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1. Executive Summary

1.1. Project Background

This review examines interventions to identify, prevent, reduce and respond to domestic violence
between family members or between people who are (or who have been) intimate partners.

This following research questions are addressed:

Question 1: What types of interventions or approaches are effective in preventing
domestic violence from ever happening in the first place?

Question 2: What types of interventions or approaches are effective in helping all those
working in health and social care to safely identify and, where appropriate, intervene to
prevent, domestic violence?

Question 3: What types of interventions or approaches are effective in helping all those
working in health and social care to respond to domestic violence?

Question 4: What types of interventions and approaches are effective in identifying and
responding to children who are exposed to domestic violence in the various settings
identified?

Question 5: What are the most effective types of partnership and partnership
approaches for assessing and responding to domestic violence?

1.2. Methods

To locate evidence, a wide range of databases and websites indexing potentially relevant
literature were searched.

The following inclusion criteria were applied:

o Does the study address one/more of the following populations:

- Adults and young people/ teenagers in current or former intimate relationships
who are experiencing or have experienced domestic violence;

- Abuse of elders (65 years or older) or other adults by family members

- Those who have been the victim of, or perpetrator/s of honour based violence or
killings

- Adults or children at risk of or experiencing forced marriage

- Those who are perpetrating domestic violence;

- Children who are exposed to domestic violence (i.e. The violence is not
perpetrated on them directly, but they witness or experience it);

- The general population;

e +Does the study evaluate an intervention/ approach to identify, prevent, reduce or
respond to domestic violence between adults and young people who are, or have been,
intimate partners, or the abuse of older people by a family member;

e Does the study focus on the following settings: health-care, social care and specialized
domestic violence service settings;



e Was the study conducted in one of the following OECD countries: Australia, Austria,
Belgium, Canada, Denmark, Finland, France, Germany, Greece, Iceland, Ireland, Italy,
Luxembourg, Netherlands, New Zealand, Norway, Portugal, Spain, Sweden, Switzerland,
United Kingdom, United States;

e Was the study published in 2000 or later;
e Was the study published in English;

e |s the study a randomised controlled trials (RCT); a case-control study; interrupted time
series; cohort study; cross sectional study; observational study; systematic review, or
qualitative study, not already covered in an included systematic review?

The quality of included studies was assessed, and data were extracted, using the standard tools
for National Institute for Health and Clinical Excellence (NICE) public health evidence reviews.
Data were synthesised narratively.

Systematic reviews that included any of the study types listed above were collected. The
individual studies covered by these systematic reviews were excluded from this review; a high
level summary of reviews is provided prior to the main report of findings. Note that Q4
(Interventions for Children who are Exposed to Domestic Violence) was the first sub-section
reviewed and the protocol was somewhat different; findings from one systematic review were
included in the main report of findings, but the individual studies covered by the review were not
individually reviewed/ rated.

1.3. Findings & Discussion

Q1: Prevention of Domestic Violence

A total of 14 articles were identified on interventions for preventing DV, informing 4 evidence
statements related to: prevention approaches for young people; media campaigns; interventions
implemented in health settings; and interventions in community settings for at-risk women.

Summary of findings

The majority of prevention approaches for young people were secondary prevention approaches,
aimed at preventing violence among diverse sub-groups identified as high risk for IPV. Primary
prevention programs that were school based and not linked with health, social care, or
specialized DV services were outside of the scope of this review. While there is limited evidence
on primary prevention programs for young people, there is modest evidence that prevention
programs that target young people at risk for partner violence may improve knowledge, attitudinal
(towards violence and gender roles) and interpersonal outcomes. Programs tended to focus on
attitudinal changes, yet some studies conducted with young people at high risk for abuse also
measured and reported modest reductions in violent behaviours.

Inconsistent evidence was found on the impact of media campaigns for improved recall,
hypothetical bystander actions, and awareness of available resources, calls to hotlines and
knowledge and perceptions of DV. Some studies reported improvements while others lacked
reach to the intended audience, suggesting that media campaigns have the potential to raise
awareness of DV and services but may be hindered by issues with implementation.

Only weak evidence was available for prevention interventions implemented in health care
settings. Only two studies were located, both delivered in emergency departments, which
demonstrated improvements in exposure to DV materials, or changes in knowledge and attitudes



related to DV. Further research is required to examine prevention interventions within or linked to
health settings, and also to explore behavioural change following an intervention.

Finally, there was weak evidence related to prevention programs implemented in community
settings for high-risk women, which included: women with learning disabilities and low income
single African American mothers. While evidence was limited to two studies, findings suggest that
engaging high risk groups may require tailored and innovative approaches to programme delivery.

Discussion

Overall, studies were primarily of moderate quality, with only one high quality study.
Methodological limitations included the non-experimental nature of studies and lack of follow up
beyond the end of the intervention. More robust studies are required to determine effective
approaches to preventing DV among these groups.

While studies did not address all groups within the scope of our review (particularly ‘honour based
violence’ and elder abuse prevention), the included studies did address diverse sub-populations
of women and men or girls and boys, including: African American male adolescents, Hispanic
youth, adolescent mothers and couples, women with learning disabilities, low income single
African American mothers, as well as media campaigns with African Americans or within rural
contexts. The range of diversity in these studies may reflect efforts to prevent DV among
vulnerable sub-populations.

The contextual literature recommends the development of further tailored, community based
approaches to violence prevention, along with interventions that address multiple levels of
prevention. The need for longitudinal research to examine the effect of prevention programming
on behaviour change has also been noted.

Q2: Identification of Domestic Violence

A total of 28 articles addressed the nature of the interventions and approaches used in health and
social care settings for identifying DV, informing six evidence statements on: screening/
identification tools, screening formats, enhancing identification through additional protocols such
as provider cueing, provider education that supports identification and intervention, organizational
level supports for identification, and identification of violence with pregnant/ postpartum women.

Summary of findings

Moderate evidence revealed that the length of the tool used, the types of questions asked (e.g.
frequency of abuse vs. yes/ no question) and screening tool used (tools captured by these
studies include: WAST, CAS2, PVS, HITS) resulted in differences in identification (rates, types of
violence and groups identified). However, the screening tools that were compared varied greatly
between studies, so it is not possible to determine which particular tool or tools are most effective.

Moderate evidence also suggests that screening format (computer-assisted, face-to-face, self-
report) impacts the disclosure of IPV, forms of violence reported, or may improve awareness of
abuse. Again, it is not possible to determine which specific format is most effective due to
variability between studies in the formats being compared. However, some moderately rated
studies reported that women were more likely to disclose IPV in a self-report compared to a face-
to-face format, while one poorly rated study reported the opposite.

Cueing refers to providing information about a patient prior to a clinical encounter that will “cue” or
propel the provider to investigate issues of DV. There is moderate evidence that cueing improves
discussion of, disclosure of and referrals or services provided for DV among some populations; all
studies reported improvements in rates of identification and disclosure, with some differences
noted between samples being compared (e.g. urban versus suburban participants).



The evidence on the effectiveness of provider education interventions for improving screening
practices or clinical enquiry is inconsistent. Interventions were typically aimed at increasing health
care providers’ ability to raise the issue, screen for or detect DV among their patients. Some
studies reported an increase in awareness, screening and documentation of DV; in other studies,
improvements were modest or limited.

There is weak evidence that the implementation of policy or organizational changes to screening
for DV improves screening rates, referral rates and/or provider comfort with and ability to screen.
Only two studies examined this form of intervention, although both reported improvements in
screening practices following the implementation of new procedures.

There is moderate evidence that universal screening or routine enquiry for DV in pregnancy,
when supported by staff training and organizational support, improves screening practices and
documentation of DV. Studies reported modest to substantial improvements screening rates in
clinical settings, and improvements in women’s privacy during screening and documentation of
abuse during home visitation.

Discussion

Overall, the majority of studies were before and after studies and lacked follow-up. The majority
of studies also focused on abuse of women by a male partner. Very few studies examined the
impact of identification interventions or approaches for diverse sub-populations of women or
screening for: perpetrators, children who witness violence, ‘honour’ based violence, and elders.
The majority of studies also focused on the identification of DV in emergency department,
antenatal care, or primary care settings. There is a lack of research examining the identification of
DV in social care settings, or evaluating integrated approaches to identification across various
health and social care settings.

While interventions and approaches examined do reveal some modest improvements in rates of
identification or practices and knowledge related to the identification of DV, there appear to be
significant challenges in achieving identification, referral and support goals. Although few studies
examined interventions beyond the point of identification, some studies reported low rates of
follow-up with women who had been identified as at risk. Further research is required to examine
and address the barriers providers face in identifying and responding to DV. Furthermore,
interventions are required that include a post-identification intervention and that measure health
outcomes for participants. However, screening and routine enquiry interventions during
pregnancy and postpartum appear to result in greater improvements in providers’ inquiry or
screening for DV, perhaps related to the relatively sustained and ongoing nature of the patient-
provider relationship during pregnancy/ postpartum.

Q3: Responses to Domestic Violence

A total of 76 articles were identified on interventions and approaches used in health and social
care settings for responding to violence among victims (33) (other than elders and couples, which
are reported in the following section), perpetrators of violence (33), elders (3) and couples (7),
informing 12 evidence statements on: advocacy interventions, skill-building interventions,
counselling and brief interventions, and therapy interventions for victims; and individual
interventions for abusers, short duration (16 weeks or less) group interventions measuring
recidivism/ abuse outcomes, short duration group interventions measuring attitudinal,
psychological and interpersonal outcomes, long duration (over 16 weeks) group interventions
measuring recidivism/ abuse outcomes, long duration group interventions measuring attitudinal,
interpersonal and psychological outcomes; couple interventions including substance use
treatment and couples interventions not including substance use treatment; and interventions
addressing elder abuse.



Summary of findings

Interventions for Victims of Domestic Violence

Advocacy interventions are those that inform, guide and help victims of DV to access a range of
services and supports, and ensure their rights and entitlements are achieved. There is moderate
evidence that advocacy services may improve women'’s access to community resources, reduce
rates of IPV, improve safety, decrease depression, reduce various stressors, and improve
parenting stress and children’s well-being. While the majority of studies received a moderate
quality rating, all studies reported improvements for women, suggesting that this may be a
promising approach for responding to DV. Additional evidence for advocacy approaches will be
included in the partnership section.

There is moderate evidence that skill building (teaching, training, experiential or group learning)
on a range of topics with victims of partner violence has positive effects on victims’ coping, well-
being, decision-making abilities, safety and reduction of coercive and violent behaviour. While all
studies reported improvements, interventions varied widely focusing on building skills such as:
coping skills, safety planning and conflict resolution skills, knowledge of reproductive coercion
and harm reduction in a reproductive context, decision-making and danger-assessment sKills,
economic education, and sleep training.

Counselling/ brief interventions promote a range of outcomes, such as reducing depression and
increasing empowerment among those who have experienced DV, through interventions based
on brief educational, cognitive-behavioural, and motivational interviewing approaches. There is
moderate evidence that counselling interventions may improve: PTSD symptoms, depression,
anxiety, self-esteem, stress management, independence, support, re-occurrence of violence,
birth outcomes for pregnant women, motivational level, readiness to change, and/ or forgiveness.
Diverse groups of women were included in these studies, such as: pregnant African American
women, pregnant and postpartum women, women in shelters, Hispanic immigrant women and
rural women. While the majority of interventions reported improvements on the various outcomes
measured, some reported only modest improvements or improvements on some but not all
measures.

Therapeutic interventions promote improvement in mental health impacts of violence, through
more intensive treatments than counselling interventions such as group therapy. There is
moderate evidence that therapy interventions may be effective for improving various PTSD
symptoms, depression, trauma symptoms, psychological and social outcomes, parenting/ family-
related outcomes and in some cases may reduce likelihood of future IPV or re-abuse. Several
studies were conducted with low-income women, and the majority of women captured in these
interventions were Caucasian. All studies reported improvements on the various outcomes
measured; some studies that compared interventions reported differences in the type and level of
effect.

Interventions for Perpetrators of Domestic Violence

For interventions for batterers, several studies included female batterers/ abusers, although the
majority addressed interventions for male batterers. Studies varied in whether participants were
court mandated, non-mandated, or both.

There is moderate evidence that individual interventions for abusers may improve: aggressive
feelings towards partner, attitudinal change, understandings of violence and accountability, or
short-term help seeking. Some interventions also reported improvements in violent behaviours or
recidivism, while others demonstrated no effect. The types of individual interventions employed
varied, including: case management, an individual level intervention combined with community
outreach services, solution focused therapy, educational interventions, and motivational
interviewing. Overall, interventions appeared to have a greater effect on attitudinal outcomes than
recidivism/ violence outcomes (which, when measured improved in some but not all studies).



Short duration group approaches (16 weeks or less) included: family of origin group therapy, a
solution and goal focused group treatment programme, CBT, unstructured supportive group
therapy, group counselling, and group sessions based on the Duluth model. There is inconsistent
evidence that these interventions reduce recidivism/ abuse outcomes. Multiple studies reported a
reduction in recidivism or other abuse measures. In contrast, a few studies reported
improvements in some, but not all abuse measures or no improvement at all, including a group
treatment programme for female batterers and a cognitive behavioural group counselling
intervention. However, there is moderate evidence that these short duration group interventions
improve attitudinal, psychological and interpersonal outcomes among abusers. The majority of
studies reported improvements on the various outcomes measured, although two studies
examining a group treatment programme for female batterers, found improvements on some, but
not all psychological measures.

Long duration approaches (over 16 weeks) included: CBT programs, psycho-educational
components, abuser schema therapy, Duluth-based group therapy, and stages of change Ml
approach. There is inconsistent evidence regarding the effect of long duration group interventions
for male abusers on recidivism or abuse outcomes. Evidence of effectiveness was inconsistent
with some studies reporting a reduction in recidivism/ abuse outcomes, some reporting only
temporary reductions or improvements in select measures of violence/ aggression (e.g. physical
but not psychological aggression), and some studies demonstrating no impact on recidivism. The
evidence of effectiveness for long duration group interventions on attitudinal, psychological and
interpersonal outcomes is also inconsistent. Evidence of effectiveness was inconsistent, with
most studies demonstrating improvements (on measures such as: communication, motivation to
change, attitudes towards violence, conflict management skills, etc.), but some studies revealing
little positive effect.

Interventions for Addressing Elder Abuse or Maltreatment

There were few studies examining elder abuse (either against elders or against caregivers),
which used varying approaches and demonstrated mixed findings (related to effectiveness), and
therefore evidence of effectiveness is weak.

Interventions for Couples

There is moderate evidence that behavioural couples therapy (BCT) included within substance
use treatment is associated with improved abuse outcomes, and in some studies with improved
substance use measures. While these show moderate effectiveness for perpetrators of violence
struggling with substance use disorders, weaknesses of these approaches include a lack of
grounding in a theoretical framework or acknowledgement of the gendered nature of violence. In
addition, these studies were conducted with primarily White samples and therefore the
effectiveness of these approaches for ethnically diverse couples and non-substance using
couples has not been identified in this review. Only 3 studies examined couples interventions
(which do not include treatment for substance users); these interventions were diverse in
approach, samples used and outcomes measured, and therefore it is not possible to form overall
conclusions on the effectiveness of couples-based approaches.

Discussion

Overall, there is a lack of research to address ‘honour’ based violence or forced marriage, and a
lack of evidence on tailored approaches for diverse women and women at different levels of risk.
Further research is required to address the need for a spectrum of services, and tailored and
coordinated responses for those who have experienced DV. For abusers, most interventions
were directed at heterosexual men who abuse their partners and no quality studies were found
that evaluated family intervention responses to DV. There was also a lack of interventions
delivered within or linked to the health sector.



For victims, there was moderate evidence for advocacy and various approaches to skill
development, counselling and therapeutic approaches. However, many studies, particularly within
the counselling/ brief intervention and therapeutic intervention approach sections, included small
sample sizes. Many studies also reported high rates of attrition, and lacked follow-up beyond
programme completion. Larger, more robust studies are required to determine effective
approaches to responding to DV among victims.

Intervention approaches for abusers were generally quite uniform, often employing psycho-
educational, broad skill development, or cognitive behavioural approaches, including the Duluth
Model from the USA. However, there were variations in how programmes for abusers were
implemented (setting, facilitator, duration, etc.). Larger, more robust studies and studies
comparing different interventions and approaches (including those that compare varying
intensities, durations, etc.) are required to respond to DV among batterers, couples and elders.

Q4: Interventions for Children Exposed to Domestic Violence

This review addressed the nature of the interventions and approaches used in health and social
care settings for identifying and responding to children exposed to DV. Our review identified one
systematic review article within which 25 articles were in the scope of this review, plus 13
additional articles. While the assessment method used in the review article is not precisely the
same as the NICE method, the 25 articles were quality assessed for strengths and weaknesses
and critically appraised by the review authors. However, the quality of these studies is reliant on
what is reported by Rizo et al. (2011), and is therefore a limitation of this review.

Summary of findings

The Rizo et al. review identified four main approaches to responding to child witnesses of DV.
They reported on approaches that are: counselling and therapeutic oriented; some that are crisis
and outreach oriented; some that focus on parenting and the child-parent relationship, and some
that are multi-component, involving more than one of the above in addition to approaches such as
advocacy, social support and linkages between agencies. We reorganized all the findings,
including the Rizo et al. studies, into new categories, reflecting factors such as whether or not the
intervention was single or multi-component: therapy or psycho-education focused; aimed at
children, or mothers and children; and recognizing the mix of aspects such as advocacy, therapy
and parenting. An overview of these findings follows.

We found moderate to strong evidence that single component therapeutic interventions aimed at
both mother and child are effective in improving child behaviour, mother-child attachment and
stress and trauma-related symptoms in mothers and children. All studies included ethnically
diverse samples of children and mothers. Intervention approaches varied, including: mother-child
therapy, shelter-based parenting interventions, and play/ activity based therapies. In general, all
studies reported improvements in the measured outcomes for children and their mothers.

There is inconsistent evidence that single-component psycho-educational interventions aimed at
mothers and children are effective in building coping skills, increasing knowledge of DV and
improving children’s behaviour and mothers’ parenting skills. While the majority of studies
reported improvements on the outcomes measured for children and mothers, in some studies
improvements were not sustained at follow-up, while other studies had significant methodological
weaknesses (small sample size, weak analysis, lack of information on intervention, etc.), limiting
the formation of strong evidence of impact.

There is weak evidence regarding single component therapeutic interventions. Interventions
varied widely, including: play therapy, expressive writing therapy, and equine assisted
psychotherapy. Play therapy and equine therapy both demonstrated some improvements with
diverse groups of children in behaviour, aggression and self-esteem, but there were only 3
studies in this area and these interventions are not comparable.



There is moderate evidence that single-component psycho-educational interventions (addressing
skills such as: stress and conflict management, coping and relationship skills, understandings of
violence, etc.) aimed at children are effective in improving children’s coping skills, behaviour,
emotional regulation, conflict resolution skills and knowledge about violence. While all studies
reported improvements for children, these studies as a whole were moderate in quality (many
lacked follow-up, included small sample sizes, etc.) limiting the formation of a strong evidence of
impact.

There is moderate evidence that multi component interventions with a focus on advocacy are
effective in reducing the trauma symptoms and stress in both children and families, and in
improving child behaviours such as aggression. Interventions included: community-based service
planning, nurse case management, and non-parental child care for disadvantaged families.
Overall, these studies reported improvements in psychological and behavioural outcomes for
children, with some indicating greater improvement with increased intensity. However, some
studies were not very strong (lack of study details, incomplete data, etc.) and therefore only
moderate evidence of impact is noted.

There is moderate evidence of effectiveness of multi component interventions including both
therapy and advocacy among diverse populations of women and children, some with co occurring
issues of substance use and mental health issues. All studies were conducted with ethnically
diverse samples. These interventions increased knowledge and awareness about violence and
safety planning, improved self-esteem and self-competence and improved interpersonal
relationships. All studies reported improvements for children (with some noting variations
between different age groups of children), but were moderate in quality.

There is moderate evidence of effectiveness of multi component interventions focused on therapy
and parenting aimed at diverse populations of mothers and children. These interventions showed
moderate improvement in children’s behaviour and emotions, knowledge about violence and
reductions in mothers’ stress and ability to manage children. All studies reported improvements
for both children and mothers, and several of the studies reviewed by Rizo were identified as
rigorous. However, the majority of studies had significant methodological weaknesses, which limit
the formation of strong conclusions regarding effectiveness.

Discussion

Overall, the majority of studies were before and after studies that did not have follow-up points.
The diversity of the interventions and the lack of reporting of benefits specific to sub-components
of multi-component interventions also make it difficult to compare and discuss the benefits of
different modalities. However, in the case of single focus interventions, interventions aimed at
mothers and children together appear to be more beneficial for improved outcomes for both, than
for single focused interventions for children only. In addition, a number of multi-component
studies reported improved outcomes for children tied to improved outcomes on the part of their
mothers, confirming the benefits of a continuum oriented approach, with options for parents and
children at different levels of risk, and with different preferences for support and treatment.
General population interventions with children, or flexible, community based educational
interventions that may reach more children and may offer broad prevention are lacking in the
literature. Several grey literature reports that did not meet inclusion criteria also note the benefit of
multi-system integrated interventions for children and adults (to be discussed in the following
section).

Q5: Partnership Approaches to Domestic Violence

Twenty-one studies were included in the review and organized into four evidence statements:
effectiveness for increasing referrals and addressing violence; interagency information sharing
and policy development; enabling factors to partnership working; and barriers to partnership
working. All studies received a moderate quality rating [+]. These studies included: collaborations
among various service providers for handling cases of DV (including: DV agencies, child welfare,



police, mental health services), the impact of source of referral on outcomes, MARAC evaluations,
evaluations of a community coordinating council, multi-agency approaches to elder abuse, a
multi-agency service for gay, bisexual, transgender and heterosexual men who have experienced
DV, and a partnership model to address children who witness violence.

Summary of findings

There is moderate that partnerships to address DV were effective at: increasing referrals,
reducing further violence, or supporting victims of DV. The majority of studies found that
partnership approaches were associated with improvements in various abuse-related measures
including: family conflict, risk of mistreatment for elders, re-victimization or threat of violence,
response to and safety for victims, and referrals to support services. However, one study found
that a multi-agency approach was not effective in meeting the needs of vulnerable adults.

There is also moderate evidence that partnership approaches have been effective in improving
relationships, practices and policies of partner agencies to address DV. Findings from these
studies were typically based on stakeholder reports, revealing improvements in: relationships and
collaboration between partners, training, knowledge and sharing of information and resources,
the development of policies and protocols, involvement of key agencies/ stakeholders.

There is moderate evidence regarding both enabling factors and barriers to partnership working.
These studies examined member/ stakeholder responses to identify factors associated with the
perceived success of the partnership. Studies identified the following enabling factors as key to
partnership working: strong leadership, management and coordination, active membership,
community involvement, strong relationships and communication, training and resources, are
associated with effective partnership working. However, the following barriers were reported: lack
of resources (financial and human), differences in the culture of agencies/ organizations,
leadership and management issues, lack of commitment, limited monitoring, and addressing
diverse populations. Issues related to the inconsistent following of protocols or guidelines, and
confidentiality issues among multi-disciplinary case review teams were commonly cited
challenges. The lack of diverse representation in partnerships, and challenges in addressing DV
among specific vulnerable groups including LGBT, Black and Minority Ethnic (BME) groups and
women who experience sexual abuse was also noted in several studies.

Discussion

Overall, there were no high quality studies, and the majority of studies that were included were
before or after or qualitative studies providing narrative reports of findings. There was a lack of
research addressing ‘honour’-based violence, approaches for diverse sub-groups of women and
men, or integrated DV and substance use services. However, many studies were conducted in
the UK (nine out of twenty), so applicability of the available evidence is relatively high.



2. Background

Prevalence and Effects of Domestic Violence

Statistics from the 2009/ 2010 Home Office Statistical Bulletin reveals that 29.4%, or 4.8 million
women in the UK (England and Wales) between the ages of 16 and 59 have been victims of DV
(Flatley, Kershaw, Smith, Chaplin, & Moon, 2010). While DV is clearly gendered, with girls and
women as the majority of targets, men are also victims. Findings from the same report reveal that
15.8%, or approximately 2.6 million men in the UK between the ages of 16 and 59 have been the
victims of DV. Calculated within the last year, 7.5% of women (approximately 1, 207, 000 women)
and 4.2% of men (approximately 677, 000 men) have experienced DV. However, women are
more likely to have experienced physical injuries from abuse and repeated incidences of abuse.
Single mothers, separated women, women living on a low income, and women with an iliness or
disability are at a greater risk to be victims of DV in the UK (Stanley, 2011). Multiple studies have
also found that DV is often linked with, or occurs in a context, of alcohol use or substance abuse
(Guille, 2004).

DV is associated with many health issues, including mental health issues, alcohol and substance
use issues, trauma, unwanted pregnancy and sexual health issues (Taskforce on the health
aspects of violence against women and children, 2010). A 2006 report from the UK Department of
Health (Itzin, 2006) collected evidence on health effects of DV, including: evidence from one
meta-analysis which revealed that 64% of women who experienced DV reported symptoms of
post-traumatic stress disorder, 48% reported depression, and 18% had committed suicide.
Another meta-analysis revealed that there is a higher risk of experiencing partner violence among
women with mental disorders including depression and anxiety disorders, compared to women
without mental disorders (Trevillion, Agnew-Davies, & Howard, 2011). Homelessness has also
been found to be associated with DV, particularly for mothers and children who are leaving an
abusive home (Stanley, 2011). Women who have separated from an abusive partner may also be
at an increased risk of abuse during separation and in the context of contact with an ex-partner.

Connected to intimate partner violence, is the issue of children’s exposure to DV. The second
national survey conducted by the National Society for the Prevention of Cruelty to Children
(NSPCC) on child maltreatment revealed that the rates for children or young people in the UK
who had witnessed at least one incidence of violence in the past year was 3.3% for children
under the age of 11, 2.9% for 11-17 year olds, and 12% for 18-24 year olds (Radford et al., 2011).
Rates reported for witnessing at least one incidence of DV during the course of childhood were
greater yet, with 12% reported by children under 11, 18.4% for young people 11-17 year olds and
24.8% for 18-24 year olds. This survey also revealed that children’s exposure to DV was much
higher for all age groups of children than direct forms of maltreatment or abuse. In the majority of
cases where a child or young person had witnessed a parent physically abusing another parent,
men were most often (96%) the perpetrators of violence. These statistics are similar to those
reported from a study in Great Britain, which revealed that 4.3% of a 7, 865 sample of children
had been exposed to DV (Meltzer, Doos, Vostanis, Ford, & Goodman, 2009). Findings from the
British Crime Survey reveals that children exposed to violence may experience repeated
exposure to violent incidents, as DV is the most commonly repeated crime reported in England
and Wales (Walker & Smith, 2009).

Other forms of DV are also a significant issue within the UK. ‘Honour’ based violence includes
acts of domestic abuse, forced marriage or ‘honour’ killings against those who are perceived to
have brought shame or dishonour to their family or themselves (Home Office, 2012). Incidents of
forced marriage in the UK reported by local and key national organizations are estimated at
5,000- 8,000 cases per year (96% female victims; 4% male victims) (Kazimirski et al., 2009). A
total of 97% of these cases were reported from Asian immigrants in the UK. However, this
estimate does not fully capture all victims, since many cases go unreported. Rates for other forms
of ‘honour’ based violence are less available, due in part to the hidden and often unreported



nature of these crimes. Reports from the Home Office suggest there are approximately 12
‘honour’ killings annually, but the reality is likely much higher (Home Office, 2012). Forced
marriage and ‘honour’ based violence may include acts of physical, psychological and emotional
abuse, kidnapping or isolation, and can be fatal.

Abuse of elders or older adults by family members, also included in this review, affects a
considerable number of UK residents. Findings from the 2009/ 2010 Home Office Statistical
Bulletin found prevalence rates regarding mistreatment (including physical, emotional, financial or
sexual abuse, as well as neglect) by a family member, friend or care worker within the past year
in the UK to be: Northern Ireland (2%), England (2.6%), Scotland (3%) and Wales (3.1%)
(O’Keefe et al., 2007). This study, similar to other international studies revealed that women were
more likely than men to report experiences of maltreatment in the previous 12 months, and that
people aged 70 and above report higher levels of abuse than those in the 65-69 age group
(O’Keefe, et al., 2007). They also found that the prevalence of maltreatment increased with
declining health status and the level of maltreatment was higher for people with a limiting long-
term illness, a lower quality of life, and for those suffering from depression.

Clearly DV is a serious concern and interventions that adequately address DV are required.
Interventions are needed that address the prevention, identification, and response to DV, as well
as those that address children’s exposure to DV and that include partnerships to address this
complex issue. This report covers each of these five key areas for addressing DV.



3. Methods

The review was conducted in accordance with the second edition of Methods for the development
of NICE public health guidance (National Institute for Health and Clinical Excellence, 2009) The
following sections set out the methods used for searching, screening, and subsequent stages of
the review process.

3.1. Searching

3.1.1. Database Searching
The following databases were searched from 2000 to May 2012:

1) AMED (Allied and Complementary
Medicine)

2) British Nursing Index

3) Campbell Library

4) CINAHL (Cumulative Index of
Nursing and Allied Health Literature)

5) Cochrane Central Register of
Controlled Trials

6) Cochrane Database of Systematic
Reviews

7) DARE (Database of Abstracts of
Reviews of Effectiveness)

8) EMBASE

9) EPPI Centre Database

10) ERIC (Education Resources

11) HMIC

12) MEDLINE

13) UK Clinical Research Network

14) PsycINFO

15) Social Policy and Practice

16) Social Science Citation Index

17) Contemporary Women's Issues

18) Family & Society Studies Worldwide

19) LGBT Life

20) Social Work Abstracts

21) Studies on Women & Gender
Abstracts

22) Violence and Abuse Abstracts

23) Women's Studies International

24) OpenGrey Repository

Information Centre)

The full search strategies are set out in Appendix A. Once the searches were completed,
references were imported into Endnote; 51,586 records were successfully imported. These
references were then de-duplicated. At this point the records were screened using the methods
and tools described below. Note that several databases (ASSIA, Sociological Abstracts, Social
Services Abstracts) originally proposed in the protocol were not searched due to technical issues
encountered with the Proquest Database.

3.1.2. Grey Literature: Web Searching
The following websites were searched manually for relevant grey literature materials:
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1) NICE, including former Health
Development Agency

2) NHS Evidence

3) Centre for Research on Violence
against Women & Children
(Canada)

4) Ending Violence Association of BC
(Canada)

5) Canadian Research Institute for the
Advancement of Women

6) FREDA

7) United Nations Entity for Gender
Equality and the Empowerment of
Women

8) Queensland Centre for Domestic
and Family Violence Research

9) Domestic Violence Resource Centre
Victoria, Australia

10) Australian Domestic & Family
Violence Clearinghouse

11) National Centre on Domestic and
Sexual Violence (US)

12) National Resource Centre on
Domestic Violence (US)

13) National Network to End Domestic
Violence (US)

14) National Online Resource Centre on
Violence Against Women (US)

15) National Centre on Domestic
Violence, Trauma and Mental
Health (US)

16) Futures Without Violence (US)

17) Institute on Domestic Violence in the
African American Community (US)

18) Courage Network (US)

19) Daphne Il Programme (Europe)

20) Convention on Preventing and
Combating Violence against Women
and Domestic Violence (Europe)

21) World Health Organization

22) Clearinghouse on abuse and
neglect of the elderly

23) Child and women abuse studies

24) Gender Violence and Health Centre

25) Violence prevention

26) Coordinated Community Response
Model Online Toolkit

27) Action for Children

28) Africa Advocacy Foundation (AAF)

29) Against Violence & Abuse (AVA)

30) Age UK

31) Alcohol Concern

32) ASPECT

33) Association for Family Therapy and
Systemic Practice in the UK

34) Barnardos

35) Blackpool Council Domestic Abuse
Team

36) British Association for Adoption and
Fostering

37) CARE

38) Care Quality Commission

39) Catch 22

40) Cheshire West & Chester Domestic
Abuse Partnership

41) Addaction

42) Adfam

43) Department for Education

44) Department of Health

45) Domestic Violence Intervention
Project

46) Domestic Violence Training Ltd

47) Drinksense

48) Economic and social research
council

49) Faculty of Public Health

50) Family Action

51) Family Lives

52) Forward

53) FPA

54) Girlguiding UK

55) Hindu Forum of Britain

56) Home Office

57) Home-Start UK

58) London Development Centre for
Mental Health

59) Men’s Health Forum

60) Mozaic Women’s Wellbeing Project

61) National Children's Bureau

62) National Federation of Women’s
Institutes

63) National LGB&T Partnership

64) National Treatment Agency for
Substance Misuse

65) NORCAS

66) Northern Rock Foundation

67) NSPCC

68) PACE

69) Parents First

70) Primary Care Child Safeguarding
Forum

71) Refuge

72) Respect

73) Restored

74) Savera

75) Social Care Institute for Excellence

76) Social Justice Foundation

77) Soroptimist International Great
Britain & Ireland

78) South Asian Health Foundation

79) Standing Together Against
Domestic Violence

22



80) Stonewall 87) Victim Support

81) TAMHS 88) WAVE Trust

82) The Albert Kennedy Trust 89) White Ribbon Campaign

83) The Alcohol & Drug Service 90) Wolverhampton DV Forum

84) The ManKind Initiative 91) Women'’s Aid Federation of England

85) The NIHR Evaluation, Trials and 92) Women'’s health and equality
Studies Coordinating Centre consortium

86) The Survivors Trust

3.1.3. Additional Sources
Several additional sources were utilised to locate data:

1)
2)

3)

The citation lists of all included studies were scanned,;

A collective virtual inquiry process was conducted, inviting Programme Development
Group (PDG) members to provide key documents, and if there was sufficient interest
meet virtually with British Columbia Centre of Excellence for Women’s Health (BCCEWH)
staff to provide and discuss key literature.

As part of the guidance development process, a call for evidence was issued by NICE.

References arising from all these sources were screened manually.

3.2. Inclusion Criteria
The following inclusion criteria were applied:

1)

2)

3)

4)

5)

6)

Does the study address one/ more of the following populations:

- Adults and young people/ teenagers in current or former intimate relationships who
are experiencing or have experienced domestic violence;

- Abuse of elders (65 years or older) or other adults by family members;

- Those who have been the victim of, or perpetrator/ s of honour based violence or
killings;

- Adults or children at risk of or experiencing forced marriage;

- Those who are perpetrating domestic violence;

- Children who are exposed to domestic violence (i.e. The violence is not perpetrated
on them directly, but they witness or experience it);

- The general population;

Does the study evaluate an intervention/ approach to identify, prevent, reduce or respond
to domestic violence between adults and young people who are, or have been, intimate
partners, or the abuse of older people by a family member;

Does the study focus on the following settings: health-care, social care and specialized
domestic violence service settings;

Was the study conducted in one of the following OECD countries: Australia, Austria,
Belgium, Canada, Denmark, Finland, France, Germany, Greece, Iceland, Ireland, Italy,
Luxembourg, Netherlands, New Zealand, Norway, Portugal, Spain, Sweden, Switzerland,
United Kingdom, United States;

Was the study published in 2000 or later;

Was the study published in English;
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7) Is the study a randomised controlled trials (RCT); a case-control study; interrupted time
series; cohort study; cross sectional study; observational study; systematic review, or
gualitative study (not already covered in an included systematic review)?

For the first criterion, studies that only address the following groups were outside the scope of the
review: children who are the victims of direct DV and perpetrators whose violence is directed at
children; victims and perpetrators of female genital mutilation; violence perpetrated against older
vulnerable persons by paid caregivers; and violence enacted in occupational settings.

Studies that did not evaluate the effectiveness of an intervention of approach to prevent, identify,
reduce or respond to violence were not included in the review. However, some of these studies
(theoretical papers, prevalence studies, programme overviews, etc.) provide contextual material
for the reviews and are covered in the background section of each chapter. For qualitative studies,
only those studies that provided qualitative evaluations of interventions (e.g. thoughts and
experiences of a particular intervention/ approach) were included. A table of grey literature

reports from the UK that did not meet inclusion criteria, but provided contextual material for the
report is provided in Appendix B.

Interventions involving the activities of the police, criminal justice, education, early years and
services for young people that are not linked with health and social care were also outside of the
scope of the review, and were therefore excluded.

Studies from non-OECD countries (low- and middle-income countries) and select OECD
countries were excluded because of the likely difficulty in generalising the findings from such
studies to the UK context. We chose to focus on recent data in the field, and therefore limited the
search to studies published between 2000- 2012.

Systematic reviews that included any of the study types listed above were collected and the
individual studies covered by these reviews were excluded from this review; a high level summary
of reviews is provided prior to the main report of findings. Note that Q4 (Interventions for Children
who are Exposed to Domestic Violence) was the first sub-section reviewed and the protocol was
somewhat different; findings from one systematic review were included in the main report of
findings, but the individual studies covered by the review were not individually reviewed/ rated.
Correlational studies were also excluded from the review.

3.3. Screening

All references from the database searches were uploaded into Endnote and initially screened on
titte and abstract against the criteria above (a copy of the screening checklist tool is available in
Appendix C). Data were organized in Excel spreadsheets to keep a record of screening
decisions, to support reconciliation for double screening, and to provide the data for calculating
inter-rater reliability.

A randomly selected initial sample of 10% of records (n=514) was screened by three reviewers
independently. The rate of agreement for this sample was 83%. These figures were deemed
satisfactory by both NICE and the BCCEWH, and remaining references were screened by one
reviewer only. When possible to ascertain from the abstract, papers were sorted into one or more
of the five research questions. Where there was uncertainty about the relevance of a research
report from the abstract, the full text was retrieved and reviewed.

Where abstracts met all the criteria, or if it was unclear from the study abstract whether it did, or if
no abstract was available, the full text was retrieved and screened. Full-text screening was again
carried out by two reviewers independently for a randomly selected initial sample of ~10% of
records (n=106). The rate of agreement for this sample was 88%. These figures were deemed
satisfactory by both NICE and the BCCEWH, and remaining references were screened by one
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reviewer only. Reasons for exclusion for all papers screened at the full paper stage are provided
in Appendix D.

3.4. Quality Assessment and Data Extraction

All studies included on full text were quality-assessed and data were extracted using the
appropriate standard forms in NICE's methods manual for public health reviews. A randomly
chosen sample of 10% was independently coded by two reviewers; the remaining references
were coded by one reviewer and fully checked by a second. Study quality was summarised using
the codes [++] (high quality), [+] (medium quality) and [-] (low quality). Qualitative studies
received a single quality rating. Quantitative effectiveness studies received a rating for internal
validity and one for external validity; the rating for internal validity is the quality score presented in
the evidence statements. A copy of the quality appraisal checklist tool is available in Appendix E.

Note that Q4 (Children who are exposed to DV) and question 2 (Identification of DV) were the first
sections reviewed, and a slightly different inclusion protocol based on study rating was applied
compared to the other review sections. In Q4, poorly rated studies were included in the findings of
the report. In Q2, only studies that received both a [-] internal and [-] external rating were
excluded. However, in all other sections quantitative studies receiving a [-] internal quality rating,
and qualitative studies with overall [-] ratings were excluded. A full list of studies excluded due to
quality ratings are provided in Appendix F.

3.5. Data Synthesis

Studies were synthesized narratively and evidence statements developed as outlined in the
guidelines in the NICE public health methods manual (2009). In addition, potential sex, gender
and diversity based issues will be noted in the discussion section.

3.6. Summary of Included Studies

3.6.1. Flow of literature through the review

We located 51,586 references through database searches, of which 29,375 were duplicates.
20,597 references were excluded based on title screening and 3,582 were excluded based on
initial abstract screening. Following discussion with NICE staff, we developed additional exclusion
criteria (excluding correlational studies and studies conducted in: Chile, Czech Republic, Estonia,
Hungary, Israel, Japan, Korea, Mexico, Poland, Slovak Republic, Slovenia and Turkey). A second
abstract screening was conducted applying this exclusion criterion, leading to a total number of
4,237 papers excluded based on abstract screening.

At the full text screening stage, the 899 included references were sorted into one or more of the 5
research questions. A total of 125 papers were identified for Q1; 188 papers were identified for
Q2; 402 papers were identified for Q3; 69 papers were identified for Q4; and 115 papers were
identified for Q5. Full paper screening was then conducted for each review section, resulting in a
further reduction in the number of studies included and reported on. The breakdown of studies for
each section is provided within each review chapter, prior to the summary of systematic reviews
and report of main findings.
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4. Research Question 1: Effectiveness Review of
Interventions for Preventing Domestic Violence

4.1. Background

The first section of the review focuses on the types of interventions or approaches effective in
helping all those working in health and social care to prevent DV. While the scope of this
guestion is specifically on primary prevention of DV, or preventing violence before it ever
occurs, sometimes in the academic literature, primary and secondary prevention approaches
are combined. Therefore we will begin by briefly defining and discussing the varying levels of
interventions, and then discuss some of the key considerations, challenges and
recommendations for preventive work.

Levels of prevention have been based on either the time point that the intervention is
implemented relative to the experience of violence (primary, secondary, tertiary); or the
population that is being targeted (universal, selective and indicated), although these terms are
often used interchangeably (Chamberlain, 2008). Primary prevention involves intervening
before DV has occurred; examples include school based or educational campaigns
(Guterman, 2004). Secondary prevention involves identifying and intervening with those who
are at risk of DV; examples include prevention interventions with young pregnant women or
home visitation for families at high risk of violence. Tertiary prevention involves intervening
after violence is clearly identified and causing harm; examples include treatment services for
victims and batterers. Universal programs are aimed at whole populations; selective or
targeted programs are aimed at a subgroup of the population that is deemed at risk; and
indicated prevention is aimed at those demonstrating initial signs of at-risk behaviours
(Cavanaugh, Solomon, & Gelles, 2011).

Universal or primary prevention programs, due to the fact that they are aimed at a larger
audience have the potential for greater impact; however, targeted or secondary prevention
programming may hold more promise in supporting those who are most vulnerable to abuse
and have the most to benefit from a prevention intervention (Hamby, 2006). Targeted
programs typically require more resources and specialized providers, compared to universal
programs that utilize existing personnel (for example, teaches often provide school based
prevention programming).

The majority of programme evaluations have tended to focus on the microsocial level
(individuals or couples), while less research has examined macrosocial (societal) or
mesosocial (institutional; community) levels of prevention (Godenzi & De Puy, 2001; Hamby,
2006). Prevention programs also differ in whether they are aimed at increasing protective
factors (e.g. conflict management skills) or reducing risk factors (e.g. teaching youth to avoid
controlling or jealous relationships) (Hamby, 2006). Hamby argues that research is required to
compare these various levels and foci of interventions to determine the circumstances
associated with the success of each approach.

Prevention programs tend to be psycho-educational in nature, providing education on
attitudes towards violence and positive alternatives to violence. Primary prevention programs
are most often offered to young people, often in school settings and attitudinal change is
generally a key target of public education campaigns. Flood and Pease discuss the
importance of attitudes as a key target of media and community-based educational prevention
campaigns, and the importance in understanding the various social, cultural and institutional
factors that shape attitudes associated with violence against women. In particular, issues
such as experience of trauma and gender roles require special attention when addressing
partner violence, and therefore may warrant specialized programming (Flood & Pease, 2009).

A report from the Virginia Sexual and Domestic Violence Action Alliance provides guidelines

for the development of primary prevention strategies (Virginia Sexual & Domestic Violence
Action Alliance, 2008). They claim that prevention strategies should: address protective
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factors, be comprehensive, be sustainable and expandable, use various teaching methods to
address multiple processes for learning, have a theoretical bases, be tailored to the
developmental level of the audience, be community based and culturally sensitive, and
include a systematic method for evaluation of effectiveness.

4.2. Summary of the Literature

A total of 125 full-text study reports were retrieved. An additional 23 reports relevant to Q1
were collected through the grey literature search (a breakdown is provided in the flow-charts
in Appendix G), including: web-searches and the OpenGrey database.

A total of 148 reports were retrieved for full text review. Of these, 128 papers were excluded
at the full text screening stage. We were unable to locate one paper and therefore it was
excluded (see Appendix H for all papers that were unable to be located during the review).
Two systematic reviews (which included one relevant individual paper that was then excluded
from our main report of findings) were located. A high level summary of these reviews is
provided. Two studies received a [-] internal quality rating and are not included in the report of
findings, but are listed in Appendix F. A total of 14 studies are included and reported on in this
review. A summary of the studies included in the review is listed in Appendix I.

4.2.1. Systematic Reviews

Two systematic reviews were identified. Appendix J lists the reviews that were assessed. A
summary of these reviews is provided prior to the reporting of findings.

We compared the studies retrieved using our search criteria, with the studies covered by the
above two reviews, and excluded one relevant study that was assessed.

4.2.2. Included Studies

The results of quality assessment are presented in Appendix K. Of the studies reviewed, for
internal validity, one was judged to be of high quality [++], and 13 of medium quality [+]. For
external validity, 10 studies were judged to be of medium quality [+] and one of low quality [-],
while three were qualitative studies and did not receive an external validity rating

Applicability

Two studies were conducted in Scotland; and twelve studies were conducted in the USA.
Potential applicability issues that pertain to specific studies are discussed within the findings
of the report and provided in the evidence statements. The main source of potential barriers
to applicability is the sample population included, or methodological limitations that impact
generalisability.

4.3. Summary of Systematic Reviews

Intimate Partner Violence Intervention Programs

IPV is a serious public health concern, with high incidence rates and significant costs to the
healthcare system and the economy (Murray & Graybeal, 2007; Whitaker et al., 2006). In an
effort to stop IPV from even occurring, some intervention programs focus on primary
prevention. Although there is still little data on these programs, two systematic reviews have
analysed the available literature: Whitaker et al. (2006) reviewed the effectiveness of primary
prevention IPV interventions for adolescents, and Murray and Graybeal (2007) examined
methodological strengths and weaknesses in IPV prevention research.

Selection Criteria

Three selection criteria are shared by the two reviews (Murray & Graybeal, 2007; Whitaker et
al., 2006). 1) Studies must be explicitly related to IPV prevention. Murray and Graybeal
included studies on preventative intervention at the primary, secondary, and tertiary levels;
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however, Whitaker and colleagues only looked at primary prevention interventions. (Primary
targets the general population and includes efforts to change social norms, secondary
involves early detection of IPV, and tertiary initiatives attempt to prevent disability or death

due to violence). 2) Studies must be published in a peer-reviewed journal (or book chapter or
government report for Whitaker et al). 3) Studies must be published after 1990 (Whitaker et al.
restricted their search to studies published in English between 1990 and March 2003).

In addition, Murray and Graybeal (2007) also selected studies that describe and evaluate
preventative interventions demonstrating an empirical basis. In total they identified nine
studies. Whitaker and colleagues (2006) specified two additional criteria: interventions must
use a pre/ post design or a comparison group, and focus on adolescent dating violence
prevention programs. They identified 11 studies.

Despite the different focus of each systematic review, both selected six common studies:
Avery-Leaf, Cascardi, O’Leary, & Cano (1997); Foshee, Bauman, Arriago, Helms, Koch, &
Linkder (1998); Jaffe, Suderman, Reitzel, & Kilip (1992); Lavoie, Vezina, Piche, & Boivin
(1995); MacGowan (1997); and Weisz & Black (2001).

Study Findings

Murray and Graybeal (2007) concluded that there is a need for more methodologically sound
research, and that little attention has been paid to the empirical research in IPV prevention.
They arrived at this conclusion after subjecting all nine studies to a set of standardized
evaluation rating criteria they developed (adapted from Heneghan et al., 1996). Their 15-item
guestionnaire evaluated the most significant methodological characteristics of each study,
and was divided into four sections: 1) sampling and group assignment procedures; 2)
treatment and control group conditions; 3) measurement procedures; 4) statistical analyses
and follow-up assessment. A study received one point for each affirmative answer for a final
score out of 15. Studies with scores of at least 70% were classified as “acceptable,” those
with scores between 40-69% were “adequate,” scores below 40% were “unacceptable”. Of
the nine studies, the results showed: one study was acceptable (McFarlane, Soeken, & Wiist,
2000); three were adequate (Foshee et al., 1998; MacGowan, 1997; Weisz & Black, 2001);
and five were unacceptable (Avery-Leaf et al., 1997; Jaffe et al., 1992; Lavoie et al., 1995;
Matthews, 2000; Rynerson & Fishel, 1993).

Whitaker and colleagues (2006) explained it is too early to make strong conclusions about the
efficacy of adolescent dating violence prevention programs. Early results are promising, but
more data is required. They found that 9 out of the 11 studies they examined showed at least
one positive intervention effect in knowledge, attitude or behaviour. Overall, Whitaker and
colleagues reported positive attitude change in five studies:

1) Avery-Leaf et al. (1997) showed a positive attitude change in the justification of IPV.
This study was conducted in school classrooms and the intervention consisted of five
sessions during one school week based on courtship aggression as a multi-
determined phenomenon. The curriculum focused on attitude change and skill
enhancement to promote equity in dating relationships.

2) Foshee et al. (2004) (see below) found positive attitude changes in regard to dating
violence norms, communication skills, and responses to anger.

3) Lavoie et al. (1995) measured 17 items on attitudes toward dating violence. The
intervention occurred in schools in either a short version (2-2.5 hours) or a long one
(4-5 hours) and focused on control over one’s environment and other people,
identified different forms of control, examined violence, respect, and responsibility in
relationships.

4) MacGowan (1997) reported a positive effect from a composite scale score that
reflected knowledge about relationship violence, attitudes about nonphysical and
physical/ sexual violence, and attitudes related to dealing with dating violence. The
intervention took place in classrooms for 5 hours over 5 days and was based on
evidence that attitudes of control, possessiveness, and jealousy are linked to violent
behaviour in relationships.

5) Weisz and Black (2001) found positive change based a 25-item scale derived from a
rape attitude scale, a youth dating violence survey and a teen life relationship
guestionnaire. Interventions took place in school classrooms for 18 hours, over a 6-

28



12-week period. The programme goals were to increase knowledge about sexual
assault and dating violence and community resources, increasing intolerance for
sexual assault and dating violence, and increasing behaviour appropriate to prevent
sexual assault and dating violence.

Whitaker and colleagues found no positive effect in attitude in three studies:

1) Hilton et al. (1998) held the intervention in school classrooms and large group
assemblies with the purpose of increasing knowledge rather than change attitudes.

2) Jones (1991) conducted the intervention in school classrooms over 5-6 days. The
intervention, based on feminist theory, consisted of training teachers to implement the
Skills for Violence-Free Relationships curriculum that focused on defining abuse,
dispelling myths about abuse, providing information about why battering occurs,
offering and information and skills to reduce the likelihood of abuse.

3) Pacifici et al. (2001) found null results from a sexual attitude survey. The intervention
was held school classrooms and lasted 6.7 hours. It focused on increasing
awareness of sexual coercion, exploring the underlying thoughts, attitudes, and
beliefs on sexual coercion, and building positive social skills to handle expectations
and refusal about sex.

Finally, Whitaker and colleagues reported that Jaffe et al. (1992) indicated attitudinal changes
in the non-desired direction for boys at the 6-week interview. These results came from a 48-
item scale assessing attitudes and knowledge about wife assault, sex roles, and dating
violence. The intervention took place in the school classroom and auditorium, where one
group received half-day intervention, and the other full-day intervention. The methodology
was based on feminist and social learning theory and speakers from the community and
police department discussed wife assault, following which students formed a school action
plan to generate ideas for violence awareness and fundraising.

Behavioural change was looked at by four studies selected by Whitaker et al., and two —
Foshee et al., (2004) and Wolfe et al., (2003) — as indicated in detail below, showed a positive
intervention effect, while Avery-Leaf et al., (1997) and Hilton et al., (1998) showed a null effect.

Strengths and Weaknesses of the Existing Research

Whitaker and colleagues found two-thirds of the studies to be of low quality, exemplified by
lack of behavioural measures, short follow-up periods, low or unreported retention rates, and
little attention to fidelity. These observations were echoed by Murray and Graybeal (2007),
who maintained that common methodological challenges in IPV prevention research are
measurement issues, a lack of long-term follow-up, and validity issues (such as attrition).

Both author groups agreed that that although the majority of demonstrated positive
intervention effects are “knowledge” or “attitude,” these indicators are easier to change than
behaviour. It is unclear whether change in knowledge or attitude leads to behavioural change
(Murray & Graybeal, 2007; Whitaker et al., 2006).

Finally, Whitaker and colleagues explained that the variability between studies should prevent
broad conclusions about the efficacy of these intervention programs from being made. They
found that although all the studies except for one (Wolfe et al., 2003) were offered on school
premises and grounded in feminist and social cognitive theory, there were considerable
differences in the duration of the programs and the rigor of the approaches. Nevertheless, the
two studies showing positive indicators for behavioural change were rigorously evaluated with
randomized design, good fidelity, acceptable follow up periods and attrition rates, and
acceptable measures (Foshee et al., 2004; Wolfe et al., 2003).

