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Screening and counselling in the primary care setting for
women who have experienced intimate partner violence
(WEAVE): a cluster randomised controlled trial

Kelsey Hegarty, Lorna O’Doherty, Angela Taft, Patty Chondros, Stephanie Brown, Jodie Valpied, Jill Astbury, Ann Taket, Lisa Gold, Gene Feder,
Jane Gunn

Summary

Background Evidence for a benefit of interventions to help women who screen positive for intimate partner violence
(IPV) in health-care settings is limited. We assessed whether brief counselling from family doctors trained to respond
to women identified through IPV screening would increase women’s quality of life, safety planning and behaviour,
and mental health.

Methods In this cluster randomised controlled trial, we enrolled family doctors from clinics in Victoria, Australia, and
their female patients (aged 16-50 years) who screened positive for fear of a partner in past 12 months in a health and
lifestyle survey. The study intervention consisted of the following: training of doctors, notification to doctors of women
screening positive for fear of a partner, and invitation to women for one-to-six sessions of counselling for relationship
and emotional issues. We used a computer-generated randomisation sequence to allocate doctors to control (standard
care) or intervention, stratified by location of each doctor’s practice (urban vs rural), with random permuted block sizes
of two and four within each stratum. Data were collected by postal survey at baseline and at 6 months and 12 months
post-invitation (2008-11). Researchers were masked to treatment allocation, but women and doctors enrolled into the
trial were not. Primary outcomes were quality of life (WHO Quality of Life-BREF), safety planning and behaviour,
mental health (SF-12) at 12 months. Secondary outcomes included depression and anxiety (Hospital Anxiety and
Depression Scale; cut-off =8); women'’s report of an inquiry from their doctor about the safety of them and their
children; and comfort to discuss fear with their doctor (five-point Likert scale). Analyses were by intention to treat,
accounting for missing data, and estimates reported were adjusted for doctor location and outcome scores at baseline.
This trial is registered with the Australian New Zealand Clinical Trial Registry, number ACTRN12608000032358.

Findings We randomly allocated 52 doctors (and 272 women who were eligible for inclusion and returned their
baseline survey) to either intervention (25 doctors, 137 women) or control (27 doctors, 135 women). 96 (70%) of
137 women in the intervention group (seeing 23 doctors) and 100 (74%) of 135 women in the control group (seeing
26 doctors) completed 12 month follow-up. We detected no difference in quality of life, safety planning and behaviour,
or mental health SF-12 at 12 months. For secondary outcomes, we detected no between-group difference in anxiety at
12 months or comfort to discuss fear at 6 months, but depressiveness caseness at 12 months was improved in the
intervention group compared with the control group (odds ratio 0-3, 0-1-0-7; p=0-005), as was doctor enquiry at
6 months about women’s safety (5-1, 1-9-14-0; p=0-002) and children’s safety (5-5, 1-6-19-0; p=0-008). We recorded
no adverse events.

Interpretation Our findings can inform further research on brief counselling for women disclosing intimate partner
violence in primary care settings, but do not lend support to the use of postal screening in the identification of those
patients. However, we suggest that family doctors should be trained to ask about the safety of women and children,
and to provide supportive counselling for women experiencing abuse, because our findings suggest that, although we
detected no improvement in quality of life, counselling can reduce depressive symptoms.

Funding Australian National Health and Medical Research Council.

Introduction

WHO endorses primary care as a setting for early inter-
vention in intimate partner violence (IPV), which is a
major public health issue.! Family doctors are often the
first professional group that women speak with about such
problems,” but restricted evidence exists to guide doctors’
responses to women who screen positive for IPV.>* Despite
policy recommendations for health-care screening,’ evi-
dence suggests that such screening without offering
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structured intervention to those identified has little effect.”®
A systematic review® identified five trials in which an
intervention was offered after screening in health-care
settings. The one primary care screening trial included in
this review showed no effect of a nurse-led management
protocol compared with the use of a wallet-sized referral
card on reducing IPV.° Thus, evidence informing response
in primary care is based on very few trials, with little focus
on clinically important outcomes for women.**
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In this trial, we addressed this evidence gap by assessing
the effect of a brief counselling intervention offered by
family doctors to women identified through IPV screening
in Australia. Counselling interventions should not be
expected to decrease violence in women'’s lives in the short-
term,” which suggests that measuring abuse as a primary
outcome in trials or referral to IPV-related services might
be problematic. We hypothesised that the intervention will
increase women’s perceived support and comfort to
discuss abuse and thus lead to positive changes in women’s
self-efficacy and to improvements in women’s safety
planning and behaviours, mental health, and quality of
life. In this Article, we report the main findings of this trial
at 6-months and 12-months follow-up.

Methods
Study design and participants
Our protocol is described elsewhere.® Briefly, we did a
cluster randomised controlled trial enrolling family
doctors and their female patients who screened positive
for IPV; the trial conforms to the CONSORT guidelines.’
Doctors were recruited between Jan 31, 2008, and Jan 18,
2010; doctors and their female patients were randomised
between Sept 22, 2008, and June 18, 2010. 6 month data
collection occurred from Aug 26, 2009, to June 24, 2011,
and 12 month data collection from March 18, 2010, to
Nov 24, 2011. Family doctors were the unit of random-
isation, to minimise contamination that could otherwise
occur if trained doctors were seeing both intervention
and control patients. Outcomes were measured at the
individual level; those considered to be clinically
meaningful and selected as our primary measures were
quality of life, safety planning and behaviour, and
mental health.>

