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 The effi  cacy of cognitive behavioural therapy and advocacy 
interventions for women who have experienced intimate partner 
violence: A systematic review and meta-analysis      

    Judit     Tirado-Mu ñ oz  1,3  ,       Gail     Gilchrist  2  ,       Mag í      Farr é   1,3  ,       Kelsey     Hegarty  4    &        Marta     Torrens  1,3    

  1 Addiction Research and Human Pharmacology Groups, Neurosciences Research Program, IMIM-Institut Hospital del Mar d ’ Investigacions 
M è diques, Institute of Neuropsychiatry and Addictions, Parc de Salut Mar de Barcelona, Barcelona, Spain,  2 National Addiction Centre, 
Institute of Psychiatry, Kings College, London, UK,  3 Universitat Aut ò noma de Barcelona, Barcelona, Spain, and   4  Department of General 
Practice, University of Melbourne, Victoria, Australia                             

   Introduction 
 Intimate partner violence (IPV) is a global public health problem. 
Th e World Health Organization ’ s recent multi-country study 
found that almost 30% of women had experienced physical 
(defi ned as the use of physical force against the woman by her 
partner including: pushing, shoving, confi nement, pinching, 
slapping, kicking, biting, strangling, etc.) and/or sexual violence 
(e.g. sexual coercion or forced to have/perform sexual activities) 

by their intimate partner (1). Psychological IPV was defi ned as 
the use of threats by the intimate partner to hurt the woman or 
the use of verbal or non-verbal acts including: threats to harm, 
constant criticism, humiliating or belittling, threats to harm 
themselves, threats of abandonment, jealousy, intimidation, etc. 
Evidence on the prevalence of experiencing psychological 
abuse from their intimate partner, from the WHO multi-country 
study, ranged from 20% to 75% across countries. Furthermore, 
the proportion of women reporting one or more controlling 
behaviours by their partner varied from 21% in Japan to almost 
90% in urban United Republic of Tanzania, making it diffi  cult to 
provide a useful context for this type of violence due to the great 
variation across cultures where such behaviour may be more 
acceptable (2). Th e potential consequences of being a victim of 
psychological IPV include mental health problems, substance 
use, and somatoform disorders (1). 

 IPV is one of the leading contributors to the burden of 
disease among women (3). IPV victimization impacts negatively 
on women ’ s physical, mental, sexual, reproductive health and 
quality of life (4 – 7). Depression, post-traumatic stress disor-
der, and substance abuse are associated with IPV victimization 
(8 – 10), with evidence suggesting IPV victimization is associated 
with the onset of developing these disorders (11). Victims of IPV 
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   Key messages    

 Advocacy and cognitive behavioural therapy  •
interventions reduced the occurrence of physical and 
psychological intimate partner violence for female 
victims.   
 Advocacy and cognitive behavioural therapy  •
interventions did not reduce the occurrence of sexual 
intimate partner violence for female victims.    

  Abstract 
  Objective.  To determine the effi  cacy of Advocacy and Cognitive 
Behavioural Therapy interventions (CBT) in reducing physical, 
psychological, sexual, or any intimate partner violence (IPV). 
  Methods.  A systematic review and meta-analysis were con-
ducted using randomized control trials (RCTs) published in 
MEDLINE, PsycINFO, Scopus, Cochrane, and Clinical trials. The 
occurrence of physical, psychological, sexual, and/or any IPV 
measured effi  cacy. 
  Results.  Twelve RCTs involving 2666 participants were included. 
Advocacy interventions resulted in signifi cant reductions in 
physical (standardized mean diff erence (SMD)  – 0.13; 95% con-
fi dence interval (CI)  – 0.25,  – 0.00) and psychological (SMD  – 0.19; 
95% CI  – 0.32,  – 0.05) but not in sexual (SMD  – 0.20; 95% CI  – 0.43, 
0.02) or any IPV (SMD  – 0.32; 95% CI  – 0.69, 0.04). CBT interven-
tions showed a signifi cant reduction in physical (SMD  – 0.79; 95% 
CI  – 1.26,  – 0.33) and psychological (SMD  – 0.80; 95% CI  – 1.25, 
 – 0.36) but not sexual (SMD  – 0.35; 95% CI  – 1.73, 1.03) or any IPV 
(SMD 0.09; 95% CI  – 0.05, 0.23). 
  Conclusions.  Both advocacy and CBT interventions reduced 
physical and psychological IPV but not sexual or any IPV. Limita-
tions include the low number of studies and the heterogeneity 
of interventions.   

 Key words:   Advocacy  ,   cognitive behavioural therapy  , 
  intimate partner violence  ,   meta-analysis  ,   systematic review  ,   women 
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have higher health and social care services utilization and costs 
than non-victims (12). Th e annual health care costs for women 
experiencing IPV have been reported to be 42% higher com-
pared to women without IPV and can persist as long as 15 years 
aft er the cessation of IPV (12,13). Th erefore, it is important to 
identify and address IPV victimization early to improve health 
outcomes for victims and reduce health care costs. 

 Previous systematic reviews of interventions to reduce 
frequency of IPV among female victims have been under-
taken (8,9,14 – 17). Only two systematic reviews included 
meta-analyses (15,17), and only three were based on random-
ized controlled trials (14,15,17). Th ese reviews have examined 
advocacy, batterer and couple interventions (8); individual and 
couples-based addiction and IPV treatments (9); treatment pro-
grammes for IPV perpetrators, victims, or child witnesses (14); 
advocacy interventions only (15); interventions to reduce IPV 
among pregnant women (16,17); and one included mixed inter-
ventions (advocacy and cognitive behavioural therapy (CBT)) 
(17). Although advocacy and CBT interventions are the most 
commonly used interventions, none of the previous reviews 
examined their effi  cacy by the type of IPV experienced, nor 
compared the effi  cacy of advocacy and CBT interventions. 
Advocacy interventions included support provided by advo-
cates and mentor mothers aiming to enhance female victim 
safety such as information, provision of legal support, housing 
and fi nancial advice, and telephone social support, developing 
safety planning and facilitating access to community resources, 
without any psychotherapeutic approach. CBT interventions 
included a wide range of individual and group interventions 
that used cognitive and behavioural components, motivational 
interviewing, and/or problem-solving techniques to provide 
emotional, communication, and assertiveness skills to manage 
IPV and other co-morbid mental health problems and its symp-
tomatology, delivered by health care providers. Th ese defi nitions 
incorporate the WHO intervention descriptions as well as those 
provided by the authors of the interventions from the trials 
included in the systematic review and meta-analysis. 