In the Foshee et al. (2004) study, a curriculum called the SafeDates programme, based on

the premise that changes in norms on partner violence and gender roles can lead to primary
prevention of dating violence, was offered in schools. The average age of the participants was
13.9 years, and 50% were male. The programme used strategies such as theatre productions,
poster contests, and community-based activities; it also provided services to adolescents in
violent relationships and community service-provider training. Classroom activities consisted
of 10 45-minute sessions, although community activities were not reported, and a 45-minute
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booster session randomly given by phone to half of students. Results showed a favourable
effect concerning perpetration of physical violence, serious physical violence, and sexual
violence at the 48-month follow up; a null effect for psychological violence; and no effect for
the booster session. The Wolfe et al. Youth relationships project was offered in a group
setting, with 18 2-hour sessions over four months. It targeted 14-16 year olds considered at
risk for developing abusive relationships. The curriculum focused on alternatives to
aggression-based interpersonal problem solving and gender-based role expectations through
education and awareness, skills development, and social action. Classroom activities
included presentations, guest speakers, videos, modelling, and role-playing, while the
community activities included action planning, community awareness, and fundraising. At the
16-month follow up, a positive intervention effect was found in the measure for physical abuse,
although there was a stronger effect for girls than boys. A positive effect was also found for
trauma symptoms (from a trauma symptom checklist). Null effects were found for healthy
relationships skills (based on a questionnaire measuring emotional support, negative
assertion, self-disclosure, conflict management, conflict resolution) and hostility (from a
symptom checklist-90). Despite the positive indicators in both these studies, there remain
guestions regarding their generalisability.

Recommendations

Although the two systematic reviews contained overlap in the selected studies, their diverging
focuses produced different sets of recommendations. Whitaker and colleagues offered the
following general recommendations:

e Expand theory and programme development: the reviewed programs demonstrate
only a limited range of theoretical approaches, using mostly feminist theory and social
learning (cognitive behavioural) theories. A wider range of theoretical positions should
be considered, for instance: a “background-situational” model of courtship aggression
(Riggs & O’Leary, 1989); a focus on the role of coercive interactional processes in the
development of partner violence, as suggested by Wekerle and Wolfe (1999), and an
understanding that power, reciprocity, and intimacy are developmentally important for
adolescents (Wolfe & Feiring, 2000); or consideration of whether partner violence can
be classified as adolescent risk behaviour in the same was as are fighting, delinquency,
substance use, risky sexual behaviour, smoking, and school failure (Duncan, Duncan,
Biglan, & Ary, 1998; Jessor & Jessor, 1977). Although these alternate models contain
certain limitations, they could still provide the means for building prevention programs.

e Culturally sensitive/ specific programs: some data has shown a higher incidence of
dating violence among racial/ ethical minorities than white adolescents (Foshee et al.,
1996); specific cultural contexts should be considered in the development of prevention
strategies.

e Targeted interventions: all 11 studies offered universal interventions, but selective
interventions can target at-risk populations or environments and address their specific
needs. Only Wolfe et al., (2003) employed selective interventions for those they
thought had elevated risk for partner violence.

¢ New settings for interventions: ten studies were conducted in schools, but offering
programs outside of schools, including in family settings, may access a broader range
of adolescents and reach out to them in a different way.

Murray and Graybeal made these methodological recommendations:

e Sampling procedures and group assignment: more attention to participant
selection and assignment of participant conditions to increase internal and external
validity of findings. Only one reviewed study used representative sampling
procedures; none used random assignment to groups.

e Exclusion criteria: increased attention to excluding inappropriate participants from a
study. Screening guidelines should be set, used, and then explained in the research.

e Assessment instrumentation: only one study demonstrated standardized,
psychometrically sound assessment instrumentation. Instrumentation should be
carefully selected, ensuring it demonstrates adequate psychometric properties.
Researchers are encouraged to communicate with practitioners and be aware of
measurements needs in the field.
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e Multiple levels of assessment: only three studies examined multiple levels of
variables; most relied only on attitudinal measures. Researchers should examine
violence perpetration and victimization experiences in addition to attitudinal variables.
In addition to self-report measures, other objective forms of assessment should also
be used, such as coding behaviour.

e Scope of research: interventions should be expanded beyond the individual level to
include larger social networks, such as the organizational and community levels (see
Foshee et al., 1998).

Overall Conclusions

There is still a need for more, methodologically sound research and programme development
in the area of IPV prevention.

Summary Statement

Evidence regarding the efficacy of adolescent dating violence prevention programs is
inconclusive. Early results are promising in demonstrating positive changes in attitudes;
although the majority of studies reviewed were pre-2000 and therefore outside of the scope of
our review. More methodologically sound research is required which includes behavioural
measures (which may be more challenging to change than ‘attitudes’ or ‘knowledge’), longer
follow-up periods, and attention to validity and fidelity. Programs are also required that:
include a diverse range of theoretical approaches, are culturally sensitive, targeted, are
implemented in a range of settings, and include larger social networks.

4.4. Findings

Antle et al., 2011

A US-based before and after study by Antle et al., 2010 [+] examined the impact of a brief
health relationship programme on knowledge and attitudes of healthy relationships and
violence for high risk youth. The study included a total of 233 youth from socially and
economically disadvantaged areas of an urban centre. The programme was developed by the
Louisville Healthy Relationships Programme and implemented within a specialized
programme within public schools (the Youth Opportunities Unlimited programme).
Participants were 60.1% female and 39.9% male; primarily African American (73.6%);
unemployed (61.9%); and with a gross family income of $30, 000 or less.

The programme, called ‘Love U2: Communication Smarts,” included 7 modules which
address: unhealthy and healthy relationships, and conflict management, communication and
problem solving skills. An additional module focused specifically on dating violence. All
modules were covered over two days and facilitated by trained staff members. Each day
involved 4 hours devoted to the programme curriculum plus two hours for pre and post
programme evaluation and breaks. The classes included an average of 10 youth per group.
Following completion, participants received a certification of completion.

Pre-test was completed on the first day of class, prior to the programme, and post-test was
conducted on the last day immediately prior to dismissal. A total of 202 participants (of the
original 233) completed the post-programme assessment. Survey assessments included
questions related to: learning (a multiple choice test of participant knowledge on key
programme content); transfer of skill (measured communication and conflict resolution skills
using the Communication Patterns Questionnaire and Conflict Resolution Styles Inventory-
Partner); and attitudes toward relationship violence (assessed using the Acceptance of
Couple Violence scale).

In regards to communication patterns, findings revealed a significant decrease in the demand-
withdraw form of communication (t (155)=3.59, p<0.0001). The mean pre-programme score
was 25.67 (SD=10.34); the mean post-programme score was 22.68 (SD=10.51). The mutual
avoidance pattern of communication also decreased significantly (t (158)=2.85, p<0.01). The
mean pre-programme score was 8.36 (SD=3.95); the mean post-programme score was 7.43
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(SD=3.98). For conflict resolution measures, they found a significant decrease in the withdraw
dynamic for conflict resolution, (t (167)=2.04, p<0.05). The mean pre-programme score was
10.00 (SD=3.89); the mean post-programme score was 9.46 (SD=3.71). A decrease in
conflict engagement was also observed (t (167)=4.35, p<0.0001). The mean pre-programme
score was 9.64 (SD=4.12); the mean post-programme score was 8.48 (SD=3.51). Finally,
attitudes towards couple violence significantly improved (t (114)=2.04, p<0.05). The mean
pre-programme score was 17.16 (SD=6.90); the mean post-programme score was 16.09
(SD=6.99).

Findings suggest that a brief educational programme on relationships and dating violence
was associated with significant improvements in communication skills, conflict management
skills and attitudes towards violence among at risk youth. Limitations of the study include: lack
of comparison group and follow-up, potential self-report bias, and lack of gender analysis.
Further research is required to examine the impact of this programme on relationship violence
and relationship quality among youth. The study was conducted with low income, socially
disadvantaged, primarily African American youth, and therefore may not be generalisable.

Edwardsen and Morse, 2006

A US-based cross-sectional study by Edwardsen and Morse, 2006 [+] examined the
educational impact of providing partner violence resource information in an emergency
department washroom. Participants included a total of 122 patients and visitors of an
emergency department who were 18 years and older. Those who could not be interviewed
separately or whom were Spanish speaking with no interpreter available were excluded from
participating. Participants were: a mean age of 35 (women) or 34 years (men); 71% were
female and 29% male. There was a 70% participation rate (122 of 175); 26 potential
participants declined to participate, 6 were excluded for language barrier, and in 21 cases, an
interviewer was not available. A total of 51 of participants were patients and 71 were visitors.

Information for ‘Alternatives for Battered Women’ (ABW, a woman’s advocacy agency) and
‘Men’s Education for Non-Violence’ (MEN’s, a batterer’s counselling service) was posted in a
single occupancy restroom accessible to both sexes. Information included: 4’X9” ABW
pamphlets, 4"X6" MEN’s pamphlets and 2"X3.5" business cards for both ABW and MEN’s.
The ABW pamphlet provided information on the agency mission, hotline, shelter, counselling
groups, children’s services, court advocacy, and dating violence education. The MEN’s
pamphlet addressed: abusive behaviour, contact details for a counselling programme,
alternatives to abusive behaviour, and self-responsibility for violence. Pamphlets and
resource cards included telephone contacts for support services. Women's literature was
available in Spanish and English, while the MEN’s was provided in English only.

Outcome measures included a 10-question survey developed by the authors to assess
respondent awareness, knowledge and usefulness of the information presented. A total of

65 (53%) participants reported that they had noticed the cards or poster presented; 10 (8%)
reported reading the materials; and 7 (6%) had retained a copy. A total of 19 (16%)
respondents reported that they knew someone who could benefit from the information
provided, and 9 (7%) reported that the information presented was new to them. In total, 15
ABW cards and 12 ABW pamphlets, and 13 MEN’s cards and 15 MEN’s pamphlets were
taken. Women were more likely to report that they had noticed the information presented
(60.9% vs. 34.3%, p=0.009). There were no other significant differences between women and
men, or between patients and visitors.

Findings reveal modest indicators of exposure to DV materials, following placement in an
emergency department washroom. Limitations of the study include: small sample size, lack of
demographic information, non-experimental nature of the study, and lack of provision of
men’s literature in Spanish. Due to the lack of demographic information, it is difficult to
determine applicability.

Enriquez et al., 2010

A US-based before and after study and qualitative report by Enriquez et al., 2010 [+]
examined the feasibility of an HIV and IPV prevention intervention, Women Empowering
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Women (WEW), for low-income single African American mothers. In particular, they examined
which of 3 programme lengths was best received by participants. The study included a total of
25 women who had child/ children attending an urban daycare centre. Participants were a
mean age of 31 years, primarily African American (74%), single (87%), with a mix of
education levels (23% incomplete high school; 35% completed high school; 35% some
college).

Participants were asked to choose one of three start dates, unaware that each start date was
linked to a different length intervention: either 4 sessions (n=10), 8 sessions (n=5) or 12
sessions (n=10). Sessions were 90 minutes in length, and were held weekly in the evenings,
with childcare offered. The shorter programs covered the same content but with less time
spent on each activity. The intervention was held in groups and included: a socialization
period, work in small groups, and a wrap up activity of either spiritual dancing or journaling
with music. Topics included: goal-setting, sexual health, reproductive health, relationship
negotiation, violence against women, and IPV strategies (including: safety planning,
protection from IPV, available services and supports). Final sessions provided a review of
skills learned, ongoing support materials, and celebrated women’s completion. The
intervention focus was on: improving self-esteem, social support and readiness for healthy
behaviour change. Researchers volunteered at the centre for 3 months prior to the
intervention to build relationships with staff. Lay intervention facilitators were trained with 6
sessions, 2 hours in length and were supported by an on-site nurse.

Outcomes assessed included: the Medical Outcomes Study (MOS) Social Support Survey
(SSS) to measure social support and positive social interaction; the Perlow Self-Esteem Scale
(PSES) to examine self-esteem; the Index of Readiness Scale to measure readiness for
healthy behaviour change; the Acceptance of General Dating Violence subscale from the
Couple Violence Scale (CVS) to assess attitudes about IPV; and the Self-Care Index (SCI) to
assess preventive and protective health related behaviours. Follow-up was conducted
immediately post-intervention completion.

They found that only women who participated in the 12 session group reported significant
change in social support (p=0.006), self-esteem (p=0.002), readiness for change (p=0.049),
IPV attitudes (p=0.054), and protective health behaviours (p=0.004). No significant changes
were found on any of the measures for the 8 and 4 session groups.

Focus groups were also conducted with 14 of the 25 participants (demographic
characteristics for this sub-sample were not provided). Focus groups were transcribed and an
external researcher conducted a content analysis. Details were not provided on when focus
groups were held. Participants revealed that following WEW, they felt better informed and
more capable to recognize and prevent sexually transmitted diseases, address IPV and
improve their overall health. One woman noted: "I do not know what to do about my
relationship but | know where to go if | have to get out." Women also reported an improved
sense of social support: "it helped me socially because | pretty much keep to myself and am
pretty quiet but now | can joke with her [another participant]." Focus group participants also
provided positive reports of staff and the dancing/ music based activities. Finally, they
indicated that they prefer the 12-session intervention format.

Findings reveal that the longer (12 session) but not shorter (4 or 8 session) prevention
intervention improved social support, self-esteem, readiness for change, IPV attitudes and
protective health behaviours among low income single African American mothers. A sub-
sample of focus group participants expressed improvements in social support, IPV and health
knowledge following participation, and preferred the 12-session format. Key limitations of the
study include: small sample size, lack of control group, lack of follow-up, and no assessment
of IPV experiences before and after the intervention. The intervention was for low-income
single African American mothers and therefore will have limited applicability to other groups of
women.

Enriquez et al., 2012

A US-based before and after study by Enriquez et al., 2012 [+] pilot tested the "Familias En
Nuestra Escuela" programme, an intervention aimed at increasing ethnic pride, self-efficacy
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for self-control and attitudes about gender and violence among Hispanic high school students.
The intervention was implemented in a high school, but was based on an intervention
developed using participatory action research methods in the community. The study included
a total of 51 participants. Participants were: 58% female, 42% male, and primarily Latino
(88%). Participants were a mix of freshmen (n=26) and sophomores (n=25). The mean time
spent in the community was 15 years, and mean household size was 4.5.

The intervention was aimed at shifting attitudes towards violence and dating violence and
improving ethnic pride (including self-respect, and respect for extended family and the
Hispanic community). The intervention included 14 weekly 45-minute sessions held in small
gender- and grade- level specific groups. Each session included a mix of education with a
creative activity (such as mask making, or making spirit necklaces/ bracelets). Topics covered
included: giving and keeping one’s word, addressing stereotypes, Hispanic identity, gender
roles, the impact of teen violence on the community, self-control, relationships, cultural pride,
and goal-setting. Upon completion, a closing celebration was held for participants.

Outcome measures included: ethnic pride measured by Ethnic Identity Scale; perception of
self-control was measured with the Self-Efficacy for Self-Control scale; acceptance of couple
violence was measured using the Attitudes About Couple Violence; gender stereotyping was
measured with the Attitudes about Gender scale; incidence of physical fighting was measured
with the Physical Fighting Behaviour scale; incidence of dating violence was measured with
the Victimization in Dating Relationships scale; and acculturation was measured with the
Short Acculturation Scale for Hispanics (SASH). Assessments were conducted pre- and post-
intervention.

Ethnic pride was found to increase significantly from pre- to post- intervention (p<0.05). No
other measures were significant, although there were positive changes in gender attitudes,
self-efficacy for self- control, couple violence and incidents of violence. The linear model
revealed a significant difference in physical fighting between 9th grade and 10th grade boys
from pre- to post- intervention (p<0.05).

Findings reveal that a culturally tailored prevention intervention for Hispanic youth was
associated with significant improvements in ethnic pride, and positive (though non-significant
changes) in gender attitudes, couple violence and incidents of violence. Limitations of the
study include: the lack of a comparison group, lack of follow up, and use of a small sample
size. Due to the small pilot nature of this study, conducted with only one school population of
Hispanic youth, findings may not be generalisable.

Ernst et al., 2011

A US-based individual RCT by Ernst et al., 2011 [+] compared two brief computer based IPV
perpetration education interventions delivered in an emergency department. Participants
included a total of 239 women and men presenting to an emergency department who were
able to participate (not too ill/ injured, etc.) and who could speak English. Participants were:
48% male and 52% female; primarily 21-30 years (38%); primarily White (42%) or Hispanic
(32%); primarily earning less than $10, 000 (32%) or $10-20, 000 (28%); primarily high school
educated (61%); and single (52%) or married (24%). Just less than one-third had witnessed
IPV as a child (31%) and a minority indicated that their children had witnessed IPV (15%).

Eligible patients were randomized to either intervention (n=121) or control (n=118). The
intervention was a PowerPoint slide addressing IPV prevention, shown privately on a touch
screen computer. The intervention was available in English only. This was followed by a five-
minute video demonstrating IPV among adults by trained actors. One of the scenes shows a
bystander unable to stop IPV at home, but later intervening with a male friend and his partner.
The control group received the PowerPoint presentation only. Participants were referred to a
social worker or their physician following the intervention if they expressed distress.

Survey questions to assess knowledge, attitudes and practices (KAP) related to IPV were
completed by participants pre- and post- intervention. In this study, ‘practices’ referred to
participants’ willingness to intervene if they were to witness an incident of DV. Prevalence of
perpetration was also assessed using the PERPS (Perpetrator Rapid Scale), and OVAT
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(Ongoing Violence Assessment Tool), plus questions on whether the participant had
witnessed IPV as a child and whether the participant had children who witnessed IPV.

They found an overall improvement in correct answers to all questions, from 46% pre- to 59%
post- intervention (13%, 95% CI 4-22). The intervention condition demonstrated significantly
higher improvement (15%, Cl 6-24). A total of 40 participants were identified as perpetrators
(17%, Cl 12-21), and 52 participants were identified as victims (22%, Cl 17-27). No significant
differences were found on KAP scores between the intervention and control for either
perpetrators or victims. In addition, no significant difference was found in KAP scores for men
and women. However, men in the intervention improved significantly more on KAP scores
than men in control (29% vs. 6%, p<0.05). There was no significant difference between
women in the intervention and women in the control.

Findings reveal overall improvements in knowledge and attitudes related to IPV, with
somewhat greater improvements for the intervention condition. Limitations of the study
include: the potential bias introduced by extensive exclusive criteria (due to the context) and
refusals to participate, use of non-validated measures, and limited information on the
educational content of the computer based intervention. The study was conducted within an
emergency department, with a largely single, White and Latino sample, and therefore may
have limited applicability to other contexts and populations.

Florsheim et al., 2011

A US-based RCT by Florsheim et al., 2011 [+] pilot tested the impact of a couples-focused
preventive intervention for pregnant adolescents and their partners. The study included first-
time mothers who were between 14 and 18 years old, and no more than 26 weeks pregnant
and fathers between ages 14- 24 years. Participants were recruited through health clinics and
school pregnancy education programs. A total of 105 couples participated in the study.
Adolescent girls were a mean of 16 years old, and men 18 years old; participants were
primarily Hispanic (45%) or White (42%).

Couples were randomized into either the intervention (n=55 couples) or control condition
(n=50 couples). The intervention, the Young Parenthood Programme (YPP) was a 10 week
(plus or minus 2 weeks), co-parenting counselling and IPV prevention programme, following
an intervention manual. The focus is on improving communication and relational skills, to
support young couples in managing unplanned pregnancy and parenthood, and prevention of
IPV. Goals of the programme include: the development of positive relationship skills,
expressing positive emotions, providing support, managing conflict and hostility, expressing
personal needs and feelings, listening skills, and encouraging empathy. Counsellors included:
clinically trained graduate students, a marriage and family therapist and the programme
director. Assignment of couples to counsellors was also done randomly, apart from "high-risk"
couples that were assigned to the programme director. The control group did not receive co-
parenting counselling or IPV prevention, but had access to prenatal and psychosocial
services. Control participants who had experienced IPV or child maltreatment were referred to
support services. There were no differences between the intervention and control groups at
baseline.

Private semi-structured interviews were conducted at baseline and at 2-3-months and 18-
months postpartum, to assess relationship conflict and physical aggression. Interview
guestions were open-ended with follow-up probes (no further details of the interview protocol
were provided). Scores were based on the average of both partner’s responses.

Overall occurrence of IPV at baseline was 48%, increasing to 54% at 2-3 months postpartum,
and 56% at 18 months post-partum. At 18 months post-partum, 13% of couples reported
severe violence. On a scale of 0-3, the mean score for IPV was 0.57 at baseline, 0.74 at 2-3
months, and 0.84 at 18 months. For many, violence across all time points was reported to be
bi-directional (45%), with some participants reporting only female-to-male violence (36%) or
only male to female violence (19%). An increase was found for male to female violence
between baseline (14.5%) and 18-month follow up (28%). A significant treatment effect was
found in IPV scores from baseline to 2-3 months postpartum (F (1, 86)=3.50, p=0.065; partial
n2=0.04); IPV scores in the intervention group remained steady, while IPV in the control
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group increased. This difference was not significant at 18 months post-partum. Drug Use
Index (DUI) was also used to assess lifetime drug use. They found that women's DUI score
was significantly correlated (p<0.05) with IPV scores at all follow-up points, and father's DUI
score was significantly correlated with partner's DUI score (p<0.01). These findings suggest
the need to address the links between alcohol and substance use and IPV in future
interventions.

While the intervention appeared to have a slight preventive impact, this effect was not
sustained at 18-month postpartum follow-up, and IPV increasing among both groups.
Limitations of the study include: small sample size, limited detail on the source population and
method of randomization, and potential that control participants were accessing variable types
of services (psychosocial or prenatal services). Due to the small pilot nature of the study,
findings may not be generalisable. Furthermore, the intervention may not be appropriate for
couples that have already experienced violence and require a higher level of intervention.

Gadomski et al., 2001

A US-based before-and-after study with a comparison group by Gadomski et al., 2001 [+]
examined changes in societal attitudes and behavioural intentions following a rural public
health education campaign. Participants (age 18-50) were drawn from a county population of
62, 000, and contacted by telephone survey (using random digit dialling) to participate. The
total number of participants pre-intervention was 378, and at post-intervention this was 633,
including participants from another county who were matched to act as the control condition.
Post-intervention participants were primarily 35-44 (34%) or 45-50 (31%) years old; 60%
female and 40% male; primarily full time employed (62%); a mix of education levels (30%
high school, 25% patrtial college, 35% college graduate), and primarily married (50%) with
children under 18 living at home (54%).

The campaign was 7 months in length and included: 4, 000 radio spots 30 seconds in length
during the first and final months; 12 weeks of TV public service announcements; 105 bulletin
board posters; mail-outs to clergy and libraries; 10 newspaper articles; 36 print
advertisements; 15 community presentations; and participation by 3 health clinics including
posting of 55 restroom posters and the distribution of cards in clinical areas. The radio and
televisions advertisements were first tested in focus groups to ensure appropriate messages.
The key messages of the campaign were: recognition of DV, education on different forms of
abuse, the impact of DV on health and on children, encouragement of public disapproval and
taking action against DV. Messages were gender-neutral or used reversed messages (e.g.
man showing concern about abuse of a neighbour, during discussion with another female
neighbour). Radio messages encouraged the audience to speak with one’s doctor. The
campaign used the slogan: "no one deserves to be abused.”

At baseline, 240 people were interviewed in the intervention county and 138 in the
comparison county; at post-intervention, 433 people were interviewed in the intervention
county and 200 in the comparison county. They assessed norms targeted for change using
guestions from a prior research project. Pre-intervention questions measured: tacit approval
of DV, not talking about DV, and nothing can be done about DV. The interview ended by
assessing response to a bystander vignette of DV against a neighbour. Post-intervention
included the same questions but also included questions on: recall of the campaign, and
experiences with health care providers regarding DV and availability of DV materials in the
clinic (to examine exposure to change among health care providers). Telephone surveys were
conducted by a survey research firm. Follow-up was conducted at post-intervention.

There was a significant increase in the intervention county in hearing slogan and exposure to
materials, 6% (p=0.03). In response to the vignette where a neighbour was hypothetically
abusing their partner, the percentage of respondents who thought most people would: talk to
victim increased 8% in the intervention county compared to 3% in the comparison county
(p=0.04), talk to friends increased 4% in the intervention county compared to a 7% decrease
in the comparison county (p=0.002), and talk to a doctor increased 3% in the intervention
county compared to a 2% decrease in the comparison county (p=0.004). A significantly higher
proportion of respondents in the intervention county (59%) than in the comparison county
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(49%) reported finding educational materials on DV in clinics (p=0.02). Calls to hotline
increased from 520 pre-campaign to 694 during the campaign, and 1,145 post campaign.

Findings reveal an increase post-campaign in the participant’s recall and exposure to
campaign slogan and materials and hypothetical bystander actions. Limitations of the study
include: potential contamination in the comparison county (which had its own radio campaign
and posters on DV distributed by a perinatal health network), and lack of behavioural
measures. The ethnicity of participants was not identified and therefore it is difficult to
determine wider applicability. The study was conducted within a rural county, and therefore
may not be applicable to non-rural contexts.

Keller et al., 2010

A US-based before-and-after study by Keller et al., 2010 [+] examined the effects of a DV
media campaign, “Open Your Eyes.” The intervention was directed at the general public in a
rural area, and analysis included all participants who received and completed a mail-in survey.
Participants were matched to the source community (by gender, age, ethnicity, etc.), by using
a stratified sample strategy (further demographic details not provided). A total of 430
participants were included at baseline, and 374 completed the post-test survey.

The media campaign was based on the health belief model. The media campaign ran from
Spring through Winter. It was composed of 3 print ads and 4 television ads. These included:
“Barbecue” which depicted a man hitting his wife during a family barbeque with a spatula and
being taken to jail; “Brain injury” which showed a man "freaking out" as an ambulance arrives
to treat his wife who has suffered head trauma from the abuse; “Teddy bear” which showed a
boy shaking his teddy bear after witnessing an argument between his parents; and “MP3”
which depicted a young woman running in a wealthy in a wealthy area, with an audio clip of
her husband’s emotional abuse. Each ad concluded with information on the prevalence of DV,
and a hot line number to call for support.

Awareness of campaign, awareness of available services, attitudes about the issue of
violence, and perceived severity of DV were measured using a survey completed at pre- and
post- campaign. The authors developed the survey, with some questions based on previous
research examining DV awareness.

Post- test analysis revealed that 21% of women and 21% of men recalled seeing the ads
Television was most commonly cited as the format where the ad was seen (15%), with less
recall reported for the billboard ads (7%). Following seeing the ads, a total of 4 participants
reported helping others, 2 reported leaving a relationship, and 5 recommended someone else
leave a relationship, 3 intervened with a friend/ family member, and 2 called the police. In
regards to respondents’ perceptions of how severe DV is (e.g. “DV is a serious problem”,
“Perpetrators should go to jail”), the gender X campaign exposure interaction was found to be
significant (F=27.27, p<0.00); women's mean score increased significantly from pre-campaign
(4.36) to post-campaign (4.55) (p=0.01), while men's scores decreased significantly (4.48 pre-
campaign to 4.15 post-campaign, p=0.000). Women perceived greater response efficacy (i.e.
beliefs that DV counselling and support services are good ways to help DV victims) post-
campaign than pre-campaign, whereas the men did not change significantly.

Findings demonstrate similar recall among women and men following a TV and print
campaign, but women reported significantly greater awareness of available services,
increased perception of severity of violence and greater response efficacy compared to men.
Limitations of the study include: short follow up, lack of comparison, potential self-selection
bias, and lack of measures of behaviour. The study was conducted in a rural area, although
demographic characteristics of participants are not provided, making it difficult to determine
applicability.

Khemka et al., 2005

A US-based non-RCT by Khemka et al., 2005 [+] examined the effectiveness of an abuse-
prevention curriculum for women with learning disabilities. The study included a total of 36
women aged 22-55 years, with mild or moderate learning disabilities (IQ 35-75), recruited
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from an urban adult services agency. Participants were a mean age of 34.3 years, had a
mean IQ of 55.9, and were primarily African American (50%) or White (33%).

Participants were matched based on scores on social interpersonal decision making related
to sexual, physical or verbal abuse, and then randomly assigned from matched pairs to either
the intervention (n=18) or control (n=18) group. The intervention, ‘An Effective Strategy-Based
Curriculum for Abuse Prevention and Empowerment’ (ESCAPE), was aimed at empowering
women with learning disabilities to improve decision making that would protect them from
violence and abuse. Sessions were 40-50 minutes in length, held once or twice a week for 6
or 12 weeks in small groups (3 women), and delivered by a trained facilitator. The curriculum
included 12 sessions focused on: knowledge of abuse and empowerment using interactive
skill building activities and decision making strategy training in response to simulated
situations of abuse. In addition, a 6-session support group was provided for further review and
integration of skills, during which participants could share and discuss their experiences and
the potential application of learned skills. Support groups were co-facilitated by the trained
facilitator and a social worker from the agency. Participants in the control group received no
intervention, but did have access to abuse prevention services provided by the agency
(typically counselling by social workers and sex education). There were no significant
differences between groups at pre-test.

Assessment tools were modified to be appropriate to the comprehension level of participants.
Measures included: the Knowledge of Abuse Concepts Scale to assess understanding of
various types of abuse and the meaning of providing consent to a relationship; The
Empowerment Scale (developed for this project) assessed perceptions of control and self-
efficacy; the Stress Management Survey assessed self-reported stress; the Self Decision-
Making Scale assessed decision- making in situations of abuse.

Post-testing was conducted from 1 week to almost 3 months after the initial 12 sessions
(different women had different availabilities). A second post-test was conducted from 1 week
to 4 months after support groups were completed (most women completed this second post-
test within 1-3 weeks of completion).

Significant differences were reported between groups on three of the four measures:
Knowledge of Abuse Concepts Scale (t (34)=2.91, p<0.01), Empowerment Scale (t (34)=2.15,
p<0.05), and Self Decision-Making Scale (t (34)=3.13, p<0.01). Participants in the intervention
group had higher post-test means (revealing higher knowledge, empowerment, and
prevention-focused decision-making for self) than did control group participants on all three
measures. These effects were maintained at the second post-test follow up (following the
support group component). There was no significant difference between groups for post-test
scores on the Stress Management Survey.

Findings reveal that an abuse prevention curriculum for women with learning disabilities
improved knowledge, empowerment and prevention focused decision making for self, but did
not impact stress management. Limitations of the study include: small sample size, short term
follow up and lack of assessment of the presence of DV. While they note that women with
learning disabilities are vulnerable to intimate partner violence and violence by family
caregivers in the home, they do not provide further details. An additional limitation is the
attrition at second post-test follow that was reported for the control group; only 10 of 18
control participants completed 2nd post-test, compared to all participants in the intervention.
The study was conducted with women with learning disabilities and therefore findings may not
be applicable to other populations.

Salazar and Cook, 2006

A US-based RCT by Salazar and Cook, 2006 [++] evaluated the efficacy of a prevention
programme for adjudicated African American male adolescents. The study included 37
adolescent males from an urban juvenile justice courthouse who were mandated by their
probation officers to attend the prevention programme. Participants were referred if they had
committed mildly violent/ abusive behaviour towards a female, if they had experienced
violence within their homes, or if they had indicated to court personnel some behaviours that
were influenced by violence (e.g. threat-making, gang involvement, etc.). Participants were
predominantly African American (92%), and the majority did not have a father living at home
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(65%). Most participants were attending school (84%), and were in a mean grade level of

8.83 in school. Most had committed a minimum of one act of violence towards a female (76%),
while under half (40%) had witnessed at least one act of male to female partner violence
between their parents.

Participants were randomly assigned to either intervention (n=21) or control (n=16).

While the intervention was delivered in a juvenile court and adult court, the programme was
developed by a social change agency, ‘Men Stopping Violence’ (MSV). The intervention was
5 sessions, based on feminist theory and was aimed at IPV prevention among African
American males. Session 1 was a 2-hour session aimed at setting the stage for the
intervention by providing an overview of their location at the courthouse, the nature of their
delinquency and responses regarding violence against girls and women. The next session
was a 2 hour class held at an adult courthouse for men who had been arrested for battering,
which provided an overview of the basic principles covered in the 6-month batterers
intervention programme (Men Stopping Violence, MSV). The next two sessions involved 30
minute introductory meeting with co-instructors followed by attending a 2-hour class with adult
male batterers involved in the 6-month MSV programme. The final session/s was a forum to
discuss their experiences in the previous adult male batterers group; participants could attend
as many review sessions as desired. The control group also participated in the intervention,
although two weeks later. The control group completed the post-test after the 2-week delay,
but prior to participation in the intervention, while the intervention group completed their post-
test following involvement in the intervention. A 3-month follow-up was conducted for the
intervention group only. There were no significant differences between the intervention and
control group on socio-demographic variables or study variables at baseline.

Knowledge of IPV and patriarchal attitudes was assessed using ‘Violence in relationships: A
Seventh Grade Inventory of Knowledge and Attitudes’ and the Wife Beating Is Justified
subscale of the Inventory of Beliefs About Wife Beating. The authors also examined whether
outcomes differed depending on whether participants had withessed parental violence or
committed violence themselves. For the prevalence of witnessing parental violence and
prevalence of committing violence, the authors used a modified form of the Revised Conflict
Tactics Scale (CTS2). Two White participants were included in the study, and so the authors
compared results including and excluding these participants, and compared their results to
the rest of the sample.

At post-test, the intervention group reported high levels of knowledge (R-squared=0.12,
p<0.05) and less patriarchal attitudes (R-squared=0.08, p<0.05 one-tailed on the Wife
Beating is Justified subscale only, but not on the Seventh Grade Inventory) than the control
group, and these effects were maintained at 3-month follow-up. Committing violence was not
found to be associated with intervention effectiveness. The impact of witnessing-parental-
violence approached significance for effect on patriarchal attitudes (p=0.08); adolescents in
the intervention group reported greater improvements than the control group, but only for
those who witnessed high levels of parental male-to-female violence. Finally, excluding the
two White participants' scores did not impact findings.

Findings reveal that adjudicated African American male adolescents who participated in a DV
prevention intervention reported increased knowledge and decreased patriarchal attitudes.
Limitations of the study include: small sample size, potential for socially desirable responses,
and assessment of only knowledge and attitudes (not behaviours). The study was conducted
with a small sample of predominantly African American adjudicated adolescent males and
therefore findings may not be applicable to other groups.

Scottish Executive, 2002

A Scottish qualitative study conducted by the Scottish Executive, 2002 [+] evaluated a pilot of
the ‘Respect’ educational programme for the primary prevention of violence against women
among young people. The programme was held in two secondary schools, two primary
schools and seven youth groups in Edinburgh and Glasgow in 2001. The programme was
developed by the Zero Tolerance Charitable Trust, an organization addressing violence
against women.
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Data used included: project-related materials of the pilot and related work in Scotland;
interviews with steering group members before (n=7) and after the project (n=6); interviews
with staff at the start (n=37) and end (n=34) of the project; interviews with youth participants
at the start (h=81) and end (n=71) of the project; data from self-report questionnaires for all
young people at the start (n=377) and end (n=236) of the project; along with staff feedback
forms after each session, and group discussions and debriefing sessions. The demographic
characteristics of participants were not reported.

The "Respect" programme includes primary prevention work of violence against women and
the promotion of equal and respectful relationships. The educational package included
teaching materials for 7-8 sessions in each setting, along with a complementary CD (that was
available for older participants), advertising on the sides of buses, posters and a screensaver.
Young people at secondary schools and youth groups patrticipated in eight sessions using a
variety of activities to address the following topics: the meaning of respect, demonstrating
respect, power and misuses of power (e.g. physical violence, racial and sexual harassment,
bullying), unfair treatment, violence in relationships, discrimination, and gender stereotypes.
In primary schools, age appropriate materials were used to cover similar topics, including:
communication, respect, cooperation, name-calling, appearances, group identification,
bullying, power, harassment, and stereotypes (including gender stereotypes).

The guestionnaire content was not described in the report. Though some gender-specific
findings were noted (e.g. "more than 1 in 7 boys thought it was fun to ‘'make fun of people™),
the findings related to programme outcomes/ impacts were presented as summary
statements across both genders. As an evaluation of a pilot programme, many of the findings
focused on the delivery and implementation of the programme, which is outside of the scope
of the question and therefore not reported here. In regards to programme outcomes, most
young people reported that the programme had increased their knowledge of available
sources for help, and overall there was a perception of improved understanding of violence/
abuse among participants (percentages not provided). The majority (85%) of staff reported
that ‘Respect’ was successful; benefits for staff that were noted included: improved skills and
knowledge and a chance to consider the issues addressed. For young people, benefits noted
included: enhanced awareness of the issues, encouragement to engage in respectful
interactions and working towards the prevention of abuse and violence. Both young people
and staff perceived changes among many young people following the programme, although
the authors note that these improvements may not necessarily be measurable. The majority
(78%) of primary school students and nearly half of the older students perceived personal
changes following their involvement in the programme. Overall, 80% of young people
reported improved understanding of respect for others. Approximately 3/4 of all young people
felt they had improved knowledge of communication and over 3/4 reported improved
knowledge of equality and power. The majority (approximately 80%) of older participants felt
they had improved knowledge of abuse and violence. However, despite these improvements,
some issues, which the authors note as requiring further work, include: gender stereotyping,
perceptions of violence against women and harassment. For example, they report that nearly
one-third of primary school children believed it was okay to “treat other people badly if they
treat you badly first,” over 1 in 7 boys thought it was fun to “make fun of people,” and three
guarters of boys thought it was fun to “whistle at girls.” There was evidence of gender
stereotyping among older participants; 61% sometimes agreed or agreed with the statement
that “women and men are good at different things and they should stick to them”, 21% that
“calling people names if they’re different from you is just for a laugh”, and 74% that “girls can
provoke violence and abuse because of how they dress or behave.” In addition, 37% did not
always agree with the statement that “men are violent to women much more than women are
violent to men” and more than half that “there is never an excuse for men to be violent to
women”. Finally, only just over half (56%) of older participants agreed, “When young women
say no to sex, it always means no”.

Findings suggest that an educational primary prevention programme may improve self-
reported improvements in knowledge of respect, communication, equality and power among
young people, and knowledge of abuse and violence among older participants. However,
other topics that were the focus of the programme, including gender stereotyping, perceptions
of violence against women and harassment, showed less improvement and require further
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intervention. Limitations of the study include: the focus on primarily subjective opinion data
using un-validated tools, limited information on methodology and analysis (including
guestionnaire content), lack of demographic information, and lack of gender analysis.

Solomon and Fraser, 2009

A Scottish cross-sectional study [+] evaluated the impact of wave 12 of an annual domestic
abuse media campaign. A total of 1, 040 respondents were included. The authors note that
guota sampling was used and that the sample was representative of the Scottish adult
population (age 16 and over) in sex, age, employment, and socioeconomic status.
Demographic characteristics of respondents were not provided.

The media campaign had been conducted in Scotland for 11 years, by the Scottish
government under the ‘Safer Scotland’ name. Post-campaign assessments are conducted to
measure attitudes and perceptions towards DV and the media campaign. The key message
of the evaluated campaign (wave 12) was that help is available to those who experience
abuse. The length of the campaign was four weeks and included TV and online
advertisements, including contact information for the Scottish Domestic Abuse helpline and
the website.

The researchers used a monthly in-home survey based on the previous wave to ensure
comparability, with additional questions regarding the current advertising campaign included.
Portions of the survey that were deemed to be particularly sensitive were completed by the
respondents on CAPI machines. The questionnaire included Likert-scale and multiple-choice
guestions related to: awareness, opinions, beliefs, and behaviours of domestic abuse.

They found that the proportion of respondents who had any experience of DV decreased
between wave 11 (38%) and wave 12 (21%), with 8% of wave 12 respondents reporting that
they had personally been the victims of DV. Respondents who reported that DV occurs in all
age groups decreased from 45% in wave 11 to 32 in wave 12, yet the proportion who felt DV
was most common among younger people remained the same (76%). Participants were most
likely to respond that DV is more common among working classes (87%). In regards to
services available, almost half (45%) of respondents reported: "police/ ambulance/
emergency services” for women experiencing DV, followed by Women's Aid (42%), while only
13% noted the Scottish Domestic Abuse Helpline (the focus of the ad campaign). The authors
note that the proportion of respondents who were spontaneously aware of advertising about
DV decreased from 70% in the past four waves, to 30% in the current wave (39% recalled
when prompted). They note that this could be due to the reduced spend on media, the use of
media mix (online and TV) and the softer campaign strategy used (which focused on
empowerment messages/ images rather than images of violent scenes). Of the respondents
who recalled the campaign, 90% were able to recall at least one element of the TV message
and one-third recalled the message directing the audience to the helpline and website. Just
over one-third (36%) agreed with the statement: "I believe there are enough services
available to help women who may be experiencing domestic abuse.” In assessing attitudes
regarding DV, there was little change, although a decrease was observed for those agreeing
that those who experience DV: “can escape from domestic abuse and make a new life for
themselves”, and a correlating increase in those agreeing that people who have experienced
abuse “just had to learn to live with it”. Most respondents felt that prostitution and
pornography were exploitative of women (56% and 63% respectively) and that "pressuring a
woman to take part in sexual activities if she doesn't want to” was unacceptable or totally
unacceptable (97%), which was a slight increase from the previous wave. However, 26%
reported that a woman was partially responsible for being raped "if she is drunk®, but
agreement with responsibility on all other circumstances (dressed in revealing clothing, flirting,
previous sexual partners, married to perpetrator) decreased.

Overall, the study found a lack of improvements for awareness of DV and the media
campaign, compared to previous waves. In particular, awareness of DV support services
advertised in the campaign was very low. Limitations of the study include: focus on
awareness of the campaign rather than awareness of DV, the use of a single-group post-test
only (no pre-test or comparison group), and provision of only simple descriptive statistics. The
study was conducted in the UK and should therefore be applicable, although methodological
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weaknesses (lack of pre-test and comparison group, limited information on demographics)
limit generalisability.

Toews et al., 2011

A US-based qualitative study by Toews et al., 2011 [+] examined the impact of a skill-based
relationship education programme on conflict strategies in dating relationships for pregnant
adolescents and mothers. Participants included a total of 199 pregnant and parenting
adolescents enrolled in a Pregnancy, Education, and Parenting (PEP) programme in six high
schools. Adolescent girls who participated were: a mean age of 16.4 years, primarily Hispanic
(87%), and the majority had a child (83%).

The project was guided by social learning theory. The programme, ‘Strengthening
Relationships,” was designed to support parents in developing and maintaining healthy
relationships by teaching interpersonal and relationship skills. Curriculum was based on the
‘Connections: Relationships and Marriage’ programme. Twelve weekly sessions were held
with groups of 10-30 adolescent parents. Sessions were both didactic and interaction,
including topics such as: developing realistic relationship expectations, communication and
conflict management skills, and skills to develop health relationships.

A total of 23 focus groups were held with 3-16 participants in each group following
programme completion. A semi-structured protocol included questions on: helpfulness of the
programme, specific topics that were most helpful, the impact of the programme on conflict
resolution skills, impact of the programme on relationships, and benefits of the programme.
Focus groups were recorded, transcribed and then independently coded by team members
(with discrepancies resolved during team meetings and codes refined and developed as
needed).

Four key themes were identified. First, mothers were both victims and perpetrators of
psychological and/ or physical abuse. Some girls noted how they now realized the impact of
their behaviour on their partners. One girl said: "But, now [after participating in the
programme] | see, dang | was mean to him. | was abusing him. But, now | don't." Second,
participants reported learning positive conflict management skills during the programme. For
example, one girl noted: “[We learned the importance of] communicating more instead of us
always yelling. Actually talk.” Many participants indicated that the skills they learned were new
to them because they had not observed positive communication or conflict management skills
among role models in their lives. Third, girls provided examples of how because of the
programme; they had implemented new conflict resolution strategies. For example, one girl
said: "Every Wednesday we would learn something new and | would try it out and it would
work for me. | haven't done nothin' crazy lately.” Fourth, a minority of the girls (numbers not
provided) even reported ending abusive relationships. As one girl expressed: “What I'm
looking for, I'm not getting it from him, so that's why I'm not with him no more. | broke up with
him.”

Findings suggest that the relationship education programme for adolescent mothers had a
positive impact on: understanding abuse, developing conflict management skills, and in some
cases leaving an abusive relationship. Limitations of the study include: reliance on self-report
by only the female partners, lack of follow-up, and use of focus groups as the only data
source. The authors note that future programs are needed that specifically address abusive
behaviours and that include education for both partners. The study was conducted with
primarily Hispanic adolescent mothers and therefore may not be generalisable.

Wray et al., 2004

A US-based cross-sectional study by Wray et al., 2004 [+] evaluated the impact of a radio
awareness campaign for DV prevention in the African-American community called "It's Your
Business." Note that while the study was designed to be a before and after study, due to
implementation issues the final analysis was cross-sectional. Respondents had to be over 18,
African American, able to respond in English, and a listener of the relevant radio station. The
study included only one of four evaluation cities that were originally considered due to
insufficient airtime of the radio serial. A random digit dial sample was conducted, focusing on
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specific telephone exchanges where the likelihood was over 60% that the respondent would
be African American. Further demographic characteristics were not provided. The total
analytic sample was 1,083 (pre-broadcast sample n=385; post-broadcast n=698).

The radio serial included 12, 90-second episodes in a ‘social drama’ format. The programme
focused on encouraging African Americans to discuss and support abuse with victims and
condemn DV during conversations. The serial included a central figure that would introduce
each episode, Ma B, who was also a host of a community affairs radio show. Prior to each
episode, Ma B would offer an update of a local DV trial, as a way to frame and reinforce each
lesson. The initial episode focused on speaking out against DV, while subsequent episodes
included fictional characters that would offer support to victims. Fictional characters included
an extended family that was trying to encourage a young woman to leave her abusive partner.
At the end of every episode, a list of support contacts was provided. The radio serial was
provided to a range of African-American owned network of radio stations, and the suggested
schedule was for several repeats of one episode over the course of one week, with new
episodes offered each week for a total of 12 weeks. In each city, links were made with local
DV agencies to promote the broadcast and include local contact information.

Telephone surveys were conducted in five waves. Pre-broadcast surveys were 15 minutes
long, while post-broadcast surveys were approximately 18 minutes long. The pre-broadcast
assessment measured: demographic characteristics, experiences of DV, media use, and
beliefs, attitudes, intentions, and behaviours related to campaign goals. A question was also
included in the pre-broadcast survey related to recall of the programme, in order to identify
false positives. The post-broadcast analysis measured beliefs about DV, intentions to discuss
DV with a victim in a hypothetical case, and respondents’ discussion of DV with victims or
engagement in conversations where they condemned DV.

They found that 66% of respondents did not recall the radio serial, 9% reported moderate
exposure (i.e. recalled the serial, answered a simple storyline question, and had heard at

least 3 episodes or any episode 3 or more times), and 25% reported ambiguous exposure (i.e.
recalled the series, but could not correctly answer the recall question or did not hear at least 3
segments). Those respondents who were moderately exposed scored higher those who did
not recall the series on 21 out of 27 anti-DV beliefs and behaviours; 10 of the reported
differences were statistically significant (p's<0.05). Yet, respondents who were moderately
exposed only demonstrated significantly stronger outcomes than the ambiguous exposure
respondents in 2 out of the 27 outcomes, which is similar to what would be found by chance.

The authors therefore conclude that the association of moderate exposure with anti-domestic
violence outcomes was most likely not due to exposure alone, but likely due to greater recall
of the serial among those already concerned about the issue of DV. The authors note that the
radio serial was aired less frequently than intended, and the programme schedule differed
between radio stations that impacted exposure. The low levels of exposure made it difficult to
test the impact of the radio serial on beliefs, attitudes or behaviours. Due to issues with
implementation and the non-experimental design of the study, further research is required to
examine impact or generalize findings.

4.5. Evidence Statements

We have organized the findings using the following categories:
1) Prevention interventions/ approaches for young people
2) Media campaigns
3) Prevention interventions/ approaches implemented in health settings
4) Prevention interventions/ approaches implemented in community settings for at-risk
women
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Evidence Statement 1- Prevention interventions/ approaches for young
people

There is moderate evidence from six studies that prevention interventions for young people
are associated with improvements on various outcomes including: knowledge of IPV, attitudes
towards violence and gender roles, interpersonal skills, although some studies reported
improvements on some but not all measures. Some studies conducted with young people at
high risk for abuse also reported modest improvements in abuse/ violence outcomes.

One study evaluated a primary prevention programme, aimed at preventing violence before it
ever occurs. A qualitative study (Scottish Executive, 2002 [+]) found that an educational
primary prevention programme improved self-reported knowledge of respect, communication,
equality and power among young people overall, and knowledge of abuse and violence
among older participants; however, other topics that were the focus of the programme,
including gender stereotyping, perceptions of violence against women and harassment,
showed less improvement and require further intervention.

The remaining five studies were aimed at preventing violence among diverse sub-groups
identified as high risk for intimate partner violence (i.e. secondary prevention approaches). An
RCT (Salazar and Cook, 2006 [++]) found that adjudicated African American male
adolescents who participated in a DV prevention intervention reported increased knowledge
and decreased patriarchal attitudes. A before and after study (Antle et al., 2011 [+]) found that
a brief educational programme on relationships and dating violence was associated with
significant improvements in communication skills, conflict management skills and attitudes
towards violence among at risk youth. A qualitative study (Toews et al., 2011 [+]) found that a
relationship education programme for Hispanic adolescent mothers had a positive impact on:
understanding abuse, developing conflict management skills, and in some cases leaving an
abusive relationship. In contrast, a RCT (Florsheim et al., 2011 [+]) which examined a
pregnancy education programme including IPV prevention for adolescent couples, found that
the programme had a slight preventive impact on partner abuse, but this was not sustained at
18 month postpartum follow-up, with IPV increasing among both intervention and control
groups. Finally, a before and after study (Enriquez et al., 2012 [+]) found that a culturally
tailored prevention intervention for Hispanic youth was associated with significant
improvements in ethnic pride, and positive (though non-significant changes) in gender
attitudes, couple violence and incidents of violence.

Scottish Executive, 2002 (qualitative [+], Scotland, (steering group members pre- (n=7) and
post (n=6); staff interviews pre- (n=37) and post- (n=34); interviews with young people pre-
(n=81) and post- (n=71); questionnaires with young people pre- (n=377) and post- (n=236)
(no demographics reported), project start and end) ['Respect’ programme: primary prevention
programme on violence against women and girls; promote equal and respectful relationships.
7-8 group educational sessions addressing in secondary schools: respect, power, gender
stereotyping, relationship violence, discrimination; in primary schools: similar but age
appropriate topics addressing: communication, respect, cooperation, name-calling,
appearances, group identification, bullying, power, harassment, and stereotypes;
complementary CD (for older participants), advertising on buses, posters and screensavers]
Most young people reported increased knowledge of available sources for help, and overall
perception of improved understanding of violence/ abuse. Majority (85%) of staff reported that
programme was successful; benefits included: improved skills and knowledge and a chance
to consider the issues. For young people, benefits included: enhanced awareness of issues,
encouragement to engage in respectful interactions and working towards violence prevention.
Majority (78%) of primary school students and nearly half of the older students perceived
personal changes following the programme. Overall, 80% of young people reported improved
understanding of respect for others. Approximately 3/4 of all young people felt they had
improved knowledge of communication and over 3/4 reported improved knowledge of equality
and power. Approximately 80% of older participants felt they had improved knowledge of
abuse and violence. The authors note the need for further work on: gender stereotyping,
perceptions of violence against women and harassment.

Salazar and Cook, 2006 (RCT [++], USA, n=37 adjudicated African American male
adolescents (primarily African American, no father at home, attending school, mean grade
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level of 8.83, most had committed a minimum of one act of violence towards a female, under
half had witnessed parental male to female violence), post-test, 3 month follow up
(intervention only) [Intervention (n=21): 5, 2-2.5 hour sessions including: attendance of
classes for adult male batterers (Men Stopping Violence Programme) at adult courthouse,
along with review sessions to discuss experiences in male batterers groups; compared to
control (n=16) who participated in intervention but with a 2 week delay] At post-test,
intervention reported high levels of knowledge (R-squared=0.12, p<0.05) and less patriarchal
attitudes (R-squared=0.08, p<0.05 one-tailed on the Wife Beating is Justified subscale only,
but not on the Seventh Grade Inventory) than control, and these effects were maintained at 3-
month follow-up. Committing violence was not associated with intervention effectiveness.
Impact of witnessing-parental-violence approached significance for effect on patriarchal
attitudes (p=0.08).

Antle et al., 2011 (before and after [+], USA, n=233 socially and economically disadvantaged
youth (60.1% female and 39.9% male; primarily African American, unemployed, low income),
post- intervention [Specialized group prevention programme within public schools; 7 modules
over 2 days addressing: unhealthy and healthy relationships, and conflict management,
communication and problem solving skills, and dating violence] There was a significant
decrease in the demand-withdraw form of communication (t (155)=3.59, p<0.0001), mutual
avoidance pattern of communication (t (158)=2.85, p<0.01), withdraw dynamic for conflict
resolution, (t (167)=2.04, p<0.05), and conflict engagement (t (167)=4.35, p<0.0001).
Attitudes towards couple violence significantly improved (t (114)=2.04, p<0.05).

Toews et al., 2011 (qualitative [+], USA, n=199 pregnant and parenting adolescents (mean
age 16.4 years, primarily Hispanic, majority had a child), post-programme) [12 weekly group
interactive and didactic sessions delivered in high schools within Pregnancy, Education, and
Parenting (PEP); designed to support parents in developing healthy relationships by teaching
interpersonal and relationship skills] Four key themes identified: 1) mothers were both victims
and perpetrators of psychological and/ or physical abuse; 2) learning of positive conflict
management skills; 3) implementation of new conflict resolution strategies; and 4) a minority
of girls (numbers not provided) reported ending abusive relationships.

