chonguile@gmail.com
https://doi.org/10.3389/fpubh.2019.00204
https://www.frontiersin.org/articles/10.3389/fpubh.2019.00204/full
http://loop.frontiersin.org/people/597986/overview
http://loop.frontiersin.org/people/773144/overview
http://loop.frontiersin.org/people/770174/overview


Manuel et al. Medical Students’ Competences in IPV

sexual harm to those in that relationship” (1). As stated by
the WHO (2), “unintended pregnancies, abortions, adverse
pregnancy and neonatal and infant outcomes, sexually
transmitted infections (including HIV) and mental disorders
(such as depression, anxiety disorders, sleep disorders, and eating
disorders)” are reflected to a greater extent in abused women
than in non-abused women. Zacarias (3) stressed that males can
also be victims of IPV.

In SSA, only 10% of all cases of IPV are reported to the police
(4). Many women in SSA are forced through violence to maintain
sexual relations with their partners, by means of violence and
cannot negotiate the use of condoms leading to vulnerability to
HIV (5). Cruz et al. (4) added that in official and traditional
marriage or in sexual unions where patriarchal views and gender
roles prevail, women are marginalized and often seen as the
property of men.

Few research reports of exclusive violence against men
perpetrated by a female partner in SSA (6). The same authors
stated that in 2012, journalists from a local news in the Nyeri
region of Kenya, have reported that women justify violence
against their male partners “by impugning their husbands’
drinking or failure to sustain employment, in other words,
for failing to uphold male gender roles in marriage mirroring
the excuses given for beating wives” (p. 283). In a study
conducted in Dar es Salaam, Tanzania, the authors found that
within 2017, 55.3% of men and 33.3% of women reported
perpetrating IPV within the same time period and from those,
30.6% of male perpetrators and 54.6% of female perpetrators also
reported physical IPV victimization (7). A national household
surveys of persons aged 13–24 years to measure experiences of
violence victimization in childhood and subsequent perpetration
of physical or sexual violence conducted by Swedo et al. [(8),
p. 350], in Malawi, Nigeria, Uganda, and Zambia, reported that
perpetration of physical or sexual violence was prevalent among
both males and females, ranging among males from 29.5% in
Nigeria to 51.5% in Malawi and among females from 15.3% in
Zambia to 28.4% in Uganda.

Intimate Partner Violence in Mozambique
The above also applies to Mozambique due to patriarchal
sociocultural beliefs, poor implementation of equity and
empowerment strategies and lack of gender mainstreaming (9).
In Mozambique, more than 29,000 women mentioned they are
a survivor of violence, an average of more than 7,000 women
per year (10). Since many do not report abuse, because of
stigmatization, or cultural, social, and economic reasons, real
numbers are probably much higher. Misconceptions and lack of
information about IPV lead to a reality that “one-third of women
believe that a husband is justified in beating his wife” (11).

In the last Demographic Health Survey (DHS) from
Mozambique one of three Mozambican women, aged 15–49,
reported having been a survivor of physical violence since the age
of 15, with the husband or intimate partner as the perpetrator
in 62% of the cases (12). Moreover, 12% of all women reported
having suffered sexual violence since the age of 15. In general,
50% of reported cases of violence against women were related to
sexual abuse (11). The last DHS from Mozambique revealed that

32% of women reported being victims of IPV, compared to 12%
in men. In total, 26% of women and 8% of men reported having
been victims of IPV during the last 12 months of the last DHS.

A high prevalence of IPV against men is observed in the
province of Cabo Delgado, north of Mozambique (12): 28% of
men reported being victims of IPV and 20% reported having
suffered IPV during the last 12 months of the last DHS (12).

Many families prefer to deal with IPV using traditional justice
systems, particularly in rural communities. Moreover, Zacarias
et al. (13) stated that only three studies did address the prevalence
of IPV against men in Mozambique (12, 14, 15). Most survivors
do not report IPV because “the victim can deal with it alone or
through the extended family” (47%), the violent act is considered
“not serious” (15%) or as a “private issue” (9%), or due to “fear of
retaliation from the perpetrator” (11%) [(4), p. 1,591].