 Th e most recent published review on advocacy interventions 
was in 2009 (15), and the recent World Health Organization 
clinical guidelines based on systematic reviews did not look 
at these two interventions separately for an eff ect on IPV (18). 
Th erefore, there remains a need to 1) update the evidence; 2) 
review the effi  cacy of diff erent types of randomized control trial 
(RCT) interventions to reduce IPV victimization; and 3) deter-
mine the effi  cacy of these interventions (advocacy and CBT) in 
reducing diff erent types of IPV experienced (physical, psycho-
logical, sexual, and any IPV). A greater awareness of the most 
effi  cacious interventions for IPV would allow practitioners to 
select and deliver the best interventions, or make appropriate 
referrals when needed. 

 Th is review and meta-analysis focused on females experienc-
ing IPV as women are more likely to be victims of IPV, suff ering 
more severe IPV, and more likely to be murdered by their intimate 
partner in comparison to men (18). Moreover, evidence for psy-
choeducational batterer (19,20) and CBT interventions (21) for 
IPV victimization has produced inconclusive results and small 
eff ect sizes. Th erefore, detecting and responding to IPV victim-
ization may be more benefi cial than addressing IPV perpetration. 
Th is review seeks to present and compare the eff ectiveness of 
existing options to address IPV victimization. 

 Th e aim of the present systematic review and meta-analysis 
was to determine the effi  cacy of advocacy and CBT interventions 
independently in reducing physical, psychological, sexual, and 
any IPV among female victims in comparison to usual care.   

 Methods 
 Th e review was undertaken in accordance with the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) recommendations (22).  

 Search strategy 
 MEDLINE (1990 to 30 April 2013), PsycINFO (1990 to 30 
April 2013), Scopus (1989 to 2014), the Cochrane Collabora-
tion (1990 to 30 April 2013), and Clinical trials (1990 to 30 
April 2013) databases were searched using a combination of 
Medical Subject Headings (MeSH) in MEDLINE, topics and 
key words in PsycINFO and Scopus for IPV interventions and 
randomized control trials. Table I describes the search strat-
egy employed and the different terms searched based on the 
thesaurus for each database. In addition, a review of relevant 
RCTs and backward and forward searching of citations was 
conducted. Citations were included regardless of language and 
country of origin. Little was known about the effectiveness of 
interventions for IPV victims before 1990. Previous reviews 
suggest that all evidence regarding interventions to address 
IPV victimization was post 1990, therefore it was decided to 
include RCTs from 1990 onwards. 

 For the purpose of this review, those interventions that in-
cluded both advocacy and safety planning as their goal were 
grouped as  ‘ advocacy interventions ’  if the intervention did not 
include any psychotherapeutic approach that used cognitive 
and behavioural components. IPV victimization was an addi-
tional variable measured in some of the included studies where 
CBT techniques focused not only on addressing IPV. When 
interventions included both CBT and advocacy, the interven-
tions were grouped as  ‘ CBT ’ . For this review we defined  ‘ usual 
care ’  as that care typically provided at that setting or usual care 
with minimal additions such as an information card or leaflet 
listing the addresses and telephone numbers of local support 
agencies. 

 Authors were consulted for clarifi cation when it was not 
clear from the description of the intervention in the publica-
tion whether the intervention was based on CBT techniques, 
or when data provided in the paper were insuffi  cient to allow 
calculations to be undertaken. Where data were not available or 
not provided by authors, studies were not included in the meta-
analysis. Th erefore, only 12 manuscripts were included in the 
meta-analysis.   

 Eligibility criteria 
 Trials were eligible for inclusion if 1) they were randomized con-
trolled trials or cluster randomized trials, 2) the outcome was the 
frequency or occurrence of IPV, and 3) they compared advocacy 
or CBT interventions to usual care. Screening interventions only 
and interventions delivered at home for domestic violence (moth-
ers and children) were excluded.   

 Data extraction 
 Authors J.T.M. and G.G. independently assessed all articles 
against these eligibility criteria. Where there was disagreement, 
the decision whether to include or exclude each trial was reached 
through discussion with M.T. and K.H. Authors J.T.M. and G.G. 
independently extracted the following information using a stan-
dardized form: publication year, setting, per-group sample size 
(numbers recruited, numbers analysed), study and control inter-
ventions (brief descriptions including frequency and duration; 
outcomes assessed, length of follow-up and assessments used; 
and eff ects of the interventions) (Table II).   
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 Assessment of methodological quality 
 Two authors (J.T.M. and G.G.) independently assessed the meth-
odological quality of the trials included in the review using the 
Risk of Bias tool (23) for reporting randomized controlled trials. 
Diff erences in responses on the Risk of Bias tool were resolved 
through discussion with authors M.T. and M.F. and resolved by 
consensus without further analysis of Cohen ’ s kappa. Th e Risk of 
Bias tool produces a quality interpretation with ratings of  ‘ Yes ’  
(low risk of bias),  ‘ No ’  (high risk of bias), and  ‘ Unclear ’  (uncer-
tain risk of bias) for six key domains: 1) Sequence generation, 2) 
Allocation concealment, 3) Blinding of participants, personnel, 
and outcome assessors, 4) Incomplete outcome data, 5) Selective 
outcome reporting, and 6) Other sources of bias. Th e evaluation 
ranged from low-risk to high-risk methodology, with low risk 
equating to higher methodological quality. Only domain 1 was 
used as a criterion for inclusion in the current review; all other 
domains were considered to assess methodological quality of 
included studies. We included studies that were not described as 
single-blinded.   

 Main and subgroup analysis 
 RCTs where advocacy interventions were compared to control 
conditions were analysed separately from those where CBT were 
compared to control conditions. Th e occurrence of physical, 
psychological, sexual, and/or any IPV at follow-up was used to 
measure effi  cacy. When studies showed physical IPV disaggre-
gated by violent acts, the highest violent act frequency score for 
evaluating physical IPV outcome was used. For those studies 
that were not disaggregated by types of violence, the measure 
 ‘ any IPV ’  was used to measure effi  cacy. When the outcome was 
disaggregated to severe or minor violence, severe data were used 
(frequency score). Indicators for the four types of IPV (physi-
cal, psychological, sexual, any IPV) were provided by the authors 
directly from the manuscript, usually summing the single items 

for each type of violence (subscales). None of the trials included 
in the meta-analysis had more than one intervention group.   