We sent doctors (one per practice) from urban (710
[71%] of 1004 doctors) and rural (294 [29%] of 1004 doctors)
Victoria, as listed by the Australian Medical Publishing
Company, written invitation to participate in the trial.
Doctors were eligible for inclusion if they worked three or
more sessions per week, used electronic records, and if
70% or more of their patients spoke English. For every
doctor recruited, women (aged 16-50 years) who had
visited the doctor in past 12 months were mailed a brief
survey from the practice (done by researchers).® The
survey assessed the frequency of eight health and lifestyle
issues, including how often in the past 12 months they
were afraid of their partner or ex-partner (five-point Likert
scale: “none of the time”, “a little”, “some”, “most”, “all of
the time”)." This item has been shown to have good
sensitivity and specificity for the identification of women
who have experienced physical, emotional, or sexual
abuse.” We did not send a health and lifestyle survey to
women for whom we had no address or if their doctor
anticipated difficulties in responding because of cognitive
impairment or poor English-language skills. Women who
screened positive for fear of their partner and provided
contact details were eligible for the trial and were invited

to participate by telephone by researchers. Further
exclusions were undertaken at this point: if patients had
misinterpreted the fear item, had experienced fear but
not in the past 12 months, had insufficient English-
language skills, or were no longer seeing the trial doctor
(figure). Eligible women who agreed to participate were
mailed an information leaflet, resources card, and
baseline survey to a nominated safe address. We excluded
otherwise eligible doctors if no women were enrolled
from the practice. We randomly allocated doctors (and
their patients) once all baseline data were collected.

The study intervention” consisted of the following:
training of doctors, notification to doctors of women
screening positive for fear of a partner, and invitation to
women for brief counselling for relationship and
emotional issues (appendix). The counselling intervention
was based on the Psychosocial Readiness Model,* which
acknowledges that abused women might not be ready or
able to take advantage of referrals offered by providers.®
There is an opportunity for health practitioners to facilitate
a woman’s shift towards changing her IPV situation.*
When designing the intervention, we consulted the
following sources: systematic reviews of health-care-based
interventions,” meta-analysis of qualitative studies,” and
international IPV primary care guidelines.”

Doctors in the intervention group received the Healthy
Relationships Training programme, designed to train
them to respond to women and deliver a brief counselling
intervention (appendix). Training consisted of a 6-h
distance learning package and two 1-h interactive practice
visits delivered by an academic clinician using simulated
patient role plays.” Training emphasised the importance
of patient-centred care and promoted active listening,
motivational interviewing, and problem-solving tech-
niques for validating women’s experiences and feelings,
assessing readiness for change, and supporting deci-
sions.” Women attending the practices of doctors in the
intervention group who were fearful of a partner were
sent a letter from the doctor to invite them to attend
between one and six counselling sessions (depending on
women’s needs) over a 6 month period at no cost to the
patient. Doctors in both groups (intervention and control)
received a basic IPV education pack and Continuing
Professional Development points. All women received a
list of resources (with the surveys) and women in the
control group received usual care if they presented to
their doctor with concerns during the trial period.

Data were collected via postal survey 6 months and
12 months after sending the initial counselling invi-
tation. Primary outcome measures were: WHO Quality
of Life-BREF (four dimensions);” mental health score
SF-12;* patients’ response to whether or not they had
ever made a safety plan (appendix); and responses to a
Safety-Promoting Behaviour Checklist” Secondary
outcomes included depression and anxiety (Hospital
Anxiety and Depression Scale; cut-off =8); women’s
report of an inquiry from their doctor about the safety of
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20100 women (attending 55 doctors) sent health and lifestyle survey

v

14137 did not return survey
221 surveys returned undelivered

v

| 5742 women returned survey and were assessed for trial eligibility |

v

731 women (attending 55 doctors) screened positive (fearful of partner) |

v

N

| 5011 women excluded (negative screen)

254 women excluded (no contact information)

2 doctors excluded (no eligible patients identified) |

11

477 women (attending 53 doctors) provided contact information |

N

91 women excluded (ineligible)

1doctor excluded (no eligible patients identified) |

11

386 women (attending 52 doctors) eligible for trial entry

114 women excluded:

v

2 doctors excluded (patients did not respond)
2 lost to follow-up

29 did not return 6 month survey

1 doctor excluded (patients did not respond)

26 did not return 12 month survey

39refused
> 19 could not be contacted
1missed screening cutoff date
55did not return baseline survey
v
| 52 doctors (272 women) randomised |
25 doctors (137 women) allocated to intervention (mean cluster size 27 doctors (135 women) allocated to control (mean cluster
5-5; range 1-16) size 5; range 1-14)
2 doctors excluded (patients did not respond)
43 women excluded 36 women excluded:
2 lost to follow-up < >
14 withdrew* 5 withdrew
27 did not return 6 month survey
v v
137 women in primary ITT analysis at 6 months* 135 women in primary ITT analysis at 6 months*
23 doctors (94 women) in complete case analysis 25 doctors (99 women) in complete case analysis
(mean size 4-1; range 1-13)t (mean size 4-0; range 1-10) 1
2 doctors excluded (patients did not respond)
25 women excluded 28 women excluded
3 withdrew < > 2 withdrew
22 did not return 12 month survey
v v

137 women in primary ITT analysis at 12 months*
23 doctors (96 women) in complete case analysis
(mean size 4-2; range 1-14) 1

135 women in primary ITT analysis at 12 months*
26 doctors (100 women) in complete case analysis
(mean size 3-8; range 1-10)t
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Figure: Trial profile
[TT=intention to treat.
*Primary analysis imputed
missing cases. tAnalysis
includes women who returned
surveys only.
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them and their children; and comfort to discuss fear
with their doctor (five-point Likert scale). We have not
yet analysed the open-ended questions (at 6 months and
12 months) about readiness for change. Other variables
included IPV (Composite Abuse Scale; cut-off =7)”
harm (items from Consequences of Screening Tool),” a
harm or benefit visual analogue scale (VAS), perceived
doctor support VAS, and health and community service
use (appendix).