Intimate Partner Violence and Health
Care Providers
IPV is under-recognized by health care providers (16–20).
These authors refer to a reluctance to deal with the issue
for fear of retaliation, police involvement, time constraints,
cultural differences, lack of trust, lack of knowledge, skills,
confidence, limited resources to manage IPV, limited referral
points, conflicting cultural and gender norms, or discomfort
with the subject. In the Mozambican context, non-disclosure of
violence against men is mostly linked to the lack of privacy in
attendance. Most “spaces” attending to victims of violence tend
to be “feminized” (21). As reported by Swailes et al. (22) given the
sensitive nature of IPV-related medical-patient communication,
the provider’s initial response has potential to influence a patient’s
course of action once he/she leaves the consultation room. The
same authors added that disclosing IPV warrants direct in-depth
communication. The provider’s initial response should focus on
validation of the patient’s feelings, therefore establishing a way
of empathy with the victim. More discussion should encompass
assessing the safety of the victim and family members, the pattern
and severity of abuse and embody a safety set- up if abusive
behavior escalates. Likewise, the provider also has to assess the
impact IPV has on the survivor’s physical health, mental state
and social relationships to understand the approach for more
dialogue and intervention (22).

IPV in Medical Education
Since survivors of IPV often have the first contact with a primary
care medical doctor, this may be a key opportunity to tackle IPV
efficiently and effectively and in a non-judgmental way (23). In
sub-Saharan settings, as there is a lack of medical doctors, it
happens that the first contact with the victims of IPV is with
professionals at a lower level. Accordingly to Colarossi et al. (24)
“family planning service providers are the most likely ones to see
women during the years that coincide with the highest risk of
victimization” (p. 236). However, medical doctors seem reluctant
to ask about abuse issues. In other cases, they do not respond
appropriately, mostly due to lack of expertise, training, time
constraints, and lack of resources (23, 25). Lack of training on
IPV may lead to absence of screening for IPV, lack of confidence
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when dealing with victims of IPV, minimal knowledge about
referral points and little or no intervention (26–29).

IPV competencies combine a complex of knowledge, attitude,
and skill components. Based on a literature review, we used
an IPV curriculum framework for medical students, mainly
based on IPV literature and available guidelines (19, 30–39).
This competence framework—reflected in Appendix 1—aims at
combining competencies that help ensure medical students can
work efficiently with IPV survivors.

When it comes to “knowledge,” students should be able
to define IPV, understand the magnitude of the problem
and related risk factors and the effect on the survivor,
family members and community, next to understanding
legal options and reporting requirements. “attitudes” stress
students’ orientation toward IPV treatment and intervention.
Lastly, “skills” refer to identification, documentation and
referral strategies.

Little information is known about medical students’
comprehensive mastery of these IPV and how this sensitive
topic should be taught to acquire better communication
skills following screening and patient perceptions of those
encounters. Most studies focus on specific components. For
instance, Kamimura et al. (40) compared students’ opinions,
knowledge and attitudes toward IPV in medical curricula of the
US, Vietnam China. US students reported higher knowledge
levels as compared to Vietnamese and Chinese students. but
nevertheless, the scarcely available studies mainly stressed the
lack of a consistent focus on IPV in medical curricula. This is e.g.,
found in the study conducted by Valpied et al. (41) conducted in
18 Australian medical schools. At the pre-vocational secondary
education level, students seemed to receive little or no IPV
education. Carlson et al. found a lack of IPV- related clinical
knowledge. Students question the adequacy of their training due
to lack of learning opportunities: “confidence about talking to
patients about IPV and talking to patients about IPV would be
helpful to increase levels of background and knowledge of IPV”
[(42), p. 77].

Related studies also point at background variables playing a
role, such as sex, with females being more strongly geared to
IPV and knowledgeable about it (40), vs. other studies in which
males were reported as being more knowledgeable about IPV
(30, 42). Other researchers stressed differences between medical
schools (28, 40), or differences linked to year (or age) IPV is
tackled (43–47). The latter studies emphasize the need to focus
on IPV throughout the curriculum (43–47). However, no studies
are available linking comprehensive IPV competency mastery to
background variables.

