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Abstract

The prevention of intimate partner violence continues to be a high priority for health practitioners and researchers
around the world. Screening practices and intervention efforts utilized within high- and/or middle-income areas may not
translate effectively to low-resource areas due to differences in financial, social, and physical context. However, little
is known about the evidence-base of intervention efforts in such areas. Using the Arksey and O’Malley framework for
scoping reviews, the purpose of this review was to synthesize what is known about intimate partner violence screening,
management, and treatment in low-resource areas. A total of 3| programs reported across 34 articles were included
in this scoping review. The programs incorporated a range of intervention activities, including group-based education
and skill-development combined with microfinance to screening and referral to community resources. Slightly less
than half of the studies (n=14) were randomized controlled trials or clustered randomized controlled trials. Many
barriers were common across the programs, including limited financial support, lack of community support, and lack of
coordination across programs. Despite considerable barriers related to the limited available resources, the literature
base had many strengths, such as strong evaluation methodologies, inclusion of a theoretical or conceptual framework
to guide the intervention, and community engagement before and during the intervention implementation. However,
insufficient statistical power and barriers related to cultural differences or inadequate cultural sensitivity were also
common. With a variety of barriers to program implementation noted within the articles, it is important for researchers
and practitioners to consider the geographic, social, cultural, and economic contexts when implementing intimate
partner violence programs in low-resource areas. Given the significant differences in context across low-resource areas,
additional research to establish effective protocols for tailoring and implementing evidence-based programs using a
community-engaged framework would be beneficial to future research and practice.
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low- to middle-income regions of Europe and Western
Pacific experience IPV prevalence rates of 23.2%, 25.4%,
and 24.6%, respectively.! A substantial number of physical
and psychological outcomes are associated with IPV vic-
timization among women.> Beyond the physical health
issues directly associated with the experience of violence,?
IPV victimization may result in poor overall health* and
specific physical and psychological health conditions.>*
IPV victimization may also cause significant disability or
death.! Due to the high prevalence and significant conse-
quences, the prevention of IPV continues to be a high prior-
ity for health practitioners and researchers around the
world.!0

In light of the high prevalence of IPV across the world,
multiple United States-based organizations!'!!> have rec-
ommended universal screening to assess for the occur-
rence of IPV, as a way to ultimately reduce violence and
improve women’s health. In contrast, the World Health
Organization (WHO) acknowledges the wide variation
across regions in the prevalence of IPV, laws to protect
women, and resources available for prevention and inter-
vention efforts.!3 As such, WHO does not recommend uni-
versal screening for IPV at all healthcare encounters and
encourages a case-finding approach.

Regardless of using a universal or selected approach,
screening is only the first step to addressing IPV victimiza-
tion. There is little evidence to suggest that screening without
referral to resources or programs reduces I[PV victimization
or improves women’s health and well-being.'* When support
services and/or legal rights for women are limited, screening
may actually cause harm.!# As a result, it may only be appro-
priate to screen for IPV when evidence-based programs or
resources are available.'3 In addition, screening practices and
intervention efforts utilized within high- and/or middle-
income areas, which represent the majority of the current
literature,'* may not translate effectively to low-resource
areas. Thus, it is imperative to understand what screening,
management, and treatment efforts are evidence-based and
appropriate for low-resource areas worldwide. To the best of
our knowledge, there are no existing reviews of screening
and intervention efforts focused on IPV victimization in low-
resource areas. To address that gap, the purpose of this
review is to synthesize what is known about IPV screening,
management, and treatment in low-resource areas. The guid-
ing question for this review is, “What screening, manage-
ment, and treatment programs focused on reducing IPV,
including risk and protective factors or related sequela, have
been implemented and evaluated in areas with limited
resources?”. Several types of reviews were considered to
answer this question, including systematic, mapping, quali-
tative, and scoping reviews. Systematic reviews address a
well-defined research question using an exhaustive, compre-
hensive search framework. To effectively conduct a system-
atic review, it is necessary to have a sufficient number of
high-quality, similar studies in the literature. Mapping
reviews focus on broadly categorizing the existing literature

around a specific topic, while qualitative reviews highlight
themes or constructs from across the literature, frequently
focusing on qualitative or mixed-method studies.!?

Scoping reviews focus on the extent, range, and nature
of research in the topic area for the purpose of summarizing
and disseminating findings, evaluating the feasibility of
conducting a systematic review, or identifying gaps in the
literature.'® Scoping reviews include a complete, but not
exhaustive, search framework that may include results
from both peer-reviewed, empirical research and the gray
literature, which includes white papers, evaluation or pro-
ject reports, government documents, and other sources of
information about projects that are not published through
traditional commercial or academic processes.!>1® This
type of review may include a quality assessment but arti-
cles are not excluded as a result of insufficient quality.
Scoping reviews are ideal for topics with emerging evi-
dence where it would be difficult to complete a systematic
review or meta-analysis. !

Methods

This review followed the Arksey and O’Malley!” frame-
work for scoping reviews. First, we identified the specific
research question with a focus on determining the aspects of
the research question that were most important for the
search parameters, including study population and outcome.
Next, we identified relevant studies through a systematic
search of the literature. Because scoping reviews often
include both published and unpublished findings, we
searched Google Scholar, a web search engine that indexes
scholarly literature across a wide range of formats and disci-
plines, PsychInfo, and PubMed. Google Scholar included a
substantial number of reports, books, and other articles that
are less likely to be indexed in archives that focus on peer-
reviewed literature. We did not restrict the time span for the
search, nor the language. However, the search terms were in
English so primarily English language results were returned
(Table 1). We also did not restrict the search to male-perpe-
trated violence against women but found no articles about
same-sex IPV. After compiling all studies identified through
Google Scholar, PsychInfo, and PubMed, we conducted a
multi-stage review of the relevant studies (Figure 1). First,
we excluded all duplicate articles. Next, we reviewed the
title and abstract to eliminate studies that did not include an
intervention and/or evaluation, along with studies that did
not include any mention of IPV in the title or abstract.
During the second stage, we reviewed the full-text of the
articles to eliminate studies that (1) did not include IPV per-
petration or victimization, risk or protective factors for IPV
perpetration or victimization, or related sequela as an out-
come, (2) were not identified by the authors as having been
conducted in a limited-resource area, and (3) did not meet
the first stage criteria upon closer review (i.e. did not include
intervention/evaluation or not relevant to any aspect of
IPV). After identifying the relevant articles, we reviewed
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the bibliographies of the 23 articles that met the inclusion
criteria and 27 other articles that were relevant to the topic
but did not meet the inclusion criteria (e.g. commentary or

Table I. Inclusion criteria and search string.

