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Abstract
Intimate partner violence (IPV) victimization is a global public health issue and has serious consequences of women’s health. While
scholars and researchers have made some progress in addressing IPV and its impact across different levels of care, there is a
paucity of intervention research in this area. For example, we know little about which intervention models work best for par-
ticular groups of IPV survivors. Previous reviews have concluded there is insufficient evidence to recommend specific treatment
options for victims, but they have also been limited in scope of target populations or have employed narrow eligibility criteria. This
systematic review examined the efficacy and effectiveness of interventions for victims of IPV related to physical and mental health
and revictimization. Three large databases were searched and articles were selected using specified criteria. Fifty-seven articles
met inclusion criteria. Results indicate that both empowerment-based advocacy and cognitively focused clinical interventions
demonstrate positive outcomes on the vast sequelae of violence in the context of an intimate relationship. The heterogeneity of
intervention approaches and frameworks makes comparisons across studies challenging, but this review demonstrates that
interventions focused on problem-solving/solution seeking, enhanced choice making and the alteration in distorted self-thinking
and perception are promising in facilitating and maintaining positive physical and mental health changes for women who expe-
rience violence.
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Intimate partner violence (IPV) is a global human rights and

public health concern that has gained increased attention in the

last 30 years. The World Health Organization (2005) defines

IPV as any behavior within an intimate relationship that causes

physical, psychological, or sexual harm to those in the relation-

ship, including acts of physical aggression, sexual coercion,

psychological abuse, stalking, and controlling behaviors. Glo-

bal estimates of IPV are staggering with about 30% of women

experiencing some form of physical or sexual violence. In the

United States, one in three women report lifetime experiences

of rape, stalking, or physical IPV (Black et al., 2011; Breiding,

Chen, & Black, 2014). Among women who have experienced

IPV, 24–30% report physical violence, approximately 10% are

raped, 11% experience stalking, and 48% experience psycho-

logical aggression (Breiding et al., 2014; Thompson et al.,

2006). Fourteen percent of all homicides in the United States

and 38% of global homicides were a result of IPV (Black et al.,

2011; Catalano, Smith, Snyder, & Rand, 2009; Plichta, 2004;

Rennison & Welchans, 2003; Tjaden & Thoennes, 2000).

Globally, samples of abused women have higher rates of phys-

ical health problems such as chronic pain, sexually transmitted

diseases, hypertension and diabetes (Breiding et al., 2014;

Dolezal, 2009; Li et al., 2014; Mittal et al., 2013), poor preg-

nancy outcomes, and higher rates of HIV infection (Devries

et al., 2011). Abused women also suffer from poor mental

health including depression, anxiety (Carlson, McNutt, & Choi,

2003; Hathaway et al., 2000), posttraumatic stress disorder

(PTSD; Golding, 1999; Wuest et al., 2009), eating disorders,

substance abuse disorders (Danielson, Moffitt, Caspi, & Silva,

1998), sleep disturbances (Breiding et al., 2014; Hathaway

et al., 2000), and suicide attempts (Devries et al., 2011).

1 University of Rochester School of Medicine and Dentistry, Rochester, NY,

USA
2 University of Rochester School of Nursing, Rochester, NY, USA
3 Appalachian State University, Boone, NC, USA
4 Bivona Child Advocacy Center, Rochester, NY, USA
5 University of Maryland School of Public Health, College Park, MD, USA

Corresponding Author:

Nicole Trabold, University of Rochester Medical Center, 300 Crittenden Blvd.,

Rochester, NY 14642, USA.

Email: nicole_trabold@urmc.rochester.edu

TRAUMA, VIOLENCE, & ABUSE
1-15
ª The Author(s) 2018
Reprints and permission:
sagepub.com/journalsPermissions.nav
DOI: 10.1177/1524838018767934
journals.sagepub.com/home/tva

http://orcid.org/0000-0001-8480-9592
http://orcid.org/0000-0001-8480-9592
mailto:nicole_trabold@urmc.rochester.edu
https://us.sagepub.com/en-us/journals-permissions
https://doi.org/10.1177/1524838018767934
http://journals.sagepub.com/home/tva
http://crossmark.crossref.org/dialog/?doi=10.1177%2F1524838018767934&domain=pdf&date_stamp=2018-04-12


IPV has a significant monetary impact on the society. The

Centers for Disease Control estimates the annual costs of IPV

in the United States is US$8.3 billion as a result of direct

physical and mental health care, lost productivity, and lost

potential income (Max, Rice, Finkelstein, Bardwell, & Lead-

better, 2004). Additionally, physically abused women have

high utilization of health-care services and have substantially

higher health-care costs compared to nonabused women

(Bonomi, Anderson, Rivara, & Thompson, 2009). Further,

higher health-care costs among abused women were sustained

for 3 years following the end of violence, with costs becoming

more parallel to nonabused women at the 4- to 10-year mark

post-IPV exposure (Fishman, Bonomi, Anderson, Reid, &

Rivara, 2010).

Despite the high public health and economic costs of IPV,

there is small (but growing) body of literature on empirically

validated IPV interventions both globally and nationally.

Current IPV victimization interventions address all levels of

care: primary (violence prevention), secondary (screening for

IPV), and tertiary (advocacy/case management or counseling/

clinical care). Several researchers and scholars have conducted

reviews of IPV intervention literature; however, most prior

reviews are limited in their scope of assessment because of the

small number of studies included (Abel, 2000), eligibility cri-

teria was narrow with a focus on specific populations (e.g.,

pregnancy and primary care; Arroyo, Lundahl, Butters, Vander-

loo, & Wood, 2015; M. Bair-Merritt, Zuckerman, Augustyn, &

Cronholm, 2013; Wathen & MacMillan, 2003), outcomes

(e.g., reduction of IPV or revictimization; Wathen & McMillian,

2003), and research design (e.g., experimental and quasi-

experimental; Stover, Meadows, & Kaufmann, 2009).

The goals of this review are to (1) identify and explain

theoretical frameworks and practice models that underlie pro-

mising tertiary IPV interventions for victims to help inform

clinical practice and (2) extend the work of previous reviews

and examine tertiary IPV interventions for outcomes related to

physical and mental health and revictimization.

Method

Search Strategy

Three large databases were searched—PubMed, CINAHL, and

PsychINFO (OVID - Medline)—using the following search

terms: intimate partner violence, domestic violence, interven-

tion, therapy, treatment, clinical trial, randomized clinical trial,

evaluation, efficacy, and effectiveness. The reference sections

of articles identified through the search were examined for

additional relevant articles. These two methods, database

search and review of article reference sections, produced the

final pool of articles. Articles published through the year of

2016 are included.

