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ABSTRACT

Objectives To synthesise evidence on the effectiveness,
cost-effectiveness and barriers to responding to violence
against women (VAW) in sexual and reproductive health
(SRH) services in low/middle-income countries (LMICs).
Design Mixed-methods systematic review.

Data sources Medline, Embase, Psycinfo, Cochrane,
Cinahl, IMEMR, Web of Science, Popline, Lilacs, WHO RHL,
ClinicalTrials.gov, Google, Google Scholar, websites of key
organisations through December 2019.

Eligibility criteria Studies of any design that evaluated
VAW interventions in SRH services in LMICs.

Data extraction and synthesis Concurrent narrative
quantitative and thematic qualitative syntheses,
integration through line of argument and mapping onto a
logic model. Two reviewers extracted data and appraised
quality.

Results 26 studies of varied interventions using
heterogeneous outcomes. Of ten interventions that
strengthened health systems capacity to respond to

VAW during routine SRH consultation, three reported no
harm and reduction in some types of violence. Of nine
interventions that strengthened health systems and
communities’ capacity to respond to VAW, three reported
conflicting effects on re-exposure to some types of VAW
and mixed effect on SRH. The interventions increased
identification of VAW but had no effect on the provision
(75%—-100%) and uptake (0.6%—53%) of referrals to VAW
services. Of seven psychosocial interventions in addition
to SRH consultation that strengthened women’s readiness
to address VAW, four reduced re-exposure to some types
of VAW and improved health. Factors that disrupted the
pathway to better outcomes included accepting attitudes
towards VAW, fear of consequences and limited readiness
of the society, health systems and individuals. No study
evaluated cost-effectiveness.

Conclusions Some VAW interventions in SRH services
reduced re-exposure to some types of VAW and

improved some health outcomes in single studies. Future

! Loraine J Bacchus @ 3

Strengths and limitations of this study

» This review was carried out by a team of research-
ers from the UK and low-income and middle-income
countries with expertise and experience in health
system responses to violence against women and
global health.

» Inclusion of peer-reviewed and grey reports of stud-
ies of any design resulted in selection of the most
relevant studies.

» The logic model approach to the integration of syn-
thesis findings produced evidence in a format un-
derstandable to the end-users of this review.

» Most included studies had methodological limita-
tions and high risk of bias.

» We could not perform meta-analysis of quantitative
findings because primary studies evaluated varied
interventions and used different instruments to
measure varied outcomes.

women. First-line support should be better tailored to
women’s needs and expectations.
PROSPERO registration number CRD42019137167.

INTRODUCTION

Violence against women (VAW) is a violation
of global health and human rights." The most
common forms of VAW are intimate partner
violence (IPV) and non-partner sexual
violence. One in three women worldwide
have experienced physical and/or sexual
violence, mostly by an intimate partner. VAW
is more prevalent in low/middle-income
countries (LMICs). Exposure to VAW is
associated with mental and physical health
problems, including increased sexually

Dr Natalia V Lewis; interventions should strengthen capacity to address transmitted infection and HIV, unplanned
nat.lewis@bristol.ac.uk VAW across health systems, communities and individual pregnancy and abortion, gynaecological
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conditions.” * Although IPV against men is increasingly
recognised within the context of both same sex and
heterosexual relationships, the phenomenon of male
victimisation and its health consequences is still poorly
understood.* There is a dearth of primary research on the
healthcare response to male victims and perpetrators.’

The healthcare system has a key role in preventing VAW
because most women attend sexual and reproductive
health (SRH) services at some point.6 " The main role of
the healthcare system is to contribute towards secondary
and tertiary prevention through early detection of VAW
and mitigation of its impact which can prevent ill health
and reoccurrence of violence. Healthcare providers
(HCPs) are uniquely placed to identify victims/survivors,
provide first-line support and clinical care, and connect
them with other services. Healthcare systems can also
contribute to primary prevention through early identifi-
cation of children exposed to violence in the home and
support to programmes like home visiting or early child-
hood development.® The capacity of healthcare systems to
respond to VAW is defined as the cumulative availability
and strength of the following building blocks from the
Health Systems Wheel: (i) leadership and governance, (ii)
multi-sectoral coordination, (iii) workforce development,
(iv) healthcare delivery, (v) infrastructure, (vi) financing,
(vii) monitoring and evaluation (WHO 2010).” ' The
Health Systems Wheel'' highlights key components
that need to be in place to support individual HCPs
and organisations to offer a comprehensive and client-
centred response to VAW. It assumes that all elements of
the health system—individual, organisational, contextual
and structural—impact on provision of response to VAW.
The WHO guidelines for evidence-based health systems
response to VAW adopted the Health Systems Wheel
framework to recommend intervention activities across
the health systems building blocks."* ™ Tn LMICs, health-
care delivery for VAW has been implemented through
integration at the level of individual HCPs, healthcare
facility, and healthcare system.'*

Systematic reviews'® ' and WHO guidelines'” found
scant evidence from LMICs on effectiveness of VAW
interventions in healthcare. This study addresses the gap
by answering two questions: (i) what is the evidence for
effectiveness and cost-effectiveness of interventions in
SRH services that address VAW? (ii) what are the barriers
to the effectiveness?

METHODS

We conducted concurrent quantitative and qualitative
evidence syntheses with integration into a line of argu-
ment'® and mapping onto a logic model." The mixed-
methods design allowed integration of diverse types of
evidence to inform VAW research and intervention devel-
opment in LMICs. Our analysis was informed by the WHO
Health Systems Wheel framework for responding to VAW.®
We defined the health systems capacity to respond to VAW
as the cumulative availability and strength of the Health

Systems Wheel building blocks. We looked at the capacity
of the health systems at three levels: individual providers
(eg, attitudes, knowledge, confidence, behaviour and
practices), services and organisations (eg, infrastructure,
availability of supplies/medicines), community (attitudes,
knowledge, practices).”” We defined women’s capacity
to respond to VAW as their readiness and ability to seek
help, disclose abuse, get referrals and receive services. We
followed the Cochrane® and Preferred Reporting Items
for Systematic Reviews and Meta-Analyses guidelines.”'

Search strategy and selection criteria
We included primary intervention studies reported in any
language with an English abstract published since 2005,
the year of the first published evaluation of VAW inter-
ventions in SRH services (expert opinion from the study
advisory group). We identified earlier studies through
reference checking. We used terminology and definitions
from WHO guidance on strengthening health systems to
respond to VAW (table 1).13

An information specialist (AR) applied the search
strategy to Medline, Embase, Psycinfo, Cochrane, Cinahl,
IMEMR, Web of Science, Popline, Lilacs, WHO RHL,
ClinicalTrials.gov (20 August 2018 and 3-4 December
2019) (online supplemental file 1). AR searched for
grey literature via Google, Google Scholar and websites
of key organisations in the field of VAW and SRH in
LMICs (UNFPA, SVRI, JPHIEGO, USAID, WHO (IRIS)
SEARO, WHO (IRIS) EMRO, World Bank). AR uploaded
all records into EndNote and deduplicated. Two pairs of
reviewers (NVL and MM, AFD and MC) independently
assessed eligibility. Disagreements were resolved through
consensus or third opinion (LB). NVL checked refer-
ences and citations.

Data analysis

NVL adapted the Cochrane Effective Practice and Organi-
sation of Care (EPOC) data extraction form.?* We collated
multiple reports from the same study and used the most
detailed report as the primary source for extracting
study results. The included studies were divided among
reviewers who worked in pairs, one to extract data and
another to check. The pairs reconciled data extraction
through discussion. We extracted study details on setting,
study design and aim, sample size, participants charac-
teristics, intervention characteristics and theories, and
outcomes relevant to our review questions. For each quan-
titative outcome, we extracted type of measure and effect
estimates as reported in the primary study. If authors did
not report intervention effects, we extracted the postin-
tervention point estimate. If a follow-up measure was
reported repeatedly, we extracted the latest measure. We
judged intervention effectiveness by improvement in any
primary or secondary outcome listed in the individual
studies (table 1). We used authors’ interpretation of their
findings based on statistical significance or 95% Cls and
categorised effect estimates as improvement, mixed effect or
null effect. We ascribed a mixed effect when one or more, but
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Table 1 Study inclusion and exclusion criteria with justification

Inclusion criteria

Exclusion criteria

Participants
AND/OR

Healthcare providers—organisations (eg, hospital, clinic, primary care centre, other

Recipients of healthcare services—women of reproductive age (15-49 years old)

Female children and girls under 15 years old.
While recognising that pregnancies occur among young
adolescents 10-14, most studies consider women aged

service delivery points) or individuals (eg, healthcare professional, community health 15-49 years as the main group using SRH services in LMICs.

worker or any other person who is trained to deliver healthcare in their community).

Male recipients of healthcare services.

Studies which recruited only a subset of recipients or providers of healthcare

services.

Interventions  Any intervention addressing violence against women (VAW).

These are complex interventions aimed to identify women affected by violence,

No intervention
Hypothetical intervention addressing VAW. We are

provide first-line support, clinical care, and signpost, or refer to available community synthesising evidence of interventions that have been tested.

support services including specialist VAW services.

Any definition of VAW, including any type of IPV, domestic violence and abuse,
family violence or non-partner sexual violence against a woman, including

transgender women.

Female genital mutilation/cutting, trafficking. These types of
VAW were addressed in recent systematic reviews.
‘Honour’-based violence, forced marriage. There is an overlap
between IPV, domestic violence and abuse and ‘honour’-

Comparators

Outcomes

Study type

Context

based violence and forced marriage. Therefore, we will
capture relevant studies through including papers on IPV and
domestic violence and abuse.

Controlled studies: usual care, no VAW intervention, delayed VAW intervention,
minimal intervention (eg, information provision).

Uncontrolled studies: group before the intervention.

No control group.

Outcome is an event or measurement collected for participants in a study.
Primary outcomes: any health outcomes for survivors of VAW (for example, re-
exposure to VAW, sexual and reproductive health, mental health, physical healthy,
quality of life), any harms, cost-effectiveness of VAW interventions.

AND/OR

Secondary outcomes: patient and provider health-related cognitive and emotional
outcomes (eg, knowledge, attitudes, confidence, readiness); health-related
behaviour and practices (eg, identification and disclosure of VAW, provision and
uptake of referrals and SRH services).

Phenomenon of interest: provider and recipient experiences of and views on VAW
interventions.

Primary intervention studies of any design. Primary studies that used quantitative
designs such as randomised controlled trials, controlled and uncontrolled before-
after studies, interrupted time series studies, cross-sectional studies.

Primary studies that used qualitative designs such as ethnographic research,
interview or focus-group based studies, case studies, process evaluations and
mixed methods designs. We include these studies if they had used qualitative
methods for data collection and analysis and reported quotes from participants.
Mixed-methods studies.

Systematic reviews. We used systematic reviews to identify
potentially eligible primary studies.

Studies conducted in SRH services in a country defined as LMIC by the World
Bank, including humanitarian settings.

Depending on country context, SRH services can be delivered at any level of
healthcare provision and usually include contraceptive services, maternal and
perinatal health, treatment for STI, HIV and reproductive tract infections, abortion,

fertility treatment and gynaecological treatment.

Report type
studies.

Full-text peer-reviewed studies, conference abstracts, grey literature, unpublished

Animal studies, opinion pieces, editorials and publication
which did not report primary data.

HIV, human immunodeficiency virus; IPV, intimate partner violence; LMICs, low-income and middle-income countries; SRH, sexual and reproductive health; STI, sexually transmitted

infection; VAW, violence against women.

not all measures of the same outcome changed under the
same intervention (eg, reduction in physical and sexual
but not psychological IPV, improvement in some coping
behaviours but not in others). NVL asked corresponding
authors to check data extraction forms for their studies
and provide missing information; nine responded.
Reviewers assessed the quality of the primary studies as
part of data extraction. For randomised controlled trials
(RCTs), we used the Revised Cochrane risk-of-bias tool
for randomised trials.”” For quasi-experimental studies
we adapted the criteria listed by the EPOC Group.** For
qualitative studies we adapted the Critical Appraisal Skills
Programme (CASP) Qualitative Checklist.” We did not
exclude studies based on their methodological quality.

We summarised interventions by mapping them onto
the Health Systems Wheel® and models of health system
responses to VAW in LMICs."* It was not possible to
conduct a meta-analysis of quantitative outcomes due
to the heterogeneity of the interventions, the outcomes,
and their measurement. We undertook a narrative quan-
titative synthesis® and thematic qualitative synthesis,”’
summarised quantitative and qualitative syntheses in
tables, and integrated them through a line of argument18
and mapping onto a process-oriented logic model."
Reviewers (NVL, MC, LB) drafted the logic model by
mapping primary and secondary outcomes in the hypoth-
esised logical order of occurrence and refined it through
three iterative cycles of revisions.
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Figure 1 Flow diagram. LMICs, low/middle-income

countries; SRH, sexual and reproductive health; VAW,
violence against women.

1. Direct effects result from intervention activities pro-
ducing structural changes at service level and changes
in health-related cognitive and emotional outcomes
among HCPs and women indicating improvement in
the health systems capacity and women readiness to
respond to VAW.

2. Intermediate effects result from direct effects produc-
ing changes in health-related behaviour and practices
indicating improvement in the health systems capacity
and women readiness to respond to VAW. HCPs iden-
tify women affected by VAW and provide first-line sup-
port; women disclose VAW, use offered support, devel-
op adaptive coping strategies.

3. Health outcomes result from intermediate effects
producing changes in women health and safety indi-
cating improvement in their readiness to cope with
VAW. Women use adaptive coping strategies and safety
behaviours; these lead to reduction in re-exposure to
VAW and better health.

Patient and public involvement
No patients or members of the public were involved in
this study.

RESULTS
Searches identified 6082 records, we assessed 313
full text reports and included 32**™ reporting on 26
studjes?5 9510 42 45-47 49 50 52-60 (figure 1, online supple-

mental file 2).