Inclusion criteria

¢ Includes description of intervention OR evaluation of
intervention

e Intimate partner violence as an outcome of the intervention
and/or evaluation

e Conducted in a limited-resource area, as defined by author
or author of a referencing article

Search string in Google Scholar

e “intimate partner violence” OR “gender-based violence”

e AND “low resource setting” OR “resource limited setting”

e AND “case finding” OR “management” OR “screening” OR
“treatment”

study of prevalence of IPV in low-resource area). The 27
articles that did not meet the inclusion criteria were only
included in the bibliography search and were not included in
the review.

Next, key information from the 34 articles was charted,
with a focus on the type of screening, management, or
treatment intervention, study activities, study findings, and
important contextual factors. We recorded the following
information in Microsoft Excel: authors; year; title of arti-
cle; intervention sample and location; research/evaluation
design; type of intervention; program name; theoretical/
conceptual framework; details of the program; targeted
outcomes; results; and important contextual factors.

Finally, we used the information collected during the
charting stage to provide an overview of the studies rele-
vant to this scoping review. Specifically, we created tables
and figures to allow for easy identification of the geo-
graphical distribution of the studies (Figure 2), the types of
research studies, the theoretical or conceptual framework,

Search of Google Scholar:
2,694 articles 1dentified

Y

y

1,763 duplicate articles excluded

931 potentially relevant articles
screened using abstracts

h J

v

657 articles excluded due to inclusion criteria

274 potentially relevant articles

screened using full text

23 articles that meet inclusion

251 articles excluded due to inclusion criteria

Not IPV-related outcome (n=122)
Not intervention/evaluation (n=125)
Not limited resource setting (n=4)

and exclusion criteria

-4
<
y

34 articles included in review

Bibliography search of 23 included articles and

27 excluded articles*
11 articles that meet inclusion and
exclusion criteria

*We searched 27 articles that were excluded from the review because they were relevant to
intimate partner violence in limited resource areas but did not include an intervention (e.g., study

of prevalence, commentary, etc.). These 27 articles are not included in the review

Figure 1. Search process and results.
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Figure 2. Geographic distribution of studies included in the review.

sample size, targeted outcomes, and primary intervention
activities (Table 2), details for each study, including first
author, year, study/intervention sample, brief details of the
program, and violence-related outcomes (Table 3), and the
violence-related outcomes and the context-specific barri-
ers reported by the authors (Table 4). In the narrative, we
provided additional information regarding the program
details, results, and important contextual factors.

Results

A total of 31 programs reported across 34 articles were
included in this scoping review.!$3! These programs tar-
geted low-resource areas across the world, with the major-
ity in Africa (Figure 2). Slightly less than half of the
programs (n=14; 45%) included a randomized controlled
trial or clustered randomized controlled trial (Table
2).19.21.22.24.25.28.33.35,36.4044-474951 Most of the remaining
studies were qualitative evaluations?6-27-30-37-39.43 or mixed-
methods evaluations,'®3134 and some used a community-
based participatory research approach.?%32 The other
evaluation designs included quasi-experimental designs,
pre/posttest designs, and other non-randomized quantita-
tive designs.?3294142.48 Ag described by authors of the arti-
cles, the majority of interventions were guided by at least
one underlying theoretical or conceptual framework or
model. Economic theories,?>#4%30 the social-ecological
framework,!82%40 cognitive-behavioral theories,?”33-34 and

participatory frameworks?%-3647 were mentioned by the
developers of three programs. The transtheoretical model
was used by two program developers.’>4431 Many
other frameworks were mentioned,!8-20:24.26.28-30,32,36.43.46-50
including diffusion of innovation,!'® social norm theory,*
the WHO engagement framework,?* and feminist theory.*?
Nearly half of all articles did not have a theoretical or con-
ceptual framework specified;!9-2122:25:31.37-39.41.42 3]though,
a framework may have been included in the development
of the intervention but not reported in the article. Among
studies with available sample sizes (n=29), there was sub-
stantial variability (Table 2). The smallest evaluation was a
case study,?? while the largest included a population-based
survey of over 150,000 households.*! Approximately one-
third (n=10) of the studies had a sample size smaller than
100,20.23,26,27,30.32,37-39.43 while five studies had a sample
size larger than 1500.35:4041.45.47

An equal number of programs had a singular focus on
IPV victimization or pereptration,!8-2027-29.32,34,37.38,39,44,46
and a focus on IPV and an additional health issue 22
303133414245 guch as reproductive health,?42¢ general well-
being,?-2339 and food insecurity.’> Approximately one-
quarter of the studies included a combined focus on [PV
victimization, perpetration, risk or protective factors, or
sequela and HIV/AIDS 353640434751 A variety of interven-
tion activities were included in the reviewed studies. Group-
based skill-development or education was the most common
intervention activity (n=14, 41.9%).18.24.29,33,35,36,40,42-44,46-50
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Table 2. Characteristics of studies included in review.