 Statistical analysis 
 Th e principal summary measure was the standardized mean 
diff erence (SMD). For each RCT, the SMD and corresponding 
95% confi dence intervals (CIs) for the assessed outcome were 
retrieved or calculated. Data entry and statistical analysis were 
performed with the use of Review Manager soft ware, version 
5.0. (24). As the outcome data were presented in some studies as 
dichotomous data and in others as continuous data, odds ratios 
were recalculated as standardized mean diff erences (SMD), al-
lowing dichotomous and continuous data to be pooled together 
(25). Th e standard errors of the log odds ratios were converted to 
standard errors of a standardized mean diff erence by multiplying 
by the same constant ( √ 3/ π     �    0.5513). Th is allowed the standard 
error for the log odds ratio and hence a confi dence interval to 
be calculated (26). When data from more than one follow-up 
period were reported, data from the latest follow-up period were 
included in the meta-analysis, combining outcomes assessed at 
multiple time periods. As this could be considered one of the fac-
tors aff ecting the evaluation of effi  cacy, additional meta-analyses 
were conducted (Table IV) grouping by similar follow-up points 
(from  ‘ up to six months ’  to  ‘ over six months follow-up ’ ). Similarly, 
due to the clinical heterogeneity of the interventions included, 
extra analyses were conducted, where possible, to assess if the 
duration of the intervention (from  ‘ up to fi ve sessions ’  to  ‘ over fi ve 
sessions ’ ) increased the effi  cacy of the interventions.    

 Results 
 Th e search resulted in 1585 citations (Figure 1). A total of 1507 
abstracts were excluded at the screening stage as they did not 
include interventions to reduce IPV victimization among adult 

  Table I. Description of search terms.  
Database Time-frame of search Key words Limitations applied
MEDLINE 1990 to 30 April 2013 Key words for intervention: intervention studies, clinical trial, 

evaluation studies, behaviour therapy, cognitive therapy, 
behaviour control, counselling, substance abuse treatment 
centres, treatment outcome, therapy (subheading), disease 
management, health promotion, prevention and control 
(subheading), brief psychotherapy, advocacy intervention

  Key words for IPV: domestic violence, battered women, spouse 
abuse (MeSH terms), family violence, intimate partner 
violence

Human, women, 18 years or 
older, RCT

PsycINFO 1990 to 30 April 2013 Key words for intervention: behaviour modifi cation, behaviour 
therapy, clinical trials, cognitive behavioural therapy, 
cognitive therapy, group intervention, group psychotherapy, 
harm reduction, intervention, prevention, primary mental 
health prevention, treatment, advocacy interventions

  Key words for IPV: intimate partner violence, partner abuse

Human, women, 18 years or 
older, journal article

Scopus 1989 to 2014 Key words for intervention: intervention studies, evaluation 
studies, clinical trial, behaviour therapy, cognitive therapy, 
behaviour control, counselling, substance abuse treatment 
centres, treatment outcome, therapy, health promotion, brief 
intervention, advocacy interventions

  Key words for IPV: intimate partner violence, domestic 
violence, family violence, battered women, spouse abuse, 
partner abuse

Human, women, 18 years or 
older

Cochrane Library 1990 to 30 April 2013 Key words for intervention: interventions
  Key words for IPV: intimate partner violence and domestic 

violence
Clinical Trials 1990 to 30 April 2013 Key words for intervention: intervention studies, evaluation 

studies, cognitive behaviour therapy, prevention and control, 
advocacy intervention, brief psychotherapy

  Key words for IPV: intimate partner violence

Women, 18 years or older
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follow-up time-frames: 10 weeks (65) and six months (66) post 
intervention. Of the 19 RCTs included, eight were of advocacy 
(61,65,67 – 72), and 11 were of CBT interventions (64,73 – 82). Six 
advocacy (61,65,68,70 – 72) and six CBT studies (64,75,77 – 79,82) 
were included in the meta-analysis. 

 Th e characteristics of the manuscripts are described in 
Table II. Of the 19 RCTs, 14 were conducted in the USA (64,65,
67 – 69,71,73 – 80), two (61,70) in China, two in Australia (72,82), 
and one in Mongolia (81). Recruitment setting of the included 
studies is described in Table II. A total of 5400 women, mean age 
30.6 years old (range 20 – 48 years) were recruited; 31% of par-
ticipants were Afro-American, 16% were white non-Hispanic, 
15% were Hispanic, 10% were black, 6% were Chinese, 5% were 
Australian, 3% were Mongolian, and 12% were classifi ed as  ‘ other ’ , 
e.g. European American, Asian American, and other ethnicities 
not specifi ed. Only one RCT included female drug users in the 
sample (75), and women were recruited to six RCTs during preg-
nancy (64,69,70,72,78,79). A total of 896 participants received an 
advocacy intervention, and 2090 received a CBT intervention.  

females. Rather they included interventions that addressed IPV 
perpetration, sexual abuse in childhood, anger management, Post 
traumatic stress disorder (PTSD) and relapse prevention; inter-
ventions for couples; not CBT interventions; pharmacological 
trials; IPV screening studies and descriptive studies. Th e remain-
ing 78 abstracts were selected for assessment and read in full-text. 
Aft er removing 22 duplicate references, 33 of the remaining 56 
studies were excluded because IPV frequency or occurrence was 
not assessed or presented at follow-up ( n     �    23) (27 – 49), they 
were not RCTs ( n     �    7) (50 – 56), or they evaluated a home visiting 
(mothers and children) intervention ( n     �    3) (57 – 59). 