Characteristics of included studies

Of the 26 studies, 18 were from sub-Saharan
Afirica, 28 31734 38 42 45-47 49 52-54 56 5759 60 g o he Middle
East,4° %58 3 from South Asia® *°" and 2 from South
America.®® ¥ Twelve quantitative evaluations were
RCTs, 2 34 35 38 40 47 50 5255 5860 G (oo uncontrolled
before-after (UBA) studies,? 3039124654 iy cross-sectional
studies® * * %57 and one was a controlled before-after
evaluation.”® Nine qualitative evaluations were compo-
nents of mixed-methods studies: three embedded in
RCTs,38 51 (wo carried out alongside UBA studies,‘% o4
three alongside cross-sectional studies*’ 5657 and one stand-
alone qualitative study.” No two studies of similar design
evaluated the same intervention and outcomes. The dura-
tion of follow-up period ranged from two weeks™ to 4
years and 7 months.”

Most interventions took place in antenatal care (ANC)
services (n=11),2 3435394045 47 50 55 56 58 g1 uved by HIV
testing and treatment (n=8),2 % 38 46 52 5759 60 gorvices
for victims of sexual violence (n=5)*'*%%* and family
planning (n=2).*** The SRH services were provided in
primary care (n=15),30 323439 40 4647495258 55 56 5859 1 1]
(n=7)%'35384245 5057 3nd across both (n=4) 283151 11 cluded
studies used different definitions and measures of VAW. A
majority (n=11) targeted [PV, 3 3 38 30 45 46 49 55,5759 ;.
interventions targeted sexual violence by intimate partners
and non-partners.28 314252754 Five interventions focused on
domestic violence (DV) from any family member® #* #5058
and four targeted VAW from intimate partners and non-
partners.”’ *7 % % In studies that reported sample size,
901 HCPs received VAW interventions with the average
sample size of 100 ranging from 4* 10 408. A total of
12078women of reproductive age received VAW inter-
ventions, with the average sample size of 549 ranging
from 32% to 2081.”"

Quality appraisal

Most quantitative studies were at high risk of bias
(online supplemental file 3). Of 12 RCTs, seven had
high risk of bias from deviations in intervention adher-
ence,32 38 40 47 58-60 7 had high risk from measurement
of outcomes®™ % 4047525960 4,4 7 had concerns from
selective reporting of outcomes.” * 175255 5859 Of 13
non-randomised studies (all at high risk of bias), only 4
adequately addressed missing outcome data.”® * % Of
10 qualitative evaluations, 5 scored 15 and above on the
20-point CASP checklist," * * °' ° indicating relatively
high quality of research design and conduct. The main
weaknesses were insufficient justification of methods,
reporting of recruitment and strategies for neutrality.

Types of interventions
All interventions were complex healthcare interven-
tions,”" however, only two™ * included components across
all domains on the Health Systems Wheel® (table 2) and
only four were theoretically informed.” **%%

Most VAW work was delivered by a single HCP (n=10)

or by several HCPs within the same facility (n=9). Only six
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3

Table 2 Included interventions mapped on the Health Systems Wheel framework and models of service integration
Leadership Level of
and Multi-sectoral Workforce Healthcare VAW service

Study ID Study design governance coordination development delivery Infrastructure Financing Information integration

Abeidetal®®  CBA ° ° ° ° ° Systems

Arora et al®® UBA ° ° Provider

Bott et al*° UBA ° ° ° ° ° ° ° Facility

Bress et al®’ Cross-sectional ° Y ° ° Y ° Provider

Brown and Van RCT [ ) [ ) Facility

7y

C&ckcroft et cRCT [ ) [ ) [ ) [ ) () Provider

al

Cripe et al®® RCT ° ° ° Provider

Christofides Qualitative [ ] o [ ) Facility

and Jewkes®®

Haberland et RCT [ ) [ ) ) [ ) ) Facility

al*®

Jayatilleke et UBA [ ) o [ ) Provider

al39

Khalilietal®  RCT ° ° Provider

Kim et al*? UBA ° ) ) ) ) ° Facility

Laisser et al*®  Cross-sectional Y Y Y ) Systems

Matseke and UBA [ ) [ ) [ ) Systems

Peltzer*®

Mutisya et al*’  RCT ° ° Provider

S%nandari et  Cross-sectional @ [ ) [ ) [ ) () [ ) [) Systems

al

Sapkotaetal®® RCT ° ° Provider

Sggtergren et  cRCT ) ) ® ) ® ) [ Systems

al

Sikkema et al”®> RCT ° ° ° Provider

Sithole et al®®  Cross-sectional (] [ () [ [ [ Facility

Smith et a/®* UBA ° ° Facility

Taghizadeh RCT ) ) Provider

et al*®

Turan et al®® Cross-sectional ° ° ° ° ° ° Systems

Undie et al*” Cross-sectional ° ° ° ° Facility

Vakily eta®®  RCT ° °

Wagman et al®® cRCT ° ° ° ° Facility

Provider-level integration when one trained healthcare provider (HCP) delivers most of the VAW work. Facility-level integration when several trained HCPs deliver most VAW work
within one healthcare facility. Systems-level integration when trained HCP identifies patients affected by VAW, provides first-line support and clinical care, and then refers them to

higher level facilities with VAW specialist or external VAW services.

CBA, controlled before-after; cRCT, cluster randomised controlled trial; RCT, randomised controlled trial; UBA, uncontrolled before-after; VAW, violence against women.

interventions were integrated at a systems-level with HCPs
identifying VAW cases, providing clinical care and firstline
support, and referring to external VAW services, 2 1516495660
We clustered 26 interventions into three categories based on
the target group(s) and location of the common activities
(online supplemental file 2).

Response to VAW during routine SRH consultation (n=10)

These interventions aimed to strengthen health system
capacity to respond to VAW through integrating identifi-
cation and firstline support into routine SRH consulta-
tions,” 32 33 38 394546545758 P comprised training for HCPs
in VAW screening, basic psychosocial counselling, and
linkage to VAW resources. Training aimed to improve HCP

knowledge, attitudes and practices on VAW. Identification
and response by trained HCPs aimed to increase women'’s
readiness to respond to VAW. Duration of the integrated
SRH-VAW consultation ranged between 7% and 30 min.*® *

Response to VAW during routine SRH consultation plus community
engagement (n=9)

These interventions aimed to strengthen health system
capacity to respond to VAW across SRH service and
surrounding communities,* #1 #* 42 4953 56 59 60 geryice-
based activities were similar to the first category. The
community-based activities aimed to shift gender norms
and improve access to integrated SRH-VAW services
through raising awareness about post-rape care,”’ ** %*
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education on gender and VAW * %3 %65960 34 couples’
education about VAW.* ® Integrated SRH-VAW consul-
tations supported by community engagement aimed to
increase women’s readiness to respond to VAW.

Response to VAW in addition to routine SRH consultation (n=7)
These interventions aimed to strengthen women’s read-
iness to respond to VAW.* ¥ 4 47505255 Study personnel
screened women attending routine SRH services and deliv-
ered the interventions to selfselected women with expe-
rience of VAW. This comprised more intensive support
through specialist psychosocial counselling,” * 1750
coping skills training™** and psychoeducation.* *** The
average number of sessions was three (range 1-7) with
each session lasting from 30% % 7 t0 90 min.** %% Inter-
ventions were delivered face-to-face individually,? * #0475
in a group™ and mixed format.”

Interventions effects and outcomes

The logic model displays all outcomes of interest in the
three intervention categories (figure 2). The arrows illus-
trate the hypothesised flow of change from intervention
activities through health-related direct and intermediate
effects to health outcomes.

None of the primary studies reported outcomes
at service level. Most studies that evaluated interven-
tions that aimed to strengthen health system capacity
to respond to VAW across SRH service and community
measured direct and intermediate effects on HCP and
women’s knowledge, attitudes and behaviour. In contrast,
all studies that evaluated interventions that aimed to
strengthen women’s readiness to cope with VAW reported
their health outcomes, but only a few looked at preceding
changes in women’s cognition, emotions and behaviour
(figure 2, table 3).

Direct effects on cognition and emotions

The routine SRH-VAW intervention category had overall
positive direct effects on HCP and women’s knowledge,
attitudes and readiness. Interventions with community
engagement reported mixed and improved direct effects.

Intermediate effects on behaviour and practices

Changes in professional behaviour were measured
through the rates of VAW screening, provision of refer-
rals to support services and postrape care. Changes in
women’s behaviour were measured through VAW disclo-
sure, uptake of referrals and other services. The overall
evidence was uncertain across all three intervention
categories with RCTs and non-randomised evaluations
reporting improved, mixed and null effects.

Health outcomes

Only half the studies reported measures of health and
re-exposure to VAW; two interventions reported no harm
resulting from taking part in interventions,32 % and ten
led to some health improvement. The overall direction of
effect on any outcomes of interest was towards improve-
ment in the routine SRH-VAW consultation category and in

the additional response category. In contrast, most interven-
tions in the plus community engagement category reported
mixed or null effect on women’s health and re-exposure
to VAW. We found that although some interventions did
not reduce re-exposure to VAW, none reported violence
escalation. Of ten studies that measured re-exposure to
VAW, six found a reduction,29 32344046 47 1y reductions
in some violence types but not in others” ** and two
reported no change.” %

Of 26 studies, only two reported changes across all
three domains of the logic model, one from the routine
SRH-VAW consultation category™ and one from the plus
community engagement category.”’ Four evaluations of
the additional response category reported changes across
two domains - intermediate effects on behaviour and
practices and women’s health outcomes.” ** ** %% These
six studies were consistent with our hypotheses. If inter-
vention improved women’s safety behaviour and use of
support services, their health improved.”® Mixed or null
effect on HCP and women’s cognitive and behavioural
outcomes suggested some explanation for no change in
re-exposure to VAW.™® Contradicting direct and indirect
effects and outcomes® ** indicated possible barriers on
the pathway from intervention activities to outcomes.

Response to VAW during routine SRH consultation

Of ten evaluations, two RCTs* % and one UBA studies
reported conflicting findings on re-exposure to VAW;
none measured women’s health (figure 2, table 3, online
supplemental file 4). These three interventions did not
lead to escalation of violence. There was some evidence
for the reduction in HIV-disclosure-related violence at up
to 2-month follow-up®® and risk of becoming a victim of
femicide at 3-month follow-up*® possibly through some
improvement in HCP’s and women’s cognition and prac-
tice. Two RCTs reported that integrated HIV-IPV consul-
tation caused no harm to women.* % However, all studies
were at high risk of bias.

An RCT*® and UBA” in the Kenyan hospital with on-site
GBV centre reported convergent findings. The UBA
study of an integrated HIV-IPV consultation with assisted
referral to GBV centre reported 8% IPV disclosure rate,
75% referrals provision and 40% uptake.”” The RCT of
an integrated HIV-IPV consultation with referral to in-ser-
vice GBV specialist found increased rates of IPV screening
but no effect on provision of referrals. The 29min inte-
grated HIV-IPV consultation increased women’s knowl-
edge about VAW and IPV disclosure, but had no effect
on their attitudes, readiness to address VAW, uptake of
referrals and re-exposure to IPV.*®

Another RCT of a 7min integrated HIV-IPV consulta-
tion over the phone reported that 62% of women used a
safety plan and 80% employed at least one safety strategy,
however their use of SRH services and perceived risk
and safety did not change. Despite no effect on women’s
behaviour, the trial reported a fourfold reduction in
HIV-disclosure-related violence (OR 4.37; 95% CI 1.46
to 18.44)." One UBA found that a 30min integrated
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HIV-IPV consultation contributed towards a reduction
in the risk of femicide (mean difference 3.2, SD 3.56;
95% CI 2.43 to 3.98).™

Other randomised and non-randomised evaluations
of varied one-off training for HCPs reported conflicting
findings on their knowledge, attitudes and readiness to
address VAW. Non-randomised studies reported increased
IPV screening rates,” low VAW disclosure rates® and
mixed effect on provision of post-rape care.”*

Qualitative  evaluations confirmed that training
increased HCP ability to respond to VAW during routine
SRH consultations.”***” One evaluation of HCP training
on postrape care described a potential mechanism of
impact on HCP negative attitudes by separating personal
beliefs about victims from the provision of clinical care.”
Women found that integrated HIV-IPV consultation
improved their knowledge about IPV. They benefited
from emotional support and felt empowered.™ ** %7

Response to VAW during routine SRH consultation plus
community engagement

Three cluster RCTs reported conflicting findings on
women’s SRH and re-exposure to VAW. The overall effect
was uncertain (figure 2, table 3, online supplemental
file 5).%* % % A Nigerian RCT at low risk of bias evalu-
ated universal home visits that discussed DV and other
risk factors with pregnant women and their spouses. The
trial reported no effect on women’s use of SRH services,
reduction in the proportion who experienced physical
DV (RD 0.064 (95% CI 0.045 to 0.084), and mixed effect
on pregnancy and birth indicators.”* A Tanzanian RCT at
high risk of bias evaluated integrated HIV-VAW consulta-
tion, onsite and external referrals, community and couple
education. Intervention had a mixed effect on women’s
attitudes about VAW and gender roles, no effect on rates
of enquiry and referrals, mixed effect on women’s use
of SRH services and null effect on re-exposure to IPV
(OR=0.85, 95%CI 0.62 to 1.16).”” A Ugandan RCT at
high risk of bias evaluated integrated HIV-IPV consulta-
tion, onsite referral and community education. The inter-
vention had no effect on women’s safety behaviour and
null effect on SRH. Re-exposure to physical and sexual
IPV reduced (relative prevalence risk ratios (PRR) of 0.74
(95% CI10.63 to 0.86), 0.75 (95% CI 0.62 to 0.90), respec-
tively), but psychological IPV and HIV did not change.”

Non-randomised studies reported more positive effects
on HCP knowledge, attitudes, preparedness™ and provi-
sion and use of postrape care.”’ **°* They also reported
high rates of IPV screening and provision of referrals and
clinical care by HCPs vs low uptake of referrals and other
services by women.*?

Quualitative evaluations confirmed that VAW training
transformed HCP attitudes towards patients and their
own work and improved their diagnostic and counselling
skills. HCPs appreciated the intervention and expressed
a willingness to continue VAW work.” * 257 Women felt
empowered and supported by HCPs.” **** Community
engagement raised awareness about SRH-VAW services.”