Eligibility Criteria

Selection of articles for the current review was performed on

the article pool in two stages. In the first stage, article titles and

abstracts were reviewed to identify articles that discussed an

intervention addressing IPV victimization. There was a rather

low threshold for inclusion at this first stage of article screening

to minimize the omission of relevant articles. In Stage 2, full-

text documents were obtained and reviewed for the following

inclusion criteria: (1) An intervention was provided to women

who experienced some form of IPV (physical, psychological,

and sexual); (2) the intervention was administered at the indi-

vidual or group level; (3) the intervention delivered was coun-

seling, clinical, or advocacy (active support by trained

individuals) oriented; (4) the sample was comprised of women

who were 17 years of age or older; (5) the purpose of the study

was to evaluate the efficacy/effectiveness of the intervention;

(6) the study design was experimental or quasi-experimental

and included preintervention and postintervention data; (7) the

outcomes included measures of physical health, mental health,

or revictimization; and (8) the article was published in a peer-

reviewed journal in English. Articles were excluded if they

were case reports, case series, or other single system designs

or were primarily IPV screening or legal interventions (e.g.,

orders of protection) or couple or perpetrator-based

interventions.

Selection Process

The lead author (N.T.) reviewed all identified titles and

abstracts to determine eligibility using the abovementioned

criteria. Articles were designated as include, exclude, or ques-

tionable. Articles were reviewed by another study author

(S.W./M.M.) to determine inclusion for this review. Any dis-

crepancies were brought to a third study author (J.M.) for

consensus.

Data Abstraction Process

A standard data abstraction format as recommended by Zaza

et al. (2000) was used to extract information from each article

to promote consistency, reduce bias, and improve reliability

and validity. Specifically, information was entered into a table

format addressing three key areas: (1) classification informa-

tion (design features, intervention characteristics), (2) descrip-

tive details (sample, study eligibility, and setting), and

(3) quality assessment (measurement, data analysis, interpreta-

tion), and (4)outcomes. This process allowed the authors to

monitor and review articles, make comparisons across studies,

and determine study validity.

Results

One hundred and forty articles were identified during the initial

screening for further review of inclusion. In the second stage of

the selection process, a careful review of each article revealed

57 articles that met the inclusion criteria and 83 articles that did

not and were subsequently excluded. Twenty-one articles were

excluded because they did not meet the sample criteria (e.g.,

age, men only), 23 were excluded because of method (i.e., case
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study), 20 did not meet inclusion criteria for study outcomes,

18 were excluded because they did not meet the intervention

criteria (i.e., screening), and 1 study was not included because

it was published in Spanish.

Study Design

A summary of studies is outlined in the Supplementary Appen-

dix. Of the articles included in this review, 36 were individually

based interventions (n ¼ 19 were therapeutic and n ¼ 16 were

advocacy), 18 group-based interventions (all therapeutic), and

2 interventions that were a combination of group and individual

session (Gilbert et al., 2006; Mittal et al., 2017). Interventions

were guided by numerous theoretical frameworks. Sample size

of the studies ranged from N ¼ 18 to 1,070 for individually

based studies and N ¼ 20 to 306 for group-based studies.

Intervention Features

Theoretical frameworks/perspectives/practice models. Diverse the-

oretical frameworks, perspectives, and practice models were

noted among the IPV interventions included in this review.

There is a clear distinction of tertiary interventions across the

literature and their intent, purpose, and desired outcome. There

was a large grouping of interventions termed advocacy. These

interventions often provided a trained individual to engage with

the victim/survivor for support regarding abuse, to provide

referrals to community resources, and to engage in harm reduc-

tion approaches such as safety planning. The majority of

advocacy-based interventions were guided by person-

centered, strengths-based perspectives and were grounded in

empowerment theory.

Empowerment theory is focused on increased autonomy, the

gaining or regaining of control, and the ability to create indi-

vidual opportunities and decision-making (Zimmerman, 1995).

It is important to note that one longitudinal randomized clinical

trial of an advocacy-based intervention for women leaving an

IPV shelter report results of this 24-month trial are reported

across eight manuscripts included in this review (Campbell,

Sullivan, & Davidson, 1995; C. M. Sullivan, 1991a, 1991b,

2003; C. M. Sullivan & Bybee, 1999; C. M. Sullivan, Bybee,

& Allen, 2002; C. M. Sullivan, Campbell, Angelique, Eby, &

Davidson, 1994; Tan, Basta, Sullivan, & Davidson, 1995) and

makeup the majority of the advocacy-focused interventions

included. The intervention provided an assessment of needs,

referrals to resources, prioritizing of needs, and safety

planning.

Other advocacy interventions, also based on empowerment

theory, were delivered to diverse international samples of

women residing in Hong Kong (Tiwari et al., 2005, 2010),

Lima, and Peru (Cripe et al., 2010). These interventions were

offered through medical settings (Cripe et al., 2010; McFar-

lane, Groff, O’Brien, & Watson, 2006). Others were offered to

community-dwelling women recruited from a community cen-

ter that offers health, social, child care, educational, and recrea-

tional services (Tiwari et al., 2005, 2010). A multicomponent

empowerment-focused advocacy intervention was part of the

National Institute of Health - DC (NIH-DC) Initiative to

Reduce Infant Mortality in Minority Populations (El-

Mohandes, Kiely, Blake, Gantz, & El-Khorazaty, 2010; Joseph

et al., 2009; Kiely, El-Mohandes, El-Khorazaty, Blake, &

Gantz, 2010). This trial provided advocacy and cognitive–

behavioral therapy (CBT) to African American pregnant

women with the goal of reducing tobacco smoking, second-

hand smoke exposure, depression, and IPV. The advocacy

component was designed to target the IPV, and the CBT com-

ponents were used to reduce the other risk factors. Finally,

another differently structured advocacy intervention, which did

not discuss the theoretical framework, provided a paraprofes-

sional home visitor in Oahu, Hawaii. The intervention provided

referrals to community resources for emotional support and

role modeling to families at high risk of child maltreatment

(M. H. Bair-Merritt et al., 2010).

In summary, all advocacy-focused interventions, with the

exception of one, were rooted in empowerment theory and

provided a trained professional to women recruited from a

broad array of settings. The focus of the advocacy was to offer

community referrals, safety planning, and support around the

abuse/violence. The one exception (M. H. Bair-Merritt et al.,

2010) focused on reducing child maltreatment by offering par-

enting education, child development, and community resources

such as shelter and mental health treatment.

Some therapeutically centered interventions focused on

patients who met inclusion criteria for observable and/or diag-

nosable symptoms resulting from the IPV such as depression

(Cort et al., 2014), PTSD (Crespo & Arinero, 2010; Iverson

et al., 2011; Johnson & Zlotnick, 2006; Johnson, Zlotnick, &

Perez, 2011), suicide attempt(s; Kaslow et al., 2010), and illicit

substance use (Gilbert et al., 2006). Other therapeutic interven-

tions were focused on providing assistance and guidance in

resolving issues or problems related to IPV but were not spe-

cifically focused on individuals with observable or diagnosable

symptoms. Therapeutic interventions were delivered in indi-

vidual format compared to group formats and were mostly

driven by cognitive or behavioral practice models (CBT, cog-

nitive processing therapy, motivational interviewing, and dia-

lectical behavior therapy; Cox & Stoltenberg, 1991; Crespo &

Arinero, 2010; El-Mohandes et al., 2010; Enriquez et al., 2010;

Iverson et al., 2011; Iverson, Shenk, & Fruzzetti, 2009; Johnson

et al., 2011; Johnson & Zlotnick, 2006; Kiely et al., 2010;

Kubany, Hill, & Owens, 2003; Kubany et al., 2004; Saftlas

et al., 2014; M. Sullivan, Egan, & Gooch, 2004; Weir et al.,

2009). Two studies were cognitive and physiologic based and

provided a combination of narrative testimony, yoga breathing,

and poses (Franzblau, Echevarria, Smith, & Van Cantfort,

2008; Franzblau, Smith, Echevarria, & Van Cantfort, 2006).