Last, the literature is not clear about a critical benchmark for
IPV competence mastery. Most authors state that IPV mastery
is not “on par” (30, 40, 41, 48). Benchmarks are defined as:
“standards for measurement of performance that can be used for
comparison and to identify where needs for improvement exist”
[(49), p. 4]. Some authors suggest a 70% benchmark, or state this
benchmark has to be defined by the program (50), or that exit
level benchmarks are critical but take a lot of time and effort
to develop (51). In the present study, we adopted the “mastery
learning” benchmark of 80% put forward by Zimmerman and

Dibenedetto (52). This benchmark is high but seems adequate for
competencies that are critical for patient care and survival.

The study reported in this paper was designed to address
the following gaps in research and evidence: “a general bias
of published literature toward high-income countries” and
“evidence comes predominantly from high-income countries
and is focused on response, with more research needed on
primary prevention, including in low-income and middle-
income countries” (53).

Objectives and Research Questions
The researchers aimed to map the perceived mastery of IPV
competence components in Mozambican medical students by
focusing on the following three research questions:

1. What is the perceived mastery of knowledge, skills and
attitudes in relation to IPV competencies in Mozambican
medical students?

2. Is this mastery level different and how does it vary with
students’ background?

3. Is the perceived mastery of IPV competencies on a par with
the mastery-learning benchmark?

MATERIALS AND METHODS

Research Sample
The study was conducted in five medical schools situated in
the South, Center and North of Mozambique. Third- and sixth-
year students were randomly selected from each medical school.
We expected that competence differences between 3rd- and 6th-
year students will occur as IPV- related topics are dealt with
in the clinical years. Sample size calculation was based on an
expected prevalence of 50% of medical students mastering IPV
competencies, with a confidence interval of 95%, α 0.05 and
critical value Zα/2 of 1.96. This estimation resulted in n of
191 third-year students out of 376 and n of 144 of 6th-year
students out of 228. A first data collection round resulted in
responses from 167 participants (50%). A second data collection
was conducted, resulting in an additional response from 220
students (66%). The latter is considered a good response rate
(54, 55) A total of 304 students represented 80.85% of the 3rd-
year student population and 58 students represented 25.44%
of the 6th-year population. The smaller proportion of 6th-year
students can be linked to their absence from the university during
internships and clinical rotations.

All participants signed an informed consent form after
receiving an explanation about the focus of the study, that
their input would be kept confidential, that participation was
voluntary, and that they could withdraw from the study
at any time. The ethical approval was obtained from the
Institutional Committee of Bioethics and Health linked to the
Faculty of Medicine/Central Hospital of Maputo, Mozambique
(registration number CIBS FM & MCH/006/2016). In addition,
permission was granted by individual medical schools.

Research Instrument Design and Validation
A Portuguese language survey (IPV-KSA) was developed, based
on the IPV framework presented in Appendix 1. Survey design
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TABLE 1 | Socio-demographic characteristics of study participants.

Socio-demographic characteristics n %

AGE, YEARS

≤20 years old 139 35.9

21 to 22 years old 125 32.3

≥ 22 years old 123 31.8

Mean age 22.33

SEX

Female 145 37.5

Male 238 61.5

YEAR IN MEDICAL SCHOOL

3rd 304 84

6th 68 16

YEAR OF IPV INTRODUCTION

1st 1 2.5

2nd 6 15

3rd 7 17.5

4th 8 20

5th 13 32.5

6th 5 12.5

focused on developing 21 items covering IPV competencies;
considering theMozambique context (seeAppendix 1). Students
were asked to report their self-efficacy perspective in relation
to each item on a scale from 0 to 100 (see Appendix 4). The
self-efficacy scale was developed, based on the guidelines of
Bandura (56).

A pilot study was conducted, involving 20 3rd -year students
selected conveniently from a class of students attending a
theoretical-practical session in theirmedical course training (data
not used in subsequent data analysis) of each medical school
to assess the feasibility of the IPV_KSA, item relevance and
clarity. Students were invited to make comments and to give
suggestions. The average administration time was estimated at
20 min.