Types of research

Randomized controlled trial/clustered 14 (45.2%)
randomized controlled trial

Qualitative evaluation 7 (22.6%)
Mixed-methods 3 (9.6%)
Community-based participatory 2 (6.5%)
research

Other 5 (16.1%)

Theoretical/conceptual framework or model (may include
multiple per program)

Socio-ecological model 3 (9.7%)
Cognitive-behavioral theory 3 (9.7%)
Participatory framework 3 (9.7%)
Economic theories 3 (9.7%)
Transtheoretical model 2 (6.5%)
Other 15 (32.3%)
None specified 10 (45.2%)
Sample size for evaluations

<100 participants 10 (34.5%)
100-500 participants 6 (20.7%)
501-1500 participants 8 (27.6%)
> 1500 participants 5 (17.2%)
Targeted outcomes

Only intimate partner violence (IPV)- 12 (38.7%)
related outcomes

IPV-related outcomes and HIV/AIDS 7 (22.5%)
IPV-related outcomes and other 12 (38.7%)

health issue(s)

Primary intervention activities (may include multiple per
study)

Skill-development/education

Group-based intervention 14 (45.1%)

Individual-based intervention 2 (6.5%)
Training for professionals 4 (12.9%)
Financial/resource support 6 (19.4%)
Individual counseling/therapy 4 (12.9%)
Screening 6 (19.4%)
Referral to community resources 6 (19.4%)
Other 5(l6.1%)

Screening, 1930-34.35.38,3951 referral to community resources,!*-
2830313439 and financial or resource SUppOrt2!22:25:41.444549.50
were also common (n=6, 19.4% for each activity).
Screening and referral activities were commonly conducted
in healthcare settings, such as perinatal care clinics3#*® and
outpatient care clinics.3%3 The financial or resource inter-
ventions took two main forms. In some instances, the gov-
ernment provided cash unconditionally or provided cash
based on the completion of certain behaviors.*! In others,
organizations facilitated savings and loans programs*+49-50

or provided an animal that could be raised, bred, and
sold.212225 Further details of the location, characteristics,
and outcomes of the programs may be found in Table 3.
Overall, many authors reported positive outcomes related
to reducing IPV victimization, perpetration, risk or protec-
tive factors, or the related sequela (Table 4). Many of the
interventions had positive effects on at least one of the iden-
tified primary outcomes.20-2224.2627.29.31.34.35.37.40.4243 46 48.51
Some programs had clear, strong impacts on the occurrence
of IPV victimization or perpetration. For example, Pigs for
Peace, a microfinance program that loaned and supported
raising a piglet, showed consistent decreases in IPV rates
among intervention households compared with control
households.?!?2 The Intervention with Microfinance for
AIDS and Gender Equality (IMAGE), another microfinance
program combined with a gender-focused training and dis-
cussion group, showed similar significant decreases in [PV
among intervention participants.*>>* Other programs, such
as Asociacion de Organizacions por lo Eomocional
(ACOPLE), needed additional evaluation to be considered
an evidence-based program.?” ACOPLE used a qualitative
evaluation design to examine the perceptions of program
effectiveness among providers and found that providers
view family violence victimization as a common part of life
in the area. At the time of publishing, a quantitative evalua-
tion was on-going, which may provide additional support
for the use of the program to reduce trauma symptoms fol-
lowing IPV victimization. Many of the programs, however,
had no effect or a combination of positive and negative
effects on one or more of their primary out-
comes.!923.30.32.38,39.41.4347 For example, Bobonis et al.*!
found that the effects of conditional cash transfer on IPV
were dependent upon the education of the women’s part-
ners, with increased I[PV victimization occurring if the part-
ner’s education was equal to or greater than her partner’s.
Because of the limited resources available for program
implementation, many barriers were common across the
programs (Table 4). Lack of community support, either as
stigma related to receiving services or as community
acceptance or ambivalence regarding IPV, was cited as a
barrier to implementation in 15 of the programs. In health-
care-based programs, there was some resistance to treating
IPV within that system. In some areas, victimization was
so common that it was regarded as normal or outside the
scope of healthcare practice.??2%30 In others, there was
resistance to discussing IPV or attempting to make change
because IPV was consider a private, family issue*® or part
of men’s rights within the family.#> Several authors
reported that lack of logistical support and infrastructure
was significant challenges.!%-2226:3238.39 Lack of coordina-
tion across programs, limited financial support for pro-
gram implementation, and limited availability of existing
services for victims were also common. For example,
interventions designed to increase screening efforts often
encountered barriers with the availability of resources for



Women’s Health

SJDIOM
ay1 Aq paieaud sJa1sod ay3 Ul anjeA PaAIRdIR
95U3|OIA JnOqe 93pajMoud| AJUNWWOD pue

pajeujwe| pue pajulid s1s0d
sojoyd .o} seSessaw paes.td/pauonded
9DUD|OIA JO sasNEd 01 pajeja. sawayl jo AydeaSoloyy

