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Promoting Free Online CME for Intimate Partner
Violence: What Works at What Cost?
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Introduction: There is a need to provide practicing physicians with training on the recognition and management
of intimate partner violence (IPV). Online continuing medical education (CME) could help meet this need, but there
is little information on the costs and effectiveness of promoting online CME to physicians. This lack of information
may discourage IPV training efforts and the use of online CME in general.

Methods: We promoted an interactive, multimedia, online IPV CME program, which offered free CME credit, to
92 000 California physicians for 24 months. We collected data on user satisfaction, the costs of different promo-
tional strategies, and self-reported user referral source. We evaluated California physician awareness of the pro-
motion via telephone surveys.

Results: Over 2 years, the CME program was used by 1869 California physicians (2% of market), who rated the
program’s overall quality highly (4.52 on a 1–5 scale; 5 = excellent). The average promotional cost per physician
user was $75. Direct mail was the most effective strategy, costing $143 each for 821 users. E-promotion via search
engine advertising and e-mail solicitation had less reach, but was more cost efficient ($30–$80 per user). Strat-
egies with no direct cost, such as notices in professional newsletters, accounted for 31% (578) of physician users.
Phone surveys found that 24% of California physicians were aware of the online IPV CME program after 18 months
of promotion.

Discussion: Promoting online CME, even well-received free CME, to busy community physicians requires re-
sources, in this case at least $75 per physician reached. The effective use of promotional resources needs to be
considered when developing social marketing strategies to improve community physician practices. Organizations
with an interest in promoting online training might consider the use of e-promotion techniques along with conven-
tional promotion strategies.
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Background

Intimate partner ~domestic! violence ~IPV! is a common
health problem. Almost 8% of adult women report experi-
encing IPV in the past year1 and 12%–14% of women sur-
veyed in primary-care settings report serious physical abuse

from an intimate partner within the past year.2,3 Women
who experience IPV have higher rates of depression and
physical symptoms and lower overall health status than
women not exposed to IPV.4 They also have higher health
care utilization than women not experiencing IPV.5,6 Unfor-
tunately, despite the well-documented occurrence of IPV in
health care settings, studies continue to show that practicing
physicians are not well trained in recognizing and managing
IPV.7–10

There are published examples of effective IPV training
programs for community practitioners, but these programs are
often expensive, institutionally based workshops11,12 that
are unsuitable for reaching large numbers of physicians.
Given its low distribution costs, Internet-based ~online! con-
tinuing medical education ~CME! could be an attractive IPV
training strategy. Systematic reviews show that, in general,
online education in the health professions is effective.13

However, the practical problem with community-based on-
line training is how to get busy physicians to use worth-
while programs. Online CME programs that work in test
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settings can be difficult to disseminate in real-world com-
munity situations.14

Those who seek to improve IPV training must reach
community physicians by advertising their programs and
competing against massive amounts of free commercially
supported online CME.15 They face legitimate social mar-
keting questions. How much should one spend to attract
physicians to an IPV CME program? Do some promo-
tional strategies work better than others? Because many
organizations regard this type of information as propri-
etary and others may not even collect it, CME providers
and CME underwriters often face the daunting task of learn-
ing through their own experience about what works and
what does not work in using online CME for community
outreach. Economic risk and uncertainty ~“What if we built
it and nobody came?”! may impede the development and
distribution of high-quality IPV CME programs. Access to
the practical experiences of others might provide eco-
nomic benchmarks that could facilitate a broader invest-
ment in IPV CME programs.

There are also social marketing and innovation dissem-
ination research issues that are worth considering. Social
marketing uses commercial marketing techniques and plan-
ning processes to accomplish social goals, such as improv-
ing public health.16,17 Innovation research focuses on how
new ideas and behavior change spreads in communities.18

Practical information on how promotion affects the dis-
semination and uptake of an innovation, such as online,
community-based CME, can inform future studies on chang-
ing physician behavior to improve public health.

We developed an online IPV CME program that provides
long-term ~12-mo! improvements in key physician IPV
knowledge, attitudes, and behaviors.19 With philanthropic
support we were able to customize this program for Cali-
fornia IPV reporting and referral requirements and offer it
and free CME credit to all California physicians for 2 years.
We measured the advertising and promotion costs required to
attract physicians to the free IPV CME program and sought
to determine which commonly used promotion strategies ap-
peared to be most effective. We hope that our experiences
will assist IPV advocacy organizations as they consider their
own physician outreach programs and encourage the wider
use of online CME by public health-focused organizations.
This experience may also prove useful to researchers seek-
ing to better understand the role of social marketing for im-
proving physician performance.