In view of the validation of the IPV_KSA instrument,
data from 50% of the respondents were used for exploratory
factor analysis (EFA). Next, the remaining data were used
to carry out a confirmatory factor analysis (CFA). Cut off
values for CFA-goodness-of-fit indices were based on Hu
and Bentler (57) and Jackson et al. (58). A cutoff of 0.90
recommended suggests “authors should indicate the cutoff
values for fit measures they intend to use” [(57), p. 19]. The
EFA confirmed the three-factor KSA-structure of the scale
explaining 72% of the total variance (see Appendices 2, 3).
Two knowledge items showed a better fit with the attitudes
sub-scale. One attitudes-related item showed a better fit with
skills since it referred to “follow-up of patients.” Confirmatory
factor analysis (CFA) resulted in acceptable goodness-of-fit
indices: X2

= 436.6, Df = 170, p < 0.01, CMIN/Df = 2.57,
CFI = 0.93; TLI = 0.91, RMSEA = 0.8 (see Appendix 3).
The high co-variances between the three factors confirm the
interlinked nature of knowledge, skills and attitudes in IPV
competencies. Cronbach’s alpha reflects a high to very high

TABLE 2 | One-sample t-test results related to perceived IPV competence

mastery.

Dfa Mean Mean SDb One-sample

difference t-test

Overall IPV_KSA score 380 36,18 −43,82 24,52 −34,88**

Knowledge 385 33,43 −49,05 24,84 −36,83**

Skills 383 32,01 −50,73 27,38 −35,35**

Attitudes 384 43,47 −36,53 27,58 −25,98**

**p < 0.01; aDf = degrees of freedom; bSD = Standard deviation.

reliability for each subscale: Knowledge (eight items, alpha =

0.93), Skills (eight items, alpha = 0.94) and Attitudes (six items,
alpha= 0.90).

The survey started with a section focusing on student
background variables (age groups, male/female students, medical
education school, and year in medical education).

Procedure
The study took place between July and September of 2016.
One researcher visited the students in each specific medical
school. After obtaining informed consent, students filled out the
IPV_KSA during a regular classroom session, in the presence of
the researcher to clarify possible queries.

Analysis Approach
After developing a general picture on the basis of a descriptive
analysis of the research variables, IPV mastery was linked to
student-background variables (one-way ANOVA). Next, the
perceived mastery level was compared to an external benchmark
(80%), using one-sample t-tests. Next to p-values, we reported
effect sizes (Cohen’s d) to interpret analysis results, considering
the guidelines of Baguley (59): d > 0.3 = small effect size; d >

0.05 = medium effect size; d > 0.8 = large effect size. A p-value
of p < 0.01 was put forward. All analyses were carried out using
statistical software SPSS version 24.0.

RESULTS

After screening, data from 362 students were included in the
data analysis (n 304 or 80.85% 3rd-year students; n 58 or
25.44% 6th-year students). Most respondents were male (n 238
or 61%). Considering population parameters, females were,
underrepresented (n 145 or 37%); sex data from 9 students were
missing. The average age was 22.33 years (SD= 3.9).

Perceived Mastery of the IPV
Competencies
Table 1 summarizes sociodemographic aspects. At the same time,
the table also shows a focus on student-background variables.
Overall, the results point at a weak overall mastery of IPV
competencies, in particular in IPV knowledge [F(1) = 19.89, p <

0.05, d= 0.4] and IPV skills [F(1) = 21.26, p< 0.05, d= 0.4], and
at the level of the IPV competence components, while suggesting
differences related to background variables.

Frontiers in Public Health | www.frontiersin.org 4 July 2019 | Volume 7 | Article 204

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Manuel et al. Medical Students’ Competences in IPV

Perceived IPV Competence Mastery and
Background Variables
Students were split up into three age groups: (1) up to 20 years
old (n 139 or 35.9%), (2) from 21 to 22 years old (n 125 or
32.3%), and (3) older than 22 years old (n 123 or 31.8%). Age
group differences are significant, with older students reflecting
significantly higher KSA scores [F(1) = 49.36, p < 0.01, d = 0.3]
in all medical schools. There were no differences based on the
school year of the students.

Females master significantly higher the IPV knowledge [F(1)
= 5.33, p < 0.05, d = 0.01] and skills component [F(1) = 10.60,
p < 0.05, d = 0.03]; with small effect sizes in all medical schools.
Differences in attitudes were not significantly different.

We observed that students from medical schools E, B and D
reflect higher IPV competence mastery as compared to C and
A in relation to the knowledge [F(1) = 19.89, p < 0.01, d =

0.17], skills [F(1) = 21.26, p < 0.01, d = 0.18] and attitudes
component [F(1) = 7.5, p < 0.01, d = 0.1]. Effect sizes were
small, meaning that differences in medical schools are trivial
as means do not differ by 0.2 standard deviations even as it is
statistically significant.

