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Background

Description of the condition
Intimate partner abuse
For the purpose of this review, intimate partner abuse (often termed
domestic violence) is defined as abuse of a woman by a male or
female partner who currently is, or formerly was, in an intimate
relationship with the woman. Intimate partner abuse perpetrated by
women or men against male partners or ex-partners also occurs but
it is not included in this review because the outcomes, and possibly
the risks for partner violence perpetration by each gender, are likely
to be different and should not therefore be included in the same
review. The majority of abuse with serious health and other
consequences is that committed by men against their female
partners (Henwood 2000). Abuse perpetrated by ex-partners is
included in the review since often a woman is at greatest risk when
she is preparing to leave or has just left her partner. It is estimated
that between 65% and 75% of women killed by abusive partners are
killed while leaving or after already leaving the relationship (Wilson
1993). Intimate partner abuse may take various forms, including
physical violence (ranging from slaps, punches and kicks to assaults
with a weapon, choking and homicide), sexual violence (such as
forced sex, or forced participation in sexual acts), emotionally
abusive behaviours (such as stalking, surveillance, threats of abuse,
threats to remove children from the household, prohibiting a woman
from seeing her family and friends, ongoing belittlement or
humiliation, or intimidation), economic restrictions (such as
preventing a woman from working, confiscating her earnings,
restricting access to funds), and other controlling behaviours (Watts
2002). Additionally, disabled women in abusive relationships may
experience withholding of orthotic equipment, medications,
transportation, or essential assistance with personal tasks, such as
dressing or getting out of bed (Nosek 1998). The different forms of
abuse often co-exist, but they may also present in isolation (Taft
2001). Partner abuse may also co-exist with other forms of violence
within families, such as child abuse or elder abuse, but such abuse is
not the focus of this review.

Prevalence of intimate partner abuse
The 2001 British Crime Survey found that 20% of women in England
and Wales reported being physically assaulted by a current or former
partner at some time in their lives; and when threats, financial abuse
and emotional abuse were included in the definition of intimate
partner abuse the prevalence rose to 25% of women (Walby 2004a).
Research in the United States indicates that nearly one in three adult

women experience at least one physical assault by a partner during
adulthood and four million American women experience a serious
assault by a partner during an average 12-month period (APAPTFVF
1996). The prevalence of intimate partner abuse among those
women seeking health care is higher than that of the general
population. In a primary care study, we found a lifetime experience of
physical and sexual violence of 41%, with 17% of women
experiencing such violence in the past year (Richardson 2002).
Abuse of women by their partners is a world-wide phenomenon
(Watts 2002). Fifty-one cross-sectional population surveys conducted
in various countries on behalf of the World Health Organisation show
a lifetime prevalence of between 10%-50% and between 3%-52% for
the experience of physical violence in the previous year (WHO
2001; Heise 1999). Disabled women may be at even greater risk of
being abused. In a North American sample of women with physical
disabilities, 62% reported having experienced emotional, physical, or
sexual abuse in their lifetimes (Nosek 1998).

The impact of intimate partner abuse on health
of women
Intimate partner abuse can have short-term and long-term negative
health consequences for survivors, even after the abuse has ended
(Campbell 2002). World Development Reports (World Bank 2006)
and statements from the United Nations (Ingram 2005) emphasise
that such violence is a significant cause of death and disability on a
world-wide scale and the World Health Organisation (Krug 2002)
highlights violence against women as a priority health issue.
In 1997, two women in England and Wales were killed each week by
their current or former partners (HMSO 1998), a figure that
represents 47% of all female homicides for that year (HMSO 1997).
In the United States and Canada, 31%-60% of murders of women
during the 1990's were committed by intimate partners (Craven
1997; Crawford 1997; Brock 1999). Percentages may be even higher
in less industrialised countries, but there is little global data on the
murder of abused women (Gartner 1990).

Physical health of abused women
Intimate partner abuse is one of the most common causes of nonfatal injury in women. In the USA a review estimated that 50% of all
acute injuries and 21% of all injuries in women requiring urgent
surgery were the result of partner abuse (Guth 2000).
Abused women also experience many chronic health problems. The
most consistent and largest physical health difference between

abused and non-abused women is the experience of gynaecological
problems (e.g. sexually-transmitted diseases, vaginal bleeding and
infection, genital irritation, chronic pelvic pain, urinary-tract infections)
(Campbell 2002). Population based studies from the United States
show that the likelihood of abused women exhibiting these symptoms
are three times greater than average (McCauley 1995). Other
conditions include chronic pain (e.g. headaches, back pain) and
central nervous system symptoms (e.g. fainting and seizures),
(Campbell 2002; DiazOlavarrieta 1999), self-reported gastrointestinal
symptoms (e.g. loss of appetite, eating disorders) and diagnosed
functional gastrointestinal disorders (e.g. irritable bowel syndrome)
(DiazOlavarrieta 1999; Coker 2000), and self-reported cardiovascular
symptoms (e.g. hypertension, chest pain) (Tollestrup 1999).

Health of abused women during pregnancy
Research evidence shows that intimate partner abuse continues
when a woman becomes pregnant - indeed, it may even escalate
(Gazmararian 2000; Mezey 1997). A review by Campbell shows that
prevalence rates of abuse during pregnancy are very similar in
industrialised and non-industrialised countries (Campbell 2002). Most
studies in the United States show that between 4%-8% of pregnant
abused women are physically abused during pregnancy. This
compares closely with 6%-8% during the past year in the United
Kingdom, 6%-7% in Canada, at least 7% in South Africa, but is
substantially lower than the 11%-21% in Sweden, and 13% in
Nicaragua. The health risks for abused mothers and their unborn
children are substantial. The most serious outcome is the death of
the mother (Parsons 1999) or the foetus (McWilliams
1993; Jejeebhoy 1998). In well-designed studies, the outcome most
associated with partner abuse is low birth weight, although there is
also evidence for increased risk of miscarriage (Gazmararian
2000; Taft 2004) and foetal injury (Mezey 1997).