Two studies used interpersonal therapies (IPTs; Cort et al.,

2014; Zlotnick, Capezza, & Parker, 2011) and one individually

based intervention utilized forgiveness therapy, a therapy

developed from Victor Frankl’s Logotherapy/Existential Anal-

ysis work (Reed & Enright, 2006).
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The remaining interventions were diverse. Multiple inter-

ventions were based on empowerment principles, crisis mod-

els, and feminist theories (Gilbert et al., 2006; S. Kim & Kim,

2001; Mancoske, Standifer, & Cauley, 1994; M. Sullivan et al.,

2004), and there was no reported theoretical orientation for

three group interventions: (1) a mutual aid support group

(Tutty, Bidgood, & Rothery, 1993), (2) a group intervention

offered separately to women and children in Sweden (Grip,

Almqvist, & Broberg, 2011), and (3) a social support group

intervention (R. Constantino, Kim, & Crane, 2005). In addi-

tion, four interventions were shelter-based evaluations of coun-

seling programs, in which the intervention was not clearly

defined and often included therapeutic and advocacy compo-

nents (Bennett, Riger, Schewe, Howard, & Wasco, 2004;

Howard, Riger, Campbell, & Wasco, 2003; McNamara, Ertl,

Marsh, & Walker, 1997; Melendez, Hoffman, Exner, Leu, &

Ehrhardt, 2003) One of the manuscripts described an interven-

tion as an eclectic practice model consisting of feminist prin-

ciples, existential, solution focused work, and CBT

(McNamara, Tamanini, & Pelletier-Walker, 2007).

Psychoeducation was the focus of three heterogeneous inter-

ventions (Kaslow et al., 2010; J. C. Kim et al., 2007; Peled,

Davidson-Arad, & Perel, 2010; Pronyk et al., 2006). One

microfinance intervention delivered in rural South Africa

focused on gender norms/roles, leadership, and financial man-

agement (Kaslow et al., 2010; J. C. Kim et al., 2007; Pronyk

et al., 2006); provided psychoeducation on IPV and suicide to

African American women; and (Peled et al., 2010) provided

education on parenting to Israeli women. Many other clinical

and advocacy-based interventions also provided psychoeduca-

tion as part of their intervention. Psychoeducation was incor-

porated on a broad range of areas, IPV (what is it) safety and

safety practices in relation to IPV, PTSD, and its effects, par-

enting and positive parenting (M. H. Bair-Merritt et al., 2010;

R. Constantino et al., 2005; Cox & Stoltenberg, 1991; Grip

et al., 2011; Iverson et al., 2011; Johnson et al., 2011; Johnson

& Zlotnick, 2006; Kaslow et al., 2010; Kiely et al., 2010;

Kubany et al., 2003, 2004; Reed & Enright, 2006; Zlotnick

et al., 2011).

Sample characteristics. Sample demographics and characteristics

were diverse. Most studies recruited from either clinical or

community-based organizations (e.g., health clinics, shelters,

and criminal justice services), with one study also recruiting

community-based women using newspaper advertisements

(Iverson et al., 2011). The mean age across studies ranged from

25 to 45 years. The socioeconomic status (SES) of participants

was not consistently reported. However, among studies that

provided information on SES, the majority of the samples lived

at or slightly above the poverty level. Further, most of the

participants reported receiving governmental (public)

assistance.

Overall, study samples from the US-based studies predomi-

nately included Caucasian and African American women. Most

of the individually based clinical interventions and group-

based interventions reported samples of majority Caucasian

women. Advocacy-based interventions reported more balanced

samples comprised of both Caucasian and minority populations

(African American and Latina women). Some studies reported

outcomes with predominately minority women, one focused on

African American women exclusively (Kaslow et al., 2010),

four studies reported the majority of the sample being African

American (Cort et al., 2014; Johnson et al., 2011; Joseph et al.,

2009; Kiely et al., 2010), two with Hispanic women (McFar-

lane et al., 2006; Zlotnick et al., 2011), and three with Hawaiian

women (Bai-Merritt et al., 2010; Kubany et al., 2003, 2004).

Four articles reported data with samples of pregnant women

(El-Mohandes et al., 2010; Joseph et al., 2009; Kiely et al.,

2010; Zlotnick et al., 2011). The majority of studies were con-

ducted within the United States (n ¼ 39) and the international

studies varied widely with samples from Canada, China,

Greece, Peru, South Africa, Israel, Spain, Sweden, and Korea

(Crespo & Arinero, 2010; Cripe et al., 2010; Grip et al., 2011;

S. Kim & Kim, 2001; Kokka et al., 2016; Michalopoulou,

Tzamalouka, Chrousos, & Darviri, 2015; Miller, Howell, &

Graham-Bermann, 2014; Peled et al., 2010; Pronyk et al.,

2006; Tiwari et al., 2005, 2010).

Intervention outcome:
Reduction in violence. Twenty-eight studies reported on IPV

revictimization (physical, psychological, and sexual). Of the 28

studies, 12 were advocacy based and delivered individually (M.

H. Bair-Merritt et al., 2010; J. C. Kim et al., 2007; McFarlane

et al., 2006; Pronyk et al., 2006; C. M. Sullivan, 1991a, 2003;

C. M. Sullivan & Bybee, 1999; C. M. Sullivan et al., 1994; C.

M. Sullivan & Davidson, 1991; C. M. Sullivan, Tan, Basta,

Rumptz, & Davidson, 1992; Tiwari et al., 2005, 2010) and 8

were individual-level clinically focused interventions (Gilbert

et al., 2016; Iverson et al., 2011; Kiely et al., 2010; Miller et al.,

2014; Rhodes et al., 2015; Stevens et al., 2015; Weir et al.,

2009; Zlotnick et al., 2011). One intervention provided a

community-based mutual aid support group which was clini-

cally focused (Tutty et al., 1993), one intervention was a

shelter-based intervention providing both a mix of clinical and

advocacy services (McNamara et al., 1997), and two were a

mixed individual and group clinical interventions. The first was

for women with a co-occurring illicit drug use and IPV (Gilbert

et al., 2016), and the other was for women who engaged in

sexual risk behaviors (Mittal et al., 2016).