Intervention Comparison Total Australian
average

Family doctors
Number 25 27 52 25707
Urban* 18 (72%) 19 (70%) 37 (71%) 89%
Women 14 (56%) 18 (67%) 32 (62%) 39%
Age inyears 493(84)  46:9(77) 481(81) 493
Works in group practice 23 (92%) 27 (100%) 50 (96%) 88%
Hours per week in clinical practice 36:6(116)  30-0(12-1) 336 (121) 383
Graduated in Australia 19 (83%) 18 (78%) 37 (80%) 74%
GPAQ communication scoret 81-4(193)  81.7(19-0) 81:6 (19-1) 84.0%
Time in years since graduation 24-6 (8-:6) 22-3(8-3) 23-5(8-4)
Years as a family doctor 184 (8-5) 16-8 (7-3) 17-6 (7:9)
Mental health skills training

Level 1 (2 h) 7 (28%) 6 (22%) 13 (25%)

Level 2 (=6 h) 5(20%) 4 (15%) 9 (17%)
Total training about intimate partner violence§

0-2h 12 (48%) 12 (44%) 24 (46%)

3-5h 8 (32%) 6 (22%) 14 (27%)

6-10h 2(8%) 5 (19%) 7 (14%)
Women§
Number 137 135 272
Mean age in years 379(8-8)  391(73) 38:5(81)
Marital status

Married 33(25%) 50 (37%) 83 (31%)

Separated or divorced 51 (38%) 48 (36%) 99 (37%)

Never married 50 (37%) 36 (27%) 86 (31%)
Lives with a partner 66 (48%) 78 (58%) 144 (53%)
Children (younger than 18 years) at home 73 (53%) 86 (64%) 159 (59%)
Year 12 schooling not completed 51(38%) 63 (47%) 114 (42%)
Unemployed 32 (27%) 41 (33%) 73 (30%)
Pension as main income source 29 (22%) 32 (25%) 61 (23%)
English not first language 8 (6%) 7 (5%) 15 (6%)
Fearful most or all the time 21 (15%) 17 (13%) 38 (14%)
Positive for abuse on CAS (total score 27) 101 (75%) 93 (71%) 194 (73%)
Severe combined abuse on CAS 42 (31%) 46 (35%) 88 (33%)
Physical and emotional abuseq on CAS 40 (30%) 30 (23%) 70 (26%)
Emotional abuseq[ only on CAS 37 (27%) 34 (26%) 71(27%)
Physical abuse only on CAS 2 (2%) 3(2%) 5(2%)

Data are n, n (%), or mean (SD). Data for Australian averages are mean or percent. CAS=Composite Abuse Scale.
GPAQ=General Practice Assessment Questionnaire. *Rural, Remote, and Metropolitan Areas classification 1-2.

+As rated by trial participants before randomisation—scores are expressed as a percentage of the maximum possible
score (100) for communication, with higher scores indicating greater satisfaction. $Data from reference 33.
SDenominators vary due to missing data. lEmotional abuse, harassment, or both.

Table 1: Baseline characteristics of family doctors and women
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Ethics approval was granted by The University of
Melbourne’s Human Research Ethics Committee. Safety
of women was a foremost concern (appendix): women
were contacted at times nominated by them, using safe
addresses and phone numbers to minimise the likelihood
of their partners becoming aware of the intervention. All
women received resource cards, and a distress protocol
was followed for women and researchers. The data
monitoring committee monitored the trial’s integrity and
assessed women’s wellbeing through annual meetings in
which they reviewed outcome and harm data.

Randomisation and masking

A statistician who was otherwise not involved in the
study follow-up generated a random allocation sequence
in Stata,* stratified by location of each doctor’s practice
(urban vs rural), with random permuted block sizes of
two and four within each stratum (appendix). Doctors
were assigned unique identifier codes so that the
statistician was masked to group allocation. The
statistician randomly allocated doctors to a study group,
with the trial coordinator (LOD) notifying doctors to their
allocation. The allocation sequence was fully protected
until doctors and women had consented, provided
baseline data, and enrolled. Because of the nature of the
intervention, neither doctors nor patients could be
masked to intervention, but study investigators and
researchers following-up patients and entering and
analysing data were masked to allocation.

Statistical analysis

Our calculated sample size was 136 women from
34 practices (four women per practitioner; appendix).
This calculation was based on a two-sample ¢ test,
allowing for a design effect of 1-08 due to clustering
(intra-cluster correlation of 0-02) and variable cluster
size. We increased the number of doctors to 40
(160 women) to allow for loss of clusters. As estimated
in the protocol® this was sufficient for at least 80%
power (a 5%, two-sided test), to detect clinically
important differences on the primary outcomes. We
hypothesised a difference between the two arms at
12 months of 0-5 SDs on the WHO Quality of Life-
BREF (SD=20), mental health SF-12 (SD=11) and safety
behaviours (SD=2-5), and a 30% difference in
proportion with safety plans (40% vs 10%). We used
descriptive statistics to summarise doctors’ and
women’s characteristics and outcomes at baseline,
6 months, and 12 months by study group. We report
intracluster correlations for key baseline variables
estimated by one-way analysis of variance. Doctors were
the main sampling unit, and doctors and women were
analysed in the groups to which they were originally
assigned. All continuous outcomes followed a broadly
normal distribution, except for the number of safety
behaviours (0-15; appendix) which had a strong right-
skewed distribution, and were therefore dichotomised
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(0-5 and 6-15). For continuous outcomes, we used a
linear mixed effects model in which study group was
fitted as a fixed effect, and data for doctors and women
were treated as random effects to account for the
correlation of responses of women attending the same
practice and correlation of repeated outcome measures
(at 6 months and 12 months) for women, respectively.
We used marginal logistic regression with generalised
estimating equations with information sandwich esti-
mates of SEs, adjusting for correlated responses at the
doctor-level for binary outcomes. Multivariable regres-
sion analysis adjusted for stratification (urban vs rural)

and the baseline outcome.” We used multiple impu-
tation to account for missing data (appendix). We did
analyses of complete cases and multiply imputed data
in Stata (version 12).* Analyses reported were pre-
specified,® apart from the multiple imputation.