Psychosocial health of abused women
The most prevalent mental health sequelae of intimate partner abuse
are depression and post-traumatic stress disorder (McCauley
1995; Ratner 1993; Golding 2002; Coid 2003). Women living in
abusive relationships are three times more likely to be diagnosed
depressed or psychotic (Stark 1996) and they often have feelings of
low self-esteem and hopelessness (Kirkwood 1993). Among
Australian women attending general practice who have been abused,
depressed women are significantly more likely to have experienced
combined physical, emotional and sexual abuse than are nondepressed abused women (Hegarty 2004). Living in a violent

relationship may exacerbate a predisposition to depression; however,
a woman's first exposure to abuse can also be a causal factor for
subsequent depression (Campbell 1999; Silva 1997). Abused women
are nearly four times as likely to suffer from post-traumatic stress
disorder compared with non-abused women, and this can be directly
related to experiencing intimate partner abuse (Golding 2002; Silva
1997). There is also evidence from the United States, Scandinavia
and Papua New Guinea that increased suicidal tendencies are
associated with abuse (Counts 1987; Golding 2002). Other signs of
emotional distress associated with intimate partner abuse are selfharm and para-suicide (Stark 1996; Heath 2003), anxiety, insomnia
and social dysfunction (Ratner 1993). A Nicaraguan study found that
70% of cases of emotional distress in women were a direct
consequence of abuse (Ellsberg 1999).
In industrialised countries a further mental health problem associated
with partner violence is the abuse of alcohol and drugs (McCauley
1995; Ratner 1993; Golding 2002). Substance abuse and intimate
partner abuse often co-occur. Women who have experienced
physical or psychological violence are fifteen times more likely to
abuse alcohol and nine times more likely to abuse drugs than are
non-abused women (Stark 1996). There is also evidence that alcohol
and drug abuse for some women is directly attributable to intimate
partner abuse (Stark 1996; Golding 2002).

The impact of intimate partner abuse on health
service usage
Women experiencing intimate partner abuse present to health
services very frequently and require wide-ranging medical services
(Campbell 2002; Davidson 2001). They are admitted to hospital more
often than are non-abused women and are prescribed more
medication (Koss 1991; Wisner 1999), particularly analgesia (Lo Fo
Wong 2007). A Canadian study set in a hospital accident and
emergency department found that abused women access medical
care three times more often than non-abused women do (Ratner
1993). There is also evidence of a positive linear relationship
between severity of abuse and the use of health-care services (Koss
1991).
It is difficult to calculate the societal economic impact of intimate
partner abuse but the costs are high (Walby 2004b). In a study that
compared health plans in the United States, a 92% increase in costs
was associated with partner abuse, with much of this increased cost
being attributable to providing mental health care provision (Wisner
1999). A recent Australian study estimated that in 2002-3 the costs to

the community were in the order of AUD8.1 billion with the main
contributors being pain, suffering and premature mortality (Access
2004). Thus, in addition to the very serious individual health
consequences associated with abuse, there are also wider economic
implications for society.

Description of the intervention
Interventions to improve the health
consequences for women who are experiencing
or have previously experienced intimate partner
abuse
Interventions may be primary, secondary or tertiary. In the context of
intimate partner abuse, primary interventions are concerned with
preventing the onset of abuse, secondary interventions aim to
prevent further abuse, and tertiary interventions deal with the
consequences of abuse once the abuse has ceased. The focus of
this review is on secondary and tertiary intervention.
A range of such interventions has been evaluated. These may be
classified as interventions aimed at directly helping abused women
(such as the provision of advocacy or therapy), and those aimed at
indirectly helping abused women by improving the response of the
professionals with whom they come into contact (such as the
introduction of screening protocols or the provisi on of education and
training about intimate partner abuse). In order to have clear
evidence about what professionals can do safely and effectively to
decrease the impact of intimate partner abuse on women, all such
interventions need to be evaluated. To this end, we have planned to
conduct a suite of systematic reviews evaluating the effectiveness of
interventions to improve the health consequences for women who
are experiencing or have previously experienced intimate partner
abuse. This review is the first of these and examines the
effectiveness of individual advocacy interventions (see also Taft
2007).

Advocacy
In the context of domestic violence services, advocacy is a term that
varies within and between countries, depending on institutional
settings and historical developments of the role of advocates. (Feder
2006a). Advocates engage with individual clients who are being
abused, aiming to empower them and linking them to the community
services. In some health settings they may also have a role in
bringing about system change, catalyzing increased recognition by

clinicians of women experiencing abuse. For the purposes of this
review we define the core activity of advocacy as provision of legal,
housing and financial advice and, facilitating access to and use of
community resources such as refuges or shelters, emergency
housing, and psychological interventions. Advocates can also provide
ongoing support and informal counselling. The heterogeneity in
models of advocacy will be explored in more depth in the review
itself, based on the descriptions of interventions in the primary
studies.

How the intervention might work
Most advocacy interventions are based around the concept of
empowerment: talking through potential solutions with the woman
(rather than being prescriptive and telling her what she ought to do),
helping the woman to achieve the goals she has set, and helping her
to understand and make sense of the situation and her responses to
it (Campbell 1993).
The aims of advocacy programmes are multifaceted and may include
helping abused women to access services, the reduction or cessation
of abuse, and the improvement of abused women's physical or
psychological health. Advocacy may be offered as a stand alone
service, but may also be part of a multi-component, multi-agency
intervention. At present, it is not known whether multi-component
interventions are more effective than those comprising a single
component.

Why it is important to do this review
We plan to examine in this systematic review that follows this
protocol to examine the effectiveness of advocacy interventions with
individual women who are still with their partners, as well as those
who have left the abusive relationship. This is because it is known
that women who leave violent relationships often continue to be
abused, sometimes because the partner pursues them or they
choose to return (Mullen 1999; Shalansky 1999), or because the
woman enters another abusive relationship (Hegarty
1999; Summerfield 2003).

Objectives
To assess the effectiveness of advocacy interventions conducted
within or outside of health care settings for women who are
experiencing or have previously experienced intimate partner abuse.

Methods

Criteria for considering studies for this review
Types of studies

Controlled studies which allocate participants or clusters of
participants by a random or a quasi-random method (such as
alternate allocation, allocation by birth date, etc) to an advocacy
intervention compared with usual care. For this review, we define
"usual care" as that care typically provided at that setting or that care
with minimal additions in the form of an information card or leaflet
listing the addresses and telephone numbers of local support
agencies.