Advocacy-focused interventions generally showed reduc-

tions in violence over time. However, when available, many

studies did not show statistical differences between interven-

tion and control groups. One 10-week individual-based,

advocacy-oriented randomized controlled trial (RCT) for post-

shelter women showed reduced rates of physical and psycho-

logical violence over various 2-year follow-up points except

for the 6-month follow-up, which showed a slight peek in

physical violence. There was a Time � Condition interaction

with the immediate postintervention and 2-year measure being

the only time points reaching statistical significance between

intervention and control groups. Further, ongoing contact/rela-

tionship with the perpetrator demonstrated higher rates of
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physical violence (C. M. Sullivan, 1991a, 2003; C. M. Sullivan

& Bybee, 1999; C. M. Sullivan & Davidson, 1991; C. M.

Sullivan et al., 1994, 2002). Another study based on this advo-

cacy intervention coupled with motivational interviewing for

women who presented to a pediatric emergency department did

not see statistical differences between groups (Stevens et al.,

2015).

Most of the other advocacy interventions measured revicti-

mization between 3 and 6 months, with the exception of two

studies. These two studies measured long-term reductions in

verbal abuse, threats, sexual violence, physical violence, inju-

ries, danger, and homicide risk at 1–3 years. One of these

studies was a home visitation intervention for families at high

risk of child maltreatment and involved psychoeducation

groups focused on violence and safety. The second study was

microfinance intervention that provided credit and savings ser-

vices along with education on gender norms and partner vio-

lence to poor, rural African women (M. H. Bair-Merritt et al.,

2010; J. C. Kim et al., 2007; McFarlane et al., 2006; Pronyk

et al., 2006). Pronyk et al. (2006) reported a 50% reduction at

the end of 1 year, and M. H. Bair-Merritt et al. (2010) reported

a 16% reduction in IPV; however, M. H. Bair-Merrit et al. also

reported a significant attrition rate, retaining 50% of the sample

at the 1-year follow-up and 25% of the sample at the 3-year

follow-up.

A couple of international advocacy-focused interventions

had varied impact on revictimization. Two interventions deliv-

ered to women in Hong Kong showed reductions in minor

forms of abuse and violence, with reductions in psychological

abuse (at 9 months follow-up; Tiwari et al., 2005, 2010) and

minor physical violence (6-week follow-up; Tiwari et al.,

2005). There was no impact on severe physical or sexual

violence.

Eleven clinically focused yet diverse interventions delivered

in group and individual formats reported reduced IPV over time

(Gilbert et al., 2006, 2016; Johnson et al., 2011; Kiely et al.,

2010; McNamara et al., 1997; Miller et al., 2014; Mittal

et al., 2017; Tutty et al., 1993; Weir et al., 2009; Zlotnick

et al., 2011). There was wide diversity in the clinical interven-

tions and some were more promising than others. Cognitive-

focused or CBT interventions demonstrated greater potential in

the reduction of revictimization compared to other clinical

interventions. In a high-risk sample of women who experienced

recent (within 90 days) IPV and illicit drug use, an empower-

ment- and cognitive-focused intervention saw a 50% reduction

in minor, physical, sexual, or injurious IPV at the 3-month

follow-up relative to 13% in the control conditions and serious

physical or sexual IPV saw a reduction of 50% compared to

20% and severe psychological abuse reductions of 32% com-

pared to 20% (Gilbert et al., 2006). Iverson et al. (2011) deliv-

ered a cognitive-processing therapy to women with PTSD and

reported a 40% reduction in reabuse over a 6-month follow-up

for women who received varying doses (five to eight sessions).

Kiely, El-Mohandes, El-Khorazaty, Blake, and Gantz (2010)

delivered a CBT intervention to pregnant African American

women and reported reduced rates of minor violence during

the second and third trimester of pregnancy and postpartum

time points.

IPT, a therapy focused on addressing interpersonal concerns

and motivational interviewing a behavioral intervention, did

not report consistent reductions in violence across 3–9 months

postintervention (Rhodes et al., 2015;Weir et al., 2009; Zlot-

nick et al., 2011) with vulnerable samples of women (pregnant

women and recently incarcerated women). There was one 10-

to 12-week community-based mutual aid support group that

reported significant reduction in physical and nonphysical IPV

posttreatment. However, only 67% of the sample (N ¼ 76)

completed the group and 53% completed the 6-month follow-

up (Tutty et al., 1993).

Physical health. Eight studies reported outcomes across a range

of physical health and obstetric outcomes. Four were

individual-based and three were group-based interventions

(R. Constantino et al., 2005; Cripe et al., 2010; El-Mohandes

et al., 2010; Joseph et al., 2009; Kiely et al., 2010; M. Sullivan

et al., 2004; Tiwari et al., 2005, 2010). Studies were mostly

clinical in orientation (n ¼ 5), with the remaining being advo-

cacy oriented (n ¼ 3). The SF12 or SF36 (Short Form Health

Survey), quality of health measures with multiple subscales

across a broad range of health functioning, was used in numer-

ous included studies (Cripe et al., 2010; Tiwari et al., 2005,

2010).

All clinically focused interventions demonstrated improve-

ments in overall health as indicated by homogeneous measures

on parenting stress index, reduced preterm births (less than 33

weeks gestation), and improved (higher) mean gestational age

and birth weight at delivery relative to the women in control

groups postintervention (El-Mohandes et al., 2010; Kiely et al.,

2010; M. Sullivan et al., 2004). All advocacy-focused interven-

tions were conducted in international settings. Two of the three

individual-based advocacy-focused interventions did not find

differences in overall quality of life between the intervention

and the control conditions (Cripe et al., 2010; Tiwari et al.,

2010). However, Tiwari et al. (2005) did find significant

improvements in physical functioning and role limitations

among pregnant women residing in Hong Kong.

Depression. Twenty-nine articles measured changes in depres-

sion symptoms. Ten were advocacy-focused interventions

(R. E. Constantino et al., 2015; Stevens et al., 2015; C. M.

Sullivan, 2003; C. M. Sullivan et al., 1992, 1999, 2002; Tan

et al., 1995; Tiwari et al., 2005, 2010), while the rest were

clinically focused (n ¼ 19). Ten of the 19 clinically focused

interventions were delivered individually (Franzblau et al.,

2008; Iverson et al., 2009; Johnson & Zlotnick, 2006; Johnson

et al., 2011; Kubany et al., 2003, 2004; Michalopoulou et al.,

2015; Reed & Enright, 2006; Saftlas et al., 2014; Zlotnick et al.,

2011), 7 were delivered in a group format (Cort et al., 2014;

Crespo & Arinero, 2010; Iverson et al., 2011; Kaslow et al.,

2010; S. Kim & Kim, 2001; Kokka et al., 2016; M. Sullivan

et al., 2004), and 2 were a group/individual intervention (Gil-

bert et al., 2006; Mittal et al., 2017).
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Advocacy-focused interventions showed short-term

improvements in depressive symptoms with the treatment

effects diminishing over time, yielding no clinical or statistical

differences between intervention and control groups. For

example, an online advocacy intervention focused on psychoe-

ducation, safety, and resources showed significant improve-

ments in depression (26.4–14.9) scores from pre- to

postmeasures. However, the reduction in the same intervention

delivered face-to-face had smaller yet still significant changes

in depressive symptoms (26.1–25.2; R. E. Constantino et al.,

2015). A longitudinal RCT of an advocacy-focused interven-

tion for women leaving a domestic violence (DV) shelter

reported that 42% of the participants experienced remediation

for all depressive symptoms at the 10-week postintervention

follow-up (C. M. Sullivan et al., 1992, 2002). These reductions

were maintained 4 months postintervention (C. M. Sullivan

et al., 2002) but not across the 24-month follow-up period

(C. M. Sullivan & Bybee, 1999). Stevens et al. (2015) utilized

this advocacy intervention and added motivational interview-

ing and reported no significant improvements in depression

scores in a sample of women recruited from a pediatric emer-

gency department over 6 months.