sJa1sod Elpaw 9jeadd 0}

SJ9doM
Yajeay Anunwwod

[ean2jnd Jueliodwi pjay sJ4adJoM Yajeay Allunwiwo)) SJ9YJoMm ey Aunwwod Yaim Apnis paseq-siie A1oleddiled e SB SUDIOM USWOAA 910¢ a3ue aQ
UOISSDS 9JIAPE PUE ‘UONEBINPd
uonusAJIUI-1sod 9SNGe UO 3|qe|IeAR UONEBWLIOJUI ON| ‘8u1josunod aAnJoddns UlW-( B POAISIS USWOM UOIIUSAIRIU| e uonelsad
sJoiAeyaq A1sjes P-Jed [e.119)3. B PIAIDIA oM 9T |
Jo uondope ul saduaJayIp JuedIUSIS A|[ed1IS1'IS ON SWIIDIA PUB Ad| 4O} PRUIBIIS DJIM USWOM JueuSaud [y e uswom jueuda.y 0107 adu>
SJUBAS AJIUNWWOD pue ‘siaped| [ed0] Joj Suluresy ‘sdnoud
uolissnasip pue 3ujualsi| ul edppRJded SIRIUNWWOD UOIIUSAIIU| e
9suodsa.l 9310A 9ARDRIIUI sJaquisw
pUE 321AJ9s a8essaw 14oys Yy3noJdy Juswadedus Jauisl) Ym Alunwwod
Sui03-uo uonenjeay SYIUOW ¢ 1O} BWEBJP OIPE. A]D99M DAI9I3. SSNIUNWWOD ||y o Jle 03 uadQ £10T e
8uiusauds 01 sasuodsau Jiay paJsie AjaAnedsu
pue AjpAnisod A|[ennueisqns Ad| INOqe SSpnIne Jjels
9DUB|OIA SSNISIP 01 JUSWLIdSMOdWS ‘S924N0S3. 01
$S920E pasea.dul 3ulpnul ‘sayeuaq paaiRdtad Auely sajul> Sunsel pue
Sumss Jeas o (1DHA) 8unssa pue 3uljesunod Suljesunod Aueunjoa
1DA Ul 3ulusauds Ad| 03 asuodsau aAnisod AIsp Aseaunjoa A|H Joj paidepe Suiuaauds Ad| uo wes3oud Sulurea] e Sulpua)Ie USWOAA 0107  SapyoIslyd
240ddns Jsp|g e
140ddns A81auz e
syusws|ddns jeuonianN e
(293pnq Aj1wey Jo %0 |~) Jojsuedy ysed) e
S}P3Yd YI[eay pue
s9]dno> AJedyoUaquUOU pue AJBIDDUSG USSMISG ‘SOIUI|D UYI[ESY I8 SOUBPUSIIE ‘©OUBPUSIIE |[OODS UO [BUONIPUOD spjoyssnoy
s 9snqe [euonows pue [edisAyd ul sedusJayip oN ‘A3UNWWOod pazijeulSJew Ul S9][IWIe) SWODUI-MO| O3 SDUBISISSY e SWODdUI-MOT 5102 siuoqog
a3ueyd JolAeYaq Ul 28E8Ud :UONdY e
Aunwwod uiym
Supjiomiau pue JuswdojaAsp-||pjs 93einodus uoddng e
USWOM pue usw Suowe Jopuad
stauried Aq xas Jo |esnjau Jo sdueidaddE pases.du| puno.Je 3uissad0.d [ed11D {SONIANDE [BULIOJUI (SSBUBIEMY e sJaquisw
uswom Suowe (Ad|) 22US|OIA sJaquiaw AJUNWWod palsalaul 93e3ud el e Aunwwod
Jauued ayewnul [edisAyd jo acueadedde pasnpay uonoe ‘uoddns ‘ssauademe ‘uels :saseyd unoJ e Jle 03 uadQ 10T Ajsweaqy
SBWO2IN0 PaJR[.4-2IUI|OIA sjieop weaSodd  o|dwes uonusAIU| Jes)  Joyine 1s.i4

"M3IAJ BY3 Ul PapN|dUl S3IPNIS 4O s|ie3sp wedodd *§ d|qel



Schwab-Reese and Renner

(panunuo))

Ajjenbaur uapuag
INOQE SJ31|9q PUB Ad] Ul SISEIIDP JUBDHIUSISUON o
PIOY3SNOY Y3 Ul JUSWSA|OAUI pUE

JusWaSeuBW IDIJUOD PaseaIdUl
pue ‘Ayjenbaul 3noqe syaijaq paro.aduwi ‘9dus|olA jo 1dedwi jo

JUSWSZBUBW 1D1JUOD JO 3sh Ul sasea.dul JuedIusiS e 93pajmoud| uo pasndoj sdnoJd UoISSNISIP S,USW APOOM USIXIS e  SIe9A G| pade us|y ¥102 uressoH
95ud|olA [ed1sAyd uo 129y JuedIUSIS ON e paluswa|dw] JaAsU
sJaulied JO S|PA9) INq J9ysue.) Ysed 4oy syuswaldinbau oy1dads 19s 01 papusiu| e
uonednps uodn Suipuadap suaY3o J0} pasea.dul s3|nnuinb AyuaA0d spjoyassnoy
‘s1|IWe) SWOS 10} 92US|OIA [ed130|0ydAsd pasesadaq e OMI 1S9MO| U3 U] SP|OYISNOY 01 UJSUB.] S [BUORIPUOIUN e SWODUI-MOT £10T oqoJpiH
sanienbaul uspuag 01 pagejad sdnoud
uolssnasip 1yt uj padeSus Os[e SSNIUNWIWOD UOIIUSAIIU| e
X3s asnjaJ 01 Al|Iqe ay3 4o Ad| pauamad st 3sauaiul snid Asuow ‘poluad paydads e uvly e aousiadxa
[enxas Jo [ed1sAyd uo sdnou3d useamiag sedULIRYIp ON e JUNODOE WO SUBO| 3S9.493UI-MO]| INO el 01 AljIqe a3 9duBUyOIDIW
Suneaq apm Jo sdueadedde YaIm 3UnoddeE s3UIAeS B 0] 9InqLIIU0d AjJen3ad sdnous |lews e Jord ou yum
pUE 9SNQE DJWOUODS Ul SISES.IDP JUBDYIUSIS e weJ3o.d ueo| pue s3uiAes 93e||IA B POAISISI SBNIUNWWOD ||y e USWOM 2|NpY €102 eidng
$19|81d jo punou
puodas Jo 3s41y a3 3urinp 31d B paAlsdal spjoyasnoy |0.u0D) e
31d ay3 Buisies ur 1u0ddns papiroad yeis weadouqd e
yaiq aaed Sid
soIEd Ad| Ul BuIo9p ay2 Jayye weu3oud sy o1 s19|81d oma Suuaniad Aq predaa sem saeaf 49| pasde (10T sseD
J91e243 Ajpuedyludis pey Sp|oyasNOY UONUSAIDIU| e YoIym ‘ueoy e se 31d ojewa) & PaAI9dD. SP|OYSSNOY UONIUSAISIU| e USWOM pUE UdJ £10T os|e) sse|
Ajunwwod
Ul puE SWOY JB 3JUS|OIA Ul JusWa3e3us padnpay e
$3J0U2 p|oyasnoy 01 $3INGLIIUOD Pases.dul a3ueyd [eOos ‘sdiysuoneja. yijesy ‘A|H pue Jspusd
pue suaulied dnuBWO JO JudWILDI) paAoIdw] e ‘92U3[OIA pUE J9pUa3 ‘AJUlNdSBUW JJUOW3Y YIIM PIIBIDOSSE
Jamod [edos susw  Aeme sayel, 31 9snedaq SaN|eA/SWIOU UO UoNd3|aJ ‘Jomod pue Juapuad :sd1doy XIS e
S3Y31J S,USWOM 01 SDUS[BAIUIE IO SDUEISISDS SWOS o swea) uonse Ayunwwod pue sdoysyaom Aioredpnaed
s3y31a s,uswom jo suondaduad paroadul |[easAQ e y3noJya suopeja. Jopuald UO UONIS|S [edNIID padednoduy e usw npy €102 upliomg
s,usw ueys aJow
paAcJdull {|[eJoA0 ‘S9PNINIE/a3PI|MOUY| S,USWOAA e
Yajeay aAnonpo.dsu
pue ‘8unand |e31uag SjewWd) ‘9IUS|OIA paseq
-J19puad ‘s3ysid UBWNY INOQE SSOUDIBME PISE.DU| e sJaquisw
9OUB|OIA s3yS1a uewNY pue QY31 s ,uUsWOM Aunwwod
PUE UONEBUIWIIISIP O) pale[aJ sapninie paroadw| e ‘8uiAjos wiajqoud ‘auai8Ay uo pasndoy weadoud uoneonpy e Jle o2 uadQO $00T doig