Methods

The Online Education Program

In 2005 a California foundation with an interest in IPV train-
ing commissioned us to revise our online IPV CME pro-
gram and provide this program and CME credit for free to
California’s physicians for 2 years. The resulting online IPV

program was publicly available between July 14, 2006 and
July 31, 2008 at a dedicated Web site, www.RespondtoDV.org.

Any Web user could register at the IPV Web site and
complete the CME program, but the site offered between
0.75 and 16 free AMA PRA Category 1TM credits or AAFP
prescribed credits only to practicing California physicians.
When a user first registered at the Web site, we captured
information on their referring uniform resource locator
~URL!. This is the Web site the user had visited immedi-
ately before coming to www.RespondtoDV.org. In many
cases the referring URL could be the user’s home page or
a Web site unrelated to www.RespondtoDV.org. If, how-
ever, the user came to the IPV CME program by follow-
ing a link contained within an online advertisement or a
promotional e-mail, we could record that the user had seen
the advertisement or e-mail.

Upon registration users were required to supply their name,
e-mail address, and ZIP Code of residence. They were also
required to select their referral source ~“How did you learn
about this site?”! from a list. They could optionally also
choose their profession from a list. Physicians were not au-
tomatically issued a CME certificate unless their medical
license number ~required only if a CME certificate was re-
quested! could be verified against a list obtained from the
Medical Board of California ~MBC!. The original intent
was to provide free CME credit for licensed California phy-
sicians; however, as the project progressed, the CME spon-
sors also provided CME credit to California nurse
practitioners, physicians’ assistants, and physicians not reg-
istered in the MBC database via manual processes.

The basic features of the online IPV CME program have
been previously described.19 The core teaching elements were
17 interactive virtual patients ~VPs! that simulated typical
IPV presentations in 5 clinical specialties: family0internal
medicine, emergency medicine, obstetrics0gynecology,
pediatrics, and mental health. Each set of 3 or 4 VPs in a
specialty area provided a total of 3 CME credits and was
designed to cover all major IPV teaching objectives. There
was also a single ~1 CME credit! VP dealing with a skin
lesion and a patient’s “readiness to change” her IPV rela-
tionship. Eligibility for CME credit was based on the num-
ber of VP simulations completed by the user.

The program also contained 73 multimedia minitutorials
on key aspects of IPV, 6 brief video presentations by ex-
perts, 12 downloadable practice tools ~eg, patient handouts,
pocket guides, and consent forms!, 9 downloadable forms
and guides for California practitioners, and 170 hyperlinks
to National Library of Medicine journal abstracts. All of
these educational resources were accessible within the VP
simulations as well as from the course home page.

The program’s lead author ~Z.S.! revised the previous
CME program to address confidentiality issues posed by
California law and specific IPV reporting requirements man-
dated by California Penal Code §11160.20 These revisions
required modifications of all VPs, creation of 7 new mini-
tutorials, and development of downloadable versions of
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relevant California reporting forms. We also added a brief
~3-min! video discussion by a California IPV expert, Dr.
Connie Mitchell, addressing the management of IPV dis-
closure in a clinical setting. None of these modifications
altered the basic structure of the program or the key IPV
learning objectives.

Promoting the Program

There was no guaranteed market for this program. Califor-
nia law requires that physicians obtain an average of 25
CME credits annually for licensure, but the state does not
require IPV ~or related topic! CME. California law does re-
quire the MBC to “. . . periodically disseminate information
and educational material regarding the detection and treat-
ment of spousal or partner abuse to each licensed physician
and surgeon.” 21

In 2005 and early 2006 we worked with a professional
advertising agency to develop a promotional theme for the
IPV program, a customized look for the Web site, and a
series of four 6 � 11–in. postcard mailers. We coordinated
this work with the supporting foundation and with staff of
the California Medical Association. The intent was to pro-
duce a general message to California’s health care practi-
tioners about IPV ~“Recognize. Validate. Assess. Connect.”!
and encourage them to utilize a “. . . new education resource
~that! shows physicians a better way to care for victims of
domestic violence.” All promotional messages noted that the
online education program was freely available and provided
free CME credits for California physicians.