Clinical interventions showed reductions in depression or

depressive symptoms as well. Clinically focused interventions

based on cognitive frameworks demonstrated the most signif-

icant promise for reductions in depression. Five studies utilized

an individually based cognitive therapy or trauma-based cog-

nitive therapy model for women diagnosed with PTSD or with

subthreshold PTSD symptoms (Iverson et al., 2011; Johnson

et al., 2011; Johnson & Zlotnick, 2006; Kubany et al., 2003,

2004). Intervention doses in these studies ranged from 8 to 12

sessions, and each session was 1–1.5 hr in length. These five

studies showed a significant decrease in depressive symptoms

from pretreatment to 1-week, 3-month, and 6-month follow-

ups (moderate partial regression coefficient .02 to .9 Cohen’s d;

Iverson et al., 2011; Johnson & Zlotnick, 2006; Johnson et al.,

2011; Kubany et al., 2003, 2004) with large effect sizes

reported for trauma-based cognitive therapy (2.1–1.6; Kubany

et al., 2003, 2004). Group-based CBT and behavioral-based

(dialectical behavioral therapy [DBT]) therapies also showed

significant reductions in depression (effect size ranged from

0.5 to 2.53; Crespo & Arinero, 2010; Iverson et al., 2009) with

effects maintained at the 1-year follow-up (effect size increased

over time; Crespo & Arinero, 2010). A combined group and

individual intervention (three individual and five group ses-

sions) based on social–cognitive theory delivered for women

who report IPV and engage in sexual risk behavior reported

improvements in depression at the post and 3-month follow-up

(Mittal et al., 2017). A stress management intervention deliv-

ered in both individual (Michalopoulou et al., 2015) and group

formats (Kokka et al., 2016) in Greece showed improvements.

The group format reported significant reductions in depression

with an effect size of .8, and the individual format did not show

significant reductions and reported an effect size of .2.

Levels of IPV seemed to moderate treatment responses;

specifically, women experiencing lower levels of IPV reported

more improved depression compared to women experiencing

higher levels of IPV (Iverson et al., 2011). The other clinical

interventions were extremely diverse and reported mixed

results. Interventions showing promise with specific samples

of women included forgiveness therapy, an unlimited dose of

therapy, which was determined by the participant. When the

participants felt they had reached self-defined gains in forgive-

ness of their abusive partner, they terminated services. This

intervention was offered to emotionally abused women 2 years

post the relationship, and there was a large reduction (.93 effect

size) in depression posttherapy when compared to the compar-

ison condition (Reed & Enright, 2006). A culturally informed

psychoeducation group also showed a significant reduction in

depression at the postintervention measure when compared to

treatment as usual (Kaslow et al., 2010). There was a slight

increase in symptoms at the 6-month follow-up, but overall

reductions in depression were more rapid in the intervention

group. This intervention was specifically for abused African

American women who had experienced a suicide attempt in the

past year. Women in this study did not report reductions in

suicidal ideation; however, they reported less severe suicidal

thoughts with continued physical and nonphysical violence/

abuse (Kaslow et al., 2010).

Two group-based clinical interventions informed by empow-

erment and feminist frameworks showed mixed short-term

reductions (S. Kim & Kim, 2001; M. Sullivan et al., 2004). S.

Kim and Kim (2001) reported a 13-point reduction in depression

for the intervention group at postintervention compared to the

control group, but the differences between the two groups were

not sustained at the 3-month follow-up. C. M. Sullivan, Egan,

and Gooch (2004) reported no differences from the pre- to post-

treatment in depression measures. Motivational interviewing and

IPT generally did not show improvements in depression in the

intervention group relative to the control group. Saftlas et al.

(2014) delivered an individual motivational interviewing inter-

vention (four sessions, one 60-min face-to-face sessions and

three 10–15 min session via phone) and found reductions in

depression in women attending a rural family planning clinic.

However, when compared to the control group, the differences

did not reach statistical significance between baseline and 6-

month follow-up. After four 60-min individual sessions of IPT,

Zlotnick, Capezza, and Parker (2011) did not find changes in

depression at the 3-month follow-up among low-income, post-

partum women. However, moderate effect sizes (Cohen’s d ¼
.6) were reported across the pregnancy to postpartum time

points. A study using IPT reported statistically significant

improvements in depression scores after an 8-week group inter-

vention for women residing in an IPV shelter (Cort et al., 2014).

Trauma/PTSD. Fourteen of the included articles reported on

PTSD or trauma symptoms. All but one (Stevens et al., 2015)

were clinically focused, seven were individual-based interven-

tions (Iverson et al., 2011; Johnson & Zlotnick, 2006; Johnson

et al., 2011; Kubany et al., 2003, 2004; Reed & Enright, 2006;

Zlotnick et al., 2011), four were group-based (Cort et al., 2014;

Crespo & Arinero, 2010; Grip et al., 2011; Kaslow et al., 2010),
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and two were mixed individual and group intervention (Gilbert

et al., 2006; Mittal et al., 2017). Half of the interventions were

cognitive or cognitive and behavioral, with one CBT interven-

tion being CBT and exposure therapy (Crespo & Arinero,

2010) and the other seven studies varied widely, which pro-

vided IPT (Cort et al., 2014; Zlotnick et al., 2011), an

empowerment-focused psychoeducation group (Kaslow et al.,

2010), dyadic therapy to mothers and children (Grip et al.,

2011), forgiveness therapy (Reed & Enright, 2006), and an

advocacy-focused intervention paired with motivational inter-

viewing (Stevens et al., 2015).

Cognitive and CBT interventions showed the most promise

in reductions in PTSD symptoms with moderate to large effect

sizes across the studies. Improvements were generally main-

tained 3- to 6-month postintervention follow-up for individual

therapy. There was some variability on how overall PTSD

versus the various clusters of PTSD responded to interventions.

Avoidance and hypervigilance symptom clusters responded

better to the CBT plus exposure intervention, but more reduc-

tions in reexperiencing symptoms were observed in the

CBT-only group (Crespo & Arinero, 2010). Cognitive trauma

therapy had very successful remittance rates of overall PTSD.