SSWODINO PaAJE[RI-dIUD|OIA

s|re3ap weaSoud

o|dwes uonuaAIU|

Jes)  Joyinelsdiq

(penunuo)) *¢ alqe



Women’s Health

3ulo8-uo uonen|eAz

yanoA Joy paadepe anq (£ 10T ‘v 10T SSe|D) 9283 Jo s8id SOl
s11qqeJ Aqeq Jo puno.

PUO3s 40 3s41} 3Y3 SulINp 31qqeJ B PaAIDdAJ YInoA [0J43u0D)
qqed ay3 3uisied ui 3uoddns papiroud yeis weadoud

ya1q saAI8 21qqeu

ay1 J4aye weadoud ayr 01 saiqqed oml 3ujuaniad Aq predsu sem
YdIYM ‘UBO| B SEB 31qqE. DJEUD) B POAIDISJ YINOA UOIIUSAISIU|

suedkg|—(Q| paSe

S9NIUNWIWOD UORUSAIRIUI Suowe

Ad| [enxas pue [ed1sAyd ui sasea.dap juedyusig
awi3 JaA0 sdourydadde

pasea.nul 3nq Ad| Suissnasip 03 SduelsisaJ [eniu|

poliad Suniem e U91je PIAI9IRJ SIIUNWWOD JO JleH
juswadedus AJlunwwod

wuswa|dwi 03 Sujure.y JayIny paAISdal | SISpeS| [BAMEN|,, e

49430 pUE ‘s||I>}S UOIIEBIIUNWWIOD

‘AIH ‘AdI ‘s§a119q [eamnd ‘s9jo. Japuad uo suoissas Sulule.d us |

Sueo| paJeys

pasjuetens uswWom Al Jo sdnous auaym weadoad adueuLOIDIL

saaulaed Jpya ysnd Jo uadwsn

J19Y2 950| 01 A||I] SS3| 9J9M USW UOIIUSAIIU|

Ad| jo @duridadde ul saseaudap

WJ3-140ys Juediiudis padualiadxa UsW UONUIAIRIU]

SAIV/AIH Pue 8sn [oyod[e ;jo.au0D) e
SAIV/AIH PUE 92US[OIA JSPUSS (UOIIUSAIIU| e

sawodINo pa1dadxa
Suriaye pue Adediye-j|as Suisea.udul UO PAsSNI0) SUOISSDS DAl

awn
J9A0 Ad] Ul 9SB2UJ9P € padusliadxa SUonRIpuod ||y

JJels 493U Yajeay AJuNwwod pauled
Jo Jeas yoaeasad Jayus Aq 139/o.d Jaulied jo uoneuswa|duw)

AdI [enxas Jo [ed1sAyd ur asea.dap juedyiuSisuoN

sayoeoudde Sujuies| Auojedpdnied e

sa1dol Jay1o pue ‘Ad| ‘uondsde.iuod
‘9A0| PUE X3S UO pasndoj suolssas dnoud Unoy-aa4ya g| e
uonuaAJalul sauolg Suiddeag uediiyy yinog ay jo uoneirdepy

$92.4n0sa.
Pa3iWi| pUE ‘SJ01E} DIWIOUOD? ‘SNI.IS deUIpIogns
s,uswom Aq asuodsad J1ay3 Ul paule.ISUOD SIAIMPI
SIAIMPIW YIIM

saoualIadxa Ad| @Jeys Ajensn ajdoad 1ey) paAladlag
2onoead

J19Y3 UIYIIM SSSUPPE 03 83BPUBW OU paAlRd.ad

Inq anssi YIjeay e se Ad| paziwmiSs| Sujure. |

92Ud|OIA dIsaWop Suissappe SuipJesad YyieaH
Jo Ansiully 9y wouy Suluredy paAIsdad SSAIMPIW Yajeay dljgnd

SBWODINO0 PaIE[DI-IUS|OIA

s|ieap weago.d

USWOM pUE U3 10T 1Yoy
(9002
Sukoud
uswom 3npy £00T ose) wry|
usunpy 600¢ uewiydlEs|
Jaquisw
aanisodouas-A|H
9UO 1SB9| 1B YIIM
sa|dnod 3npy 10T sauof
sueak£7—9| pasde
USWOM PpUE U3 800T sodmaf
SOAIMPpIW
ey dlignd S10¢ ugy
a|dwes uonusAIRIU| Jes)\  Joyineisdig

(penunuod) ¢ ajqe L



Schwab-Reese and Renner

(panunuo))

Sujuasuos

$9382]|dWOd DDUI|OIA PIEMO] DDUDJBAIqWIE [BINI|ND)
$924n0sa.