Florsheim et al., 2011 (RCT [+], USA, n=105 pregnant adolescents and their partners (Mean
age of 16 years (girls) and 18 years (partners), primarily Hispanic or White), 2-3 months and
18- months postpartum) [Intervention (n=55 couples): 10 week (plus or minus 2 weeks)
couples counselling programme in high school pregnhancy education programme aimed at
improving communication and relational skills, to support young couples in managing
unplanned pregnancy and parenthood, and prevention of IPV; compared to control condition
(n=50 couples): did not receive co-parenting counselling or IPV prevention, but had access to
prenatal and psychosocial services] Overall occurrence of IPV at baseline was 48%,
increasing to 54% at 2-3 months postpartum, and 56% at 18 months post-partum. At 18
months post-partum, 13% of couples reported severe violence. For many, violence across all
time points was bi-directional (45%), with some participants reporting only female-to-male
violence (36%) or only male to female violence (19%). An increase was found for male to
female violence between baseline (14.5%) and 18-month follow up (28%). A significant
intervention effect was found in IPV scores from baseline to 2-3 months postpartum (F (1,
86)=3.50, p=0.065; partial n2=0.04); IPV scores in the intervention group remained steady,
while IPV in the control group increased, although this was not significant at 18 months post-
partum. Female drug use scores (measured by DUI) were significantly correlated (p<0.05)
with IPV scores at all follow-up points, and father’'s DUI score was significantly correlated with
partner's DUI score (p<0.01).

Enriquez et al., 2012 (before and after [+], USA, n=51 Hispanic high school students (58%
female; 42% men; freshman and sophomore high school students, primarily Latino), post-
intervention) [Developed with community consultation and implemented in high school. 14
weekly, 45 min educational and creative activity sessions in gender and grade-level specific
groups aimed at changing attitudes towards violence & dating violence and enhancing ethnic
pride] There was a significant increase in ethnic pride (p<0.05), but no significant changes in:
perception of self-control, acceptance of couple violence, gender stereotyping, incidence of
physical fighting or dating violence, or acculturation, although positive trends reported on
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some measures (gender attitudes, self-efficacy for self- control, couple violence and incidents
of violence). Linear model revealed significant difference in physical fighting between 9th
grade and 10th grade boys from pre- to post- measures (p<0.05).

Applicability

Five studies were conducted in the USA (Salazar and Cook, 2006 [++]; Antle et al., 2011 [+];
Toews et al., 2011 [+]; Florsheim et al., 2011 [+]; Enriquez et al., 2012 [+]) and one in
Scotland (Scottish Executive, 2002 [+]). The Scottish study did not include demographic
information, although was conducted in the UK and therefore should be applicable. The other
studies were conducted with specific minority groups including: African American adjudicated
adolescent males who had committed ‘minor’ acts of violence or witnessed violence (Salazar
and Cook, 2006 [++]); low income, socially disadvantaged, primarily African American youth
(Antle et al., 2011 [+]); Hispanic youth (Enriquez et al., 2012 [+]), and primarily Hispanic
pregnant or parenting adolescents (Toews et al., 2011 [+]; Florsheim et al., 2011 [+]) and
therefore may not be generalisable to other groups.

Evidence Statement 2- Media campaigns

There is inconsistent evidence from four studies that media campaigns addressing DV are
associated with improved recall, hypothetical bystander actions, and awareness of available
resources, calls to hotlines and knowledge and perceptions of DV. Two studies reported
limited improvements in awareness and/ or attitudes towards DV following a media campaign.
One cross-sectional study (Wray et al., 2004 [+]) found low recall of a radio serial aimed at
African Americans (potentially connected to issues with implementation); while moderate
exposure was associated with limited improvements on anti-domestic violence belief
outcomes, these were similar to that reported by chance. Another cross-sectional study
(Solomon and Fraser, 2009 [+]) found that following a TV and online campaign, reports of any
experience of DV were lower yet spontaneous awareness of DV decreased compared to
previous campaign waves, and there was low reported awareness of the advertised DV
services. Two studies found some improvements in awareness and attitudes following a
media campaign. One before and after study (Gadomski et al., 2001 [+]) reported increased
recall and exposure of the media campaign, improved hypothetical bystander actions,
increased calls to hotlines, and greater awareness of resources following a rural mixed media
campaign. Another before and after study (Keller et al., 2010 [+]) found similar recall among
women and men following a rural TV and print campaign, but women reported significantly
greater awareness of available services, increased perception of severity of violence and
greater response efficacy compared to men.

Wray et al., 2004 (cross-sectional [+], USA, n=1,083 (pre-broadcast sample n=385; post-
broadcast n=698) (African American), post-broadcast) [Radio serial included 12, 90second
episodes using ‘social drama’ format; aim to encourage discussion of DV and support of
victims of abuse and condemn DV during conversations. Each hosted episode included DV
trial update, and fictional characters acting out episodes with lessons related to DV. List of
support contacts provided at end of each episode. Suggested schedule of 12 episodes with
each episode repeated several times per week] 66% of respondents did not recall the radio
serial, 9% reported moderate exposure, and 25% reported ambiguous exposure. Moderately
exposed respondents scored higher those who did not recall the series on 21 out of 27 anti-
domestic violence beliefs and behaviours; 10 of the reported differences were statistically
significant (p's<0.05). Yet, moderately exposed respondents only demonstrated significantly
stronger outcomes than ambiguous exposure respondents in 2 out of the 27 outcomes,
similar to what would be found by chance.

Solomon and Fraser, 2009 (cross-sectional [+], Scotland, n=1, 040 respondents (age 16 and
over, representative of Scottish population in sex, age, employment, SES; demographic
characteristics NR), post-campaign) [4 week TV and online campaign (in it's 12th year/ wave)
Key message was that help is available to those who experience abuse; included contact
information for the Scottish Domestic Abuse helpline and the website] Respondents who
reported any experience of DV decreased between wave 11 (38%) and wave 12 (21%), with
8% of wave 12 respondents reporting that they had personally been the victim of DV. For
services available, almost half (45%) reported: "police/ ambulance/ emergency services” for
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women experiencing DV, followed by Women's Aid (42%), while only 13% noted the Scottish
Domestic Abuse Helpline. The authors note that the proportion of respondents who were
spontaneously aware of advertising about DV decreased from 70% in the past four waves, to
30% in the current wave (39% recalled when prompted).

Gadomski et al., 2001 (before and after study [+], USA, n=378 pre-campaign; n=633 post-
campaign) (post-campaign participants primarily 35-50 years old; 60% female and 40% male,
full time employed, mix of education, primarily married with children) post-campaign [7 month
campaign including: 4, 000, 30 second radio spots; 12 weeks of TV ads; 105 posters; mail-
outs to clergy and libraries; 10 newspaper articles; 36 print ads; 15 community presentations;
and posting 55 posters in health clinic restrooms and cards in clinical areas. Messages were
gender neutral/ reversed focusing on: recognition of DV, education on different forms of
abuse, impact of DV on health and children, encouragement of public disapproval and taking
action against DV. Campaign slogan: "no one deserves to be abused" Intervention county
(pre-campaign n=240; post-campaign n=433) compared with comparison county (pre-
campaign n=138; post campaign n=200)] Significant increase in the intervention county in
hearing slogan and exposure to materials, 6% (p=0.03). In response to a vignette where a
neighbour was hypothetically abusing their partner, respondents who thought most people
would: talk to victim increased 8% in the intervention compared to 3% in the comparison
(p=0.04), talk to friends increased 4% in the intervention compared to a 7% decrease in the
comparison (p=0.002), and talk to a doctor increased 3% in the intervention compared to a
2% decrease in the comparison (p=0.004). Significantly more respondents in the intervention
(59%) than in the comparison (49%) reported finding materials on DV in clinics (p=0.02). Calls
to hotline increased from 520 pre-campaign to 694 during the campaign, and 1,145 post
campaign.

Keller et al., 2010 (before and after [+], USA, n=430 pre-campaign; h=374 post-campaign)
(demographic details NR), post-campaign) [3 print ads and 4 television ads run from spring-
winter, depicting various forms (physical and verbal/ psychological), severity and impacts of
abuse; each ad concluding with information on DV prevalence and a support hotline] Post-
test analysis revealed that 21% of women and 21% of men recalled seeing the ads; TV was
the most commonly recalled format (15%), with lower recall of billboard ads (7%). Following
seeing the ads, a total of 4 participants reported helping others, 2 reported leaving a
relationship, 5 recommended someone else leave a relationship, 3 intervened with a friend/
family member, and 2 called the police. In regards to respondents’ perceptions of how severe
DV is, the gender X campaign exposure interaction was found to be significant (F=27.27,
p<0.00); women's mean score increased significantly (p=0.01) from pre-campaign to post-
campaign (p=0.01), while men's scores decreased significantly (p=0.000). Women perceived
greater response efficacy post-campaign than pre-campaign (p=0.01), whereas men did not
change significantly.

Applicability: One study was conducted in Scotland (Solomon and Fraser, 2009 [+]) and the
remaining 3 studies were conducted in the USA (Wray et al., 2004 [+]; Gadomski et al., 2001
[+]; Keller et al., 2010 [+]). Although the Scottish study (Solomon and Fraser, 2009 [+]) should
be applicable to the UK context, methodological weaknesses (lack of pre-test and comparison
group, limited information on demographics) limit generalisability. One study was tailored to
African American participants (Wray et al., 2004 [+]) and therefore may not be applicable to
other groups. The remaining two studies were conducted within rural areas and therefore may
not be applicable to non-rural settings (Gadomski et al., 2001 [+]; Keller et al., 2010 [+]).

Evidence Statement 3- Prevention interventions/ approaches
implemented in health settings

There is weak evidence from two studies that prevention interventions implemented in health
care settings (both emergency departments (ED)) are associated with exposure (reports of
noticing, reading or retaining of materials), or changes in knowledge and attitudes related to
DV. One individual RCT (Ernst et al., 2011 [+]) reported overall improvements in knowledge,
attitudes and practices (willingness to intervene in bystander scenario) related to IPV
following a computer based IPV prevention presentation, with somewhat greater
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improvements for the intervention condition, and no differences in outcomes noted between
women and men or identified perpetrators and victims. A cross sectional study (Edwardsen
and Morse, 2006 [+]) reported modest indicators of exposure (noticing, reading, retaining
materials) to DV materials posted in ED restrooms, and women were more likely to report that
they noticed the materials presented.

Ernst et al., 2011 (individual RCT [+], USA, n=239 women and men presenting to an
emergency department (48% male, 52% female; primarily 21-30 years, White or Hispanic,
earning less than $10, 000 or $10-20,000, high school educated, primarily single; 31%
witnessed IPV as child, and 15% had child that witnessed IPV), post-intervention)
[Intervention (n=121): PowerPoint slide addressing IPV prevention shown privately followed
by a five minute video demonstrating IPV bystander scenes among adults; control (n=118):
PowerPoint presentation only] Overall improvement in answers to all questions on knowledge,
attitudes and practices (KAP) survey related to IPV, from 46% pre- to 59% post- intervention
(13%, 95% CI 4-22%), with significantly higher improvement in the intervention (15%, ClI 6-
24%). A total of 40 participants identified as perpetrators (17%, Cl 12-21), and 52 identified as
victims (22%, Cl 17-27%); no significant differences between the intervention and control for
these groups. No significant difference in KAP survey scores for men and women. Men in the
intervention improved more on KAP survey scores than in control (29% vs. 6%, p<0.05); there
was no significant difference between women in intervention and control.

Edwardsen and Morse, 2006 (cross-sectional [+], USA, n=122 patients and visitors (mean
age of 35 (women) or 34 years (men); 71% female, 29% male), n/a) [Pamphlets and business
cards for ‘Alternatives for Battered Women’ (ABW, a woman’s advocacy agency) and ‘Men’s
Education for Non-Violence’ (MEN’s, a batterer’s counselling service) posted in restroom
accessible to both sexes in emergency department. ABW included: agency mission, hotline,
shelter, counselling groups, children’s services, court advocacy, and dating violence
education. MEN’s included: abusive behaviour, contact details for a counselling programme,
alternatives to abusive behaviour, and self-responsibility for violence. All resources included
contacts for support services] 65 (53%) participants reported that they had noticed the
materials; 10 (8%) reported reading the materials; and 7 (6%) had retained a copy. A total of
19 (16%) respondents reported that they knew someone who could benefit from the
information, and 9 (7%) reported that the information presented was new to them. In total, 15
ABW cards and 12 ABW pamphlets, and 13 MEN’s cards and 15 MEN’s pamphlets were
taken. Women were more likely to report that they had noticed the information presented
(60.9% vs. 34.3%, p=0.009).

Applicability

Both studies were conducted in the USA in emergency department settings (Ernst et al., 2011
[+]; Edwardsen and Morse, 2006 [+]). One study included limited demographic characteristics
for participants and therefore it is difficult to determine wider applicability (Edwardsen and
Morse, 2006 [+]). The other study included a largely single sample of White and Latino
participants and may have limited applicability to other groups of women and men (Ernst et al.,
2011 [+]).

Evidence Statement 4- Prevention interventions/ approaches
implemented in community settings for at-risk women

There is weak evidence from two studies that prevention programs implemented in
community settings are associated with improved knowledge and skills, attitudinal and
psychological outcomes, social support and health behaviours for women who are vulnerable
to abuse. A non-RCT (Khemka et al., 2005 [+]) found that a group abuse prevention
programme for women with learning disabilities at an adult services agency was associated
with improvements on empowerment, knowledge of abuse, and prevention focused decision
making, but there were no improvements in women'’s stress management. One before and
after study (Enriquez et al., 2010 [+]) found that a longer (12 session) HIV and IPV prevention
group programme for low income single African American mothers delivered in a daycare was
associated with improved: social support, self-esteem, readiness for change, IPV attitudes,
and protective health behaviours; improvements were not found for shorter sessions.
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Khemka et al., 2005 (non-RCT [+], USA, n=36 women with learning disabilities (mild or
moderate (IQ 35-75); mean IQ of 55.9, mean age 34.3 years, primarily African American or
White), post — initial intervention (1 week to 3 months post-), post- support group intervention
(1 week to 4 months post-) [Intervention (n=18): 40-50min small group sessions held once or
twice per week for 6 or 12 weeks aimed at empowerment, improved decision making,
knowledge of and protection from violence/ abuse; Interactive skill building & decision making
and follow up support group forum; compared to control (n=18): no intervention but access to
abuse prevention services (counselling/ sex education). Setting: urban adult services agency]
Intervention scored significantly higher on: Knowledge of Abuse Concepts Scale (t (34)=2.91,
p<0.01), Empowerment Scale (t (34)=2.15, p<0.05), and Self Decision-Making Scale (t
(34)=3.13, p<0.01). Effects were maintained at the second post-test follow up (following the
support group component). No significant difference between groups on the Stress
Management Survey.

Enriquez et al., 2010 (before and after [+], USA, n=25 women with children (mean age 31
years, primarily African American, single, mix of education levels), post intervention) [Urban
daycare based intervention addressing HIV and IPV prevention. Weekly, 90min group
socialization, educational and skill building activities along with creative activity, aimed at:
improving self-esteem, social support and readiness for healthy behaviour change. Topics
included: goal-setting, sexual & reproductive health, relationship negotiation, violence against
women, and IPV protection & safety planning. Examined feasibility of 3 different programme
lengths: 4 sessions (n=10), 8 sessions (n=5) or 12 sessions (n=10); all covering same content
but with varying time devoted to activities. Focus groups with sub-sample (n=14)] Only
women in the 12 session group reported improvements, including significant change in: social
support (p=0.006), self-esteem (p=0.002), readiness for change (p=0.049), IPV attitudes
(p=0.054), and protective health behaviours (p=0.004). Focus group participants reported
improvements in social support, IPV and health knowledge and noted preference of 12-
session format.

Applicability

Both studies were conducted in the USA with specific vulnerable groups of women (women
with learning disabilities (Khemka et al., 2005 [+]) and low income single African American
mothers (Enriquez et al., 2010 [+]), and therefore will have limited applicability to other groups
of women.

4.6. Discussion

4.6.1. Key Findings

A total of 14 articles were identified within the scope of the review on interventions for
preventing DV, informing four evidence statements related to: prevention approaches for
young people; media campaigns; interventions implemented in community settings for at-risk
women; and interventions in health settings. Note that school based programs that were not
linked with health, social care, or specialized DV services were outside of the scope of this
review (e.g. violence campaigns developed by and delivered on college campuses or within
school settings) and therefore excluded during screening.

There was moderate evidence from six studies that prevention interventions for young people
are associated with improvements on various outcomes including: knowledge of IPV, attitudes
towards violence and gender roles, and interpersonal skills. However, some studies reported
improvements on some but not all measures. One study evaluated an educational primary
prevention programme (Scottish Executive, 2002 [+]), while the remaining studies were all
secondary prevention approaches aimed at preventing violence among diverse sub-groups
identified as high risk for IPV. These targeted approaches included: a brief educational
programme for low income youth (Antle et al., 2011 [+]), a court delivered intervention for
adjudicated African American male adolescents (Salazar and Cook, 2006 [++]), relationship
education programs for Hispanic adolescent mothers (Toews et al., 2011 [+]) and adolescent
couples (Florsheim et al., 2011[+]), and a tailored educational programme for Hispanic youth
(Enriquez et al., 2012 [+]). Prevention programs tended to focus on attitudinal changes, yet
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some studies conducted with young people at high risk for abuse also measured and reported
modest improvements in behavioural outcomes such as a reduction in violent behaviours.
While there is weak evidence on primary prevention programs for young people, there is
modest evidence that prevention programs that target young people at risk for partner
violence may improve knowledge, attitudinal and interpersonal outcomes.

There is inconsistent evidence from four studies that media campaigns addressing DV are
associated with improved recall, hypothetical bystander actions, and awareness of available
resources, calls to hotlines and knowledge and perceptions of DV. Two studies reported low
awareness/ recall of the campaign, indicating issues with the implementation and reach of the
campaigns (Wray et al., 2004 [+]; Solomon and Fraser, 2009 [+]). Two studies that were both
conducted in rural settings reported some improvements in awareness of services and/ or
attitudes towards DV (Gadomski et al., 2001 [+]; Keller et al., 2010 [+]). Together, these
findings suggest that media campaigns may be useful in raising awareness of DV and
services, particularly in rural contexts, yet ensuring the reach of a campaign is a potential
barrier to effectiveness.

There is weak evidence from two studies that prevention interventions implemented in health
care settings (both emergency departments) are associated with exposure (reports of noticing,
reading or retaining of materials), or changes in knowledge and attitudes related to DV. None
of the studies examined changes in behaviours. While one of the studies (Ernst et al., 2011
[+]) identified one of their measures as that of ‘practices’ related to DV, this was a measure of
participants’ willingness to intervene in a bystander scenario, and may be better understood
as an attitude towards DV rather than a practice. Further research is required to examine
prevention interventions within or linked to health settings, and also to explore behavioural
change following an intervention.

Finally, there is weak evidence from two studies that prevention programs implemented in
community settings are associated with improved knowledge and skills, attitudinal and
psychological outcomes, social support and health behaviours for women who are vulnerable
to abuse. While evidence was limited to only two studies, both were conducted with high-risk
groups, including: women with learning disabilities (Khemka et al., 2005 [+]) and low income
single African American mothers (Enriquez et al., 2010 [+]). The intervention for African
American mothers was implemented in a daycare, a novel setting for a prevention
intervention, emerging from a community based approach to service delivery to facilitate
accessibility for disadvantaged women. While evidence is weak, findings suggest that
engaging high risk groups may require tailored and innovative approaches to programme
delivery.

4.6.2. Gaps in the Literature

There are a number of significant gaps in the literature. In particular, there is a lack of
research among several populations relevant to the scope of our review. No studies were
located that examined interventions to address the prevention of ‘honour’ based violence or
forced marriage, or elder abuse. In addition, only two interventions were located that were
delivered within health care settings, both within emergency departments, (Ernst et al., 2011
[+]; Edwardsen and Morse, 2006 [+]), with the remaining studies conducted in schools
(though linked with health or social care settings) or community settings. Other authors have
also noted the relative lack of IPV prevention work (Cavanaugh, et al., 2011; Godenzi & De
Puy, 2001), particularly within the health sector (Kalaga, Kingston, Penhale, & Andrews,
2007).

The majority of studies measured attitudes and knowledge or exposure to educational
materials and messages, rather than behavioural outcomes. This is largely due to the fact that
most studies were aimed at intervening to reduce and prevent violence before it begins.
However, some studies did assess impact on decision making, protective health behaviours,
calls to a DV hotline, self-reported skills (e.g. communication, conflict management), or
reports of partner abuse. Similarly, a review of communication components of social
marketing and awareness campaigns by VicHealth, found that in prevention programs
behavioural outcomes were often not measured, and if so, the most common measure was
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calls to a DV hotline (R. J. Donovan & Vlais, 2005). This is in part due to the challenge in
measuring violence/ abuse outcomes at the community level.

The majority of studies addressed DV prevention among young people, with relatively fewer
studies aimed at violence prevention among adults. Hamby notes that rates of violence are
higher during late adolescence and young adulthood and therefore this is a key
developmental target for IPV prevention programs (Hamby, 2006). However, the best age/
time to engage young people in prevention programming, or if there are particular time points
(e.g. marriage) which are key for prevention efforts, has been under-examined. Further
research is also required to examine whether youth programs should focus exclusively on the
issues of IPV, or if programs should be general and include other topics such as substance
use, sexual health or other risk behaviours (Hamby, 2006).

The included studies did address diverse sub-populations of women and men or girls and
boys, including: African American male adolescents (Salazar and Cook, 2006 [++]); Hispanic
youth (Enriquez et al., 2012 [+]) and adolescent mothers (Toews et al., 2011 [+]); parenting
adolescent couples (Florsheim et al., 2011 [+]); women with learning disabilities (Khemka et
al., 2005 [+]); low income single African American mothers (Enriquez et al., 2010 [+]); and
media campaigns with African Americans (Wray et al., 2004 [+]) or with rural dwelling
participants (Gadomski et al., 2001 [+]; Keller et al., 2010 [+]). The range of diversity in these
studies may reflect efforts to address DV prevention among some vulnerable sub-groups.
Only one study was of high quality (Salazar and Cook, 2006 [++]) and the remaining 13
studies were of medium quality [+]. The majority of studies reviewed were non-experimental
(primarily before and after studies or cross-sectional studies). Often, studies did not include a
comparison group, and lacked follow up beyond the end of the intervention. Therefore, it is
not possible to generalize many of the findings reported. More robust studies are required to
determine effective approaches to preventing DV among these groups. Other authors have
also noted methodological issues with prevention intervention evaluations including: short
follow up, lack of analysis of appropriate programme length or curriculum, lack of comparison
of different interventions, lack of behavioural measures, facilitator effects, reliance on self-
report, contamination effects, limited statistical analysis, and lack of community and cultural
tailoring (Hamby, 2006). Authors have urged for the need for longitudinal research on
behaviour change, longer periods of follow up, comparison of different interventions
approaches and examination of intervention components (Cavanaugh, et al., 2011; Hamby,
2006; O'Leary, Woodin, & Timmons Fritz, 2006).

Interventions aimed at adults tend to be media or awareness campaigns. The evidence for
media campaigns was inconsistent, with some studies demonstrating effectiveness while
others did not, largely related to limited awareness of the campaign by the audience. Other
authors have noted similar challenges and considerations when developing educational
campaigns. Wray discusses the importance of reach, long-term planning and culturally
sensitive programming (Wray et al., 2004). Campbell & Manganello recommend that
education campaigns develop a clear understanding of barriers and motivations to preventing
DV among the target audience, and knowledge of how the target audience conceptualizes DV,
to develop the most appropriate and effective messages (Campbell & Manganello, 2006).

Mancini et al. argue that the community should be a setting, target and force for prevention
campaigns (Mancini, Nelson, Bowen, & Martin, 2006). They claim that education and media
campaigns geared at changing attitudes towards violence tend to be passive and that to be
effective, programs need to be part of a comprehensive strategy and utilize community
networks. While only two prevention interventions were conducted within community settings,
the intervention for African American mothers by Enriquez et al., 2010 [+] aligns with the call
by Mancini and colleagues. This intervention was developed using an innovative, community
based approach to service delivery to facilitate engagement of disadvantaged women. More
tailored, community based approaches to violence prevention are required.

Several authors have suggested alternate approaches and frameworks for DV prevention. For
example, Chamberlain suggests a spectrum of prevention including the following non-
hierarchical action levels: 1) strengthening individual knowledge and skills; 2) promoting
community education; 3) educating providers; 4) fostering coalitions and networks; 5)
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changing organizational practices; and 6) influencing policy and legislation (Chamberlain,
2008). A review of peer violence and substance use literature by O’Leary et al. (2006)
revealed that programs aimed at individuals at-risk showed larger effects than those aimed at
all individuals. Therefore, they propose a pyramid response to the prevention of partner
aggression among young adults, which involves offering increasingly intense interventions
based on the level of aggression present. Other authors have also discussed the importance
of linking violence prevention approaches to the community (Sabol, Coulton, & Korbin, 2004),
or developing awareness campaigns that operate concurrently at both the societal and
individual level to create a supportive context for violence prevention (R. J. Donovan & Vlais,
2005).
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5. Research Question 2: Effectiveness Review of
Interventions for Identifying Domestic Violence

5.1. Background

The second review question examines interventions for identifying and responding to DV. Victims
of DV often are not identified in health settings, due to both the under-reporting of violence (often
due to safety concerns) and lack of screening by health care providers. The majority of research
on screening has focused exclusively on examining the evidence for screening women for
intimate partner violence, and not screening of perpetrators of violence, or screening for other
sub-populations who experience violence (including older adults, children exposed to violence, or
‘honour’-based violence).

Screening Women for Domestic Violence

Various systematic reviews have found a lack of clear evidence regarding screening women for
DV (Feder et al., 2009; Nelson, 2012; Ramsay, 2002; Waalen, Goodwin, Spitz, Petersen, &
Saltzman, 2000). The majority of these reviews have examined the effectiveness of universal or
routine screening within health services of all women meeting with a health care provider. For
example, reviews conducted for the UK National Screening Committee (UKNSC) revealed that
screening more often results in increased identification of violence for women and is acceptable
to most women, yet they did not find sufficient evidence that screening resulted in improved
health outcomes or a decrease in recurrence of violence, and found mixed reports from health
care providers regarding acceptability (Feder, et al., 2009; Ramsay, 2002). These authors have
argued that before a screening programme is implemented, further evidence is required on the
effectiveness of interventions and lack of harm from routine screening for women, along with a
strategy for shifting the views of clinicians about screening (Feder, et al., 2009). Similarly, reviews
conducted for the US Preventive Services Task Force (USPSTF) (Nelson, 2012) and the
Canadian Task Force on Preventive Health Care have also concluded that there is insufficient
evidence of health benefits for victims of DV to either support or reject screening for DV (Moracco
& Cole, 2009)

However, organizations of health care professionals including the American Medical Association
continue to recommend routine screening of all women for DV (Moracco & Cole, 2009). Ramsay
(2002) notes that calls for routine screening assume that effective identification of DV will result in
appropriate interventions and levels of support, and decrease further cases of DV and associated
health consequences. Some researchers have suggested that distinctions need to be made
between the need for universal or routine screening of all women, and “case finding” or “clinical/
selective enquiry” which involves identifying women who are suspected to be at risk of abuse,
and providing various forms of support and resources to these women (Klevens & Saltzman,
2009; Moracco & Cole, 2009; O'Campo, Kirst, Tsamis, Chambers, & Ahmad, 2011). As Olson et
al. note, the question is not simply whether or not women should be screened for DV, but more
importantly how can health professionals best ask about violence and adequately support/
respond to women who have experienced violence (Olson, Rickert, & Davidson, 2004). While, in
general, minimal adverse effects of screening have been found for women (Feder, et al., 2009;
Nelson, 2012), some women do experience negative impacts including: emotional distress and
discomfort, fear of further abuse, and a loss of privacy (Nelson, 2012). Therefore, identification of
DV needs to be performed with sensitivity to the potential for further harm of women. Many
providers hesitate to ask women about DV because they feel ill equipped to intervene. Health
care providers note that they often lack time, training and knowledge of available resources and
knowledge of or access to effective interventions for responding to DV, and concerns about
offending the patient (O'Campo, et al., 2011; Olson, et al., 2004; Waalen, et al., 2000).
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Screening for other forms of domestic violence

Augustyn & Groves note some similar issues regarding screening children who have been
exposed to violence (Augustyn & Groves, 2005). Common provider concerns include: how to ask
about violence when children are present, how to respond if it is clear that children have
witnessed violence are required, and when to report a child to protective services. Adequate
training of paediatric health care providers on how to ask and respond to exposure to violence for
children is required.

While identification and assessment of the perpetrator of violence is an essential first step
towards rehabilitation (Peterman & Dixon, 2001), there are important safety concerns associated
with identification . Several methods are used to assess perpetrators of DV, including:
behavioural assessments, victim reports and qualitative methods (Peterman & Dixon, 2001).
However, issues to consider with the application of these assessments include: the safety of the
victim, assurance of confidentiality and issues of under-report by perpetrators. It may be
necessary to discuss safety planning and provide additional support resources to the victim in
order to protect them from further harm (Peterman & Dixon, 2001).

There are several barriers to the identification of and response to ‘honour’ based violence.
Enforcement agencies and social services (outside of specialized services) are often not aware of
how ‘honour’-based communities operate (Brandon & Hafez, 2008). In addition, police may be
reluctant to respond to reports of risk or cases of ‘honour’ based violence due to a belief that this
is a cultural practice or lack of awareness of the severity of these crimes (Brandon & Hafez, 2008).
Women who are victims may be afraid to report their experience due to safety issues and a lack
of safe, available resources. Initiatives have been implemented in the UK in an attempt to

address some of these issues. The Home Office introduced a system of “third party reporting”
where victims of DV can report cases to community organizations rather than directly to the police.
This is meant to provide a safe place for women to report violence, as some women may not trust
police or may be concerned about being seen entering a police station. In 2008, the Association
of Chief Police Officers also introduced a strategy to improve identification of and response to
‘honour violence.’ This includes training of officers, providing resource tools, and including
‘honour’ violence in inspections and performance management of police forces.

Screening for elder abuse raises a different set of concerns. Older adults are more likely to be in
contact with health care professionals, and for many older adults who are socially isolated this
may be one of their primary forms of contact and support (Joubert & Posenelli, 2009). However,
some older adults may be reluctant or unable to discuss experiences of DV, particularly if the
perpetrator is a family member (out of fear, dependency or loyalty to the family member/s)
(Joubert & Posenelli, 2009). Identification of abuse is important for improving health, yet
screening must be conducted with sensitivity, and health professionals often lack the knowledge
of elder abuse and confidence to ask about and respond to abuse. Further education of health
professionals is required, as are screening tools that more accurately capture the current context,
rather than potential future risk, of abuse.

5.2. Summary of the Literature

A total of 188 full-text study reports were retrieved. An additional eight reports relevant to Q2
were collected through the grey literature search (a breakdown is provided in the flow-charts in
Appendix G), including: web-searches and the OpenGrey database. For Q2, further suggestions
of grey literature were not actively sought from PDG members, but three voluntarily provided
suggestions were included.

A total of 199 reports were retrieved for full text review. Of these, 130 papers were excluded at
the full text screening stage. We were unable to locate three papers and therefore they were

excluded (see Appendix H for all papers that were unable to be located during the review). Ten
systematic reviews (which included 23 relevant individual studies that were then excluded from
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our main report of findings) were located. A high level summary of these reviews is provided. Five
studies received both a [-] internal and [-] external quality rating and are not included in the report
of findings, but are listed in Appendix F. Note; two quantitative studies were included in Q2 with
negative [-] internal quality ratings, but moderate [+] external quality ratings. A total of 28 studies
are included and reported on in this review. A summary of the studies included in see Appendix I.

5.2.1. Systematic Reviews

Ten systematic reviews were identified. Appendix J lists the reviews that were assessed. A
summary of these reviews is provided prior to the reporting of findings.

We compared the studies retrieved using our search criteria, with the studies covered by the ten
reviews, and excluded 23 relevant studies that were assessed.

5.2.2. Included Studies

The results of quality assessment are presented in Appendix K. Of the studies reviewed, for
internal validity, six were judged to be of high quality [++], and 21 of medium quality [+] and two of
low quality [-]. For external validity, four studies were judged to be of high quality [++], 19 were of
medium quality [+], and five of low quality [-].

Applicability

Two studies were conducted in the UK; one in Australia; one in the Netherlands; six in Canada;
and 18 studies were conducted in the USA. However, for the majority of the interventions there is
no reason to believe that the approach could not be applied to the UK context. Potential
applicability issues that pertain to specific studies are discussed within the findings of the report
and provided in the evidence statements.

The main source of potential barriers to applicability is the method of screening examined, or the
sample population included. Some studies examined universal screening, while others examined
routine or clinical inquiry methods for identifying DV. Therefore, these may only apply to UK
settings where comparable policies for identifying DV exist. Studies that included specific sub-
populations of women, and may not be applicable to the UK context, are also discussed within
the findings and evidence statements.

5.3. Summary of Systematic Reviews

Background

Intimate partner violence (IPV) is an undisputed health concern; however, a range of opinions has
been expressed on whether screening instruments for IPV should be instituted. Eight systematic
reviews have examined the effectiveness of these tools: Coulthard et al. (2010), Feder et al.
(2009), O’'Campo, Kirst, Tsamis, Chambers and Ahmad (2011), O’Reilly, Beale and Gillies (2010),
Rabin, Jennings, Campbell and Bair-Merritt (2009), Ramsay, Richardson, Carter, Davidson and
Feder (2002), Trabold (2007), Stayton and Duncan (2005). The effectiveness of intervention
programs following IPV identification was analysed by a ninth study from Nelson, Nygren,
Mclnerney and Klein (2004), as well as by Coulthard et al. (2010), Ramsay et al. (2002) and
O’'Reilly et al. (2010).

Study Purposes

Two reviews were based on the UK National Screening Committee criteria. Feder et al. (2009)
identified, appraised and synthesized research on IPV screening programs and evaluated
whether current evidence fulfills NSC criteria for IPV screening. Ramsay et al. focused on three of
the Committee’s criteria: that a test is acceptable to the population, that there is evidence the
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screening is acceptable to health professionals, and that effective treatment or intervention is
available.

In 1996, the U.S Preventative Services Task Force determined that that there was insufficient
evidence either in favour of or against implementing IPV screening. The author groups led by
Rabin and Nelson used this decision as their starting point for updating the literature (2009).

The focuses of the remaining five studies varied. Coulthard and colleagues looked at whether any
literature has measured the benefits and harms of intervention programs for adults presenting
with facial and/ or dental injuries and assessed the outcomes of those screening practices (2010).
Trabold presented literature on IPV screening, measuring screening practices, victim safety and
evaluated research limitations (2007). O’Campo et al. reviewed the literature from a healthcare
context, focusing on how, for whom and in what circumstances screening practices are effective
(2011). Stayton and Duncan examined “Mutable” influences; they looked at which factors could
be changed to improve screening tools (2005). Finally, O’'Reilly and colleagues examined the
effectiveness of IPV screening and interventions for pregnant women (2010).

Key Findings

o Effectiveness of screening tools: Overall, it was accepted that higher rates of IPV are
identified through screening tools. O’Reilly and colleagues’ review of five studies on IPV
screening of pregnant women found that such tools increase IPV identification, more so
when women are screened several times during prenatal care. O’'Campo and colleagues
indicated that comprehensive programs — those that implemented screening components
at different levels, such as practitioner training, and were given institutional support,
investment and approval — had higher levels of IPV identification than non-
comprehensive ones (2011). Trabold reported higher levels of IPV identification through
screening tools, finding that even higher numbers were reported when the tool was
administered by a social worker (2007). Finally, Feder and colleagues concluded that
screening tools such as HITS are effective in identifying IPV (2009). Unlike the other
studies, the Coulthard et al. group could not find any randomized controlled trials on
screening or intervention programs for their area of focus: adults with dental and facial
injuries (2010).

¢ Women’s and healthcare workers’ approaches to screening: Three reviews reported
that women were much more likely than physicians to agree with screening practices.
Feder and colleagues showed that most women indicated that screening is a means of
increasing knowledge, removing stigma, earning a sense of self-validation and getting
support (2009). These results were echoed by Ramsay et al., who reported that half to
three quarters of women patients in primary care health settings indicated that screening
is acceptable (even higher for those women who had experienced abuse), while a
minority of doctors and nurses thought so (2002). They attributed the low acceptance rate
among healthcare providers to a lack of training on IPV, fear of offending patients, lack of
effective interventions, limited time to screen or patients not complying with screening.
Stayton and Duncan found that after practitioners received IPV training, screening rates
increased by 15.2 percentage points (2005). Nonetheless, delivery rates varied between
healthcare workers. Those more likely to screen for IPV are: female physicians (rather
than male), women'’s health specialists (rather than other specialists) and public health
nurses (rather than office-based or hospital-based nurses).

e |PVintervention: All groups of authors but one reporting in this category concluded that,
based on current intervention results (or lack thereof), there is insufficient evidence to
recommend implementing IPV screening. Coulthard et al. (2010), Feder et al. (2009),
Ramsay et al. (2002), and O’Reilly et al. (2010) all came to this conclusion. Rabin and
colleagues elaborated that intervention results are inconclusive because more reliable
and valid testing of IPV screening tools are required, in addition to a need for
standardizing comparison measures (2009). Even the most commonly studies tools,
including HITS, indicated wide ranging sensitivities and specificities across studies that
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need further investigation. Nelson et al. wrote that no studies indicated whether screening
resulted in reduced harm or whether there were adverse effects of screening (2012).
They also could not find any evaluation of the optimal methods for administering
screening instruments. Although referrals to external resources (e.g. police, shelters,
social workers) increased with screening, it was unknown whether these interventions
improved violence or health outcomes. Conversely, Trabold concluded that because
screening increases disclosure rates, there is an opportunity for advocacy intervention, a
strategy linked to decreased violence, isolation and increased safety practices (2007).

Key Recommendations

e Research: All authors agreed that more research is needed. This research should be
conducted with diverse populations using universally accepted comparison measures
(Rabin et al., 2009) and include randomized controlled trials of interventions (Coulthard, et
al., 2010; Ramsay et al., 2009). In addition, the research should determine which type of
health care provider is best positioned to administer screening and in what setting, and
consider practice-related factors, such as continuity of care and visit length (Stayton &
Duncan, 2005). Future research should examine the relationship between IPV screening
and safety practices (Trabold, 2007). The group led by Feder further specified several
recommendations for future research, stating it should include: trials of system-level,
psychological and advocacy interventions; tests of theoretically explicit interventions to
understand what works for whom, when, what context; qualitative studies exploring what
women want from interventions; cohort studies measuring risk factors, resilience factors
and the lifetime trajectory of partner violence; and, longitudinal studies measuring long-
term prognosis for survivors of partner violence (2009). Nelson and colleagues called for
more research on violence in preghancy and postpartum, the health implications of IPV on
mother and child, the role of violence in reproductive decision making, and effective
screening and intervention strategies for pregnant women (2012). Future studies should
also examine the effectiveness of treatment programs for victims and perpetrators,
evaluating the feasibility of screening procedures and interventions in health care settings
and the strategies for enlisting health systems and community programs. Coulthard and
colleagues stated that randomized controlled trials should be conducted in busy hospitals
that treat large numbers of patients with facial or dental injuries (2010).

e Training: More IPV training and education should be provided to healthcare workers
(Coulthard, et al., 2010; Trabold, 2007), especially to clinicians-in-training, who are likely to
be receptive to the information and willing to put it into practice (Stayton & Duncan, 2005).
In addition, more education, feedback and practices should be integrated into early stage
of professional work, as well as further research identifying useful components of
healthcare provider training.

® Precise screening practices: Three author groups indicated a need for a more precise or
well-adapted screening tool, as well as a standardized screening instrument. According to
Trabold, there is currently no consistent screening method across studies, making it difficult
to compare results (2007). She recommended adopting the Centre for Disease Control’s
definition of IPV across studies to facilitate comparisons. Nelson and colleagues agreed
with the need for a standardization of terms, including “abuse,” “neglect,” “severity,”
“chronicity” (2012). They added there should be more testing and validation of existing
screening instruments.

”

In addition to the above recommendations, it was suggested that patient settings adapt screening
techniques that best suit their needs, while policy makers examine how screening can be
effectively and efficiently implemented (Stayton & Duncan, 2005). Furthermore, screening tools
should be brief, comprehensive and tested across a diverse population. Each provider should be
able to decide on the optimal balance between brevity and comprehensiveness when chosen the
appropriate screening tool (Rabin et al., 2009). Finally, partnerships between healthcare
providers and local DV organizations should be solidified in order to provide more comprehensive
delivery of policy and practice (Coulthard et al., 2010).
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Summary Statement

Overall, there is insufficient evidence for the effectiveness of a screening programme for IPV.
While women have generally supported screening, less support has been observed among health
care providers. There is a need for: more research and development of interventions that include
follow-up with victims beyond identification, more IPV training and education for healthcare
workers, and more precise and tailored screening techniques.

5.4. Findings

Ahmad et al., 2009

A Canadian individual- RCT by Ahmad, 2009 [++] examined the effectiveness of computer-
assisted screening for the identification of intimate partner violence and control (IPVC). The study
included what the authors describe as “diverse patients” in an “inner city” multi-physician clinic.
Female patients 18 years and older who were in a current or recent (in the past year) relationship
were eligible to participate. A total of 314 women were included in the initial allocation of the study
(intervention n=156; control n=158), although the final analysis included 293 women (intervention
n=144; control n=149). Intervention patients were: a mean age of 43.5 years; primarily married
(60%); primarily college (37%) or university educated (29%); full or part-time employed (74%);
and reported a range of income levels. The majority of participants (83%) used a computer
regularly (daily to three times per week). At baseline, the control group did not differ significantly
from the intervention group on the reported demographic variables.

Physicians were 64% female, 36% male; 64% White; and a mean age of 46 years. They had a
mean clinical practice of 16.1 years, and mean of 40.6 practice hours per week.

Participants were randomly assigned to either intervention or control using computer generation.
The intervention was a validated patient survey delivered by a computer programme. The
programme, “Promote Health”, included 79 questions related to IPVC, alcohol, tobacco and other
substance use, sexually transmitted diseases, road and home safety, depression, cardiovascular
risks and socio-demographic factors. IPVC related risks that were assessed included: physical or
sexual violence, threat of violence and control by a partner. Following completion of the survey
(mean time of completion was 7 minutes), a computer generated risk report sheet was produced
which was appended to women’s medical chart for their physician. Any positive responses to
IPVC questions were noted as “possible partner abuse- assess for victimization.” Suggested
referrals to community resources were listed at the end of the physician’s report, and patients
were also provided a sheet with a report of their health risks and a list of recommended resources.
Participants in the control condition received usual care (no computer screening prior to their
medical appointment).

Medical visits were audiotaped. Blinded researchers assessed whether the patient or physician
brought up possibility of patient risk of IPVC during the appointment (discussion opportunity) and
in cases where this did occur, if the risk was identified when the woman indicated that risk was
present and/ or recent (IPVC detection). Transcripts were coded as either “yes” or “no” for
discussion opportunity, and “absent”, “present and recent,” or “present in the past” for IPVC
detection. Patient safety and provision of appropriate referrals and follow-up advice were also
coded. Following their medical appointment, women filled in a written exit survey which included
the computer survey questions in addition to questions related to: demographic, health status and

acceptance of computer screening.

Based on exit survey data, overall prevalence of any form of IPVC was 22%, and there was no
significant difference between the intervention and control conditions (20% vs. 23%). The
computer risk report was found to improve IPVC discussion opportunities, which were noted in
35% of the intervention participants and 24% of the control (adjusted relative risk (RR)=1.4, ClI:
1.1-1.9). Detection of IPVC was also greater in the intervention compared to the control (18% vs.
9%; adjusted RR=2.0, CI: 0.9-4.1). For detected cases, physicians were more likely to assess
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patient safety in the intervention group (9 of 25 participants) than control group (1 of 12
participants). A total of 3 intervention group patients and 1 control group patient received referrals.
Physicians requested follow-up appointments more often in the intervention (20 of 25

participants) than in the control group (8 of 12 participants). Computer screening also facilitated
improved discussion of (adjusted RR=1.5, CI: 1.1-2.0) and detection of (adjusted RR=1.5, ClI: 1.0-
2.2) mental health disorders; other risks were not statistically significantly different between
groups. On average, participants perceived screening as beneficial but some concerns regarding
privacy and interference with physician interactions were reported.

Computer screening during the wait period for appointments appears to improve screening for
partner violence. Limitations of the study include: the focus of the study on one clinic; lack of
analysis of differences for patients with co-occurring conditions; lack of information on types of
IPVC; and lack of assessment of patient use of referral services. While the authors note that 40%
of the patient population was foreign born, patients who could not read or write English were
excluded, which may limit generalisability.

Bonds et al, 2006

A US-based before and after study by Bonds et al, 2006 [+] examined the effectiveness of an
intervention designed to increase DV screening in primary care settings. The intervention
included both standardized educational sessions and components customized to the needs of
participating practices. At a minimum, the primary care clinics were asked to screen all women
over the age of 18 at least once per year.

The setting was 15 primary care clinics in North Carolina USA. The intervention was tested by a
pre/ post cross-sectional telephone survey of a random sample of female patients from each of
the practices. Population for the documentation of screening rates were a random sample of
1,482 women attending primary care clinics in the 12 months prior to the baseline survey and
intervention, and a random sample of 1,527 women attending the clinics over a twelve month
period between the baseline and post intervention survey. Participants in the initial survey were a
mean age of 49 years, primarily white (62%), married (46%), had a child at home (40%), were
health insured (90%), employed (46%), and earning an income under $25,000 (50%).
Demographics of participants in the follow-up survey were similar (a mean age of 48 years, 50%
White, 54% married, 41% child at home, 89% health insured, 50% employed, 50% income under
$25,000). The mean number of visits to a health care provider in the last year was similar
between the two groups (7.5 and 8.0 respectively) as was the number of women who reported
seeing a female primary care provider (52% and 48% respectively).

The intervention was delivered over an 18-month period and included: attendance by 2 local
resource persons in a one day centralized training session (covering legal issues relevant to DV
and clinical training lessons), an audit of baseline rates and feedback to the clinic of these rates,
and ongoing educational visits (lunch and learn). Providers included in the intervention were:
nurses, midwives and physicians. Following the central training, the two local resource people
conducted either a single 90-minute or two 45-minute training sessions at their own clinic with the
help of study staff. The clinics selected patient education material appropriate for their patient
population. The clinics also selected a preferred screening method, oral or paper, and a preferred
screening tool from among 5 options.

Change in the percentage of female patients reporting screening by their health care provider in
the past 12 months for violence in the home was assessed by telephone survey. The outcome
guestion was embedded in a survey on general healthcare. The survey asked participants
whether their health care provider had asked about particular behaviours that may affect health,
and conducted or ordered clinical screening exams.

The outcome achieved from using this practice-centered intervention, was a 10 percent absolute
increase in patient-reported screening for DV. Pre-intervention, 16% (n=236) of women surveyed
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reported being screened; post intervention 26% (n=398) of women surveyed reported being
screened. When patient characteristics, health care provider characteristics and clustering by
practice were accounted for, patients were 79% more likely to have been screened after the
intervention than at baseline (OR 1.79, 95% CIl 1.43-2.23).

Study limitations include the small nhumber of clinics involved (which did not allow for comparison
between the variable methods for screening used across clinics) and the lack of a comparison
group. In addition, the vagueness of the question in the post survey (where women were not
asked directly about being screened for DV, but instead about “concerns about safety or violence
in the home”) may have affected their responses. The study authors and the clinical staff put
considerable effort into customizing aspects of the intervention to better fit the specific needs of
the practice. While the authors considered the increase in patient-reported screening for DV to a
level of 26% to be successful as an indicator of changing practice patterns, it seems a modest
achievement given the multimodal approach to supporting improvement in screening rates, and
that these clinics had shown the commitment to be involved.

Calderon et al., 2008

A US-based cluster RCT by Calderon et al., 2008 [++] examined the impact of provider cueing on
patient-provider discussions of intimate partner violence (IPV) when seeing pregnant women.
Women age 18 and older who were less than 26 weeks pregnant and reporting at least one
health risk (tobacco, alcohol, drug use, or IPV) were recruited from 5 urban prenatal clinics in San
Francisco, California. A total of 32 women were included in the intervention group and 27 in the
control condition. Women who participated were a mean age of 27.4 (SD=6.4), 31% were Latina,
35% African American and 16% White, the majority (72%) had a high school education, and 88%
had previously been pregnant. There were no significant differences in demographics between
intervention and control at baseline.

Women were stratified by potential risk combinations and randomly assigned by computer to
intervention or control group. Participants in the intervention completed a private computer-based
risk assessment prior to a regularly scheduled prenatal visit, called the Health in Pregnancy (HIP)
programme. The assessment included demographic questions, and screening for tobacco,
alcohol, drugs and IPV. A cueing sheet was then attached to the patient’s medical record that
summarized risk for the doctor and provided recommended counselling statements. Providers
were given a brief orientation in the use of cueing sheets. Participants in the control group
completed the risk assessment but the cueing sheet was not provided to the physician, and they
received usual care. Both intervention and control group participants completed a brief interview
after their appointment to assess discussion of risks, how helpful they felt the discussion was and
acceptability of the HIP programme.

They found that 17 out of 20 women reporting IPV in the intervention reported a discussion with
their provider (85.0%, 95% CI: 62.1%-96.7%). In the control group, 4 of the 17 participants
reporting IPV reported a discussion with their provider (23.5%, 95% CI: 6.8%-49.9%). Of the total
21 participants who discussed IPV with their physician, 19 rated the discussion as helpful, and 2
rated the discussion as not helpful. All participants who reported IPV (n=37) indicated that they
enjoyed using the computer programme and found it easy to use; 33 felt they had enough privacy,
while 4 indicated that they would appreciate more privacy. A total of 12 participants reported risk
for both IPV and smoking.

While this study design is robust, they did focus on self-report and therefore it is possible that
there was a reporting bias. The sample size was also small, and the study included a primarily
low education and ethnic minority sample with at least one risk factor, which may limit the
generalisability of findings.
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Colarossi et al., 2010

A US-based before and after study by Colarossi et al. 2010 [+] compared two screening tools
used in reproductive health practice clinics run by Planned Parenthood located in New York city
at two points in time. The population for the study was adolescent and adult women accessing
reproductive health services at three clinics in New York City, prior to, and during 2007 (total
n=805, old screening tool n=420, new screening tool n=385). Old screen participants were a
mean age of 24.7, primarily African American (41%) or Latina (27%), spoke English as a first
language (93%), and the majority were single (95%). New screen participants were a mean age
of 25.1, primarily African American (39.5%) or Latina (26%), spoke English as a first language
(95.5%), and the majority were single (95.5%).

Health care centre procedures were the same for both time periods of screening: all patients
completed a written medical history form prior to their medical appointment. The older screening
tool used prior to 2007 was comprised of 2 questions, with yes or no response options. The new
screening tool used in 2007 was comprised of 6 questions, 4 of which asked about experience of
violence in the past year, with a 5-point scale of frequency. The new tool also incorporated 2
guestions about lifetime experience of violence with yes or no response options. Levels of
disclosure were captured from a chart review.

More women completing the new screening questions reported any IPV (23.6%) than those
completing the old form (11.2%) (p=0.000). The new screening form also resulted in over twice as
many affirmative reports in all IPV categories than the old form (OR'’s are from logistic regression
models adjusted for age and centre site): any violence OR=2.66 (p<0.001), current violence
OR=2.56 (p=0.07), past violence OR=2.61 (p<0.001), and both current and past OR=4.18
(p<0.05). An additional multinomial regression, also adjusted for age and centre site, with
violence history as the dependent variable revealed that women completing the new screen were
2.5 times as likely to report current and past violence, and 4.2 times as likely to report both
current and past violence histories. Age was significantly related to IPV disclosure; for every
additional year of age, reporting increased about 4% (OR for age as an interval variable in
number of years was 1.04, p=0.001).

The authors cite the benefit of brief and effective DV screening tools (such as the new one
applied in this study) for busy health care settings. The tool developed is brief, but allows for a
range of responses using a frequency scale format, and includes a wider range of experiences
than many other tools. While the study did not document the follow-up to the disclosures, the
authors see the potential benefit as promoting individualized health care planning by health care
providers that takes into account relationship dynamics associated with IPV. The authors
acknowledge that additional training for health care providers may be needed to increase comfort
for responding to disclosures of IPV and knowledge about how IPV may impact reproductive
health and how to help women develop an individual safety plan in the area of sexual and
reproductive health care.

Key limitations are that the study relied on retrospective chart review, and the tools were not
tested simultaneously, but over two years of consecutive use, with different groups of women
represented. A range of temporal and environmental factors could have been associated with
disclosure rates, for example it is unknown how many women were verbally screened or who had
a partner at the appointment when completing the medical history. In addition the new screening
guestions were prefaced by an introductory question asking, “Have things been going well in your
relationship?” which may have affected responses.