Response to VAW in addition to routine SRH consultation

This intervention category had the most robust evidence
from six RCTs™ 4047509255 4 d one UBA study29 (figure 2,
table 3, online supplemental file 6). The studies reported
conflicting results with more evidence for a reduction in
re-exposure to VAW at up to 6-month postintervention and
improvement in health possibly through improvement in
women’s safety behaviour. There was some evidence that
longer interventions produced better outcomes.* *’ 7

Psychosocial counselling

Three RCTs of counselling sessions for pregnant women
with experience of VAW reported conflicting results with
no evidence for a dose-response.” % The overall effect
was towards reduction in re-exposure to violence and
improvementin health outcomes. An adequately powered
Nepalese RCT with low risk of bias evaluated a 35—-45 min
psychosocial counselling session with a resource card and
counsellor’s contact details. The trial reported positive
effects on women'’s self-efficacy (MD 0.5; 95% CI 0.30 to
0.72), perceived social support (MD 0.73; 95% CI 0.39 to
1.06), safety behaviours (MD 2.41; 95% CI 1.43 to 3.40),
anxiety (MD -3.73; 95% CI -5.42 to -2.04), depression
(MD -3.41; 95% CI —4.84 to -1.99) and quality of life (MD
2.45; 95%CI 1.51 to 3.39).”° The embedded qualitative
study confirmed that women felt empowered, supported
and valued by the counsellor.” In contrast, a Peruvian RCT
(with some bias concerns) of a 30 min counselling session
with a resource card and external referral had no effect
on women’s safety behaviours, health, use of community
resources.” A Kenyan RCT of up to three 30-35min
counselling sessions with resource card, safety planning
and external referral reduced depression (MD=7.12;
95% CI 6.21 to 8.03) and re-exposure to IPV (MD=13.51;
95% CI 9.99 to 17.02).47 Similarly, an Indian UBA evalu-
ation of two or more 30-45min psychosocial counselling
sessions found that most women had increased awareness
of and readiness to address VAW. Physical violence and
health problems decreased.”

Coping skills training

Two RCTs with high risk of bias evaluated more inten-
sive training interventions and found mixed effects
on behaviour and mixed and null effects on VAW and
health.”®*® An Iranian RCT of four 90 min group sessions
reported a reduction in re-exposure to physical IPV (RR
0.78; 95% CI 0.63 to 0.83) and psychological IPV (RR
0.73; 95% CI 0.64 to 0.83), but null effect on sexual IPV
(RR 0.87; 95% CI 0.69 to 1.09). A South African RCT
of seven 90min sessions reported null effect on coping
behaviour, use of SRH services, post-traumatic stress
disorder (PTSD) and HIV viral load among HIV posi-
tive women with a history of sexual violence.”® However,
the embedded qualitative evaluation found that training
increased women’s knowledge about VAW impact and
improved their self-esteem, coping and communication
skills. ™!
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Psychoeducation

An Iranian RCT with high risk of bias of four 90min
sessions with pregnant women reported reduction in
scores of IPV and psychological distress.*" "'

Cost-effectiveness outcomes

No studies evaluated cost-effectiveness of VAW interven-
tions in SRH services. One study of an integrated HIV-
IPV consultation paid HCPs $6 per day for identifying
patients experiencing VAW and referring them to the
on-site GBV clinic.”” One evaluation of post-rape service
improvement with community engagement reported
resource costs.” * Seven studies across all three interven-
tion categories mentioned intervention costs but did not
report actual data,*’ ¥ 4750535657

Barriers to intervention effects and outcomes

Online supplemental file 7 summarises factors that
women and HCPs perceived as barriers to intervention
implementation and impact. We developed three analyt-
ical themes cross-cutting through individual, community,
and system levels.

Acceptability of VAW

Four evaluations of interventions on response during
routine SRH consultation and response with community
engagement described attitudes accepting violence and

patriarchal gender norms as major barrier to behaviour
change. 19156

Fear of negative consequences
Eight studies across all three interventions categories
identified fear of negative consequences as a barrier to

identification, disclosure and engagement in VAW inter-
ventions, 30 3 38 44 45 4951 53

Limited readiness

Evaluations reported limited readiness for engaging
in VAW interventions at system and individual levels.
In evaluations of response to VAW during routine SRH
consultation®™ ** ** ¥ 57 and response with community engage-
ment,30 Y HCPs consistently mentioned chronic problems
with staffing, inadequate funding, no private space, lack
of support from leadership and high demand for basic
SRH services without the additional VAW work. Read-
iness gaps at system level included the lack of services
to refer to, poor referral systems and untrained staff in
other agencies. Screening identified many IPV-positive
women and specialist services could not address the
increased demand.? * %% Across all intervention cate-
gories, HCPs and women described barriers at societal
level that prevented women from accessing SRH services,
using referrals and participating in psychosocial interven-
tions. Work-related conflicts, no money for transport and
financial dependence on husband were mentioned most
frequently.38 4445 53 Finally, two evaluations of response to
VAW during routine SRH consultation explored reasons for
low uptake of referrals to specialist services. Some women
had expectations that could not be met by the current

services. Instead of referral, they wanted HCPs to talk to
their partners about stopping the abuse.” Some women
wanted to receive all SRH and VAW services on the same
day 27

DISCUSSION

We conducted a mixed-methods systematic review of
studies from LMICs on the effectiveness and barriers
to strengthening SRH services response to VAW. We
grouped 26 heterogeneous complex interventions into
three categories: (i) response to VAW during routine
SRH consultation, (ii) response to VAW during routine
SRH consultation plus community engagement and (iii)
response to VAW in addition to routine SRH consultation.
We mapped outcomes on a process-oriented logic model
illustrating the hypothesised changes from intervention
through direct and intermediate effects on health-related
cognition, emotions and behaviour to health outcomes.
We cannot conclude which intervention was the most
effective in improving any of these effects and outcomes
due to heterogeneity of the interventions and measures
at varying time points. Overall, ten interventions did not
escalate violence and two reported no harmful events.
We found mixed effects on women’s health and re-oc-
currence of VAW across all three categories, with studies
reporting conflicting findings. Evaluations of the varied
responses to VAW during routine SRH consultation found
reduction in HIV-disclosure-related IPV and potential
risk of becoming a victim of femicide, but no effect on
IPV in the past month. Some of these effects could be
attributed to improvement in HCPs’ readiness, screening
and provision of first-line support for VAW. For women,
these effects could be attributed to increased knowledge
about VAW and disclosure of violence. Response to VAW
during routine SRH consultation plus community engagement
had uncertain evidence with single studies reporting
improvement, mixed effect, and no effect on re-exposure
to violence and SRH possibly through some improve-
ment in provision and use of SRH services. More inten-
sive psychosocial interventions delivered to women with
experience of VAW in addition to routine SRH consultation
had the most robust evidence for reduction in re-occur-
rence of violence and improvement in health outcomes
possibly through an improvement in safety behaviours.
We identified individual, community and system-level
barriers that could disrupt the pathway from intervention
activities to outcomes: (i) attitudes and social norms that
accept and normalise violence, (ii) fear of negative conse-
quences and (iii) limited readiness of individuals, health
systems and society to address VAW. No studies reported
cost-effectiveness analysis.

Strengths and limitations

This review is methodologically strong. It involved a
multidisciplinary team of researchers from LMICs and
the UK with content and methodological expertise in
health systems response to VAW and global health. We
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followed the Cochrane method and included studies of
any design reported in peerreviewed and grey literature
in any language with English abstract. This comprehen-
sive approach ensured inclusion of the most relevant
studies from the field and reduced the potential for bias/
errors.

The evidence for VAW interventions in SRH settings
is weak because of the methodological limitations of the
primary studies and uncertain effectiveness of the inter-
ventions. Each study used differing operational defini-
tions and outcomes measures, relied on self-report, and
evaluated a different complex intervention. No studies
measured contextual and implementation factors nor
adjusted their analysis for those factors which could
mediate the effect of the intervention on outcomes
of individual HCPs and women, although those were
explored in some qualitative evaluations. Because of the
diverse complex interventions and outcomes measures
we could not perform a meta-analysis. Our findings
should be interpreted with caution because two-thirds of
trials and all 13 quasi-experimental studies had high risk
of bias.

The evidence we found is applicable to ANC and HIV
services and depends on the intervention category. Inter-
ventions that strengthened capacity of HIV and ANC
services to respond to VAW can increase identification
and provision of first-line support to women experiencing
violence which can lead to reduction in HIV-disclosure-
related IPV, physical and sexual IPV, and the risk of
becoming a victim of femicide. More intensive psycho-
social interventions that strengthen women’s readiness
to cope with VAW can increase use of SRH services and
safety behaviours, reduce re-exposure to IPV and DV, and
improve health and quality of life. The positive effect of
additional psychosocial interventions can be explained by
their theoretical underpinning, higher dose of provider—
patient contact, delivery by study personnel specialised in
counselling and VAW, and samples of self-selected women
who could be more motivated and ready for change. The
first two intervention categories might appear less effec-
tive because few studies examined women’s outcomes
beyond the point of identification and first-line response.
Our findings suggest that future VAW interventions
should strengthen multi-level capacity across individual
HCPs and women, SRH services, and communities.

The uncertain evidence for the two SRH consultation-
based intervention categories is consistent with other
evidence for a healthcare response to VAW in LMICs'” **
and to VAW among pregnant women.'® %% The evidence
for the effectiveness of longer psychosocial interventions
as an addition to routine SRH consultations is in line
with a recent meta-analysis which found that psychosocial
interventions in healthcare settings and communities in
LMICs led to a 25%-27% reduction in IPV.”

An important finding on the direct effects of interven-
tions is that increasing awareness about VAW and relevant
procedures often did not lead to a shift in judgemental
attitudes towards victims, the major barrier to changes

in professional and patient behaviour and practices. An
exception was studies in the plus community engagement
category, one reporting improvement in HCP attitudes and
one partial shift in women’s attitudes and gender norms.
These findings can be explained by the community and
societal roots of gender norms and attitudes of HCPs and
women which are best addressed at community and soci-
etal levels. Our findings suggest that a shift in individu-
al’s attitudes potentially leading to behavioural change
can be achieved through service-based plus community-
based education. This finding is consistent with a review
of evidence on what works to prevent VAW in LMICs.
The review found good evidence for community activism
approaches to shift harmful gender attitudes, roles and
social norms.”

An important finding is that routine integrated
SRH-VAW consultations with referral or signposting to
VAW/GBV specialist or other services did not increase
women’s use of these services. This gap between avail-
ability and acceptability of referrals to other services has
several explanations. Our themes of barriers to inter-
vention impact suggested that HCP response may not
have matched women’s needs and expectations, or the
VAW services were not accessible, or contextual factors
prevented women from accessing them. This finding
suggests that integrated SRH-VAW consultation and VAW
services require better tailoring to women’s needs and
expectations. This should be based on understanding
what women want and need and what is feasible. A recent
qualitative meta-synthesis found that after disclosing IPV
to HCPs, women wanted assistance with documentation
of injuries, insurance issues and help with connecting to
community services more than referrals to IPV services.®’
The feasibility and acceptability of HCPs engaging with
men who use violence needs further exploration in
LMICs.

Finally, most interventions in the first two categories
targeted the behaviour of individual HCPs rather than
the SRH service or health system. The expectation was
that trained HCPs would integrate VAW work into their
clinical practice without structural changes to the envi-
ronment, support from leadership, supervision, moni-
toring and incentivisation. Most qualitative evaluations
described passionate HCPs who were enthusiastic about
helping patients experiencing violence. However, some
studies reported HCPs concerns about unrealistic expec-
tations and limited health system readiness for embed-
ding VAW work in routine practice. This finding is in
line with other studies on health systems readiness for
responding to VAW.? '’ The obstacles to integrating a VAW
response in SRH services overlap with those reported in
the systematic review of barriers and facilitators to inte-
grating health systems responses to IPV in LMICs.*

This review’s results are relevant for practitioners and
policy makers in LMICs. The logic model approach
allowed us to: (i) illustrate the hypothesised cause-result
pathway, (ii) map evidence from primary studies for
the direct and intermediate effects and outcomes, (iii)
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identify barriers that can disrupt the trajectory of changes.
It allowed us to present evidence in a format understand-
able to end users: people who develop, deliver, evaluate
and fund VAW interventions in LMICs. We need more
methodologically robust evaluations of interventions
for strengthening the capacity of the health systems,
communities and individual women to respond to VAW
with measures throughout the pathway from interven-
tion activities to women’s outcomes. Absence of evidence
on the cost-effectiveness of VAW interventions in SRH
services is another gap. Finally, very few interventions
have been evaluated in LMICs outside Africa.