paliwi| 03 anp a3n3e4d apMmpIw jo 9dods ay3 SpISINO
SEM [BJJ3)9.1/3uluaauds Jeyy patiodau Apuanbauy
95ua12dwod pue ‘s||pjs ‘Sulure.l Jo >de| 01 anp

AdI 40} 3uiusauds punoue

p212npuod 3uleq sem Suluaauds SAIsusyaIdwod oN e suondsduad SSAIMPIW d1UlD S4B [BIBUSIUE JO UONBUIWEXT e uswom 3ueuda.d £10T nweys
S|elI9IBW [BJJIDJDJ JO UOINQLISI e
sJapiro.d [BJ0| YaIM UOIIBIOQE||0D) e
saapiroad ad1Auas doj Suluied] e wooJ Aduadiaw
UONEBWLIOUI [BJIDDI Adl dj8uis e 01
YIM UONDEBYSIIeS paseaJdul paltodad syueddnued e JO SWIDIA 10} SBIIAIDS WOoO. Aduddtaws Suiroadwi uo sndo4 e 3upuasaud syuaney 910T Jaqoyds
saoIAlas Sulssadde o)
JaliJeq & paurewsad (uoneliodsuesy SIom wouy Aeme
aw) S1S0D 103JIpUl PUE SUSPIACId BDIAISS 0 SSAIDY @ 2Jed [e33] pue [e1dOsoyYdAsd papiao.d JsdoMm [BIDOS e
uoNe|os| JO S3UI[93) PIdNPAU YDIYM ‘SIDIOM sdumas aued Asewtud o1
[erdos aya Aq 01 pauaisi| ul@a) panjeA syueddiaed e aued Asewiad ur uiuaauds y3nouys SWNDIA JO UONBIYIIUSP| e  Sunudasaud USWOAA $10T sa9y
a8ueyd aew
03 JusWIdMOdWS Pasea.dul PUE ‘SWLIOU I3pPUSS pUe 3JUS|OIA
PUNOJE SSBUSNOIISUOD puUB SSBUBJBME SUIP|ING UO SN204 e
sdnoug xas-paxiw pue -3j3ul§ e sJaquiaw
Aijenba uspuag 03 pajejau swaou SYPOMG| Aunwwod uoljiweH
[er>0s paAoadui 3s938ns 01 3dUBPIAS AJeulwiRid e J9A0 sJaquiaw AJIUNWWOD AQ P3| SUOIIBSISAUOD PainIdnilg e Jle 03 uadO 910T -peay
S924NOS3. [BD0| O) [BAIDJO e
Jo ‘3uljasunod JuawIaModwd UOISSIS-OM]
Sul08-uo uoneNEA e U3 PAAIDDAL Ad| 0} 9ANISOd PaUSR.IDS OYM USWOM JUBUSDId e  SWNDIA Ad| Jueudauy 910T
Adeaayy spiroud
0) paule) S.JO[asunod Ag| [eJ0] JO SJI9PEd| AJUNWWOD) e
92US|OIA U210 O SAIIE|DJ YIIM [ESp pue Adeaayy dnoud
SAI| O3 SWIIDIA IO} USISED SBE POMIIA DUSJOIA A|IWE] e  PIsEG-AUUNWWOD dANEIIRU IO AdeJay) [BIOIABYSQ-9ADIUSOD) e zekeuind
UOWWOD SBM dDUD|OIA A|iWie) O) palejaJ BWNeI| e 9DUB|OIA JO SWDIA Joj AdeJays paseq-Ajunwwio) e SDOUD|OIA JO SWNDIA 910T -BUBYDIDEY
$924NOS3J UOIIBUIPIOOD JO IB] e
921AJSs Ul sdeny e
uonedijdnp adIAISS e 1do) oi1dads & punoJe saNIAIDE SN0}
SUIBWAJ YIMO.JS 1O} WOOU [elIuBISqNS Inq 0} sapuage suoneN palluM PUe ‘SUONEBZIUESIO [BIUSWUIDAOS suonezjued.io
paAoadwil sa131ADE PaIE[DI-9DUS|OIA JO UOIBUIPIOOD) e -UOU ‘SJUBWUIRA0S J0) wuoje|d & papiaocad suoneN pajlun e Jo sapuady 1102 J933apue]
SSWOJIN0 PalR[a.I-29dUD|OIA s|ie3op weaSodd  d|dwes uonuaAIRIU| Jes)  Joyine 1s.i4