Third-year medical students reported consistently
significantly lower perceived IPV competence mastery as
compared to 6th year students in the knowledge [F(1) = 61.94,
p < 0.01, d = 0.14], skills [F(1) = 89.96, p < 0.01, d = 0.2],
and attitudes components [F(1) = 37.76, p < 0.01, d = 0.1]
in all medical schools. Effect sizes were small, meaning that
differences in the year of medical curriculum are trivial as
means do not differ by 0.2 standard deviations even as it is
statistically significant.

From a total of 387 medical students that participated in
the study, only n 40 (10 or 3%) students reported when they
were introduced to IPV contents in their medical curriculum.
For that reason, we did not analyze data regarding the year of
IPV introduction.

Perceived Mastery Compared to the
Mastery-Learning Benchmark
Perceived mastery levels of medical students were compared to
an 80% criterion. The one-sample t-test results in Table 2 show
consistently that mastery is significantly below the benchmark
in all KSA components in IPV competence and Table 3 the
comparison of the means of the total IPV scores based on some
of the student characteristics.

DISCUSSION

IPV is a global public health issue, which seems hardly addressed
in medical curricula as we found in a previous study on global
IPV medical curricula. In this study, perceived mastery of IPV
competencies was examined inMozambicanmedical students. In
relation to IPV competencies, a distinction was made—based on
a framework—on IPV-related knowledge, skills and attitudes.

The results are striking: they indicate that, in relation to all IPV
competencies, perceived mastery of students is low. This applies

TABLE 3 | Comparison of the mean of the total IPV scores based on some of the

student characteristics.

Characteristics Mean ± SD

SEX

Female 39,30 (24,65)

Male 34,23 (24,31)

AGE

Age groups ≤20 27,72 (20,51)

Age groups 21 or 22 30,97 (22,14)

Age groups ≥22 51,21 (24,37)

YEAR IN MEDICAL CURRICULA

n 304 in 3rd 31,34 (22,55)

n 58 in 6th 58,61 (20,74)

YEAR OF IPV INTRODUCTION (n = 39)

1st (1) 28,32

2nd (6) 49,80 (21,55)

3rd (7) 47,25 (10,60)

4th (8) 62,80 (15,93)

5th (12) 62,05 (23,11)

6th (5) 67,56 (10,64)

MEDICAL SCHOOL (n)

Medical school A (150) 28,92 (18,00)

Medical school B (57) 49,65 (28,18)

Medical school C (101) 30,18 (24,32)

Medical school D (56) 45,10 (24,95)

Medical school E (23) 55,72 (22,06)

to overall IPV competence scores, as well as to the Knowledge,
Skills and Attitude sub-scale scores.

Students aged 22 or more reported higher KSA scores on IPV
as compared to the younger group of students. In Mozambican
context, age matters since, according to academic reports from
medical schools, about 1/3 of students enter the level of higher
education at a later age and as such may bring their personal and
professional experiences into the educational context, which can
boost their orientation toward dealing with IPV.

Female medical students reported higher perceived mastery
scores in IPV knowledge and skills. This is not in line with
Fawole et al. (30) who stated that male students reflect stronger
knowledge about violence against women and female students
reflect higher attitude scores. Differences can be explained by
pointing at the Mozambican context where female students
are more acutely aware of IPV. On the other hand, the
authors reached their conclusions from studies in settings with
high prevalence and incidence of male-to-female IPV in most
countries, where almost all programs addressing victims of IPV
focus on the male as perpetrators of IPV.

Differences between medical schools could be linked to the
nature of the curriculum: one school reflected (a) an innovative
problem-based learning/community-based curriculum (n = 1),
compared to (b) a conventional/community-based curriculum in
the other universities (n = 4); as found in our previous study
on evaluation of Mozambican medical curriculum contents on
IPV. However, the results are not in line with curriculum design
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we found in the mentioned medical schools as found in our
submitted to peer review study on IPV curriculum evaluation.
Students from three medical schools (one innovative and two
conventional/community-based) reported being better prepared
to manage IPV victims as compared to students from medical
schools with conventional curricula. To explain this, we need
to look at differences between third-and 6th-year students. As
will become clear, despite medical curricula being different, all
curricula reflect a lack of a consistent and continuous IPV focus.