Types of participants
Women aged 15 years and over identified as having experienced
intimate partner abuse, recruited from any setting.

Eligible studies can recruit women in any settings, including health
care or criminal justice facilities, refuges or domestic violence
agencies. Typically, recruitment is via face-to-face contact with
consecutive women in these settings.

Types of interventions
Any advocacy intervention compared to usual care. Studies will be
included if the intervention incorporated facilitation of access to
and use of community resources such as refuges or shelters,
emergency housing, and psychological care, either with or without
ongoing informal support or counselling for the woman.. We will
include studies where advocacy is evaluated as an adjunct to
another intervention, such as psychotherapy, but only where
advocacy is the only difference between arms of the study.

Types of outcome measures
Primary outcomes
Incidence of abuse
Forms of abuse included:
(i) physical
(ii) sexual
(iii) emotional
(iv) financial
Abuse may be assessed using self-report measures (scales such as
Index of Spouse Abuse, Women's Experience of Battering, Conflict

Tactics Scale, or a single question about continuing abuse) or from
the recording of abuse in medical or police records.
Psychosocial health
(i) quality of life (measures such as SF-36)
(ii) depression (measures such as Center for Epidemiologic Studies
Depression Scale)
(iii) anxiety (measures such as Spielberger's State-Trait Anxiety
Inventory)

Secondary outcomes
Physical health
(i) deaths, all-cause and partner abuse-related (documented in
medical/police records/regional and national databases)
(ii) physical injuries, such as fractures and bruises (self-reported or
documented in medical and dental records)
(iii) any chronic health disorders, such as gynaecological problems,
chronic pain and gastrointestinal disorders (self-reported or
documented in medical and dental records)
(iv) any general measures of physical health (measures such as
Daily Symptoms Questionnaire)
(v) pre-term birth (self-reported or documented in medical records)
Psychosocial health
(i) post-traumatic stress (measures such as Impact of Events scale)
(ii) self efficacy (measures such as Generalized Perceived SelfEfficacy Scale)
(iii) self-esteem (measures such as Rosenberg Self Esteem Scale)
(iv) perceived social support (measures such as Sarason's Social
Support Questionnaire)
(v) alcohol or drug abuse (measures such as Addiction Severity
Index, Alcohol and other Drug Abuse Scale)
(vi) attempted suicide(self-reported or documented in medical
records)
(vii) self-harm (self-reported or documented in medical records)
(viii) impact on relationships (self-reported)
Socio-economic outcome measures
(i) income
(ii) housing
(iii) participation in education
(iv) participation in work
'Proxy' or intermediate outcome measures (including take-up of
referrals to other agencies)

(i) the use of safety behaviours (e.g. use of coded telephone
messages to a friend, keeping clothes at a friend's house, hiding
emergency money)
(ii) the use of refuges/shelters
(iii) the use of counselling
(iv) calls to police
(v) police reports filed
(vi) protection orders sought
(vii) maintenance of family ties (i.e. children staying with mother)
We recognise that post-intervention changes in some of these proxy
measures may be associated with both 'positive' and 'negative' health
outcomes for abused women and require careful interpretation. For
instance, increased refuge/shelter usage may reflect proactive
behaviour on the behalf of abused women but it may also reflect an
escalation of violence that has led to the women needing to seek
safety. Where authors report any adverse outcomes from
interventions, such events will be recorded and discussed in a
narrative summary.
Timing of outcome assessment
We plan to document the duration of follow-up in all included studies.
We do not know the optimum period of follow-up. Thus, while an
intervention may have some immediate positive effects on the health
of an abused woman (such as a reduction in physical violence), other
outcomes may not be so readily apparent. For example, even after
leaving an abusive relationship, a woman may be traumatised for
many months afterwards and any positive mental health effects may
not be evident for some time. For purposes of this review, we will
define short-term follow-up as up to and including 12 months,
medium-term follow-up as from 12 to 24 months, and long-term
follow-up as more than two years.

Search methods for identification of studies
Searches will be undertaken of the international literature for peerreviewed and non-peer reviewed studies. There will be no language
or date restrictions applied to the search strategies used and a trials
filter will not be applied as we want searches to be as inclusive as
possible.

Electronic searches
The following electronic databases will be searched:
CENTRAL and DARE (Cochrane Library)

MEDLINE
EMBASE
CINAHL
ASSIA
Social Science Citation Index
IBSS
PsycINFO
British Nursing Index
metaRegister of Controlled Trials
Health Management Information Consortium
Midwives Information and Resource Index
The search strategy for MEDLINE is as follows:

1.(BATTERED ADJ WOMEN).TI,AB.
2.BATTERED-WOMEN.MJ. OR SPOUSE-ABUSE.MJ. OR
DOMESTIC-VIOLENCE.MJ.
3.(ABUSE$3 NEAR WOM$3).TI,AB.
4.(ABUSE$ NEAR PARTNER$).TI,AB.
5.(ABUSE$ NEAR SPOUS$).TI,AB.
6.((WIFE OR WIVES) NEAR BATTER$).TI,AB.
7.((WIFE OR WIVES) NEAR ABUSE$).TI,AB.
8.(VIOLEN$ NEAR PARTNER$).TI,AB.
9.(VIOLEN$ NEAR SPOUS$).TI,AB.
10.(VIOLEN$ NEAR (DATE OR DATING)).TI,AB.
11.1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10
12.(CHILD ADJ ABUSE).TI,AB.
13.CHILD-ABUSE.MJ. OR CHILD-ABUSE-SEXUAL.MJ.
14.11 NOT (12 OR 13)
15.(WOM$3 OR FEMALE$3).TI,AB.
16.WOMEN.MJ. OR FEMALE.MJ.
17.(ADOLESCEN$ OR TEEN$).TI,AB.
18.ADOLESCENT.MJ.
19.15 OR 16 OR 17 OR 18
20.ADVOCACY.TI,AB.
21.PATIENT-ADVOCACY#.DE. OR CONSUMERADVOCACY#.DE.
22.COUNSEL$.TI,AB.
23.COUNSELING#.W..DE.
24.(SOCIAL ADJ WORK).TI,AB.
25.SOCIAL-WORK#.DE.
26.MENTOR$.TI,AB.
27.MENTORS#.W..DE.
28.(CRISIS ADJ INTERVENTION).TI,AB.