(penunuod) *¢ s1qe



Women’s Health

10

s3uiuaauds Yaeay pue uoissnasip Joj sdnous Joad ayejdey e slaquiaw
s8uiuaauds yajeay Suipnpul ‘sAep AJlunwwiod Josuods e Aunwwod
3uio3-uo uonenjeAy e suonnjos dojaasp 01 suapes| Auunwwod a3e3ug e |le 02 uadO 910¢C PIEIYVN
s1ioye Sunepljosuod) e
uonoe 3unea3siu| e
sdnou8 Aunwwod
pue uonuaAJalul Jaylo yum Suiuiol Aq syaomiau 3uipjing e
SIUDASD [e1dads (s10t
pue ‘s3ujure.ay ‘sdnoug uoissnosip YSnouys ssausaeme Suisiey e UBWISBAA
uswom Aq pariodau juswdojaasp diysaulaed pue Juswissasse AJIUNWWOD) e os|e)
SB X3S pad.Joy pue Ad| [edisAyd paseaudap Apuediudis e uonuaAJalul jo saseyd aAl{ e 65| pade synpy 910T uewSeAA
1UI[> 9JUS|OIA Paseq-Japuas & 01
s1ulpd 2y Je pajuasadd %o Ajprewixoadde pue duip sjuald aAnIsod-Ad| paJJaje. pue sjuanied [[e paudauds SISPIACI] e aued Asewrud o1
B 0] Pa..I9JaJ 2J9M SWIDIA Ad] JO %G/ A[@rewixouddy e Ad| 410} US2.ds 0] paules) SUS9PIACId e  3unuasaJdd USWOAA 910T alpun
S3I1IAIIOE UOIIUSAISIUI PAUlS PUB PaJEN[EAT e
SWINDIA J0§
saojennaduad Joy seduanbasuod s3unsaw diysiolusw pue ‘sje.sjad ‘SuluaaUds palsal-1o|ld e
PUE S9DIAJSS JO SSOUDIBME PISEBAUDUI ‘|[BJSAQ e  UONEZI|IqOW AJUNWWOD PUB 32US[OIA UO JJBIS JIUl|D pauled] e
Suiuaauos uonezNIsuas AJUNWWod pue siaulied [ed0]3jing e
J91j& S924N0Sa.J 0] [eJJ9jaJ pa1dodde USWOM JO jleH e uonuaAJalul paseyd uno4 e uswom jueudald £10T uean|
sadIAJaS uondayoad
PUE U3[B3Y |BIUSW PJEPUBIS POAISISI USWOM [0.IUOD) o
3ujure.y Juswasmodwa
pue Adeaayy Suissadoud aAnIuS0d Jo suoissas dnoud usass sdnoug juoddns
3ulo8-uo uonenjery e PUE UOISS3S [ENPIAIPUI SUO PAAISDA.] USWOM UOIUSAISIU| e Ul paSe3ud USWOAA 1102 1oL
yoeoudde
S.0JBIOQE[|OD [BDO| PUE SJUBWLIOJUI A3)] SuOlS e Auoreddnaed 3uisn saydeoudde uonusauaiul jo JuswdoPasq e
UONUIAIIUI O) SIOJEII|IDB] e suoneziued.io
SJ9YDJBaSaU 01 Sysld AI1UNd3S e [eauswuIaA03-uou A1unod-ul Yaim juswdoeasp diysiaulied e
9JN1ONJISBIJUL JO DB e pJeoq
SOOUBIBYIP [BIMND) e AJ0SIAPE AJIUNWWOD YIIM JUSWISSISSE SPIaU AJUNWWOD) e sJaquiaw
140ddns [eonsido| jo dde] e Jaisesip [ednjeu Aunwwod
UOIIUSAIRIU| O) SJdlJeg e Suimojjo} weadoad uonuaasad adusjoia SuidojaAsp Jo ssad0.4d e Jle 03 uadQ S10T pueo|s
SSWODINO0 PAIE[DI-dIUD|OIA s|re3op weaSodd  ddwes uonuaAIIU| Jes)  Joyinelsdiq

(penunuo)) ¢ alqe



Schwab-Reese and Renner

Table 4. Findings of completed evaluations and barriers to
program implementation.

Violence-related primary outcome constructs and results
(n=26)

Attitudes or believes about victimization or perpetration

Intervention improved outcome 5(19.2%)

Neutral/mixed effects I (3.8%)
Attitudes or beliefs about the intervention

Intervention improved outcome 4 (15.4%)

Neutral/mixed effects 4 (15.4%)

Intimate partner violence perpetration or victimization

Intervention improved outcome 5(19.2%)

Neutral/mixed effects 5 (19.2%)
Adoption of safety behaviors

Neutral/mixed effects 2 (7.7%)
Treatment of intimate partner

Intervention improved outcome 3 (11.5%)

Attitudes or believes about violence and gender norms

Intervention improved outcome I (3.8%)
Context-specific barriers (n=31)

Limited existing services for victims 7 (22.6%)
Limited financial support for program 7 (22.6%)
implementation

Lack of community support 15 (48.3%)
Lack of coordination across programs 7 (22.6%)
Other 12 (38.6%)
None specified 6 (19.3%)
Not applicable (protocol reports) 5 (16.1%)

participants who screened positive for IPV.373 It was also
frequently difficult for women to follow-up with services
after screening due to issues with transportation, time
away from work, or stigma associated with being seen by
a social worker or in a specific clinic.373? Other barriers to
implementation included a lack of data to support the need
for an intervention, safety and security issues for research-
ers, response to services that exceeded program capacity,
political disturbances, and others.

Discussion

In this scoping review, we assessed what was known about
[PV screening, management, and treatment in low-resource
areas. The 31 programs (across 34 articles) included in the
review represented a variety of interventions, ranging from
psychosocial education and discussion groups to microfi-
nance programs and communication campaigns. Despite
considerable barriers related to the limited available
resources, the literature base had many strengths. First,
many of the interventions used strong evaluation method-
ologies, such as clustered randomized controlled trials and
mixed-methods evaluations. This methodological rigor
was striking, especially given the likely limited resources

available for intervention and evaluation in these areas.
However, several of these studies involved well-funded,
international partners so rigorous evaluation may have
been a requirement for the funding. For example, SASA!40
was supported by Irish Aid, the Sigrid Rausing Trust, 3ie,
an anonymous donor, AusAID, the Stephen Lewis
Foundation, American Jewish World Service, HIVOS, and
the NoVO Foundation. While SHARE?-! was supported
by the Bill & Melinda Gates Foundation, US National
Institutes of Health, WHO, President’s Emergency Plan
for AIDS Relief, and the Fogarty International Center. It is
unlikely these, and other studies funded by international
agencies, represent feasible programs for those working in
low-resource areas without well-funded international part-
ners. Finally, several of the interventions explicitly focused
on community engagement before and during the interven-
tion implementation, which may have reduced obstacles
related to cultural differences between community mem-
bers and researchers.8:32,34-36,40.43,47.51

Despite the many strengths, there were also several
challenges identified in the current literature. Some of the
randomized controlled trials potentially lacked sufficient
power to detect significant differences between the inter-
vention and control groups. Other programs used evalua-
tion designs that did not allow for clear identification of
the effects of the program on the target outcomes. Due to
this issue, few of the interventions had clear, strong evi-
dence of effectiveness. Future evaluations in low-resource
areas could include mixed-methods components to facili-
tate better understanding of the underlying processes and
changes when insufficient statistical power may be a bar-
rier to the evaluation.