 Altogether 23 manuscripts were included from 19 RCTs. One 
advocacy manuscript reported additional outcomes (safety-pro-
moting behaviours and utilization of health services) (60) from 
the same female sample (61). Tiwari et   al. (61) was included in 
the meta-analysis. Th ree CBT manuscripts reported three dif-
ferent analyses from the same female sample (62 – 64), with Kiely 
et   al. (64) being the most focused on IPV; and two manuscripts 
reported outcomes from the same sample but using diff erent 

Records
identified from 

MEDLINE
(n = 658)

Full text manuscripts reviewed after duplicates removed 
(n = 56) 

23 manuscripts included in review 
(19 trials)*             

33 Excluded 

23 IPV not measured as outcome 
7 Not RCT 
3 Home visiting intervention 

12 Trials included in meta-analyses 

6 Advocacy 
interventions 

6 CBT 
interventions 

8  Advocacy 
interventions 

11 CBT 
interventions 

Numbers 

IG: 896 
CG: 725
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CG: 1689 

Numbers 
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IG:750 
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PsycINFO 
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Records
identified  
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Reviews 
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Unpublished 
data
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Manuscripts
selected for 
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Total records 
identified 
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Manuscripts
selected for 
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review      
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  Figure 1.     Flow chart for the selection of eligible studies. IPV    �    intimate partner violence; RCT    �    randomized control trial; IG    �    intervention group; 
CG: control group.  * Th ree trials reported four manuscripts.  
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 Quality and publication bias assessment 
 A summary of authors ’  judgements about each risk of bias item for 
each included study is described in Table III. Only six key domains 
were assessed as it was not feasible to blind participants or those 
delivering advocacy or CBT interventions. Six of the 19 trials sat-
isfi ed at least four of the six risk-of-bias criteria, the rest fulfi lled 
three or fewer (64,65,67,69,71 – 73,75,76,78,79 – 81). Four studies 
satisfi ed all of the criteria (61,70,74,82). Information regard-
ing allocation sequence generation and allocation concealment 
is described in Table III. No trials were double-blinded, but in 
eight trials the evaluators were blind to group allocation (61,70,73 –
 75,77,80,81). Th ree studies used survey or telephone interven-
tions to assess outcomes (64,78,82), and three trials reported that 
the outcome assessors were diff erent to the person providing the 
intervention (65,68,76). Four studies mentioned they were not 
single-blinded or did not give any explicit information about 
blinding (67,71,72,79). Eight RCTs (61,68,70 – 72,74,77,82) re-
ported data on drop-outs. An intention-to-treat analysis was used 
in 11 trials (64,70,72 – 74,76 – 78,80 – 82), although in some cases 
many fewer patients were analysed than were enrolled and ran-
domized. Th ere was no selective reporting bias by investigators, 
with all outcome measures described in the methods reported 
in the results. Th e sample of women in Kiely et   al. (64) reported 
more than one health risk factor (from IPV, depression, and pas-
sive and active smoking) at baseline and received more than one 
intervention to address their multiple needs. Th erefore, it is not 
clear how many women received more than one intervention, and 
as a result there may be an interactive eff ect from receiving more 
than one intervention. In one study the same research nurses 
provided the intervention and the care of the control group (71), 
and one study showed insuffi  cient statistical power — groups did 
not diff er statistically across the variables studied (75). One RCT 
(78) measured IPV in all women, not only those who reported 
experiencing it in the last three months at baseline. No other bi-
ases were detected. In all of the trials, participants ’  characteristics 
were similar between intervention and control groups at baseline. 
Only four trials found one signifi cant diff erence between groups 
at baseline (61,72,74,81). Th e three cluster randomized trials 
(72,78,82) were also assessed using the domains for assessing 
risk of bias in cluster-randomized trials. No recruitment biases 
were found. Baseline diff erences were reduced by using stratifi ed 
or pair-matched randomization of clusters in two RCTs (72,82). 
A low risk analysis was considered in two RCTs (72,82), and 
comparability with individually randomized trials was accepted 
by authors.   

 Qualitative analysis  

 Advocacy interventions 
 All advocacy interventions were delivered on an individual ba-
sis and compared with usual care. Substantial heterogeneity was 
found in the intensity of advocacy interventions included and 
populations varied in the meta-analysis, but all interventions 
were similar and based on the same approach. Two RCTs tested 
interventions of less than fi ve sessions (70,71), while fi ve trials 
tested interventions over fi ve sessions (61,65,67,68,72) with inter-
vention duration ranging from 10 weeks (65,67,68) to 12 months 
(72). Th ree separate trials, conducted among women in domestic 
violence shelters (65,67,68), compared the same intervention 
(10-week intensive one-to-one advocate service) to standard 
domestic violence shelter services (usual care), developing a 
safety plan and accessing community resources on leaving the 

  Table III. Risk of bias summary of advocacy and CBT interventions: 
review of authors’ judgements about each risk of bias item for each 
included study.  �  (Green): yes (low risk of bias),  ?  (Yellow): unclear,
 �  (Red): No (high risk of bias).  
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physical IPV using the Severity of Violence Against Women Scale 
(SVAWS) (85). Two trials (72,82) assessed IPV using the Com-
posite Abuse Scale (86). Data from fi ve trials of CBT interventions 
(73,74,76,80,81) could not be included in the meta-analysis due 
to the lack of available data for comparison (the means and/or 
standard deviations were not reported in the manuscript, and the 
authors were not able to supply these data). Th erefore, the meta-
analysis with physical IPV as the outcome included fi ve trials of 
518 randomized patients receiving advocacy (61,65,68,70,71) and 
two trials of 45 participants receiving CBT interventions (75,77). 
Some trials reported data of this outcome disaggregated by violent 
acts, the higher violent act score being used to report this type of 
violence (65,66). One study reported the outcome disaggregated 
into severe or minor IPV; data for severe IPV were used (75). 

 Psychological IPV was assessed in 14 RCTs (61,65,68 – 72,75 –
 77,79 – 82) using the Confl ict Tactics Scale (61,70,75,76,79 – 81), 
the Index of Psychological Abuse (65,68), the SVAWS (69,71), 
the Index of Spouse Abuse (77), and the Composite Abuse Scale 
(72,82). Six trials were included in the meta-analysis where the 
occurrence of psychological IPV was the outcome: four trials were 
conducted among 447 randomized participants receiving advo-
cacy (61,68,70,71) and two trials of CBT interventions among 
45 participants (75,77). Studies reported this type of violence as 
emotional violence, psychological, threats, or non-physical out-
come. 