Coonrod et al, 2000

A US-based RCT [+] aimed to test the effect of providing a brief educational intervention at
orientation for incoming medical residents at a major US teaching hospital, on the rate of
diagnosis of IPV in the 9 to 12 months post orientation. Population for the study was 102 medical
residents with family practice, emergency medicine, obstetrics-gynaecology, paediatrics, internal
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medicine, psychiatry, and surgery specialties. The setting was a 500-bed hospital in a suburb of
Phoenix, Arizona, USA over two years (1995-6 and 1996-7).

The residents were computer randomized, stratified by sex and specialty. The participants in the
experimental group in the first year viewed a 20-minute videotape about prevalence of IPV and
the importance of screening; and the additional experimental participants in the second year
participated in a 20-minute programme comprising a nine-minute videotape and a role-play that
demonstrated interview techniques for detecting DV, as well as selected readings (total n for the
experimental group across both years was 53). Control group participants (n=49) attended
education sessions on topics unrelated to DV. In a follow-up phone call at 9 to 12 months,
participants were asked to report on diagnoses of DV sometime between the intervention and the
follow-up. To blind the participants to the purpose of the study, it was presented as a test of
different educational interventions; the specific interest in DV education was not revealed.

Findings revealed 71% of the residents in the experimental group diagnosed DV; 52% in the
control did so (RR=1.35, 95% CI: 0.96-1.90, p=0.07) in the nine to 12 months following the
intervention. Broken down by year, in 1995, the percentages were 75% intervention compared to
60% in the control (p=0.29), while in 1996, the percentages were 67% intervention compared to
46% in the control (p=0.15). There was no difference based on the sex of the physician, but there
was difference (p<0.01) by specialty: all (100%) of family practice and medicine-paediatrics
residents, 90% of emergency medicine, 80% of obstetrics—gynaecology, 67% of psychiatry, 63%
of paediatrics, 47% of internal medicine and 0% of surgery residents diagnosed cases of DV.
Change in knowledge was assessed in the second year, and significant improvement was noted:
Intervention mean=73% correct vs. control mean=56% correct on the post-intervention test
(p=0.002).

Limitations include the use of a small sample size, and reliance on self-report outcome measures.
The study was conducted in one hospital only, and no significant difference was found in the rate
of diagnosis of IPV between those receiving the two types of brief educational intervention. The
brief educational intervention significantly improved the residents’ knowledge but not their rates of
diagnosis. The variation across specialties indicates a need to tailor screening to support the
specific medical context.

Duncan et al., 2002

A US-based interrupted time series by Duncan et al., 2006 [+] evaluated the impact of providing
performance feedback to OB/GYN residents on screening for DV over a 9-month period.
Participants included 1st and 2nd year OB/GYN residents from an urban hospital. Of the 12
residents included, 10 were female and all were white; all spoke English and none spoke a
second language. The population screened was predominantly low income and Latina, and the
majority of patients visit the clinic during their second trimester of pregnhancy (69.2%).

The clinic protocol requires the screening of all prenatal patients once per trimester of pregnancy
for IPV (at first visit, week 16, and week 28). However, baseline measurements suggested this
protocol was not being followed (screening only half of required patients). Following baseline
measurement, residents participated in a two-hour training on screening for DV. They were
requested by the director to ask screening questions and document screening findings. The
following screening questions were to be included: 1) Are you in a relationship with a spouse,
partner, or family member who makes you feel afraid? 2) Have you been emotionally, physically,
or sexually harmed by your spouse, partner, or other family member (a. ever, b. within the last
year, c. during this pregnancy)? 3) Have you been hit, slapped, kicked, or otherwise physically
harmed by your spouse, partner, or other family member (a. ever, b. within the last year, c. during
this pregnancy)? One month following training, the director met again with residents to discuss
the importance of screening and the baseline screening results. Two months later, researchers
provided the residents with personal reports comparing screening performance against their
colleagues at four times (the authors refer to this as “individualized performance feedback” (IPF)).
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The research team collected patient records at first visit, week 16, and week 28 for five data
collection periods each: 1) pre-IPF, 2) following the first IPF report, 3) following the second IPF
report, 4) following the third IPF report, and 5) following the fourth IPF report. They examined
medical records before and after the provision of each set of IPF reports, and also examined
notes pertaining to protocol dates, and any notes on patient’s condition and care. Residents were
grouped into either Team A, Team B, or Team C for a peer comparison of utilization of screening
protocols with IPF. Teams A and C were composed of female first year residents. Team B
included two male and four female second-year residents. A total of 518 visits were analysed.

They found that residents screened approximately 60% of all appropriate visits before IPF;
following the final (fourth) report, these same residents screened 91% of all visits (chi
square=28.4, p<0.001). Team A residents screened 88.9% of visits prior to receiving feedback
and 100% of visits following the final report (p-value not significant). In comparison, Team B
residents screened 45.2% of visits prior to receiving feedback and 77.3% following feedback (chi
square=10.3, p=0.036) and Team C residents screened 40.9% of visits prior to receiving
feedback and 92.1% after receiving feedback (chi square=20.0, p<0.001). Both male residents
were Team B members. Residents screened 70.2% of first medical visits before feedback,
increasing to 95.1% following the final (fourth) report (chi square=17.7, p=0.001). Residents
screened 46.5% of follow-up visits before feedback and 82.1% following the final (fourth) report
(chi square=14.0, p=0.007). Standard logistic regression analysis revealed that the odds of
screening after the last IPF report were 7.6 times greater than before IPF (OR=7.6, 95% CI: 3.0-
18.9). The odds of screening following the second and third reports were approximately three
times that of the pre-IPF period (OR=2.8, 95% CI: 1.3-6.1 and OR=2.9, 95% CI: 1.5-5.8,
respectively). The odds of screening during the first visit were approximately twice that of
screening at follow-up visits (OR=2.0, 95% CI: 1.0-3.9). Overall, the odds of screening were
greatest for the second trimester of women'’s pregnancy. First year residents’ rates improved from
71.4% prior to feedback to 95.4% following final report (chi square=16.1, p=0.003); second year
residents’ rates improved from 45.5% to 79.2% (chi square=11.7, p=0.02). Male residents
screened 33.3% of all visits prior to feedback and 66.7% of visits following final feedback report
(chi square=10.6; p=0.032). Female residents screened 64.7% of all visits prior to feedback and
93.8% of all visits following final feedback (chi square=22.0, p<0.001). The odds of screening by
the male residents was nearly half that of the odds of screening by female residents (OR=0.46,
95% CI: 0.21-0.98).

Limitations include: the lack of men in the study (only two) to adequately examine gender
differences in screening, the short period of follow-up (the study was only 9 months in duration),
and a small sample size which may limit generalisability beyond the study setting and patient-
reach (low income minority women). The authors also recommend further research to test training
among more established clinicians, as it has been suggested that they are more resistant to
change.

Feder et al, 2011

A UK-based cluster RCT by Feder et al, 2011 [++] examined the effectiveness of the Identification
and Referral to Improve Safety (IRIS) programme on the identification and referral of DV cases
from primary care settings. The IRIS is an education and advocacy intervention for primary care
physicians and includes a training and support programme focused on the identification of women
experiencing DV, an appropriate initial response by clinicians, and referral to a specialist
advocacy service to assist with non medical needs and issues, if desired.

Fifty-one primary care practices in Hackney and Bristol were randomised. Of these, 24 received a
training and support programme, 24 did not receive the programme, and three dropped out
before the trial started. Practices without electronic records were not eligible. The 48 included
physician practices had a median of 45.3% full-time equivalent female doctors, served a median
of 7,142 registered patients, and had a median of 32% of registered patients on low-income.
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Clinicians received two sessions of two hours each to improve identification of DV and referral to
advocacy services. Sessions included case studies and practice exercises for asking about and
responding to violence. A clinical psychologist or an academic family doctor alongside an
advocate delivered this training. All trainers had backgrounds in DV issues. Each site also
received additional materials, and quarterly or semi-annual feedback at practice clinical meeting
where they discussed practice data and reinforced training. Administrators and reception staff
also received a one-hour training session on confidentiality and safety and use of posters and
leaflets. Each practice nominated a champion who received an additional eight hours of training.
Medical records had a prompt and a simple referral to a named advocate. All clinicians were
targets of the intervention. Specifically, “clinicians were trained to have a low threshold for asking
about DV as a clinical enquiry, not screening” (p.1790). Patient outcomes were examined for
women age 16 or older.

The intervention had a substantial effect on increasing the referrals to an external advocacy
agency. Within the practices that received the intervention, there were 223 referrals compared to
the 12 referrals in the control primary care practices. The adjusted incident rate ratio (IRR) was
22-1 (95% CI: 11.5-42.4), indicating that after controlling for area stratification and minimization
factors, the intervention group was 22 times more likely to make a referral than the control group.
Intervention practices recorded 641 disclosures of DV and control practices recorded 236
(adjusted IRR=3.1, 95% CI: 2.2-4.3). In measuring referrals received by the DV agencies, they
found 238 referrals of patients from intervention practices and 40 from control practices (adjusted
IRR=6.4, 95% CI: 4.2-10.0). No adverse events were recorded. Limitations of the study include
the lack of checking of fidelity in delivering the programme, and the lack of contact with 30% of
the referrals.

Garcia and Parsons, 2002

A US before and after study by Garcia and Parsons, 2002 [+] examined the effectiveness of a
multilevel organizational and educational intervention in an inpatient obstetric setting, on
identification of and intervention with pregnant women experiencing DV. Participants included a
convenience sample of 80 clinicians (social workers, doctors and nurses) working at an academic
medical centre in Arizona, offering inpatient obstetric care. The majority were women (97%),
ranging in age from 20 to 64 years. Nursing professionals made up 74% of the participants.

This study was based upon an ecological model of change. The intervention involved: a) a policy
change requiring universal DV screening of obstetric patients in the clinic, at each trimester, and
on admission to hospital; b) the development of a DV screening kit to support providers in
intervening with patients who self identify as victims; c) cueing providers (via medical records) to
screen during routine care; and d) training (3 hours duration) to orient staff to the policy change,
the medical records modifications, and the use of the screening kit. The kit included a simple
screening response algorithm, documentation forms for the medical record, a safety planning tool,
and educational materials for patients including local resources and referrals. The 3 hour
educational programme included: a review of information on DV; a clinical screening and
intervention model; an overview of a team approach to prevention and intervention for DV; and an
orientation to the new materials, protocols and policies. Before and after the training programme,
respondents completed a questionnaire that assessed staff knowledge of IPV using a subscale of
the Massachusetts Medical Society Survey. Random record audits for all admissions were
conducted 3 months before the implementation and at 3 and 9 months after the implementation.
A blinded researcher reviewed the charts.

Compared with baseline (26.3%), following the intervention 75.0% were able to identify the
existence of an institutional protocol on DV (p <0.01). The majority (78.8%) could identify
available patient resources and materials (compared with 26.3%, p <0.01, pre-intervention).
Similarly, 75% of respondents reported knowledge of the community resources for referral and
follow-up (compared with 17.5%, p <0.01, pre-intervention). At baseline, 9% (10/109) of the
patient charts indicated that DV was addressed and documented, increasing to 47% three
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months following implementation (51/109 records, p<0.01). At 9 months post-implementation, a
further increase to 90% (99/110 records, p<0.01) was observed. Before implementing the
educational programme, documentation of DV was addressed by social workers and other non-
nursing staff. Three months after implementation, 90% (46/51) of the screening and
documentation regarding DV was performed by the nursing staff, compared with 70% pre-
implementation (7/10, p<0.05).

The four part policy (universal screening), protocol (chart cuing), tools (kit) and educational (3
hour training) changes, resulted in significantly increased screening and documentation by health
care workers working with pregnant women. However, limitations that may impact findings
include lack of a comparison group and small sample size (80 clinicians within one setting).

Grafton et al, 2006

A Canadian before and after study by Grafton et al., 2006 [+] evaluated the implementation of a
professional development strategy for public health nurses, called Routine Universal
Comprehensive Screening (RUCS). The strategy was designed to assist public health nurses in
identifying new mothers at risk for domestic abuse within Healthy Babies, Healthy Children
(HBHC), a home visiting programme for new mothers. To support the RUCS, a year long
professional development strategy including workshops and small group work was provided.
Specific training was given on the dynamics of woman abuse, how to ask about abuse, what best
practices were in responding to woman abuse, and how to record abuse. Training included
videos, discussions, role-playing, and group discussions with community DV service providers.
Best practice advocates helped facilitate the programme. Participants were expected to assess
for abuse during all postpartum visits when the woman was alone and to document all
assessment findings. Assessment forms were revised to include abuse inquiry reminders. A
retrospective chart audit of cross-sectional data was conducted to determine the proportion of
women for whom there was documented abuse inquiry both one year before and after the
introduction of the RUCS Programme. Charts of all postpartum women who lived in an Ontario
county (Canada) and who received a PHN home visit post delivery were retrospectively reviewed
(pre-RUCS n=1,151, post-RUCS n=1,193)

The mothers were first asked, while in the hospital, for consent to be assessed using the Parkyn
tool that assessed 14 factors associated with risk of poor child development, and categorizes
women into low or high risk. After they returned home, one visit was paid to consenting women,
during which abuse related questions were asked of all mothers, not just the high risk group as
had been previous standard practice. Prior to the RUCS intervention, there was documentation of
abuse inquiry on only 0.8% of low-risk postpartum client charts. Women aged under 20 years and
single mothers were significantly (p=0.001) more likely to be asked, suggesting case-finding was
taking place among the public health nurses. Post- RUCS abuse inquiries increased to 20.5% for
low-risk women with no demographic differences among those asked about abuse versus all low-
risk women. Low-risk mothers with documented abuse inquiry ranged from 9.2% in September
2002 to 28.9% in June 2003.

Successful implementation was facilitated by: buy-in from the multiple levels of the organization,
engagement of practice champions, access to community experts and educational resources, the
development of policy expectations, the use of inquiry reminders on documentation forms, and
the provision of positive feedback by programme managers. RUCS was also integrated into
orientation for new public health nurses to ensure sustainability. Policy changes affecting practice
of public health nurses that provide specific expectations and documentation cues can improve
routine abuse inquiry.

Some limitations affecting the study outcomes are that some women did not consent to either the

in hospital assessment or the home visit, and some women were not asked about abuse due to
lack of privacy in the home.
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Halpern et al., 2009

A US-based cross-sectional study by Halpern et al., 2009 [+] compared a diagnostic protocol
(DP) with an emergency department’s (ED) standard operating procedure (SOP) for the
identification of intimate partner violence. They measured sensitivity, specificity, positive
predictive value (PPV) and negative predictive value (NPV) of these protocols for women
presenting to the emergency department for injuries. The diagnostic protocol (DP) classifies risk
for intimate partner violence into low and high risk. They recruited women aged 18 and over from
an urban (Boston) emergency department who were seeking evaluation or management of non-
verifiable injuries (such as assaults or falls). They do not provide demographic data for the total
sample of women who participated. A total of 286 women participated in the study; of these, 145
received the diagnostic procedure (an assessment of IPV risk based on location of the injury and
results from the Partner Violence Screen (PVS)), while 141 participants received the standard
procedures. The PVS includes 3 brief questions addressing physical violence and women’s
perception of safety, intended to identify women at risk for injuries from DV. One positive
response to any of the questions indicates a positive screen for DV. This tool was developed for
an ED setting and validated against other established tools. Data were collected in a face-to-face
interview and recorded on a data collection form. In comparison, the SOP involved questioning by
a nurse during intake for injury aetiology (including: domestic abuse, child abuse and elder
abuse) on a triage form. Note that all participants in the DP group were first screened by the
triage nurse using the SOP before going through the DP.

Using the SOP as the reference category, those participants identified as being at high risk using
the DP were 38 times more likely to report an injury aetiology related to DV (OR=38, 95% CI: 4.5-
327, p=0.01). Frequencies of self-reported IPV injuries were 11.5% for the DP and 5% for the
SOP (p<0.03). The sensitivity for the DP vs. SOP was 94% vs. 50%, specificity was 76% vs. 95%,
positive predictive value was 34% vs. 50%, and negative predictive value was 98% vs. 95%,
respectively. They also found that IPV-related injuries were associated with age, race, injury
location and substance abuse (p<0.05). In the adjusted model, the DP continued to be associated
with reports of injury aetiology (OR=38, 95% CI: 4.5-327, p=00.01), race (OR=7.5, 95% CI: 1.8-
30.1, p=0.01) and age (OR=0.95, 95% CI: 0.9-1.1, p<0.05). Specifically, older women were less
likely to report an injury aetiology related to DV, and non-white women were more likely to report
an injury aetiology related to DV.

Findings suggest that a diagnostic protocol assessing risk based on the location of injury and
responses to the PVS may be more effective than SOP in early identification of women with DV
injuries. Younger women were more likely to report injuries related to DV than older women.
Limitations to this study include: the reliance on self-report, and the lack of demographic
information on the source population, making it difficult to determine external validity of the
screening approach.

Hamberger et al., 2010

A US-based before and after study by Hamberger et al., 2010 [-] investigated the effect of adding
a chart prompt to the patient data sheet in an urban family practice clinic in the Midwest of the US.

At baseline all first-year family practice residents received 3 hours of IPV training, which included
definitions of IPV and dynamics, physical and psychological consequences of IPV, and the health
care provider role in addressing IPV. Residents learned and practiced using specific skills for
inquiring about and responding to victim reports of DV. A chart prompt reminding practitioners to
screen for IPV was added to the medical record for the annual physical (used with both genders)
for a 7-month period. The IPV chart prompt was removed 18 months later and replaced by a pain
screening prompt.

The intervention effect was measured by chart review and comparison to baseline. In the prompt

removal phase, the outcome was measured by chart review and by a post-visit interview with a
nurse (asking the patient if they were screened). The charts for 274 visits for routine medical
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exams were reviewed at baseline, 137 visits in the intervention phase and a sample of 25 charts
for the withdrawal phase. Baseline screening rate was 2%. In the intervention period, 92% of
patient visits had documentation of IPV inquiry (z=-18.6, p<0.0005). The chart prompt removal
phase showed a significant decrease in documented screening at 36% (z=7.0, p<0.00005), which
remained significantly lower than the intervention phase even when adding nine patients who
reported in the follow-up interview being asked about IPV by their physician even though it was
not documented in the record (72%, z=3.0, p=0.003). Male providers were more likely to
document screening than female providers (males 39% vs. females 29%, p=0.03).

This study clearly showed how a written prompt to ask about IPV increases inquiry rates among
primary care physicians. It also suggests that these prompts need to be kept up. The authors
raise the issue of electronic records, and if chart prompts would have the same effect in settings
where screening is computerized. It is of interest that more patients reported being screened for
DV than was documented on the charts, suggesting that in other studies lack of documentation,
not lack of screening may be a factor. Finally, a more robust study design is required to support
findings.

Hamby et al., 2006

A US-based RCT by Hamby et al, 2006 [+] examined the impact of questionnaire tool and format
on reporting of partner violence. They compared written versus computer-assisted self-interviews
(CASI), and the standard Revised Conflict Tactic Scales (CTS2) versus dichotomous (yes or no)
response categories with a sample of 160 urban undergraduate students in intimate relationships.
Participants were a mean age of 19.16 years (SD=2.95), and were primarily: freshmen (70%),
female (82.5%), European American (97.5%), from middle- to upper-middle-class backgrounds
(median family income was $50,000 to $59,999 per year), and from 2-parent families (71.3%).
Most participants (88.8%) described their relationship as dating, the median relationship length
was 1-2 years, all relationships were heterosexual, and 82.5% of participants were sexually active
with their partner.

The study design included two experimental manipulations. In the manipulation of administration
method, half of the participants completed the CTS2 in a written format and half completed the
CTS2 on a personal computer using a programme that presents questions in sequence (limiting
participants from reading the entire questionnaire before answering). In the manipulation of
response category, participants either completed the CTS2 categories that ask for frequency of
abuse (once, twice, three to five times, etc.) or the dichotomous categories, which ask whether or
not abuse has occurred (yes or no). The CTS has strong validity and reliability and is widely used
to measure IPV. The revision used in this study, CTS2, has clarified wording and discriminates
between severe and minor forms of assault. The CTS2 includes 78 questions regarding both
perpetration and victimization in regards to: negotiation, psychological aggression, physical
assault, sexual coercion and injury.

They examined reports of psychological aggression, physical assault, sexual coercion and injury,
and examined if gender interacted with questionnaire formats. For response category, both
perpetrated and sustained sexual coercion were more often reported using the standard CTS2
categories compared to the dichotomous categories (chi-square=7.06, p<0.01 and chi-
square=6.18, p<0.05, respectively), as was inflicted injury (chi-square=4.44, p<0.05). For analysis
of screening format (written vs. computer format), a chi-square analysis of the administration of
the questionnaire revealed two significant differences. More physical assault was reported on the
computer format (chi-square=4.43, p<0.05), and more sexual coercion was reported in the written
form (chi-square=7.06, p<0.01). No other differences were found to be significant (p>0.15) in
bivariate analyses.

Logistic regression revealed no significant administration format or response category effects for

perpetration of psychological aggression, injury or physical assault (p>0.20). For perpetration of
sexual coercion, there was a significant response category effect, with 22.5% of participants
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receiving the standard CTS2 reporting perpetration of sexual coercion compared to 7.5% of
participants in the dichotomous condition (OR=3.37, p<0.05). For victimization scales, there were
no methodological effects for psychological aggression or sexual coercion (all p>0.15). There was
a significant Administration Method by Response Category interaction for physical assault
(B=1.36, SE=0.68, p<0.05). For the dichotomous category condition, slightly higher rates of
physical assault were reported for written (37.5%) compared to computer administration formats
(32.5%); but for the CTS2 condition, higher rates of physical assault were reported in the
computer format (47.5%) than the written format (22.5%). In analyses of mode scores (number of
different types of violence reported by each participant), the multivariate effects for response
category, administration method, and the interaction term were not significant (p’s>0.05).

More males than females reported perpetrating sexual coercion using CTS2 (26% vs. 22%), and
this difference was greater in the dichotomous category (47% vs. 3%) (p<0.01 for the interaction
term of response category x gender). Overall, males were more likely than females to report
perpetrating sexual coercion (36% vs. 12%) (p<0.01 for the main effect of gender). Mode scores
confirmed that males more likely reported perpetrating sexual coercion (F(1,144)=8.24, p<0.01),
and also found that females were more likely to sustain a physical assault (F(1,144)=4.30,
p<0.05).

In short, there were few differences between administration methods, and no consistent direction
in differences found. However, CTS2 categories provided higher rates than dichotomous
categories, as they were thought to provoke more thoughtful reporting. The study was not robust
for the following reasons: method of recruitment and allocation was not well described, and they
used a relatively small and non-diverse sample. More methodological research with diverse
samples is required. However, the inclusion of a gender analysis is important, as is the
examination of screening perpetration of IPV among women and men, as these levels of analysis
are rare in other screening evaluations.

Humphreys et al., 2011

A US-based individual RCT by Humphreys et al., 2011 [+] examined the impact of a computer-
based prenatal screening intervention on patient-provider discussions of intimate partner violence
(IPV) with pregnant women who had reported ever experiencing physical or sexual IPV in urban
prenatal medical clinics. Participants included a subset of English-speaking women aged 18 and
over who had participated in the larger Health in Pregnancy Study, a RCT to determine if a brief,
interactive multimedia intervention for pregnant women can reduce their risks related to IPV,
smoking, alcohol, and illicit drug use. A total of 50 women participated in the study, with 25 in the
intervention group and 25 in the control group. Women who participated were primarily: Latino
(34%), Black (22%) or White (30%), mean age of 27.7 (SD=7.1, range 18-43), never married
(46%), had completed high school as their highest level of education (36%), and had a previous
pregnancy (76%). Most women had experienced physical violence in the year before pregnancy
(86%, with 50% having experienced 4 or more incidents during that time period), 38% had
experienced sexual violence in their lifetime, 8% had experienced sexual violence during
pregnancy, and many had experienced physical violence during pregnancy (38%, with 14%
having experienced 4 or more incidents in that time period). Baseline comparisons revealed
similar demographics, pregnancy history, and risk profile (p>0.05). Women in the intervention
group completed a computer-based risk assessment with audio voiceover called the “Video
Doctor” prior to their clinic appointment. In the programme, an actor playing the “Video Doctor”
provided risk reduction messages based on motivational interviewing techniques. Based on
participant responses, the programme provided tailored messages. The programme also
provided a cueing sheet for the medical record including a risk profile and suggested counselling
statements for reducing risk, and an educational worksheet for patients with self-reflection
prompts, harm reduction messages, and suggestions for local support resources. All health care
providers in the study received a brief training in the use of the cueing sheets, but not on
assessment or counselling for IPV. Women who were in the control group received care as usual.
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A research assistant asked participants verbally whether or not they had discussed IPV with a
provider, and were also questioned on the helpfulness of the programme.

They found that the intervention group was more likely to report patient-provider discussions of
IPV when compared to the control group at baseline (81.8% vs. 16.7%, p<0.001) and at one-
month follow-up (70.0% vs. 23.5%, p=0.008). Overall, participants in the intervention group were
more likely to have a discussion of IPV risk at one or both visits, when compared to usual care
(90.0% vs. 23.6%, p<0.001). The majority of participants (90.9%) rated the discussions as helpful
or very helpful at baseline, and all (100%) rated the discussions as helpful or very helpful at one-
month follow up. While the authors do not discuss the links to other substance use, they do note
that current tobacco use was the most common co-occurring behavioural risk (28%), with few
participants using alcohol (2%) or other drugs (6%).

The authors suggest that this computer programme is a promising approach to encourage
patient-provider discussions with minimal training of providers. Limitations of this study include:
the use of a very small sample of women already identified as at risk of IPV, reliance on self-
report, a lack of reporting on changes in IPV exposure or follow up care, lack of randomization of
providers, and limited information on the use of cue and educational sheets by providers.

Janssen et al., 2002

A Canadian before and after study by Janssen et al., 2002 [+] evaluated the implementation of a
DV screening protocol based on Roger’s innovation-diffusion model in a postpartum clinical
setting. They note that the patients served by the hospitals are 35% Chinese descent.

Roger’s innovation-diffusion model includes 5 stages: 1) knowledge, 2) persuasion, 3) decision,
4) implementation and 5) confirmation. In the knowledge phase, they engaged key administrators
as advocates for the screening protocol and began offering one-hour training sessions to 300
nurses (although classes were not restricted to nurses) in two hospitals. The first education
session focused on building knowledge on DV dynamics, impacts on health, assessment
principles and documentation. The next step of Roger's model, persuasion, was addressed by
encouraging staff to make changes. This was done through education sessions that shifted DV
from the academic to the personal realm by engaging staff in dialogue with survivors and clinical
storytelling. In the decision stage, trainees engaged in supervised assessments or observed
assessments conducted by an identified “preceptor’- an early adopter of the protocol who could
act as a model for behaviour change. The fourth stage of the diffusion process, implementation,
assumes that individual’s willingness to adopt new ideas differs and therefore they anticipated
that the protocol would be adopted by hospital staff in different stages over time. Confirmation,
the final stage is about developing sustainability. This was achieved by integrating various
supports for assessment. For example, assessment of DV was a criterion included in competency
checklists for new staff members, and in performance appraisals. Reference binders were
updated with DV information, a newsletter was distributed, and ongoing support was available to
health services staff that chose to disclose their own experiences with violence.

The DV screening protocol that was implemented was a shorter version of the Abuse
Assessment Screen. This screening tool was chosen because it has been validated among
pregnant women, and because the shorter version was believed to be suitable to a busy clinical
setting. The tool included the following questions: 1. Since you’ve been pregnant, have you been
hit, slapped, kicked, or otherwise physically hurt by an intimate partner? 2. Have you been afraid
of a current or former intimate partner during your pregnancy? These questions were to be asked
in private, and not in the presence of partners or family members. A visual aids programme
supported implementation and included posters titled “Let’s Talk” and resource cards with referral
services for women. All hospital staff were encouraged to support the protocol. For example,
housekeeping staff stocked washrooms with resource cards, and unit clerks also helped with the
distribution of support materials. The screening programme was also tailored to ethnicity. A native
speaking nurse acted as a liaison for Chinese women, while South Asian women received a
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tailored video, and First Nations women had referral cards and a hospital Aboriginal Women's
Advocate. The assessment was translated into Punjabi and Viethamese as well as Chinese.

Following the implementation of the screening protocol, they examined assessment forms
completed for DV. They found that the initial screening rate of 42.1% increased to 53.8% at 4
months and 60.7% at 6 months. The final measurement at 18 months, revealed a screening rate
of 62.1%. One of the key barriers noted included the inability of nurses to find an opportunity to
meet with women alone as they are typically accompanied by a partner or family member during
the postpartum period. Other barriers included the cost of providing training and finding suitable
translators for women who did not speak English.

The study has several weaknesses including: limited analysis (they do not provide effect sizes),
lack of data on the number and roles of all staff who participated, no assessment of the use or
effect of supporting/ secondary materials (such as binders, referral cards, etc.). Finally, a follow
up interview or questionnaire with staff following implementation to examine acceptability of the
screening protocol may have revealed why a portion of staff did not adopt the assessment
procedures.

Kapur et al., 2011

A US-based before and after study by Kapur et al., (2011) [+] investigated the optimal method
and screening instrument for IPV among women and men in an urban primary care resident clinic
by comparing a self-administered questionnaire and an interview with the primary care provider.
Participants included patients age 18 and over attending the primary care clinic for a non-urgent
appointment with their primary care provider, and included both English and Spanish speakers.
Participants were a mean age of 43.9 years, 67.8% were female and 32.2% male, and 45.3%
were non-Hispanic White. The study was conducted in two phases. There were a total of 466
participants in the study; of these, 340 participated in phase one of the study, and 126
participated in phase two. Phase one, lasting three months, involved patients completing a written
self-administered questionnaire on IPV, using questions from the Partner Violence Screen (PVS)
and Hurt, Insulted, Threatened or Screamed at Questionnaire (HITS). Patients who patrticipated in
phase one of the study were excluded from phase two. During the second phase, lasting 17
weeks, residents conducted face-to-face screening, using the same questions asked in phase
one. Prior to the second phase, all residents were trained in screening for IPV in two training
modules. The first training module included an IPV prevention training video for health care
providers, an introduction to the PVS and HITS screening tools, and methods for counselling
victims of IPV. The second training module included education on IPV screening, based on the
Yale Office-Based Medicine Curriculum. This included a 30-minute conference introducing
residents to screening issues, concerns, and methods, and the provision of laminated cards with
screening questions and support resources. Following training, residents completed a knowledge,
attitude and behaviour survey (KAB) about their training in IPV.

The research team conducted a separate analysis for women and men. A smaller proportion of
men were screened face-to-face in phase two of the study (25.2%) compared with those who
completed self-administered questionnaires in phase one (35.9%), (p=0.05). Overall, patients
doing the self-administered questionnaire were more likely to report IPV (17.3%) than those
screened face to face (9%). For women who completed the written questionnaire, screening
prevalence of IPV was lower on the HITS (9%) than for the PVS (17.8%, p=0.008). They found no
significant differences in face-to-face screening prevalence between the PVS and HITS for
women. For men, screening prevalence for IPV was lower for HITS (4.0%) than for PVS (8.7%),
but this was not statistically significant (p=0.25). There were no differences in IPV screening
prevalence for the face-to-face formats of the PVS and HITS in men (p=1).

Medical residents who participated felt more equipped to ask their patients about violence

(72.5%), reported knowing a moderate to great amount regarding screening for IPV (82.5%), felt
routine screening should be included in the annual physical exam (92.5%), and felt more
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comfortable asking patients IPV-related questions (87.5%). However, screening rates remained
relatively low: residents only reported screening 11.7% of male patients and 38.4% of female
patients. In addition, 27.5% reported screening male patients, and 25% reported screening
female patients only when there were abuse indicators on patient history or physical exam. Half
of the residents also reported a lack of time to routinely screen patients for IPV.

This study suggests that women, compared to men, may underreport IPV in a face to face
screening situation, and that these gender differences may indicate different screening methods
and instruments for women and men. The study also suggests that women may benefit from a
self-administered approach prior to the clinical encounter. This study does not capture all abuse,
as they only assessed abuse within the past year. Furthermore, residents only screened 28.5% of
eligible patients, which the authors suggest may have been due to a lack of time experienced
during a move of clinics in the study period. Preferential screening of women and men with abuse
indicators may also have biased the findings towards the null hypothesis. They did not reach the
expected sample size to achieve a power of 80% for each group, with only 126 patients included
in face-to-face screening. Finally, they did not examine if and how the gender and age of
residents may have impacted reporting of abuse.

Klevens et al., 2012

A US-based RCT by Klevens et al., 2012 [+] compared two forms of screening for IPV and three
forms of referring women who had experienced IPV to support services, for women age 18 and
over attending a women'’s health clinic in a public hospital in Chicago. Women who participated
were a mean age of 35.8 years, predominantly African American (78.6%), and had a high school
education or less (42%) or some college or vocational education (42%). Over half of the sample
was uninsured (57.1%), with approximately one-third receiving Medicaid (37.3%). At baseline, no
demographic differences were found between groups. A total of 126 women were randomly
assigned to one of three groups using a computer programme. These groups included: 1)
Provider Screened and Referred Group (n=46): in this group, participants received IPV screening
by a health care provider first, and if positive, support to seek support services from a printed
resource guide; 2) A-CASI Screened and Referred Plus Provider Support Group (n=37):
participants completed an audio-computer assisted self-interview (A-CASI) IPV screening, and if
positive, a computer printout of local support resources, and A-CASI encouragement to the
patient to discuss IPV with their provider, and for the provider to refer the patient to IPV services
if the patient disclosed her results; and 3) A-CASI Screened and Referred Plus Video Support
Group (n=43): in this condition, participants received an A-CASI IPV screening, and if positive, a
short video segment offering support for help seeking, and a computer-printout of local resources.

The screening tool used was the Partner Violence Screen (PVS), which is a three-question tool to
assess the presence of IPV in the past year and women’s perceptions of safety. The tool does
not specify gender of the perpetrator. This was administered either by a health care provider
(group 1) or via A-CASI (groups 2 and 3). In all groups, women screening positive received the
same print directory of local resources for IPV, as well as a list of other types of resources (e.g.
health, counselling, parenting, legal, and alcohol and drug treatment services). Women who
screened negative for IPV received a similar printout but without the IPV resources. All
participants completed an A-CASI interview and were seen by their health care provider, although
not in the same order. Participants who were screened using A-CASI (groups 2 and 3) first
completed the A-CASI screening interview and screening prior to the visit with their provider;
participants in group 1 saw their provider first and then completed A-CASI questions. Providers in
each clinic were briefly trained on asking questions, providing support and encouraging use of
support services. Six days after the first assessment, participants were followed up in a phone
interview during which they were questioned about their experience of being asked about IPV and
use of support services from the directory provided.

They measured rates of disclosure of IPV, preference of screening mode (by provider or
computer), and impact of screening (positive or negative reaction for participant) at one-week

71



follow up. They also measured referral outcomes including women’s: recollection of receiving a
directory of services, sharing of services list with others, contact of services on the list, and
interaction with an in-house IPV advocacy programme within 3-months of screening. The finding
that women who were screened using A-CASI (groups 2 and 3) disclosed IPV more often (21.3%)
than those screened by a health care provider (8.7%, p=0.07) approached significance. Overall,
the majority of women (41.3%) had no preference for mode of screening. They did not find
differences between the provider-delivered and A-CASI delivered screening groups for impact of
screening (positive or negative reactions). No women reported problems due to being screened.
They found that women referred by their provider were more likely both to share the list and to
contact services, but these differences were not statistically significant (p=0.17 and p=0.36,
respectively). No women were found to have interacted with local advocacy staff within 3 months
after screening.

Limitations of this study include: a small sample size which limited the researchers’ ability to
examine significant differences for variables with low prevalence, a reliance on providers’ self-
reports for measuring their compliance with the screening and referral protocols, lack of
measurement or analysis based on the gender of the perpetrator, and a lack of information on the
acceptability of computer screening by socioeconomic status (SES). The authors encourage
further research to examine the use of this screening and referral approach for other settings and
sub-populations.

Lo Fo Wong et al., 2006

A Netherlands-based RCT by Lo Fo Wong et al, 2006 [++] examined whether family doctors’
awareness of and inquiry into intimate partner violence increased after attending a focus group
and training session, or focus group only. They recruited doctors from family practice clinics in
Rotterdam and surrounding areas. A total of 54 family doctors were included in the study (28
women, 26 men). Sample demographics are as follows: 51.9% female and 48.1% male; 37% age
40-50 years, 35.2% over 50 years old, 27.8% under 40 years old; 50% worked in an economically
deprived district, 24.1% in a wealthy district and 25.9% in a mixed district; the majority worked
part-time (68.5%) and had been in residence less than 15 years (53.7%); the majority worked in a
duo/ group practice (46.3%), with 20.4% in a solo practice and 33.3% in a health centre practice
(where they worked with other primary health providers). Participants were grouped into strata
(based on sex, district, and practice type) and then randomized to one of the intervention groups
or the control group. Doctors working in the same practice were allocated to the same group to
avoid contamination of the study. The sample sizes were: focus group alone (n=14), full training
(n=23) and control (n=17).

Those in the focus group only group participated in six 1.5 hour group discussions, led by a social
scientist, on views, experiences, barriers and practices related to intimate partner violence.
Topics that emerged during these discussions informed the full training intervention. In the full
training intervention, in addition to participating in focus groups, the group also completed a 1.5-
day training session. The training included discussion of strategies to overcome barriers to
working with abused patients, with the goals of improving: awareness of non-obvious signs of
abuse, active questioning, and attitudes towards addressing abuse. Training included discussions
of attitudes, theory in the field of DV research, epidemiology, consultation skills, information on
referral services, legal aspects of abuse, and vignettes. The control group did not participate in
the focus group or receive any training related to domestic abuse.

They examined reports for a period of 6 months for cases where partner abuse was discussed,
suspected or disclosed. Comparison of the full training intervention (n=87 cases) and the control
group (n=14 cases) revealed that identification of partner abuse was 4.54 times greater for the full
intervention group (rate ratio 95% CI: 2.55-8.09, p<0.001). Comparison of the focus group only
group (n=30 cases) and the control group (n=14 patients) revealed that identification was 2.2
times more likely for the focus group only condition (95% CI: 1.14-4.26, p=0.019). Comparison of
the full-training intervention (n=87 cases) and the focus group only group (n=30 cases) revealed
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that identification was 2.19 times more likely for the full-training intervention group (95% CI: 1.36-
3.52, p=0.001). When comparing the full training group with the untrained groups for awareness
of partner abuse in case of non-obvious signs they found that the full training group was 5.92
times more likely to engage in active questioning when there were “non-obvious” signs (chronic
pain, depression, anxiety, etc.)(OR=5.92, 95% CI: 2.25-15.62, p<0.01). They corrected all
computations for sex, district, setting, part-/ full-time work status, experience, and doctor age.
They did not find any significant differences between female and male providers.

Their findings suggest the full training improves awareness and identification of DV, and that
increased awareness through focus group discussions of DV also resulted in some improvement
in identification of DV when compared to the control group. While the study was robust, there are
several limitations to the application of these findings. The authors note that those family doctors
who were recruited may have been more interested in addressing the issue of DV than those who
did not. Second, over half of doctors who participated were female who, according to some
studies, may be more likely to detect abuse in women. Yet, their statistical analyses did not find
any significant differences to support this theory. The study was also slightly underpowered, but
they note that the effects found (significant outcomes, low p-values) justify the final sample size.
Finally, it is impossible to determine the longer-term effects of the intervention due to the short
period of follow up (6 months).

MacMillan et al., 2009

A Canadian cluster-RCT by MacMillan et al., 2009 [++] examined the effectiveness of IPV
screening and discussion of a positive screening result for clinicians compared with no screening
in reducing improving violence outcomes and quality of life. The study included women
presenting for care between July 2005 and December 2006 at 12 primary care sites (family
practices and community health clinics), 11 acute care sites (emergency departments) and 3
specialty care sites (obstetrics/ gynaecology clinics). To be eligible, women had to be between
18-64 years old, have a male partner in the past year, attending the health care visit alone, live in
the area, be able to speak and read English, be healthy enough to participate and able to provide
informed consent. Only 7% of women visiting the health care sites were eligible to participate;
81% of eligible participants were randomized. A total of 411 women participated (screened
n=199; non-screened n=212). Screened participants were a mean age of 33.8 years, had a mean
education of 13.7 years, 35% were single and 4% were pregnant. Non-screened participants
were a mean age of 33.9 years, had a mean education of 13.5 years, 39% were single and 9%
were pregnant.

In the intervention condition, participants completed the Woman Abuse Screening Tool (WAST)
prior to meeting the clinician. For positive screenings, the completed questionnaire was added to
the patient chart for the clinician to review. It was then left up to the provider whether or not the
positive findings were discussed or a referral for treatment was provided. Following the medical
visit, all women completed the Composite Abuse Scale (CAS). The no-screening group
completed the WAST and CAS following their medical appointment. Other measures included the
psychological scales from the World Health Organization Quality of Life (WHOQOL)-Brief
instrument; the Centre for Epidemiologic Studies Depression scale to measure depression; the
SPAN (Startle, Physiological Arousal, Anger, and Numbness) to measure PTSD symptoms; the
TWEAK screening tool to measure alcohol abuse/ dependency; the Short Form 12 health survey,
version 2 to measure global mental and physical health and well-being; the Consequences of
Screening Tool (COST) (developed for this study) to assess the effect of being asked IPV
screening questions; and a modified version of the Health and Social Service Utilization
guestionnaire to measure violence-specific service use. Blinded interviewers met with participants
within 14 days of the visit to conduct a baseline interview and again at 6, 12, and 18 months.

Analysis revealed that the trajectory of risk of IPV recurrence was downward, with a non-

significant reduction in risk (at 18 months, OR=0.82, 95% CI: 0.32-2.12) for screened compared
to non-screened women. Screened women exhibited greater improvement in quality of life (at 18
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months, 3.74 points higher, 95% CI: 0.47-7.00). Only depressive symptoms showed a statistically
significant reduction (at 18 months, -2.32, 95% CI: -4.61 to -0.03), but these findings were not
robust: Estimates derived from multiple imputation were lower for both of these outcomes (2.29
for quality of life and -1.97 for depressive symptoms) and no longer statistically significant. The
comparison of women exposed and not exposed to IPV for potential harm from screening (data
available from the authors) did not reveal differences based on exposure status, and there no
indication of harm associated with screening for either group of women.

Overall, screening did not significantly improve risk of violence and limited improvements in
quality of life and depression measures. Limitations of this study include: potential contamination
bias (both screened and non-screened participants received an information card with details
about where to seek help in her community), loss to follow-up (43% for screened women and
41% for non-screened women), and potential self-report bias. In addition, those participants lost
to follow-up had higher WAST and CAS scores and, therefore, may have been at higher risk of
subsequent violence. Therefore, findings may not be generalisable to high-risk women.

Moody et al., 2000

A US-based cross-sectional study by Moody et al., 2000 [+] examined the psychometric
properties of the Hwalek-Sengstock Elder Abuse Screening Test (HSEAST), a questionnaire to
screen for elder abuse. The study included a total of 100 elderly women and men, age 60 years
or older, who were living in an urban public housing unit. Participants were 55% female and 45%
male; a mean age of 66.6 years; had been living in this public housing site for a mean of 6.5
years; were White (49%), Hispanic (32%) or African American (32%) (note that these are the
percentages reported, though they add to more than 100%); and either spoke English (78%) or
Spanish (22%) as their first language.

The HSEAST is a 15-item questionnaire completed either by self-report or in-person interview,
which requires 5-10 minutes to complete. Instrument scoring is summative and based on
responses to the 15 "yes" or "no" questions, with each "yes" response to an "abuse" item
counting as one point. A response of "no" to items 1, 6, 12, and 14 and a response of "yes" to all
other items are scored in the abused direction. Scores range from 0 to 15. Three conceptual
categories were identified in a prior factor analysis of the screening test, including: direct abuse or
violation of personal rights, characteristics of vulnerability, and a potentially abusive situation. A
previous analysis (from 1991) found that a mean score of 3 or more on the HSEAST appears to
be a probable indicator of abuse. The status of "past abuse" vs. "no abuse" was based on self-
report of being a previous victim of abuse, and checked against the records of the social worker
at the housing authority.

They found that the abused and non-abused groups were significantly different (p’s<0.05) on 9 of
the 15 items on the HSEAST. Mean total scores on HSEAST were significantly different for the
abused group (4.01) compared to the non-abused group (3.01) (t=1.98, p=0.049). A factor
analysis supported the 3-factor structure proposed and explained 38% of the total variance.
Factor 1 (Violation of Personal Rights) explained 19% of the variance and included 5 items,
Factor 2 (Characteristics of Vulnerability) included 2 items, and Factor 3 (Potentially Abusive
Situation) included 3 items. Reliability (internal consistency) on the 15-item scale was weak,
alpha=0.46. Reliability on the 10-item scale (including only items from the factor analysis) was
0.59. Factor analysis revealed that internal consistency results for the three subscales was:
Factor 1 (5 items)=0.66, Factor 2 (2 items)=0.52, and Factor 3 (3 items)=0.38. A stepwise
discriminant function analysis showed that a 6-item model was as effective as a 9-item model in
correctly classifying cases as abused vs. non-abused (71% correct). The items which were the
most powerful discriminators among the groups were: “Has anyone taken things that belong to
you without your OK?”, “Has anyone close to you tried to hurt or harm you recently?” and “Do you
have enough privacy at home?” Compared to the 9-item model, the 6-item model had a lower
rate of false positives (5.1%) and higher rate of false negatives (19.6%).
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Overall, the authors state that the results provide additional evidence for the construct validity of
the HSEAST. Findings suggest that a 6-item version may be effective, although further research
is required. The main limitation of the study is that the classification of "abused" vs. "non-abused"
was based on past abuse, and the time frame was not specified (e.g. ever abuse, past year, past
month), so it is unclear how useful the tool is in predicting current or future abuse. The authors
note that they used a convenience sample but do not provide further details on this method.
Therefore, it is difficult to determine generalisability. The study was also conducted in what the
authors describe as a high crime area and therefore may have limited generalisability to the
broader population.

Power et al., 2011

An Australian before and after study by Power et al. 2011 [-] evaluated a domestic and family
violence screening programme implemented in the emergency department (ED) of a hospital
located in the suburbs of Adelaide. The screening programme assessed was based on the
ecological model, and intended to address the integration of domestic and family violence
screening within healthcare settings. The screening programme was introduced in the hospital in
2006, based on consultations with women, social workers and an advisory group comprised of
other experts in the field. All women attending the emergency department over the age of 16
were to be screened, unless in the presence of partners or family members or if experiencing
acute distress.

The screening tool used was based on the Domestic Violence Identification Tool (DVIT), a
validated tool with 6 yes/ no questions related to partner violence. This tool was reduced to three
questions: “Has a partner or significant other person ever done any of the following: Made you
feel afraid? Hurt you physically or thrown objects? Constantly humiliated or put you down?” To
assist in the identification and support of women experiencing DV, they developed a number of
additional materials to support implementation of the screening tool, including: an ABCDE
response protocol (with the following prompts: “Ask alone, Be supportive, Call on resources,
Document, Ensure Safety”), a list of telephone numbers for support services for staff, and a
poster displayed in the emergency department with information about domestic and family
violence, the three screening questions and responses and support services. If a woman
responded “yes” to any of the screening questions, the staff provided her with: information,
referrals to community support services and/ or counselling services. One-hour training sessions
by senior social workers were provided to a total of 109 emergency department staff, including:
social workers, Aboriginal Liaison staff, and nurses. Screening commenced after training of staff
was complete. Some staff chose to participate in a full day training to become champions of the
programme and support staff on an ongoing basis.

They collected data from: audits of social work referrals 3-months prior and 3-months following
implementation and physicians’ records of IPV diagnosis, and 40 questionnaires completed by
medical staff examining their perceptions regarding screening. Nurses comprised 70% of
respondents (similar to the overall make-up of staff) and 70% of respondents were female. Data
was collected by a senior social worker beginning at one month following screening, for a period
of three months. They found that in the 3-month period following implementation, referral rates
increased by 213%. The majority of respondents reported that they thought the screening
guestions were effective for identification of DV (M=3.8 on a five-point Likert scale, SD=0.68),
while the impact of the tool for identification was thought to be mildly effective (M=3.2, SD=0.9).
Responses to the questionnaire demonstrated general support for the appropriateness of using
the tool within the ED (M=3.9, SD=0.9). The tool was not part of usual work for most (M=2.8,
SD=1.1) but was not reported to have added significantly to workload (M=2.3, SD=1.0). Concerns
that emerged in the comments included: time constraints, lack of private areas, the presence of
family members or partners which prevented screening, reluctance to use the tool for universal
screening, and the availability of support resources. However, some staff did report that they
thought screening increased staff awareness and felt they had appropriate support to deal with
DV issues that arise (M=3.6, SD=0.9). Some nurses noted that they felt more comfortable
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screening when social workers were present. In regards to training, many felt they were
effectively prepared to use the tool (M=3.5, SD=1.0) and the majority of staff were content with
their knowledge of support services (M=3.2, SD=1.0). Some additional concerns identified by the
comments provided included: short training period and reluctance to ask designated questions.
Suggestions were made to provide ongoing training, administrative support of the programme,
and the need for private areas to meet with patients.

The study suggests that the screening programme may increase identification and be supported
by staff under certain conditions. However, there are several limitations to this study, including:
poor description of the source population, sampling method, and data collection methods, and
short period of follow-up. In addition, out of 75 questionnaires distributed, only 40 were returned.
The authors suggest this may be a reflection of time constraints for staff. The use of a small
sample in one setting makes it difficult to generalize findings beyond the hospital in which it
occurred. While questionnaires were anonymous, it was common knowledge that the programme
was in collaboration with the social work team and therefore responses may have been biased in
their favour. Further research is required to explore the reach of this programme in different
settings, and that is measured over longer periods of time.

Price et al., 2007

A UK-based before and after study by Price et al, 2007 [+] examined the impact of routine
antenatal enquiry on rates of disclosure of DV. The Bristol Pregnancy and DV Programme
(BPDVP) was introduced in the North Bristol NHS Trust which includes an education and support
programme to encourage routine screening of DV during antenatal care. A total of 83 midwives
participated in the education programme; of these, 79 participated in the research evaluation.
Participants completed three questionnaires (one pre-implementation, one post-implementation,
and one at 6-months post-implementation) that included questions on attitudes, skill and
knowledge related to DV, and knowledge of the implications of routine enquiry. Open-ended
questions were also included to allow participants to provide additional information on their
experiences of routine antenatal enquiry. In addition, 34 (out of the 79) midwives participated in
face-to-face and focus group interviews at 3- and 6-months post-implementation, during which
women were asked to expand on their experiences of routine antenatal enquiry, issues they were
experiencing and practice implications. Audits were conducted to assess changes in the
identification of DV pre- and post-implementation. “Cause for concern” forms, which midwives
completed when they were concerned about their patient, were also analysed.

89% of participating midwives completed all 3 questionnaires (n=70). Midwives who participated
had a diploma (43%), certificate (39%) degree (12%), or Masters (5%) level of education. They
found that in 17 months prior to implementation, the clinic saw 6, 764 women. During this time, a
total 8 cases were recorded as DV being a main “cause for concern.” In a 9-month period
following introduction of the routine antenatal enquiry programme, care was provided to 3, 779
women and 25 “cause for concern” forms listed DV. The 6-month follow-up questionnaire found
that 65 midwives who reported patient disclosure of DV, reported a total of 100 patient
disclosures. Note that not all disclosures of violence require a “cause for concern” form. Most
midwives who completed “cause for concern” forms noted that time spent with the patient was
one hour or more (9 out of 24). The majority of midwives (59%, n=38) reported that they screened
between 41-60% of women, followed by 16 midwives who screened 61-80% of women; only 3
midwives reported screening 81-100% of women. Challenges noted on the questionnaire
included the presence of a partner or family member, or a lack of time or resources such as
interpreter services. However, the authors did not find these listed barriers matched up with
midwives’ rating of barriers in another portion of the questionnaire, which revealed that concerns
about relationship with client (2.84, SD=1.33) were the greatest concern.

Since they did not collect data on disclosures made prior to implementation, they cannot confirm
that the programme led to increased disclosure rates. Due to the lack of comparison group, small
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sample size and lack of information on the components of the educational programme, further
research is required to examine effectiveness.

Rhodes et al., 2006

A US-based RCT by Rhodes et al. 2006 [+] examined the use of a computer screening risk
assessment tool for facilitating discussion of DV between women and health care providers in a
clinical setting. Women, aged 18-65 years were recruited from two socio-economically diverse
emergency departments (ED), including one urban academic medical centre serving primarily
inner city African American population who is publically insured, and a suburban community
hospital serving a primarily white population who is privately insured. Only women who were
medically non-emergent were invited to participate. In the intervention group, a total of 421
women had their ED visits audiotaped and analysed (urban n=262, suburban n=159), and a total
of 446 women did in the control group (urban n=275, suburban n=171). Of all 1281 women who
participated (including those who did not have audiotape data), 60% were African American, 45%
were single, and 48% had greater than a high school education. Patients from the urban ED were
younger (mean age=32 years), primarily African American (86%), unmarried (64%), and more
likely to be living in poverty. Patients from the suburban site had a mean age of 36 years, were
primarily white (80%), more likely to be married (43%), and to have higher levels of education,
income and private insurance.