Women who completed the treatment protocol reported higher

rates of remittance of numbing and avoidance symptoms in

particular (Kubany et al., 2003, 2004). Johnson, Zlotnick, and

Perez (2011) also did not find significant differences between

the intervention and the control group for overall PTSD reduc-

tion but found significant differences in emotional numbing

symptoms. The lack of results across different studies was

often attributed to inadequate doses of CBT therapy and con-

tinued contact with the perpetrator. It seems that treatment

effects might be moderated by IPV victimization. Women

who had better treatment responses had lower levels of IPV

when compared to women with less treatment responses at the

6-month follow-up (Iverson et al., 2011).

IPT also showed promise in reducing PTSD symptoms

when delivered in a group or individual format to pregnant

women in a health setting and women residing in an IPV shelter

(Cort et al., 2014; Zlotnick et al., 2011). Improvements showed

remediation of PTSD symptoms at 3 months (Cort et al., 2014).

While there were no significant differences between the inter-

vention and the control group, moderate effect sizes (Cohen’s

d¼ .59) were shown for measurement points during pregnancy

and large effect sizes (Cohen’s d ¼ .78) were shown at the

3-month postpartum (Zlotnick et al., 2011). It is important to

note studies that provided IPT had small sample sizes.

The other interventions showed mixed results. An

empowerment-based psychoeducation intervention and the

advocacy-focused intervention did not see differences in PTSD

between the treatment and the control group (Kaslow et al.,

2010; Stevens et al., 2015). The combined intervention targeted

at women with IPV and illicit drug use saw some reduction in

avoidance symptoms, but the difference did not reach statistical

significance (Gilbert et al., 2006). The other mixed individual

and group intervention for women engaging in sexual risk

behaviors did report statistically improved trauma symptoms

at the postmeasure but not the 3-month follow-up (Mittal et al.,

2017). The dyadic mother and child intervention and forgive-

ness therapy interventions also reported reductions in PTSD

symptoms that were maintained on average 8–12 months post-

interventions (Grip et al., 2011; Reed & Enright, 2006) in small

samples of diverse women.

Anxiety. Five manuscripts reported data on anxiety, and all but

one (R. E. Constantino et al., 2015) were clinically focused.

One study provided an individual-based forgiveness therapy

(Reed & Enright, 2006) and the other two studies provided

group-based interventions, one was CBT plus exposure ther-

apy, the other was an empowerment-focused advocacy inter-

vention (Crespo & Arinero, 2010; S. Kim & Kim, 2001), and

the last was a mixed individual and group intervention (Mittal

et al., 2017). All interventions were heterogeneous in delivery

format and sample participants. All found improvements in

anxiety from pre- to postmeasures (large effect sizes). Further,

the Crespo and Arinero (2010) study noted improvements in

anxiety symptoms across 12-month measures for both the CBT

and the CBT plus exposure intervention.

Psychological well-being. Twenty-nine manuscripts reported

results on a broad range of psychological well-being outcomes.

Seventeen were individual-based interventions (Bennett et al.,

2004; Franzblau et al., 2006; Howard et al., 2003; Johnson &

Zlotnick, 2006; Johnson et al., 2011; Kubany et al., 2003, 2004;

McNamara et al., 2007; Michalopoulou et al., 2015; Reed &

Enright, 2006; Saftlas et al., 2014; C. M. Sullivan, 2003; C. M.

Sullivan & Bybee, 1999; C. M. Sullivan et al., 1992, 1994,

2002; Tan et al., 1995), 10 were group-based interventions

(Cox & Stoltenberg, 1991; Crespo & Arinero, 2010; Enriquez

et al., 2010; Iverson et al., 2009; Kaslow et al., 2010; Kikka

et al., 2016; S. Kim & Kim, 2001; Mancoske et al., 1994;

M. Sullivan et al., 2004; Tutty et al., 1993), and 2 were mixed

(Gilbert et al., 2006; Mittal et al., 2017). Samples, intervention

modality, dose, and follow-up periods were extremely hetero-

geneous. Overall, improvements in self-esteem, self-efficacy,

empowerment (decision-making, control, and self-confidence),

self-blame, guilt, shame, hopelessness, life/perceived

stress, locus of control, social adjustment, and perceived quality

of life were seen across most studies from pre- to postinterven-

tion measurement points. Many studies reported sustained

improvements over time. These include an ecologically focused

and empowerment-based advocacy intervention, for postshelter

women demonstrated sustained improvements in self-esteem

and quality of life through multiple follow-up points up until

2 years when compared to the control group (Campbell et al.,

1995; C. M. Sullivan, 1991a, 2003; C. M. Sullivan & Davidson,

1991; C. M. Sullivan et al., 1994, 2002; Tan et al., 1995). A

CBT-informed individually delivered intervention also demon-

strated improvements in social adjustment and empowerment at

6 months largely with African American women residing in

urban shelters (Johnson et al., 2011). A motivational interview-

ing intervention, which improved self-efficacy at the 6-month

follow-up with women from rural family planning clinics
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(Saftlas et al., 2014), and a mixed individual and group inter-

vention focused on women who engage in sexual risk behaviors

maintained improvements in self-esteem at the 3-month follow-

up (Mittal et al., 2017). However, one crisis-driven, problem-

focused group intervention did not report differences in

self-esteem between the experimental and the control groups

among shelter-residing women in Korea (S. Kim & Kim, 2001).

Discussion

This review examined and synthesized research on the theore-

tical frameworks, perspectives, and practice models and reports

on the overall state of IPV interventions and their influence on

physical and mental health and revictimization. We report find-

ings for advocacy-focused and clinical interventions on a vari-

ety of health, mental health, and violence outcomes.

Individual-based interventions comprised the majority of

research addressing health, mental health outcomes, or revicti-

mization for women who have experienced IPV. Results indi-

cate both empowerment-based advocacy and cognitively

focused clinical interventions demonstrate positive outcomes

to women across various settings. The impact of interventions

varied by outcome; however, moderate effect sizes were noted

for depression and trauma/PTSD with larger effect sizes on

these outcomes with cognitive trauma therapy. While there was

limited reporting of effect sizes for advocacy-focused interven-

tions, moderate effects were noted.

Interventions in this review varied regarding purpose, goals,

delivery, frequency, and duration. However, most of clinical

interventions were short term and cognitively based ranging

from 4 to 12 sessions, with the majority designed to deliver

9–12 sessions. The advocacy-based interventions were largely

informed by empowerment theory and provided psychoeduca-

tion, social support, community referrals, financial counseling,

safety planning, and problem-solving support and were largely

from one longitudinal trial for postshelter women who were

followed for 2 years.

While the vast use of multiple theoretical perspectives and

practice models makes it difficult to make comparisons across

studies, key features emerged: (1) Clinical interventions show-

ing efficacy and effectiveness have elements of problem-sol-

ving/solution seeking, aspects to facilitate choice making, and

include techniques for the alteration of distorted self-thinking.