29.CRISIS-INTERVENTION#.DE.
30.(RISK ADJ ASSESSMENT).TI,AB.
31.RISK-ASSESSMENT#.DE.
32.(SOCIAL ADJ WELFARE).TI,AB.
33.SOCIAL-WELFARE#.DE.
34.(SOCIAL ADJ SUPPORT).TI,AB.
35.SOCIAL-SUPPORT#.DE.
36.(HELP ADJ SEEKING).TI,AB.
37.(INFORMATION ADJ GIVING).TI,AB.
38.(GIV$3 ADJ INFORMATION).TI,AB.
39.(ADVICE ADJ GIVING).TI,AB.
40.(GIV$3 ADJ ADVICE).TI,AB.
41.(PATIENT ADJ EDUCATION).TI,AB.
42.PATIENT-EDUCATION#.DE.
43.HEALTH-EDUCATION#.DE.
44.SAFETY.TI,AB.
45.SAFETY#.DE.
46.(WOMENS ADJ HEALTH).TI,AB.
47.WOMENS-HEALTH#.DE.
48.20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 26 OR 27 OR 28 OR
29 OR 30 OR 31 OR 32 OR 33 OR 34 OR 35 OR 36 OR 37 OR 38
OR 39 OR 40 OR 41 OR 42 OR 43 OR 44 OR 45 OR 46 OR 47
49.14 AND 19 AND 48
Terms will be modified as necessary for other databases, and all
search strategies will be reported in the completed review.
We plan to search other electronic sources including the website of
the World Health Organisation
(http://www.who.int/topics/violence/en/) and the Violence Against
Women Online Resources (http://www.vaw.umn.edu/) website.

Searching other resources
Handsearching
We will handsearch the following journals from 1980 onward :
American Journal of Public Health, Australian and New Zealand
Journal of Public Health, Journal of Family Violence, Medical Journal
of Australia, Violence and Victims, and Women's Health.

Citation tracking
We will examine the reference lists of acquired papers, and tracked
citations forwards and backwards.

Other search strategies

In order to check for possible omissions, we will contact the first or
correspondence authors of all the primary studies included in the
review and also relevant researchers and members of intimate
partner abuse groups and related organisations around the world.
Efforts will be made to make contacts in European countries where
English is not the first language via the Domus Medicus organisation,
and worldwide via the MRC Gender & Health Unit and the
Department of Gender and Women's Health at WHO.

Data collection and analysis
Selection of studies
Abstracts of articles found will be reviewed independently by two
review authors in pairs (JR and CR or JR and DD or JR and GF).
Where possible, disagreements between the review authors will be
resolved by discussion. When agreement cannot be reached during
selections, a third adjudicator (either GF or an editor from the
CDPLPG editorial base) will be consulted to help assess whether the
study potentially fulfils inclusion criteria.
Full articles for abstracts selected will be retrieved and each of the
articles assessed independently against the inclusion criteria by two
of the review authors, in pairs. Any disagreements will be resolved as
above.

Data extraction and management
Data from included studies will be extracted by one review author
and entered onto electronic collection forms. Any missing information
will be requested from the first or correspondence authors of papers.
All extractions will be independently checked by a second author.
This work will be done in review author pairs (JR, DD, and CR).
Again, where possible any disagreements between the two review
authors will be resolved by discussion and no adjudication by a third
author will be required. Where necessary, the first authors of studies
or the correspondence authors will be contacted to assist in resolving
the disagreement. All relevant extracted data will be entered into
RevMan 5.0.
We will record the following information in the Table 'Characteristics
of Included Studies’:
•
•

Methods: randomisation method, intention to treat analysis,
power calculation
Participants: method of identification/recruitment of participants,
setting, country, inclusion criteria, exclusion criteria, numbers

•

•
•

recruited, numbers dropped out, numbers analysed, age, ethnicity,
socioeconomic status, educational background
Interventions: brief descriptions of intervention (including
frequency and duration of intervention events) and details of
comparison (the ' usual care' provided)
Outcomes: timing of assessments, outcomes assessed, scales
used
Notes: where necessary, further information to aid
understanding of the study

Assessment of risk of bias in included studies
We will evaluate the validity of the trials by the following criteria:
Methodological quality will be assessed independently by two review
authors (JR and GF) according to the Cochrane Collaboration
Handbook (Higgins 2008). Review authors will independently assess
the risk of bias within each included study based on the following six
domains with ratings of 'Yes' (low risk of bias); 'No' (high risk of bias)
and 'Unclear' (uncertain risk of bias):

Sequence generation
Description: the method used to generate the allocation sequence
will be described in detail so as to assess whether it should have
produced comparable groups; review authors' judgment: was the
allocation concealment sequence adequately generated?
Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Allocation concealment
Description: the method used to conceal allocation sequence will be
described in sufficient detail to assess whether intervention
schedules could have been foreseen in advance of, or during,
recruitment; review authors' judgment: was allocation adequately
concealed?
Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Blinding
Description: any measures used to blind outcome assessors will be
described so as to assess knowledge as to which intervention a
given participant might have received; review authors' judgment: was
knowledge of the allocated intervention adequately prevented during
the study?

Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Incomplete outcome data
Description: If studies do not report intention-to-treat analyses,
attempts will be made to obtain missing data by contacting the study
authors. Data on attrition and exclusions will be extracted and
reported as well the numbers involved (compared with total
randomized), reasons for attrition/exclusion where reported or
obtained from investigators, and any re-inclusions in analyses
performed by review authors; review authors' judgment: were
incomplete data dealt with adequately by the reviewers? (See also
'Dealing with missing data', below).
Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Selective outcome reporting
Description: attempts will be made to assess the possibility of
selective outcome reporting by investigators; review authors'
judgment: are reports of the study free of suggestion of selective
outcome reporting?
Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Other sources of bias
Was the study apparently free of other problems that could put it at a
high risk of bias?
In addition to the categories above, we will assess the following for
each included study:

Baseline measurement
Description: did investigators assess intervention and control groups
at baseline to ensure comparability between groups; review authors'
judgment: were groups comparable at baseline or were change
scores provided to account for differences?
Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Reliability of primary outcome measures
Description: information should be provided by the study
investigators to confirm that the primary outcomes were measured

using reliable scales (e.g. Cronbach’s alphas of ≥ 0.6 are reported);
review authors' judgment: are the primary outcomes assessed using
reliable measures?
Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Protection against contamination
Description: the allocation process should protect against
contamination, i.e. against the possibility that participants in the
control group will receive all or part of an intervention (examples of
possible contamination include the interventionist also providing
“usual care” for control group participants, or participants in the
intervention and control arms having the opportunity to
communicate); review authors' judgment: were adequate steps taken
by the study investigators to prevent contamination)?
Ratings: 'Yes' (low risk of bias); 'No' (high risk of bias) and 'Unclear'
(uncertain risk of bias)

Measures of treatment effect
Binary outcomes
For binary outcomes, a standardised estimation of the Odds Ratio
(OR) with a 95% confidence interval will be calculated.

Continuous outcomes
Continuous data will be analysed where means (or mean changes)
and standard deviations are available in published reports or are
obtainable from the authors of studies, or calculable. In those
instances where means and standard deviations are not available
and cannot be calculated, findings will be reported as by the study
authors.
Where studies use different scales to measure similar outcomes,
treatment effects for these outcomes will be standardised by dividing
the mean difference in post-intervention scores or change from
baseline scores for the intervention and control groups by the pooled
standard deviation to create the Standardised Mean Difference
(SMD) with 95% confidence intervals.

Unit of analysis issues
(a) Cluster-randomised trials

Where trials have used clustered randomisation, we anticipate that
study investigators would have presented their results after
appropriately controlling for clustering effects (robust standard errors
or hierarchical linear models). If it is unclear whether a clusterrandomised trial has used appropriate controls for clustering, the
study investigators will be contacted for further information. Where
appropriate controls were not used, individual participant data will be
requested and re-analysed using multilevel models which control for
clustering. Following this, effect sizes and standard errors will be
meta-analysed in RevMan5 using the generic inverse method
(Higgins 2008)). If appropriate controls were not used and individual
participant data is not available, author SE (responsible for statistical
guidance in this review) will attempt to control for clustering. If there
is insufficient information to control for clustering, outcome data will
be entered into RevMan5 using individuals as the units of analysis,
and then sensitivity analysis will be used to assess the potential
biasing effects of inadequately controlled clustered trials (Donner
2001).
(b) Multi-arm trials
All eligible outcome measures for all trial arms will be included in this
review.

Dealing with missing data
We will contact the original investigators to request any missing data
and information on whether or not it can be assumed to be ‘missing
at random’.
For dichotomous data, we will report missing data and dropouts for
each included study and report the number of participants who are
included in the final analysis as a proportion of all participants in each
study. We will provide reasons for the missing data in the narrative
summary and will assess the extent to which the results of the review
could be altered by the missing data by, for example, a sensitivity
analysis based on consideration of 'best-case' and 'worst-case'
scenarios (Gamble 2005). Here, the 'best-case' scenario is that
where all participants with missing outcomes in the experimental
condition had good outcomes, and all those with missing outcomes in
the control condition had poor outcomes; the 'worst-case' scenario is
the converse (Higgins 2008, section 16.2.2).
For missing continuous data, we will provide a qualitative summary.
The standard deviations of the outcome measures should be
reported for each group in each trial. If these are not given, we will
impute standard deviations using relevant data (for example,
standard deviations or correlation coefficients) from other, similar

studies (Follman 1992) but only if, after seeking statistical advice, to
do so is deemed practical and appropriate.
We will report separately all data from studies where more than 50%
of participants in any group were lost to follow-up, and will exclude
these from any meta-analyses.

Assessment of heterogeneity
We will assess the extent of between-trial differences and the
consistency of results of any meta-analysis in three ways: by visual
inspection of the forest plots, by performing the Chi squared test of
heterogeneity (where a significance level less than 0.10 will be
interpreted as evidence of heterogeneity), and by examining the I2
statistic (Higgins 2008; section 9.5.2). The I2 statistic describes
approximately the proportion of variation in point estimates due to
heterogeneity rather than sampling error. We will consider I2 values
less than 30% as indicating low heterogeneity, values in the range
31% to 69% as indicating moderate heterogeneity, and values
greater than 70% as indicating high heterogeneity. We will attempt to
identify any significant determinants of heterogeneity categorised at
moderate or high.

Assessment of reporting biases
We plan to draw funnel plots to investigate any relationships between
effect size and study precision, closely related to sample size (Egger
1997). For meaningful funnel plots, a large number of trials with a
spread of sample sizes are required (Glasziou 2001; Hayashino
2005).

Data synthesis
Where comparable data are available we plan to perform metaanalyses. The decision whether to pool data in this way will be
determined by the comparability of populations and interventions
(clinical heterogeneity), of the duration of follow-up (methodological
heterogeneity), and of the outcomes being used in the primary
studies. Where we deem it inappropriate to combine the data in a
meta-analysis, we will document reasons transparently and present
effect sizes and 95% confidence intervals for individual outcomes in
individual studies.

Subgroup analysis and investigation of
heterogeneity
Should sufficient data be available we plan to perform subgroup
analyses for the following: comparisons where advocacy is the
sole active intervention and those where it is combined with other

interventions; and interventions set in health service settings
versus non-health service settings. Theoretical justification for
subgroup analyses:
(i)

(ii)

Domestic violence activists and service providers argue
that the effectiveness of advocacy is enhanced by
integration of advocacy services into a coordinated
community response, including criminal justice agencies,
refuges/shelters, welfare support, and health health
services. (Feder 2006). This strategy, based on the
‘Duluth’ model, is a network of agreements, processes
and applied principles created by the local shelter
movement, criminal justice agencies, health care and
human service programmes (Clapp 2000). The proposed
sub-group analysis will test whether the (potential)
effectiveness of advocacy is enhanced (or diminished) by
other interventions in the context of a coordinated
community response. It is theoretically plausible that even
in the absence of a full community coordinated response,
an additional intervention combined with advocacy will
have a synergistic effect and therefore we will include
studies that test a combined intervention, as long as the
control group is also exposed to the additional
intervention;
If domestic violence advocacy is an effective intervention
overall, policy makers and service commissioners need to
know if this effect is moderated by the setting in which it is
delivered. For example, if a health care setting enhanced
the effect, then this would be an appropriate context for
commissioning advocacy

Sensitivity analysis
To assess the robustness of conclusions to quality of data and
approaches to analysis, sensitivity analyses are planned to
investigate the effects of study quality, differential drop-out, intention
to treat, and duration of follow up.