 Sexual IPV was the least frequent outcome assessed, with 11 
trials (61,64,70,72,75,76,78 – 82) assessing it using the Confl ict 
Tactics Scale (61,64,70,75,76,79 – 81), the Composite Abuse Scale 
(72,82), and the Sexual Experiences Survey (78). Although tri-
als assessed this type of violence using subscales, not all of them 
reported the outcome in this manner. Th ree trials were included 
in the meta-analysis where the frequency or occurrence of sexual 
IPV was the outcome: two trials of advocacy among 151 par-
ticipants (61,70) and one trial of a CBT intervention among 16 
participants (75). 

 Any IPV was reported in some trials when IPV was not 
disaggregated by type of violence, combining physical and 
sexual (64,75,78), or presenting means and SD of the total score 
(72,79,82). Six trials were included in the meta-analysis where the 
occurrence of any IPV was the outcome (64,72,75,78,79,82) — one 
trial of advocacy among 90 participants (72), and fi ve trials of a 
CBT intervention among 721 participants (64,75,78,79,82).   

 Physical IPV results 
 Participants allocated to receive advocacy showed a signifi -
cant reduction in the occurrence of physical IPV compared to 
those allocated to usual care (SMD  – 0.13; 95% CI  – 0.25,  – 0.00) 
(Figure 2). Th ose receiving CBT interventions (only two RCTs 
were included, and the signifi cance should be considered with 
caution given the small eff ect size) showed a signifi cant reduc-
tion in physical IPV occurrence compared to those allocated 
to usual care (SMD  – 0.79; 95% CI  – 1.26,  – 0.33) (Figure 2). Analy-
sed together, both interventions showed a signifi cant reduction 
in physical IPV occurrence compared to those allocated to usual 
care (SMD  – 0.17; 95% CI  – 0.29,  – 0.05) (Figure 2). For advocacy, 
Sullivan and Bybee ’ s paper (68) was the major contributor to this 
outcome with 265 IPV victims. For CBT interventions, Gilbert 
et   al. (75) was the major contributor to this outcome, with 34 
IPV victims. 

 Two potential factors that could have contributed to the effi  -
cacy of the interventions were studied — the diff erent follow-up 
periods compared across trials and the heterogeneity of the in-
terventions. Additional factors that may have contributed to the 
effi  cacy of the interventions were who delivered the intervention 

shelter. Women were followed up for 10 weeks (65), 6 months 
(66), and 12, 18, and 24 months (68) aft er leaving the shelter. 
One trial (60,61) compared the same advocacy intervention to 
usual community services including child care, health care and 
promotion, and recreational programmes. Th ree trials (69,70,72) 
were conducted among pregnant women. Th ree trials compared 
an empowerment intervention to usual care (69 – 71). Finally, one 
RCT (72) compared a 12-month mentor mother advocacy inter-
vention to clinician ’ s care. Advocates did not deliver the interven-
tion in four trials (69 – 72).   

 CBT interventions 
 Eight CBT interventions were delivered on a one-to-one ba-
sis (62 – 64,76,78 – 80,82), and fi ve were group interventions 
(73 – 75,77,81). Four trials assessed interventions of up to fi ve 
CBT sessions (64,78,79,82), and seven interventions consisted of 
interventions with more than fi ve sessions (73 – 77,80,81). Th ree 
trials tested an intervention designed to reduce HIV/sexually 
transmitted disease (STD), also addressing IPV (73,76,81). One 
study tested the effi  cacy of an intervention aimed at enhancement 
of social support in a sample of pregnant women with recent IPV 
(79) as social support has been found to be protective against 
the negative eff ect of IPV and women ’ s mental health. A CBT for 
PTSD in women in domestic violence shelters (80) was tested. 
Th e only trial conducted among female drug users tested a drug 
relapse prevention and relationship safety intervention to promote 
relationship safety and reduce drug use (75). One trial assessed 
the effi  cacy of an intervention for psychological symptoms associ-
ated with IPV, such as suicidality (77). Two more trials among 
pregnant women (64) used a CBT intervention focusing on four 
risk factors (IPV, depression, and passive and active smoking), 
while one trial conducted among pregnant women (78) focused 
on reproductive coercion and IPV education. Rychtarik et   al. (74) 
tested a coping skills training for women to conceptualize their 
distress from problematic drinking-related situations, off ering 
problem-solving skills. Th e fi nal RCT assessed a brief counselling 
aft er an IPV screening to increase women ’ s quality of life, safety, 
mental health, and reduce IPV victimization (82). Interventions 
were delivered by female facilitators (73,81), social workers 
(64), family planning counsellors (78), psychologists, therapists 
(74,75,77,79,80), general practitioners (82), and county health 
department staff  (76).    

 Assessed outcomes and evidence synthesis 
 Th ere was variation in the length of time participants were fol-
lowed up post intervention or post partum across trials, ranging 
from immediately post intervention (67) to 24 months (68) for 
advocacy. For CBT interventions this ranged from end of inter-
vention (77,80) to 12 months post intervention (73,74,77,82). 
Various scales, subscales, and single questions were employed to 
measure IPV. 

 Physical IPV was the most frequent type of IPV assessed. 
All RCTs assessed this type of violence. A total of 13 trials 
(61,64,65,67,68,70,74 – 76,78 – 81) used various versions of the 
Confl ict Tactics Scale (83). Possible scores range from 0 to 6 for 
each of the Confl ict Tactics subscales (physical assault, injury, psy-
chological aggression, sexual coercion, negotiation), with higher 
scores indicating higher levels of IPV. One trial (73) assessed 
physical IPV at baseline asking if women had ever been hit by a 
man with whom they had had a sexual relationship, and when this 
occurred. At each follow-up interview, participants were asked 
whether they had been hit by a partner since the last interview. 
Kaslow et   al. (77) assessed physical and non-physical IPV using 
the Index of Spouse Abuse (84). McFarlane et   al. (69,71) assessed 
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showed a non-signifi cant reduction in physical IPV occurrence 
compared to those allocated to usual care, grouping by follow-up 
(Table IV). Th ose receiving CBT interventions showed a sig-
nifi cant reduction in physical IPV occurrence compared to those 
allocated to usual care, grouping by follow-up, although only one 
study was included where participants were followed up for over 
six months (Table IV). Comparing outcomes assessed at diff er-
ent follow-up periods did not impact on the effi  cacy of advocacy 
interventions; however, it may have impacted on CBT interven-
tions. Regarding intensity of the interventions compared, inter-
ventions were grouped into those with up to fi ve sessions and 
those with more than fi ve sessions. For advocacy interventions, 
the intensity of the interventions may have aff ected effi  cacy, 
but this cannot be confi rmed without the  q  statistic (Table IV). 
Advocacy interventions with more than fi ve sessions were more 
eff ective (Table IV). All CBT interventions included in the meta-
analysis for this type of violence had more than fi ve sessions 
(Table IV). Th e heterogeneity was 46% and considered moderate, 
therefore no further analysis of the heterogeneity was conducted. 
Despite the low number of trials included, funnel plots of the 
effi  cacy outcome IPV were produced (Figure 3). Physical IPV 
showed a tendency towards symmetry discharging reporting 