Interventions that included these elements demonstrated prom-

ise in facilitating improved physical and mental health and

quality of life for women who experience IPV; (2) Intensive

advocacy-focused interventions for women leaving shelter are

useful for improving safety and quality of life; (3) Cognitive

and CBT interventions in individual or group setting showed

reductions in depression, anxiety, and trauma symptoms/

PTSD. While there were only a few studies that considered

anxiety, exposure therapy in addition to CBT seems to have

an additive effect. Neither clinical nor advocacy-oriented inter-

ventions were able to sustain reductions in depression among

abused women. However, cognitive and CBT interventions in

individual and group setting showed short-term reductions in

depression, anxiety, and PTSD. Cognitive therapy demonstrated

the most promise in reducing PTSD symptoms; however, clin-

ical interventions targeting PTSD or trauma showed variations in

outcomes by symptom cluster. This suggests there may be

nuanced pathways of intervention effectiveness by PTSD symp-

tom cluster. Many studies included secondary outcomes that

were characterized into general psychological well-being mea-

sures. Improvements were seen across all studies, regardless of

intervention type, and the advocacy-focused intervention post-

shelter showed long-term moderate improvement, which were

maintained up to 2 years. Few studies considered outcomes

relative to health; however, the ones that did tended to focus

more on overall health and function with no specificity on health

conditions. Most of the studies considered obstetric/perinatal

health outcomes. Clinically focused interventions demonstrated

some health improvements but advocacy-focused interventions

delivered to international samples of women reported inconsis-

tent improvements in health outcomes.

This review extends the work of other reviews and reveals

changing trends in the literature. Previous reviews have found

that IPV interventions were largely group oriented, with a fem-

inist, social support, or cognitive-based framework (Abel, 2000).

They found that studies had small sample sizes and limited, if

any, comparison or control groups (Abel, 2000). A review of the

22 studies in which interventions delivered within primary care

settings found limited evidence to recommend effective inter-

ventions for women experiencing abuse/violence (Wathen &

MacMillan, 2003). However, a later review (M. H. Bair-

Merritt et al., 2014) involving 17 articles of primary care–based

IPV interventions reported that IPV interventions benefited

patients by leading to IPV/community referrals. Another review

with strict inclusion criteria found limited evidence of long-term

effectiveness of interventions for victims and reported minimal

effects on repeat abuse, but found promising results on combined

interventions focused on CBT and substance abuse treatment for

couples and trauma-focused interventions for the dyadic parent–

child relationships (Stover et al., 2009).

A Cochrane review of advocacy-focused interventions con-

cluded that intense advocacy with a dose of 12 or greater hours

of contact with a professional may reduce physical abuse for

women leaving shelter, improve mental health, and may

improve their quality of life at 1 year postintervention (Ramsay

et al., 2009; Ramsay, Richardson, Carter, Davidson, & Feder,

2002). Trauma-focused treatments designed for IPV survivors

are promising for reducing PTSD and depression symptoms if

they completed treatment, and strong support for CBT in reduc-

ing negative symptomatic effects of IPV was also found

(Eckhardt et al., 2013). Previous reviews often employed a

narrow focus, and as such fewer articles were included. The

current review of 57 published studies demonstrates that the

majority of interventions are short term, individually focused,

and very diverse in terms of theoretical orientations and models

of care. Results continue to be promising for advocacy, trauma-

focused cognitive, behavioral, and CBT models of care. How-

ever, the methodological limitations across the literature

continue to impede recommendations.

8 TRAUMA, VIOLENCE, & ABUSE XX(X)



Implications for Practice

While evidence for effective interventions remains in the early

stages across the field, there are important practice implications

gathered from this extensive review (Table 1). Evidence is

emerging suggesting cognitive and cognitive behavioral

models of care are promising in a clinical setting and reduce

clinical mental health outcomes specifically. Engaging in cog-

nitive restructuring techniques seem to be most helpful cur-

rently. Along with changing cognitions, literature from the

mental health field points to the importance of teaching people

Table 1. Critical Findings and Implications.

Critical Findings

Outcome Summary

Revictimization � Advocacy and clinical interventions showed reductions in reabuse over time, however, not consistently different
between intervention and control

� Time� Intervention interaction—reductions in physical and psychological abuse over 2 years, with peek at 6 month
� Questionable interaction of continued relationship with partner
� Clinically focused heterogeneous intervention saw reductions
� Common intervention features are CBT and empowerment

Health � Broad range of health outcomes reported across studies
� Clinically focused interventions delivered in either group or individual formats demonstrated improvements in

overall health
� Obstetric outcomes (preterm birth and birth weight) largely the focus
� Advocacy-focused interventions delivered in individual formats generally did not see differences in the quality of life

between intervention and control conditions, with the exception on differences in physical functioning of pregnant
women

Depression � Advocacy-focused interventions saw short-term reductions in depression, with diminished effects over time
� Cognitive-focused interventions saw reductions in depression short term and at 3–6 months post the intervention.

Trauma-focused cognitive intervention had large effect sizes. Level of IPV appears to moderate the outcome
� Cognitive behavioral and behavioral (DBT) group interventions saw positive reductions, which were maintained at

1 year
� Some promising reductions in depression with empowerment intervention, but no reduction in suicidal ideation (SI)
� Mixed results for interpersonal therapy
� No improvements for motivational interviewing

Trauma/PTSD � All interventions clinically focused and the majority of the interventions were cognitive or cognitive–behavioral
� Variations in symptom cluster response to intervention: (1) Cognitive trauma intervention had high remittance rate

of PTSD, particularly numbing and avoidance; (2) CBT þ exposure had positive influence on avoidance and
hypervigilance; (3) some CBT did not show positive response, except for numbing, likely inadequate doses
delivered in shelter setting

Anxiety � Heterogeneous interventions with mixed results
� CBT and CBT þ exposure and empowerment intervention showed positive reductions

Psychological
well-being

� Interventions, samples, and dose extremely heterogeneous. However, pre- and postimprovements noted for self-
esteem, self-efficacy, decision-making, self-blame, guilt shame, and hopelessness

Implications
Implications for
research

� Larger samples
� Develop research protocols to fully engage women
� Consider CBPR approach
� Multisite RCT
� Further test cognitive/CBT models
� Include trauma-informed treatment models
� Engagement into care and consideration of readiness to change as a mechanism to address treatment and research

adherence
Implications for
practice

� Cognitive and cognitive behavioral models promising in a clinical setting and reducing clinical mental health
outcomes

� Trauma-informed practices appears to enhance treatment effects, thus considering the environment you deliver care
� Advocacy-focused interventions promising for reductions in revictimization, thus consider using an empowerment

outreach focus in settings such at shelters, courts
Implications for
policy

� Efforts to increase translation of evidence to community settings
� More access to funding dollars for implementation research
� Improve care delivery systems for violence involved individuals

Note. PTSD ¼ post-traumatic stress disorder; CBT ¼ cognitive behavioral therapy; IPV ¼ intimate partner violence; CBPR ¼ community-based participatory
research; RCT ¼ randomized controlled trial.
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how to engage in positive behaviors. There is ample theoretical

and empirical evidence on the impact of behavioral activation

on mental health outcomes. The main components of beha-

vioral activation include helping people identify key life areas

(e.g., work, couple, and parenting) and important values in each

of those life areas. The next steps involve simplifying these

values into regular activities and providing structure and sup-

port as people make these changes to live a valued life.