CONCLUSION

We found that interventions to improve response to VAW
in SRH services did not escalate violence. Some inter-
ventions that strengthened capacity of HIV and ANC
services increased identification and reduced some types
of IPV. Some interventions that strengthened capacity of
HIV and ANC services and communities improved use of
SRH services and reduced re-exposure to some types of
VAW. Several studies identified a gap between provision
and uptake of referrals to VAW services suggesting that
first-line support should be better tailored to women’s
needs and preferences. Most additional psychosocial
interventions that strengthened women’s readiness to
respond to VAW reduced re-exposure to violence and
improved health. Our findings are relevant to people
who develop, implement, evaluate and fund VAW inter-
ventions in healthcare. Future interventions should
have better theoretical development and use a systemic
approach to strengthen the capacity to respond to VAW
across the healthcare systems, communities and women.
Future evaluations of VAW interventions in SRH services
in LMICs should have longer follow-up and use stan-
dardised measures of individual-level, organisation-level
and system-level outcomes on the pathway from interven-
tion to women’s health.
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Supplementary file 1. Search strategy

Searched 20 August 18

Databases:

(VAW AND Interventions AND LMICs AND healthcare ) less exclusions

See attached Medline strategy

Grey literature:

(“violence against women” OR “intimate partner violence” “domestic violence” OR DVA
OR TPV OR VAW) AND (intervention* or prevention OR trial*)

Search results ( databases):
Medline/Premedline = 1464
Embase= 1403

Psycinfo= 594

Cochrane =61

Cinahl=314

IMEMR =5

Web of Science= 920
Popline= 880

Lilacs= 392

WHO RHL=2

Total= 6035

Total deduplicated =3514

Search grey literature:
UNFA=8

SVRI=5

JPHIEGO =3

USAID =4

WHO (IRIS) SEARO =2
WHO (IRIS) EMRO =3
Google=1

Google Scholar=1
ClinicalTrials.gov =15
WORLD Bank
OTHER= 1

Total= 45

Total deduplicated against database search= 43

Grand Total ( databases and grey lit) =3557
Database: Ovid MEDLINE(R) and Epub Ahead of Print, In-Process & Other Non-Indexed

Citations and Daily <1946 to August 20, 2018>
Search Strategy:

1 rape/ or domestic violence/ or exp intimate partner violence/ or battered women/ or
Gender-Based Violence/ (19658)

2 (violence/ or sex offenses/ or sexual harassment/ or homicide/ or physical abuse/ or
coercion/ or crime victims/) and (female/ or women/ or spouses/ or marriage/ or Sexual
partners/) (29381)

3 (violence/ or sex offenses/ or sexual harassment/ or homicide/ or physical abuse/ or
coercion/ or crime victims/) and (female* or domestic or spous™* or partner* or woman or
women or married or marriage* or marital or husband* or wife or wives or boyfriend* or
girlfriend* or gender-based or non-partner).tw. (13114)
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4 ((sexual abuse or sexual harassment or sexual coercion or violent or violence or assault*®
or beat or beating or batter* or rape* or sex offense* or sexual offense*) adj4 (female* or
domestic or spous* or partner* or woman or women or married or marriage* or marital or
husband* or wife or wives or boyfriend* or girlfriend* or gender-based or non-partner)).tw.
(18139)

5 (IPV or DVA).tw. (5675)

6 (VAW or date rape).tw. (309)

7  ((woman or women) adj3 relationship* adj3 abus*).tw. (90)

8  ((birth control or fertility control or reproductiv* or contraceptiv* or contraception) adj3
(sabotag* or coerc*)).tw. (105)

9 or/1-8 (52401)

10 ((prevent* or intervention* or eliminat* or program* or approach or approaches or trial*
or response* or effective or effectiveness or identify or efficacy or what works or outcome*
or treatment* or therap™* or identification) adj12 (violent or violence or rape* or DVA or IPV
or VAW or harassment or sexual offense* or sex offense* or abus* or assault* or beating or
beat or coerc* or female* or domestic or spous* or partner* or woman or women or married
or marriage* or marital or husband* or wife or wives or boyfriend* or girlfriend* or gender-
based or non-partner)).tw. (398870)

11 rape/pc or sex offenses/pc or domestic violence/pc or exp intimate partner violence/pc
or battered women/pc or Gender-Based Violence/pc or Sexual Harassment/pc (4812)

12 (psychosocial support or psychological support or education* or training or home visit*
or advocacy).tw. (776643)

13 secondary prevention/ or tertiary prevention/ (18314)

14 ((questioning or interviewing or empower*) adj3 (method* or technique®)).tw. (1434)
15 (patient adj3 information).tw. (16715)

16  ((poster* or information or pamphlet* or leaflet*) adj3 (provision or provide*)).tw.
(172170)

17  counsel?ing.ti,ab. (81732)

18 exp counseling/ (40659)

19  exp Clinical Trials as Topic/ (316975)

20  exp clinical trial/ (805706)

21 "Controlled Before-After Studies"/ (348)

22 "outcome and process assessment (health care)"/ or "process assessment (health care)"/
(29451)

23 ((program* or process* or service) adj3 evaluation*).tw. (22711)

24 (pretest* or pre-test* or posttest* or post-test* or pre-intervention* or preintervention*
or postintervention* or post-intervention*®).tw. (52054)

25 (pre* adj12 post®).tw. (579088)

26 ("before and after" or before-after).tw. (243968)

27  or/10-26 (2980515)

28 9 and 27 (24093)

29  Developing Countries/ (70541)

30 (developing countr* or emerging econom* or third world).tw. (55717)

31 ((low or middle) adj4 income countr¥®).ti,ab. (16763)

32 LMIC*.ti,ab. (2703)

33  (Afghanistan or Benin or Burkina Faso or Burundi or Cambodia or Central Africa or
Chad or Comoros or Congo or Eritrea or Ethiopia or Gambia or Guinea or Bissau or Haiti or
North Korea or Liberia or Madagascar or Malawi or Mali or Mozambique or Nepal or Niger
or Rwanda or Sierra Leone or Somalia or Tanzania or Togo or Uganda or Zimbabwe).mp.
(289340)

34  (Armenia or Bangladesh or Bhutan or Bolivia or Cabo Verde or Cameroon or Cote
d'Tvoire or Ivory Coast or Djibouti or Egypt or El Salvador or Georgia or Ghana or Guatemala
or Guyana or Honduras or India or Indonesia or Kenya or Kiribati or Kosovo or Kyrgyz* or
Lao or Laos or Lesotho or Mauritania or Micronesia or Moldova or Mongolia or Morocco or
Myanmar or Nicaragua or Nigeria or Pakistan or Philippines or Samoa or Sao Tome or
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Principe or Senegal or Solomon Islands or Sri Lanka or Sudan or Swaziland or Syria* or
Tajikistan or Timor Leste or Ukraine or Uzbekistan or Vanuatu or Vietnam or West Bank or
Gaza or Yemen or Zambia).mp. (392622)

35 (Albania or Angola or Argentina or Panama or Tunisia or Palau or Tunisia or
Herzegovina or Fiji or Namibia or Algeria or Gabon or Nauru or Grenada or Paraguay or Peru
or Azerbaijan or Grenadines or Romania or Belarus or Iran or Russia* or Belize or Iraq or
Bosnia or Jamaica or Serbia).mp. (189750)

36 (Botswana or Jordan or South Africa or Brazil or Kazakhstan or Saint Lucia or St Lucia
or Bulgaria or Lebanon or Saint Vincent or St Vincent or China or Libya or Suriname or
Colombia or Macedonia or Thailand or Costa Rica or Malaysia or Tonga).mp. (435209)

37 (Cuba or Maldives or Turkey or Dominica* or Marshall Islands or Turkmenistan or
Mauritius or Tuvalu or Mexico or Venezuela or Ecuador or Montenegro).mp. (122538)

38  01/29-37 (1403313)

39 28 and 38 (4702)

40 exp maternal health services/ or exp reproductive health services/ or family planning
services/ (67984)

41 exp pregnancy/ or exp pregnancy trimesters/ or pregnant women/ or peripartum period/
or exp pregnancy complications/ or exp fetal therapies/ or exp Obstetric surgical procedures/
or exp postpartum period/ or obstetric nursing/ or midwifery/ (914606)

42 exp maternal-child nursing/ (5549)

43  (adolescent health services/ or community mental health services/ or community health
services/ or rural health services/ or rural nursing/ or family health/ or adolescent health/ or
exp primary health care/ or exp general practice/ or general practitioners/ or physicians,
family/) and (women or woman or reproductive or sexual health* or "STI" or STD* or
"STIS" or contracept* or abortion or childbirth or pregnan*).mp. (26039)

44 reproductive medicine/ or gynecology/ or obstetrics/ or "Obstetrics and Gynecology
Department, Hospital"/ (35849)

45  ((sexual or reproductive) adj3 (education or healthcare or care or service* or program*
or clinic*)).mp. (12944)

46  ((sexual or reproductive) adj3 (education or health* or care)).jn,in. (14583)

47  ((pregnan* or birth or childbirth or midwife* or midwive* or " mother and baby" or
obstetric* or maternal or maternity or postpartum or antepartum or postnatal or post-natal or
ante-natal or antenatal or prenatal or pre-natal or perinatal or peri-natal or contraception or
contraceptiv* or abortion or fertility or gynae* or gyne* or STD* or "STI" or "STIS" or
sexually transmitted or PMS or premenstrual syndrome) adj3 (care or healthcare or clinic* or
service* or treatment*)).tw. (109386)

48 (cervical adj2 (smear* or screening)).tw. (11930)

49  vaginal smears/ or papanicolaou test/ (22149)

50 exp Sexually Transmitted Diseases/di, pc, rh, th (103211)

51 exp Women's Health/ (26647)

52 exp Menstruation Disturbances/di, pc, rh, th (5369)

53  ((woman* or women*) adj3 health*).jn,in,mp. (106372)

54 family planning*.jn,mp,in. (50733)

55 exp "diagnostic techniques, obstetrical and gynecological"/ (124519)

56 reproductive health/ or sexual health/ (2688)

57  or/40-56 (1238548)

58 39 and 57 (1822)

59  letter/ (997536)

60 editorial/ (466054)

61 news/ (190965)

62 exp historical article/ (382354)

63  Anecdotes as topic/ (4721)

64 comment/ (730950)

65  (letter or editorial or comment*).ti. (160815)

66 exp animals/ not humans/ (4489180)

LewisNV, et al. BMJ Open 2022; 12:e051924. doi: 10.1136/bmjopen-2021-051924



Supplemental material

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
placed on this supplemental material which has been supplied by the author(s) BMJ Open

67
68
69
70
71
72
73
74

exp Animals, Laboratory/ (820540)

exp Animal Experimentation/ (8786)

exp Models, Animal/ (516652)

exp rodentia/ (3047766)

(rat or rats or mouse or mice or rodent* or animal*).ti. (1394667)
or/59-71 (7516664)

58 not 72 (1776)

limit 73 to yr="2005 -Current" (1464)
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Supplementary file 2. Characteristics of included studies by intervention category and level of evidence

Study, Country Setting Sample Intervention (n) vs Design/ Follow up Primary outcomes of | Secondary outcomes
publication characteristics comparison (n) interest for this of interest for this
review review
Response to VAW during routine SRH consultation (n=10)
Vakily 2017 Iran Antenatal clinic, HCPs 2-hour HCP training computer | RCT 2 months Knowledge and
32 outpatient (midwives) assisted (35) vs face-to-face attitudes about DV
health centres (35)
Brown 2018% South HIV testing and HIV positive 7-minute integrated HIV-IPV RCT 1 month IPV upon partner Perceived safety,
Africa counselling, women 18+ consultation over phone (166) notification of safety behaviours,
community, vs standard care (83) serostatus, harm access to HIV
NGO treatment
*Haberland 2016% | Kenya HIV testing in HCPs (HIV HCP training and ongoing RCT 1 month Any IPV, harm IPV screening,
antenatal clinic, testing support, 29-minute integrated Nested referrals
hospital with counsellors) HIV-IPV consultation, referral | mixed- Women’s knowledge,
GBV centre Pregnant to IPV counsellor in ANC method attitudes, self-esteem,
women 15-49 clinic (337) vs standard care process perceived intervention
(351) evaluation effect, HIV care
Intervention
acceptability
Abeid 2016% Tanzania Post-rape care HCPs (doctors, 5-day training, guidelines, Controlled 12 months Knowledge and
service, 5 health nurses, assistant | infrastructure improvement before-after attitudes about sexual
centres and medical/clinical | (100) vs minimal intervention violence and post-rape
referral hospitals officers) (53) care
Provision of post-rape
care
Jayatilleke 2015% Sri Lanka Antenatal clinic, HCPs 4-day training, handbook, Uncontrolled | 6 months Knowledge, practices,
community (midwives) external referral (408) before-after responsibility,
readiness for
identifying and
responding to IPV,
provision of referrals
Matseke 20134 South HIV testing and Pregnant HPC training, 30-minute Uncontrolled | 3 months Perceived risk of
Africa counselling in women 18+ integrated ANC-IPV before-after becoming a victim of
antenatal clinic, consultation, external referral femicide
16 primary (160)
health care
clinics
Smith 2013%* Kenya, Post-rape care HCPs (doctors, 4-day training, infrastructure Uncontrolled | 3 months Attitudes, knowledge,
Ethiopia, service, 35 nurses, improvement (106) before-after skills on sexual
Jordan, humanitarian midwives) Qualitative violence and post-rape
Democratic | settings, NGO study care, provision of
Republic post-rape care
of Congo
Laisser 20114 Tanzania Antenatal clinic, HCPs HCP training (39), Cross 3 weeks Intervention
hospital (clinical/medical | infrastructure improvement, sectional acceptability
integrated ANC-IPV
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Study, Country Setting Sample Intervention (n) vs Design/ Follow up Primary outcomes of | Secondary outcomes

publication characteristics comparison (n) interest for this of interest for this

review review
officers, nursing | consultation (102), external Qualitative
officers) referral study
Women 18+

Undie 20167 Kenya HIV testing in Women HCP training, integrated HIV- | Cross 7 months IPV screening,
antenatal clinic, IPV consultation (1210), sectional referrals
hospital with assisted referral to on-site Qualitative Intervention
GBYV centre GBYV centre study acceptability

Cristofides 2010 | South HIV testing and HCPs (lay HCP training (16), integrated Qualitative 2 weeks Intervention

Africa counselling, counsellors) HIV-IPV consultation (35), study acceptability
primary health Women external referral
care clinic

Response to VAW during routine SRH consultation plus community engagement (n=9)

Cockeroft 2019% Nigeria Universal home Pregnant HCP training, infrastructure Cluster RCT | 12 months Physical DV, Use of SRH services
visits, 4 women 14-49 improvement, integrated DV- pregnancy delivery,
communities universal home visits that postnatal

discussed domestic violence, complications
heavy work in pregnancy,

ignorance of danger signs, and

lack of spousal communication

with pregnant women (1837)

and their partners vs delayed

intervention (1853)

Settergren 2018%° Tanzania HIV/AIDS Women 15-49 Systems level activities, HCP Cluster RCT | 28 months Any IPV Provision of services
services, training, infrastructure to IPV positive
hospital, and improvement, integrated-HIV- patients
health centre GBYV consultation, onsite and

external referral, community,
and couple education (6
facilities, 656 women) vs
standard care (6 facilities, 643
women)