Additionally, several interventions encountered barriers
related to cultural differences or inadequate cultural sensi-
tivity. In one instance, all participants at a specific location
dropped out of the program in protest of the perceived lack
of cultural sensitivity. This event highlighted the impor-
tance of community-engaged research and suggests there
may be benefit to utilizing a participatory approach where
researchers and community members function as partners.
This type of approach involves community members,
researchers, and program staff in all aspects of the research
process in order to allow all partners to contribute expert
knowledge and share in the decision-making and imple-
mentation of the intervention.

Implications for research and practice

Given the variety of barriers to program implementation
noted within the articles included in this review, it may be
important for researchers and practitioners to consider the
geographic, social, cultural, and economic contexts when
implementing IPV programs in low-resource areas. Several
articles provided a framework that could be used to develop
or adapt interventions to account for the unique physical,
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cultural, and financial context of various areas around the
world. The SHARE intervention in Uganda, for example,
used a five-phase approach to tailoring the intervention
focused on extended community assessment, raising aware-
ness within the community, networking, intervention
implementation, and transfer of intervention activities to
community members.3>>! Similarly, an intervention in rural
Kenya used a four-stage engagement process that focused
on building partnerships, training and engagement of local
staff and community leaders, pilot-testing the intervention,
and assessing and refining the approach.’* Although the
specific activities of these programs may not be appropriate
for other low-resource areas, these community-engaged
approaches could be incorporated into other efforts to
reduce some implementation barriers, such as community
acceptance of the program, researcher safety within the
community, and insufficient understanding of the commu-
nity need for services. Given the substantial differences in
facilitating factors and barriers across low-resource areas
around the world, additional research to establish effective
protocols for tailoring and implementing evidence-based
programs would be beneficial.

Researchers and practitioners in the area of I[PV may
also find it beneficial to work with collaborators in other
fields. Many of the interventions in this review targeted
IPV in combination with other health issues. For example,
HIV/AIDS and IPV frequently co-occur and several inter-
ventions used in Africa, such as IMAGE*-5 and SASA!,%
focused on reducing both health issues in a single interven-
tion, which has the benefit of improving multiple aspects
of women’s health while sharing resources. Although it
has been particularly effective to combine I[PV and HIV/
AIDS interventions, other communities may find different
local health issues are a priority, and that these health
issues are also amenable to combined intervention
approaches. If multiple health outcomes are targeted, it is
necessary to confirm the intervention does effectively
reduce both issues.

Finally, researchers and practitioners in many low-
resource areas encountered obstacles to effective interven-
tion implementation as a result of cultural acceptance or
ambivalence toward violence against women. As a result,
changes to social norms and beliefs may be necessary
before substantive individual-level change occurs. The
National Center for Injury Prevention and Control at the
Centers for Disease Control and Prevention and the
Department of Violence and Injury Prevention and
Disability of the World Health Organization released a
five-prong framework for preventing violence in develop-
ing countries.’? First, an action plan should be developed
with objectives, priorities, strategies, and responsibilities.
As part of this action plan, a lead organization that has the
capacity to engage multiple sectors in the strategy should
be identified. Second, local systems for data collection
should be identified and, when necessary, enhanced so that

data on key indicators are reliably available in the area.
Third, specific programs may be implemented and evalu-
ated after the identification of key stakeholders and the
development of an action plan. Fourth, health, social, and
legal systems to support the victims of violence must be
available to reduce the consequences of victimization.
Finally, it is critical to engage individuals and agencies
across social sectors, including health, criminal justice,
and social services, because “the success of violence pre-
vention efforts depend substantially on these sectors being
able to cooperate (p. 198).”52

Limitations

This review had several limitations. First, our review may
have missed important articles that were not published in
English. Although articles written in languages other than
English would have been considered for the review, the
English language search terms substantially reduced the
number of returned articles in languages other than
English. This limitation is common among reviews con-
ducted by researchers from majority native English-
speaking countries; yet, it may be particularly problematic
in this instance due to the focus of the review. Nearly all
articles found through the search process used in this
review were published in English, and despite the inter-
ventions being carried out in low-resource areas, the
majority of articles were written by academic partners
from high-income countries, including the United States
and the United Kingdom, rather than local researchers and
practitioners. Thus, it was likely that all possible relevant
articles were not noted in this review, and that the pro-
grams reported in this review were not representative of
programs conducted by locals who did not have the
resources or English language proficiency to publish find-
ings. Second, it was possible to define low- and limited-
resource settings in various ways. We relied on the authors
of each article or of other commentaries or reviews to
indicate whether the intervention applied to individuals
residing in low-resource areas. Other definitions could
result in a somewhat different literature base for review. A
definition focused on specific geographical areas or low-
to middle-income countries may be an alternate way to
assess low- or limited-resource settings. However,
resource allocation is rarely homogeneous across coun-
tries. For example, India is classified as a lower middle-
income country by the World Bank, but there are
substantial disparities in resources, such as availability of
education®* and access to healthcare,> across geographi-
cal region and urbanicity. As such, a focus on specific
geographical areas or low- to middle-income countries
would likely result in the inclusion of programs imple-
mented in areas with sufficient resources. Finally, the
intentionally broad search framework resulted in the
inclusion of a variety of intervention outcomes and
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research designs, which prevented comparisons of effec-
tiveness across studies. However, as previously noted, the
purpose of a scoping review is to survey the landscape
and provide a summary of information on the extent,
range, and nature of research with respect to a focused
topic, as well as to identify gaps in the literature. As also
noted, scoping reviews are ideal for topics with emerging
evidence, such as the implementation and evaluation of
screening, management, and treatment programs focused
on [PV prevention or intervention in low-resource areas.

Conclusion

The results of this scoping review provided an overview of
the characteristics of screening, management, and treat-
ment activities conducted in low- or limited-resource areas
around the world. Many of these programs have been eval-
uated using a rigorous research design, although statistical
power to detect effects was often limited. Additional
research into the development of culturally sensitive, com-
munity-engaged intervention processes may allow the
existing evidence-based interventions to be appropriately
tailored to other low- or limited-resource areas around the
world.
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