and the level of training or qualifi cation of that professional. 
However, the manuscripts confi rm that all CBT intervention 
facilitators were trained to provide the intervention and two CBT 
interventions were digitally recorded (75,77). For CBT interven-
tions, the wide diversity of professionals delivering the interven-
tions did not allow for the comparison of grouping by type of 
professional to determine whether the qualifi cations of those 
delivering the intervention could aff ect the evaluation of effi  cacy. 
Advocacy interventions were delivered by advocates with the 
exception of four studies (69 – 72); only three of them were in-
cluded in the meta-analysis (70 – 72), and as a result a comparison 
was not possible. Experience of IPV was the eligibility criteria 
for inclusion in all trials included in the meta-analysis, with one 
exception (78). Th e wide variety of settings (primary care, pre-
natal clinic, community centres, drug dependence centres, and 
shelters) for recruitment and delivery of the interventions and 
the small numbers of studies from each setting included in the 
meta-analysis did not allow the evaluation of effi  cacy to be con-
sidered by intervention setting. Future research should address 
the impact of intervention setting. A comparison was conducted 
of those interventions assessed of up to six months and over 
six months follow-up. Th ose receiving advocacy interventions 

  

  Figure 2.     Physical, psychological, sexual, and any IPV: effi  cacy of advocacy and CBT interventions versus usual care. Weights are from fi xed eff ects analysis. 
CI    �    confi dence interval; SMD    �    standard mean diff erences.  
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than fi ve sessions (Table IV). Th e heterogeneity of 53% reported 
could be considered moderate. No further analysis of the hetero-
geneity was conducted. A tendency towards asymmetric funnel 
plots was found but, given the low number of trials, it was not 
possible to confi rm this (Figure 3).   

 Sexual IPV results 
 Participants allocated to receive advocacy showed a non-
signifi cant reduction in sexual IPV occurrence, compared to 
those allocated to usual care (SMD  – 0.20; 95% CI  – 0.43, 0.02) 
(Figure 2). Th ose receiving CBT interventions (only one study) 
showed a non-signifi cant reduction in sexual IPV occurrence, 
compared to those allocated to usual care (SMD  – 0.35; 95% CI 
 – 1.73, 1.03) (Figure 2). One possible explanation for the non-
signifi cance of the outcomes for this type of violence could be 
the low number of trials included and the variability of the 
results (i.e. wide confi dence intervals). Comparisons of the 
length of follow-up and intensity of the interventions could not be 
estimated due to the lack of studies for grouping. Th e low number 
of trials did not allow conclusions about publication bias to be 
made (Figure 3).   

 Any IPV results 
 Only one advocacy trial reported data in this manner. Partici-
pants allocated to receive advocacy intervention showed a non-
signifi cant reduction in the occurrence of any IPV compared to 

biases. Larger trials, mostly advocacy interventions, are distrib-
uted at the top of the funnel plot.   

 Psychological IPV results 
 Participants allocated to receive advocacy intervention showed a 
signifi cant reduction in psychological IPV occurrence compared 
to those allocated to usual care (SMD  – 0.19; 95% CI  – 0.32,  – 0.05) 
(Figure 2). Th ose receiving CBT interventions (only two RCTs 
were included) showed a signifi cant reduction in psychological 
IPV occurrence compared to those allocated to usual care (SMD 
 – 0.80; 95% CI  – 1.25,  – 0.36) (Figure 2). Analysed together both 
types of interventions showed a signifi cant reduction in psycho-
logical IPV occurrence compared to those allocated to usual care 
(SMD  – 0.24; 95% CI  – 0.36,  – 0.11) (Figure 2). Tiwari et   al. (70) 
was the major contributor to this outcome with 106 IPV victims 
for advocacy, and Gilbert et   al. (75) was the major contributor to 
this outcome for CBT interventions with 34 IPV victims. 

 We also compared outcomes for these interventions at up to 
six months follow-up and over six months follow-up. Compar-
ing outcomes assessed at diff erent follow-up periods did not 
appear to impact on the effi  cacy of advocacy interventions, but 
it did impact on the effi  cacy of CBT interventions (Table IV). All 
advocacy interventions (up to fi ve and over fi ve sessions) showed 
a reduction in psychological IPV occurrence compared to those 
allocated to usual care (Table IV). All CBT interventions included 
in the meta-analysis for this type of violence consisted of more 

Figure 2. (Continued)
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  Table IV. Effi  cacy of advocacy and CBT interventions versus usual care grouping by follow-ups and intensity of 
interventions.  
Type of violence, 
follow-up, and no. 
of sessions

Advocacy interventions CBT interventions

SMD 95% CI Participants ( n ) SMD 95% CI Participants ( n )
Physical IPV Exp. Cont. Exp. Cont.
Follow-up, months

 �    6  – 0.11  – 0.26, 0.04 357 355  – 0.15  – 0.62, 0.31 46 43
 �    6  – 0.12  – 0.29, 0.04 296 288  – 0.78 a  – 1.32,  – 0.25 29 29
Total  – 0.08  – 0.17, 0.01 653 643  – 0.42  – 0.77,  – 0.07 75 72

No. of sessions
 �    5 0.00  – 0.19, 0.19 212 213 Not estimable b 
 �    5  – 0.23  – 0.39,  – 0.06 306 300  – 0.79  – 1.23,  – 0.33 45 47
Total  – 0.13  – 0.25,  – 0.00 518 513  – 0.79  – 1.23,  – 0.33

Psychological IPV
Follow-up, months

 �    6  – 0.07  – 0.24, 0.09 286 285  – 0.29  – 0.73, 0.16 46 43
 �    6  – 0.04  – 0.18, 0.10 396 388  – 0.74  a  – 1.27,  – 0.21 29 29
Total  – 0.06  – 0.16, 0.05 682 673  – 0.47  – 0.81,  – 0.13 72 72