Wagman 2015% Uganda HIV testing and Women 15-49 HCP training, integrated HIV- | Cluster RCT | 4 years and 7 | Physical, emotional, Risk behaviours and
counselling, IPV consultation, onsite months sexual IPV, HIV HIV disclosure
community referral (6 facilities, 1812 incidence

women) vs standard care (5
facilities, 2127 women)
*Bott 201403748 Dominican | 3 family HCP (doctors, Systems level activities, HCP Uncontrolled | 3 years HCPs attitudes,
Republic, planning clinics, | nurses, training and ongoing support, before-after knowledge, readiness
Peru, NGO midwives, infrastructure improvement, Qualitative for identifying and
Venezuela counsellors, integrated GBV-family study responding to GBV
social workers, planning consultation, referral Intervention
psychologists, to onsite GBV specialist (4 acceptability
receptionists) clinics)
Women 12+
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Study, Country Setting Sample Intervention (n) vs Design/ Follow up Primary outcomes of | Secondary outcomes
publication characteristics comparison (n) interest for this of interest for this
review review
Kim 200744 South Post-rape care Survivors of Systems level activities, 2-day | Uncontrolled | No Use, quality, and cost
Africa service, hospital sexual violence HCP training (334), before-after information of post-rape care
infrastructure improvement, service
community education on post-
rape care
Bress 20183! Democratic | Post-rape care Survivors of HCP training and ongoing Cross- 4 years Provision of post-rape
Republic service, 12 sexual violence support, infrastructure sectional kit
of Congo primary care 12+ improvement, community
clinics and education on post-rape care
referral hospital (13 sites, 2081 survivors)
Samandari 2016 Guinea Family planning HCPs (nurse, System level activities, 7-day Cross- 4 months IPV identification,
¥ clinic midwife, HCP training and ongoing sectional safety planning,
counsellor, support (4), integrated family Qualitative referrals
support/admin planning-IPV consultation study Intervention
staff) (171), external referral, acceptability
Women community education
Sithole 2018 Zimbabwe Comprehensive HCPs (doctors, HCP training (80), Cross 4 years HCPs knowledge
post-rape care nurses, infrastructure improvement, sectional about post-rape care
service, 8 managers) post-rape care (1669), service Provision of post-rape
policlinics, NGO | Survivors of community education on post- | evaluation care
sexual violence rape care
Turan 2013°° Kenya Antenatal clinic, HCPs (all clinic 40-hour HCP training, Cross 5 months GBY identification,
primary health staff including integrated ANC-GBV sectional referrals
care clinic admin, consultation (134), assisted Qualitative Intervention
community external referral, community study acceptability
volunteers, lay education
health workers)
Pregnant
women
Response to VAW in addition to routine SRH consultation (n=7)
Cripe 2010% Peru Antenatal clinic, Pregnant 1* 30-minute psychosocial RCT Prenatal Quality of life Safety behaviours, use
hospital women 18-45 counselling session by social appointment of community
with IPV worker, resource card, external to 1 week resources
experience referral (110) vs minimal after delivery
intervention (110)
Khalili 2019%4! Iran Antenatal clinic, | Pregnant 4#90-minute RCT 2 months Verbal and physical
University health | women 20+ psychoeducational sessions by IPV, psychological
centers with [PV counsellor (50) vs standard distress
experience care (50)
Mutisya 2018 Kenya Antenatal clinic, Pregnant 1-3*30-35-minute RCT 6 months Physical, emotional,
12 primary women 18-45 psychosocial counselling severe combined IPV
health care with IPV sessions by researcher, risk and harassment,
clinics experience assessment, safety planning, depression
resource card, external referral
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Study, Country Setting Sample Intervention (n) vs Design/ Follow up Primary outcomes of | Secondary outcomes
publication characteristics comparison (n) interest for this of interest for this
review review
(141) vs minimal intervention
(142)
Sapkota 2020 Nepal Antenatal clinic, Pregnant 1#35-45-minute psychosocial RCT Prenatal Depression, anxiety, Self-efficacy, safety
hospital women 18+ session by counsellor, resource | Nested appointment | quality of life behaviours, social
with DV card, contact details of the qualitative to 6 weeks support
experience counsellor (70) vs minimal study after delivery Intervention
intervention (70) acceptability
Sikkema 20182 | South HIV testing and | HIV positive 4 individual and 3 group*90- RCT 6 months PTSD Coping strategies,
Africa treatment, women 18+ minute psychosocial training Nested engagement with HIV
primary health with experience | sessions by trained lay qualitative treatment
care clinic of sexual provider (32) vs standard care study Intervention
violence (32) acceptability
Tanghizaden Iran Antenatal clinic, Pregnant 4*90-minute psychosocial RCT 3 months Physical,
2018% 16 health centres | women with training sessions on problem- psychological, sexual
IPV experience solving skills by researcher PV
(125) vs standard care (132)
Arora 2019% India Antenatal clinic, Pregnant >2*30-45-minute psychosocial | Uncontrolled | First prenatal | Physical, emotional, Knowledge and
2 hospitals women with DV | sessions by counsellor (155) before-after appointment financial DV, physical | attitudes about DV,
experience to 6 weeks health, emotional coping behaviours
after delivery | health

Note. * grey literature. NGO non-governmental (third sector) organisation. RCT randomised controlled trial. HCP health care providers. IPV intimate partner violence. DV

domestic violence. GBV gender-based violence. HIV human immunodeficiency viruses. PTSD posttraumatic stress disorder. SRH sexual and reproductive
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Online supplementary file 3. Quality appraisal
Risk of bias in randomised controlled trials
Study ID Bias arising from the | Bias due to Bias due to Bias due to missing Bias in measurement | Bias in selection of Overall risk of bias
randomization deviations from the deviations from the outcome data of the outcome the reported result
process intended intended
interventions interventions
(assignment) (adherence)
Brown 2018% Low Some concerns Low Low Low
Cockcroft 2019* Low Low Low Low Low Low
Cripe 2013% Low Low Low Some concerns Some concerns Some concerns
Haberland 2016 Some concerns Low Some concerns Some concerns
Khalili 2020* Low Low
Mutisya 2018% Low Some concerns
Sapkota 2020 Low Low Low
Settergren 2018%° Low Low
Sikkema 2018 Low Some concerns Some concerns
Tanghizadeh 2018% Low Some concerns
Vakily 2017 Some concerns Some concerns Some concerns
Wagman 2015% Some concerns Some concerns Some concerns

Risk of bias (EPOC criteria) in controlled before-after studies

Study ID Was the Was the Were baseline Were baseline Were Was Was the study Was the study Was the study Overall risk of
allocation allocation outcome characteristics | incomplete knowledge of adequately free from free from other | bias
sequence adequately measurements | similar? outcome data the allocated protected selective sources of
adequately concealed? similar? adequately interventions against outcome bias?
generated? addressed? adequately contamination | reporting?
prevented ?
during the
study?
Abeid 2016% Yes Yes Yes Unclear Unclear Yes Unclear
Risk of bias (EPOC criteria) in studies without a control group
Study ID Was the Was the shape of Was the Was knowledge of Were incomplete Was the study free | Was the study free | Overall risk of bias
intervention the intervention intervention the allocated outcome data from selective from other risk of
independent of effect pre- unlikely to affect interventions adequately outcome bias?
other changes? specified? data collection? adequately addressed? reporting?
prevented during
the study?
Arora 2019 Yes | Unclear |
Bott 2004 Unclear Unclear Unclear

Bress 2019°!

Unclear

Yes

| Unclear

LewisNV, et al. BMJ Open 2022; 12:€051924. doi: 10.1136/bmjopen-2021-051924



BMJ Publlshlr] Grou

LGNS Rame AR Bt <R

onsihili L&Itﬁlg ngt%fr m any reliance

Supplemental material g supplem pplled or(s) BMJ Open

Study ID Was the Was the shape of Was the Was knowledge of ‘Were incomplete Was the study free | Was the study free | Overall risk of bias

intervention the intervention intervention the allocated outcome data from selective from other risk of

independent of effect pre- unlikely to affect interventions adequately outcome bias?

other changes? specified? data collection? adequately addressed? reporting?

prevented during
the study?
Jayatilleke 2015% Unclear Yes Yes Unclear Yes Unclear
Kim 2007+ Yes Yes Unclear
Laisser 20114 Unclear Yes Unclear
Matseke 20134 Unclear Yes Yes Yes No
Samandari 2016% Yes Yes Yes Yes Unclear
Sithole 20183 Unclear Unclear Unclear
Smith 2013* Yes Yes Unclear Yes Yes
Turan 2013 Unclear Unclear Yes Unclear
Undie 2016’ Unclear Unclear | Unclear
Quality appraisal of qualitative studies

CASP signalling Bott 2004 | Christofides 20103 Haberland 2016% Laisser 2011% Samandari 2016% Sapkota 2020 Sikkema 2018* | Smith | Turan | Undie
questions 2013% | 2013% 2016%7
1. Interprets subjective Yes Yes Yes Yes Yes Yes Yes Yes Yes

experiences?

2. Right methodology?

3. Appropriate design?

4. Design justified?

5. Ethical issues
considered?

6. Credibility
established?

7. Transferability
established?

8. Purpose established?

9. Recruitment
appropriate?

10. Selection of
participants explained?

11. Participants
appropriate?

12. Discussed
recruitment?

13. Justified setting?

14. How data were
collected?

15. Justified data
collection method?

Unsure
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CASP signalling Bott 2004 | Christofides 2010% Haberland 2016*® Laisser 20114 Samandari 2016 Sapkota 2020°' Sikkema 2018* | Smith | Turan | Undie
questions 2013% | 2013% 2016%
16. Described data Yes Yes Yes Yes Yes Yes
collection method?

17. Form of data clear? Yes Yes Yes Yes Yes Yes
18. Described how data Yes Yes Yes Yes Yes Yes
were

reduced/transformed for

analysis?

19. Discussed Yes Yes Yes

interpretation of
findings?

20. Ensured neutrality?

Total (Yes/No/Unsure)

Yes

Yes Yes

17/3/0

18/2/0 20/0/0 15/5/0
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Supplementary file 4. Effects and outcomes of interventions on response to VAW during routine SRH consultation

Outcomes

Results (95% CI, p)

Effect (95% CI)

N of
participants
(design/follow
up)

Study

Risk of
bias

Direction of effect/interpretation

Direct effect on health-related cognition and emotions

HCP knowledge about VAW, relevant procedures (n=4)

Mean (SD) score of knowledge Group training = 16.1 (1.9) - 35 HCPs Vakily 2017°
about domestic violence, post- CD training = 17.7 (1.1) (RCT/2 month)
intervention p<0.001
Change in proportion with correct Intervention = 31.4% Net effect = HCPs (CBA/12 Abeid 2016%
knowledge on sexual violence Control = -22.3% 53.7% (32.2; 75.1) | months
Median (IQR) score of knowledge Pre-intervention = 0.62 (0.43- - 408 HCPs Jayatilleke 2015%
about IPV 0.81) (UBA/6 months)
Post-intervention = 0.88 (0.82-
0.94)
p<0.001
Mean (95% CI) score of knowledge Pre-intervention = 49.09 MD = 12.50 106 HCPs Smith 2013
in providing care to sexual assault (45.57;51.34) (10.29; 16.24) (UBA/3 months)
survivors Post-intervention = 61.59
(59.04; 64.42)
HCP attitudes about VAW (n=3)
Mean (SD) score of attitudes about Group training = 46.9 (4.9) - 35 HCPs Vakily 2017
domestic violence, post-intervention CD training = 45.4 (6.4) (RCT/2 month)
p=0.3
Mean (95% CI) score of attitudes Pre-intervention = 71.76 MD =5.44 (1.89; 106 HCPs Smith 2013>*
about sexual violence (66.79; 73.14) 8.98) (UBA/3 months)
Post-intervention = 77.20
(72.53;78.34)
Change in proportion with accepting | Intervention = -4.1% Net effect = - HCPs (CBA/12 Abeid 20162
attitude towards sexual violence Control = 6.8% 10.9% (-27.2;5.5) | months
HCP readiness for identifying and responding to VAW (n=2)
Median (IQR) score of perceived Pre-intervention = 2.43 (2.14- 408 HCPs Jayatilleke 2015%
barriers to IPV identification and 3.14) (UBA/6 months)

respond to IPV

response Post-intervention = 1.14 (1.14-
1.28)
p<0.001
Median (IQR) score of perceived Pre-intervention = 3.20 (2.80-
responsibilities to identify and 3.95)

Post-intervention = 4.60 (4.20-
4.80)
p<0.001

2-hour CD training improved HCP knowledge
about domestic violence more than group
training

5-day training, guidelines, infrastructure
improvement improved HCPs knowledge about
sexual violence

4-day training, handbook, external referral
improved HCP knowledge about IPV

4-day training, infrastructure improvement
contributed towards improved HCP knowledge
about providing clinical care to survivors of
sexual violence

Neither group nor CD 2-hour training had effect
on HCP attitudes about domestic violence

4-day training, infrastructure improvement
contributed towards improved attitudes about
sexual violence

5-day training, guidelines, infrastructure
improvement had no effect on HCP attitudes
about sexual violence

4-day training, handbook, external referral
reduced HCP perceived barriers to identifying
and responding to IPV

4-day training, handbook increased HCP
perceived responsibility and self-confidence to
identify and respond to IPV

LewisNV, et al. BMJ Open 2022; 12:€051924. doi: 10.1136/bmjopen-2021-051924
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Direction of effect/interpretation

Risk of
bias

4-day training, infrastructure improvement
contributed towards improved confidence in
providing clinical care to sexual assault
survivors

HCP training and ongoing support, 29-minute
integrated HIV-IPV consultation, referral to IPV
counsellor in ANC clinic improved knowledge
about IPV and women’s rights among pregnant
women