Participants were assigned to treatment or control by a computer randomization list. There were
no significant differences in demographics based on group assignment. The intervention group
completed a self-administered computer based health risk assessment tool (Promote Health
Survey) which provides recommendations for patients and notifies physicians on various health
risks including DV. Patients in the control group received usual care. Patient-provider discussions
were recorded and outcomes were then measured by audiotape analysis. Outcomes examined
included: rates of discussion and patient disclosure of DV with the health care provider, and
evidence of DV services provided during the first visit (including safety assessment, counselling
by a health care provider or social worker, or referrals to support resources for DV). They also
measured medical chart documentation of screening for DV (positive or negative), DV “case
finding” (chart documentation of current or prior experience of DV) and patient satisfaction based
on completion of an exit questionnaire.

Computer screening resulted in an overall 75% increase in the odds of a DV discussion.
Nevertheless, violence was still under-addressed by the providers in the emergency department
visit, even after cueing. This was most marked in the suburban EDs, suggesting that providers
may be biased against addressing DV with more affluent White women. Analysis of the exit
questionnaire revealed rates of current risk for DV of 26% in the urban sample and 21% in the
suburban sample. In the urban sample, the computer prompt increased rates of discussion of DV
(56% vs. 45%, OR=1.99, 95% CI: 1.25-3.18, p=0.004), disclosure of DV (14% vs. 8%, OR=1.71,
95% CI: 0.96-3.05, p=0.07), and services provided (8% vs. 4%, OR=2.29, 95% CI: 1.04-5.02,
p=0.04). In the suburban sample, there were no significant increases in discussion or disclosure
of DV or services provided as a result of the intervention. Overall, only 48% of those patients who
disclosed risk of DV on the computer were engaged in discussion of DV by their health care
provided, and this percentage differed by site: Only 17% of women in the suburban sample who
disclosed an experience of DV on the computer discussed DV during the visit with the health care
provider, compared with 61% of the urban sample. Women with private insurance or higher
education were also less likely to be asked about experiences of DV. Case finding based on chart
documentation was not significantly impacted by the computer intervention. For the urban sample,
discussion of DV was associated with patients reporting greater satisfaction with the visit; 62% of
women who were engaged in a discussion of DV reported high satisfaction compared with 50%
who did not discuss DV (p=0.01). This association was not found for the suburban sample of
women.
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While the design of this study is strong in many respects, including the use of randomization and
a rigorous analysis, they are not able to identify why providers did not ask about DV even when
computer prompted to do so. This is of particular interest for the suburban sample where low
discussion rates were found. There may also have been systemic differences between the
suburban and urban sites that contributed to differences in the actions of health care providers.
Further research is required to investigate this gap between identification of risk and provider
action. The authors also note that the sensitive nature of the topic may have resulted in some
participants’ refusal of audio-taping of the conversation (only 68% of conversations were
recorded), and there were some inaudible recordings.

Rickert et al., 2009

A US-based RCT by Rickert et al., 2009 [+] examined the effectiveness of three different
screening approaches for assessing violence among adolescent and young adult women who
were reproductive health care patients, as well as provider satisfaction with these approaches.
Women aged 15-24 were recruited from an urban reproductive health centre in Manhattan, NY. A
total of 669 women were computer randomized to one of three screening approaches: 1) basic
screening, n=232; 2) health relationship screening, n=243; 3) bidirectional screening, n=224.
Participants were primarily 19 years and over, with nearly all reporting sexual intercourse within
the past 6 months, most reporting a history of hormonal birth control, and 32% an experience of
one or more pregnancies. 30% of participants reported one or more experiences of violence with
similar numbers of women reporting physical violence (n=139) and/ or sexual violence (n=144).
There were no demographic or reproductive health differences between participant groups at
baseline.

Prior to meeting with a provider, each participant completed a routine health history using audio-
assisted computer interview (ACASI) methodology. The ACASI programme assigned young
women to one of the three screening approaches, providing a different set of screening questions
for each of these groups. The health history and screening questions were completed on a laptop
with a privacy hood to ensure confidentiality. In the basic screening group, young women were
asked 5 questions based on standardized questions from a prior study: 3 about partner violence
in the past year and two about lifetime experience of physical or sexual violence by a partner.
Participants randomized to the healthy relationships approach were asked seven screening
guestions: 5 questions from the basic screen plus two questions regarding respect and treatment
from their partner. In the bidirectional approach participants were asked a total of 8 questions: 5
guestions from the basic screening plus three added questions regarding any time she was the
perpetrator (physically harmed partner, questioned her partner’s fidelity, or forced sex). Following
completion of the ACASI interview, the medical history and responses to the screening questions
were printed for the patient’s chart which were then reviewed by a provider who was trained in
partner abuse and the research protocol. The provider then carried out a face-to-face assessment
to address screening responses. Following the appointment, young women were asked to
complete a confidential evaluation form to evaluate experience of and comfort with the screening
procedure. The provider also completed an assessment of the presence of violence and also
evaluated the screening procedure.

The screening approaches took an average of 8 minutes, with the basic screening taking slightly
less time than the other approaches. They found no significant differences between screening
approaches in reports of lifetime experience of violence or past sexual/ physical violence. When
segregated into sexual and physical components, they did find a significant difference in physical
violence by screening approach; 11.6% in the bidirectional approach, 6.2% in the healthy
relationship screen and 5.6% in the basic screen (p<0.04). The authors note that for 11
respondents, this was their first time disclosing recent relationship violence. In the analysis of
provider assessments by screening approach, the only significant difference was as imagined,
that the bidirectional approach more often included a provider assessment of women’s
perpetration against their partners. For the other two screening approaches, no young women
were asked about their perpetration of violence. Providers did identify fewer women as
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experiencing violence than identified in young women’s reports; overall, 31% of women noted a
lifetime occurrence of violence, yet only 18% were identified as victims of violence. Those women
who reported violence but were not identified as victims of violence by providers were more likely
to have reported one occurrence of sexual/ physical violence. Overall, 29% of women noted that
their provider did not discuss partner violence. There were no significant differences in women’s
experiences of screening approach, with the majority reporting being comfortable with screening.
There were also no significant differences regarding provider experiences of screening
approaches, with providers on average reporting high rates of comfort with talking about violence,
and screening was perceived to be moderately helpful for their assessment. in addition, the
ACASI screening approach was perceived as moderately efficient and did not interrupt patient
flow.

Findings suggest that ACASI may be a useful tool for improving screening of young women in a
healthcare setting, and that bidirectional screening questions may improve detection of physical
partner violence. The authors note that because there is no gold standard for screening women
for violence, it is possible that questions used in this study may have limited rates of disclosure.
Other limitations include: potential lack of generalisability to other locations or healthcare settings
and lack of examination of user’'s comfort with the computer-based programme and potential age
or SES-based variations. This study also focused on sexual and physical violence experiences,
not other forms of violence.

Robinson-Whelen et al., 2010

A US-based individual RCT by Robinson-Whelen et al., 2010 [+] examined the efficacy of a
computer-based abuse and safety assessment intervention for improving awareness of abuse,
self-efficacy for safety, and safety promoting behaviours among women with disabilities.
Participants who self-identified as having a disability were recruited through various disability
NGOs, agency referrals and researcher networks, and were computer-randomized to either
intervention or control groups. Previous experience of abuse was not an inclusion criterion. There
were a total of 329 participants at Time 1 (T1) measurement; intervention n=172; control n=157.
At Time 2 (T2) (3-month follow-up), intervention n=126 and control n=133. Women who
participated were a mean age of 50.75 (SD 12.88), the majority lived alone (51.8%) and had
some college education (41.3%); 21.3% were employed and the mean income was $11, 813 (SD
10,567); 56.7% were White, 30.5% African American and 7.5% Latina. Of these women, 46.2%
described their disability as an ongoing health condition (e.g. diabetes, obesity); 36.1% had a
mental illness; 18.7% a vision- related disability; 17.4% cognitive disability; 15.1% hearing-related
disability; 11.8% learning disability, and 8.2% speech-related disability. Many women who
participated were using a personal assistant (47.5%). There were no baseline differences in
demographics, although women in the intervention group were more likely to have a personal
assistant (60.3 vs. 48.1%, p=0.049), and those in the control group were more likely to have low
vision/ blindness (24.1 vs. 12.7%, p=0.019). They did not adjust for these differences.

The intervention tested was the Safer and Stronger Programme (SSP). The SSP is a
computerized self-screening tool for IPV for women with disabilities. Women are prompted to
disclose exposure to abuse, describe their perpetrator and report any safety behaviours they may
use. The programme was designed to be accessible for people with disabilities and included
audio-video vignettes of four diverse survivors of IPV (of different ethnicities, ages, disabilities
and types of perpetrators), who provide information on abuse, warning signs and safety
promoting methods. The screening includes abuse by intimate partners as well as personal
assistants. The programme was 1-1.5 hours in length and participants were provided with a
mobile phone with programmed support line numbers. The intervention group completed the
assessment intervention at T1 and 3 months later at T2. The intervention group received a Health
Awareness Programme following completion of the SSP at T2. The control group received only a
Health Awareness Programme at T1 but completed the intervention at T2.
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They found that abuse awareness increased significantly in the intervention group from T1 to T2,
particularly for women who had not experienced abuse in the previous year. At T2, women in the
intervention group had significantly greater abuse awareness scores than women in the control
group (p=0.015). They found no significant differences between the intervention and control
groups on safety self-efficacy and safety promoting behaviours. Women in the low and no past
abuse classes reported lower scores on abuse awareness (p<0.0001), higher scores on safety
self-efficacy (p<0.0001), and fewer preventive safety behaviours (p<0.0001) than women in the
other abuse classes (sexual, physical or multiple abuse).

The authors conclude that the computer assessment programme is a promising format for
conducting abuse assessments and improving abuse awareness. There are several limitations to
this study, including: short period follow up, lack of data collection on frequency or severity of
abuse, lack of data collection on whether participants were living with a perpetrator and other
situational factors, lack of description of the Health Awareness Programme, use of novel
measures (due to lack of established measures for assessing abuse among women with
disabilities), use of a community-based convenience sample of primarily middle-aged women,
and long duration of the intervention which may limit applicability in certain settings.

Shye et al., 2004

A US-based non-randomized controlled trial by Shye et al., 2004 [+] compared the effectiveness
of two system-level multifaceted quality improvement approaches to improve the secondary
prevention of DV in an urban clinical setting. Participants included clinicians from 11 HMO
medical offices who remained in their original study arm during the 10-month implementation and
who had worked for a minimum of 6-months in a single medical office. Patients recruited included
women aged 18-45 visiting family practice (FP), Internal Medicine (IM), or OB/GYN for “health
maintenance visits”, as well as mothers who came to “well-baby” visits. At pre-intervention,
clinicians who participated were a mean age of 43.9, 50.2% female; and 72% were physicians. At
post-intervention, the mean age was 45, and the sample was 47.6% female and 69.5%
physicians. At pre-intervention, the patient sample was primarily 26-35 years (44.6%), 74% were
married or living with a partner, 51.8% were in full time employment, and 87% were White. At
post-intervention, 44.6% of patients were 26-35 years old, 73% were married or living with a
partner, 50.9% were employed full-time, and 87% were white. The total number of participating
clinicians was n=273 (pre-intervention) and n=238 (post-intervention); the number of participating
patients was n=1925 (pre-intervention) and n=1979 (post-intervention).

The intervention was an augmentation of the basic strategy (ABIS) by providing medical office
social workers paid time to act as social change agents for DV. The role involved: 1) providing
information to clinicians about prevalence of DV, risk markers and abuse dynamics; 2) advocating
for secondary prevention with primary care clinicians; 3) clarifying the appropriate goals of
screening and intervention activities; and 4) modeling secondary prevention skills (including:
asking about DV, conducting risk assessment, documenting violence, etc.). These activities were
carried out in department meetings and individual contact with clinicians. The Basic HMO
implementation strategy (BIS) included dissemination of DV guidelines, continuing medical
education (CME) and clinical and environmental supports and prompts to increase clinician
assessment of and patient disclosure of DV exposure. The guidelines were a “routine inquiry”
rather than universal screening approach which recommended that primary care physicians
inquire about exposure to DV of female patients and mothers of paediatric patients at “health
maintenance visits” (routine visits for non-acute care) and for patients who present symptoms
suggesting abuse. A task force coordinated the training (through a half-day conference,
circulation of educational articles, print materials and cards with referral services) of a DV
response team (including nurses, social workers, medical assistants, and sometimes a female
physician) to intervene with those patients exposed to DV. The HMO also provided a
paediatrician co-chair to the task force to oversee administration, and provided funds and
materials to support staff training and secondary prevention. However, no HMO funds were
provided to support staff time for these implementation activities.
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They measured clinicians’ frequency of inquiry into key DV symptoms (including injuries, chronic
pain, depression, etc.), and proportion of women who reported discussion of DV exposure during
recent health visits based on patient interviews. At baseline, they found that 2.9% of participants
had been asked by their provider about their exposure, which rose to 9.5% at one-year follow up
(p=0.001). The proportion of women who reported discussing DV with a provider increased from
0.7% at baseline to 1.2% at follow up but this finding was not statistically significant. Logistic
regression analyses showed a statistically significant increase in inquiry rates during the study
period (OR=3.75, 95% CI: 2.41-5.84, p=0.0001). However, the ABIS was not significantly different
from the BIS in affecting inquiry rates (p=0.61 for main effect of ABIS, p=0.38 for interaction effect
of ABIS x time).

This study focused on process measures of provider attitude change (outcomes not reported
here) and rates of routine inquiry about exposure to DV rather than detection and responses with
abused women. The authors note that they were limited by time and financial constraints and the
small sample of women who reported disclosing DV exposure to a clinician.

Sprague et al., 2012

A Canadian non-comparative study by Sprague et al. (2012) [-] examined if female fracture clinic
patients who screen positive for intimate partner violence (IPV) using direct questioning also
screen positive using a validated self-report questionnaires. A total of 282 participants were
recruited from two level 1 trauma orthopaedic clinics in Ontario. To be included, participants must
have been seeking treatment at the clinic for an orthopaedic injury. The majority of women who
participated were white (85.1%), age 40 years or older (62.8%) and had an annual income of
$40,000 or higher (59.6%), and all were English speakers. Participants were asked questions
about their injury and demographics and then completed, in writing, the two validated self-report
guestionnaires: the Woman Abuse Screening Tool (WAST) and Partner Violence Screen (PVS)
tool. Three questions from the WAST directly address physical, emotional and sexual abuse
within the past year which were scored separately and referred to in the study as “direct
questioning.” They compared the prevalence rates of IPV identified by the 3 tools and calculated
the sensitivity and specificity of the PVS tool using the “direct questions” from the WAST tool.

The direct questions revealed an IPV prevalence of 30.5%, compared to 12.4% on the WAST and
9.2% on the PVS. Using any of the tools, a total of 94 women screened positive for IPV. Of these
women, the WAST identified 37.2%, the PVS identified 27.7% and the direct questions identified
89.4% of victims. Sensitivity of the PVS tool was 25.3% and the specificity was 96.9%. They
conclude that rates of IPV may be under-estimated by both the WAST and PVS tools. The
authors argue that is possible to screen negative on WAST or PVS despite experiencing abuse,
due to the variety of measures used in these tools to calculate a positive or negative score.

Limitations of the study, noted by the authors, include the use of a small sample size and reliance
on self-report measures. Due to confidentiality issues, the research team was not able to ensure
guestionnaires were completed, resulting in some missing or incomplete data. The study also
relied on a subset of direct questions to evaluate screening tools, rather than a gold standard
method. As well, some women may not be comfortable in responding to direct questions about
abuse. During the questionnaire, each participant was asked the PVS questions, followed by the
WAST questions, with direct questions asked last. The authors claim that this may have
encouraged women to over-estimate experiences of abuse when responding to the direct
guestions.

Svavarsdottir, 2010

An Iceland-based cross-sectional study by Svavarsdottir, 2010 [-] compared a written self-report

screening questionnaire with a clinical screening interview. Women were recruited from two urban
clinical settings: an emergency department and a high-risk prenatal clinic. Women were eligible if
18-68 years in age, if seeking health services from the emergency department or prenatal clinic, if
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they could read and write Icelandic or English, and if they were able to participate without their
partner present. A total of 101 women were recruited from the emergency department, and 107
women from the prenatal clinic. Women recruited from the emergency department who
participated were a mean age of 38.01, and primarily: Icelandic (96.1%), married (41.8%) or co-
habiting (28.6%), in full-time employment (61.5%), were in good physical health (41.7%) and
psychological health (50.5%), had a partner of a mean age of 40.59, and had either no children
(25.2%) or one (24.3%) or two (21.4%) children in the household. Women recruited from the
prenatal clinic who participated were a mean age of 30.39, and primarily: Icelandic (96.6%),
married (41.5%) or co-habiting (38.6%), in full-time employment (68%), were in very good (40%)
or good (41.9%) physical health and very good (42.3%) or good (40.4%) psychological health,
had a partner the mean age of 33 years, and had one child in the household (41.9%).

All women who were recruited completed two questionnaires (one on demographics and one
screening questionnaire) and participated in a clinical interview. The screening questionnaire
used was the validated Woman Abuse Screening Tool (WAST) - an 8-item tool to assess current
partner violence. The first two questions assess relationship tension while the remaining
guestions assess the frequency of feelings and experiences related to abuse on a scale from 1
(never) to 3 (often). All questionnaires were available in English and Icelandic and together
required 4-12 minutes to complete. Following completion of the written questionnaires, women
were invited to an interview with either a nurse (emergency department setting) or midwife
(prenatal clinic setting). Women were interviewed using a tool developed by the author
Svavarsdottir and Orlygsdottir, and established as valid by a panel of expert researchers and
clinicians. The interview is comprised of 9 open-ended questions regarding lifetime and current
(past 12 months) physical, sexual and emotional abuse, along with current safety and support
needs. Interviews ranged from 10-54 minutes in length. Training (a lecture, 90-minute film on IPV
and 2-5 seminars) was received by 21.5% of emergency department nurses and 91.7% of
midwives.

In the emergency department sample, 10.8% self- reported physical abuse following an argument,
compared to 3.0% in the prenatal clinic sample; 15.1% in the emergency department and 4% in
the prenatal clinic self- reported partner physical abuse; and 3.2% in the emergency department
self-reported partner sexual abuse, compared to no women in the prenatal clinic. Comparatively,
the face-to-face interviews revealed a lifetime abuse rate of 49.5% for the emergency department
sample and 39.3% for the prenatal clinic sample; former or current physical abuse was 32% in
the emergency department sample and 21.5% in the prenatal clinic sample; past 12-month
physical abuse was 17.5% in the emergency department sample and 7.5% in the prenatal clinic
sample; sexual abuse was 3.9% in the emergency department sample compared to none in the
prenatal clinic. In sum, findings reveal that the most effective method of screening varied between
sites and type of abuse being reported and there were no clear-cut results indicating which
methods were more effective in revealing abuse. Women more often disclosed physical abuse in
the face-to-face interview in both settings. Women at the emergency department more often
disclosed emotional and sexual abuse on the written self-report questionnaire, while women in
the high-risk prenatal clinic disclosed emotional and sexual abuse at the same rate regardless of
format. The authors note that the face-to-face methods resulted in less missing data.

The design of this study was not robust due to the use of a relatively small sample size, a lack of
estimates of effect sizes and information on significance of findings, and differences in the
approaches of the written (covering only current abuse) and face-to-face interviews (covering
lifetime and current abuse). The authors note that because the study was conducted with a
sample of primarily Icelandic women, findings may not be generalisable to other populations of
women outside of these clinical settings.

Trautman et al., 2007

A US-based before and after study by Trautman et al., 2007 [+] compared a computer-based
method of screening for intimate partner violence with usual care in an emergency department
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(ED) of a large inner-city hospital in the USA. The hospital primarily serves African American and
low-income patients. Participants included women aged 18 and over who were presenting to the
emergency department who were not in critical condition and were presenting alone. A total of
1,005 women participated; intervention=411, control=594. The authors note that a large
population was ultimately excluded because they were too ill to perform the health assessment.
The intervention group reported the following experiences of abuse: 10% physical violence, 5.4%
forced sex, 6.3% feeling unsafe in current relationship, and 5.4% feeling unsafe from former
relationship. The majority of women were age 35-54 (41.4%), non-White (83.9%), had a child/
children in the household (50.9%), had never been married (53.8%), had graduated from high
school (42.3%), were employed (45%), and had an annual household income less than $10,000
(42.4%). Baseline measurements revealed that women who declined were more likely to be 55
years or older. For included participants, there were no significant differences between control
and intervention on all measured demographic characteristics. The study involved three
consecutive 2-week enrolment periods. Women presenting at the ED during the first and third
periods were the control/ comparison groups, while women in the second period were the
intervention group.

In the intervention, patient service coordinators recruited women to participate in a web-based
health survey which included 4 questions on intimate partner violence within the past year. The
survey was approximately 6 minutes in length (SD 4.4 minutes), and was completed on a laptop
in a private area of the emergency department (ED) while the women were waiting for care.
Those screening positive for IPV had a form printed out for their medical record and social
services referral. Participants were also asked to provide feedback on their opinion of the health
survey. The usual care condition was based on current ED policy which recommends, but does
not enforce, routine screening of intimate partner violence by nursing staff. They examined rates
of screening, detection, referrals, and receipt of services for IPV from a review of medical records.
They found that 99.8% of the intervention group was screened (completed the IPV questions in
the computer survey) for intimate partner violence, compared with 33% in the control groups
(67.1% difference, 95% CI: 63.3%-70.9%). Detection of IPV was 19% in the intervention group
versus 1% in the control group (17.8% difference, 95% CI: 13.9%-21.7%). Of the 87 participants
with a positive screening, only 46 (53%) were referred to social work services, with those in the
intervention group being more likely to be referred (10.5% vs. 0.5%, 10% difference, 95% CI: 7%-
13%). Similarly, participants were more likely to receive IPV services by a social worker if they
were in the intervention group (4% vs. 0.3%, 4% difference, 95% CI: 2%-6%).The majority of
women (88%) reported that they were comfortable with answering health questions using the
computer format. The health survey did also screen for alcohol use; they found that 6.9% of
women screened positive for likely problem use, but no further analysis of this measure was
provided.

While this study did find that the health survey significantly improved screening, detection, referral,
and receipt of IPV services, there are several limitations with this study, including: lack of follow-
up on impact of screening, no measures of emotional abuse and low rates of participation (there
was non-participation rate of 35% for control group one, 33% for control group three, and 27% for
the intervention group). As well, because participants were primarily low-SES African American
women, findings may have limited generalisability to other sub-populations. They did not examine
the impact of improved screening rates or referrals on women’s health or safety.

Vanderburg et al., 2010

A Canadian before and after study by Vanderburg et al., 2010 [++] investigated the effects of a
maternal home visiting programme on the inquiry and disclosure of DV, before and after the
implementation of a universal screening programme. The home visiting programme examined
was community based and focused on urban areas; rural public health records were not
assessed. The Healthy Babies Healthy Children (HBHC) programme was provided by a Northern
Ontario public health unit and delivered by public health nurses. The HBHC programme consists
of two forms of voluntary visits: a universal 48-hour postpartum home visit, and a long-term home
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visit for those families identified as being at “high risk.” Between 2002 and 2004, a routine
universal comprehensive screening (RUCS) protocol was implemented within the HBHC
programme. Several changes were made to the programme to facilitate implementation,
including: a dedicated budget, support from the health unit's programme director, research
support staff to review records and enter data, and a project lead to support procedures and staff
training. Staff training included small and large- group education, presentations by key experts
and orientation of new staff. Prior to implementation of the RUCS, the 48-hour flow chart for
documenting abuse used the term “family relations” for documenting abuse and did not include
guidelines for practice. With the implementation of the RUCS, this was changed to family
violence/ RUCS protocol, and included guidelines such as inquiring about abuse only when
women are alone (with neither partner, family member nor any children over 2-years). The family
assessment tool used for long-term visits with “high risk” families was not adapted to the RUCS
because it is a standardized and validated assessment tool used by all HBHC programs in the
province of Ontario. The tool records family violence and abuse, and abuse/ neglect of the
caregiver to the child, and included guidelines for practice. The researchers conducted a
retrospective chart audit of cross-sectional data from all HBHC home visits completed in 2001
(before implementation of RUCS) and 2005 (after implementation of RUCS). In the pre-RUCS
(2001) audits, they examined 48-hour home visit charts (n=459) and long-term home visit charts
(n=79). For the post-RUCS (2005) audits, they examined 48-hour home visit charts (n=485) and
long-term home visit charts (n=66). They do not provide demographic data for the women who
were included in these home visits.

They analysed abuse inquiry, abuse disclosure and alone status. They found that in 2001, alone
status was recorded on 32% of the 48-hour home visit records, which significantly increased to
86% in 2005 (chi square=287.5, p<0.001). For long-term home visits in 2001, alone status was
documented in 75% of records, which significantly increased to 92% in 2005 (chi square=7.9,
p<0.01). Disclosure of abuse also significantly increased for both types of home visits: from 3% in
2001 to 11% in 2005 for 48-hour home visits (p<0.01) and from 48% to 75% for long term home
visits (p<0.01). Protecting privacy by not asking about abuse when women were not alone also
significantly improved; for 48-hour visits, women who were not alone were not asked about abuse
in 19% of the records in 2001, which significantly increased to 98% in 2005 (chi square=357.4,
p<0.001), and for long-term visits this increased from 2.3% in 2001 to 38% in 2005 (chi
square=191.2, p<0.001). However, practices in the long-term home visit programme did not
improve as much as in the 48-hour visits; in the long-term visits, 23 women (out of 37 who were
not alone) were asked about abuse in the presence of someone in 2005; in the 48-hour home
visits, only 6 women (out of 383 who were not alone) were asked about abuse in the presence of
someone in 2005. The authors note that this is likely due to the lack of a screening guideline
regarding privacy in the long-term assessment tool.

The authors conclude that the implementation of a universal screening protocol into an existing
maternal home visiting programme improved practices to ensure privacy and safety of women
and also demonstrated an increase in disclosures of abuse. They did not examine the impact of
screening on women'’s health, or acceptability of the assessment tool by providers or women.
However, they state that focusing on practical measures such as rates of disclosure and provider
practices is a more “realistic” evaluation of universal screening than measurement of health-
related outcomes. Other limitations of this study include: the lack of demographic data for women
who patrticipated in home visits and a lack of information on the questions asked in the
assessment tools.

Wahl et al., 2004

A US-based before and after study by Wabhl et al, 2004 [-] examined the impact of a screening
tool for IPV in a paediatric setting for identifying children exposed to violence. Women were
recruited form the University of Arizona Paediatric Clinic. A total of 7,070 questionnaires were
completed during this two year study. The Paediatric Clinic provides care for 16,000 patients
annually and has an ethnic composition of 30% Hispanic and 5% African American patients, with
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approximately 75% of patients with coverage by Medicaid. Each parent/ couple who brought their
child to check in at the clinic was provided a “Child Safety Questionnaire” to complete during their
wait. Questionnaires were age-appropriate for each child, and multiple questionnaires were
provided if the parent was presenting with multiple children. Included in the questionnaire were 4
guestions addressing intimate partner violence, including: 1. Have you ever been in a relationship
with someone who has hit you, kicked you, slapped you, punched you, or threatened to hurt you?
2. Currently? 3. When you were pregnant did anyone ever physically hurt you? 4. Are you in a
relationship with someone who yells at you, calls you names, or puts you down? Parents who
responded yes to #1, 3 or 4 were classified as experiencing DV. Participants who responded yes
to #2 were classified as experiencing current DV, and those who responded no were classified as
experiencing past DV. Each parent/ couple completed the same questionnaire one year later.
Providers were advised to discuss any safety concerns indicated on the questionnaire during their
appointment with the family and provide necessary support and referral to the local social worker.
Screening occurred for a 3 month period. They examined prevalence rates for current and past
DV during the 3-month baseline period and for two subsequent years during which active
screening occurred.

Prior to active screening with the child safety questionnaire, they found 5 cases of DV in a
population of approximately 5,000 children over a 3-month period. Screening with the
guestionnaire resulted in the identification of 69 cases of current DV (2% of all screened) during
each of the two years of screening. The questionnaire was associated with significantly increased
odds of detecting current DV (OR=3.6, 95% CI [1.4, 9.1], p=0.007), with 72% [26—84%] of the
cases identified through the use of the questionnaire. Overall, they found that 2% (138 cases) of
children were currently exposed to DV, and 13% (915 cases) had been exposed to DV in the past.

There are a number of limitations to this study. In the first year, 27%, and in the second year,
35% of participants did not complete and/ or return a questionnaire. Therefore, it is likely that the
prevalence rate found is lower than the number of actual cases. They also note that due to the
large number of responses, they were unable to provide adequate support to all women and
therefore focused on women at highest risk. They note that they were unable to measure the
sensitivity or specificity of the tool, because the incidence of family violence in the population
studied is unknown. Finally, while they suggest that men (fathers) may have also completed the
guestionnaire (when provided to a couple, they were not instructed on who should complete the
guestionnaire) they do not provide further analysis or discussion of who completed the
guestionnaire, and the study focuses on women/ mothers as the victims of abuse. They also do
not address the safety of women answering the questionnaire’s four questions on victimization, if
such were being answered in the presence of a perpetrator. Finally, most of the patients served
were covered by Medicaire, and therefore the findings may not be generalisable to non low-
income populations.

Wathen et al., 2008

A Canadian RCT by Wathen et al, 2008 [+] compared the Woman Abuse Screening Tool (WAST)
with the Composite Abuse Scale (CAS). Women were recruited from 26 community based
primary health care sites between 2005-2006, and were eligible if they were age 18-64, literate in
English, presenting for their own health care, had a male partner in the past year, were able to
participate alone, and lived within 120km of the healthcare site. A total of 5,607 women
completed the screening tools (used to calculate a measure of agreement between the tools),
and the 399 of these women who were in the intervention group, screened positive for IPV, and
completed the follow-up interview were included in analyses looking at mental health and
substance use covariates. Among the 399 participants in the latter analysis, women were
primarily: under age 30 (38.6%); had less than 12 years of education (20.8%); were common-law,
separated, divorced, or widowed (56%); 8.3% were pregnant; and 15.6% had a partner employed
less than part-time. Prevalence of health conditions among these women included: 67.4%
reported depression, 35.9% somatisation, 23.6% panic disorder, 57.3% PTSD, 19.2% alcohol
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problem, 39.1% drug problem, 28.6% had a partner with an alcohol problem, and 22.3% had a
partner with a drug problem.

Participants completed the 8-item WAST which measures physical, sexual and emotional abuse
in the past year, and the 30-item validated “criterion standard” Composite Abuse Scale which
includes 4-subscales to measure partner abuse (severe combined abuse, emotional abuse,
physical abuse and harassment) in the past year. Intervention participants completed the WAST
before the clinical visit, and completed the longer CAS after the visit. The completed WAST was
attached to the patient chart to notify the health care provider. Those in the comparison group
completed both the WAST and CAS following their clinical visit. The authors note that providers
were trained in the identification and response to DV, although no further details are provided. All
who participated were provided with a card listing local support services for DV. Within two weeks,
women in both groups who had scored positive for IPV were contacted and completed a written
interview in the presence of a researcher to measure mental health, substance use and to gather
partner information. A total of 11% did not complete the follow-up interview, and 33% were lost
between intervention and follow-up. Those who did not complete interviews were more likely to
have higher scores on the CAS than those who completed interviews (22.4 + 29.4 vs. 17.8 £ 23.7,
t=-2.1, p=0.040).

Findings revealed that the WAST identified 22.1% of women as experiencing abuse in the past
12 months, compared to 14.4% who were identified on the CAS (k=0.63, SE=0.01). They
estimate that the brief screening (WAST) may actually over-identify women as being abused by a
partner, with unknown consequences. They also found that women who were positive for IPV on
both the WAST and CAS were more likely than those screening positive on the WAST only to
report to be: married (OR=2.7, 95% CI: 1.3-5.5, p=0.009), have a mental health issue (OR=2.3,
95% CI: 1.3-4.0, p=0.002), have a drug problem (OR=1.7, 95% CI: 1.1-2.9, p=0.036), and have a
partner with a substance use problem (OR=2.0, 95% CI: 1.2-3.2, p=0.006). These findings
suggest that screening for and responses to intimate partner violence may need to be sensitive to
the context of women'’s lives and often co-occurring issues.

The authors recommend further research on the potential implications of screening for women
with mental health and substance use problems. They also raise the issues of the unknown
negative and/ or positive consequences on women of screening, particularly if they are miss-
identified, as well as the resource implications for the health care system itself. There are several
limitations to this study, including: limited information on the follow-up interview and procedures,
lack of validation of results, and high attrition rates (potentially of more vulnerable women, as
suggested by the authors) at both intervention and follow-up. They also included only women who
had a male partner within the past 12 months, limiting findings to partner violence between
heterosexual partners.

5.5. Evidence Statements

We have organized the findings using the following categories:
1) Screening/ identification tools
2) Screening formats
3) Provider education that supports identification and intervention as relevant
4) Enhancing identification through additional protocols such as provider cueing
5) Organizational level supports for identification
6) Identification of violence with pregnant/ postpartum women.

Evidence Statement 5- Screening tools/ approaches

Seven studies compared the use of different screening tools or approaches on identification of
DV. There is moderate evidence from these studies that the type of tool or approach used results
in different rates of DV identification and/ or forms of violence identified, as well as the specific
sub-populations of victims and/ or perpetrators identified. A RCT (Wathen et al., 2008 [+]) found
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that women were over identified as experiencing DV when a brief screening tool (WAST) was
administered prior to the visit to a health care provider compared to a longer validated tool (CAS).
One before and after study (Colarossi et al., 2010 [+]) found that a longer tool including questions
on frequency of abuse identified more victims of DV, compared to a short, yes/ no response tool.
Another RCT (Rickert et al., 2009 [+]) found differences in the identification of physical violence
among young women when comparing three screening approaches; they also found that use of a
bidirectional approach resulted in greater screening and identification of women as perpetrators.
A before and after study (Kapur et al., 2011 [+]) found lower rates of IPV prevalence using written
formats of HITS compared to the PVS tool for women, but not for men. A cross-sectional study
(Halpern et al., 2009 [+]) found rates of DV identification were greater when using a diagnostic
protocol (3 question PVS which includes questions about women'’s perception of safety),
compared to a standard operating procedure in an emergency department where women are
asked as to the aetiology of their injury, and sub-populations of women were more or less likely to
report DV. An RCT with university students (Hamby et al., 2006 [+]) found that some forms of
violence were more often reported using a tool that measured frequency of abuse, when
compared to a yes/ no response tool. Findings from a cross-sectional study suggest that a shorter
version (6 item) may be as effective as a longer version (9-item) screening tool for identifying
elder abuse; and that 3 items from the tool may be the most powerful predictors of abuse,
including questions related to: belongings taken, being hurt or harmed by someone else, and
privacy (Moody et al., 2000 [+]).

Wathen et al., 2008 (RCT [+], Canada, n=5,607 women, 2 week follow up) [Intervention
participants completed 8-item WAST prior to clinic visit and 30-item CAS following their clinic visit.
Completed WASTSs attached to patient’s health record and providers trained in screening DV.
Comparison group completed both tools following clinic visit, and all participants received card
listing local support services]. WAST identified 22.1% DV rate in women, compared to 14.4% on
CAS (k=0.63, SE=0.01). Women positive for IPV on both WAST and CAS were more likely than
women screened positive on the WAST only to be: married (OR=2.7, 95% CI: 1.3-5.5, p=0.009),
had a mental health issue (OR=2.3, 95% CI: 1.3-4.0, p=0.002), had a drug problem (OR=1.7,
95% CI: 1.1-2.9, p=0.036), had a partner with a substance use problem (OR=2.0, 95% CI: 1.2-
3.2, p=0.006).

Colarossi et al., 2010 (before and after [+], USA, n=805 women (mean age: 24.7 (old screen);
25.1 (new screen); primarily African American and Latina; English speaking, single), Jan-Dec
2006 (old screening); Jan-Dec 2007 (new screening) [Compared two screening tools in
reproductive health clinics at two time points; the older (old screening) tool included 2 yes/ no
guestions and the new screening tool (new screening) included 6 questions measuring frequency
of past year violence and lifetime violence] More women using the new form reported any IPV
(23.6%) than on the old form (11.2%) (p=0.000). Twice as many affirmative reports of all IPV
categories were found on the new form: any violence OR=2.66 (p<0.001), current violence
OR=2.56 (p=0.07), past violence OR=2.61 (p<0.001), and both current and past OR=4.18
(p<0.05). For each additional year of age, reporting increased about 4% (OR for age as an
interval variable in number of years was 1.04, p=0.001).

Rickert et al., 2009 (RCT [+], USA, n=669 young women (age 18-24), post-intervention) [Self-
administered computer screening using one of 3 approaches. 1) Basic screening: 5 standardized
guestions regarding past year and lifetime violence; 2) Healthy relationships screening: basic
screening plus two questions regarding partner treatment; 3)Bidirectional screening: basic
screening plus 3 questions regarding perpetration against partner. Following computer screen,
responses were attached to patient’s chart and trained provider conducted face-to-face screen]
No significant differences in reports of lifetime violence or past sexual/ physical violence.
Significant difference found in physical violence by screening approach; 11.6% in the bidirectional
approach, 6.2% in the healthy relationship screen and 5.6% in the basic screen (p<0.04).
Bidirectional approach more often included a provider assessment of women’s perpetration
against their partners. Overall, 31% of women noted a lifetime occurrence of violence, yet
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provider identified only 18% as victims of violence. No significant differences in women or
providers’ experiences of screening approach.

Kapur et al., 2011 (before and after [+], USA, n=466 patients (67.8% female; 32.2% male,
primarily non-Hispanic White), post intervention) [Phase 1 completed written self-administered
guestions from PVS and HITS. New set of participants in Phase 2 participated in face-to-face
screening interviews with trained residents using same questions]. For women completing the
written questionnaire, screening prevalence of IPV was lower on the HITS (9%) than for the PVS
(17.8%, p=0.008). No significant differences in face-to-face screening prevalence between the
PVS and HITS for women. For men, there were no significant differences in screening prevalence
for IPV based on tool (all p=0.25).

Halpern et al., 2009 (cross-sectional [+], USA, n=286 women, post intervention) [Compared
diagnostic procedure (DP) (PVS tool including 3 face-to-face questions on physical violence and
safety, and an assessment of risk based on location of the injury) with standard operating
procedure (nurse questioning at intake for injury aetiology) in emergency department].

Participants identified as high risk using DP were more likely to report DV injury aetiology (OR=38,
95% CI: 4.5-327, p=0.01). Frequencies of self-reported IPV injuries were 11.5% for the DP and
5% for the SOP (p<0.03). Older women were less likely (OR=0.95, 95% CI: 0.9-1.1, p<0.05) and
non-white women were more likely (OR=7.5, 95% CI: 1.8-30.1, p=0.01) to report a DV injury
aetiology.

Hamby et al., 2006 (RCT [+], USA, n=160 undergraduate students (primarily freshmen, female,
European American, mid to upper class, post-intervention) [In manipulation of administration
method: half completed written format of CTS2 (78-question measure of IPV) and half a computer
format. In manipulation of response category, completed either standard categories of CTS2
(frequency of abuse) or yes/ no categories]. For response category, perpetrated and sustained
sexual coercion were more often reported using the standard CTS2 categories compared to the
dichotomous categories (chi-square=7.06, p<0.01) and (chi-square=6.18, p<0.05), respectively.
Inflicted injury was also more often reported in the standard CTS2 than the dichotomous condition
(chi-square=4.44, p<0.05). Overall, males were more likely than females to report perpetrating
sexual coercion (36% vs. 12%) (p<0.01).

Moody et al., 2000 (cross-sectional [+], USA, n=100 elderly (age 60 or over) women and men
living in an urban public housing unit (mean age of 66.6 years; 55% female, 45% male; White,
Hispanic, African American), n/a) [Tested psychometric properties of HSEAST, a 15-item
guestionnaire to screen for elder abuse. Answers were yes/ no, completed by self-report or in
person, with scores ranging from 0 to 15. The status of "past abuse" vs. "no abuse" was based on
self-report of being a previous victim of abuse, and checked against the records of the social
worker at the housing authority] Mean total scores on HSEAST were significantly different for the
abused group (4.01) compared to the non-abused group (3.01) (t=1.98, p=0.049). A factor
analysis supported the 3-factor structure proposed (Violation of Personal Rights; Characteristics
of Vulnerability; Potentially Abusive Situation) and explained 38% of the total variance. Reliability
(internal consistency) on the 15-item scale was weak, alpha=0.46. Reliability on the 10-item scale
(including only items from the factor analysis) was 0.59. A stepwise discriminant function analysis
showed that a 6-item model was as effective as a 9-item model in correctly classifying cases as
abused vs. non-abused (71% correct). Three items, related to: belongings being taken, being hurt
or harmed, and privacy, were identified as the most powerful predictors of abuse.

Applicability

One study was conducted in Canada (Wathen et al., 2008 [+]), and six studies were conducted in
the USA (Kapur et al., 2011 [+]; Halpern et al., 2009 [+]; Rickert et al., 2009 [+]; Hamby et al.,
2006 [+]; Colarossi et al., 2010 [+]; Moody et al., 2000 [+]). The study by Moody et al., 2000 [+]
was conducted with a convenience sample of elders in a high crime area and therefore may have
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limited generalisability. Otherwise, there is no reason to believe that the findings from these
studies would not be applicable within similar practice settings within the UK.

Evidence Statement 6- Screening format

Moderate evidence from four studies suggests that screening format impacts the disclosure of
IPV, forms of violence reported, or may improve awareness of abuse. One before and after study
(Kapur et al., 2011 [+]) found higher reports of IPV for women in a self-report written format,
compared to face-to-face format. Similarly, a RCT (Klevens et al., 2012 [+]) revealed that women
more often disclosed IPV in a self-report computer format, compared to face-to-face screening by
their health care provider. An individual RCT (Robinson-Whelen et al., 2010 [+]) found that
computer screening of women with disabilities improved their awareness of abuse. One RCT
(Hamby et al., 2006 [+]) found differences in the types of IPV reported in computer and written
screening formats. However, a cross-sectional study (Svavarsdottir, 2010 [-]) found that the most
effective format for screening varied between settings and types of abuse reported, with women
more often disclosing physical abuse in face-to-face interviews, compared to written self-report.

Kapur et al., 2011 (before and after [+], USA, n=466 patients (67.8% female; 32.2% male,
primarily non-Hispanic White), post-intervention) [Phase 1 completed written self-administered
guestions from PVS and HITS. New set of participants in Phase 2 participated in face-to-face
screening interviews with trained residents using same questions]. IPV prevalence was 17.3% for
the self-administered screening, compared with 9% using the face-to-face format. After adjusting
for socio-demographic characteristics, women more likely to report IPV on the self-administered
guestionnaire than the face-to-face format (AOR=3.5, 95% CI. 1.4-8.6), but differences for men
were not statistically significant (AOR=1.4, 95% CI. 0.3-5.8). Residents reported screening 11.7%
of male patients and 38.4% of female patients; 27.5% reported screening male patients and 25%
female patients only when abuse indicators were on patient history.

Robinson-Whelen et al., 2010 (individual RCT, [+], USA Time 1 n=329; Time 2 n=259 (women
with disabilities, mean age: 50.75, primarily White and living alone), 3 month) [Safer and Stronger
Programme (SSP): 1-1.5hr, culturally appropriate computer-based self-screening for IPV for
women with disabilities]. Abuse awareness increased significantly from Time 1 to Time 2,
particularly for women who had not experienced abuse in the previous year, and intervention
participants had significantly higher abuse awareness than control participants (p=0.015). No
significant effects differences between intervention and control on safety self-efficacy and safety
promoting behaviours, but abuse awareness and self-efficacy for safety were significantly related
to safety behaviours (p<0.05).

Hamby et al., 2006 (RCT [+], USA, n=160 undergraduate students (primarily freshmen, female,
European American, mid to upper class, post-intervention) [In manipulation of administration
method: half completed written format of CTS2 (78-question measure of IPV) and half a computer
format. In manipulation of response category, completed either standard categories of CTS2
(frequency of abuse) or yes/ no categories]. More physical assault was reported on the computer
format (chi-square=4.43, p<0.05). More sexual coercion was reported in the written form (chi-
square=7.06, p<0.01). In dichotomous category condition, slightly higher rates of physical assault
were reported for written (37.5%) compared to computer administration formats (32.5%); but for
the CTS2 condition, higher rates of physical assault were reported in the computer format
(47.5%) than the written format (22.5%) (p<0.05 for the interaction effect of response category x
administration format).

Klevens et al., 2012 (RCT [+], USA, n=126 women (primarily African American), 1 week) [Three
groups, all using PVS screening tool: 1) Provider Screened and Referred Group; 2) A-CASI
Screened and Referred Plus Provider Support Group; 3) A-CASI Screened and Referred Plus
Video Support Group]. Women screened using A-CASI disclosed IPV more often (21.3%) than
those screened by a health care provider (8.7%, p=0.07). Most women (41.3%) had no
preference for mode of screening. No differences between the provider-delivered and A-CASI
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delivered screening groups for positive or negative reactions to screening. No women interacted
with local advocacy staff within 3 months after screening.

Applicability

Four studies were conducted in the USA (Robinson-Whelen et al., 2010 [+]; Klevens et al., 2012
[+]; Kapur et al., 2011 [+]; Hamby et al., 2006 [+]). The study by Klevens et al., 2012 [+] was
conducted primarily with African American women, so findings may not be generalisable to other
sub-populations of women. There is no reason to believe that findings from the other studies
would not be applicable to the UK context.

Evidence Statement 7- Cueing

There is moderate evidence from seven studies that cueing improves discussion of, disclosure of
and referrals or services provided for DV among some populations. An individual RCT (Ahmad et
al., 2009 [++]) reported improved discussion opportunities for and detection of intimate partner
violence following cueing using a computer generated risk assessment prior to a medical
appointment; and in detected cases, patient safety was more often assessed and a follow-up
appointment more likely requested. Similarly, a RCT (Calderon et al., 2008 [++]) and before and
after study (Trautman et al., 2007 [+]) observed improvements in screening rates in prenatal care,
and in a emergency department, respectively, following cueing using a computer-based risk
assessment. One cluster-RCT (MacMillan et al., 2009 [++]) did not find that cueing improve risk of
violence and found only limited improvements in quality of life and depression measures. One
RCT (Rhodes et al., 2006 [+]) found that a computer survey-based prompt improved rates of
discussion and disclosure of DV in an urban, but not suburban, sample. An individual RCT
(Humphreys et al., 2011 [+]) also found an increase in rates of discussion of IPV in prenatal care.
Finally, a before and after study (Hamberger et al., 2010 [+] found that a chart prompt improved
screening rates.

Ahmad et al., 2009 (individual- RCT [++], n=293 women (final analysis) (mean age 43.5 years,
married, college or university educated, employed, range of income levels), post-intervention)
[Computer based patient survey completed pre-appointment, including questions related to
intimate partner violence and control (IPVC) and other health risks. Computer generated risk
report attached to medical chart for physician, along with suggested referral resources and a
patient sheet of health risks and recommended resources. Control participants did not receive
screening prior to medical appointment] Based on exit survey data, overall prevalence of any
form of IPVC was 22%, and there was no significant difference between the intervention and
control conditions. The computer risk report improved IPVC discussion opportunities (35% vs
24%; adjusted relative risk (RR)=1.4, CI: 1.1-1.9) and detection of IPVC (18% vs. 9%; adjusted
RR=2.0, Cl: 0.9-4.1). In detected cases, physicians were more likely to assess patient safety in
the intervention (9 of 25 participants) than control group (1 of 12 participants), and request a
follow-up appointment (20 of 25 intervention participants; 8 of 12 control participants). On
average, participants perceived screening as beneficial but concerns regarding privacy and
interference with physician interactions were reported.

Calderon et al., 2008 (RCT [++], USA, n=59 prenatal patients (mean age 27.4; primarily Latina
and African American, high school educated), post-intervention) [Private computer risk
assessment (for multiple risks) completed prior to regular prenatal visit; cueing sheet attached to
medical record for provider along with counselling suggestions] 17 out of 20 women reporting IPV
in the intervention reported a discussion with their provider (85.0%, 95% CI: 62.1%-96.7%),
compared to 4 of the 17 participants reporting IPV in the control group (23.5%, 95% CI: 6.8%-
49.9%). Most rated the discussion as helpful, and were comfortable with using the computer
programme.

MacMillan et al., 2009 (cluster-RCT [++], Canada, n=411 female patients (mean age of 34 years,

mean education of 14 years), baseline, 6-, 12-, 18- months) [Intervention participants completed
the Woman Abuse Screening Tool (WAST) prior to meeting the clinician. Positive screenings
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guestionnaires were added to the patient chart for the clinician to discuss at their discretion.
Following the visit, all women completed the Composite Abuse Scale (CAS). The no-screening
group completed the WAST and CAS following their medical appointment] Trajectory of risk of
IPV recurrence was non-significant but downward (at 18 months, OR=0.82, 95% CI: 0.32-2.12)
for screened compared to nonscreened women. Quality of life (at 18 months, 3.74 points higher,
95% CI: 0.47-7.00) and depressive symptoms (at 18 months, -2.32, 95% CI: -4.61 to -0.03) were
somewhat improved in screened women but no longer statistically significant following estimates
from multiple imputations.

Trautman et al., 2007 (before and after study [+], USA, n=1,005 women (majority age 35-54, non-
White, never married, with a child, high school education, employed, low income), post
intervention) [Self-report web-based health survey with 4 IPV questions completed and attached
to medical record, along with social services referral for providers] 99.8% of the intervention
screened for IPV, compared with 33% in control groups (67.1% difference, 95% CI: 63.3%-
70.9%). Only 53% of positive screenings were referred to social work services.

Rhodes et al., 2006 (RCT [+], USA, n=867 (urban and suburban samples), post-intervention)
[Intervention group completed self-report computer risk assessment; any risk notifications
provided to physicians prior to appointment. Control group received usual care] DV rate of 26% in
the urban sample and 21% in the suburban sample. For urban sample, computer prompt
increased rates of discussion of DV (56% vs. 45%, OR=1.99, 95% CI: 1.25-3.18, p=0.004),
disclosure of DV (14% vs. 8%, OR=1.71, 95% CI: 0.96-3.05, p=0.07), and services provided (8%
vs. 4%, OR=2.29, 95% CI: 1.04-5.02, p=0.04). No significant increase in discussion or disclosure
of DV in suburban sample.

Humphreys et al. 2011 (individual RCT [+], USA, n=50 women (mean age: 27.7, primarily Latina
and Black, non-married, high school educated or more, and experience of physical violence in the
year before pregnancy), one month) [Women in intervention completed computer based risk
assessment with “Video Doctor” prior to prenatal clinic visit. Programme provided tailored
messages and cueing sheet for providers, along with suggested messages and resources.
Control group received usual care] The intervention group was more likely to report patient-
provider discussions of IPV when compared to the control group at baseline (81.8% vs. 16.7%,
p<0.001) and one-month follow-up (70.0% vs. 23.5%, p=0.008). Participants in the intervention
group were more likely to have a discussion of IPV risk at one or both visits, compared to usual
care (90.0% vs. 23.6%, p<0.001).

Hamberger et al., 2010 (before and after [-], USA, n=436 medical exam charts, 18 months)
[Family practice residents received 3hr IPV training (both control and intervention participants)
plus chart prompt (intervention only) to screen for IPV. After 7 months, chart prompt replaced by
pain screening prompt] Baseline screening rate improved from 2% to 92% after chart prompt (z=-
18.6, p<0.0005). Chart prompt removal showed a significant decrease in documented screening
at 36% (z=7.0, p<0.00005). Male providers were more likely to document screening than female
providers (males 39% vs. females 29%, p=0.03).

Applicability

Two studies were conducted in Canada (Ahmad et al., 2009 [++]; MacMillan et al., 2009 [++]) and
five were conducted in the USA (Rhodes et al., 2006 [+]; Calderon et al., 2008 [++]; Trautman et
al., 2007 [+]; Humphreys et al., 2011 [+]; Hamberger et al., 2010 [-]). Several studies were
conducted with primarily African American and/ or Latina women (Rhodes et al., 2006 [+];
Calderon et al., 2008 [++]; Humphreys et al., 2011 [+]), so these findings may not be
generalisable to other sub-populations of women. However, there is no reason to believe other
studies would not be applicable to the UK context.
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Evidence Statement 8- Provider education

There is inconsistent evidence from four studies that provider education interventions are
effective in improving screening practices or clinical enquiry. The strongest evidence comes from
an RCT (Lo Fo Wong et al., 2006 [++]) which compared focus group with full training
interventions, and found modest improvements in awareness of and identification of DV for both
conditions, but were greater in the full training condition, and another RCT (Feder et al., 2011
[++]) which found improvements in referrals, and an increase in disclosures of DV following an
education and advocacy intervention. One before and after study (Bonds et al. 2006 [+]) found a
modest increase in women’s self-reports of screening following a multimodal education
programme for health care providers. One RCT (Coonrod et al., 2000 [+]) found that a training
programme for medical residents increased knowledge about DV but did not significantly increase
rates of diagnosis of DV.