We used multiple advertising and promotional strat-
egies to attract physicians to the CME Web site. These
included quarterly announcements in the MBC newsletter,
4 postcard mailers at 6-month intervals to 92 000 licensed
California resident physicians, 2 press releases distributed
via a commercial news service, multiple announcements
in professional publications, contact with key opinion lead-
ers, commercial e-mail solicitations, and online search en-
gine advertising via Google�. We did not use journal
advertising or direct detailing.

Market Research

We commissioned the services of an outside market re-
search firm ~Decision Support, Inc., Tucson, AZ! to better
understand the California physician market and to help as-
sess the effectiveness of our promotional strategies. This
company undertook 2 telephone surveys at 6 months and 18
months after project inception to evaluate general IPV aware-
ness, CME use patterns, and specific awareness of the IPV
CME program among California physicians. The surveys
were based on a brief questionnaire developed by the mar-
ket research firm. The survey was field tested with 20 re-
spondents, but not otherwise validated. Our budget allowed
us to pay for 400 complete surveys on each occasion, a
number that we felt was comparable to other reported sur-

veys of physician CME use. Data represent the first 400
complete responses from lists of 6000 and 8000 randomly
selected practicing California physicians.

Analytic Methods

We report data on all California physicians who registered
at the Web site during 2 years ~from July 14, 2006 to July
13, 2008! and the external costs of all promotional efforts
associated with this project. A small number of persons reg-
istered several times with different user names. Based on
CME certificate information, we merged duplicate files to
create a data file of unique individual users. When multiple
registrations by the same person were associated with dif-
ferent referral sources, we recorded the user’s referral source
as the one that was associated with the largest amount of
CME credit issued.

To estimate the reliability of self-described referral sources,
we compared the referring Internet URL associated with a
new registration to the referral source specified by the user.
For example, if the referring URL could be directly attrib-
uted to a search engine advertisement or to a link in an
e-mail promotion, we noted whether the user had chosen
search engine or e-mail as their referral source.

We used the direct external costs of each promotional
approach to approximate overall promotional costs and costs
per user. We did not calculate direct internal costs ~eg, staff
time! required to develop or manage a particular promo-
tional campaign; nor did we allocate overhead expenses.

After finishing the CME program users were requested
to complete an 8-item satisfaction survey ~items shown in
TABLE 2!. The survey used Likert-type responses ~1–5 scale!
to indicate degrees of satisfaction with 7 features of the pro-
gram and a no0yes ~1 or 2! response for 1 item ~Evidence
of bias!. We used mean scores to measure survey responses.

Results

To help place the findings in context, it is important to
understand the extent to which external promotional ef-
forts may have affected results. This project was endorsed
by the California Medical Association; the Los Angeles,
San Francisco, and San Diego county medical societies;
the California chapters of the American College of Emer-
gency Physicians, American College of Obstetricians and
Gynecologists, American Academy of Pediatrics, and Amer-
ican Academy of Family Physicians. It was also endorsed
by the Permanente Medical Group and the Family Vio-
lence Prevention Fund. These organizations presented in-
formation on the CME program on at least 1, and often
several occasions to their constituents. Our data should be
considered in light of this level of uncompensated support.

Over 2 years, the educational program was used by 2149
individual California health care practitioners, 1869 of
whom were physicians. There were 1966 total physician
registrations; thus there were 97 duplicate registrations ~5%
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of total!. The 1869 individual physicians earned a total of
9590 CME credits or 5.13 credits per physician.

Data on the number of individual physician users and
self-reported referral source, as well as Internet referral
source, are shown in TABLE 1. This table also presents
direct external costs for the promotional approaches we
used. We spent $74.97 on external promotional activities
for each physician who used the online program. Based
on self-reported referral source, the least expensive adver-
tising approaches were professional reference and word of
mouth, represented by the “MBC Newsletter” and “Other”
rows. These approaches required no external expenditures,
although they did require staff time. The most expensive
promotional approach overall, and second most expen-
sive approach on a per-physician gained basis ~at $143.05
per physician!, was direct mail ~postcard mailing!. Direct
mail was also the most successful strategy for acquiring
physician users of the Web site ~44% of all physicians!,
presumably because it reached the largest audience.