Role of the funding source

The sponsor of the study had no role in study design,
data collection, data analysis, data interpretation, or
writing of the report. The corresponding author had full
access to all the data in the study and had final
responsibility for the decision to submit for publication.

Study group Unadjusted Adjustedt Adjustedt with missing
imputation
Intervention Comparison Estimated pvalue Estimated pvalue Estimated effect p value
effect sizet effect sizef sizet (95% Cl)
(95% C1) (95% Cl)
N Mean (SD) N Mean (SD)
orn (%) orn (%)
WHO Quality of Life-BREF
Physical
Baseline 136 59:-5(207) 135  583(175)
6 months 94  642(224) 99 602(180) 51(-0-5t0107) 0-08 52(13t09:0) 0008 49 (11t08-6)  0-01
12 months 96  635(222) 100  622(188) 19(36t075) 050 21(-17t059) 028 27(-1-4t06:8) 020
Psychological
Baseline 136 50-0(18-4) 135  484(181)
6 months 94 543(199) 99  521(176) 32(-2:0t083) 023 2:4(-11t06-0) 018 25(-12t06:2) 019
12 months 96  554(204) 100  53-0(173) 22(-29to7-4) 039 22(-13t057) 023 23(-15t06:1) 023
Social
Baseline 137 477(235) 135 47:0(24:6)
6 months 94  545(249) 99  502(234) 46(-2:0t0o113) 017 46 (-111t0103) 012 4-8(-1:0t010-7) 011
12 months 96  549(239) 100  52:4(23-8) 2:0(-46t086) 056 22(35t07-8) 046 21(-43t085) 052
Environmental
Baseline 136  59-4(154) 135 580 (158)
6 months 94 625(164) 99  61.9(16:0) 03(-49to54) 093 12(28to51) 057 10(26t047) 057
12 months 96  641(17:0) 100  635(155) 0-5(-47t057) 085 1.9(-2:0t058) 035 1.9 (-17t055) 029
SF-12
Mental Health Status
Baseline 130 36:6(119) 129  359(11.9)
6 months 93  386(121) 92  374(116) 13(22to47) 046 09(-23t041) 060 0-8(-23t039) 0-61
12 months 94  410(13-0) 94 384(122) 2:6(-09t06:0) 015 23(-0-8t055) 015 2:4(-10t057) 017
Other
More than five safety behaviours§
Baseline 136 31(23%) 131 38 (29%)
6 months 92 6(7%) 97 10(10%)  06(02t018) 037 0-8(03t02:3) 063 0-9(03t03:0)  0-89
12 months 95 45 (47%) 96  50(52%)  0-8(0-5tol5) 052 0-8(0-5t015) 049 10(05t021) 092
Ever had a safety plan
Baseline 137 34(25%) 133 32 (24%)
6 months 93 34(37%) 98 31(32%) 12(0-7t022) 057 11(06t02:2) 071 10(0-4t025) 091
12 months 95 43 (45%) 97  27(28%)  20(11to35) 003 24(12t049) 001 17(0-8t040) 020
Some denominators vary because of missing data. Estimated intra-cluster correlation for all the baseline outcomes were truncated to zero. *Primary outcomes were
measured at 12 months. tAdjusted for outcome measures at baseline and practice location. ¥Mean difference for WHO quality of life-Bref and SF-12 and odds ratios for other.
SProportion of women who reported implementing more than five safety behaviours in the past 6 months, on the Safety Promoting Behaviour Checklist.
Table 2: Primary outcomes*

www.thelancet.com Vol 382 July 20,2013

253



Articles

Results
We randomly allocated 52 doctors (and 272 women) to
either intervention or control (figure).* Compared with the
average for Australian family doctors,”* doctors in this
trial were more likely to be women and from rural practices
(table 1).** Baseline characteristics of doctors and women
were much the same between the intervention and control
groups (table 1), as were the response rates to the 6-month
and 12-month follow-up surveys (figure). Scores for both
primary and secondary outcomes were also much the
same between women in the two groups (tables 1 and 2).
Baseline characteristics of women retained and those lost
to follow-up at 12 months were similar between study
groups (appendix). Of the 137 women invited for coun-
selling, 67 women (49%) attended 160 appointments
(median of one visit, range one to six). 29 women (21%)
had not attended an appointment at 6 months despite
three reminder calls. 41 women refused to attend—nine of
these women felt they did not need counselling, nine were
busy or not interested, eight had moved locality, seven had
counselling elsewhere, five were dissatisfied with their
study doctor, and three were unprepared to discuss the
reasons for their refusal.

We detected no between-group difference in quality of
life, safety plans or behaviours, or mental health SF-12 at

12 months (table 2). Most estimated intervention effects
for the complete case and multiple imputation analyses
were much the same, except for ever having a safety plan,
suggesting that multiple imputation corrects for an
upward bias in the odds ratio estimated using complete
cases only. In terms of the secondary outcomes (table 3),
fewer women in the intervention arm had depressive
symptoms at 12 months; more women reported an
inquiry from their doctor about safety of women and
safety of children at 6 months. We recorded no between-
group difference in anxiety symptoms or comfort to
discuss fear of partner with the doctor (table 3).