Outcomes Results (95% CI, p) Effect (95% CI) N of Study
participants
(design/follow
up)
Median (IQR) score of self- Pre-intervention = 1.81 (1.38-
confidence to identify and respond to | 2.12)
PV Post-intervention = 2.75 (2.62-
2.88)
p<0.001
Mean (95% CI) score of HCPs’ Pre-intervention = 58.16 MD = 14.50 (8.22; | 106 HCPs Smith 2013
confidence in providing care to (53.86; 63.90) 20.77) (UBA/3 months)
sexual assault survivors Post-intervention = 72.66
(66.21; 74.30)
Women knowledge about VAW (n=1)
Mean difference (95% CI) in - MD =0.16 337 women Haberland 2016
women’s IPV knowledge score, Crude p=0.176 (RCT/1 month)
post-intervention (0.02; 0.033)
Adjusted $=0.155
(0.00-0.31)
Mean (SD) score of learning about Intervention = 2.6 (1.1) -
women’s rights in relationship Control =2.0 (1.0)
p<0.0001
‘Women attitudes about VAW (n=1)
Proportion (n) who justified wife Intervention = 18.3% (49/268) - 337 women Haberlan 2016
beating, post-intervention Control = 21.8% (58/267) (RCT/1 month)
p=0.33
Women r for addressing VAW (n=1)

HCP training and ongoing support, 29-minute
integrated HIV-IPV consultation, assisted onsite
referral had no effect on attitudes about IPV
among pregnant women

Proportion (n) who felt more
confident in how deserve to be
treated, post-intervention

Intervention = 82% (73/107)
Control = 71.6% (73/134)
p=0.12

337 women
(RCT/1 month)

Haberlan 2016%

HCP training and ongoing support, 29-minute
integrated HIV-IPV consultation, assisted onsite
referral had no effect on self-confidence among
pregnant women

Intermediate effects on health-related behaviour and practices

VAW enquiry rate (n=2)

HCP training and ongoing support, 29-minute
integrated HIV-IPV consultation, assisted onsite
referral increased IPV enquiry rate

4-day HCP training, handbook, external referral
increased IPV enquiry rate

Proportion (n) screened for IPV, Intervention = 76% (81/107) - 337 women Haberland 2016
post-intervention Control =22% (29/134) (RCT/1 month)
p<0.0001
Proportion (n) who discussed IPV Pre-intervention = 67.3% (201) | - 408 HCPs Jayatilleke 2015%
Post-intervention = 96.5% (UBA/6 months)
(387)
p<0.01
Provision of referrals to VAW services (n=2)
Proportion (n) referred to GBV Intervention = 56% (19/34) - 337 women Haberland 20163

centre of those disclosed, post-
intervention

Control = 33% (3/9)
p=0.28

(RCT/1 month)

HCP training and ongoing support, 29-minute
integrated HIV-IPV consultation, referral to IPV
counsellor in ANC clinic had no effect on
referral rate
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4-day training, handbook, external referral had
no effect on referral rates to external IPV
services

HCP training, integrated IPV-HIV consultation,
assisted referral contributed towards 75%
referral rate to on-site GBV centre

5-day training, guidelines, infrastructure
improvement contributed towards improvement
on 10 out of 18 indicators of post-rape care

4-day training, infrastructure improvement
contributed towards improvement on 6 out of 10
indicators of post-rape care service

HCP training and ongoing support, 29-minute
integrated HIV-IPV consultation, referral to IPV
counsellor in ANC clinic increased IPV
identification rate

4-day training, handbook increased IPV
identification rate

HCP training, infrastructure improvement,
integrated ANC-IPV consultation, external
referral contributed towards 62% IPV
identification rate

HCP training, integrated HIV-IPV consultation,
assisted onsite referral contributed towards 8%
IPV identification rate

out of those referred, post-
intervention

Control = 100% (3/3)
p=0.52

(RCT/1 month)

Outcomes Results (95% CI, p) Effect (95% CI) N of Study
participants
(design/follow
up)
Proportion (n) referred to the Pre-intervention = 6.5% (13) - 408 HCPs Jayatilleke 2015%
medical officer or Heath/IPV Post-intervention = 22.4% (87) (UBA/6 months)
services p not reported
Proportion (n) referred to GBV 75% (73/95) N 1210 women Undie 20167
centre of those disclosed, post- (Cross
intervention sectional/7
months)
Provision of post-rape care (n=2)
Change in proportion who used a Intervention = 59.6% Net effect = 100 HCPs Abeid 2016%
rape kit Control = -4.5% 64.1% (46.7; 81.5) | (CBA/12
months)
Change in proportion who gave Intervention = 10.9% Net effect 7.5% =
prophylactic treatment for STI Control = 3.4% (-14.5;29.5)
Proportion of eligible patients who Pre-intervention = 50% - 60 patients Smith 2013
received emergency contraception Post-intervention = 82% (UBA/3 months)
p<0.01
Proportion of eligible patients who Pre-intervention = 42% -
received HIV post-exposure Post-intervention = 92%
prophylaxis p<0.001
Proportion of eligible patients who Pre-intervention = 45% -
received STI prophylaxis and Post-intervention = 96%
treatment p<0.01
VAW disclosure rate (n=4)
Proportion (n) who disclosed IPV of | Intervention = 32% (34/107) - 337 women Haberland 20163
those screened, post-intervention Control = 7% (9/134) (RCT/1 month)
p<0.0001
Proportion (n) who identified at least | Pre-intervention = 73.3% (299) | - 408 HCPs Jayatilleke 2015%
one IPV during past 3 months Post-intervention = 98.5% (UBA/6 months)
(402)
p<0.001
Proportion who disclosed IPV of 62% - 102 women Laisser 20114
those screened (Cross-
sectional/3
weeks)
Proportion (n) who disclosed IPV of | 8% (95/1210) - 1210 women Undie 2016”7
those screened (Cross-
sectional/7
months)
VAW referral uptake (n=2)
Proportion (n) who used GBV centre | Intervention = 63% (12/19) - 337 women Haberland 20163

HCP training and ongoing support, 29-minute
integrated HIV-IPV consultation, referral to IPV
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Outcomes Results (95% CI, p) Effect (95% CI) N of Study Risk of Direction of effect/interpretation
participants bias
(design/follow
up)
counsellor in ANC clinic had no effect on uptake
of referrals to on-site GBV centre
Proportion (n) who used GBV centre | 40% (29/73) - 1210 women Undie 2016”7 HCP training, integrated IPV-HIV consultation,
out of those referred, post- (Cross assisted onsite referral contributed towards 40%
intervention sectional/7 uptake of referrals to on-site GBV centre
months)
Use of SRH services (n=1)
Proportion (n) who were linked to Intervention = 43.13% - 166 women Brown 2018% 7-minute integrated HIV-IPV consultation over
medical care to receive lab reports (69/160) (RCT/1 month) phone had no effect on uptake of HIV services
on CD4 count and viral load, post- Control = 38.50% (30/78) among women with experience of IPV
intervention p =0.493
Safety behaviour (n=2)
Mean (SD) pre-post difference score | Intervention = 0.33 (3.07) - 166 women Brown 2018% 7-minute integrated HIV-IPV consultation over
of perceived risk and safety Control = 0.13 (3.05) (RCT/1 month) phone had no effect on perceived risk and safety
p=0.278 among HIV-positive women with experience of
PV
Proportion (n) who used safety plan, | Intervention = 61.88% - Most HIV-positive women who received 7-
post-intervention (99/160) minute integrated IPV-HIV consultation used
safety plan and employed at least one safety
strategy
Proportion (n) who employed at least | Intervention = 80% (128/160) -
one safety strategy
Proportion (n) who took an action Intervention = 45.5% (25/66) - 337 women Haberland 2016% HCP training and ongoing support, 29-minute
following the IPV-enhanced HIV Control = 30.5% (18/79) (RCT/1 month) integrated HIV-IPV consultation, referral to IPV
counselling, post-intervention p=0.073 counsellor in ANC clinic had no effect on
coping behaviour and 7 behaviour indicators of
HIV care among pregnant women
Proportion (n) who can ask partner Intervention = 58.3% (35/107) -
to use a condom, post-intervention Control = 51.2% (43/134)
p=0.31
Health outcomes
Re-exposure to VAW (n=3)
Proportion (n) who did not Intervention = 96.9% OR =4.37 (1.46; 166 HIV- Brown 20183 7-minute integrated HIV-IPV consultation over
experience IPV upon partner (155/160) 13.44) positive women phone consultation reduced IPV upon partner
notification of serostatus, post- Control = 88% (71/79) (RCT/1 month) notification about serostatus among HIV-
intervention positive women
Proportion (n) who experienced any Intervention = 16.0% (43/337) | - 337 pregnant Haberland 2016% HCP training and ongoing support, 29-minute
IPV, post-intervention Control = 18.7% (50/351), women (RCT/1 integrated HIV-IPV consultation, referral to IPV
p=0.43 month) counsellor in ANC clinic had no effect on any
IPV since baseline assessment
Mean (SD) danger assessment score Pre-intervention = 6.02 (2.97) MD = 3.20 (3.56) 84 women Matseke 2013 HPC training, 30-minute integrated ANC-IPV
Post-intervention = 2.82 (0.27) | (2.43;3.98) (UBA/3 months) consultation, external referral contributed
towards reduction in potential risk of becoming a
victim of femicide among pregnant women
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Outcomes Results (95% CI, p) Effect (95% CI) N of Study Risk of Direction of effect/interpretation
participants bias
(design/follow
up)
Harm (n=2)
Proportion (n) who reported that Intervention = 96.25% - 166 women Brown 2018% 7-minute integrated HIV-IPV consultation over
service had not placed them in (154/160) (RCT/1 month) phone did not put HIV-positive women in
greater danger, post-intervention Control = 93.67% (74/79) greater danger
p=0.512
Proportion who reported harmful Intervention = 0 - 337 pregnant Haberland 20163 HCP training and ongoing support, 29-minute
effects women (RCT/1 integrated HIV-IPV consultation, referral to IPV
month) counsellor in ANC clinic had no harmful effect

on pregnant women

Note. VAW violence against women. GBV gender-based violence. DV domestic violence. IPV intimate partner violence. SRH sexual and reproductive health. STI Sexually
transmitted infections. HIV human immunodeficiency virus. ANC antenatal care. HCP health care provider. RCT randomised controlled trial. CBA controlled before-after
study. UBA uncontrolled before-after study. CI confidence interval. SD standard deviation. IQR interquartile range. MD mean difference. OR odds ratio.
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Outcomes Results Effect (95% CI) N of participants Study Risk of
(design/follow up) bias

Direct effects on health-related cognition and emotions

‘ Direction of effect/interpretation

HCP knowledge about VAW and relevant procedures (n=2)

Proportion who knew whether there was Pre-intervention = 71% 19% THCPs (UBA/3 Bott 2014%°
law that deals with family violence Post-intervention = 90% years)
Proportion who could explain legal Pre-intervention = 14% 55%
obligation of providers regarding family Post-intervention = 69%
violence
Proportion (n) who knew the main 100% (35/35) 35 HCPs (Cross Sithole 2018%
objectives of the programme sectional/4-year
service data)

Proportion of doctors who knew the tools 25% (1/4)
to monitor the programme
Proportion of doctors who knew the correct | 25% (1/4)
treatment guidelines
Proportion of doctors who did not know 75% (3/4)
the management process
Proportion of nurses who knew the 100% (27/27)
management process
HCP attitudes about VAW (n=1)
Reduction in proportion who blamed - By 29% for 7HCPs (UBA/3 Bott 2014%°
victims of physical and sexual violence (5 women provoke years)
indicators), pre-post-intervention physical

aggression

By 13% for men

cannot control

their sexual

behaviour
HCP readiness for identifying and responding to VAW (n=1)
Reduction in proportion of cited 9 barriers - By 29% for 7THCPs (UBA/3 Bott 2014%°
to identifying IPV, pre-post intervention cultural divide years)

between client and
provider

By 3% for time
constraints

Systems level activities, HCP training and
ongoing support, infrastructure
improvement, integrated family planning-
GBYV consultation, referral to onsite GBV
specialist, community education
contributed towards 19% increase in HCP
knowledge about legal side of VAW

HCP training, infrastructure improvement,
community education on post-rape care
contributed towards 25% to 100% HCP
awareness about post-rape care

Systems level activities, HCP training and
ongoing support, infrastructure
improvement, integrated family planning-
GBYV consultation, referral to onsite GBV
specialist, community education
contributed towards 13-29% reduction in
negative attitudes about GBV among HCPs

Systems level activities, HCP training and
ongoing support, infrastructure
improvement, integrated family planning-
GBYV consultation, referral to onsite GBV
specialist, community education
contributed 3% to 29% reduction in
perceived barriers to identifying GBV
among HCPs
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Direction of effect/interpretation

Systems level activities, HCP training and
ongoing support, infrastructure
improvement, integrated family planning-
GBYV consultation, referral to onsite GBV
specialist, community education
contributed towards 95% increase in HCP
preparedness to identify and respond to
GBYV patients

Systems level activities, HCP training,
infrastructure improvement, integrated
HIV-GBYV consultation, onsite and external
referral, community and couple education
improved 1 out of 5 indicators of women’s
accepting attitudes towards VAW

Systems level activities, HCP training,
infrastructure improvement, integrated
HIV-GBYV consultation, onsite and external
referral, community and couple education
improved women’s attitudes towards more
equitable gender roles

Outcomes Results Effect (95% CI) N of participants Study
(design/follow up)
Increase in proportion who felt prepared to | - By 96% for
provide counselling about emergency counselling about
contraception to GBV victims emergency
contraception
Women attitudes about VAW (n=1)
Proportion (n) who justified husband Intervention = 41.8% (261/625) | OR =0.81 (0.60; 656 women (cluster Settergren 2018%°
physical abuse because of childcare, post- Control = 45.5% (284/624) 1.09) RCT/28 months)
intervention
Proportion (n) who justified husband Intervention = 21.0% (131/625) OR =0.65 (0.46;
physical abuse because she refuses to have | Control = 23.7% (148/624) 0.91)
sex with her partner, post-intervention
Mean (SD) score of the Violence domain Intervention = 13.17 (3.98) MD = 1.08 (0.52;
of the Gender Equitable Men Scale, post- Control = 12.51 (3.93) 1.65)
intervention
Mean (SD) score of the Domestic chores Intervention = 8.74 (3.63) MD =1.26 (0.81;
and daily life domain domain of the Control =7.62 (3.14) 1.71)

Gender Equitable Men Scale, post-
intervention

Intermediate effects on health-related behaviour and ptractices

VAW enquiry rate (n=2)