No. of sessions
 �    5  – 0.46  a  – 0.85,  – 0.08 51 55 Not estimable  b 
 �    5  – 0.21  – 0.39,  – 0.03 235 230  – 0.80  – 1.25,  – 0.36 45 47
Total  – 0.26  – 0.42,  – 0.09 286 285  – 0.80  – 1.25,  – 0.36 45 47

Sexual IPV
Follow-up, months

 �    6 Not estimable  b Not estimable  b 
 �    6 Not estimable  b Not estimable  b 

No. of sessions
 �    5 Not estimable  b Not estimable  b 
 �    5 Not estimable  b Not estimable  b 

Any IPV
Follow-up, months

 �    6 Not estimable  b 0.08  – 0.08, 0.24 628 627
 �    6 Not estimable  b 0.13  a  – 0.19, 0.44 93 96
Total 0.09  – 0.05, 0.23

No. of sessions
 �    5 Not estimable  b 0.11  – 0.03, 0.25 705 705
 �    5 Not estimable  b 0.83  a  – 0.13, 1.80 16 18
Total 0.12  – 0.02, 0.26

     a Only one study included.  
   b Not estimated: lack of studies for grouping.  
  Exp.: Participants allocated to experimental group; Cont.: Participants allocated to control group.   

Physical Violence Psychological Violence Sexual violence

Any IPV 

  Figure 3.     Funnel plot: physical violence, psychological violence, sexual violence, any IPV.  
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but evidence is equivocal regarding psychological and sexual 
IPV. While screening  ‘ asymptomatic individuals ’  for IPV does 
not improve the health status of those screened, there remains a 
need for more evidence regarding the types of intervention that 
may be eff ective in specifi c settings (87). 

 Psychological IPV is frequently reported as part of violent 
intimate relationships, and it has been found to aff ect nega-
tively women ’ s health as signifi cantly as the other types of IPV 
(88). Our fi ndings show that CBT interventions were eff ective 
for physical and psychological IPV but were not found to be ef-
fective when the outcome was any IPV victimization. Th e CBT 
studies that assessed psychological IPV showed encouraging 
results in reducing this type of violence, but the small number 
of studies (only two) needs to be considered. CBT interventions 
aim to provide the necessary skills (e.g. cognitive restructur-
ing, motivational interviewing techniques, thought-stopping, 
coping skills, problem-solving, etc.) to protect IPV victims 
from further psychological IPV. Whilst women are in still in 
relationships where IPV is happening, counselling interven-
tions may increase women ’ s perceived support and comfort 
to discuss abuse with trusted others. Th is in turn may lead to 
positive changes in women ’ s readiness to take some action and 
their own self-effi  cacy, and these  ‘ internal ’  changes may collec-
tively lead to increases in safety behaviours and improvement 
in women ’ s mental health (89). Furthermore, CBT interven-
tions are recommended for women who are no longer expe-
riencing violence (18). It may be that these CBT skills assist 
women to re-evaluate their relationships and that this in turn 
changes the dynamic of psychological abuse. Furthermore, 
CBT interventions may also be eff ective for physical IPV when 
disaggregated by types of violence. CBT interventions varied 
between integrated approaches where at least two health topics 
were addressed (HIV/IPV prevention intervention; relation-
ship safety and relapse prevention; cigarette exposure, prenatal 
outcomes, and IPV; PTSD and IPV) and those that focused 
on IPV only. Th e use of mental health interventions with 
women experiencing IPV is supported by this meta-analysis 
and by research suggesting that PTSD symptoms among IPV 
victims are associated with an increased risk of re-abuse (90). 
Moreover, the recent WHO guidelines recommend CBT in-
terventions for women who are experiencing PTSD and have 
experienced IPV in the past (7). Th e fi ndings by Johnson et   al. 
(80) advocate that integrated interventions for PTSD and IPV 
may be a promising treatment for recent IPV victims living 
in shelters. Th e research question here implies CBT would be 
provided to reduce abuse primarily or its eff ect on mood or 
PTSD symptoms. Future research should answer this question 
assessing outcomes other than IPV occurrence, to understand 
whether the reduction in IPV victimization is the eff ect of 
recovery in other domains such as mental health symptoms 
and/or quality of life. However, the effi  cacy of advocacy inter-
ventions, which reduced both physical and psychological IPV, 
was also supported by our analyses. Our fi ndings suggest that 
a combination of both types of intervention should be consid-
ered to enhance outcomes for IPV victims. Th e World Health 
Organization ’ s recent clinical guidelines recommend aspects of 
advocacy and cognitive behaviour therapy. While IPV is not a 
medical disorder, it is a relevant topic for medical professionals 
who may assist women experiencing IPV victimization within 
their practice, primary care being a setting for early interven-
tion in IPV (2). Lifetime rates of IPV victimization in women 
attending general practice range from 21% to 53% (91); from 
1.0% to 20% (17) during pregnancy; and the prevalence of 
physical abuse among female drug users ranges from 25% to 

those allocated to usual care (SMD  – 0.32; 95% CI  – 0.69,  – 0.04) 
(Figure 2). Five CBT trials reported occurrence of IPV in this 
manner. Th ose receiving CBT interventions showed a non-
signifi cant reduction in any IPV occurrence compared to those 
allocated to usual care (SMD 0.09; 95% CI  – 0.05, 0.23) (Figure 2). 
Analysed together, both interventions showed a non-signifi cant 
reduction in any IPV occurrence compared to those allocated to 
usual care (SMD 0.03; 95% CI  – 0.10, 0.17) (Figure 2). For CBT 
interventions, Gilbert et   al. (75) was the major contributor to this 
outcome, with 34 IPV victims. 

 It was not possible to compare outcomes for advocacy trials 
by length of follow-up due to the lack of included studies for 
this outcome. Th ose receiving CBT interventions showed a non-
signifi cant reduction in any IPV occurrence compared to those 
allocated to usual care at up to six months follow-up. Outcomes for 
over six months follow-up could not be assessed due to the lack of 
studies for grouping (Table IV). Comparing outcomes assessed by 
duration of follow-up does not appear to aff ect the effi  cacy of CBT 
interventions (Table IV). No advocacy trials could be assessed for 
the intensity of the intervention. All CBT interventions contained 
up to fi ve sessions, with one exception (75), and it seems there was 
no diff erence found when interventions with up to fi ve sessions 
were grouped (Table IV). An increased heterogeneity was found 
(67%) for this outcome. Any IPV showed a tendency towards 
symmetry discarding reporting biases (Figure 3). Despite this, the 
small numbers of trials included did not allow fi rm conclusions to 
be drawn regarding whether publication biases existed.    