The number of women who had a Composite Abuse
Scale of 7 or more decreased in both groups from baseline
(101 [75%] of 135 women in the intervention group and
93 [71%)] of 132 women in the control group) to month 12
(44 [47%)] of 93 women in the intervention group and
40 [42%)] of 96 women in the control group). Table 4 shows
the assessment of harms and benefits related to women’s
participation in the trial. Most women agreed that they
were glad they participated, and for half of them the
quality of their life was somewhat better or better. Several
women described negative and positive partner behav-
iours when their partner became aware they were in the
trial, but we detected no between-group difference. More

Study group Unadjusted Adjustedt Adjustedt with missing
imputation
Intervention Comparison ICC 0Odds ratio pvalue Odds ratio pvalue Odds ratio p value
(95% C1) (95% C1) (95% C1)
n n (%)* n n (%)*
HADS depression score =85 0§
Baseline 136 62 (46%) 134 69 (52%)
6 months 94  34(36%) 98 45 (46%) 0-6(03-11) 009 0-6 (0-3-1-1) 0-08 0-4 (0-1-1-0) 0-05
12 months 96  39(41%) 99  57(58%) 05(03-09)  0.01 0-4 (0-2-0-8) 0006  03(0-1-07) 0-005
HADS anxiety score =8% 0-014
Baseline 136 98 (72%) 134 94 (70%)
6 months 94 61(65%) 98  68(69%) 07(0:4-13) 029 0-6 (03-1-2) 014 0-5(0-2-13) 014
12 months 96 61(64%) 99 66 (67%) 09(0-5-16) 067 0-8 (0-4-1-6) 0-55 0-4(0-2-1-2) 011
Enquiry from doctor about woman’s safetyq 0-02
Baseline 136 17(13%) 133 19 (14%)
6 months 93  30(32%) 96  12(13%) 33(1:5-6:9) 0002 35 (17-7-5) 0001  51(1-.9-14:0)  0-002
12 months 94  19(20%) 99  11(11%) 21(0-9-47) 009 2:1(0-9-4-7) 0-08 2:7(0-9-7-5) 0-07
Enquiry from doctor about child’s safetyl| 0-05
Baseline 73 6 (8%) 84 15 (18%)
6 months 43 16(37%) 61  11(18%) 2:8(11-6:9) 003 6:0(17-20-5)  0-005  55(1-6-19-0)  0-008
12 months 51 11(22%) 69 6 (9%) 22(08-62) 014 3-8(11-133) 004 44(1:0-207)  0-06
Comfort to discuss fear** 0-03
Baseline 136 82(60%) 133 85 (64%)
12 months 96  60(63%) 98  65(66%) 0-8(0:4-1-6) 059 0-9 (0-5-1-8) 0-79 0-9 (0-5-1-7) 075

HADS=hospital anxiety and depression scale. ICC=intra-cluster correlation for baseline outcome. *Some denominators vary because of missing data. tAdjusted for outcome measures at baseline and practice
location. $HADS score =8—outcome timepoint was 12 months. §ICC was truncated at zero. /As reported by woman (denominator includes all women who returned the survey, even if they had not visited the
trial doctor in the past 6 months; outcome timepoint was 6 months). ||As reported by woman (denominator includes women with children younger than 18 years, who returned the survey, even if they had not
visited the trial doctor in the past 6 months (outcome timepoint was 6 months). **Measured only at baseline and 12 months.

Table 3: Secondary outcomes
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Intervention n (%) Comparison n (%)
6 months (n=94) 12 months (n=96) 6 months (n=99) 12 months (n=100)
lam glad to be a participant in the WEAVE project
Strongly agree 47 (51%) 4 (57%) 37 (38%) 47 (48%)
Agree 30 (33%) 30 (32%) 45 (46%) 37 (37%)
Neither agree nor disagree 12 (13%) 10 (11%) 16 (16%) 13 (13%)
Disagree 1(1%) 1(1%) 0(0%) 1(1%)
Strongly disagree 2 (2%) 0 (0%) 0(0%) 1(1%)
I felt judged negatively by practice staff (eg, nurses, receptionists) for being a participant in this trial
Strongly agree 0 (0%) 0 (0%) 1(1%) 1(1%)
Agree 2 (2%) 0 (0%) 1(1%) 1(1%)
Neither agree nor disagree 25 (28%) 23 (25%) 35(36%) 26 (27%)
Disagree 20 (22%) 29 (31%) 20 (21%) 18 (19%)
Strongly disagree 44 (48%) 2 (45%) 40 (41%) 50 (52%)
As aresult of participating in the trial, | see the quality of my own life as...
Better 21(23%) 26 (27%) 15 (16%) 22 (23%)
Somewhat better 33 (36%) 31(33%) 27 (28%) 25 (26%)
About the same as before 37 (40%) 34 (36%) 50 (53%) 47 (50%)
Somewhat worse 1(1%) 4(4%) 3(3%) 1(1%)
Worse 0(0%) 0 (0%) 0(0%) 0 (0%)
Abusive partner’s awareness*
Aware she talked to the trial doctor about relationship issues at 6 monthst  16/57 (28%) 23/95 (24%) 5/49 (10%) 12/96 (13%)
orwas involved in a project about relationship issues at 12 months
Consequences of abusive partner’s awarenesst
Positive partner behaviours per woman/number of women§ 0-5/16 0-7/23 0-8/5 0-3/12
Negative partner behaviours per woman/number of womend[ 1.6/16 0-3/23 3-0/5 0-2/12
Data are n (%) or n/N (%) unless otherwise stated. Some denominators vary because of missing data. *Items adapted from consequences of screening tool (appendix).
‘tDenominator includes only women who had visited the trial doctor in the past 6 months. £Rate of positive and negative partner behavioural consequences per woman; only
women who reported partner awareness of trial doctor discussion or trial involvement were asked to complete this item. SFor example, improved his behaviour towards her,
tried to do something about partner violence. IFor example, got angry, made her more afraid for herself or her children, restricted her freedom.
Table 4: Women's assessment of participating in the trial

detailed analysis of the specific effect of surveys (appen-
dix), shows that even at baseline 40% of women felt the
survey had “made them more open to dealing with
possible relationship problems” in both groups. Further-
more, 4586 (80%) of 5742 women who returned the
screening survey and 229 (84%) of 272 women enrolled
into the trial stated that it was acceptable or very acceptable
to be asked about fear of their partner in a survey. We
detected no between-group difference in terms of
the harm-benefit VAS (intervention mean score=79-5
[SD 17-4]; comparison mean 74-6 [19-2]; adjusted
difference 5-0 (85% CI —0-2 to 10-2), p=0-06). Perceived
support from doctors at 6 months was higher in the
intervention group than it was in the control group
(intervention mean VAS 50-3 [SD 38.5]; comparison
mean 35-4 [34-9]; adjusted difference 16-0 (3-4 to 28-7),
p=0-01). We detected no difference in the proportion of
women using the trial doctor or other counselling or IPV
services between groups (appendix).