Feder et al., 2011 (RCT [++], UK, n=48 primary care practices (serving a median of 7,142
registered patients, with a median of 45.3% full-time equivalent female doctors, and a median of
32% of registered patients on low-income), 12-months) [Clinicians received two 2 hour sessions,
delivered by a psychologist/ family doctor and an advocate educator, including cases studies and
practice exercises; each site provided support materials and regular feedback and meetings to
reinforce training. 1hr training session on confidentiality and safety issues for administrative staff.
Each practice nominated a champion who received additional 8 hour training]. The recorded
number of referrals to an advocacy group was 22 times larger in the intervention practices than in
the control practices, after controlling for potential confounders (adjusted incident rate ratio
(IRR)=22.1, 95% CI: 11.5-42.4). Recorded disclosures of DV in the medical records were higher
in intervention practices than in control practices (adjusted IRR=3.1, 95% CI: 2.2-4.3). Referrals
received by DV agencies were also greater in intervention practices: adjusted IRR 6.4 (95% CI:
4.2-10.0).

Lo Fo Wong et al., 2006 (RCT [++], Netherlands, n=54 family doctors (51.9% female, 48.1%
male; primarily: age 40-50 years, work in economically deprived district, work part-time, in
residence less than 15 years, in a duo/ group practice), 6-month) [focus group alone: six, 1.5 hour
focus group discussions on IPV views, experiences, practices, barriers; intervention: focus group
plus 1.5 day training on overcoming barriers identified in focus group]. Discussion or suspicion of
partner abuse was 4.54 times greater for the full intervention than control group (95% CI: 2.55-
8.09, p<0.001). Discussion or suspicion of partner abuse was 2.2 times more likely for the focus
group only than control group (95% CI: 1.14-4.26, p=0.019). Discussion or suspicion of partner
abuse was 2.19 times more likely for the full-training intervention group than focus group only
group (95% CI: 1.36-3.52, p=0.001). The full training group was 5.92 times more likely to engage
in active questioning when there were “non-obvious” signs than untrained groups (OR 95% CI:
2.25-15.62, p<0.01).

Bonds et al., 2006 (before and after [+], USA, initial survey n=1,482 female patients; follow-up
survey n=1,527 female patients (mean age=49 years, primarily: White, married, with child at
home, health insured, employed, low income), post-intervention) [one day centralized training for
providers delivered by 2 local resource persons, followed by one single 90min training or two 45-
min training sessions, and ongoing educational lunch sessions over 18-month period; clinic
choice of patient education materials and screening method (oral or paper), and choice of 5
screening tools]. Women'’s self-reports of screening for DV increased from 16% (n=236) pre-
intervention to 26% (n=398) post-intervention. Patients were 79% more likely to be screened
post-intervention compared to baseline after adjustments for patient and provider characteristics
(OR 1.79, 95% CI 1.43-2.23).

Coonrod et al., 2000 (RCT [+], USA, n=102 medical residents entering residency in 1995 and
1996 (no demographic information provided), 9 months-12 months) [1st year: 20min video on
prevalence of IPV; 2nd year: 20min programme including 9min video, role-playing of interview
techniques and reading materials]. Residents’ self-reports of DV diagnoses were not significantly
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different in 1995: 75% intervention vs. 60% control (p=0.26), or in 1996: 67% intervention vs. 46%
control (p=0.15). However, when pooling data from the two years together, the intervention group
was 35% more likely than the control group to diagnose DV (RR=1.35, 95% CI: 0.96-1.90).
Significant differences were found in reported diagnoses of cases of DV by specialty: 100% family
practice; 90% emergency medicine; 80% OB/GYN, 67% psychiatry, 63% paediatrics, 47%
internal medicine and 0% surgery residents. There were significant improvements in knowledge
of DV (intervention mean=73% correct on the post-intervention test vs. control mean=56%
(p=0.002).

Applicability

One study was conducted in the UK (Feder et al., 2011) [++], one in the Netherlands (Lo Fo
Wong et al., 2006) [++], and the remaining studies in the US (Bonds et al., 2006 [+]; Coonrod et
al., 2000 [+]). The Coonrod et al., 2000 study was based on an intervention with medical
residents carried out in 1995-1996, so it may be less applicable to current residents. There is no
particular reason to think that there may be barriers to applicability of the other non-UK based
studies to the UK context.

Evidence Statement 9- Policy/ Organizational change

There is inconsistent evidence from two before and after studies that the implementation of policy
or organizational changes to screening for DV improves screening rates, referral rates and/ or
provider comfort with and ability to screen. Shye et al., 2004 [+] reported modest improvements in
screening following augmentations to a HMO routine inquiry strategy. Power et al., 2011 [-]
reported improvements in referral rates and providers’ self-reports of awareness and efficacy of
DV screening following implementation of a routine screening programme within an emergency
department.

Shye et al., 2004 (non-randomized controlled trial [+], USA, pre-intervention n=273 clinicians,
post-intervention n=238 clinicians (half female, majority physicians), pre-intervention n=1,925
patients, post-intervention n=1,979 patients (primarily 26-35 years, White, living with a partner,
full-time employed), 12 months). [Augmented basic HMO routine inquiry implementation strategy
by providing social workers with paid time to act as social change agents (providing ongoing
support, training and advocacy) via regular meetings and individual contact with clinicians vs. a
basic HMO implementation strategy that did not include this paid time for social workers to act as
change agents for DV] At baseline, 2.9% of participants had been asked about DV exposure,
increasing to 9.5% at one-year follow up (p=0.001). Women who reported discussing DV with a
provider increased from 0.7% at baseline to 1.2% at follow up (not statistically significant).
Logistic regression analyses showed a statistically significant increase in inquiry rates during the
study period (OR=3.75, 95% CI: 2.41-5.84, p=0.0001). However, the ABIS was not significantly
different from the BIS in affecting inquiry rates (p=0.61 for main effect of ABIS, p=0.38 for
interaction effect of ABIS x time).

Power et al. 2011 (before and after [-], Australia, n=40 medical staff (70% female; 70% nurses), 3
months) [Implementation of routine DV screening programme within Emergency Department,
supported by ecological model. Provision of screening tool to staff, list of referral services,
response protocol, posters, 1hr training session, full day training of volunteer staff to champion
the programme]. Referral rates increased by 213%. Medical staff supported the programme
(M=3.9, SD=0.9) and thought the screening programme was effective in identifying domestic and
family violence (M=3.8, SD=0.68), felt they had appropriate support to deal with DV issues that
arise (M=3.6, SD=0.9), and that impact of the tool on identification was mildly effective (M=3.2,
SD=0.9). Most felt prepared to use the tool (M=3.5, SD=1.0) and were content with their own
knowledge of support services (M=3.2, SD=1.0).
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Applicability
One study was conducted in Australia (Power et al., 2011 [-]) and one in the USA (Shye et al.,

2004 [+]). These finding will be limited in applicability to those contexts in the UK where similar
institutional policies may exist.

Evidence Statement 10- Identification in pregnancy/ Postpartum

There is moderate evidence from five before and after studies and one interrupted time series
study, that universal screening or routine enquiry for DV in pregnancy, when supported by staff
training and organizational support, improves screening practices and documentation of DV. Two
studies examined the impact of a routine comprehensive screening protocol during postpartum
home visits; one found significant improvements in the protection of women’s privacy during
screening (Vanderburg et al., 2010 [++]), while the other was supported by a year-long
professional development strategy and found improvements in documentation of abuse inquiry
(Grafton et al., 2006). One study (Duncan et al., 2006) examined the effect of providing repeated
individualized feedback to OB/GYN residents on their screening performance, compared with that
of other residents and found significant increase in rates of screening. Two studies examined
policy and organizational changes to support the implementation of universal screening protocols
within settings serving pregnant and postpartum women (Janssen et al., 2002 [+]; Garcia and
Parsons, 2002 [+]) and found substantial improvements in screening rates. Another study (Price
et al., 2007 [+]) examined the implementation of an antenatal routine enquiry programme but
found only modest improvements, with most midwives reporting assessment of only a proportion
of clients.

Vanderburg et al., 2010 (before and after [++], Canada, pre-implementation (2001) 48hr home
visits charts n=459: pre-implementation (2001) long-term home visit charts n=79; post-
implementation (2005) 48hr home visits charts n=485; post-implementation (2005) long term
home visit charts n=66), post-implementation follow-up) [Routine comprehensive screening
protocol (RUCS) implemented in home visiting programme in 2002-2004; included new guidelines
to only inquire about abuse when women are alone. RUCS supported by budget, administrative
support and training]. In 2001, alone status was recorded on 32% of 48hr visit records, increasing
to 86% in 2005 (chi square=287.5, p<0.001). For long-term home visits in 2001, alone status
recorded in 75% of records, increasing to 92% in 2005 (chi square=7.9, p<0.01). Disclosure of
abuse increased from 3% in 2001 to 11% in 2005 for 48-hour home visits (p<0.01) and 48% to
75% for long term home visits (p<0.01). Women who were not alone were not asked about abuse
in 19% of the 48hr records in 2001, increasing to 98% in 2005 (chi square=357.4, p<0.001); for
long-term visits this increased from 2.3% in 2001 to 38% in 2005 (chi square=191.2, p<0.001).

Duncan et al., 2006 (interrupted time series [+], USA, n=12, 518 patient records at 5 data
collection periods) [Two hour training on DV, provision of screening questions, individualized
reports on screening performance compared with that of other residents 4 times starting 2 months
after training]. Prior to intervention residents screened at 60% of visits, increasing to 91% (chi-
square 28.4, p<0.001). The odds of screening by male residents compared to female residents
was OR=0.46 (95% ClI: 0.21-0.98).

Grafton et al., 2001 (before and after [+], Canada, pre-RUCS n=1,151; post-RUCS n=1,193 home
visit charts, 12 months) [Year long professional development strategy to support use of routine
comprehensive screening protocol (RUCS) during home visits, including: workshops and small
group work, support by programme advocates, and revisions to assessment forms to prompt
assessment of DV]. Prior to RUCS, there was only 0.8% documentation of abuse inquiry for low-
risk clients, increasing to 20.5% post-RUCS. Women under 20 years and single mothers were
more likely (p=0.001) to be asked.

Janssen et al., 2002 (before and after [+], Canada, n=300 nurses in ethnically diverse postpartum

clinical setting, 4, 6, 18 months) [Implementation of a universal screening protocol based on
Roger’s innovation-diffusion model; engaged key administrators as advocates and offered 1hr
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training sessions, support from early adopters acting as models for change, competency
checklists, updated staff materials, and support from all hospital staff. Screening protocol was
culturally tailored] Initial screening rate increased from 42.1% to 53.8% at 4-months, 60.76% at 6-
months, and 62.1% at 18 months.

Garcia and Parsons, 2002 (before and after [+], USA, n=80 clinicians (97% female, 20-64 years,
primarily nurses), 3 months, 12 months). [Implementation of a policy change for universal DV
screening of obstetric patients; supported by development of DV screening kit, changes to
medical records forms, 3hr staff training] From baseline, awareness of the protocol (26.3%),
ability to identify patient resources (26.3%) and community resources (17.5%), all increased at
post-intervention (75%, 79% and 75% respectively) (all p-values <0.01). At baseline, DV was
addressed and documented on 9% of patients charts, increasing to 47% at 3-months and 90% at
9-months post-implementation (all p-values<0.01). Screening by nursing staff increased from pre
(70%) to post-implementation (90%) (p<0.05).

Price et al., 2007 (before and after [+], UK, n=79 midwives, 3, 6 months) [Education and support
programme to promote routine enquiry of DV in antenatal care] In 17-months pre-implementation,
8 “cause for concern” forms for DV out of 6, 764 patients; In 9 month follow-up, 25 “cause for
concern” forms out of 3, 779 patients. Majority of midwives (59%, n=38) reported screening 41-
60% of women.

Applicability

One study was conducted in the UK (Price et al., 2007 [+], one study was conducted in the USA
(Garcia and Parsons, 2002 [+]) and three studies were conducted in Canada (Janssen et al.,
2002 [+], Vanderburg et al, 2010 [++], Grafton et al., 2001 [+]). All studies evaluated the
implementation of universal screening or routine inquiry for DV in a variety of contexts so will be
applicable to similar settings in the UK where these policies exist.

5.6. Discussion

5.6.1. Key Findings

A total of 28 articles addressed the nature of the interventions and approaches used in health and
social care settings for identifying DV, informing six evidence statements on: screening/
identification tools, screening formats, provider education that supports identification and
intervention, enhancing identification through additional protocols such as provider cueing,
organizational level supports for identification, and identification of violence with pregnant/
postpartum women.

There is moderate evidence from seven studies that the type of tool or approach used results in
different rates of DV identification and/ or forms of violence identified, as well as the specific sub-
populations of victims and/ or perpetrators identified. Screening tools of various kinds have been
studied to understand their utility and impact in identifying those who have been subject to DV or
intimate partner violence (IPV). Generally, these studies investigate whether a standardized
approach to all patients in a range of health care settings, regarding their experiences with DV, is
effective in improving quality of life, health and presumably, recurrence of violence. The screening
tools in these studies cover a range of approaches, from brief tools to longer questionnaires, and
a range of administration techniques, from self-report to direct questioning. Overall, these studies
found differences in identification (rates, types of violence and groups identified) based on the
length of the tool used, the types of questions asked (e.g. frequency of abuse vs. yes/ no
guestion) and screening tool used (tools captured by these studies include: WAST, CAS2, PVS,
HITS). However, the screening tools that were compared varied greatly between studies, so it is
not possible to determine which tool or tools are most effective.
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Moderate evidence from four studies suggests that screening format impacts the disclosure of
IPV, forms of violence reported, or may improve awareness of abuse. For example, the method of
administration of the tool aimed at screening, such as computer-assisted interviews, direct
guestioning, or written or verbal self -reports have been assessed for effectiveness. Formats can
affect the frequency and rate of disclosure, and have been assessed in a range of populations
and settings. Format affects effectiveness in terms of rates of disclosure as well as efficiency in
the delivery of care in health care settings. Again, it is not possible to determine which format is
most effective due to variability between studies in the formats compared. However, two
moderately rated studies (Kapur et al., 2011 [+]; Klevens et al., 2012 [+]) found that women were
more likely to disclose IPV in a self-report compared to a face-to-face format.

There is moderate evidence from seven studies that cueing improves discussion of, disclosure of
and referrals or services provided for DV among some populations. Cueing generally refers to
providing information about a patient prior to a clinical encounter that will “cue” or propel the
provider to investigate issues of DV. These cues can range from chart prompts or stickers or
notes placed on the medical chart as a result of interventions carried out prior to the patient visit,
such as a computer assisted self-assessment. Interventions were conducted in various settings
including: hospital, emergency department, a prenatal clinic and a paediatric setting. These
studies typically involved an intervention to assess violence exposure, followed by a measure of
the rate and quality of discussion of DV with a health care provider. Overall, these studies
reported improvements in rates of identification and disclosure, although one study found
improvements only in an urban but not suburban sample (Rhodes et al., 2006 [+]).

There is inconsistent evidence from four studies that provider education interventions are
effective in improving screening practices or clinical enquiry. Interventions were typically aimed at
increasing health care providers’ ability to raise the issue, screen for or detect DV among their
patients. Interventions included introduction of quality improvement practices, educational
sessions, training resource persons, refresher sessions, and ongoing communications strategies.
Some provider education programs are brief; others are more intensive, and/ or ongoing. Some
programs are designed to support screening, while others are aimed at improving clinical enquiry
or case finding. Many focus on epidemiological and clinical information about DV and related
issues (such as legal issues, advocacy or referral destinations and community supports), provider
attitudes, identification and communications practices. Methods involve didactic presentations,
role-playing, in-office visits by physician educators (detailing), focus groups discussions, readings,
quizzes and videos. Some studies reported an increase in awareness, screening and
documentation of DV; in some studies, improvements were modest or limited.

There is inconsistent evidence from two studies that the implementation of policy or
organizational changes to screening for DV improves screening rates, referral rates and/ or
provider comfort with and ability to screen. Organizational changes, including policies on new
procedures are used to address the issues of identification of DV. Practitioners and other staff are
encouraged to improve their knowledge and practices regarding DV, and are engaged in quality
improvement to that effect. Both studies were conducted in health settings (a medical clinic and
emergency department). While there were only two studies, both reported improvements in
screening practices following the implementation of new procedures.

There is moderate evidence from five studies that universal screening or routine enquiry for DV in
pregnancy, when supported by staff training and organizational support, improves screening
practices and documentation of DV. Pregnant and post-partum women are often screened for
domestic because pregnancy is seen to be a risk factor for onset of abuse, and the health
concerns of both woman and foetus are at stake. Obstetric patients and pre- and post-natal
patients have been studied with respect to tailored interventions assessing DV with a view to
improving both maternal and foetal/ infant health. Overall, studies reported modest to substantial
improvements screening rates in clinical settings, and improvements in women'’s privacy during
screening and documentation of abuse during home visitation.
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5.6.2. Gaps in the Literature

There are several significant gaps in the literature. The majority of research on identification has
focused on the evidence for identification of DV among women. While women are most often the
victims of DV, there is a lack of research among other populations relevant to the scope of our
review including: screening of perpetrators, children who witness violence, ‘honour’ violence, and
elders. Only one study by Rickert et al., 2009 [+] addressed the issue of identifying women who
perpetrate DV against men; the screening tool employed included bidirectional questioning
regarding women’s perpetration of violence against their partner. No studies considered children
who witness violence. Only one study (Moody et al., 2000 [+]) examined the identification of elder
abuse, by assessing the psychometric properties of a screening tool. No studies were located
that examined identification of ‘honour’ based violence.

The majority of studies also focused on the identification of DV in emergency department,
antenatal care, or primary care settings. There is a lack of research examining the identification of
DV in social care settings, or evaluating integrated approaches to identification across various
health and social care settings. There is also a lack of evidence on integrated approaches to the
identification of co-existing issues including the links between DV and substance use and/ or
mental health issues. One exception is the study by Wathen and McMillan, 2008 [+], which
included an analysis of the links between DV and mental health and substance abuse among
women and their partners. Given existing evidence of the links between DV and mental health
issues and substance use (Guille, 2004; Taskforce on the health aspects of violence against
women and children, 2010) interventions that consider and address these linkages are a clear
research priority.

Overall, the interventions and approaches examined do reveal some modest improvements in
rates of identification or practices and knowledge related to the identification of DV. However,
there appear to be significant challenges in achieving identification, referral and support goals.
For example, the study by Rhodes et al., 2006 [+] found that even when computer cueing
identified women at risk, only 48% of providers engaged women who had reported experiencing
violence in a discussion during their appointment. Similarly, Trautman et al., 2007 [+] found that
referral to a social worker was not made for 41% of positive screenings. Further research is
required to examine and address the barriers providers face in identifying and responding to DV.
Interestingly, screening and routine enquiry interventions during pregnancy and postpartum
appear to result in greater improvements in providers’ inquiry or screening for DV. The relatively
sustained and ongoing nature of the patient-provider relationship during pregnancy/ postpartum
may be more appropriate for the discussion of sensitive topics.

A few studies did include a gender analysis, examining the differences in the outcomes of
identification interventions for women and men (including: Kapur et al., 2011 [+]; Hamby et al.,
2006 [+]). Very few studies examined the impact of identification interventions or approaches for
diverse sub-populations of women or men. The majority of studies focused on abuse of women
by a male partner. However, Klevens et al., 2012 [+] do note that the Partner Violence Screen
(PVS) tool does not specify the gender of the perpetrator. Only one study focused specifically on
adolescent dating violence (Rickert et al., 2009 [+]) despite the importance of intervening with
young women. One study also examined differences in screening of sub-populations of women.
The study by Rhodes et al., 2006 [+] found that when providers were prompted to discuss DV
with women who had self-reported risk, they were less likely to do so with a suburban group of
white, affluent women compared to a group of low income black women. The authors suggest
that this may reflect the strength of providers’ preconceptions of who experiences abuse, despite
evidence of abuse. Further research is required to investigate potential differences in impact of
screening and identification approaches for diverse groups of women and men.

Furthermore, interventions are required that include a post-identification intervention and that

measure health outcomes for participants. Currently, only a handful of studies have examined the
effectiveness of screening (e.g. Ahmad et al., 2009 [++]; Klevens et al., 2012 [+]; Rhodes et al.,
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2006 [+]; Robinson- Whelan et al., 2011 [+]; MacMillan et al., 2009 [excluded by systematic
review] or clinical enquiry (e.g. Lo Fo Wong et al., 2006 [++], Feder et al., 2012 [++];) approaches
on outcomes beyond the identification of DV (including measurement of health outcomes or
referral/ other follow-up outcomes). As discussed by Feder et al., 2009 [++], screening
interventions that do not include some form of follow-up intervention are incomplete and may not
improve health outcomes or minimize further risk of abuse. Attention in research needs to be
turned from the effect of screening on rates of disclosure/ identification, to the design and
evaluation of interventions that include a follow-up response for victims of DV.

Finally, the majority of studies were before and after studies and lacked follow-up. Several
researchers have noted that research on screening women for violence is constrained by
methodological challenges and ethical issues due to the nature of the topic. These include: the
provision of services to women in control groups as required, inability to conduct double blind
trials, use of self-reports, safety issues with enrolment and follow up of participants (Nelson,
2012). These methodological limitations have limited the formation of clear recommendations for
universal/ routine screening (Spangaro, Zwi, & Poulos, 2009).
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6. Research Question 3: Effectiveness Review of
Interventions for Responding to Domestic Violence

6.1. Background

This section focuses on the types of interventions or approaches effective in helping all those
working in health and social care to respond to DV. This section has been sub-divided into:
interventions for victims of DV, interventions for perpetrators, and interventions for elders who
have experienced DV.

Interventions for Victims of Domestic Violence

The grey literature enhances our understanding of the complex issues facing victims and
survivors of DV, and the range of responses to them. There has emerged a common
understanding of the continuum of services required to provide support, counselling and
comprehensive assistance to victims of violence and prevent further harm, in large part due to the
efforts of the women’s movement. Indeed, in the past decade considerable literature has been
published which describes good practice for the types of support and protection services to be
offered to victims; and which joins up with academic research to define the range of health and
social services required to be offered to victims (Council of Europe, 2008).

The range of services identified by the Council of Europe as relevant for delivery by health and
social services include: helplines and shelters which offer immediate services with 24 hour
access to counselling and safe accommodation for women and children; early proactive services;
short term counselling and advocacy; trauma care and long term support; as well as outreach
work and mobile services (2008). All of these health and social services need to be coordinated
with legal aid and advocacy, children’s services, other health and social services such as mental
health services, measures to guarantee rights, affordable housing, perpetrator programs, and
coordinated community responses. A continuum approach to service provision recognizes that
victims of violence need services matched to the risks to which they are exposed, and that those
at high risk of repeat violence and serious injury need a tailored and highly coordinated response
(Cairns & Hoffart, 2009; WAVE, 2012).

To add to the concept of a continuum of services, material defining the ideal content of services is
also emerging (Kulkarni, Bell, & Rhodes, 2012). Survivors’ surveys indicate that various additional
supports are desired by survivors such as: barriers to help seeking, and satisfaction with current
programming In a multistate US survey (Lyon & Bradshaw, 2011) survivors from 90 DV programs
reported their primary needs as information/ support, safety, legal advocacy, help with economic
issues, and help related to their children as well as over a third indicated at least one immigration
related need. Survivors also cited economic supports and help for the perpetrators as key unmet
needs. Indeed, there is growing research on the prevalence of financial abuse and its impact,
underlining the importance for advocacy programs to incorporate economic empowerment and
address the complex intersections of public assistance, child support and DV as a part of their
core services (Pearson, Griswold, & Thoennes, 2001; Postmus, 2010).

Several reports have identified the benefit of individualized advocacy that enhances the survivor's
wellbeing and safety, involves tailored support (to the type and intensity of intervention needed),
as well as access to relevant services at the right time (Coy & Kelly, 2011; C. Donovan, Griffiths,
Groves, Johnson, & Douglass, 2010; Hester, 2012; Robinson, 2009). However, such an approach
requires effective multi-agency links and relationships, which may be difficult to achieve and rely
on advocates creating and maintaining the links. Other reports have described early proactive
and advocacy services within health care settings (Short, Hadley, & Bates, 2002). For example,
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expanding the work of health care settings beyond identification of victims, to placing dedicated
project workers within the hospital setting to whom hospital staff can refer (Regan, 2005).

Attention has also been brought to outreach work and mobile services that reach victims with
limited access to services by bringing the service to the survivor. A survey of 200 users of UK
outreach services commissioned by Women’s Aid (Humphreys & Thiara, 2002) found that 46% of
women survivors were living with their violent partners at the time of first contact with an outreach
service, and that following this type of intervention 90% of these women left the relationship.
Women valued these services for their swift, flexible and proactive approach, prioritisation of their
safety, and responsivity to diversity issues and special needs.

The multi-directional connection of DV to substance use and misuse (Zweig, Schlichter, & Burt,
2002) and the need for the DV and mental health sectors to provide quality, integrated services
for survivors of DV who also have mental health problems has also been identified (Carter, Kay,
George, & King, 2003; Itzin, 2006; Preston, 2002). Finally, the physical health needs of survivors
and the links of physical health issues to both substance use and mental health concerns have
been identified (Weissbecker & Clark, 2007; Wuest et al., 2009).

Interventions for Perpetrators of Domestic Violence

Programmes for perpetrators of DV are seen ideally to include a range of services designed to
promote safety and support change including: assessment, risk assessment and management,
inter agency working, group work for perpetrators, as well as linked individual and group support
for victims and advocacy for victims (Respect, 2010a).Note that this review considers individual
and group programming for perpetrators of DV offered in community or health settings, but not
those offered solely by the justice/ corrections sector.

While group intervention programmes for perpetrators of DV began to be offered in the 1970’s
(Edleson, 2012) most have been established since the 1990s and most are directed to
heterosexual men who abuse their female partners (Adams, 2003). More recently, challenges
associated with understanding and assessing violence by victims who have used legal violence
or other forms of violent resistance have been identified, and the implications for practice
discussed (Respect, 2010b); however no studies were found in the academic or grey literature
that assessed such tailored programming.

Many batterer interventions employ a cognitive-behavioural focus and seek to broaden their
clients understanding of abuse as more than violent or illegal behaviour frequently drawing from
the Duluth Model in the USA (Domestic Abuse Intervention Programs, 2011). The philosophical
underpinnings of the majority of these interventions for perpetrators of DV are described as being
informed by social learning and feminist theories, wherein battering is viewed as learned and
socially reinforced behaviour motivated by a desire to control the victim, and more specifically to
enforce gendered roles (Aldarondo, 2010). Following from this approach, most batter intervention
programs are offered in a group format designed to promote social accountability through
disclosure of abusive behaviour to others, and providing opportunities for peer support of
nonviolence.

The Duluth Model (Domestic Abuse Intervention Programs, 2011) uses the “power and control
wheel” depicting a hub of power and control, and eight categories of abuse as spokes. In group
programming, for each category of abuse represented on the wheel, 3-4 group sessions are
devoted to identifying how this type of abuse is manifested in relationships and how it affects the
victim. The programs which work from a feminist and social learning lens discourage the use of
psychotherapeutic approaches that focus on helping individual batterers to understand how
unresolved issues stemming from their childhoods may have contributed to their violence as
adults. Most programming has in common the goals of reducing or eliminating further violence, as
well as attitudinal and behaviour change.
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Attitudinal and interpersonal behaviour change goals for these programs include refraining from
abuse, overcoming denial, taking responsibility for abuse, practicing alternatives to abuse,
supporting gender equality, learning relaxation, anger management and respectful
communication skills such as active listening, showing empathy, expressing feelings, receiving
negative feedback, giving and receiving positive feedback. Recidivism rates as captured by
official records of the police or court, such as restraining orders and records of arrest or
conviction are also used to indicate the effectiveness of interventions for perpetrators.

In addition to the goals of reducing or eliminating violence and abuse, female partners/ ex-
partners have identified attitudinal and changes in behaviour such as respectful/ improved
relationships; expanded space for action; support/ decreased isolation; enhanced parenting; and
partner’s understanding the impact of DV as important indicators of success (Westmarland, Kelly,
& Chalder-Mills, 2010). Several researchers have identified the importance of inclusion of such
perspectives of women victims (including new partners) as to their sense of safety and well being
following involvement by partners and ex-partners in batter intervention programs (Laing, 2003).

Some additional approaches to batterer intervention programmes include: tailoring the
programming to the batterer’s readiness to change, and to evoke readiness to change through
the use of motivational interviewing approaches that promote choice and collaboration (Edleson,
2012; Kistenmacher & Weiss, 2008; Roffman, Edleson, Neighbors, Mbilinyi, & Walker, 2008)
integrating parenting interventions (Bennett & Williams, 2001) and use of non-confrontational
approaches based in narrative therapy techniques (Laing, 2002). Another important aspect to
programming for perpetrators is the coordinated community response approach that brings
agencies and individuals together to devise community-wide responses to DV that promote victim
safety as well as abuser accountability (to be discussed in the partnership section of this review).
Finally, some interventions have addressed couples, including both the abuser and the partner.
While research in these areas is relatively limited, these approaches will be discussed in the
summary of reviews and findings of the report.

Interventions to Address Elder Abuse or Maltreatment

The World Health Organization uses the term elder maltreatment and defines it as physical,
sexual, mental and/ or financial abuse and/ or neglect of people aged 60 years and older (World
Health Organization, 2011). A qualitative study of abuse and neglect of older people in the UK
revealed that abuse was associated with various health issues, particularly psychological issues
(Mowlam, Tennant, Dixon, & MacCreadie, 2007). Participants experienced depression, loss of
self-esteem, suicidal thoughts, and social isolation. In addition, there were also negative impacts
on physical wellness and in some cases experiences of financial loss.

Women are more likely to report experiences of maltreatment, and in the majority (80%) of cases
of interpersonal abuse (i.e. physical, psychological and sexual abuse combined) among elders,
perpetrators were men; however, the gender ratio for financial abuse was found to be more equal
(56% men, 44% women) (O’'Keefe, et al., 2007). Overall, 51% of maltreatment in the past year
involved a partner/ spouse, 49% another family member, 13% a care worker and 5% a close
friend. Given that the majority of elder abuse is perpetrated by a partner, some researchers have
noted the need for clarity between the category of elder abuse and the experience of DV
experienced by older women (Blood, 2004; Women's Aid, 2007).

In a 2007 UK report, the majority (70%) of those who had experienced mistreatment in the past
year said that they had reported the incident or sought help (O’Keefe, et al., 2007). However,
some authors note the need to address barriers to reporting of abuse by elders (Mowlam, et al.,
2007). Common to survivors of all age groups, older people experiencing abuse may face
barriers and issues such as fear of retaliation or being alone; shame and lowered self-esteem;
and practical barriers related to income. Key reasons survivors may not seek help include not
seeing themselves as abused; not knowing where to report abuse or find services, a lack of
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services or a long wait list for services, a sense of shame and fear of consequences of any
intervention (Action on Elder Abuse, 2004; Women's Aid, 2007).

The Department of Health guidance (Home Office, 2000) states that agencies should adhere to a
number of overall principles related to empowering people including: support, help, information,
recognition of the right to self determination, safety and protection. Multi-layered intervention
strategies involving co-ordination between agencies, the sharing of information, and the raising of
awareness of the negative impact of abuse have been recommended (Action on Elder Abuse,
2004; Centre for Ageing Research and Development in Ireland, 2011). Other interventions such
as help-lines for elders, specialized refuges and resettlement support, homemaker services as
well as accessible outreach and drop-in services, peer support groups for older women and men
have also been recommended (Blood, 2004; World Health Organization, 2011). In addition, the
specialized health and social needs of elders, including the over-prescription of medication,
underline the need for tailored responses by the primary care system and in all services working
with elders experiencing maltreatment (United Nations, 2002; World Health Organization, 2011).

6.2. Summary of the Literature

A total of 402 full-text study reports were retrieved. An additional 35 reports relevant to Q3 were
collected through the grey literature search (a breakdown is provided in the flow-charts in
Appendix G), including: web-searches and the OpenGrey database. One article suggested by a
PDG member was also included. A total of 438 reports were retrieved for full text review
(victims=166; perpetrators=152; elders=27; couples=93). A summary of the studies included in
see Appendix I.

For victim interventions, 106 papers were excluded at the full text screening stage. We were
unable to locate three papers and therefore they were excluded (see Appendix H for all papers
that were unable to be located during the review). Three systematic reviews were located that
were relevant to interventions for victims of DV (which included eight relevant individual studies
that were then excluded from our main report of findings). A high level summary of these reviews
is provided. Thirteen studies received a [-] internal quality rating and are not included in the report
of findings, but are listed in Appendix F. A total of 33 studies on victim interventions were included
and reported on in this review.

For perpetrator interventions, 103 papers were excluded at the full text screening stage. Three
systematic reviews were located that were relevant to interventions for perpetrators of DV (which
included nine relevant individual studies that were then excluded from our main report of findings).
A high level summary of these reviews is provided. Four studies received a [-] internal quality
rating and are not included in the report of findings, but are listed in Appendix F. A total of 33
studies on abuser interventions were included and reported on in this review.

For elder interventions, 20 papers were excluded at the full text screening stage. One systematic
review was located that was relevant to interventions for elders experiencing DV (which included
two relevant individual studies that were then excluded from our main report of findings). A high
level summary of this review is provided. One study received a [-] internal quality rating and is not
included in the report of findings, but is listed in Appendix F. A total of three studies on elder
interventions were included and reported on in this review.

For other group interventions, 79 papers were excluded at the full text screening stage. We were
unable to locate one paper and therefore it was excluded (see Appendix H for all papers that
were unable to be located during the review). No systematic reviews were located that were
relevant to interventions for other groups experiencing DV. Six studies received a [-] internal
quality rating and are not included in the report of findings, but are listed in Appendix F. A total of
seven studies on other group interventions were included and reported on in this review
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6.2.1. Systematic Reviews

Seven systematic reviews were identified. Appendix J lists the reviews that were assessed. A
summary of these reviews is provided prior to the reporting of findings.

We compared the studies retrieved using our search criteria, with the studies covered by the
above seven reviews, and excluded 19 relevant studies that were assessed.

6.2.2. Included Studies

The results of quality assessment are presented in Appendix K. Of the victim intervention studies
reviewed, for internal validity, four were judged to be of high quality [++], and 29 of medium
quality [+]. For external validity, 4 studies were judged to be of high quality, 21 were of medium
quality [+] and 5 of low quality [-], while 3 were qualitative studies and did not receive an external
validity rating.

Of the perpetrator intervention studies reviewed, for internal validity, two were judged to be of
high quality [++], and 31 of medium quality [+]. For external validity, 1 study were judged to be of
high quality, 24 were of medium quality [+] and 4 of low quality [-], while 4 were qualitative studies
and did not receive an external validity rating

Of the elder intervention studies reviewed, for internal validity, all three were judged to be of
medium quality [+]. For external validity, 1 study was judged to be of medium quality [+] and 1 of
low quality [-], while 1 was a qualitative study and did not receive an external validity rating

Of the interventions for couples studies reviewed, for internal validity, two was judged to be of
high quality [++], and five of medium quality [+]. For external validity, six studies were judged to
be of medium quality [+] and 1 of low quality [-].

Applicability

Seven studies were conducted in the UK; seven in Canada; one in New Zealand; one in Spain,
one in Germany, and the remaining 58 studies were conducted in the USA. Potential applicability
issues that pertain to specific studies are discussed within the findings of the report and provided
in the evidence statements. The main source of potential barriers to applicability is the sample
population included, or methodological limitations that impact generalisability.

6.3. Summary of Systematic Reviews

6.3.1. High Level Summary: Effectiveness of Interventions for Victims of
Domestic Violence

Background

The preponderance and deleterious effects of IPV are well documented; however, the most
effective interventions for reducing IPV are still being studied. Three systematic reviews have
analysed studies that collectively cover a period of more than two decades, from 1985-2006, on
the effects of IPV interventions: Ramsay et al. (2009), Ramsay, Rivas and Feder (2005), Wathen
and MacMillan (2003).

Study Purposes

All systematic reviews assessed the impact of IPV interventions on victims of abuse and
sometimes, the batterers themselves, although there was variability between each one’s key
objectives. Ramsay and colleagues focused on the effectiveness of advocacy interventions within
and without health care settings by looking at seven outcome measures: incidence of abuse;
psychosocial health; physical health; socio-economic implications; “proxy,” or intermediate
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outcomes; timing of outcome assessment (2009). Which women are likely to benefit from IPV
intervention and in which way was one priority for Ramsay, Rivas and Feder (2005) in their
review of “woman-centered” interventions (which include advocacy and advice, support groups,
psychological interventions) and “system-centered” interventions (comprised of health care
interventions with and without structured training, non-health care interventions). The three
authors consulted with stakeholders and made recommendations accordingly, compared their
findings to other reviews, and discussed the policy implications for the NHS). Wathen and
MacMillan’s (2003) priority was twofold: to determine the effectiveness of interventions in
preventing IPV and to evaluate the interventions to which a clinician could refer a patient.

Overview of Key Findings from Each Review

Ramsay and colleagues found insufficient evidence that advocacy leads to a reduction or
cessation of abuse (2009). Although certain outcome measures improved, the overall benefits of
advocacy intervention are still to be determined. More specifically, brief advocacy interventions
(those lasting 12 hours or under) have been shown to reduce minor physical abuse for women in
antenatal care (Tiwari et al., 2005), but there is no indication that overall they lead to a decrease
in more serious forms of abuse. Intensive advocacy (lasting more than 12 hours) has shown
better results in the short- and medium-term, but much of the evidence is still inconclusive. These
equivocal results can be attributed to factors such as the heterogeneity of interventions across
studies, the variety of women participants across the reviews, insufficient evidence of criteria
compliance, and difficulty in assessing the quality of many of the trials.

Ramsay, Rivas and Feder (2005) reported mixed results for three women-centered inventions.
The first, advocacy, led to reduced abuse, and increased social support, quality of life and use of
safety behaviours and community resources. The most effective advocacy intervention occurred
when there were ten or more hours of contact time delivered in shelters. Still, the overall
effectiveness of advocacy interventions is unknown. The second, support group intervention, was
measured in only one study, which indicated this intervention is only effective in a feminist-
informed, community-based support group facilitated by social workers. Data from the third form
of intervention, psychological, did not indicate any decrease in abuse, although in some cases it
has been shown to reduce depression. System-centered interventions results were more positive,
demonstrating an increase of referrals to specialist services in the short term. However, data from
longer-term studies showed that ongoing staff training is required to maintain a positive effect.
Other potentially effective interventions are: prioritized health care for abused woman, which
could increase health service use and the diagnosis and management of health problems; and,
police initiatives, such as DV units, which could reduce the likelihood of further abuse.

Wathen and MacMillan (2003) found no high-quality evidence for whether shelters are effective in
reducing abuse, although there is fair evidence that an advocacy and counselling programme
provided to women who spent one night in a shelter led to a decreased rate of re-abuse. Still,
there is a lack of studies measuring outcomes for interventions strategies treating men and
women, and the potential harm of such interventions has not been assessed. There is a dearth of
information on evidence-based approaches in the primary care setting for preventing IPV.
Although studies have measured the effectiveness in screening for IPV, specific IPV intervention
results have not been evaluated.

Key Recommendations

Most author groups repeated two recommendations. First, all agreed that there must be more
research with rigorous design models measuring the effectiveness of IPV interventions. More
specifically, there should be longer follow-up trials looking at medium- and long-term benefits of
interventions, as well as cost-effectiveness studies (Ramsay et al., 2009; Ramsay, Rivas & Feder,
2005). Ramsay and colleagues specified that more advocacy interventions should be tested
across a variety of settings, coupled with a debate over which outcomes should be measured.
Ramsay, Rivas and Feder (2005) listed research recommendations targeting each form of
intervention they analysed, which included mainstreaming formal training and supervision of
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advocates, monitoring advocacy standards, and practitioner training on how to identify women
experiencing IPV and how to support and refer them to community-based advocacy services.
Future research should also include: an examination into whether screening in health care
settings, along with appropriate, effective treatment, and reduces physical injury and
psychological abuse (Wathen & MacMillan, 2003).

The two groups of authors lead by Ramsay also recommended tailoring interventions to specific
cultural or contextual needs. Ramsay and colleagues expressed the need for theoretically explicit
trials testing what interventions work and for whom (2009); while Ramsay, Rivas and Feder
(2005) stated that health care services should provide appropriate responses to women
experiencing abuse.

Overall Conclusions

All authors generally agreed that although the data on the effectiveness of IPV interventions is
currently inconclusive, such programs should continue to operate. At the same time, good-quality
research should continue to be conducted on the effectiveness of IPV interventions in improving
the health and well being of abused women.

Summary Statement

Overall, evidence of effectiveness of IPV interventions for victims is inconclusive, although both
intensive advocacy interventions and system centred interventions with ongoing staff training
appear promising. More robust research is required, including studies: with longer periods of
follow-up, tested across a range of settings, and tailored to cultural and contextual needs.

6.3.2. High Level Summary: Effectiveness of Batterer Intervention
Programs on Reducing Intimate Partner Violence

Intimate partner violence (IPV) is a well-documented health concern. Currently, one common
approach to reducing IPV is through batterer intervention programs (BIPs). Although little data
exists on the effect of these programs, three systematic reviews and reported here: Feder, et al.,
(2008); Sheehan, et al. (2012); and Smedslund, et al. (2007). One review was reviewed
previously in the victims section, but is included here because they also provide a discussion of
perpetrator programs (Wathen & MacMillan, 2003).

Selection Criteria

All systematic reviews include the same four selection criteria: 1) experimental (randomized
controlled trials) studies take precedence over rigorous quasi-experimental ones, although the
latter are included when appropriate; 2) studies use a comparison or control group; 3) intervention
programs were offered to heterosexual male adults who were violent to their wives, partners, or
ex-partners; 4) sufficient follow up data or outcome measures are indicated. Sheehan also
include studies that address perpetrators’ motivations for changing their behaviour, and relate
data from interviews, observation or focus groups (2012). Comparison of treatment models
between cognitive behavioural therapy (CBT) and/ or psycho-educational/ Duluth model, and/ or
other models are additional inclusion factors for and Feder et al., 2008. Smedslund and
colleagues focused on CBT, comparing CBT groups to a no treatment group, and CBT to other
treatment groups (2007). Each meta-review selected anywhere between five and ten studies.

Given the limited amount of data in this field and the common selection criteria across these
systematic reviews, it is not surprising that certain studies are cited more than once. The following
are included in at least two different meta-analyses: 1) Davis, Taylor & Maxwell, 2000 was cited
by: Feder et al., 2008; Smedslund et al., 2007; 2) Dunford (2000), was cited by: Feder et al.,
2008; Smedslund et al., 2007; Wathen & MacMillan, 2003; 3) Feder & Dugan (2002), was cited
by: Feder et al., 2008; Smedslund et al., 2007; and 4) Palmer, Brown & Barrera (1992), was cited
by: Feder et al., 2008; Wathen & MacMillan, 2003.
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Limitations

All groups of authors faced methodological limitations and/ or expressed reservations about the
overall findings because of the small amount of available data. Furthermore, occasionally there
are very small sample sizes in the studies themselves, such as the Palmer, Brown & Barrera
(1992) data that only includes 56 men, thus creating doubts about the recorded positive
measures from certain samples (Feder et al., 2008).

Concerns were also expressed regarding how attrition rates and outcome measures were
evaluated. Smedslund and colleagues author groups indicate that the method for calculating
attrition rates can be unclear (2007). For instance, it is not always evident whether total group
participants were counted at the beginning or the end of the study. Such inconsistencies make it
difficult to compare the effective measures of the programs. Second, outcome measures that are
based on official reports can be unreliable because women do not always report intimate violence
(Feder et al., 2008; Smedslund et al., 2007). To overcome this issue, many studies also collect
victim reports at a fixed interval following the intervention; however, as Feder and colleagues
indicate, even this practice can yield uncertain results given some studies show low victim
reporting rates following programme completion (2008).

Another reservation about the data is how participants are selected. In studies such as Palmer,
Brown & Barrera (1992), it was surmised that the participant selection criteria were highly
restrictive, making it difficult to apply the results to a greater violence offender population (Feder
et al., 2008). Effect rates might also be influenced when groups of men with strong motivation to
comply with treatment are highly represented, or when they have strong reasons for being in and
completing therapy (for instance, their wives threaten to leave them, they were ordered to attend
by the court, etc.) (Feder et al., 2008; Smedslund et al., 2007). One study illustrating all these
concerns is Dunford (2000), where participants were servicemen in the San Diego Navy. The
experiment received a good quality rating (Wathen & MacMillan, 2003) and general consensus is
the methodology is strong. Results indicate a positive effect for intervention compared to the
control group with a relative risk of 0.82 and 95% confidence interval from 0.63-1.09 (Smedslund
et al., 2007). However, these participants did not represent the general offender population, and
as Feder and colleagues point out, they were living on the naval base with their families and
therefore might show a “higher risk of conformity than is true of other batterer samples” (2008).
Results from such studies should be considered with care.

Finally, the potential for bias in the synthesis of qualitative data was voiced by Sheehan and
colleagues (2012). This bias was minimized by applying constant comparative methods, even
though the reviewers were reliant on the themes and verbatim text chosen by the study authors.

Effective Practices

The meta-analyses that compared treatment models — CBT versus the psychoeducational/ Duluth
model — did not find conclusive data that one system was more effective than the other. In fact,
the meta-analyses found mixed results for both methods (Feder et al., 2008).

One effective tool for identifying the motivations for why a perpetrator might change his behaviour
is through “turning points” — the situation, reason, or attitude that encouraged a perpetrator to
change (Sheehan et al., 2012). Often external factors (i.e.: fear of criminal sanctions, of losing a
wife or partners etc.) are motivators for change. However, it is unclear whether the identification
of turning points by perpetrators is related to the cessation or reduction of IPV.

Finally, an effective practice noted by Sheehan and colleagues is motivational interviewing (Ml)

(Rollnick & Miller, 1995). This strategy helps perpetrators move through the stages of change
(Sheehan et al., 2012).
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Results

Overall, the meta-analyses indicate mixed results on the effectiveness of batterer programs for
reducing IPV:

e Feder et al. (2008): modest benefits in experimental studies, but when studies with a
general population are included, the effect becomes non-significant. The effect is absent
when victim report measures are examined

e Sheehan et al. (2012): studies have shown that BIPs have little effect on reducing
recidivism; recent ones have tried to isolate individual characteristics that make
perpetrators suited to BIPs

e Smedslund et al. (2007): a range of effects across all six studies, but there are still too
few randomized controlled risks to determine the effect of CBT on male perpetrators of
DV

e Stover et al. (2009): a lack of research on long-term effectiveness of BIPs. Six months
after treatment, recidivism rates were about 20-30%

e Wathern & MacMillan (2003): there is not enough strong research to conclusively
determine the efficacy of batterer programs

Recommendations

Several policy and research recommendations were put forward. Future research, according to
Feder and colleagues, should not only include samples of batterers that are representative of the
larger convicted batterer population, but also ensure higher victim retention for outcome
measures (2008,). At the same time, the Criminal Justice System should investigate other types
of IPV intervention tied to rigorous evaluations determining their impact (Feder et al., 2008). On a
service level, programs might be more effective by tailoring interventions to specific clientele. Not
one study recommends the cessation of BIPs; rather, all advocate for more large scale,
randomized controlled trials to determine effective measures that will lead to the cessation of
repeated intimate partner violence.

Summary Statement

Overall the evidence of effectiveness of batterer intervention programmes is inconclusive. All
authors cited methodological limitations including: concerns over evaluation of attrition and
outcome measures, potential bias in sample selection and in synthesis of qualitative data. There
is a lack of conclusive data on the effectiveness of specific approaches (in general, effect on
recidivism was small or non-significant), although motivational interviewing appears to be a
promising approach. More robust studies that examine long-term effectiveness of interventions
for batterers are required.

6.3.3. High Level Summary: Effectiveness of Interventions for Elder Abuse

Elder abuse is a significant problem that is expected to increase over the next decade. The one
identified systematic review by Ploeg et al., (2009) asked whether elder abuse intervention is
effective, and sought to determine if some interventions are more effective than others. The
selection process found ten articles and reports published in English that addressed the pre-
selected criteria: 1) the abuse of people aged 60 and over; 2) interventions focus on one or more
abuses; 3) interventions are provided to individual clients, professional carers of older people, or
the community; d) assessments of client, professional and/ or community outcomes. The
analyses had to be primary studies using qualitative methods and comparison groups. Study
participants were older adults, caregivers at risk of abusing older family members, or health care
professionals. The range of interventions surveyed included psycho-educational support groups,
case management programs, legal interventions, educational programs on elder abuse, and
home visits by counsellors or police. Among the common limitations of the ten studies identified
by the authors were: recurring failure to describe randomized procedures and to blind outcome
assessors and data analysts, small sample sizes, and follow up rates of less than 80%. Overall,
results were mixed, but most surprising were the conclusions from two studies examining
recurrence of abuse after intervention. Both found higher recurrence rates than in the limited or
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no intervention groups. It is possible, however, that these results were due to methodological
limitations. A second troubling finding was a high rate of abused older adults associated with
intervention programs who were relocated. There were no significant effects on case resolution
and at-risk caregiver outcomes and mixed results for professional knowledge and behaviour
related to elder-abuse. Finally, the results do not indicate which interventions are effective. The
authors recommend clinicians take an active role in the identification and management of elder
abuse and call for more high quality research that takes into account the above stated
methodological limitations.

Summary Statement

Findings from the one review provide inconclusive evidence of effectiveness for interventions
addressing elder abuse (results were mixed or ineffective post-intervention). More robust studies
that include randomization, larger sample sizes, and improved follow-up rates are required.

6.3.4. High level summary: Non systematic review for couples

No systematic reviews on couples interventions for domestic violence were located. However,
summary material relevant to interventions for couples has been summarized for this report.

Stover et al., (2009) conducted a survey of available interventions for perpetrators, children,

victims, and couples that included randomized assignment and at least 20 participants. The

results for couples are presented here. This review is not a full systematic review; searching,
inclusion and assessment of papers are not reported robustly and there is no detail of paper
assessment or quality (Stover, et al., 2009).

Couple-focused interventions

Couple treatment studies had the least methodological rigor; only one study utilized a randomized
control condition. The four other studies included compared several types of treatments without a
control group. Treatment completion and recidivism rates varied considerably from study to study,
with no consistent patterning of findings to explain variability in rates across studies. One study
found no group differences for couple treatment, men’s CBT, or controls in reducing IPV
recidivism for active-duty army personnel. Another study randomly assigned 58 couples to either
a multi-couple group or individual couple counselling. While only 16% of the 23 couples assigned
to the multi-couple group condition dropped out, 67% of the 35 couples assigned to individual
couple counselling dropped out before completing treatment. For treatment completers, no
significant differences in recidivism were found between the two treatments. Overall, a 20%
recidivism rate was reported at 6-month follow-up, but given the high dropout rate; between-group
comparisons could not be made.

Another study assigned 75 volunteer couples to either feminist cognitive— behavioural gender-
specific groups or conjoint treatment. Dropout rates were high, limiting the ability of the
investigators to compare group outcomes. For treatment completers, violence severity ratings
decreased approximately 50% by post treatment and were comparably low at 1-year follow up.
However, recidivism rates were 74% overall, with no between-group recidivism analyses
conducted. A second study examining these two modes of treatment with 49 couples reported
notably lower dropout and recidivism rates. The sample for this latter study was court referred
and limited to men with alcohol use disorders.

The final study in this section found that behavioural couples therapy (BCT) was more effective
than individual substance abuse treatment in reducing recidivism for men with co-morbid
substance abuse and DV, with rates of recidivism at 18% for BCT versus 43% for individual
treatment at 12-month follow-up. In BCT, men received weekly individual and group drug abuse
counselling (both of which emphasize cognitive— behavioural anger management and coping
skills training). Additionally, males and their female partners met conjointly for weekly BCT
sessions. The BCT sessions were used to: support abstinence, teach communication skills, and
increase positive behavioural exchanges between partners. While not initially developed to target
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IPV, the CBT portion of BCT includes many of the CBT approaches used in batterer programs.
The addition of substance abuse and couples treatment foci appears to have contributed
significantly to the lower dropout rate and greater reduction in violence for men participating in
this intervention.

Summary Statement

Interventions for couples had low methodological rigor (lack of randomization, lack of control, high
dropout) and findings were inconclusive (variations in outcomes across studies). There is
preliminary data to support the efficacy of behavioural couples therapy (BCT) and multi-group
couples interventions for IPV for perpetrators of violence struggling with alcohol and substance
use disorders. However, the efficacy of these approaches when substance use is not identified or
addressed has not been consistently supported.

6.4. Findings

Interventions for Victims of Domestic Violence

Allen et al., 2004

A US-based RCT by Allen et al., 2004 [+] examined if the impact of community based advocacy
on women’s access to resources was dependent on the patterns of needs that women presented.
A total of 278 women, who had spent at least one night in an urban shelter for battered women,
were recruited. Women who participated ranged in age from 17 to 61 years (mean age=29 years)
and were predominantly African American (45%) or White (42%); the majority had at least one
child living with them (74%), had a high school education or GED (67%), were unemployed (59%),
and were receiving governmental assistance (76%). The mean length of stay in the shelter was
19 days (range=1 to 76, SD=16.5). The majority of women were living with but not married to the
perpetrator (42%); the remaining women were married (27%), intimately involved but not living
together (7%), or no longer involved (20%) with the man who had abused them.