The Internet referral source ~referring URL! data in
TABLE 1 allow an estimate of the accuracy of the self-
reported referral data. As shown in the table, the 129 phy-
sicians who self-reported that they were referred from an
Internet search engine were found 70% of the time ~910
129! to have been referred from the URL associated with
our search engine advertising. Likewise, of the 190 per-
sons referred from the URL associated with the search
engine advertising, the most common self-reported refer-
ral source, 48% ~910190! was Internet search engine and
the second most common self-reported referral source
~32%! was “other.” A similar pattern existed for e-mail
advertising. It seems, therefore, that users were able to dis-

tinguish between our major advertising approaches. For ex-
ample, persons who self-reported that they were responding
to a postcard were very unlikely to have actually come to
the site directly from a search engine advertisement. These
data do not imply that users only saw 1 form of adver-
tising, but they do lend some credibility to our assessment
of the “reach” of a specific advertising campaign.

Data in the last 2 columns of TABLE 1 provide alterna-
tive means of calculating costs per physician acquired for
electronic advertising. These data are based on the referring
URL, not the self-reported referral source. They suggest that
the cost was $55.060physician acquired ~$10 4610190! by
search engine advertising and $59.380physician acquired
~$5760097! for e-mail advertising, versus estimates of
$81.09 and $37.89 derived from physician self-reports. Thus,
the costs for these 2 approaches can be estimated to be in the
ranges of $55–$81 and $38–$59 per physician acquired.
These ranges are close to the average costs for the entire
project and considerably less than the $1430physician ac-
quired for direct mail.

User satisfaction data are presented in TABLE 2. These
data show that physicians who used the online CME pro-
gram were generally pleased with their experience and re-
ported a high likelihood that they would change their
behaviors based on the educational experience. This infor-
mation suggests that the program was educationally effec-
tive and that any word-of-mouth dissemination from early
adopters was likely to be positive.

The telephone survey data ~TABLE 3! show that respon-
dents were geographically and professionally diverse, rep-
resenting 26–28 medical specialties. Ages of the 2 samples
were similar ~38%–39% � age 50!, but sex differences in

TABLE 1. Individual Physician Users of Intimate Partner Violence ~IPV! CME Program by Referral Source and Advertising Campaign Cost

Internet Referral Source
Recorded by IPV CME Web Sitea

Single Referral Source
~Advertising Campaign!
Reported by Physician

Physicians
Associated
with Source

Percent
of Total

Physicians

Cost of
Advertising
Campaign

Cost per
Physician
Acquired None

Search
Engine

Adb
E-Mail
Link

Postcard mailing 821 43.9% $117 442 $143.05 806 13 2

Medical Board of California Newsletter 404 21.6% $0 $0 399 4 1

Otherc 174 9.3% $0 $0 108 60 6

Workplace0colleague0CME coordinatord 167 8.9% $3252 $19.47 153 13 1

Commercial e-mail message 152 8.1% $5760 $37.89 57 9 86

Internet search engine 129 6.9% $10 461 $81.09 37 91 1

News0press release 22 1.2% $3200 $145.45 22 0 0

Total 1869 99.9% $140 115 $74.97 ~average! 1582 190 97

aBased on referring uniform resource locator ~URL! associated with the user, ie, a unique Internet address.
bGoogle AdWords�.
cIncludes “other” as chosen by physician ~126! plus 3 small categories that had no direct cost.
dIncludes targeted mailout to 400 hospital CME coordinators.
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the samples were considerable, with the 6-month survey hav-
ing 41% male respondents and the 18-month survey having
85% males. The surveys should, therefore, be considered
diverse, but not random samples. Despite concerns with the
representativeness of the samples, answers to survey ques-
tions about CME preferences were quite consistent, suggest-
ing some stability in responses. The telephone survey data
suggest that the promotional campaigns were modestly ef-
fective. In November 2006, when asked about this program
~prompted awareness!, 16% of surveyed physicians stated
they were aware of it. By November 2007 prompted aware-
ness had increased to 24%. When asked how they preferred
to take CME courses, the responses consistently showed that
most California physicians preferred live events ~65%–
66%! versus online CME ~24%–25%!. IPV advocates might
be concerned to learn that a substantial number of respon-
dents in both surveys, 39%–52%, felt that 1% or less of their
female patients were adversely affected by partner violence.

Discussion

Although these data only represent a single experience and
have clear limitations, such as the accuracy of self-reported
referral information and the self-selection of physician users
of the IPV program, they could prove useful to organiza-
tions interested in training community physicians in the rec-
ognition and management of IPV until better information
becomes available. Over 2 years, with a $140 000 external
promotional campaign, we were able to attract 2% of Cali-
fornia’s practicing physicians to an IPV education Web site.
There was no incentive for physicians to utilize this Web
site beyond the promise of free CME credit and their per-
sonal interest in the topic. The promotional cost of attracting
1 physician to the program was approximately $75.