Discussion

In our trial, brief counselling from family doctors trained
to respond to women identified through IPV screening
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did not improve women’s quality of life, safety planning
and behaviour, or global mental health, but it did de-
crease symptoms of depression compared with women
who were not invited for counselling. Trained doctors
more often inquired about safety of women and children
in the intervention group compared to those in the
control group. We detected no differences between the
intervention and control groups in women’s anxiety
symptoms or comfort to discuss fear.

By contrast with a primary care case-finding trial,
our intervention did not focus only on referral (panel).
Instead, doctors were trained to respond to women’s needs
in view of the fact that many women are not ready to use
counselling or IPV services at the point of identification.”
Despite women having a range of IPV severities with poor
mental health and quality of life at enrolment,” use of IPV-
related services was low and much the same between
groups at baseline and 6 month and 12 month follow-up,
and not all women accepted the counselling invitation.
Women in our trial who chose not to go to the intervention
counselling sessions were not ready or perceived no need
for them, were already seeing counsellors, or the trial
doctor was not their usual doctor. In line with our findings,
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in an antenatal care trial of counselling from social workers
for women receiving antenatal care,” a quarter of women
attended no sessions and half of women received less than
the full quota offered.

Strengths of our trial included the randomisation of

doctors to minimise the risk of contamination, and the
recruitment of doctors and women before allocation to
study group to minimise selection bias. We accurately
estimated loss of participants to follow-up in this trial
(30%),* which was similar to or lower than in other trials
done in the past decade.*”**' Women lost to follow-up were
not more likely to report IPV or depression at baseline, and
those who actively withdrew gave similar reasons across
study groups. No doctor withdrew from the trial and only
24 women (9%) actively withdrew. We promoted safety
using international guidelines’ and systematically assessed
harm. Limitations of previous studies in this subject area
have included lack of randomisation or baseline assess-
ment before randomisation, greater loss to follow-up than
30%, lack of assessment of differences between those lost
to follow-up, and minimal assessment of harm.?

Our trial had several limitations. Recruitment of doc-
tors to this trial was low but similar to levels seen in other
similar trials done in Australia, and resulted from using
a strategy of extensive mail-out of invitations with little
follow-up.” Most doctors were women, and although the
doctors might have been interested in the problem under

Panel: Research in context

Systematic review

We updated previous systematic reviews? and compared our results with a

2004 systematic review.> We searched Medline, Scopus, Cinahl, PsycINFO, and the
Cochrane Library using the search terms "domestic violence”, “spouse abuse”, “battered
women”, “screen*” “identif*” “interven*”, “counsel*” "advocacy” “health service” “primary
care”, “general practice”, and “family doctor” for randomised clinical trials published in
English from Jan 1, 2007, to March 1, 2012. We identified one primary care screening and
intervention trial that showed no effect of a nurse-led management protocol compared
with the use of a wallet-sized referral card on reducing violence.® In antenatal care, a
safety-planning and empowerment intervention by nurses in Hong Kong and a
psychosocial behavioural intervention for black women by social workers showed a
reduction in minor physical violence.”* Screening trials by MacMillan and colleagues® and
Klevens and colleagues® did not provide interventions post-screening and therefore cannot
inform research into a response intervention for women identified through screening.”
We were unable to find a primary care population intervention effectiveness trial with
quality of life and health outcomes for women identified through screening.

*1 "

Interpretation

We know of no other randomised trial to test counselling delivered by family doctors for
women identified through primary care-based screening for intimate partner violence.
Our findings can help inform research into future steps for intervention research, but do
not lend support to the use of a postal screening process. Training of doctors can
successfully lead to more safety discussions with women, and greater identification and
referral to services.** However, greater attention needs to be paid to the pathway from
identification of women through to attendance at supportive counselling. Future
interventions need refinement to be tailored to the diverse needs of women at different
points in the trajectory of abuse and help-seeking.
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investigation, very few had undertaken previous IPV
training, and communication skills were similar to other
populations of doctors.* Most women who responded to
screening invitations had more years of education than
those that did not respond, were employed, and spoke
English,” which restricts the generalisabilty of our
findings because our study population would not be
applicable to, for example, refuge or shelter populations.”
However, the prevalence of IPV in our screening sample
(13%) was similar to that seen in larger surveys done in
waiting rooms of primary-care clinics, in which a higher
proportion of women responded to the survey (78%).*
Masking of doctors and women during implementation
was not feasible,’ and, because women’s outcomes were
self-reported, there could have been some bias in
response to survey questions. Another limitation is the
potential for a so-called Hawthorne Effect from the
baseline surveys, which could have attenuated the inter-
vention effect.””

Our findings do not lend support to the protocol
hypothesis that increased support from doctors for
women screening positive for IPV and discussion about
safety with doctors would lead to improvement in
women’s mental health, safety planning and behaviour,
and quality of life. For women who are ready to accept
help,” trained doctors seemed to provide more support
and inquired more often about their safety, and they were
less likely to report depressive symptoms. We interpreted
the 17% between-group difference in reports of depressive
symptoms as clinically relevant, and in line with findings
from other studies testing interventions for depression.*
No adverse events were reported and we detected no
evidence of a difference in harm or abuse between groups.
The harm reported was at a similar level (4%) to the WHO
multicountry study,' with few women’s partners being
aware that they were involved in the trial (table 4).