All participants were interviewed within one week of leaving the shelter by a research assistant
and then assigned to either the intervention (n=143) or control condition (n=135), stratifying for
order and for whether a woman was involved in an ongoing, intimate relationship with her
assailant. There were no baseline differences in demographics between the intervention and
control groups. Those assigned to the intervention group received free community based
advocacy services for 10 weeks after leaving the shelter for 4 to 6 hours per week by a trained
advocate, and assistance in development of a safety plan as needed. The intervention was
strengths-based and family-centred, focusing on and guided by the strengths and needs of
women and their families and inclusion of existing support networks. Advocacy included five
phases: assessment (getting to know the woman and her support networks, and her needs and
goals); implementation (meeting women’s needs through connection to appropriate community
resources); monitoring (of effectiveness of implementation by woman and advocate), secondary
implementation (as needed, to address any of the woman’s needs remaining unmet), and
termination (transfer of skills from advocate to woman, so she could continue with self-advocacy).
Women in the control group were not contacted again until 10 weeks after leaving the shelter.
During the initial interview, all women identified which of the following needs they intended to
work on in the next 10 weeks: housing, education, employment, transportation, legal assistance,
health care, social support, financial assistance, material goods and services, child care, and
issues for their children. During the second interview (10 weeks after leaving), women were
asked which of the needs they had worked on since the initial interview, and what, if any, actions
were taken to access resources.

Women reported that they wanted to work on: obtaining material goods and services (86%),
address health-related issues (77%), improve their level of social support (77%), address school-
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related issues (72%), address financial needs (68%), address transportation needs (66%), obtain
employment (60%), and address legal issues (59%). For those women with children, 67%
reported a need to address childcare issues, and 68% reported a desire to address other child-
related issues. At 6 months after leaving the shelter, many women had engaged in at least one
activity, including: access of community resources for housing (61%), education (61%),
employment (62%), transportation (49%), legal assistance (59%), health care (62%), social
support (37%), financial assistance (48%), material goods and services (69%), child care (40%),
and issues for their children (50%). Women varied in how they accessed resources, with five
subgroups emerging from the data: low activity, housing, education and employment, legal, and
high activity. Women in housing, legal and education and employment clusters engaged in more
activities related to respective need. Some women were also identified as belonging to low
activity or high activity clusters, and engaged in relatively low or high levels of activities. Women
in the intervention group were more effective overall at accessing necessary community
resources (F (1, 261)=42.90, p<0.001). Univariate ANOVASs revealed that women involved in the
advocacy intervention engaged in a greater number of activities to address education needs, (F
(1, 254)=19.41, p<0.001); legal issues, (F (1, 254)=5.72, p<0.05); and acquiring material goods
and services, (F (1, 254)=47.07, p<0.001). Across clusters, women in the control condition
reported a mean level of effectiveness of 2.71 (SD=0.71), while women in the intervention
condition reported a mean level of 3.26 (SD=0.57). In sum, the intervention improved women’s’
effectiveness in accessing needed community resources regardless of the particular needs
women presented.

While this was a robust study design with a sufficiently large sample size, there are several
limitations. Only women who access shelter services were included in the sample, and therefore
findings may not be applicable to women who do not seek shelter-services. In addition,
addressing some needs may involve more time and work (for example, due to limited available
services in the community) and therefore women’s ability to address some needs may not always
reflect their motivation or the capabilities of the advocate. Finally, the study did not control for
attributes of the advocates included, so it is possible that differences existed between these
women that may have impacted outcomes.

Allen et al., 2011

A US-based mixed methods study (before and after and grounded theory) [+] examined the
effectiveness of a holistic, integrative healing group therapy treatment. They were interested in
facilitating transformative healing by supporting women in a shift from surviving to thriving via
changes in social and personal identity. They recruited a sample of 11 rural and urban battered
women from DV agencies in Michigan and Montana. The average age of women who participated
was 35 years; 8 of the 11 women had some college, and 5 had completed a degree programme;
6 women were working and 5 were receiving state income assistance; all women reported
previous experiences of being violated within their family of origin.

Women were screened by a therapist prior to involvement to ensure safety and readiness to
engage in group therapy; to be included they could not be living with their abuser or in a state of
crisis. Women then participated in structured interview that was transcribed and analysed for
themes related to healing. A grounded theory approach was used to conceptualize healing and
recovery, emerging from women’s experiences and engagement in group therapy. The group
therapy, called “Rites of Passage,” is a ten week group which is based on the concept of healing
from trauma as a transition through 3 stages: separation (separation and letting go), liminality (a
time of uncertainty), and incorporation (new role identification and re-integration into society,
facilitated by connection with women experiencing similar transitions). A semi-structured
curriculum focused on supporting women in developing alternative ways of conceptualizing
themselves and their futures via storytelling, meditation, active day dreaming and personal
metaphors was used. Women were asked on a weekly basis to provide feedback about group
activities and pacing, and community partners were involved as session facilitators. Sessions
typically included a presentation by the group facilitators and community partners, followed by
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various activities and exercises, along with facilitated discussions. Quantitative assessment was
used to measure psychological distress, by using the 17-item Post-Traumatic Stress Disorder
(PTSD) Checklist, completed by women at pre- and post- therapy. At six weeks, the women also
participated in a focus group in which they were asked to define healing and recovery, which was
transcribed and analysed by two reviewers.

Analysis of the PTSD checklists revealed significant improvements on 8 of 17 measures of the
assessment (all p<0.05), including: repeated disturbing thoughts (p=0.041), reliving stressful
experience (p=0.010), avoidance of thoughts/ feelings related to stressful experience (p=0.003),
feeling emotionally numb (p=0.025), feeling as if the future will be cut short (p=0.003), trouble
sleeping (p=0.024), being super alert (p=0.007), and feeling easily startled (p=0.005). Themes
connected to healing that were identified by qualitative analysis included: creating a safe place,
establishing autonomy, taking pride in appearance, reclaiming self, developing inner peace, and
rejoining the community. Women talked about reclaiming their home as a safe place or
“sanctuary” e.g. “Is about getting organized at home, doing a lot of things like when you're in
abusive situation you give up everything, even cooking because you can’t cook right...” Women
described feelings of autonomy in being able to make their own choices: “l was standing in front
of the mirror and | said, this is the life. | have no one to answer to. I'm the boss. Whatever
decision | make, goes...” Women reported taking more pride in their appearance; as one woman
reported, “Because I'm worth it.” Reclamation of self involved integrating their past self with the
present, sometimes by taking up old hobbies. As one woman noted: “For me healing is to feel
whole again and to have myself back; the old self, more happy, confident and independent self
back. I've noticed that this is what has happened to me." Women described the development of a
sense of inner calm and improved coping skills: "...I’'m calmer all the way around. | used to react
and now | just rationally say something that makes sense. | don’t have to think about it, I'm just
different...” Finally, women spoke about rejoining the community by developing social connections,
often with other women in the group or with family members: "Part of the process is moving
beyond the isolation and reconnecting." The authors suggest that women shifted from “survivors”
to “thrivers” during the group therapy, reconstructing themselves through their involvement in a
supportive community and improvements in their capacity to develop positive future plans.

In sum, the study revealed improvements in some PTSD symptoms and women'’s reports of
healing following involvement in holistic, alternative group therapy sessions. However, because
only women who were safe and not in a current state of crises were included, it is difficult to
interpret and translate these findings to other contexts. Women who participated had received
prior intervention to deal with the immediate crisis of abuse, and all women had left their abuser.
Therefore, healing experienced from the current intervention was grounded on previous
intervention that helped the women establish safety, which is why they discouraged repeated
discussion or disclosure of abuse within the therapy sessions. Therefore, this intervention may
only be useful for women in a similar set of circumstances. Further research is required to identify
the optimal delivery period for this intervention. It is also possible that some of the observed
outcomes would be observed regardless of the group therapy (i.e. due to the initial crises- related
intervention/ s). In addition, the study included a very small sample size and lacked a comparison
group, further limiting the translation of findings to other settings. The authors note that they did
not collect intake data on type or severity of abuse, although this information would be useful for
understanding the application of this intervention to other groups of women who have
experienced abuse.

Bair-Merritt et al., 2010

A US-based RCT by Bair-Merritt et al., 2010 [+] examined the impact of a home visitation
programme after childbirth on mothers’ rates of IPV victimization and perpetration over a 3-year
period of follow-up. The study included new mothers enrolled in the “Hawaiian Healthy Start”
home visitation programme between 1994-95 who had an infant at high risk of maltreatment, and
who were not involved in child protective services. Women in the intervention group were
primarily 19-25 years in age (48%), were Native Hawaiian/ Pacific Islander (34%), had a high
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school education (69%), were dating the father of the baby (37%), used alcohol (40%), used

other drugs (13%), had poor mental health (43%) and were employed in the previous year (52%).
Women in the control group were primarily age 19-25 (45%), Native Hawaiian/ Pacific Islander
(33%), high school educated (64%), were dating the father of the baby (37%), used alcohol (48%),
used other drugs (15%), had poor mental health (50%), and were employed in the previous year
(44%). At baseline, the mean (SD) past-year rates of IPV for the intervention group were:
victimization, 4.2 (12.0); acts and perpetration, 10.5 (22.0). For the control group, these were:
victimization, 5.7 (16.1); and perpetration, 10.4 (21.6). At baseline, a lower proportion of women

in the intervention had problem alcohol use (40% vs. 48%) and poor mental health (43% vs. 50%),
and a higher proportion were employed in the past year (52% vs. 44%).

A total of 643 women were included in the study. Families were randomly assigned to the 1)
home visiting intervention group (n=373); 2) control group (n=270); or 3) testing control group,
although participants in the testing control group were not included in the analyses provided due
to a small sample size (n=41). Researchers were blinded to condition. The intervention included
early childhood home visits by paraprofessionals, intended to improve family functioning and child
health and decrease maltreatment. The paraprofessional connected families to community
services including IPV shelters/ advocacy groups and mental health services, and taught about:
child development, role modeling and problem solving, and providing emotional support. Initial
home visits were to occur within one week of birth, and weekly thereafter until families developed
greater capacity, at which point the frequency of visits would be decreased. Home visits were
expected to occur for at least 3 years.

Interviews were conducted with the primary caregiver, typically the biological mother, in both the
intervention and control groups at: baseline (when the child was born), annually when the child
was age 1-3, and annually when the child was 7-9 years, up until 2005. The interviews collected
information on whether home visitations were associated with changes in: rates of mothers’ IPV
victimization and perpetration, and rates of IPV types (physical, verbal, and sexual abuse and
injury), using the Revised Conflict Tactics Scale (CTS2) tool.

They found that during the 3 years of implementation, women in the intervention group reported
lower unadjusted rates of IPV victimization (21%) and lower rates of IPV perpetration (34%)
compared with women in the control condition. Adjusting for potential confounders, women in the
intervention group reported lower rates of maternal IPV victimization (IRR, 0.86; 95% confidence
interval [CI], 0.73-1.01) and significantly lower rates of maternal IPV perpetration (IRR, 0.83; 95%
Cl, 0.72-0.96) compared with women in the control condition. Women in the intervention group
reported lower unadjusted rates of maternal victimization and perpetration across all IPV types
compared with women in the control group. In adjusted analyses, women in the intervention
group demonstrated significantly lower rates of physical assault victimization (IRR, 0.85; 95% Cl,
0.71- 1.00) and perpetration (IRR, 0.82; 95% CI, 0.70-0.96). With long-term follow-up, the
unadjusted IRRs revealed a 16% decrease in overall maternal IPV victimization and a 2%
decrease in maternal perpetration among women in the intervention compared with women in the
control group. After adjustments were made for potential confounders, they found small
decreases in the overall IRRs of maternal IPV victimization (IRR, 0.95; 95% ClI, 0.77-1.17) and
perpetration (IRR, 0.98; 95% ClI, 0.79-1.22). The adjusted IRRs were lower for intervention
compared to control group for: physical abuse, sexual abuse, and injury, yet greater for verbal
victimization (IRR, 1.14; 95% CI, 0.97-1.34) and perpetration (IRR, 1.08; 95% CI, 0.92-1.26).
Note, however, that none of these differences at long-term follow-up were significant.

Overall, they found the home visitation programme was associated with lower overall maternal
IPV victimization and perpetration during the child’s first three years; the greatest reduction for
type of IPV was for physical assault. While the study design is robust (comparison group, blinding
of researchers), there are a number of limitations to the findings reported. First, it is possible that
the low prevalence of sexual abuse and injury impacted the analyses for these IPV types. Further,
the authors note that the lack of programme content related to IPV and the fact that few families
participated in the expected amount of home visits, impacts the interpretation of the effect of the
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home visiting programme on IPV. Further research is required to investigate the components
contributing to reductions in IPV. Women also self-reported their own and their partner’s IPV in
the past year, which may be subject to recall error or under-reporting. They also note that while
the CTS2 is validated, there lacks a gold standard for assessing IPV. While baseline differences
between intervention and control groups were accounted for, it is possible that confounders
influenced findings. Finally, authors performed an intention to treat analysis in which women were
analysed according to initial group assignment, irrespective of actual participation in the
intervention, and therefore results from each group may not reflect the actual outcomes
measured.

Cath Gregory Consulting, 2008

A UK-based qualitative report prepared by Cath Gregory Consulting, 2008 [+] evaluated the
impact of the National DV Helpline. The report was prepared for Comic Relief, one of the funders
of the helpline. A total of 47 women who had accessed the helpline were recruited primarily from
DV agencies, to participate in an online questionnaire. A subset of these 47 women also
participated in a 30-60 minute telephone interview. Of the 47 women who participated, 12 had
experienced severe violence, 8 had mental health concerns, 5 had experienced violence in front
of their children, and 4 were homeless from abuse. No demographic details were provided.

The helpline is a 24-hour telephone service for those seeking support related to DV. The focus is
on: supporting the safety needs of callers, providing risk awareness and risk avoidance support,
providing referrals to refuges and other sources of support and information or practical support.
The length of support provided varies from a limited/ brief contact for information to ongoing
support for a period of years. They note that the majority of calls come from female DV victims
(70%), while the remainder (30%) comes from family, friends and professionals seeking to
support victims. Reasons women noted for accessing the helpline included: seeking an escape
(n=18), information seeking (n=12), recent experience of assault (n=7), and planning to leave a
relationship (n=6). Of the participants, 50% had made only one call, 25% had made 2 calls, and
the remaining 25% had made 3 or more calls.

They found that 83% of participants noted that they were able to change their situation and 70%
had moved to a refuge or ended their relationship. Women spoke about making changes in their
lives. For example, one woman expressed: "The Helpline is vital and it was a life and death
situation at the time for me and my daughter. It's essential and vital and it all goes on behind
closed doors." Another participant explained: "l often think that making that phone call was the
first step to me making a new life." Women also spoke about how the helpline had helped change
their understanding of abuse: "It sounds really stupid but | still didn’t realise | was in an abusive
relationship...What helped was that she [helpline worker] named it. She named it as "domestic
abuse’. That really helped me. | surprised myself that | was never able to label it beforehand."
Women also spoke about being enable to make a decision to act: "As a result of phoning the
Helpline and getting in touch with my Support Worker, in less than one week | was not living with
my partner any more." Women explained how they felt supported and believed by helpline
workers: "Initially | talked to this woman and explained the situation and she knew exactly what
was going on and she believed me. It makes me feel quite choked to say that. That was so
important to me, to be believed. Being listened to and having the time to tell her what was going
on and feeling that she understood me was so important.” Women noted how helpline workers
had linked them to important services: "They told me about where | could go and about how |
could have a refuge support worker, and they told me that maybe | could get housing support, but
that this was something that | could sort out with my key worker. They also told me about how |
could get help to get back into education and studying again, get support with working and help, if
| needed it, with the legal situation." Finally, some women spoke about the importance of 24 hour
access that the helpline provides: "With the Helpline | was able to ring at 3 am in the morning
when | most needed to speak to someone and they were there...You can’t phone your family at 3
am when they have to get up for work the next day and you’re in a state of fear or panic.
Immediately after the call | calmed down enough to sleep again." In contrast, a minority of women

113



reported negative experiences with the helpline. Two women noted that the helpline worker they
spoke with was unfriendly or unhelpful, while several reported feeling confused by the available
services that were explained to them.

Findings suggest that a 24 hour helpline service help women who have experienced domestic
abuse by improving understanding of abuse, facilitating changes, and offering guidance and
support. Limitations of the study include: lack of description of analysis, inclusion of a self-
selected sample, and lack of demographic data. While the study was conducted in the UK and
should therefore be directly applicable to the UK context, demographic characteristics of
participants were not provided.

Coker et al., 2012

A cluster randomized controlled trial by Coker et al., 2012 [+] compared the use of an in-clinic
advocate to usual care for decreasing depressive symptoms and stress and improving safety
among women experiencing IPV at rural health clinics. Six clinics were included in the study that:
were located in the referral range, provided primary care to low income women, and had 1, 000
women as patients per year. Women visiting the clinics who were 18 and over, mentally
competent and who were in an intimate relationship in the past 5 years were eligible for
participation; women who were with someone at the time of visit were not eligible. Nurses
conducted a verbal IPV assessment with women; those who identified IPV in the past 5 years
were offered either an advocate intervention in the intervention clinic or external referral in the
usual care clinics. Randomization occurred at the clinic level, with each of the 6 participating
clinics operating as either an advocate intervention clinic or usual care clinic. A total of 231
women participated (intervention=138; control=93). Women were identified as experiencing
current abuse (currently experiencing), or recent abuse (in the past 5 years). Women were also
invited to participate in an evaluation of the effectiveness of the intervention, and told they would
be interviewed every 6 months for 24 months. Those interested were contacted by phone (if a
safe number existed, or at next clinic visit if not) 2 weeks after their initial assessment for a
baseline interview. Women who participated were a mean age of 42.62 (intervention), or 38.08
(control); primarily African American (intervention=68.8%; control=55.9%); less than high school
educated (intervention=31.4%; control=34.4%); currently separated/ divorced
(intervention=22.5%; control=22.6%); had a mean number of 2 children and 3 household
members; and were experiencing IPV by a current partner (intervention=46.4%; control=47.3%).
Women in the intervention were older, but there were no differences in: race, education, marital
status, number of children, number in the household, or the proportion currently experiencing IPV
(all p>0.05).

Clinic staff was trained according to the type of intervention allocated to their site. In the usual
care group, women were provided with a business card of their health care provider and a hotline
number. In the advocate intervention, nurses asked women to meet with the advocate following
their appointment; women who did not have time were encouraged to briefly meet the advocate
and schedule another appointment. The advocate was available during regular clinic hours to
offer needs assessment, education, support, referrals to services and safety planning. Women in
the intervention also received the business card with provider and hotline information.

Questions from the National Violence Against Women Survey were used to measure help
seeking, covering the following areas: law enforcement/ legal assistance, community services for
abused women, mental health counselling, discussing IPV with a health care provider, and
disclosure to family and friends. IPV and victim safety was assessed using the Danger
Assessment Score and the WEB Scale. Women'’s perception of physical and mental health was
assessed using five items from the Medical Outcomes Study, and depression and suicidal
thoughts were measured using items from the CDC BRFSS. Follow-up was conducted at 6-, 12-,
18- and 24- months; 76% completed baseline assessment, and 70.6% completed at least one
follow-up interview.
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They found that more women in the advocate intervention clinic reported speaking with an
advocate in the clinic (32.8%) compared to usual care (4.4%), although it is important to interpret
this finding with the understanding that the usual care arm clinics had no in-clinic advocate. There
were no differences between groups in calls to the hotline. Overall, IPV scores (DAS, WEB) were
highest at baseline interview and decreased over time. Though not significant, IPV scores in the
advocate intervention were in the direction of greater decline over time compared to usual care
(Intervention x Time interaction for DAS scores, F=2.02, p=0.07). DAS and WEB scale scores
were more likely to decrease in the first 6 months of the advocate intervention. No differences
were observed in self-perceived mental health or impact of mental health on daily activities
between intervention and usual care. They did find that scores for depressive symptoms and
suicidal thoughts decreased over time among women in the intervention, compared to usual care
(Intervention x Time interaction, F=3.10, p=0.01).

Findings suggest that providing referral to an on-site advocate may improve some negative health
outcomes experienced as a result of IPV (depressive symptoms, suicidal thoughts). Limitations to
the study include: the high drop out over time (with less women completing each follow up
assessment), and the randomization of clinics rather than individuals which may have impacted
findings as unknown differences between sites may have influenced results.

Crespo et al., 2010

A Spanish RCT by Crespo et al., 2010 [+] examined the efficacy of a group psychotherapeutic
cognitive behavioural intervention for women who had experienced IPV. Women were recruited
from DV agencies in Madrid, and were eligible to participate if they were 18 and over, had
suffered IPV by a male partner and were presenting PTSD symptoms, yet not meeting diagnostic
criteria for PTSD. To participate, women could not currently be receiving other forms of treatment.
A total of 53 women participated in the study. Participants were a mean age of 41 years; middle
social class (37.7%); had completed primary (34%) or secondary education (35.8%); worked
outside of the home (43%) or in the home (36%); and were separated or in the process of
separating (51%). At assessment, more than one-third of women reported living with their abuser
and 41% were financially dependent on their abuser. History of abuse was a mean of 12 years
and occurred daily in the past month (45%), with 40% identifying the current status of their abuse
as “the worst moment.” Some women reported a combination of physical and psychological
abuse (51%). The rate of women who had experienced psychological abuse was the highest
(93%), followed by physical abuse (68%) and sexual abuse (11%). Nearly half of women (45%)
were taking anti-depressive or anti-anxiety medications.

Women were randomly assigned to one of two experimental conditions: group with exposure
techniques (n=28) or group with communication skills training (n=25). One programme included
exposure therapy and the other (communication skills training) did not. Both treatment programs
were multi-component CBT programs including the following modules: breathing exercises to
control arousal, improving mood by planning of enjoyable activities, self-esteem improvement
skills, restructuring biased cognitions, building independence skills via problem-solving, and
psycho-education on IPV. The condition that included exposure therapy included therapy
techniques for exposure in the imagination to scenes related to women’s trauma. In the
programme without exposure therapy, participants were trained in communication skills, exploring
emotions, expression and ability to communicate. Each programme included 8 modules (six
common to both, one on either exposure or communication skills, plus a relapse prevention
module), 90-minutes in length, with 3-5 women in each group, led by a trained female therapist.
Women were provided with a workbook to complete various homework exercises. Measures were
assessed in an interview format at pre- and post- test, and at 1, 3, 6 and 12 months following the
end of treatment.

The outcomes measured included: overall posttraumatic symptoms, as well as: re-experiencing,

avoidance and hyper-alertness, and depressive and anxiety symptoms. Other measured related
to emotional status included were: alcohol use, self-esteem and expression of anger. Tools used
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to measure these variables included: The Interview Guideline for Victims of Domestic
Maltreatment (to measure history of violence and support received); The Severity of
Posttraumatic Stress Disorder Symptoms Scale (to measure PTSD symptoms); The Beck
Depression Inventory (BDI-II) (to measure depressive symptoms); The Beck Anxiety Inventory (to
measure anxiety symptoms); Rosenberg’s Self-Esteem Scale (to measure levels of self-esteem);
Anger Expression Subscale from the State-Trait Anger Expression (to measure angry feelings
and actions).

Level of education was significantly higher in the exposure group (x2 (2)=13.78, p<0.01), as was
the percentage of women who had received psychological or psychiatric treatment due to
violence (x2 (1)=9.61, p<0.01). Mean level of depression was higher in the communication skills
group (F (1,51)=4.90, p<0.05). There were no other differences at baseline. Overall, just over half
(51%) of women reported high levels of post-traumatic symptoms (levels of clinical severity);
under half (42%) of women reported re-experiencing, just over half reported hyper-alertness, and
less than one-quarter (21%) reported avoidance. Women’s mean depression score was severe,
mean anxiety score was moderate-severe, self-esteem was low, mean reported levels of anger
were high and 39% of women reported suicidal ideation. However, mean alcohol use was
minimal.

ANCOVAs analysis revealed that overall, general post-traumatic symptoms improved at 1-month
follow-up, (F (1, 36)=4.41, p<0.05). Changes found in specific PTSD symptoms for both groups
included: re-experiencing at post-treatment assessment, (F (1, 37)=8.84, p<0.01); avoidance at 1-,
3-, and 6-month follow-ups, (F (1, 36)=4.62, p<0.05; F (1, 36)=11.54, p<0.01); and (F (1,
36)=9.39, p<0.01), respectively; and hyper-alertness at post-treatment, (F (1, 37)=3.37, p<0.05).
The intervention group with exposure demonstrated greater improvements in general
posttraumatic symptoms, avoidance and hyper-alertness; while the communication skills group
demonstrated greater improvements regarding re-experiencing. For hyper-alertness, the time x
programme interaction was significant, (F (1, 34)=6.92, p<0.05), demonstrating a decrease at
post-treatment that for the exposure group remained stable at follow up, and decreased
progressively for the communication skills group. Significant differences were found at 1-month
follow-up for: depression: (F (1, 36)=7.81, p<0.01); in post-treatment anxiety: (F (1,3 7)=4.52,
p<0.05); and all follow-up times for anger expression: (F (1, 37)=4.08, p<0.05); (F (1, 36)=5.30,
p<0.05); (F (1, 36)=3.85, p<0.05); (F (1, 36)=5.08, p<0.05); and (F (1, 36)=5.49, p<0.01),
respectively. For all measures, scores were lower for the exposure group.

The study found improvements in emotional status, posttraumatic stress, depression, and anxiety
for both intervention groups, with greater effects for the exposure condition. Since the study did
not include a control group (both conditions received a version of treatment), it is possible that
findings were due to meeting with a therapist in general rather than outcomes of the individual
programme, or due to gradual changes over time. The study also included, but did not analyse
differences between, women who live with and women who have left their abuser. However,
these women may be experiencing different symptoms and levels of safety, and may respond to
treatment differently.

Glass et al., 2009

A US-based before and after study by Glass et al., 2009 [+] examined the impact of a
computerized safety decision aid for decisional conflict with victims of IPV. Women were recruited
via DV shelters and support groups and were eligible if they spoke English or Spanish, were 18 or
over, and reported physical or sexual violence in an intimate relationship in the past year. A total
of 90 women were included in the study. The mean age of participants was 34 years; the majority
of women identified as White (64%), followed by Latina (33%); most women (89%) had children,
and nearly half (46%) had a child living with them; an equal proportion of women had completed
high school (28%) or attended some college (28%); and just over one-third (37%) reported
working either full or part-time. Only 7 of the 90 women currently lived with the partner who
abused them.
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The decisional conflict model teaches that when a person is informed of alternatives, develops
decisional priorities, is supported in the change process, and improves in their certainty of the
decision, then conflict will be omitted and the decision will be made. The computerized safety
decision aid is based on this model and provides feedback on risk, safety options, assistance with
developing priorities and creating safety, and develops a personalized safety plan for the user. In
Phase 1 of the project, the safety aid was developed (via evidence reviews, validated measures
and feedback from user groups of women) and in Phase 2, they examined the impact of the aid
on women’s decisional conflict. Women were provided access to a laptop computer and
headphones and completed the computerized decision aid on their own at their own pace.

The safety aid included: demographic questions, questions on safety-seeking behaviours and
resources, a low-literacy version of the Decisional conflict scale (to assess decision making
before and after), and an activity to support women in setting safety priorities. Participants were
provided with a summary of their priorities. Women with children received a priority setting activity
that included children. After participants set their safety priorities, they completed the Danger
Assessment (DA) to assess danger of lethality of abuse. Women were then provided with
personalized information regarding priorities and level of danger, and were offered the option to
reprioritize their safety based on feedback. Finally, women were debriefed by a research
assistant and provided with a print out of local resources and the option to take home a print out
of results and the personal safety plan (if deemed safe).

A total of 12 questions were combined to measure: certainty about safety plan, knowledge of
options, support for decision-making, clarity of priorities, and total conflict about the safety
decision. Following use of the safety decision aid, women reported feeling more supported in their
decision (baseline score 39.44 improved to 31.3, p=0.012), and reported less total decisional
conflict (baseline score 39.35 improved to 33.01, p=0.014).

Findings suggest that a computerized safety decision aid may improve the decision process for
women who have been abused, by reducing decisional conflict. The study included a sample of
women who were already seeking services for abuse (from DV shelters or support groups where
they were recruited) and therefore it is possible that they had greater engagement in a safety
decision process than would women who have not sought DV resources. Other limitations of the
study include lack of a comparison group, short term of follow up (exact timing not stated, though
authors suggest that this occurred post-intervention), and limited description of methods and
participants (e.g. unclear what supports women were receiving prior to participation).

Grip et al., 2011

A Swedish before and after study by Grip et al., 2011 [+] investigated if participation in a
psychosocial group intervention was associated with self-reported improvements in mothers’
trauma symptoms, symptoms of general psychopathology, improvement in sense of coherence,
and perceived parental locus of control. The study included a total of 42 women with children who
were seeking help for intimate partner violence at a community-based treatment centre, who were
not living with the perpetrator and did not have a drug or alcohol use problem. Women were a
mean age of 38.8 years; the majority was single parents (93%); just over half were born in
Sweden (54%); all women had a minimum education of 11 years; the majority of women were
working, studying or on parental leave (65%); and socioeconomic status was low (30.80). Women
had been in the abusive relationship for a mean of 7 years, and 60% of women had been abused
more than 25 times. Almost half of women had stayed in a shelter on more than one occasion
(48%) and almost all women (90%) had sought other forms of help before contacting the
treatment centre in the study. In nearly all cases, the abuser was also the biological father of the
child (81%) and often the child had also been abused (71%). No associations were found
between demographic characteristics or factors related to abuse and symptoms.
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In the mothers’ intervention (the focus of this article), women participated in group therapy for 15
weeks. The women’s groups included 6-8 participants, was based on the parent type of the
“Children Are People Too” treatment programme and included: information on IPV, reactions to
IPV, the effect of IPV on personality, family interactions and communication. Women completed
an in-person questionnaire and assessment prior to treatment (pretest) (n=42), at post-
intervention (n=28), and at 1-year follow-up (completer group n=20). No differences were found
between the completer and ITT group on demographic characteristics, psychological health,
trauma symptoms, sense of coherence, and parental locus of control. Mothers were interviewed
about their current situation, relationship to the abuser, exposure to violence, and physical injury
from abuse. Validated self-report measures included the Impact of Event Scale (IES) (to measure
trauma symptoms); the Brief Symptom Inventory (BSI) (to measure psychological problems and
physical symptoms); the Sense of Coherence (SOC) (to measure meaningfulness and
manageability); and the Parental Locus of Control (PLOC) (mother’s ability to impact/ direct child).

They found that in the completer group, trauma symptoms decreased significantly following
treatment and 1-year follow-up (F (2, 36)=17.273, p<0.001). Effect sizes (all Cohen’s d) were .75
from pre- to post-treatment, and 1.04 from pre-treatment to 1-year follow-up. ITT analysis also
demonstrated a significant effect, (F (2, 82)=12.584, p<0.001), with effect sizes being .52 and .63,
respectively. The BSI measure revealed that 80% of women reported psychological symptoms
prior to treatment. Completer analyses demonstrated significant reductions in symptoms following
treatment and at 1-year follow-up, (F (2, 36)=9.97, p<0.001). Effect sizes following treatment
were .76, and between pre-treatment and 1-year follow-up were .91. ITT analysis also revealed
significant reductions in symptom levels (F (2, 82)=12.82, p<0.001). Effect sizes were .62 and .71,
respectively. The completer group demonstrated a greater sense of coherence on the SOC
following treatment and at 1-year follow-up, (F (2, 36)=6.88, p>0.01 [sic]). Effect sizes were .38
from pre- to post-treatment and .60 from pre-treatment to 1-year follow-up. ITT analysis revealed
a similar effect (F (2, 80)=6.17, p>0.05 [sic]). Effect sizes were .31 and .46, respectively. There
was no significant change in parental locus of control post-treatment or at 1-year follow-up, for
either the completer group or the ITT sample.

Overall, women who participated in the therapy significantly improved self-reported mental health,
sense of coherence, and demonstrated a reduction in trauma symptoms post- intervention and at
1-year follow-up. Limitations of the study include: lack of comparison group, use of a small
sample size, and high attrition rate.

Hassija et al., 2011

A US-based before and after study by Hassija et al., 2011 [+] examined if tele-health cognitive
behavioural counselling sessions for abused women were associated with a reduction in post
traumatic stress disorder (PTSD) and depression symptoms. The study included a total of 15
rural women attending distal DV and rape crisis centres in Wyoming. Clients who had started
formal treatment and received at least four sessions or trauma focused individual therapy were
eligible to participate. Participants were primarily Caucasian (86.7%); a mean age of 30.20, and
primarily single (46.7%) or married (46.7%). Women were primarily referred distress from DV
(80%) followed by sexual assault (20%). Women participated in a mean number of 13.33
(SD=13.89) videoconferencing sessions.

Secure videoconferencing-based psychological services were provided at the DV centres.
Participants engaged in free, weekly 60-90 minute trauma-focused psychotherapy services
delivered by a Master’s level therapist. Sessions 1-2 were focused on gathering information-
building trust. Participants then engaged in individual sessions of trauma-focused, evidence-
based therapy. Participants received a mean of 13.33 videoconference sessions. Treatment
manuals for prolonged exposure (PE) or cognitive processing theory (CPT) were used as the
foundation of the intervention, with components adapted to the needs of the patient. In addition,
motivational interviewing (MI) techniques were used in cases where there were concerns
regarding leaving an abusive partner to help facilitate decision-making. Assessments were

118



conducted after every four sessions using the following self-report measures: Post-traumatic
Stress Disorder Checklist (PCL) to measure presence and severity of PTSD symptoms; and the
Centre for Epidemiological Studies Depression Scale (CES-D) to measure depression symptoms.
Client satisfaction with the videoconference therapy programme was also measured.

At the start of treatment, women'’s self-reported symptom levels were 50.07 (SD=17.77) on the
PCL, and 27.47 (SD=14.12) on the CES-D. At post-treatment, women had a mean PCL score of
32.20 (SD=12.68). Using Cohen’s d to measure treatment effect size, women exhibited a large
decrease in PTSD symptoms (d=1.17). For the CES-D, women’s post-treatment score was 13.07
(SD=9.07), also revealing a large decrease in depressive symptoms (d=1.24). There were
significant improvements in measures of PTSD and depressive symptoms. When analysed by
trauma type, effect sizes for each group on PTSD and depression outcomes were: DV (d=1.00,
d=1.33); sexual assault: (d=2.18, d=1.05), respectively. Women also reported satisfaction with
the videoconference therapy programme (M=52.93, SD=2.43).

Overall, these findings suggest that videoconferencing may be an effective format for providing
trauma-focused treatment to rural women who are abuse victims. However, there are several
limitations to the study, including: the lack of a comparison group, no follow-up on participants
after the cessation of treatment, the use of a small convenience sample. These limitations limit
the ability to generalize to other settings, or confirm that findings were not impacted by various
confounders. They also chose to include only women who completed at least 4 sessions in their
analysis, omitting 22 women who participated in but did not engage in the minimum number of
sessions. Therefore the findings may be biased towards women who are more likely to achieve
improvements in health outcomes (for example, due to current capacity or interest in engaging in
counselling). Further research is required to examine the efficacy of psychological interventions
delivered through video-conferencing with diverse populations of women, as well as further
research to understand the factors contributing to patient attrition.

Hernandez-Ruiz et al., 2005

A US-based RCT by Hernandez-Ruiz, 2005 [+] examined the effects of a music therapy
intervention for improving anxiety and sleep among abused women in shelters. Women were
referred to the study by shelter staff if they had been staying in the shelter for between 2 days
and 1 week. A total of 28 women participated in the study (intervention=14; control=14). Women
were a mean age of 35.26 years, with an average of 2 children. Women had been a mean of 7.94
years in the previous abusive relationship, and abuse had lasted a mean of 4.23 years. A total of
26 women reported verbal abuse and 23 reported physical abuse.

Women were randomly assigned to either intervention or control. All women met with the
researcher in 30-minute individual sessions for 5 days. In the initial session, women completed a
demographic questionnaire, noted music preference, and completed the Pittsburgh Sleep Quality
Index to measure quality of sleep in the past 2 days. The instructor demonstrated how to
complete the Fatigue Scale after waking. The researcher collected the Fatigue scale in the
following two sessions (first and second pre-test). In the next session, participants completed the
‘state’ section of the State-Trait Anxiety Inventory (pretest) and then were instructed to lie down
on a couch, in a dimly lit room for 20 minutes. A progressive music relaxation (PMR) script was
included in a 15-minute recording of music, which was copied to allow for 20 continuous minutes
of music (the last 5 minutes without verbal prompts). Women in the control group did not receive
the music/ PMR, but were asked to “lie down quietly for 20 minutes.” Following the 20-minutes of
music or silence, participants completed the State Anxiety Inventory (post-test). Women in the
intervention were also provided with the CD of the music/ PMR, and a portable CD player, and
were asked to repeat the procedure before going to bed. All women completed a Fatigue Scale
(first post-test) the next morning. The same procedure was repeated in the 4™ session and 5™
session, with further data collected (second post-test). All participants also complete the PSQI
during the 5" session (post-test).
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A statistically significant reduction of anxiety was found in the experimental group (p<0.001). No
significant relationship was found between sleep quality and anxiety even though both
significantly improved. A significant improvement in sleep quality was found in the experimental
condition (p=0.007) but not in the control group (p=0.105). Overall, 78% of women (n=22)
originally qualified as "bad sleepers" (PSQI score higher than 5); 4 of these women (28.57%) in
the experimental group measured as "good sleepers” at post-test. They did not find sleep quality
to be significantly associated with a decrease in fatigue upon waking.

Progressive music relaxation may improve anxiety symptoms and sleep quality in women who
have been abused and are living in shelters. Because the study included a small convenience
sample (of women who had been staying in one shelter for under one week), findings may not be
generalisable.

Howarth et al., 2009

A UK-based (England and Wales) before and after study by Howarth et al., 2009 [+] examined
the effectiveness of Independent Domestic Violence Advisor (IDVA) services for increasing safety
and well-being of female victims of DV who were deemed to be at high risk of harm or homicide.
All women who engaged with IDVA services in England and Wales over a 27-month period
starting in January 2007 were included in the study. Women who did not meet high-risk criteria
were excluded from the study. A total of 7 IDVA services were included, and were a mix of urban,
suburban and rural, also ranging in size and period of establishment. At Time 1 assessment
(intake), n=2,567; at Time 2 assessment (after 4 months of support), n=1, 247; at exit interview,
n=411; at six-month follow-up, n=34. Demographic characteristics collected at time one revealed
that the majority of women were White (74%), just over half were employed (51%); and 37% were
age 21-30 and 31% ages 31-40. Demographic characteristics collected at time two revealed that
the majority of women were White (72%), half were employed (50%); and 26% were age 21-30
and 33% age 31-40.

The main components of IDVA services included: a focus on safety as the primary goal, the
targeting of victims at high risk of harm or homicide due to DV, the provision of intervention from
the point of crisis, a risk based approach to intervening, and the proactive provision of help to
reduce immediate risks to safety and improve long-term safety. At Time 1, the Risk Indicator
Checklist (RIC) was used to assess risk to victims, and the severity of abuse grid was developed
for the project to gather information on the type, severity and frequency of four types of abuse
(physical abuse, sexual abuse, perpetrators’ jealous and controlling behaviour, and harassment
and stalking). At Time 2, well-being was assessed by asking IDVAs to indicate whether or not
victims had made changes to coping strategies or access to social support. Follow up was also
conducted at closure of case file and at 6-months follow-up.

No statistical differences were found at Time 1 between those who were and were not
interviewed in the frequency of physical abuse, sexual abuse or jealous behaviour. However, a
higher proportion of women who completed exit interviews were experiencing harassment (x2 (1,
n=1247)=7.67, p<0.01), and severe abuse (x2 (1, n=1247)=7.08, p<0.01) at the point of referral.
Following IDVA services, 57% of all victims experienced a cessation in the abuse they were
suffering. There was a relative reduction of 75% for physical abuse, sexual abuse and jealous
and controlling behaviour, and a 66% reduction for severe cases of stalking. The majority of
victims (76%) reported improved feelings of safety; IDVAs also reported reduced risk in 79% of
cases. Only a small minority (less than 1%) of victims who were asked about their safety reported
feeling less safe following support from an IDVA. Positive outcomes increased with the number of
interventions received; 37% of women felt safer after 0-1 forms of support compared to 77% of
those receiving 2-5 forms and 88% of those receiving 6-10 forms of support. At 6-month following
case closure, the majority of women surveyed (82%) reported no further abuse.

Findings suggest that IDVA services improved safety and well-being among high-risk women who
had experienced DV. Limitations to the study include: the lack of a comparison group and high
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attrition rate (only n=34 provided 6-month follow-up). A more robust study design is required to
test findings and examine results at follow-up. The authors also note time constraints for IDVAs in
regards to type and amount of data they could collect. They also note the lack of standardized
measures, resulting in inconsistencies in defining and measuring support provided by IDVAs.
Given that the study included only women deemed as high risk of harm or homicide, findings may
not be generalisable to all women who experience abuse.

Iverson et al., 2009

A US based before and after study by Iverson et al., 2009 [+] examined the impact of a dialectical
behaviour therapy (DBT) on measures of depressive symptoms, hopelessness, general
psychiatric distress, and social adjustment from pre- to post-treatment. Women were referred to
the programme through various DV agencies and were eligible to participate if they had ever
experienced DV. A total of 31 women were included in the study. Women ranged in age from 22-
56 years, with a mean age of 40.7 and were primarily: Caucasian (81%), earning less than
$30,000, and had some high school or college education (72%). Just over half of the women
(54%) reported being in an abusive relationship for between 1 and 5 years; 77% reported abuse
by a current/ former husband, and 26% were currently living with their abuser.

Women completed a brief telephone screening prior to participation, which measured distress
and included a general clinical interview. Eligible participants were then scheduled to participate
in the next available group. A total of 7 groups were conducted, each with 6-8 women, 2-hours in
length for a period of 12 weeks (12 sessions). Sessions included: skills development through
teaching and practice, review of skills learned, discussion of problems in application of skills to
daily life, planning opportunities to engage in effective behaviours, and provision of support and
encouragement by therapists and other participants. Treatment was provided by two co-
therapists per group who were trained in DBT and provided with ongoing support/ training. DBT is
a comprehensive form of cognitive behavioural treatment intended to treat clients with multiple
problems and severe emotional problems. Typical procedures include: treatment targets in a
hierarchy with safety prioritized, chain analysis of targets, daily monitoring, validation, skill
building and generalization, balancing acceptance and change, practicing and applying skills, and
ongoing consultation with a therapist. Post- therapy, participants completed the same self-report
assessment completed at baseline, which included the following tools/ measures: Beck
Depression Inventory—Il to measure depressive symptoms; Beck Hopelessness Scale to measure
degree of hopelessness and suicidal risk; Social Adjustment Scale—Self-Report to measure social
functioning; Symptom Checklist—90 —R. to measure of individual distress; and The Global
Severity Index of the Symptom Checklist—-90—R to measure general levels of distress.

ANOVA was conducted to assess effects for all women who completed the group therapy (n=31).
Pre- and post-intervention effects were as follows: Beck Depression Inventory—II, (F(1, 30)=12.97,
p< 0.001, d=0.54); Beck Hopelessness Scale, (F(1, 30)=5.88, p<0.05, d=0.42); Symptom
Checklist—90 —R, (F(1, 30)=14.82, p<0.001, d=0.78); and Social Adjustment Scale—Self-Report,
(F(1,30)=7.67, p<0.01, d=0.53). Pre- and post-test means and standard deviations were as
follows: Beck Depression Inventory—Il: pre-test (M=18.3, SD=15.0), post-test (M=10.2, SD=11.4,
F=12.97, d=0.54, p<0.001); Beck Hopelessness Scale: pre-test (M=5.1, SD=6.0), post-test
(M=2.6, SD=3.0, F=5.88, d=0.42, p<0.05); Symptom Checklist-90—R: pre-test (M=44.7, SD=11.8)
post-test (M=35.5,SD=13.3, F=14.82, d=0.78, p<0.001); and Social Adjustment Scale—Self
Report: pretest (M=2.2, SD=0.57), post-test (M=1.9, SD=0.50, F=7.67, d=0.53, p<0.01).

Women demonstrated significant improvements on all of the outcome measures, including:
reduced depressive symptoms, hopelessness, and psychiatric distress and increased social
adjustment. Study limitations that may impact findings include: lack of a comparison group and
follow up, small sample size, and relatively high attrition rate (33%). More robust study designs
are required to test findings with more diverse groups of women, to determine follow-up
maintenance and generalisability.
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Iverson et al., 2011

A US-based RCT by Iverson et al., 2011 [+] examined the effect of CBT for improving PTSD and
depressive symptoms and future risk of IPV among women survivors of IPV. The study included
women 18 and over who were experiencing PTSD due to sexual or physical assault in childhood
or adulthood, who were participating in a larger study examining cognitive processing therapy
(CPT, a form of CBT) for PTSD. A total of 150 women participated in the study. Women were a
mean age of 35.4 years; Caucasian (62%), African American (34%), or other race (4%); had a
mean education of 13.8 years; most had an income of less than $20, 000 per year (53.7%); 20%
was married/ living with their partner. Most women had experienced adult physical assault (84%),
adult sexual victimization (78%), childhood sexual abuse (78%) and childhood physical abuse
(77%). The average time reported since the index event was 14 years, due to many women
reporting child sexual or physical abuse as their index event (45.3%); 19.3% of the ITT sample
identified IPV as their index event.

After completing baseline assessment, women were randomly assigned to one of three groups:
1) cognitive processing therapy (CPT) (n=53); 2) CPT-C (n=47); and 3) written account only (WA)
(n=50). The CPT protocol focused on supporting the client in learning skills to realise and
challenge cognitive distortions, beginning with most traumatic events and the meaning of those
relative to themselves, others and the world. Therapy also involved: PTSD education, identifying
relationships between events, thoughts and emotions, and developing more balance thoughts.
The intervention involved detailed written accounts of participant’s index trauma event and daily
readings of accounts during beginning and middle sessions of therapy. Cognitive therapy was
applied in sessions and also in worksheets completed after sessions to identify cognitive
distortions that act as barriers to recovery. CPT-C condition was the same as CPT, but omitted
the detailed writing account and readings of the trauma event. The therapy focused on additional
guestioning and cognitive skill exercises instead of the written account. The WA protocol
expanded on the written account component of CPT. The initial two WA sessions were 60
minutes each and provided an overview of treatment, PTSD psycho-education, instructions on
subjective units of distress (SUDS) and information on writing the index trauma account. In the
remaining five sessions, women spent 45—60 minutes writing their index trauma account and
reported SUDS ratings and information on their emotions before and after writing the account.
Women then read out the account to the therapist. Therapists then provided comments and
support, education, asked about emotions, but did not provide cognitive therapy or work on
changing cognitive distortions. Women were also requested to finish their account at home if they
were not able to do so during therapy and read it daily and report SUDS ratings. Assessment was
conducted at 9 time points (i.e., pre-treatment, every week of the 6 weeks of therapy, and 6-
month post-treatment) to evaluate changes in PTSD and depressive symptom. All 3-treatment
conditions were 6 weeks long and included 12 hours of individual therapy, facilitated by trained
clinical psychologists. All sessions were videotaped and monitored for adherence to treatment
principles.

Assessment was based on the following tools: Standardized Trauma Interview (to assess
physical and sexual victimizations); Conflict Tactics Scale-Physical Aggression Subscale (to
measure physical threats and violence); Beck Depression Inventory-1l (to measure depression
and PTSD symptoms). Neither amount of treatment completed nor treatment condition (CPT,
CPT-C, WA) were a significant predictor of IPV victimization at 6-month follow-up and were
therefore excluded from the reported findings. Out of 150 women, 86 completed all 12 hours of
therapy; participants in the ITT sample completed a mean of 8 therapy hours (SD=5.12; range: 0-
12).

Of the 150 women included in the ITT sample, 61% (n=91) reported a lifetime history of IPV, and
16% (n=24) reported IPV by their current partner in the past year. Of the 118 women in this
sample who completed 6-month follow-up, 22% (n=26) reported that they had experienced IPV in
the 6 months post-treatment. Initial growth curve analysis revealed significant mean-level
decrease from pre- to post- testin PTSD (b1=-0.17, t=—12.38, p<0.001, Ac2=0.56) and
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depressive symptoms (b1=-0.16, t=—12.16, p<0.001, Ac2=0.50). Hierarchical multiple regression
analyses revealed significant associations between change in PTSD (b=3.37, t=3.06, p<0.05,
pr2=0.07) and depressive symptoms (b=3.49, t=2.93, p<0.05, pr2=0.07) over the course of
therapy and reductions in IPV at the 6-month follow-up. These associations maintained
significance even after controlling for baseline IPV levels and previous exposure to interpersonal
trauma.

Overall, they found improvements in PTSD, depressive symptoms and IPV at 6 month follow up,
suggesting that CBT is a promising approach to treating women who have experienced trauma,
including IPV. Since all participants received treatment for PTSD, it is difficult to ascertain if
findings are reflective of the treatment or due to changes over time, or attention from a therapy
provider. Future research using a control condition is required. The authors also note that women
reporting higher depressive and PTSD symptoms were less likely to complete follow up
assessments, so findings may not be applicable to women experiencing greater distress. Finally,
the study only included measures of physical IPV, so may not be applicable to women who have
experienced sexual or emotional IPV.

Johnson et al., 2011

A US-based RCT by Johnson et al., 2011 [+] examined the effectiveness of Helping to Overcome
PTSD through Empowerment (HOPE), a cognitive behavioural intervention, to: reduce
depression, PTSD, reduce re-abuse once women leave the shelter and increase empowerment,
resources and access to support. A total of 70 women who had been abused (in the month prior
to entering shelter), had PTSD (or sub-threshold) symptoms, and were attending a DV shelter
were recruited from two inner-city shelters within the same shelter system over 8 months. Women
with certain mental illnesses (bipolar disorder or psychosis), women who were participating in
concurrent individual therapy, and women who changed psychotropic medications in the past
month or who exhibited suicidal risk were excluded.

Women who participated were a mean age of 32.55; primarily African American (50%), followed
by Caucasian (42.9%); most women had completed some college (42.9%), although some
women had less than a high school education (27.1%), or high school education (22.9%); most
were employed (27.1%); and almost all women had children (90%). All women reported either an
IPV-related PTSD status (87.1%) or sub-threshold PTSD status (12.9%). Women also reported:
depression (47%), substance use disorders (8%), or other anxiety disorders (51.4%), and less
than a quarter (21.4%) of women were on psychotropic medications. In the month prior to
entering the shelter, all women reported experiencing psychological abuse (100%), and the
majority of women had also experienced physical abuse (92.9%) and sexual abuse (67.1%).

Women were stratified according to PTSD status and medication status and randomly assigned

to either intervention (n=35) or control (n=35). All participants received standard shelter services
(SSS), including case management, a supportive environment, and educational programs offered.
Women in the HOPE intervention also received a maximum of 12 sessions, lasting 60-90 minutes,
delivered twice weekly while living in the shelter, for a maximum of 8 weeks. The HOPE
programme is a 9-12 session manualized, individual, cognitive—behavioural treatment, based on
Herman’s multistage model of recovery. Initial sessions include psycho-education on IPV, PTSD,
safety planning, and teaching women skills to empower her and help develop independence.
Later sessions include cognitive behavioural skills to cope with PTSD (e.g. managing triggers,
cognitive restructuring), as well as optional modules to address any co-occurring issues
(substance use, etc.). Sessions were delivered by either the author or one of five Master’s trained
therapists (all attended a 12 hour training workshop). Participants were interviewed at baseline,
and then at 1-week, 3-months and 6-months after leaving the shelter.

Tools used for outcomes measured included: CAPS (to assess IPV-related PTSD diagnosis);

Conflict Tactics Scale Revised (CTS-2) (to assess IPV the month prior to entering the shelter);
Structured Clinical Interview for Axis | disorders SCID-I/P (to assess current comorbidity to

123



PTSD); The Trauma History Questionnaire (THQ)(to measure lifetime history of traumatic events
other than IPV); The Beck Depression Inventory (to assess depressive symptoms); The Personal
Progress Scale-Revised (PPS-R) (to assess empowerment or self-evaluation and self-esteem);
The Conservation of Resources—Evaluation (to measure resource loss or gains); and The
Inventory of Socially Supportive Behaviours (to measure social support).

They found no significant differences for PTSD status in the ITT sample (p>0.05). However, when
looking at PTSD symptoms by factors, hierarchical linear model analyses revealed a significant
treatment effect for emotional numbing symptom severity in the ITT sample, (t(67)=-2.046,
p<0.05), and significant treatment effects for effortful avoidance symptom severity, (t(49)=-2.50,
p<0.05), and arousal symptom severity, (t(49)=-2.04, p<0.05), in the MA sample. However, PTSD
severity was found to decrease over time (x* (67, N=70)=118.75, p<0.0001). Chi-square analyses
revealed significant differences in rates of re-abuse at 6-month follow-up for the ITT sample (x° (1,
N=70)=8.68, p<0.01) and the minimal attendance (MA) sample ()(2 (1, N=52)=15.70, p< 0.0001).
In the ITT sample, women in HOPE (46.9%) were less likely to report re-abuse compared to
control participants (81.8%), (OR=5.1, 95% Cls [1.66, 15.70], RR=1.75, 95% Cls [1.17, 2.61]). In
the MA sample, women in HOPE (26.3%) were also less likely to report re-abuse compared to
control participants (81.8%), (OR=12.6, 95% Cls [3.26, 48.65], RR=3.11, 95% Cls [1.44, 6.71]).
Significant effects were also found in the ITT sample for depression severity (t(67)=-3.13 p<0.01),
empowerment (1(67)=2.09, p <0.05), and social support (t(67)=2.11, p<0.05). In the MA sample, a
significant treatment effect was found for depression severity (1(49)=2.510, p<0.05) but not for
empowerment or social support.