Implementation of therapeutic interventions (e.g., CBT) in

crisis settings has been challenging, specifically women often

left shelter before receiving the full dose of treatment. How-

ever, advocacy services especially after an acute crisis or shel-

ter services were particularly useful. The use of resource

mobilization, social support, and problem-solving leads to

reductions in revictimization; thus, considering using mobile

empowerment-focused advocacy in settings such as shelters

and courts is recommended. The literature also suggests there

is a hierarchy of needs, specifically meeting basic life needs

(e.g., food, shelter) and safety are necessary before women are

able to focus solely on emotional well-being or improved men-

tal health outcomes through individual or group therapeutic

approaches. Additionally, when focused on mental health out-

comes, trauma-specific interventions such as cognitive-

processing therapy or cognitive trauma therapy are most

promising in the reduction of depression and PTSD symptoms;

thus, training in these would be beneficial for clinicians who

provide care to women who experience IPV. This review also

provides insight into the context and environment through

which IPV interventions are delivered. The evidence for

empowerment- and trauma-specific interventions suggests the

adaptation of a trauma-informed care approach to delivery of

IPV interventions. This involves creating a safe space that takes

into account potential for revictimization but also includes

identifying the impact trauma and the individual response to

trauma while helping rebuild a sense of control and empower-

ment (see Substance Abuse and Mental Health Services

Administration (SAMHSA); Hopper, Bassuk, & Olivet, 2009).

Implications for Research

The studies included in this review had numerous methodolo-

gical concerns. Sample sizes tended to be small; many studies

appeared to be largely pilot studies and were not replicated in

other settings. Attrition rates were high in both treatment com-

pletion and protocol completion. The lack of follow-up was

attributed to the complex circumstances of the sample popula-

tion, for example, leaving shelter/relocating. While samples

were diverse across intervention studies, there was a lack of

diversity within study samples, improving internal validity of

each study, but overall impacting the generalizability of out-

comes. Ongoing abuse appears to moderate treatment, specif-

ically if severity of abuse is high, treatment effects are reduced.

Depression and PTSD symptoms saw more robust reductions in

women who experienced less IPV at follow-up measures.

Future multiple site RCTs with larger samples would enhance

the level of knowledge and recommendations for intervention

delivery.

Conducting experimental research with women who expe-

rience IPV has numerous ethical and safety challenges (Feder

et al., 2011); however, adopting a community-based participa-

tory research (CBPR) approach to further develop research

protocols might address some of the methodological limita-

tions seen within the field. CBPR has been used within the

public health domain to investigate social and environmental

determinants of health and entails a collaborative approach

with equitable involvement of community members, organiza-

tional representatives, and researchers in all aspects of the

research process from project development, design, and

engagement to dissemination. Fully engaging with community

and organization leaders aids in research procedures. For exam-

ple, the lack of a positive response to cognitive therapy in one

study was attributed to inadequate doses of the intervention

received by women residing in a shelter setting. Due to the

transient nature of the setting, many women were unable to

complete the entire short-term intervention; thus, partnering

with community and organizational individuals would be an

important approach to better deliver interventions.

Also, research that further explores mechanisms of engage-

ment and change is necessary. It is important to note that the

translation of IPV interventions into community settings is

challenging, thus research to understand engagement is impor-

tant. The high attrition rates across various studies must be

explored and addressed. Along with other factors that might

influence attrition, interventions for this population need to

consider readiness of change and wanting/being able to engage

in care. Some literature has proposed a psychosocial readiness

to care model for the delivery of interventions (Cluss et al.,

2006). Ongoing abuse/violence appears to influence the suc-

cess of treatment on mental health outcomes; thus, considering

the person within the context of the environment may prove

useful in the delivery of IPV care.

This review sheds light on the broad base of interventions

for women who experience IPV. The settings and venues for

the delivery of interventions are broad, advocacy is focused on

the concrete and immediate emotional needs of IPV victims/

survivors, and clinical-focused interventions are generally

focused on treating and reducing negative symptoms of the

IPV. There were also numerous studies that focused on a wide

array of well-being outcomes, and interestingly, these studies

tended to see significant pre–post changes after the interven-

tion, and in a few trials, these improvements were maintained at

up to 2 years postintervention. This might be suggestive of the

need to focus on protective factors as an important pathway to

remediating the negative outcomes. Thus, incorporating a

person-centered and flexible resiliency model to improve upon

protective factors, enhance healing, and promote successful life

fulfillment, in addition to focusing on reduction of symptoms,

would enhance the IPV literature (Grych, Hamby, & Banyard,

2015). Further health services research on engagement and

connection into care would be useful to inform what
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interventions work for whom and under what conditions (M. H.

Bair-Merritt et al., 2014).

Conclusion

IPV is a complex phenomenon and a very specific type of

trauma that is repetitive, personal, and often fluctuates between

acute and chronic phases. The IPV intervention literature

demonstrates a vast heterogeneity in treatment modalities and

complexities in delivering care to victims/survivors. Overall,

there are few well-controlled randomized trials and numerous

methodological weaknesses of study designs which limit con-

clusions; however, there is promising evidence on a few inter-

vention strategies. Overall, the most compelling evidence is for

cognitive- and behavioral-based interventions on improved

mental health. Clinically focused interventions that delivered

CBT in relatively small doses demonstrate promise in the

reduction of revictimization over short-term follow-up (6

months). Advocacy-based interventions, mostly from one spe-

cific 2-year trial, are promising for long-term remittance of

reabuse. However, continued contact and relations to the per-

petrator appears to moderate the effect with significant impli-

cations on outcomes. Interventions designed to improve

psychological well-being outcomes such as self-efficacy,

self-esteem, self-blame, and guilt appear to demonstrate posi-

tive outcomes regardless of the intervention modality and

delivery in pre–post test scores; however, this evidence should

be interpreted as preliminary. What emerged from this review

is the heterogeneity of intervention types across a spectrum of

victimization typologies, treatment, and relationship stages,

specifically from crisis (shelter based) to postshelter to multiple

years past a violent/abusive relationship. Additionally, women

remaining in the abusive/violent relationship emerged as a

potential moderator, which should be considered in treatment

development and implementation. Although not every inter-

vention improved outcomes for every group, evidence indi-

cates that implementation of an array of different targeted

intervention approaches can effectively improve physical and

mental health, well-being, and revictimization outcomes

among women experiencing IPV.

Future IPV research should incorporate larger more hetero-

geneous samples, engage in research protocols that retain par-

ticipants in treatment and research participation by potentially

using a community-engaged approach, and multisite rando-

mized trials. Also, it appears the use of trauma-informed stra-

tegies further enhanced outcomes and appears to be something

further to build on in future research. Understanding what inter-

ventions work, for whom, and under what conditions (M. H.

Bair-Merritt et al., 2014) is needed to move the IPV field

forward.
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