Systems level activities, HCP training,
infrastructure improvement, integrated
HIV-GBV consultation, onsite and external
referral, community and couple education
had no effect on GBV enquiry rate

Proportion (n) who received GBV Intervention = 88.5% - 656 women (cluster Settergren 2018
screening and counselling, post- (1251/1413) RCT/28 months)
intervention Control = 91/7% (442/482)
p=0.785
Proportion (n) who were screened for IPV 94.5% (171/181) - 171 women (Cross- Samandari 2016*°

of those attended clinic

sectional/4 months)

System level activities, 7-day HCP training
and ongoing support, integrated family
planning-IPV consultation, external
referral, community education contributed
towards 95% IPV enquiry rate

Provision of VAW referrals (n=2)

Proportion (n) who were referred to safe

Intervention = 12.3%

656 women (cluster

house and shelter of those screened, post- (173/1412) RCT/28 months)
intervention Control = 2.3% (11/488) (cluster RCT/28
p=0.216 months)

Settergren 2018

Systems level activities, HCP training,
infrastructure improvement, integrated
HIV-GBYV consultation, onsite and external
referral, community and couple education
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Direction of effect/interpretation

had no effect on rates of referrals to safe
house and shelter

System level activities, 7-day HCP training
and ongoing support, integrated family
planning-IPV consultation, external
referral, community education contributed
towards 100% signposting to IPV services

System level activities, 7-day HCP training
and ongoing support, integrated family
planning-IPV consultation, external
referral, community education contributed
towards 87% safety planning rate

Systems level activities, 2-day HCP
training, infrastructure improvement,
community education on post-rape care
contributed towards increased number of
rape cases presenting to hospital

HCP training and ongoing support,
infrastructure improvement, community
education on post-rape care contributed
towards 100% provision of post-rape care
medical kit

HCP training, infrastructure improvement,
community education on post-rape care
contributed towards improvement on 6
indicators of post-rape care provision

Outcomes Results Effect (95% CI) N of participants Study
(design/follow up)
Proportion (n) who were signposted to IPV | 100% (157/157) - 171 women (Cross- Samandari 2016*
services of those disclosed sectional/4 months)
Provision of safety planning (n=1)
Proportion (n) who received safety 87.3% (137/157) - 171 women (Cross- Samandari 2016*°
planning of those disclosed IPV sectional/4 months)
Provision of post-rape care (n=3)
Mean number of rape cases presenting to Pre-intervention = 8 - 334 survivors of Kim 2007*
hospital per month. Post-intervention = 13 sexual assault (UBA
and cross-
sectional/not
reported)
Proportion (n) of eligible patients who 100% (2,081/2,081) - 13 sites, 2081 Bress 20183
received post-rape medical kit patients (Cross-
sectional/4-year
service data)
Change in proportion who attended within - 46% 80 HCPs, 1669 Sithole 2018%
72 hours, over 4 years patients (Cross-
sectional/4 years)
Change in proportion who received HIV - 31%
post-exposure prophylaxis, over 4 years
Change in proportion who received - 65%
counselling, over 4 years
Change in proportion who received HIV - 96.4%
testing, over 4 years
Change in proportion who received - 8%
emergency contraception, over 4 years
Change in proportion who received STI - 26%
prophylaxis
VAW disclosure rates (n=2)
Proportion who disclosed GBV of those 14% - ? women (UBA/3 Bott 2004%°
screened years)

Systems level activities, HCP training and
ongoing support, infrastructure
improvement, integrated family planning-
GBYV consultation, referral to onsite GBV
specialist, community education
contributed towards 14% GBV
identification rate
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Outcomes Results Effect (95% CI) N of participants Study
(design/follow up)

Proportion (n) who disclosed IPV of those 91.8% (157/171) - 171 women (Cross- Samandari 2016

screened sectional/4 months)

Proportion (n) who disclosed GBV of those | 37% (49/134) - 134 women (Cross- Turan 2013°¢

screened sectional/5 months)

VAW referrals uptake (n=2)

Proportion who took referral of those 30% - ? women (UBA/3 Bott 2004%°

disclosed GBV

years)

Proportion (n) who took referral of those
disclosed IPV

0.6% (1/157)

171 women (Cross-
sectional/4 months)

Samandari 2016*

Direction of effect/interpretation

System level activities, 7-day HCP training
and ongoing support, integrated family
planning-IPV consultation, external
referral, community education contributed
towards 92% IPV identification rate

40-hour HCP training, integrated ANC-
GBYV consultation, assisted external
referral, community education contributed
towards 37% IPV identification rate

Systems level activities, HCP training and
ongoing support, infrastructure
improvement, integrated family planning-
GBYV consultation, referral to onsite GBV
specialist, community education
contributed towards 30% uptake of
referrals

System level activities, 7-day HCP training
and ongoing support, integrated family
planning-IPV consultation, external
referral, community education contributed
towards 0.6% uptake of external referrals

Proportion (n) who took referral of those 53% (26/49) - 134 women (Cross- Turan 2013 40-hour HCP training, integrated ANC-
disclosed GBV sectional/5 months) GBYV consultation, assisted external
referral, community education contributed
towards 53% uptake of referrals
Use of SRH services (n=1)
Proportion (n) who attended any antenatal Intervention = 88.7% RD =0.063 (- 1837 women Cockcroft 20193 Low HCP training, infrastructure improvement,
care, post-intervention (1597/1800) 0.044; 0.170) (cluster RCT/12 integrated DV-universal home visits that
Control = 82.4% (1526/1851) months) discussed domestic violence, heavy work
in pregnancy, ignorance of danger signs,
and lack of spousal communication with
pregnant women and their spouses had no
effect on 8 indicators of use of antenatal
care, institutional delivery, or skilled birth
attendance
Proportion (n) who delivered in a health Intervention = 30.1% RD =0.082 (-
facility, post-intervention (475/1579) 0.071; 0.235)
Control =21.9 (391/1785)
Proportion (n) who delivered by a skilled Intervention = 29.3 (463/1579) RD =0.067 (-
health worker post-intervention Control = 22.7 (404/1783) 0.081;0.214)

Mean (SD of GBV client visits per facility,
post-intervention

Intervention = 237.8 (110.58)
Control = 81.5 (46.09)
p=0.010

656 women (cluster
RCT/28 months)

Settergren 2018

Systems level activities, HCP training,
infrastructure improvement, integrated
HIV-GBYV consultation, onsite and external
referral, community and couple education
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Outcomes Results Effect (95% CI) N of participants Study Direction of effect/interpretation
(design/follow up)
increased use of SRH services by women
with experience of GBV
Proportion (n) of GBV clients who Intervention = 73.3% - Systems level activities, HCP training,
received HIV testing and counselling, post- | (1038/1416) infrastructure improvement, integrated
intervention Control = 20.9% (102/488) HIV-GBYV consultation, onsite and external
p=<0.001 referral, community and couple education
increased use of 4 (HIV testing and
counselling, family planning, forensic
exam) out of 24 SRH services
Proportion (n) of GBV clients who Intervention = 21.8% -
received STI test, post-intervention (308/1415)
Control = 11.5% (56/488)
p=0.128
Safety behaviour (n=1)
Proportion (n) of women who used Intervention = 17.0% (157/931) | PRR =1.03 (0.85; 6 facilities, 1812 Wagman 2015% HCP training, integrated HIV-IPV
condom, post-intervention Control = 16.0% (192/1170) 1.25) women (cluster consultation, onsite referral, community
aPRR = 1.01 RCT/35 months) education had no effect on 6 indicators of
(0.84;1.21) risk behaviours among women
Health outcomes
Re-exposure to VAW (n=3)
Proportion (n) who did not experience Intervention = 97.4 (1772/1820) | RD =0.064 1837 women Cockcroft 20193 Low HCP training, infrastructure improvement,
physical domestic violence during Control =90.9 (1677/1844) (0.045; 0.084) (RCT/12 months) integrated DV-universal home visits that
pregnancy, post-intervention discussed domestic violence, heavy work
in pregnancy, ignorance of danger signs,
and lack of spousal communication with
pregnant women and their spouses reduced
physical domestic violence
Proportion (n) who experienced any IPV in | Intervention = 37.2% (207/556) | OR =0.85 (0.62; 6 facilities, 735 Settergren 2018 Systems level activities, HCP training,
past 12 months, post-intervention Control = 45.7% (268/587) 1.16) households infrastructure improvement, integrated
(cluster RCT/28 HIV-GBYV consultation, onsite and external
months) referral, community and couple education
had no effect on any IPV
Proportion (n) who experienced physical Intervention = 12% (217/1812) PRR =0.74 (0.63; 6 facilities, 1812 Wagman 2015%° HCP training, integrated HIV-IPV

IPV in past 12 months, post-intervention Control = 16% (346/2127) 0.86) women (cluster
aPRR =0.79 RCT/35 months)
(0.67;0.92)

Proportion (n) who experienced emotional Intervention = 18% (311/1737) PRR =0.89 (0.78;

IPV in past 12 months, post-intervention Control = 20% (409/2039) 1.02)
aPRR =091
(0.79; 1.04)

Proportion (n) who experienced sexual IPV | Intervention = 10% (167/1737) PRR =0.75 (0.62;

in past 12 months, post-intervention Control = 13% (261/2038) 0.90)
aPRR = 0.80
(0.67;0.97)

Sexual and reproductive health (n=1)

consultation, onsite referral, community
education reduced incidents of physical and
sexual IPV and had no effect on emotional
IPV.
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Control = 1.15

1.22
alRR =0.72 (0.49;
1.07))

women (cluster
RCT/35 months)

Note. VAW violence against women. GBV gender-based violence. DV domestic violence. IPV intimate partner violence. SRH sexual and reproductive health. STI Sexually
transmitted infections. HIV human immunodeficiency virus. ANC antenatal care. HCP health care provider. RCT randomised controlled trial. CBA controlled before-after
study. UBA uncontrolled before-after study. CI confidence interval. SD standard deviation. IQR interquartile range. MD mean difference. OR odds ratio. RD risk difference.
IRR incidence rate ratio.

Outcomes Results Effect (95% CI) N of participants Study Risk of Direction of effect/interpretation
(design/follow up) bias
Proportion (n) who did not have swelling of | Intervention = 97.4% RD =0.264 (0.194; | 1837women Cockcroft 2019% Low HCP training, infrastructure improvement,
face or hands, post-intervention (1790/1837) 0.333) (RCT/12 months) integrated DV-universal home visits that
Control =71.1% (1317/1853) discussed domestic violence, heavy work
in pregnancy, ignorance of danger signs,
and lack of spousal communication with
pregnant women and their spouses
improved 9 out of 13 indicators of
pregnancy and postpartum complications
Proportion (n) who did not have raised Intervention = 96.6% RD =0.116 (0.042;
blood pressure, post-intervention (1409/1458) 0.190)
Control = 85.1% (1269/1492)
Proportion (n) who did not have post- Intervention = 81.1% RD =0.324 (95%
partum sepsis, post-intervention (1478/1822) CI0.115; 0.493)
Control = 48.8% (903/1852)
Incidence of HIV per100 person-years Intervention = 0.99 IRR =0.86 (0.61; 6 facilities, 1812 Wagman 2015% HCP training, integrated HIV-IPV

consultation, onsite referral, community
education had no effect on incidence of
HIV among women
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Supplementary file 6. Effects and outcomes of interventions on response to VAW in addition to routine SRH consultation

Outcomes

Results

Effect (95% CI)

N of participants
(design/follow up)

Study

Risk of bias

Direction of effect/interpretation

Direct effects on health-related cognition and emotions

Women knowledge about VAW (n=1)

