vy _ . '
Fe University of N I H R School for Primary
A\ J BRISTOL Care Research
Centre for Academic

Primary Care

Testing the effectiveness of !
domestic violence interventions:

Why randomised controlled
trials are necessary but not R
sufficient PP vl

.....

3 ¥ 4
- ™ o 4
™, >
L | & A : \
LA
e e e e y \. \ A '
[/ vaa X
I I I - . 3
1y NN J{ e VR % 5
T4 o ARS ¥
A fl o
| (S \

www.bristol.ac.uk/capc
@capcbristol



How do we know that domestic
violence interventions do
more good thag harm?

« Ask the pe the intervention ?
* Trainers
e clergy/do
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IRIS trial

Cost-effectiveness of Identification and
Referral to Improve Safety (IRIS),

a domestic violence training and support
programme for primary care:

a modelling study based on

a randomised controlled trial
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Angela Devine,' Anne Spencer,? Sandra Eldridge,' Richard Norman,®
Gene Feder*

Ojectve: | anmcie suwmary |
Objective: The Identification and Referral to Improve

Safety (IRIS) cluster randomised controlied trial tested Article locus

the effectiv of a training and support intervention = The aim of this study was to assess the cost-

to improve the r & care to women effectiveness of the IRIS training and support

experiencing domestic violence (DV). The aim of this intervention for primary care clinicians from the
t-effectiveness of this UK societal and NHS perspectives.

Design: Markov model-based cost-effectiveness Key messages
= The intervention is likely to be cost saving from
eral practices in two urban areas in the a societal perspective with a high likelihood of
being under a £20 000 per quality-adjusted life-
Participants: Simulated female individuals from the year willingness to pay threshoid.

general UK population re registered at general Strengths and limitations of this study
practices, aged 16 years and older = We have minimised bias in estimating the effect
0rp/10.1136/ Intervention: General practices received staff training size of the IRIS programme by basing it on
en-201 J prompts to ask women about DV embedded in the a randomised controlled trial.
electronic medical record, a care pat ¢ including By using epidemiological and cost data external
referral to a specialist DV agency and continuing to the trial, we wers able to extrapolate from
contact from that agency. The trial compared the rate directly measured trial outcomes (DV disclosure
of referrals of women with specialist DV agencies from and referral rates) to quality of fife, health and
4 general practices that received the IRIS programme economic outcomes.
ith 24 general practices not receiving the The uncertainty of the transition probabilities
programme. The trial did not measure outcomes for based on assumptions was addressed by
women beyond the intermediate outcome of referral to probabilistic sensitivity analysis, contributing to
specialist agencies. The Markov model extrapolated the robustness of the model.
the trial results to estimate the long-term healthcare Important limitations of that data are the paucity
and societal costs and benefits using data from other of longitudinal studies measuring the trajectory
trials and epidemiological studies of abuse and uncertainty about the effect of DV
Results: The intervention would produce societal cost advocacy for women not living in a refuge or
savings per woman registered in the general practice shelter.
of UKES7 (95% CI £178 saved to a cost of £136) over
1 year, The incremental quality-adjusted life-yeas S
timated to be 0.0010 (95% CI ~0.0157 t0 0.0101)  ne effect of advocacy are needed for a more robust
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yman. Probabilistic itivity analysis found
f model replications under a willingness to pay " .
ion: Current Controlled Trials.
threshold of £20 000 per quality-adjusted life-year. ISRCTN74012786
U . T 5 Conclusions: The IRIS programme i /10 be cost-
nIversicy of v—— effective and possibly cost saving from a societal
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UK domestic violence trials
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Trials can be systematically reviewed
and pooled
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Advocacy interventions to reduce or eliminate violence and
promote the physical and psychosocial well-being of women who Psychological therapies for women who experience intimate
experience intimate partner abuse (Review) partner violence (Review)

Rivas C, Ramsay J, Sadowski L, Davidson LL, Dunne D, Eldridge S, Hegarty K, Taft A, Feder G Hameed M, 0'Doherty L, Gilchrist G, Tirado-Mufioz J, Taft A, Chondros P, Feder G, Tan M, Hegarty
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Some limitations of trials

 Randomisation may be problematic for folk
delivering the intervention and/or participants

e Conservative estimate of effect

* Generalisability limited by specific context of the
trial [and need for individual participant
recruitment]

* [Measured outcomes may not be the ones that
matter to participants]



Non-randomised bias- and
confounding-reducing designs
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Improving the healthcare response to ®

Check for
Updates

domestic violence and abuse in UK primary
care: interrupted time series evaluation

of a system-level training and support
programme

Alex Hardip Sohal''®, Gene Feder’, Kambiz Boomla', Anna Dowrick', Richard Hooper', Annie Howell,
Medina Johnson®, Natalia Lewis', Clare Robinson', Sandra Eldridge" and Chris Griffiths'

Abstract

Background: It is unknown whether interventions known to improve the healthcare response to domestic violence
and abuse (DVA)—a global health concern—are effective outside of a trial.

Methods: An observational interrupted time series study in general practice. All registered women aged 16 and
above were eligible for inclusion. In four implementation boroughs’ general practices, there was face-to-face,
practice-based, clinically relevant DVA training, a prompt in the electronic medical record, reminding clinicians to
consider DVA, a simple referral pathway to a named advocate, ensuring direct access for women to specialist
services, overseen by a national, health-focused DVA organisation, fostering best practice. The fifth comparator
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REVIEW ARTICLE

Women Exposed to Intimate Partner Violence

Expectations and Experiences When They Encounter Health Care Professionals:

A Meta-analysis of Qualitative Studies

Gene S. Feder, MD; Madeleine Hutson, MBBS; Jean Ramsay, PhD; Ann R. Taket, MSc

Background: The appropriate response of health care pro-
[essionals to intimate partner violence is still a matter of
debate. This article reports a meta-analysis of qualitative
studies that answers 2 questions: (1) How do women with
histories of intimate partner violence perceive the re-
sponses of health care professionals? and (2) How do
women with histories of intimate partner violence want their
health care providers to respond to disclosures of abuse?

Methods: Multiple databases were searched from their
start to July 1, 2004. Searches were complemented with
citation tracking and contact with researchers. Inclusion
criteria included a qualitative design, women 15 years or
older with experience of intimate partner violence, and En-
glish language. Two reviewers independently applied cri-
teria and extracted data. Findings from the primary stud-
ies were combined using a qualitative meta-analysis.

Results: Twenty-nine articles reporting 25 studies (847
participants) were included. The emerging constructs were

largely consistent across studies and did not vary by study
quality. We ordered constructs by the temporal structure
of consultations with health care professionals: before the
abuse is discussed, at disclosure, and the immediate and
further responses of the health care professional. Key con-
structs included a wish from women for responses from
health care professionals that were nonjudgmental, non
directive, and individually tailored, with an appreciation
of the complexity of partner violence. Repeated inquiry
about partner violence was seen as appropriate by women
who were at later stages of an abusive relationship.

Conclusion: Women's perceptions of appropriate and
inappropriate responses partly depended on the context
of the consultation, their own readiness to address the
issue, and the nature of the relationship between the
woman and the health care professional.

Arch Intern Med. 2006;166:22-37
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Trials in the global South
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