Future research could refine and test interventions that
improve the pathway from screening to counselling. We
selected to post surveys to participants because evidence
suggests that women prefer such distal methods of
screening to face-to-face approaches.? The WEAVE
intervention’s reach could be broadened by, for example,
doing screening in waiting rooms, using computerised
methods of screening, offering counselling to only
women who would like help with the issue on that day,
and follow-up of women not attending counselling, all of
which have been shown to increase uptake of counselling
or other interventions.*” Other recommendations for
future primary care interventions include the provision of
opportunities for multiple points of entry to counselling
that do not rely only on universal screening—for example,
use of nurses and bicultural health workers to deliver the
intervention, increase in the amount of training and
inclusion of all primary care staff, and the further tailoring
of counselling to women'’s diverse experiences. Removal
of baseline surveys could eliminate the independent
effects of research participation (the Hawthorne effect).
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Recent recommendations from the US Preventive Task
Force* for post-screening intervention are mainly based
on the findings of one good quality antenatal care trial.”
Rates of screening female patients for IPV in health-care
settings are often low, with many barriers to increasing
screening.? Findings from a review of international
studies reported a median screening rate of 19% of
patients, based on the 11 studies that examined data on
the basis of patients’ self-reports.” Our findings add to
this evidence base in primary care by suggesting that
postal screening might not reach a large proportion of
women. Furthermore, although doctors can be trained to
discuss safety of women and children and to invite
women for brief counselling with consequent reductions
in depressive symptoms, there is no effect on women’s
quality of life, safety planning and behaviour, and global
mental health at 12 months. In keeping with other trials
that assessed only screening,*” this trial does not lend
support to screening for IPV in health-care settings.
More research is urgently needed into how to increase
identification of women who experience IPV and into
what interventions would help women achieve safer,
healthier lives.*

Contributors

All authors contributed to the design of the trial, interpretation of
results, and writing and approval of the final paper. Additionally, KH led
the design and conduct of the trial, codeveloped and delivered the
training of family doctors, and drafted and revised this paper. LOD was
trial coordinator, and provided substantial input into implementation
and analysis and interpretation of results. PC advised on design of the
study, did the randomisation, oversaw and undertook analyses, and
contributed to interpretation of results. JV contributed to the
implementation of the study and analyses and interpretation of results.
JG contributed to the development of the training and surveys.

Conflicts of interest
We declare that we have no conflicts of interest.

Acknowledgments

SB was supported by an NHMRC Career Development Fellowship and
by the Victorian Government’s Operational Infrastructure Support
Program. We thank the doctors and women from Victoria who
participated in the project; without them this work would not have
been possible. We thank the associate investigators David Pierce for
codelivering the training; Rhian Parker, and Sandra Eldridge who
contributed to design; research assistants Janita Clewett, Eleanor Tan,
Madeline Armstrong, and Annelise Spiteri-Staines, who assisted in
implementation and follow-up of participants; David Ormiston-Smith
for technical support; Eris Smyth and Kitty Novy for recruitment. We
thank Jane Collins for supporting pilot work and Karen Lim for
process assessment. We are grateful for the contributions of our
reference group members Virginia Geddes, Lynne Walker,

Melinda Soos, Christine Longman, and Prue Hill. Finally, we
acknowledge the important role of the data monitoring committee
members Harriet MacMillan, Pollyanna Hardy, Deborah Clinch,
Marie Pirotta, and Helen Malcolm.

References

1 WHO. WHO multi-country study on women’s health and domestic
violence against women: summary report of initial results on
prevalence, health outcomes and women’s responses. Geneva:
World Health Organisation, 2005.

2 Feder G, Ramsay ], Dunne D, et al. How far does screening women
for domestic (partner) violence in different health-care settings
meet criteria for a screening programme? Systematic reviews of
nine UK National Screening Committee criteria.

Health Technol Assess 2009; 13: 1-347.

www.thelancet.com Vol 382 July 20,2013

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Nelson HD, Bougatsos C, Blazina I. Screening women for intimate
partner violence: a systematic review to update the 2004 Preventive
Services Task Force recommendation. Ann Intern Med 2012;

156: 1-13.

National Research Council, Institute of Medicine. Clinical
preventive services for women: Closing the gaps. Washington, DC:
The National Academies Press, 2011.

Klevens ], Kee R, Trick W, et al. Effect of screening for partner
violence on women'’s quality of life: a randomized controlled trial.
JAMA 2012; 308: 681-89.

McFarlane JM, Groff JY, O’Brien JA, Watson K. Secondary
prevention of intimate partner violence: a randomized controlled
trial. Nurs Res 2006; 55: 52-61.

Sullivan CM, Bybee DI. Reducing violence using community-based
advocacy for women with abusive partners. | Consult Clin Psychol
1999; 67: 43-53.

Hegarty K, Gunn J, O’Doherty L, et al. Women'’s evaluation of abuse
and violence care in general practice: a cluster randomised
controlled trial (WEAVE). BMC Public Health 2010; 10: 2.

Campbell MK, Piaggio G, Elbourne DR, Altman DG. Consort 2010
statement: extension to cluster randomised trials. BMJ 2012;

345: e5661.

Taft A, Hegarty K. Intimate partner violence against women:

What outcomes are meaningful? JAMA 2010; 304: 577-79.
Goodyear-Smith F, Arroll B, Coupe N. Asking for help is helpful:
validation of a brief lifestyle and mood assessment tool in primary
health care. Ann Fam Med 2009; 7: 239—44.