As expected, perceived mastery of 3rd-year students is more
restricted compared to 6th-year students. This seems aligned
with the literature stressing IPV contents should be introduced
in preclinical years but developed fully throughout clinical years.
However, our findings reinforce the view that fewmedical schools
seem to address IPV consistently (30, 43, 45, 60). Perceived
mastery is—even in 6th-year students—not on a par with the 80%
benchmark, suggesting this consistent and continuous focus on
IPV in the curriculum is lacking. Though the guidelines of the
National Action Plan for Prevention and Eradication of Violence
Against Women of Mozambique suggest integrating consistently
and continuously issues of violence, domestic violence and
gender in the curriculum of medical schools, this does not
seem to be the case (46, 61, 62). Even when IPV curriculum
content is studied during different years, it may not be in
a standardized format. Examples in the literature show that
most IPV curriculum contents are delivered as single, stand-
alone items and are not re-considered during the medical
curriculum (43, 63).

When comparing perceived mastery levels with a benchmark,
the results are questionable. The results from the present study
confirm reports from the literature—though mainly related to
professionals—about the low knowledge and awareness level in
medical staff, relating misconceptions, and prejudices about IPV
(25). In our study, the highest mean IPV score—but still below
par—is observed in attitudes. Nevertheless, the current perceived
mastery levels can be considered as a baseline to direct future
research aiming at improving IPV related education or in view
of comparison with medical students and staff in other contexts
or geographical settings.

Limitations
There are four major limitations in this study that could be
addressed in future research. First, the study focused on medical
students’ “perceived” mastery of IPV competences. Though self-
efficacy is accepted as a valid precursor of actual behavior (64),
alternative approaches could build on video-vignettes to map
behavioral proxies of students’ mastery. Secondly, we involved
students from different medical schools. But this was hardly
linked to differences in curriculum implementation or staff
competence. Thirdly, 6th-year students were underrepresented.
The input from 3rd-year students may reflect their lack
of exposure to clinical situations, including intimate partner
violence. Finally, female students reported higher self-mastery of
IPV. As IPV is more reported in the female population, we did
not ask the students if they had an episode of IPV. This could help
us to understand if the higher self-reported mastery of female
students is related to an episode of IPV.

CONCLUSIONS

Taking into account the present research findings, a need arises
to develop an IPV focus in the Mozambican medical school’s
curricula. Though currently perceived mastery of competencies
needed by physicians to deal with IPV of patients is below
par, researchers can use the present findings as a baseline for
further research fostering the development of IPV competencies.
The IPV framework can also guide the development of
interventions with a continuous focus underlying knowledge,
skills and attitudes components. In the context of follow-up
studies, we will focus on online clinical simulations as an
avenue to start up related IPV competence development in
medical contexts.

Recommendation for Further Research
Further research is needed to identify the approaches and
assessment procedures in the teaching-learning process to
present IPV content in Mozambican medical schools. After
analyzing the curricula in IPV contents, medical educators can
judge the results as to implement an innovative IPV curriculum
contents for medical students as designed by the medical
schools, or to improve the contents and then implement. It
is crucial to evaluate medical students’ and medical doctors’
perceptions and attitudes toward perpetrators and victims,
including their levels of empathy and management skills in
dealing with the victims. An evaluation of how the victims
of IPV are currently taken care of in different levels of
attendance would identify the insufficiencies and omissions that
could provide input to guide the introduction of changes in
the curriculum. A professional development analysis can help
to understand where professional development can contribute
to improving medical doctors’ competence in delivering IPV
curriculum contents and dealing with IPV survivors. Lastly,
the instrument developed in the context of this study can be
used in other contexts to foster an understanding of IPV-related
competencies of medical professionals and eventually the care of
IPV victims and conduct a study among practicing physicians
to get their perceptions of their competency in dealing with
IPV victims.

PREVIOUS PRESENTATIONS

The authors presented the preliminary results of the first data
collection set of 167 students at the AMEE Conference 2017, held
in Helsinki, Finland, on August 29, 2017.
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