Proportion who recognised violence | 60.6% 155 women (UBA/ Arora 2019% After 2 or more 30-45-minute psychosocial
as an issue of power, post- First prenatal counselling sessions, around 60% of pregnant
intervention appointment to 6 women were aware about domestic violence and its
weeks after delivery) impact on health
Proportion who recognised the 65.5%
impact of violence on health, post-
intervention
Women readiness for addressing VAW (n=1)
Proportion who recognised the need | 59.9% 155 women (UBA/ Arora 2019% After 2 or more 30-45-minute psychosocial
to take steps to address violence, First prenatal counselling sessions, 60% of pregnant women
post intervention appointment to 6 were ready to address VAW
weeks after delivery)
Intermediate effects on health-related behaviour and practices
VAW referral uptake (n=1)
Proportion (n) who used specialist Intervention = 0.96% - 110 women Cripe 2010% Some 1 30-minute psychosocial counselling session,
IPV services, post-intervention (1/104) (RCT/Prenatal concerns resource card, external referral had no effect on
Control = 1.00% (1/100) appointment to 1 uptake of external referrals
week after delivery)
Use of SRH services (n=1)
Proportion (n) who missed Intervention = 42.3% - 32 women (RCT/6 Sikkema 2018 7 90-minute psychosocial sessions on coping had
antiretroviral medication, post- (19) months) no effect on engagement with HIV treatment
intervention Control = 36.4% (25) among women with a history of sexual violence
Proportion (n) with high levels of Intervention = 42.3% -
non-retention in care, post- (26)
intervention Control =33.3% (27)
Use of non-health services (n=1)
Proportion (n) who used legal Intervention = 1.92% - 110 women Cripe 2010% Some 1 30-minute psychosocial counselling session,
services, post-intervention (2/104) (RCT/Prenatal concerns resource card, external referral had no effect on use
Control = 3.00% (3/100) appointment to 1 of community resources among pregnant women
week after delivery)
Proportion (n) who used police, Intervention = 0.96% -
post-intervention (1/104)
Control = 4.00% (4/100)
Proportion (n) who used social Intervention = 1.92% -
services, post-intervention (2/104)
Control = 2.00% (2/100)
Safety behaviour (n=4)
Mean (SD) score of using safety Intervention = 9.50 MD =2.41 (1.43; 3.40) 70 women Sapkota 2020% Low 1 35-45-minute psychosocial counselling session,
behaviours, post-intervention (2.63) (RCT/Prenatal resource card, contact details of the counsellor
Control =7.74 (2.42) appointment to 6 increased use of safety behaviours among pregnant
weeks after delivery) women
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Outcomes Results Effect (95% CI) N of participants Study Risk of bias Direction of effect/interpretation
(design/follow up)
Proportion who adopted safety Intervention = 30.3% 110 women Cripe 2010% Some 1 30-minute psychosocial counselling session,
behaviours, post-intervention Control = 11.2% (RCT/Prenatal concerns resource card, external referral had no effect on
appointment to 1 safety behaviours among pregnant women
week after delivery)
Mean (SD) score of avoidance, Intervention = 2.17 - 32 women (RCT/6 Sikkema 2018 7 90-minute psychosocial training sessions reduced
coping post-intervention (0.13) months) avoidance coping, but had no effect on social
Control = 1.99 (0.09) coping among women with a history of sexual
violence
Mean (SD) score of social coping, Intervention = 2.90 -
post-intervention (0.10)
Control = 2.58 (0.10)
Proportion (n) who used adaptive Pre-intervention = 51.4% 155 women (UBA/ Arora 2019% 2 or more 30-45-minute psychosocial counselling
coping strategies at individual level | (73) First prenatal sessions had no effect on coping behaviours among
pre- and post-intervention Post-intervention = appointment to 6 pregnant women
59.1% (84) weeks after delivery)
p=0.193
Proportion who used adaptive Pre-intervention = 85.2%
coping strategies at informal and (121)
formal levels pre- and post- Post-intervention =
intervention 86.6% (123)
p=0.832
Health outcomes
Re-exposure to VAW (n=4)
Mean (SD) score of verbal and Intervention = 11.62 - 50 pregnant women Khalili 2019% 4 90-minute psychoeducational counselling
physical IPV, post-intervention (2.05) (RCT/2 months) sessions reduced verbal and physical IPV among
Control = 13.28 (1.94) pregnant women
p<0.001
Mean (SD) score of total IPV, post- | Intervention = 17.70 MD = 13.51 (9.99; 141 pregnant women | Mutisya 2018*" 1-3 30-35-minute psychosocial counselling
intervention (11.12) 17.02) (RCT/6 months) sessions, risk assessment, safety planning, resource
Control =31.22 (21.17) card, external referral reduced IPV among pregnant
women
Proportion who experienced Intervention = 51.2% RR =0.78 (0.63; 0.93) 125 women (RCT/3 Tanghizaden 2018 | Some 4 90-minute psychosocial training sessions on
physical IPV, post intervention Control = 65.9% months) concerns problem-solving skills reduced physical and
psychological IPV but had no effect on sexual IPV
among pregnant women
Proportion who experienced Intervention = 67.4% RR =0.73 (0.64; 0.83)
psychological IPV, post Control =92.4%
intervention
Proportion who experienced sexual | Intervention = 50.4% RR =0.87 (0.69; 1.09)
IPV, post intervention Control = 57.6%
Change in proportion who 74.6% to 3.5% - 155 women (UBA/ Arora 2019% 2 or more 30-45-minute psychosocial counselling

experienced physical domestic
violence, before-after

First prenatal
appointment to 6
weeks after delivery)

sessions reduced physical, emotional, and financial
domestic violence among pregnant women
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Outcomes Results Effect (95% CI) N of participants Study Risk of bias Direction of effect/interpretation
(design/follow up)
Change in proportion who 98.6% to 34.5% -
experienced emotional domestic
violence, before-after
Change in proportion who 72.5% to 11.3% -
experienced financial domestic
violence, before-after
Mental health (n=6)
Mean (SD) score of anxiety, post- Intervention = 4.33 =-3.73(-5.42; - 70 women Sapkota 2020% Low 1 35-45-minute psychosocial counselling session,
intervention (3.84) 2.04) (RCT/prenatal resource card, contact details of the counsellor
Control = 6.93 (4.87) appointment to 6 reduced anxiety and depression among pregnant
weeks after delivery) women
Mean (SD) score of depression, Intervention = 3.51 =-341(-4.84; -
post-intervention (3.46) 1.99)
Control = 6.13 (3.68)
Mean (SD) score of postnatal Intervention = 5.34 MD =7.12 (6.21; 8.03) 141 women (RCT/6 Mutisya 2018* 1-3 30-35-minute psychosocial counselling
depression, post-intervention (4.23) months) sessions with risk assessment, safety planning,
Control = 12.46 (4.22) external referral, and resource card reduced
depression among pregnant women
Mean (SD) score of PTSD, post- Intervention = 28.61 - 32 women (RCT/6 Sikkema 2018 7 90-minute psychosocial training sessions had no
intervention (5.04) months) effect on PTSD symptoms among women with a
Control = 22.50 (3.47) history of sexual violence
Mean (SD) score of psychological Intervention = 22.28 - 50 women (RCT/2 Khalili 2019* 4 90-minute psychoeducational counselling
distress, post-intervention (3.81) months) sessions reduced psychological distress among
Control = 24.06 (4.16) pregnant women
p<0.001
Difference between baseline and Intervention = 2.50 MD =4.54 (-1.07; 110 women Cripe 2010% Some 1 30-minute psychosocial counselling session,
post-intervention mean (SD) score (20.95) 10.15) (RCT/Prenatal concerns resource card, external referral had no effect on
for mental health Control =2.04 (19.61) appointment to 1 mental health of pregnant women
week after delivery)
Change in proportion who 96.5% to 33.1% - 155 women (UBA/ Arora 2019% 2 or more 30-45-minute psychosocial counselling
experienced any emotional health First prenatal sessions reduced % of pregnant women with
problems appointment to 6 emotional health problems.
weeks after delivery)
Sexual and reproductive health (n=1)
Proportion (n) of those with Intervention = 15.8% - 32 women (RCT/6 Sikkema 20182 7 90-minute psychosocial training sessions had no
unsuppressed HIV viral load, post- (19) months) effect on adherence to therapy measured by HIV
intervention Control = 20.0% (25) viral load among women with a history of sexual
2 (1)=0.13,p=0.72) abuse
Physical health (n=2)
Difference between baseline and Intervention = 5.30 MD =0.05 (-6.80; 7.79) | 110 women Cripe 2010% Some 1 30-minute psychosocial counselling session,
post-intervention mean (SD) score (15.62) (RCT/Prenatal concerns resource card, external referral had no effect on

for general health

Control =4.74 (14.67)

appointment to 1
week after delivery)

general health
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for physical functioning

Control = -15.70 (25.06)

appointment to 1
week after delivery)

Outcomes Results Effect (95% CI) N of participants Study Risk of bias Direction of effect/interpretation
(design/follow up)
Change in proportion who 54.6% to 10.5% - 155 women (UBA/ Arora 2019% 2 or more individual psychosocial counselling
experienced any physical health First prenatal sessions reduced % of pregnant women with
problems appointment to 6 physical health problems.
weeks after delivery)
Quality of life (n=2)
Mean (SD) score of overall quality Intervention = 17.22 MD =245 (1.51; 3.39) 70 women Sapkota 2020%° Low 1 35-45-minute psychosocial counselling session,
of life, post-intervention (3.00) (RCT/prenatal resource card, contact details of the counsellor
Control = 15.19 (2.77) appointment to 6 improved quality of life among pregnant women
weeks after delivery)
Difference between baseline and Intervention = -15.67 MD =0.03 (-7.37; 7.42) | 110 women Cripe et 2010% Some 1 30-minute psychosocial counselling session,
post-intervention mean (SD) score (28.35) (RCT/Prenatal concerns resource card, external referral had no effect on

general health, bodily pain, vitality, social
functioning among pregnant women.

Difference between baseline and
post-intervention mean (SD) score
for bodily pain

Intervention = -7.40
(28.33)
Control = -7.90 (24.28)

MD = 0.50 (-6.80; 7.79)

Difference between baseline and
post-intervention mean (SD) score
for vitality

Intervention = -0.19
(22.34)
Control = -3.65 (22.06)

MD = 3.46 (-2.67; 9.59)

Difference between baseline and
post-intervention mean (SD) score
for social functioning

Intervention = -0.36
(34.94)
Control = -3.50 (37.06)

MD = 3.14 (-6.80;
13.08)

Note. VAW violence against women. GBV gender-based violence. DV domestic violence. IPV intimate partner violence. SRH sexual and reproductive health. STI Sexually

transmitted infections. HIV human immunodeficiency virus. ANC antenatal care. HCP health care provider. RCT randomised controlled trial. CBA controlled before-after
study. UBA uncontrolled before-after study. CI confidence interval. SD standard deviation. IQR interquartile range. MD mean difference. RR relative risk.
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Supplementary file 7. Barriers to identification and response to VAW in sexual and reproductive health services

levels

Turan 2013%

Theme Description Discussed by Supporting text

Acceptability of VAW Attitudes and social norms that Cristofides 20103 Women: “Women did not want a referral because they did not feel the violence was serious or they felt these were personal
regulate the acceptability of VAW | Laisser 2011+ issues that they will solve on their own”*
at individual and community Smith 2013 HCPs: “Some of these patients are themselves to be blamed. You know some women don’t want to be polite to their

husbands and adhere to the norms in their marriages that is why they are beaten. It takes time, need to be more patient and
expertize to screen, which we miss. It may be too costly for training. (FGD3 Male Nurse)™*

Community: “So when somebody is saying that women are not supposed to be beaten, that. . . they should go to somebody
and take some action, in the community it is like that person is acting against the will of the community. To the men it is
like he is an outcast in the community, an outlaw who is not supposed to be there. . . . In social places you will hear them
saying that he is not a good person because if he is preaching to our ladies and women to take action against us, then it is
like he wants to bring a revolution, women are going to overpower us and then we are going to be voiceless. (Focus Group
#1, Respondent #8)">°

Fear of negative
consequences

Real or potential negative
consequences (psychological,
legal, financial) of engaging in
VAW work that could make the
situation worse for individuals and
health system

Bott 2004%°
Christofides 2010%
Haberland 2016
Knettel 2019*
Laisser 2011%
Samandari 2016%
Sapkota 2020°!
Sithole 20185

Women: “The sessions would irritate me when we talked about my rape; I hated to talk about it even though when I had
talked about it, I would feel better. My heart would feel sore. Even talking about my HIV status irritated me because I still
beat myself for infecting my child”*

“a few women stated that privacy concerns made it difficult for them to participate in the intervention, especially the group
sessions. One participant explained that she was “afraid that I might be seen by a participant who knows me and who might
go around discussing my problems.”*

HCPs: “Providers were responsible for all IPV screening and counseling, as well as their regular FP duties. This led not
only to an increased burden of duty for providers, but also the experience of secondary trauma, resulting from the exposure
to clients’ IPV stories.”™

Healthcare system: “In one shift we normally attend up to 60 plus in a room for the two clinicians. Sometimes we reach up
to 100 clients when it is a busy day, but if we are to attend one client at a time then it will be only 15 clients per day in a
room. Where will others go?” Male clinician™*

referral system, untrained staff in
non-health services

Christofides 2010%
Laisser 20114

Limited readiness for Structural unreadiness within Abeid 20162 “System level factors may have influenced the implementation of IPV screening by lay counsellors ...Other factors
VAW work in SRH health system: lack of support Bott 2004% included inadequate management and supervision, burn-out, and small stipends which adversely affect counsellors’
services from leadership, time pressure, Christofides 2010% motivation to do something perceived as extra.”*
insufficient budget, lack of Haberland 2016 “The HCWs felt they had not much to offer to the women who were experiencing IPV. This category thus represents an
adequate resources, limited Laisser 2011% uncertainty as to whether the health care system is ready for routine screening for IPV and suggests a need for reinforced
privacy Sammandari 2016* | organizational change.”*
Undie 2016’ “Perceived barriers to replication and scale-up included inadequate funding, insufficient clinic staff, and lack of political
commitment for IPV services on the part of MOHPH”*
“Providers’ main criticism was the longer time required to conduct the enhanced counseling. It created delays in the system,
frustrating clients who were tired of being at the hospital for so long. Providers also felt the effects of extra time. One noted
explicitly that they are supposed to see a certain number of clients each day and if they do not meet their targets they will
have problems with management.”**
“D3: It is also difficult to examine a patient in front of another one even if we use curtains. There is one examination bed for
two of us and when you ask questions about STD patients feel embarrassed. Although we try to use low voice, people like
to listen to others’ conversations. (FGD1 Female Clinician™*
Wider systems unreadiness: lack Abeid 2016% “Providing referrals to women who disclosed current experiences of IPV may be of limited utility where services are hard to
of services to refer to, poor Bott 2004 access™

Society unreadiness: poverty, no
money for transport fare and

Haberland 20163
Knettel 2019
Laisser 2011%

“D1: You know I have nothing much to say but would like to do the screening -the resources are my dilemma. Many
women are poor ‘wanyonge’ and are not strong enough to fight with their husbands but maybe this would be their good
start. They will be happier later in future. (FGD3 Female Clinician)”*
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healthcare services, no transport, Sithole 2018 “Her issue was that the partner used to beat her and to abuse her physically when she asked for bus fare to come to the
financial dependence on husband. clinic. So you see at the end of the day if she doesn’t get help to deal with the violence she won’t be able to come to the
clinic because she is being abused when she asks for money to come to the clinic and it will affect her overall outcome...
“Getting to the clinic would be a challenge as I do not work and often had to borrow money.”*

2938

Women'’s unreadiness for VAW Christofides 20103 “However, one woman questioned whether there was any point in talking to the lay counselor unless the counselor would
services offered by HCPs: the Haberland 2016 go home and make her husband stop. Other participants, who had not disclosed abuse, suggested that health care providers
demand-supply gap between Undie 2016”7 could talk to a woman’s abusive partner and this would stop the violence. Others suggested that if abusive partners knew
women’s preferences for adequate about IPV screening they would stop. This seems perhaps unrealistic.”*

response to VAW and what HCPs
offered to them

“Although the initial intention of the intervention was for IPV-positive clients to receive same-day services at the GBV
clinic, this was not always possible, because women did not have the time, GBV clinic staff were not always available, and
some clients preferred to have their initial GBV clinic appointment on a later date. There were occasions when providers
referred clients to the GBV clinic and the clients initially complied with the referral, only to find that their needs could not
be attended to immediately due to the unavailability of staff atthe GBV clinic.””’
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