Hegarty K, Bush R, Sheehan M. The composite abuse scale: further
development and assessment of reliability and validity of a
multidimensional partner abuse measure in clinical settings.

Viol Vict 2005; 20: 529-47,

Hegarty K, O’'Doherty L, Gunn |, Pierce D, Taft A. A brief
counseling intervention by health professionals utilising the
‘readiness to change’ concept for women experiencing intimate
partner abuse: The WEAVE project. | Fam Stud 2008; 14: 376-88.
Cluss PA, Chang JC, Hawker L, et al. The process of change for
victims of intimate partner violence: support for a psychosocial
readiness model. Womens Health Issues 2006; 16: 262—74.

Chang JC, Dado D, Hawker L, et al. Understanding turning points
in intimate partner violence: factors and circumstances leading
women victims toward change. | Womens Health (Larchmt) 2010;
19: 251-59.

Zink T, Elder N, Jacobson J, Klostermann B. Medical management
of intimate partner violence considering the stages of change:
Precontemplation and contemplation. Ann Fam Med 2004;
2:231-239.

Feder G, Hutson M, Ramsay J, Taket A. Women exposed to intimate
partner violence: expectations and experiences when they encounter
health care professionals: a meta-analysis of qualitative studies.
Arch Intern Med 2006; 166: 22—-37.

Hegarty K, Taft A, Feder G. Violence between intimate partners:
working with the whole family. BMJ 2008; 337: 346-51.

Skevington SM, Lotfy M, O’Connell KA. The World Health
Organization's WHOQOL-BREF quality of life assessment:
psychometric properties and results of the international field trial.
A report from the WHOQOL group. Qual Life Res 2004;

13: 299-310.

Ware JE Jr, Sherbourne CD. The MOS 36-item short-form health
survey (SF-36). I. Conceptual framework and item selection.

Med Care 1992; 30: 473-83.

McFarlane ], Parker B, Soeken K, Silva C, Reel S. Safety behaviors
of abused women after an intervention during pregnancy.

J Obstet Gynecol Neonat Nurs 1998; 27: 64-69.

Zigmond AS, Snaith RP. The hospital anxiety and depression scale.
Acta Psychiatr Scand 1983; 67: 361-70.

MacMillan HL, Wathen CN, Jamieson E, et al. Screening for
intimate partner violence in health care settings: a randomized trial.
JAMA 2009; 302: 493-501.

Stata Statistical Software: Release 12 [computer program)]. Version.
College Station, TX: StataCorp LP; 2011.

Committee for Proprietary Medicinal Products (CPMP). Points to
consider on adjustment for baseline covariates. Statis Med 2004;
23:701-09.

257



Articles

258

26

27

28

29

30

31

32

Hegarty K, O’Doherty L, Astbury J, Gunn J. Identifying intimate
partner violence when screening for health and lifestyle issues
among women attending general practice. Aust | Primary Health
2012: published online Feb 10. DOI.org/2010.1071/PY11101.
Australian Institute of Health and Welfare (AIHW). Medical labour
force 2009. Canberra, Australia: ATHW, 2011.

Britt H, Miller GC, Charles J, et al. General practice activity in
Australia, 2008-09. Canberra, Australia: ATHW, 2009.

Hegarty KL, O’Doherty L, Chondros P, et al. Effect of type and
severity of intimate partner violence on women’s health and service
use: findings from a primary care trial of women afraid of their
partners. J Interpers Violence 2013; 28: 273-94.

Feder G, Davies R, Baird K, et al. Identification and referral to
improve safety (IRIS) of women experiencing domestic violence
with a primary care training and support programme: a cluster
randomised controlled trial. Lancet 2011; 378: 1788-95.

Kiely M, El-Mohandes AAE, El-Khorazaty MN, Gantz MG.

An integrated intervention to reduce intimate partner violence in
pregnancy: a randomized controlled trial. Obstet Gynecol 2010;

115: 273-283.

Williamson MK, Pirkis J, Pfaff JJ, et al. Recruiting and retaining
GPs and patients in intervention studies: the DEPS-GP project as a
case study. BMC Med Res Meth 2007; 7: 1-9.

33

34

35

36

37

38

39

Potiriadis M, Chondros P, Gilchrist G, Hegarty K, Blashki G,
Gunn JM. How do Australian patients rate their general
practitioner? A descriptive study using the General Practice
Assessment Questionnaire. Med | Aust 2008; 189: 215-19.
Hegarty K, Gunn J, Chondros P, Small R. Association between
depression and abuse by partners of women attending general
practice: descriptive, cross sectional survey. BMJ 2004; 328: 621-24.
Spangaro |, Zwi AB, Poulos R. The elusive search for definitive
evidence on routine screening for intimate partner violence.
Trauma Viol Abuse 2009; 10: 55-68.

Gunn J, Diggens ], Hegarty K, Blashki G. A systematic review of
complex system interventions designed to increase recovery from
depression in primary care. BMC Health Serv Res 2006; 6: 88.
Stayton C, Duncan M. Mutable influences on intimate partner
abuse screening in health care settings. Trauma Viol Abuse 2005;
6: 271-85.

Wathen CN, MacMillan HL. Health care’s response to women
exposed to partner violence: moving beyond universal screening.
JAMA 2012; 308: 712-13.

Tiwari A, Leung WC, Leung TW, Humpbhreys |, Parker B, Ho PC.
A randomised controlled trial of empowerment training for Chinese
abused pregnant women in Hong Kong. BJOG 2005; 112: 1249-56.

www.thelancet.com Vol 382 July 20, 2013



	Screening and counselling in the primary care setting for women who have experienced intimate partner violence (WEAVE): a cluster randomised controlled trial
	Introduction
	Methods
	Study design and participants
	Randomisation and masking
	Statistical analysis
	Role of the funding source

	Results
	Discussion
	Acknowledgments
	References