 Discussion  

 Summary of key evidence 
 Th is is the fi rst meta-analysis to consider the effi  cacy of advocacy 
and CBT interventions independently in reducing the occurrence 
of IPV, and it is the fi rst to discriminate the type of intervention 
indicated for each type of IPV experienced (physical, psychologi-
cal, sexual, and any IPV). Nineteen RCTs were identifi ed; howev-
er, only six RCTs of advocacy and six RCTs of CBT interventions 
were included in the meta-analysis. Th e current evidence suggests 
that both advocacy and CBT interventions may be signifi cantly 
more effi  cacious in reducing physical and psychological IPV than 
usual care. Th e small eff ect size and the heterogeneity of interven-
tions do not allow us to draw fi rm conclusions. Sexual IPV was 
not reduced by either advocacy or CBT interventions in the few 
studies included in our review for this outcome. 

 Th ese fi ndings serve to update previous systematic reviews 
(15) and try to report an evidence base on the eff ectiveness of 
CBT interventions that was previously unknown, enhancing our 
understanding of what works to reduce specifi c types of IPV 
victimization. A diff erent number of studies were included in 
our review compared to a previous review on advocacy inter-
ventions (15). Th is is due to the fact that we excluded interven-
tions focused on mothers and children. Due to the low number 
of studies included in the meta-analysis, the results should be 
interpreted with caution. Th erefore, while the current evidence 
is insuffi  cient to draw conclusions about the eff ectiveness of CBT 
interventions in reducing or eliminating IPV, some recommen-
dations and implications for future research can be made. One 
previous meta-analysis conducted in 2009 evaluated the eff ec-
tiveness of advocacy interventions (15). Our fi ndings are consis-
tent with that meta-analysis (15), which also found that advocacy 
was eff ective for women who actively sought help. Th e current 
meta-analysis adds to these fi ndings by confi rming that intensive 
advocacy interventions were eff ective in reducing physical IPV, 
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IPV, and whether both (advocacy and CBT) interventions are 
eff ective in reducing sexual IPV. A three-arm RCT comparing 
advocacy and CBT interventions with usual care to reduce IPV 
should be considered to compare directly the effi  cacy of these 
two interventions. No trial reported any adverse eff ects as a 
result of participating in their trials. No trial has considered the 
cost-eff ectiveness of addressing IPV among victims. Th is should 
be included in future trials. 

 Th is systematic review and meta-analysis found some sup-
port for the eff ectiveness of advocacy and CBT interventions in 
reducing physical and psychological IPV. However, the hetero-
geneous trials and the small eff ect sizes reported suggest these 
results should be interpreted with caution. Future intervention 
trials should include a combination of both types of interven-
tion (advocacy and CBT) to improve outcome for IPV victims 
over the longer term. For clinicians, it is reassuring to know 
that the use of CBT interventions have small but encouraging 
positive eff ects on IPV, especially for psychological IPV due to 
the psychological nature of CBT interventions, and should be 
combined with advocacy and empowerment of women to keep 
women safe from IPV.                 
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57% (75). Th e fi ndings from this systematic review and meta-
analysis could help them be more aware of available interven-
tions and the effi  cacy of interventions and, therefore, make 
appropriate referrals. An increased understanding is crucial to 
assist professionals to provide appropriate assistance in terms 
of screening, assessment, off ering support, and referral to in-
terventions for women suff ering IPV. Many of the interventions 
included in this review were conducted in health care settings 
including: primary care (82), specialized medical settings such 
as drug treatment centres (75), prenatal care sites (64,70), and 
community centres (61). 

 In clinical practice, these are easily combined in a women-
centred approach (82), where the clinician provides over a 
series of consultations a mixture of information-giving, safety 
promotion and planning, motivational interviewing and non-
directive problem-solving, and facilitating access to resources and 
support. 

 Our study has some limitations. Th e heterogeneity of the 
interventions studied and their duration, the diff erences in the 
sample sizes, length of follow-up, and the use of various scales to 
assess IPV limited the pooling of data. We tried to discriminate 
by conducting comparisons with similar follow-up time-frames 
and similar numbers of sessions in terms of intensity, but these 
appeared not to impact signifi cantly on the results. However, the 
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signifi cantly reduced physical and psychological IPV, suggesting 
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However, the low number of CBT trials with interventions of 
more than fi ve sessions included in the meta-analysis did not 
allow this to be tested. 

 Th ese limitations resulted in a limited number of six studies 
included in the meta-analyses, and the inability to determine the 
effi  cacy of some interventions for some types of violence. Th is 
in turn may account for the lack of positive results for all trials 
included. In addition, only one outcome was considered, the fre-
quency or occurrence of IPV, whereas the primary outcome for 
many trials was quality of life or mental health as it was hypoth-
esized that brief CBT interventions may take longer to aff ect IPV 
(82). Th erefore, we found a reasonable degree of clinical dissimi-
larity across trials. Study populations were also heterogeneous: 
from recruiting from shelters once the victim had already left  
the abusive relationship (65,67,68,80) to recruiting IPV victims 
identifi ed using screening tools (61,64,69 – 71,82). Furthermore, 
it should be taken into account that, with the exception of Mon-
golia, the remaining 18 RCTs included in our systematic review 
were conducted in developed countries such as USA, Australia, 
and Hong Kong; and one study included African-American 
women. Th e results from this meta-analysis could assist profes-
sionals in referring IPV victims to the most appropriate inter-
vention modality. 

 Th ere are several recommendations for future research. 
Firstly, due to the low number of RCTs, future reviews may con-
sider including other study designs, such as quasi-experimental 
studies which employed controlled trials without randomiza-
tion, to increase the statistical power. For sexual IPV, we were 
unable to conclude whether advocacy and CBT interventions 
were eff ective due to insuffi  cient evidence as there were too few 
studies included in the meta-analysis. Further RCTs are needed 
to examine eff ectiveness of CBT interventions in reducing 
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