Findings suggest that this cognitive behavioural intervention may improve various PTSD
symptoms in women who have been abused. However, limitations of this study include a
relatively small sample size, high attrition rate, and the use of study therapists to rate adherence
and competence of participants (rather than independent raters). Finally, findings may not be
applicable to women who are not using shelter services.

Kendall et al., 2009

A US-based cross-sectional study by Kendall et al., 2009 [+] examined the impact of an IPV
counselling and resources referral intervention in an emergency department on patient-perceived
safety and safety planning. The study included women and men 12 years and older who were
visiting an urban emergency department; patients who did not speak English or were critically ill
were not eligible to participate. All women were screened, and all boys/ men 12 and older who
presented IPV risk factors were screened, using two questions from the Partner Violence Screen
(PVS). A total of 350 females (97%) and 10 males (3%) participated in the study. Participants
were primarily African American (64%), followed by Caucasian (26%); mean age was 32 years;
and mean length of abusive relationship was 5 years. Relationships were classified as follows:
heterosexual partners (62%), spouses (21%), ex-partners (15%); and homosexual partners (2%).

The study began shortly after the introduction of an IPV advocacy programme in the emergency
department, which was connected to a community service organization. ED nurses and resident
physicians at the hospital received 1-hour training and educational materials were distributed to
staff. Patients who responded yes to screening questions were offered consultation with an IPV
advocacy counsellor, and physicians were notified of the positive screen. Those who agreed to
the consultation with an advocacy counsellor were enrolled in the study. IPV volunteer advocates
were trained for 30 hours in crisis intervention. IPV advocacy counsellors used an Interpersonal
Violence Assessment Form to evaluate the victim’s situation, including type of abuse and
demographic information on victim and abuser. Following this, they helped the victim develop a
5—point safety plan (this could include moving to a shelter, creating independence, education/
training, etc.). The advocate also provided information on available community resources, and if
requested helped to arrange shelter stays.
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Follow up was conducted by the advocate counsellor via telephone at 2 days, 2-weeks, 6-weeks
and 12-weeks post intervention, to assess for: number of steps implemented from safety plan,
patients perception of safety and whether or not community resources were contacted and
perceived to be beneficial. Of the 360 patients who received the advocacy intervention, 157 were
re-contacted. They found that 96% of participants perceived improved safety following the
intervention. Of the 157 who provided feedback, 133 had developed a safety plan and provided
information on achievement or failure of each component. Participants completed between 49%
and 59% of their safety plan at the various follow-up intervals. The resources reported to be most
important for improving safety were (out of 116 who responded to this item): law enforcement
(n=38), IPV counselling (n=15), legal help (h=13), battered-women’s shelter (n=13), clergy (n=7),
victims’ services (n=4), crisis intervention (n=4), social services (n=4), mental health (n=1),
alcohol and drug rehabilitation (n=1), and vocational services/ employment (n=1). They found no
significant correlation between age, income, race or length of the abusive relationship regarding
percentage of safety plan completed. At 2 day follow-up, 97 patients had a safety plan and had
completed a mean 55% of the plan; at 2 week follow up, 77 patients had a safety plan and had
completed a mean 58% of the plan; at 6 weeks follow-up, 51 patients had a safety plan and had
completed a mean 59% of the plan; and at 12 weeks follow up, 38 patients had a safety plan and
had completed a mean 49% of the plan.

Findings suggest that an ED advocacy programme can improve victim’s perception of safety and
engagement in safety planning. However, there was a very low rate of follow-up. Only 44% of
victims were re-contacted for one follow-up and less than 1% completed all four follow-ups. The
authors note various reasons including: inability to contact, incorrect contact information, refusal
to follow up and unknown reasons. Other limitations include: lack of a comparison group and, lack
of information on measures used (and whether or not these were validated).

Kiely et al., 2011

A US-based RCT by Kiely et al., 2011 [+] examined the efficacy of a psycho-behavioural
intervention for reducing IPV recurrence and improving birth outcomes for pregnant and
postpartum African-American women. Women who self-identified as belonging to a minority, age
18 and over, English speaking and 28 weeks pregnant or less, were recruited from prenatal
clinics in Washington, DC. Women attending 6 community-based prenatal clinics, primarily
serving minority women, were screened for all four risk factors using an audio-computer self-
report. Women deemed eligible at screening were randomly assigned to intervention or control
group. Shortly after initial screening (average of 9 days), women participated in a baseline
interview to collect demographic information, reproductive history and behavioural risk data. A
total of 1, 044 women participated in the study (intervention=521; control=523). The women who
participated were a mean age of 24.5, and the majority were: recruited prior to 22 weeks
gestation (63.4%), were single (76%); had at least a high school education (68%), and were
receiving Medicaid (79%). Less than a quarter of the women (22%) smoked during pregnancy,
with the majority reporting risk of exposure to second-hand-smoke (SHS) (78%); the majority of
women reported being depressed (62%); and a proportion of women reported using alcohol
(32%) or illicit drugs (17%) during pregnancy. There were no significant differences between the
intervention and control groups at baseline.

The integrated cognitive behavioural intervention was aimed at reducing smoking, SHS exposure,
depression and IPV during pregnancy. This was delivered during routine visits by trained social
workers or psychologists. During each session, the woman noted which of the four risks she was
dealing with, and the intervention was then aimed at addressing all identified risks, regardless of
which risks were previously reported. The IPV intervention focused on: safety, information on the
various types of abuse and the cycle of violence, risk assessment, provision of preventive options
and the development of a safety plan. A list of community services and resources was also
provided. Intervention components were meant to be delivered over four to eight sessions, for 20-
50 minutes per session (to address all individual risks). In addition, two “booster sessions” were
provided to reinforce the work done in previous sessions. Participants in the control group
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received the standard procedures provided at their respective prenatal care clinic. Follow-up data
collection was conducted over the telephone during the second and third trimesters of pregnancy
(at 22—-26 and 34—38 weeks of gestation) and 8—10 weeks postpartum. IPV was assessed using
the Abuse Assessment Screen, a measure developed and validated for use among pregnant
women who had reported physical or sexual abuse in the past year. In baseline and follow-up
interviews, frequency of physical and sexual assault was measured using the Conflict Tactics
Scale.

They found that at baseline, 336 women (32.2%) had experienced IPV in the past year; or these,
169 were in the intervention condition and 167 in the usual care condition. Women experiencing
continued IPV during pregnancy/ postpartum (n=94) were significantly different from women
reporting no continued cases of IPV (n=212) for: care group (p=0.006), gestational age at
baseline (p=0.035), alcohol use during pregnancy (p=0.014), and depression at baseline
(p=0.009). After controlling for these variables in the logistic regression, only care group, alcohol
use, and depression were significant. Logistic regression for continued IPV at all follow-up
interviews (n=94) revealed that women in the intervention were less likely to report recurrent
episodes of IPV (adjusted OR 0.48, 95% CI 0.29-0.80). At baseline, alcohol use in pregnancy
and depression were associated with chance of recurrent IPV (adjusted OR 1.85, 95% CI 1.09 —
3.12 and adjusted OR 1.90, 95% CI 1.11-3.25, respectively). In the intervention condition,
women were less likely to be victimized by their partner at the 2" and 3" trimester follow-up
interviews, but this was not significant at postpartum. Women in the intervention group reporting
minor intimate violence, were significantly less likely to experience additional cases of violence
during pregnancy (OR 0.48, 95% CI 0.26—-0.86, OR 0.53, 95% CI 0.28-0.99) and postpartum (OR
0.56, 95% CI 0.34-0.93) compared to the usual care group; for women with severe IPV, this was
found at postpartum (OR 0.39, 95% CI 0.18-0.82). For birth outcomes, low birth weight (LBW)
(less than 2,500 g) was not different in the two groups (intervention: 12.8%, usual care: 18.5%,

p .204), although rates of very low birth weight (VLBW) (less than 1,500 g) were lower among
women in the intervention group (intervention: 0.8%, usual care: 4.6%, p .052). Preterm birth
rates (37 weeks of gestation) were not statistically different in the intervention and control groups
(13.0% compared with 19.7%, p=0.135). However, very preterm delivery (less than 33 weeks)
was lower in the intervention compared to control group (1.5% compared with 6.6%, P .030).
Mean gestational age at delivery was also greater in the intervention than control condition (38.2
weeks compared with 36.9 weeks, p .016).

Findings from this study suggest that a psycho-behavioural intervention for multiple risk reduction
among African American pregnant and postpartum women was associated with reductions in
some adverse pregnancy outcomes and recurrent risk of IPV. This study also offers valuable
contributions in examining, and intervening to address a co-occurrence of risk factors. While the
study design was robust, there are several limitations to note. The study was powered to test the
efficacy of the intervention for psycho-behavioural risks but not adverse pregnancy outcomes.
There was also a high attrition rate; only 59% of participants completed the minimum amount of
intervention sessions. This may be reflective of the population- high-risk minority women. Despite
this, women who did participate demonstrated reduced risk factors. The authors note that it is
possible that addressing additional risk factors which women were experiencing (alcohol and drug
use) may have resulted in greater improvements. Another limitation is the lack of information on
the usual care condition; the authors note that this differed between sites but do not provide
further detail.

As this intervention was tested among African American women presenting with multiple risk
factors, findings may not be generalisable to other sub-populations of women. Further research is
required to test the intervention among other groups of women, and in other service settings.

Koopman et al., 2005

A US-based RCT by Koopman et al., 2005 [+] examined the impacts of an expressive writing
intervention on symptoms of depression, PTSD and pain among women who have experienced
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IPV. The study included English speaking women 18 and over, who were victims of IPV but
judged as currently being safe from abuse. Women were recruited through fliers and then
completed a brief telephone screening to determine eligibility. A total of 47 women were included
in the study (intervention n=25, control n=22). Women ranged from 21-56 years old (mean=36.5),
and the majority were single (38%), White/ European American (68%), employed full-time (43%)
or not employed (36%), had no children (60%), and were heterosexual (83%), had a household
income of less than $40, 000, and the median education was completion of high school. On
average women had left an abusive partner 5 years prior, and were in the relationship an average
of 6.3 years. At baseline, 28% of women in the expressive writing group were married, compared
to 9% in the comparison group (p=0.01), and had also completed more years of education
(mean=16.8 years, SD=3.0) compared to the control group (mean=14.8 years, SD=1.9).

Eligible women completed a questionnaire on demographics, bodily pain (using the Bodily Pain
Scale of the SF-36 Health Survey), depression (the Beck Depression Inventory) and PTSD
symptoms (The PTSD Checklist-Specific Version). Each participant was randomly assigned to
either the expressive writing intervention, where participants were asked to write about the most
stressful event/s of her life, or the neutral writing condition where she wrote about her daily
schedule. In the expressive writing group, women were requested to do the following: ‘Today |
want you to write about the most traumatic experience of your life; really exploring your very
deepest emotions and thoughts.’ In the neutral writing group, women were asked to write about
how they spend their time and were instructed: ‘| am not interested in your emotions or opinions.
Rather be as objective as possible.” Women were provided with a journal with these instructions
and asked to write for 20 minutes for each of 4 weekly sessions, without discussing with the
research staff. The writing sessions wee held at either (based on preference): a university, coffee
shop or restaurant.

Follow up was conducted at 4-months post intervention and included the same measures as at
baseline. At baseline, 40% of all women reported significant pain, 53% reported PTSD symptoms
and 40% reported clinical depression. When comparing the expressive writing condition and
neutral writing condition, they did not find a significantly greater reduction of symptoms of
depression, PTSD or pain. However, women who were more depressed at baseline
demonstrated a significantly greater reduction in depression in the expressive writing condition
compared to the neutral writing condition (p=0.05, 8 for the interaction term in the linear
regression=-.24).

Findings suggest that expressive writing about traumatic experiences may be particularly helpful
in decreasing depressive symptoms in women who are experiencing depression following an
experience of IPV. No differences were found between the two groups in regards to PTSD
symptoms. Limitations of the study include: the use of a small and non-diverse (predominantly
White) sample size, resulting in low statistical power for analysis of findings and limited capacity
to generalize to other populations/ settings. Also because the study included only women who
had left an abusive relationship, findings may not be applicable to women who continue to be in
an abusive relationship, and it is also possible that women experienced gradual improvements in
mood/ symptoms related to other previous/ current interventions (psychotherapy, medication,
etc.)regardless of the intervention. Further research is required with larger sample of diverse
participants, and which collect data on concurrent/ previous interventions to understand potential
influence/ interaction with writing therapy.

Laughon et al., 2011

A US-based before and after study by Laughon et al., 2011 [+] examined the feasibility and
acceptability of a combined brief nursing intervention (BNI) to prevent sexually transmitted
infections (STI) and reduce IPV among rural women in a family planning clinic. A total of 19
English speaking women, age 18 and over, screening positive for IPV in the past year were
recruited from two family planning clinics (one woman was subsequently lost to follow-up,
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however). Women were primarily White (68%), followed by African American (26%); a mean age
of 28 years, and most (72%) had a high school of higher education.

In the intervention, a PhD trained nurse or a doctoral student who was also a nurse practitioner
conducted a 10-minute one-on-one educational intervention from the March of Dimes. IPV
information was provided in a brochure, women were engaged in danger assessment and
consciousness raising, safety planning options were discussed, and women were provided with a
list of resources. Sexually transmitted infection (STI) components were also included (information,
safe sex options and safety planning). They measured for changes in the Severity of Violence
Against women scales for threats, physical violence, and sexual violence; and for safety
behaviours (using the Safety Behaviour Checklist) and safer sex strategies (using the STI
protective behaviours checklist). Outcomes were measured at baseline and 3-month follow-up.

They found that the frequency and severity of violence decreased at 3-month follow-up; there was
a statistically significant decrease in the subscales of physical violence (p=0.02; baseline mean
score=36.1 (SD 4.6); follow-up mean score=29.2 (SD 4.8)) and threats of violence (p=0.04;
baseline mean score=34.1 (SD 7.6); follow-up mean score=29.6 (SD 7.0)). They also found that
women increased the number of attempted safety behaviours and safer sex strategies, but the
difference between baseline and 3 months was not statistically significant.

This small pilot study offers some promising findings regarding the potential for a brief
intervention to improve violence related outcomes for women in a prenatal clinic. However,
because of the lack of comparison group and small sample size it is not possible to confirm these
findings or generalize to other clinical settings where women are also experiencing IPV. Further
study of the intervention is required with a more robust study design and larger sample size.

McWhirter, 2006

A US-based non-randomized control trial by McWhirter, 2006 [+] tested a community-based
group therapy intervention for women experiencing a life transition who are vulnerable to abuse.
A total of 68 women participated in the study; 37 in a group therapy condition and 31 in an
alternative therapy condition. Women who had recent experiences with major life transitions
(divorce, death, disability, loss of home or job) were selected to participate, due to the increased
vulnerability these women face to interpersonal victimization. Women in the group therapy
condition were living in a homeless shelter and volunteered to participate in the study, which was
offered as part of shelter services. Alternative treatment participants were women enrolled in a
non-profit employee mentoring programme for women experiencing a major life transition. In the
intervention group, women were a median age of 32 and primarily high school educated (37.8%),
and primarily Caucasian (51.4%) followed by Latina (27%) and African American (13.5%). In the
comparison group, women were a median age of 51, and were primarily college educated
(35.5%), and Caucasian (90.3%).

The intervention involved 90-minute group therapy sessions held weekly for 5 weeks, with 8-11
women per group. Groups were facilitated by a professional counsellor with training in DV and
substance abuse, and childcare was provided. The groups were structured on CBT and Gestalt
therapy techniques; each session began with a CBT aspect (psycho-education and exploring
thoughts and perceptions) followed be a loosely structured Gestalt intervention (group
processing). The programme was designed to improve awareness of abuse and to examine the
influence of alcohol and drugs and other unhealthy behaviours for coping with abuse. Sessions
covered: exploration of personal belief systems, education on forms of abuse, emotional
expression, understanding healthy relationships, and developing healthy methods to cope with
stress. In the alternative treatment, women were assigned a mentor to work on professional
development goals over the phone or email and in monthly face-to-face sessions. Women were
also provided other forms of professional development training (resume writing, job skills training,
etc.).
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Women in the intervention completed a survey during the initial (week one) and final (week five)
sessions. Women in alternative treatment were mailed surveys three days prior to weeks one and
five; those completed and returned were included in analysis (n=31). Scales used in the survey
included: Quality of Social Support Scale, Social Network Size, Self-efficacy (developed by the
research team), Family Economic Pressure Scale, and Student Survey of Risk and Protective
Factors.

While there were significant differences in demographics between the two groups (the alternative
treatment included older, more educated and primarily White women), the author states that no
ethnic differences were found as a function of study variables. Both groups demonstrated
improvement on the social support, self-efficacy, and financial stress measures. The study found
that the comparison group had significantly greater improvement in social support measure,
p<0.05. The intervention group demonstrated significantly greater improvements in self-efficacy,
p<0.05. No significant treatment effects were found for financial stress, family conflict, or family
bonding.

These findings suggest that integrating group therapy treatment within community-based services
may be beneficial for women who are in transition and who are vulnerable to abuse. While the
programme is promising in that it integrates often co-occurring issues (abuse with alcohol and
substance use), the use of a non-equivalent comparison group presents a significant source of
bias and makes it difficult to interpret the effectiveness of the group therapy intervention. Small
sample size also limits generalisability to other contexts.

McWhirter et al., 2011

A US-based individual RCT by McWhirter et al., 2011 [+] assessed the clinical effectiveness of
two shelter-based group therapy treatments in reducing family violence and improving
psychosocial outcomes for women and children exposed to IPV. The study recruited women who
had experienced IPV in the past year with children ages 6-12 who had witnessed IPV, from a
temporary family shelter. A total of 46 women and 48 children participated in the study. Women
who participated were a mean age of 30 years (range of 18-47), primarily White (47%) followed
by Latina (20%) and African American (16%); and less than high school (35%), high school (30%)
or college educated (35%). The majority of women reported experiencing abuse while growing up,
that was: physical (89%), emotional (80%) and/ or financial (89%).

Two community-based therapies were examined: one was emotion-focused and one goal-
focused. Both included weekly 60-minute therapy session, held over 5 weeks for women only
(with 4-5 participants in each session), with concurrent 45-minute sessions for children, followed
by a 60-minute conjoint therapy (with 8-10 participants). Women were randomly allocated to
either the emotion-focused (n=22) or goal-focused intervention. The women’s emotion-focused
intervention applied Gestalt principles within cognitive behavioural psycho-education; the focus
was on examining relationships (healthy and unhealthy) and understanding the impact of
adaptive and non-adaptive mechanisms in coping with experiences of abuse. The children’s
emotion-focused intervention focused on expression and emotional awareness through activities
and discussion, including topics such as: stress, dealing with family and peer pressures,
relationship-building and dealing with conflict. The goal-focused intervention was a cognitive
behavioural approach with Motivational Interviewing based on the trans-theoretical model. In the
sessions for women, participants were encouraged to choose a goal in relational, personal, or
functional domains. Participants were then encouraged to identify barriers, and develop steps for
moving towards their goals. The children's goal-focused intervention included art activities and
visual aids to select and work towards goals. Both interventions were delivered by two Master’'s
trained therapists and 2 Master’s students, who received 15 hours of training over 6 weeks and
received ongoing supervision.

Self-report assessment was conducted at baseline and at post-intervention. The following tools
were drawn on for the assessment of women: Student Survey of Risk and Protective Factors to
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measured family conflict and bonding; Quality of Social Support Scale to measure quality of
social support; Centre for Epidemiological Studies Depression Scale to measure depressive
symptoms; Generalized Self-Efficacy scale to measure belief in ability to manage adversity;
Readiness to Change Confidence Ruler to measure confidence in ability to make change (in this
case, to: alcohol use, violence, and therapeutic changes). Therapists were also asked to report
their perception of women'’s readiness to change. Women’s alcohol use and self-efficacy for
discontinuing alcohol use were also measured. For children, they used a visual emotional
barometer, as well as psychosocial measures based on child self-report of peer and family
conflict, and self-esteem.

For women, they found significant improvements in both groups (p<0.05) for depression, family
bonding, self-efficacy, readiness to decrease violence, readiness for therapeutic change, and
facilitators’ report of readiness to change. There was a significantly greater decrease in family
conflict in the goal-focused intervention (F(1, 44)=28.75, p<0.05, n2=0.40 (main); F(1, 44)=4.10,
p<0.05, n2=0.09 (interaction), and greater increase in the quality of social support in the emotion-
focused intervention (F(1, 44)=18.68, p<0.05, n2=0.30 (main); F(1, 44)=5.88, p<0.05, n2=0.12
(interaction)). For children, they found significant improvements in both intervention groups (all
p<0.05) for: emotional WeII-being (F(1,46)=7.00, r]2:O.13), peer conflict (Fgl,46):4.97, r]2:0.16),
family conflict (F(1,46)=22.27, n"=0.43), and self-esteem (F(1,46)=7.87, n"=0.24). They also
found that women in the goal-focused group reported a decrease in use of alcohol (mean pre-
treatment score for alcohol use out of five=2.03 (SD 0.58), mean post-treatment score=0.55 (SD
0.74), which was not found in the emotion-focused group.

These findings suggest that both emotion-focused and goal-focused therapies have the potential
for improving negative outcomes for women and children who have experienced IPV. As well,
goal-focused interventions may be useful for women with co-occurring violence and substance
use. Women who are isolated may benefit from emotion-focused interventions that improve
quality of social support. While the study is relatively robust in design and provides a thorough
description of the intervention and measures used, it is possible that women and children’s
access to and use of other services while living in the shelter influenced findings. Further
research is required within other settings, and with a longer period of follow-up to confirm
effectiveness.

Miller et al., 2011

A US-based RCT by Miller, 2011 [+] examined the impact of a clinic-based intervention on
reducing effects of IPV and reproductive coercion, and encouraging women to leave an abusive
partner. The population included English and Spanish-speaking women aged 16-49, attending
four family planning clinics in Northern California. Most women (76%) were age 24 or under and
self-identified as non-White.

The 4 clinics were randomized into either intervention or control (no further information provided).
There were more Latina participants in the intervention group, while the control group included
more women who were African American (data not provided). A total of 906 women participated.
The control condition received usual care, which entailed responding to 2-violence screening
guestions, and if positive this was documented and women were provided with a list of services/
resources. The intervention included IPV screening followed by teaching the client about
reproductive coercion and multiple forms of IPV and the impact on reproductive health and
pregnancy. Participants were taught about harm-reduction behaviours, and clinic staff would
contact resources or services. Participants completed modified versions of the Conflict Tactics
Scale and Sexual Experiences Survey at 3 time points (not specified) on a laptop computer,
listening to the questions through headphones.

For women reporting IPV within the past 3 months, women in the intervention clinics

demonstrated a 71% reduction in the odds of pregnancy coercion compared with women in the
control clinics (adjusted odds ratio [AOR]=0.29; 95% confidence interval [CI], 0.09-0.91). For
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women who did not report IPV within the past 3 months, there were no significant changes in
reports of pregnancy coercion. Awareness of IPV services increased in both groups, with no
significant differences between them. More women in the intervention group also reported that
they stopped dating a partner within the past 3 months because the relationship was unsafe
(AOR=1.63; 95% ClI, 1.01-2.63).

This pilot study reveals that a brief enhanced screening intervention including skill-building on
reproductive health and IPV may improve women’s understanding of coercive behaviours and
reproductive health effects. However, limitations include a small number of clinics and
participants, and limited discussion about the reliability and validity qualities of the two
instruments used. Because the article is a brief communication on a pilot study, there are also
limited details on study design (including details of the control and intervention samples, method
of allocation, follow up time points, etc.).

Morales-Campos et al., 2009

A US-based qualitative study by Morales-Campos et al., 2009 [+] examined participants’
experiences of a community based support group for immigrant Hispanic women exposed to
gender-based violence. A total of 30 women who were 18 years or older, English or Spanish
speaking and seeking assistance for violence or abuse were recruited from support group
sessions and flyer postings. Participants were primarily Mexican/ Mexican American (90%); a
mean age of 41 years; 50% were married, 20% separated and 20% divorced; 43% were US
citizens, 30% residents, and 27% undocumented immigrants. Women had been living in the US
for a mean for 37 years. Time spent in the support group ranged from 2 to 96 months.

The support groups were held in a community organization. Approximately 20—25 women
attended each support group during a week. A psychologist from Mexico conducted all support
groups in Spanish. No other details of the support groups were provided. Data was collected via
archival research, oral interviews, and participant observation. Archival research examined
included internal documents of the organization and intake records. The primary author examined
5 support group sessions over two months to understand the structure of the groups, participant
interactions and issues addressed, and also conducted individual interviews with the 30 study
participants. Questions addressed women’s experiences of violence and the support groups.
These were conducted in the community organization, recorded and transcribed. The research
team coded transcripts independently and then met to discuss and reconcile emerging themes,
resulting in the development of networks of codes.

They found that the support group provided a sense of community and support to group members
by providing a space where women could share their stories. For example, one participant
expressed: "They give me emotional support that sometimes you can't even find in your own
family." Another woman noted how groups: "... [Stimulated] the new women who come into the
group. They can find out how we have progressed and how we can speak with such certainty. It
encourages them to one day feel good or better than us." Many women also spoke about how
helpful they found the responses and advice of the counsellor and other group members. For
example, one woman said: "If someone tells you something, then they are doing it for your good
or giving you advice or an idea that you could use....We'’re a group where we’re all united, we're
in the same situations, and everything we talk about or tell you is to help you". The women
indicated that they had learned coping and stress management skills and improved self-esteem
from participating in the groups. One woman noted: "[The support group] has also helped me with
my children. First, if we’re going to talk, but I'm very upset I've learned that | need to calm
down..." Another woman explained: "l learned to better recognize my values as a woman, as a
human being. And | learned that there is an enormous potential within each of us and we only
need to find a way to reach it and keep it developing”. Women also spoke about how they had
become less dependent on their partners. As one participant explained: "You have to prepare
yourself, to do something for yourself, so as not to depend so much on the husband, because
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sometimes they take advantage of this. You have to prepare yourself so that you can depend
more on yourself in case something does happen.”

Findings suggest that support groups may improve self-esteem, stress management and coping
skills, independence and support for immigrant Hispanic women exposed to violence. Key
limitations of the study include: the inclusion of both older and newer support group participants at
different stages in healing, and lack of information on the intervention or interview protocol.
Information on the immigration status of the women attending the support group was not collected,
so it cannot be determined whether documented women attended support groups more than
undocumented women or vice versa. The sample of women interviewed may not be
representative of Hispanic immigrant women in other parts of the country. Due to the small and
exploratory nature of the study, findings may not be generalisable.

Poole et al., 2008

A Canadian before and after study by Poole et al., 2008 [+] examined the change in types of
stressors and rates of substance use before, and 3 months after, receiving DV shelter services. A
total of 74 women entering 13 shelters between October 2002 and June 2003 were included in
the study. All shelters included did not refuse access to women using substances. Women were
eligible if they self-reported use of at least one substance or more 3 times per week, used
multiple substances at least once a month and/ or identified as currently having a problem.

Because women came from 13 different sites, the intervention was not standardized, but in
general these shelters offer refuge for up to 6 weeks in duration, and advocacy on a range of
health, housing, financial and legal issues. For example, services may include: emotional support,
parenting support, information on local resources, referrals, transportation, clothing, and
accompaniment to court appointments. Shelters differed in how they addressed substance use
concerns, from minimal (providing referrals to services) to more significant interventions including
actively discussing substance use with women and offering onsite alcohol and drug treatment
counselling. Participants were interviewed at the time of entering the shelter and then again 3
months later. Each interview included questions related to alcohol and other substance use,
perceived stress, and types of stressors. The following measures were used: Brief Michigan
Alcohol Screening Test, Drinking Motives Questionnaire, Timeline Follow-back calendar (TLFB),
Index of Spousal Abuse, Perceived Stress Scale-10 and a non-standardized Stressors
Questionnaire.

They found that tobacco use did not change between intake (77%) and follow up (73%) (p=0.251).
Alcohol use (mean days >3 drinks) decreased significantly from 15.75 to 4.42 (p=<0.001).
Stimulant use also decreased significantly from 20.19% (mean percent of days of use) at intake
to 3.95% at follow-up (p<0.001). Non-medical depressant use did not show a significant decrease
between intake (18.76% days of use) and follow-up (12.66% days of use) (p=0.493). Medical
depressants also did not decrease significantly between intake (17.72% days of use) and follow-
up (15.22% days of use) (p=0.345). Stress levels decreased in all categories from intake to 3-
months follow up. Women'’s stress levels/ concerns reported at intake were as follows: money
(82%), partner (73%), housing (65%), mental health (60%), legal issues (62%), physical health
(46%), parents (43%), and children (31%). At follow-up, women'’s reported stressors decreased
as follows: partner (35%) (p <0.001), housing (22%) (p=0.012), mental health (23%) (p=0.001),
legal issues (20%) (p=0 .002), and physical health (12%) (p=0.021). No significant decreased
was observed for stressors related to: parents (11%), children (8%) and money (16%).

This study is valuable in recognizing the intersections between experiences of violence,
substance use, and a range of health, social and economic stressors and the role of the shelter
experience in supporting stress reduction in key life areas, and change in use of some
substances, regardless of whether specific substance use programming is offered. Limitations of
the study include the lack of comparison group, lack of baseline comparison of shelter residents
and possible self-selection bias.
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Price et al., 2008

A UK based before and after study by Price et al., 2008 [+] examined the outcomes of the first 18
months of the DV Intervention Project (DVIP), which included an integrated women’s support
service. The programme also included a programmed for perpetrators, the findings of which are
reported in that section. Women'’s support services were provided to women who were the
partner of a man in the DVIP programme in the London boroughs of Barking & Dagenham,
Newham and Waltham Forest. A total of 98 women with 161 children received services and 23
women attended the group programme during the period of investigation. A total of 47
guestionnaires were received over 3, 6, and 18-month follow-up. No demographic details were
provided for participants.

The authors note that the women'’s support service is the focus of the programme. The service is
a varied, women-focused ongoing programme of support and safety planning for victims of abuse,
while also holding the perpetrator accountable. When a man makes contact with the DVIP, he is
required to provide the details of his partner, and regardless of his acceptance into the

perpetrator programme, women are contacted via mail with a letter and information package
(contact is attempted between 7 and 9 times). Contact is then made and a range of interventions
are offered, including: one on one and group programmers, telephone support, and outreach
meetings at the children’s centre of social work offices. The main aims of the women’s support
service are: to improve women'’s safety, to improve women’s emotional and mental health, to
improve knowledge about DV, to promote realistic expectations about the perpetrator programme,
to promote empowerment of women and connect women to other available local services.

Women completed a self-report survey (no further details provided) at 3, 6 and 18 months follow
up, and caseworkers completed an assessment of women and children’s safety and quality of life
at 18 months follow-up.

Findings from the caseworker assessment revealed that 88% of referring social workers
assessed the women as ‘much safer’ or ‘safer’ and 78% of referring social workers assessed the
children as ‘much safer’ or ‘safer’. Based on the women's assessment across all three
evaluations, 65% of women reported feeling ‘safer’ or ‘much safer,” and 35% said that their safety
had not changed. In addition, 69% assessed their children’s level of safety as ‘safer’ or ‘much
safer,” and 31% said that their child’s safety had not changed. The majority of women (93%)
reported that their quality of life was ‘much improved’ or ‘improved,” while 7% reported that their
quality of life had not changed.

Findings reveal that the majority of women reported improvements in their safety and quality of
life and their children’s safety; caseworker reports also supported improvements in the majority of
women and children’s safety. Limitations of the study include lack of information on participant
demographics and survey instruments, and the potential for self-report bias. While the study was
conducted in the UK, demographic characteristics of participants were not provided and therefore
it is difficult to determine wider applicability.

Rasmussen et al., 2008

A US-based non-RCT by Rasmussen et al., 2008 [+] evaluated the effectiveness of motivational
interviewing (MI) to enhance outcomes of regular treatment services from shelter counsellors. A
convenience sample of 20 women using the services of an urban shelter for a minimum of 48
hours was included. The mean age of participants was 37, and women were primarily Caucasian
(45%), although over half of the sample was ethnic minorities: Latina (35%), African American
(15%) or Asian American (5%). Women were primarily: married (63.2%), had some high school
education (52%), were unemployed (80%), had no bank account (70%), no car (55%), and were
receiving public financial assistance (50%). Women reported the following types of abuse:
emotional abuse (100%), physical abuse (85%), threats of aggression (70%), sexual abuse (30%),
and being threatened with a weapon (10%).
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The study involved two conditions: a control group (n=10) who were provided regular treatment
services from shelter counsellors before the counsellors were trained in MI; and an experimental
group (n=10) who received regular treatment services from counsellors who had been trained in
MI. The regular treatment services provided included individual counselling once per week for 4
weeks by trained counsellors, along with assistance from other staff in providing case
management and psycho-educational group support. To prevent contamination, the Ml
intervention was conducted after participants in the control condition had left the shelter. At this
point, shelter counsellors, case management and crisis line staff were trained by a certified Ml
trainer including: stages of change, key concepts of MI, inclusion of cultural sensitivity and Ml
intervention skills (open ended questioning and complex reflections). This was followed by a 2-
day didactic training workshop, involving application of skills via role playing activities. Following
completion, the trained counsellors offered additional individual therapy sessions, using their new
MI skills within the experimental group. The MI trainer also conducted ongoing follow up
consultation and coaching for the 4 months of data collection.

Counsellors’ skills prior to Ml training were assessed by the Ml trainer, using a sample of audio
tapes from the control group sessions. Fidelity of the Ml intervention was assessed by coding a
sample of the sessions and using the Motivational Interviewing Treatment Integrity (MITI) to
assess skills. These were found to range from beginner level proficiency on some skills (e.g.,
making complex reflections) and competency level proficiency for others (e.g., using more
reflection). The University of Rhode Island Change Assessment Scale (URICA) was used to
measure pre-contemplation, contemplation, action, and maintenance, and the Process of Change
in Abused Women Scales investigated ambivalence about the abusive relationship; both were
used to measure motivational level at pre-test and post-test follow-up.

There were no group differences in motivational level at pre-test. At post-test, motivational level
was significantly different (p=0.029, one-tailed), with 90% (n=9) of the experimental group in the
high motivational category. In comparison, only 4 women in the control group were high
motivational, a decrease from those identified as high motivational at pre-test (n=5). The
experimental group also demonstrated a higher readiness to change at post-test (mean at post-
test=11.1, compared to 9.9 for the control). Nine of ten participants in the experimental condition
demonstrated either progression from a low to high level of readiness of change, or stayed at a
similar level at post-test, and only one participant showed a decrease. Comparatively, 5
participants in the control showed a decrease in readiness to change, and only 5 demonstrated
an increase. The sample was too small to perform cluster analyses or t tests, but the Mann-
Whitney test of independent means revealed no significant differences between the groups on
either tool.

This was a small, pilot study and therefore findings are not generalisable. Further, larger and
more robust studies are required to test effectiveness. Other study weaknesses include: use of an
English only instrument in a region with many Spanish-speakers, high attrition rate and problems
with recruitment which impacted sample size, limited description of the shelter setting, and short
period of follow up. While existing services may be improved by addition of Ml intervention,
further research is required to test this approach and potential for improving women’s readiness
for behavioural change.

Reed and Enright, 2006

A US- based RCT by Reed and Enright, 2006 [+] examined the effectiveness of Forgiveness
Therapy (FT) for improving depression, anxiety and PTSD symptoms in women who had
experienced emotional abuse. A total of 20 women were recruited through flyers and newspaper
advertisements. Women who were divorced or separated from an abusive partner for a minimum
of 2 years were eligible to participate; women who had a history of childhood physical abuse or
psychiatric illness were not eligible to participate. Women who participated were a mean age of
44.95; primarily Caucasian (90%); had mixed education levels including: high school (20%), some
college (30%), college degree (20%) or postgraduate (30%); the majority were employed full-time
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(60%); had between one and four children living with them (70%); and were not in a new
relationship (75%). Women reported the following forms of psychological abuse: being criticized
(90%), being ridiculed (100%), jealousy and control (75%), being ignored (100%), threats of
abandonment (30%), threats of harm (30%), and threat of harm to property or pet (20%). Some
women also reported being sexually abused by their partner (30%). Women had been separated
from their partner for a mean time of 5 years.

Participants were matched, yoked and then randomly assigned to either the forgiveness therapy
(FT) intervention (n=10) or the standard therapeutic procedure (AT) comparison group (n=10).
The intervention included 1 hour weekly individual sessions based on the Enright forgiveness
process and manualized protocol. Each matched pair received the same amount of treatment
regardless of condition; mean time for pairs was 7.95 months (SD 2.61, range 5-12 months). One
counsellor delivered both the intervention and comparison treatment. The FT sessions followed
the protocol which included discussion of: forgiveness, psychological defences, anger, shame
and self-blame, cognitive rehearsal, commitment to forgiving, grieving the pain and losses,
reframing the former abusive partner, empathy and compassion, practicing goodwill, finding
meaning in unjust suffering, and considering a new purpose in life of helping others. The
intervention ended when a woman reported completing forgiveness of her former partner. The AT
group was designed (also using a written protocol) to be similar to the basic components of the
intervention approach (including anger validation, assertiveness strategies and interpersonal
skills). In the AT group, women engaged in 1-hr, weekly participant-initiated discussion of current
life concerns (including past abuse, child care, work relationships, etc.), and therapist- facilitated
discussions on the validity of anger regarding past abuse, strategies for making healthy life
choices, and interpersonal skills. Women in the FT determined time spent on forgiveness topics
and participants in the AT determined time spent on participant-initiated concerns.

Measurements were conducted at: pretest, post-test, and 7 month follow-up, using the following
tools/ scales: Psychological Abuse Survey; Enright Forgiveness Inventory; Coopersmith Self-
Esteem Inventory; State—Trait Anxiety Inventory; Beck Depression Inventory—Il; Environmental
Mastery Scale (to measure psychological well-being); Reed (1998) Finding Meaning in Suffering
(includes questions about moral decisions as a response to suffering and support for decisions);
PTSS checklist (to measure post-traumatic stress symptoms); Story measures (one page
narrative from women, analysed for old (victim) and new (survivor) stories).

The FT group demonstrated significantly greater increase in: forgiving the former abusive partner,
(t(9)=5.80, p <.001); self-esteem, (t(9)=2.12, p<0.05); environmental mastery (t(9)=1.84, p<0.05);
finding meaning in suffering ( t(9)=2.34, p<0.05); and in new stories (survivor status), (t(9)=3.58,
p<0.01). The FT group demonstrated a statistically significantly greater decrease in: trait anxiety,
(t(9)=-2.43, p<0.05); depression, (t(9)=-1.88, p<0.05); posttraumatic stress symptoms, (t(9)=-2.54,
p<0.05); and old stories (victim status), (t(9)=-5.01, p<0.001). There was no statistically significant
difference between FT and AT on state anxiety scores, but there was within-group statistical
significance (FT from pretest to post-test): (t(9)=-2.22, p<0.05).

This study reveals significant improvements in women’s symptoms related to emotional abuse
following Forgiveness Therapy. While study design was relatively robust and included a longer
period of follow up, the study has limited applicability. Participants included women who had a
relatively high education and were almost entirely Caucasian. Furthermore, only women who had
experienced partner emotional abuse were included. Findings may have limited application, as
many women who have experienced abuse have experienced multiple forms of abuse, as well as
childhood traumas (also an exclusion criterion). As well, the coding of “story measures” (which
was an assessment developed by the lead author) by two raters revealed low IRR scores, which
may have influenced findings related to this variable.

Resick et al., 2008

A US-based individual RCT by Resick et al., 2008 [++] examined the impact of components of
cognitive processing theory (CPT) on PTSD symptoms for women who have experienced IPV.

135



Women were recruited from an urban centre through referrals from DV agencies, and through
advertisements and flyers. Women who had experienced sexual or physical assault in childhood
or adulthood and met criteria for PTSD, and were at least 3 months post trauma were eligible to
participate. Women also had to be abstinent from drugs and alcohol for 6 months, and were not
eligible if they were illiterate, had current psychosis or suicidal ideation, or were currently in an
abusive relationship. A total of 162 women were initially recruited, however 12 dropped out due to
a re-occurrence of violence (ITT n=150). Women were a mean age of 35.4 years; mean years of
education was 13.8 years; 62% were Caucasian and 34% African American; 41% were on
psychotropic medications. A minority of women had experienced only adult assault (6%) or only
child sexual abuse (3%); most women had experienced adult physical assault (80.7%), adult
sexual assault (80.7%) and child sexual abuse (78%). Nearly half of women had experienced 10
or more incidents of child abuse (47.3%) or 10 or more incidents of adult abuse (46.6%). Half of
women reported major depression (MDD) (50%), over half reported DV (60.7%), and less than
one-quarter reported panic disorder (20%).

The interventions were delivered by 8 Master’s or Doctoral level clinical psychologists; each
therapist delivered all 3 interventions. Each condition was individual therapy of the same intensity
(all 12 hours total); the CPT and CPT-C involved 60 minutes twice a week, and the WA condition
involved 2 hour sessions once a week. Participants were randomly assigned to one of the 3
conditions. The CPT sessions followed the manual developed by the lead author and included:
education, writing detailed account of traumatic incident at home, re-reading incidents (to
themselves and to the therapist), cognitive therapy with Socratic questioning, rewriting incident,
completing worksheets, identifying problematic thought and response patterns, and confronting
and challenging/ changing beliefs. The CPT-C condition was identical to the CPT condition
except participants did not write-out their traumatic event; this was substituted with CPT (event-
thought-emotion) worksheets. The WA condition included only the writing component. Writing of
traumatic experiences was conducted by participants during therapy sessions and reading of the
accounts occurred at home and during the sessions. Participants were also asked to rate their
discomfort levels using the subjective units of distress (SUDS). Therapists did not engage in
cognitive therapy with patients; they were only permitted to make supportive comments and
occasional educational statements. They could ask the patient to re-write or focus on certain
“hotspots” in more detail or request that the patient write about another traumatic event.

At baseline, the CPT group had significantly lower income (less than $20, 000 annually) (79%)
compared to the CPT-C (46%) and WA group (42%). Many instruments were used for
assessment including: Clinician-Administered PTSD Scale (CAPS), Structured Clinical Interview
for DSM—IV Axis | Disorder (SCID), Sexual Abuse Exposure Questionnaire, Physical Punishment
Scale of the Assessing Environments-Ill, and Physical Assault Scale of the Revised Conflict
Tactics Scales. Self-report scales included: Beck Depression Inventory, The Experience of
Shame Scale, The Personal Beliefs and Reactions Scale, Posttraumatic Diagnostic Scale, State-
Trait Anger Expression Inventory, State-Trait Anxiety Inventory, Therapeutic Outcome
Questionnaire, and Trauma-Related Guilt Inventory. Interviews and self-report were carried out:
weekly during treatment, 2 weeks post-treatment, and 6 months post-treatment. The drop out
rates for each condition is as follows: 34% for CPT, 26% for WA, and 22% for CPT-C.

All three treatment groups demonstrated improvements on PTSD and depression. There was no
significant difference between treatment groups on total score on the Therapeutic Outcome
Questionnaire. There was a significant group effect for PDS (F(2,183)=4.5, p=0.01) and BDI-II
(F(2,179)=3.1, p=0.05), indicating that overall, the three groups differed. The CPT-C group
reported significantly greater improvements on the PDS post-treatment than the WA group,
though this difference was no longer there by the time of the 6-month follow-up assessments. For
ITT analysis the CAPS score of PTSD decreased 36.1 points on average from baseline (p<0.001)
for CPT, 31.9 points (p<0.001) for WA, and 40.8 points (p<0.001) for CPT-C group. On the
completer analyses (all p values < .001), the CPT group decreased 37.7 points, the WA group
decreased 36.5 points, and the CPT-C decreased 42.1 points. For the SCID, there were no
significant differences between groups for major depressive disorder or panic disorder. All groups
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decreased their scores significantly on the following measures over the course of the study: anger
from the STAXI, state and trait anxiety from the STAI, ESS total, guilt cognitions from the TRGI
and PBRS.

Findings suggest that cognitive therapy alone (CPT-C) may be effective for improving PTSD
symptoms among women who have experienced IPV. The study was robust, including: validated
measures, blinding, a relatively long period of follow up, and both ITT and completer analyses.
However, findings may not be applicable to women who experience co-occurring substance use,
alcohol use and IPV, because women with these other issues were specifically excluded from the
study.

Rychtarik and McGillicuddy, 2005

A US-based cluster-RCT by Rychtarik and McGillicuddy, 2005 [++] examined the effectiveness of
two interventions (coping skills training and 12-step facilitation) on levels of depression in the
spouse or partner of men with problem drinking, partner drinking and partner physical violence.
Women were recruited through media advertisements recruiting women who were experiencing
stress from partner drinking. To be eligible, women had to be living with their partner, married or
cohabitating for a minimum of 1 year, have no substance use disorder (based on the Alcohol Use
Disorders Identification Test (AUDIT) and the Drug Abuse Screening Test (DAST)); and could not
be involved in a treatment programme for their partner’s drinking in the past 3 months. A total of
171 women participated. Women were a mean age of 42.6, with a mean education of 13.44 years,
and were predominantly White (84%) and employed (85%). Almost half of women (47%) reported
physical violence in the past year and over half (59%) reported being violent to their partner.

Each consecutive set of 4-6 participants were randomized into cohorts. Counsellors trained in
alcoholism and rehabilitation delivered interventions. Both interventions were manualized, 8
weeks in length and were in a group format. The Coping Skills training (CST) intervention (n=55)
included: the stress and coping model and education on the relationship between thoughts,
feelings and behaviours, and an introduction to problem-solving. The twelve step training (TST)
sessions (n=58) included Al-Anon Steps, focusing on education on enabling behaviours and
detachment and codependency relapse. All sessions were videotaped and reviewed by a
supervisor to ensure proper delivery. A delayed treatment group (n=58) was used as a control
group and then randomized into the treatment condition. At baseline, participants in CST had
significantly (p<0.01) less months of employment in the past 3 years; there were no significant
differences for other demographic characteristics and symptom scores.

Follow up was conducted at post-treatment assessment, telephone assessments at 3 and 9
months post-treatment, and in-person interviews at 6 and 12 months post-treatment. The
outcome of interest to our review, the effect of treatment on partner violence (a secondary
outcome in the study), was measured at 6 and 12 months using the Conflict Tactics Scale
Physical Violence subscale; 73% of women completed all assessments. At follow-up, in the CST
condition, 21.19% (SD 0.88) reported physical violence; in the TST condition, 31.16% (SD 2.17)
reported physical violence (p<0.05). Partner violence in the CST condition declined significantly
from 50% violence at baseline to 37% (p<0.05, proportion of variance (PV)=0.14). The TST
condition demonstrated a non-significant increase from 44% to 51%. For those women who
reported experiencing violence pre-treatment, the rate of violence at follow up was 63% in the
CST condition and 85% in the TST condition.

Findings suggest that a coping skills treatment for women, who have partners with a substance
use problem, may reduce partner violence. Limitations of the study include reliance on self-report
and women'’s report of partner behaviour. Yet the study was robust, included blinding, and
assessed treatment fidelity. The sample was mostly White and educated and therefore findings
may not be generalisable to other sub-populations of women, or to women experiencing
substance use problems (as these women were excluded from this study).
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Sanders et al., 2007

This US based study used a quasi-experimental design [+] to test the effectiveness of economic
education with a small sample of battered women in shelters in a large US city. The theoretical
framework was that skills could be built and empowerment could be enhanced through economic
education, as had been shown with other groups such as low-income people. Testing this
assumption with battered women was the goal of this intervention. The framing of the intervention
was grounded in a strong gender analysis, pointing out that women have economic
disadvantages in general, compared to men, and that battered women were particularly affected
by such issues as poverty, loss of credit and restricted access to money.

The intervention was called REAP (Realizing your Economic Action Plan) and had four main
components. These components added up to 12 hours of curriculum and included “money and
power”, “developing a cost-of-living plan”, “building and repairing credit” and “banking and
investing”. These components were delivered in both individual and group formats over a period
of two weeks while the women were living in the shelter. Improvements of basic skills such as
budgeting, and paying off debt were considered successful outcomes. The entire curriculum was
delivered in the context of understanding economic abuse as a component of DV, and in the

context of understanding oppression.

The sample included two groups of battered women to whom the curriculum was delivered over a
two-week period. Two other groups of battered women, residing in different but similar shelters,
were the comparison group. Both groups of women were pretested before the intervention was
introduced. On the protests, there were few differences between the two groups: they were
similar on demographic characteristics and similar in abuse histories. However there was a
difference in length of time with current partner, with the experimental group averaging 7 years
with partner, and the comparison group 4 years. Hence, length of time with partner was controlled
for in the analysis of the outcome measures.

The outcome measures were financial literacy (factual knowledge regarding financial issues) and
financial efficacy (the sense of ones’ ability to make financial decisions). The two groups
(experimental and control) were equivalent before the intervention on these two measures in a
pre test. The findings were that for financial literacy outcome, the intervention group had a greater
increase than the control group (p<0.05), but this was not significant when controlled for length of
relationship. For the financial self-efficacy outcome, the intervention group had significantly
improved scores, (p<0.05), which remained when controlled for length of relationship.

Controlling for differences in the length of time with the partner was found to be a significant
predictor of change in the financial knowledge score. That is, the longer a woman had been with
her abuser, the more her financial literacy score improved after the intervention. The authors
suggest that the curriculum held more relevance for women in longer term abusive relationships,
as they had likely experienced more negative economic effects.

There were several shortcomings to this study. The sample size was small (h=67) and the
attrition rate was high at 43%. The women more likely to leave the programme were those
experiencing the most sexual coercion and exploitation. The follow up period was short at two
weeks, and occurred only once. Outcomes focused on self-reported belief and attitudinal changes
and not changes in actual financial behaviours. The authors note that although their measures
had good internal validity, the overall results are not generalisable. Nonetheless, they conclude
that the link between economic literacy and empowerment for battered women needs more
attention, more intervention and more study.

Sullivan et al., 2002

A US-based individual RCT by Sullivan et al., 2002 [++] examined the effectiveness of an
advocacy and child education programme for improving the self-esteem of children and the
psychological well-being of mothers in families who have experienced DV. Women with at least
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one child (age 7-11) living with them who had experienced DV in the past 4 months were
recruited from DV and social services agencies. A total of 80 mothers and their children (if more
than one child, only one child randomly selected for data collection) participated. Women were a
mean age of 31 years; 49% White and 39% African American; were primarily low income,
receiving income assistance (88%); and nearly half (44%) were employed. The mean age of the
children was 8.3 years, and 55% were female.

Women were randomly assigned to either the intervention or control group. 78 mother completed
at least one post-intervention interview and were included in the analysis (intervention n=45;
control n=33). Women in the intervention received 16 weeks of free services by a trained
paraprofessional advocate. Advocacy was provided via home visitation twice per week (an
average of 8.95 hours per week) with five phases: assessment, implementation, monitoring,
secondary implementation, and termination. Forms of assistance provided for mothers included:
housing, employment, education, transportation, child care, social support, and/ or material goods.
For children, forms of assistance included: recreational activities, help with school, and/ or
obtaining material goods. The intervention also included a 10 week group programme for children,
delivered by ethnically diverse group leaders, that provided education on safety, emotional
expression, and respect for themselves and others, and physical activities.

Measures of abuse against women included: Index of Psychological Abuse, Conflicts Tactics
Scale (CTS), and an injury assessment that were combined to provide an overall index.
Children’s measures were conducted via mother's reports of emotional abuse, CTS, and injury
inventory, and number of incidents of witnessing abuse; these were also combined into an overall
index. Mothers’ psychological well-being was measured using: Andrews and Withey quality of life
scale, social support scale, Centre for Epidemiological Studies—Depression Scale (CES-D), and
the Rosenberg Self-Esteem Inventory. Children’s self-esteem was measured using the Self-
Perception Profile for Children. Assessment interviews were conducted by advocates (typically in
the woman’s home) at baseline, post-intervention, and 4-months post-intervention.

Improvement in mother’s well-being over time in the intervention group was described as a
moderate difference, although not statistically significant (F(10, 63)=1.81, p<0.08). Mothers
receiving the advocacy intervention reported significantly higher levels self-esteem and lower
levels of depression than women in the control group (both p values <.05), and also higher quality
of life, although this difference was not statistically significant. There was a significant
improvement in children’s well-being over time in the intervention group (F(16, 57)=2.30, p <.01).
At 4-month follow-up children in the advocacy intervention were also less likely to be contacted by
the abuser (11.1% in intervention compared to 27.3% in control), (one-tailed x2:0.04). Children in
the intervention reported significant improvements in global self-worth, self-confidence, physical
appearance, and athletic subscales (all p<0.05).

Findings suggest that an advocacy programme for mothers and education programme for
children may improve women’s self-esteem and lower depression, and improve children’s well-
being. The study design was robust and the retention rate of participants was high. Limitations
include the use of a small sample, limited information on randomization method and the children’s
education component and relatively short period of follow-up.