These data should be helpful to those with a general
interest in social marketing,22 particularly the use of social

TABLE 2. User Satisfaction with Online IPV CME Program ~N � 1869!

Satisfaction Survey Item
Mean Response

~SD! Survey Item
Mean Response

~SD!

How well were the learning objectives of this
program met? ~1 � Not Well r 5 � Very Well!

4.55 ~0.66! Please rate the quality of the images. ~1 � Poor r
5 � Excellent!

4.42 ~0.74!

How relevant was the information in this program
to your clinical practice? ~1 � Not Relevant r
5 � Very Relevant!

4.11 ~1.02! Please rate the transmission speed. ~1 � Poor r
5 � Excellent!

4.55 ~0.69!

How would you rate this program overall? ~1 �
Poor r 5 � Excellent!

4.52 ~0.69! To what extent did the activity present scientifically
rigorous and balanced information? ~1 � Poor r
5 � Excellent!

4.46 ~0.71!

Did you feel there was any bias towards any
particular product or company? ~1 � No: 2 � Yes!

1.01 ~0.12! Rate the likelihood you will make a change in
practice behavior based on your participation in this
activity. ~1 � Poor r 5 � Excellent!

4.19 ~0.90!

TABLE 3. Market Research Telephone Survey Findings of Randomly
Chosen California Physicians

Survey Dates
1102702006–
1200702006

110702007–
1102002007

Number contacted* 2410 745

Number of respondents 402 400

% Male 41% 85%

% � Age 50 39% 38%

Number of specialties in sample 26 28

Geographic region of respondent

Northern California 29% 31%

Central California 17% 15%

Southern California 55% 54%

Are you aware of a free online CME
program supported by the Blue Shield
Foundation to improve a physician’s
ability to deal with patients who are
victims of domestic or intimate partner
violence? ~Yes!

16% 24%

Do you prefer to take CME courses in
person or online?

In person 66% 65%

Online 24% 25%

Don’t know0don’t care 10% 10%

In your experience, what percent of
your female patients ~mothers of your
patients if you are a pediatrician! are
adversely affected by partner violence?

Don’t know 37% 30%

0%–1% 39% 52%

2%–5% 17% 12%

6%� 7% 6%

*Includes refusals, not qualified, questionnaires sent by fax but not re-
turned, and completed interviews.
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marketing techniques to change physician behavior.23,24

There are some research data on the use of marketing ~and
other! techniques to improve physician prescribing, a clin-
ical issue with good commercial models and measurable
endpoints.25–27 There are also data suggesting that CME
programs can be helpful in improving physician perfor-
mance in general.28 However, there are few practical data
to guide private and government organizations with an in-
terest in using community-based physician education to ad-
dress social topics such as IPV, cultural competency, and
the management of chronic pain. If these organizations are
to address such issues, they not only need to know what
works, but at what cost.

We learned that some promotional strategies were more
cost effective than others, at least for promoting online IPV
CME programs to physicians. We found that press releases
and direct mail advertising appeared to be relatively cost
ineffective, at $140–$150 per user acquired. In contrast,
e-promotion, with search engine advertising and direct e-mail
blasts, appeared to cost $40–$80 per user acquired. We feel
that conventional mass advertising ~eg, direct mail! serves
additional purposes, such as communicating a broad mes-
sage about IPV, but in the future we will probably use less
of these strategies and more targeted e-promotion. Further
studies of the effectiveness of e-promotion for marketing
online CME would be helpful.

We found that word-of-mouth and opinion leader pro-
motion had a low external cost, but required considerable
staff time. Going forward, we plan to document the staff
time required to interact with medical organizations, prepare
promotional descriptions, and respond to inquiries. We en-
courage others to do the same to more fully evaluate their
promotional costs.

Lastly, those with practical exposure to product promo-
tion or an interest in marketing research and theory already

know that it takes more than 1 advertising impression to
change behavior.29 More recent work suggests that the amount
of advertising it takes to be effective is a function of brand
familiarity, message complexity, and message novelty.30 We
were promoting an unfamiliar and complex product with a
novel message. We believe that our findings help frame the
types of real-world results that can be achieved in such
circumstances.
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