Timeframe
Review authors intend to complete this work within a year and to
update within three years.

Acknowledgements

We are grateful to the DPLPG editors and staff, particularly to our
contact editor, Professor Geraldine Macdonald, and Review Group
Coordinator, Jane Dennis, for their input.
SFI Campbell supports this review.

Contributions of authors
Jean Ramsay will write the protocol, search databases, select
papers, extract data from papers, enter and analyse data, write the
first draft of the review and edit text. Gene Feder will edit the
protocol, select papers, extract data, analyse data and edit text of the
review. Carol Rivas and Danielle Dunne will search databases, select
papers, extract data from papers, contribute to assessment of results
and edit the text of the review. Sandra Eldridge will provide statistical
guidance and edit text of the review. Yvonne Carter, Leslie Davidson,
Kelsey Hegarty Angela Taft and Alison Warburton will contribute to
the writing and editing of the protocol, results, and final text of the
review.

Declarations of interest
None known.

Published notes
Other references
Additional references
Abel 2000
Abel EM. Psychosocial treatments for battered women: a review of
empirical research. Research on Social Work Practice 2000;10:5577.

Access 2004
Access Economics. The cost of domestic violence to the Australian
economy. Canberra: Office for the Status of Women, Department of
Prime Minister and Cabinet, 2004.

Andrews 1976
Andrews FM, Withey SB. Social indicators of well-being. New York:
Plenum, 1976.

APAPTFVF 1996

American Psychological Association Presidential Task Force on
Violence and the Family (APAPTFVF). Violence and the family:
Report of the American Psychological Association Presidential Task
Force on violence and the family. Washington DC: American
Psychological Association, 1996.

Brock 1999
Brock K, Stenzel A. When men murder women: an analysis of 1997
homicide data - females murdered by males in single victim/single
offender incidents. Washington DC: Violence Policy Center, 1999.

Bybee 2005
Bybee D, Sullivan CM. Predicting re-victimization of battered women
3 years after exiting a shelter program. American Journal of
Community Psychology 2005;36:85-96.

Campbell 1993
Campbell JC, Humphreys JC. Nursing care of survivors of family
violence. St. Louis: Mosby, 1993.

Campbell 1999
Campbell JC, Soeken K. Women's responses to battering over time:
an analysis of change. Journal of Interpersonal Violence 1999;14:2140.

Campbell 2002
Campbell JC. Health consequences of intimate partner violence. The
Lancet 2002;359:1331-1336.

Clapp 2000
Clapp 2000. Ending domestic violence is everyone's
responsibility: an integrated approach to domestic violence
treatment. Nursing Clinics of North America: 35 (2) 481-88.

Coid 2003
Coid J, Petruckevitch A, Chung WS, Richardson J, Moorey S, Feder
G. Abusive experiences and psychiatric morbidity in women primary
care attenders. British Journal of Psychiatry 2003;183:332-339.

Coker 2000
Coker AL, Smith PH, Bethea L, King MR, McKeown RE. Physical
health consequences of physical and psychological intimate partner
violence. Archives of Family Medicine 2000;9:451-457.

Counts 1987
Counts DA. Female suicide and wife abuse in cross cultural
perspective. Suicide & Life Threatening Behavior 1987;17:194-204.

Cox 1987
Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression:
development of the 10-item Edinburgh Postnatal Depression Scale.
British Journal of Psychiatry 1987;150:782-786.

Craven 1997
Craven D. Bureau of Justices Statistics Special Report: Sex
differences in violent victimization 1994
(http://www.ojp.usdoj.gov/bjs/pub/pdf/sdvv.pdf). Washington, DC: US
Department of Justice, 1997 (Last accessed September 2007).

Crawford 1997
Crawford M, Gartner R, Dawson M (Toronto: Women We Honour
Action Committee). Intimate femicide in Ontario, 1991-1994. Ontario:
Ontario Women's Directorate of the Ministry for Community and
Social Services, 1997.

Davidson 2001
Davidson LL, King V, Garcia J, Marchant S. What role can the health
services play. In: Taylor-Browne J, editor(s). What works in reducing
domestic violence: A comprehensive guide for professionals. London,
UK: Whiting and Birch, 2001.

DiazOlavarrieta 1999
Diaz-Olavarrieta C, Campbell JC, Garcia de la Cadena C, Paz F,
Villa A. Domestic violence against patients with chronic neurologic
disorders. Archives of Neurology 1999;56:681-5.

Egger 1997
Egger M, Davey Smith G, Schneider M, Minder C. Bias in metaanalysis detected by a simple graphical test. BMJ 1997;315:629-634.

Ellsberg 1999
Ellsberg M, Caldera T, Herrera A, Winkvist A, Kullgren G. Domestic
violence and emotional distress among Nicaraguan women: results
from a population-based study. American Psychologist 1999;54:3036.

EPOC 2002

Cochrane Effective Practice and Organisation of Care Review Group.
Data collection checklist: Quality criteria for randomised controlled
trials (RCTs & CCTs).
http://epoc.cochrane.org/Files/Website/Reviewer%20Resources/Data
%20Collection%20Checklist%20-%20EPOC%20-%202007-Feb27.doc (Last accessed September 2007).

Feder 2006a
Feder G, Ramsay J, Zachary M. Clinical response to women
experiencing intimate partner abuse: what is the evidence for good
practice and policy? In: Roberts G, Hegarty K, Feder G, editor(s).
Intimate partner abuse and health professionals: New approaches to
domestic violence. London: Elsevier, 2006.

Feder 2006b
Feder G, Hutson M, Ramsay J, Taket AR. Women exposed to
intimate partner violence. Expectations and experiences when they
encounter health care professionals: a meta-analysis of qualitative
studies. Archives of Internal Medicine 2006;166:22-37.

Gartner 1990
Gartner R. The victims of homicide: a temporal and cross national
comparison. American Sociological Review 1990;55:92-106.

Gazmararian 2000
Gazmararian JA, Petersen R, Spitz AM, Goodwin MM, Saltzman LE,
Marks JS. Violence and reproductive health: current knowledge and
future research directions. Maternal & Child Health Journal
2000;4:79-84.

Glasziou 2001
Glasziou P, Irwig L, Bain C, Colditz G. Systematic reviews in health
care: A practical guide. Cambridge: University Press, 2001.

Golding 2002
Golding JM. Intimate partner violence as a risk factor for mental
disorders: a meta-analysis. Journal of Family Violence 2002;14:99132.

Guth 2000
Guth AA, Pachter L. Domestic violence and the trauma surgeon.
American Journal of Surgery 2000;179:134-140.

Hayashino 2005

Hayashino Y, Noguchi Y, Fukui T. Systematic evaluation and
comparison of statistical tests for publication bias. Journal of
Epidemiology 2005;15:235-243.

Heath 2003
Heath I. The presentation and diagnosis of domestic violence. In:
Amiel S, Heath I, editor(s). Family violence in primary care. Oxford:
Oxford University Press (OUP), 2003.

Hegarty 1999
Hegarty K. Measuring a multidimensional definition of domestic
violence: prevalence of partner abuse in women attending general
practices [PhD thesis]. Brisbane: University of Queensland, 1999.

Hegarty 2004
Hegarty K, Gunn J, Chondros P, Small R. Association between
depression and abuse by partners of women attending general
practice: a descriptive cross-sectional survey. BMJ 2004;328:621624.

Heise 1999
Heise L, Ellsberg M, Gottemoeller M. Ending violence against
women: population reports. Volume 27, No 4. Baltimore MD: John
Hopkins University, 1999.

Hender 2001
Hender K. Is therapy/counselling/group work more effective than no
treatment for women who are victims of domestic violence? Evidence
Report. Clayton: Centre for Clinical Effectiveness, Monash University
Medical Centre, Australia, 2001.

Henwood 2000
Henwood M. Domestic violence: A resource manual for health care
professionals. London: Department of Health, 2000.

Higgins 2002
Higgins JPT, Thompson SG. Quantifying heterogeneity in a metaanalysis. Statistics in Medicine 2002;21:1539-1558.

HMSO 1997
Her Majesty's Stationary Office (HMSO). Criminal Statistics, England
and Wales. London: HMSO, 1997.

HMSO 1998

Her Majesty's Stationary Ofiice (HMSO). Homicide Statistics. London:
HMSO, 1998.

Ingram 2005
Ingram JK. Statement to the UN on Violence Against Women. In:
United Nations 61st Session of the Commission on Human Rights.
2005.

Jejeebhoy 1998
Jejeebhoy SJ. Associations between wife-beating and fetal and infant
death: impressions from a survey in rural India. Studies in Family
Planning 1998;29:300-308.

Kirkwood 1993
Kirkwood C. Leaving abusive partners. London: Sage, 1993.

Klevens 2004
Klevens J, Sadowski L. Women's health: Intimate partner violence.
http://www.clinicalevidence.com/ceweb/conditions/woh/1013/1013.jsp
2004:(Last accessed September 2007).

Koss 1991
Koss MP, Koss PG, Woodruff WJ. Deleterious effects of criminal
victimization on women's health and medical utilization.. Annals of
Internal Medicine 1991;151:342-347.

Krug 2002
Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano R. World Report
on Violence and Health. Geneva: WHO, 2002.

Lam 1998
Lam CLK, Gandek B, Ren XS, Chan MS. Testing of scaling
assumptions and construct validity of the Chinese (HK) version of the
SF-36 Health Survey. Journal of Clinical Epidemiology 1998;51:11391147.

Lee 1998
Lee DTS, Yip SK, Chui HFK, et al. Detecting postnatal depression in
Chinese women: validation of the Edinburgh Postnatal Depression
Scale. British Journal of Psychiatry 1998;172:433-437.

Lo Fo Wong 2007
Lo Fo Wong S, Wester F, Mol S, Romkens R, Lagro-Jenssen T.
Utilisation of health care by women who have suffered abuse: a

descriptive study on medical records in family practice. British
Journal of General Practice 2007;57:396-400.

McCauley 1995
McCauley J, Kern DE, Kolodner K, Dill L, Schroeder AF, DeChant
HK, Ryden J, Bass EB, Derogatis LR. The "battering syndrome":
prevalence and clinical characteristics of domestic violence in
primary care internal medicine practices. Annals of Internal Medicine
1995;123:737-746.

McDonald 2006
McDonald R, Jouriles EN, Skopp NA. Reducing conduct problems
among children brought to women's shelters: intervention effects 24
months following termination of services. Journal of Family
Psychology 2006;20:127-136.

McFarlane 1994
McFarlane J, Parker B. Abuse during pregnancy. A protocol for
prevention and intervention. New York: National March of Dimes
Birth Defects Foundation, 1994.

McFarlane 2004
McFarlane J, Malecha A, Gist J, Watson K, Batten E, Hall I, Smith S.
Increasing the safety-promoting behaviors of abused women. AJN
2004;104:40-50. [MEDLINE: 886]

McWilliams 1993
McWilliams M, McKiernan J. Bringing it out into the open. Belfast:
Her Majesty's Stationary Office (HMSO), 1993.

Mezey 1997
Mezey GC. Domestic violence in pregnancy. In: Bewley S, et al,
editor(s). Violence against women. London: Royal College of
Obstetricians and Gynaecologists (RCOG), 1997.

Mullen 1999
Mullen PE, Pathe M, Purcell R, Stuart GW. Study of stalkers.
American Journal of Psychiatry 1999;156:1244-1249.

Nelson 2004
Nelson HD, Nygren P, McInerney Y, Klein J. Screening women and
elderly adults for family and intimate partner violence: A review of the
evidence for the US Preventive Services Task Force. Annals of
Internal Medicine 2004;140:387-396.

Nosek 1998
Nosek MA, Howland CA. Abuse and women with disabilities.
http://new.vawnet.org/Assoc_Files_VAWnet/AR_disab.pdf 1998.
(Last accessed September 2007).

Parsons 1999
Parsons LH, Harper MA. Violent maternal deaths in North Carolina.
Obstetrics & Gynecology 1999;94:990-993.

Ramsay 2002
Ramsay J, Richardson J, Carter YH, Davidson LL, Feder G. Should
health professionals screen for domestic violence? Systematic
review. BMJ 2002;325:314-8.

Ramsay 2005
Ramsay J, Rivas C, Feder G. Interventions to reduce violence and
promote the physical and psychosocial well-being of women who
experience partner abuse: a systematic review.
http://www.dh.gov.uk/assetRoot/04/12/74/26/04127426.pdf 2005
(Last accessed September 2007).

Ratner 1993
Ratner PA. The incidence of wife abuse and mental health status in
abused wives in Edmonton. Canadian Journal of Public Health
1993;84:246-249.

Richardson 2002
Richardson J, Coid J, Petruckevitch A, Chung WS, Moorey S, Feder
G. Identifying domestic violence: cross sectional study in primary
care. BMJ 2002;324:271-277.

Rodriguez 2006
Rodriguez MA, Saba G. Cultural competence and intimate partner
abuse: health care interventions. In: Roberts G, Hegarty K, Feder G,
editor(s). Intimate partner abuse and Health Professionals. New
approaches to domestic violence. London: Elsevier, 2006.

Shalansky 1999
Shalansky C, Ericksen J, Henderson A. Abused women and child
custody: the ongoing exposure to abusive ex-partners. Journal of
Advanced Nursing 1999;29:416-426.

Silva 1997

Silva C, McFarlane J, Soeken K, Parker B, Reel S. Symptoms of
post-traumatic stress disorder in abused women in a primary care
setting. Journal of Women's Health 1997;6:543-552.

Stark 1996
Stark E, Flitcraft A. Women at risk: domestic violence and women's
health. London: Sage, 1996.

Straus 1988
Straus MA, Gelles RJ. How violent are American families? Estimates
from the National Family Violence Resurvey and other studies. In:
Hotaling GT, Finkelhor D, Kirkpatrick JT, Strays MA, editor(s).
Directions in family violence research. Beverely Hills, CA: Sage,
1988:14-36.

Sullivan 1991b
Sullivan CM, Davidson WS. The provision of advocacy services to
women leaving abusive partners: an examination of short-term
effects. American Journal of Community Psychology 1991;19(6):953960.

Sullivan 1994a
Sullivan CM, Campbell R, Angelique H, Eby KK, Davidson WS. An
advocacy intervention program for women with abusive partners: sixmonth follow-up. American Journal of Community Psychology
1994;22:101-122.

Sullivan 1994b
Sullivan CM, Rumptz MH. Adjustment and needs of African-American
women who utilized a domestic violence shelter. Violence and
Victims 1994;9:275-286.

Sullivan 1999
Sullivan CM, Bybee DI. Reducing violence using community-based
advocacy for women with abusive partners. Journal of Consulting &
Clinical Psychology 1999;67:43-53.

Summerfield 2003
Summerfield C, Babb P. Social Trends, No 33: Violent crimes: repeat
victimisation
(www.statistics.gov.uk/downloads/theme_social/Social_Trends33/So
cial_Trends_33.pdf, last accessed September 2007). London: The
Stationnery Office, 2003.

Taft 2001

Taft A, Hegarty K, Flood M. Are men and women equally violent to
intimate partners? Australian and New Zealand Journal of Public
Health 2001;25:498-500.

Taft 2004
Taft A, Broom DH, Legge D. General practitioner management of
intimate partner abuse and the whole family: a qualitative study. BMJ
2004;328:618-621.

Taft 2008
Taft A, Hegarty K, Ramsay J, Feder G, Carter Y, Davidson L,
Warburton A. Screening women for intimate partner violence in
health care settings. Cochrane Database of Systematic Reviews
2008 , Issue 1 .

Tan 1995
Tan C, Basta J, Sullivan CM, Davidson WS. The role of social
support in the lives of women exiting domestic violence shelters: an
experimental study. Journal of Interpersonal Violence 1995;10:437451.

Tang 1994
Tang C. Prevalence of spouse aggression in Hong Kong. Journal of
Family Violence 1994;9:347-356.

Tollestrup 1999
Tollestrup K, Sklar D, Frost FJ, et al. Health indicators and intimate
partner violence among women who are members of a managed
care organization. Preventive Medicine 1999;29:431-440.

Walby 2004a
Walby S, Allen J. Domestic violence, sexual assault and stalking :
findings from the British Crime Survey. Home Office Research Study
276, 2004.

Walby 2004b
Walby S. The cost of domestic violence.
http://www.womenandequalityunit.gov.uk/research/cost_of_dv_Repor
t_sept04.pdf 2004 (Last accessed September 2007).

Ware 1993
Ware JE, Snow KK, Kosinski M. SF-36 Health Survey - Manual and
interpretation guide. Boston, MA: The Health Institute, 1993.

Wathen 2003

Wathen CN, MacMillan HL, with the Canadian Task Force on
Preventive Health Care. Prevention of violence against women.
Recommendation statement from the Canadian Task Force on
Preventive Health Care. JAMA 2003;169:582-584.

Watts 2002
Watts C, Zimmerman C. Violence against women: global scope and
magnitude. Lancet 2002;359:1232-1237.

WHO 2001
World Health Organisation (WHO). WHO Multi-country study on
womens' health and domestic violence progress report. Geneva:
WHO/WHD, 2001.

Wilson 1993
Wilson M, Daly M. Spousal homicide risk and estrangement.
Violence & Victims 1993;8:3-16.

Wisner 1999
Wisner CL, Gilmer TP, Saltzman LE, Zink TM. Intimate partner
violence against women: do victims cost health plans more? Journal
of Family Practice 1999;48:439-443.

World Bank 2006
World Bank. World Development Report 2006: Equity and
Development. http://go.worldbank.org/UWYLBR43C0 2006 (Last
accessed September 2007).

Zink 2004
Zink T, Elder N, Jacobson J, Klostermann B. Medical management of
intimate partner violence considering the Stages of Change:
Precontemplation and Contemplation. Annals of Family Medicine
2004;2:231-239.

