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Overview
Protecting health and breaking cycles of violence
In addition to physical injury, violence can lead to life-long mental and physical health
problems, social and occupational impairment and increased risk of being a victim and/
or perpetrator of further violence. Interventions to identify victims of interpersonal
violence and provide effective care and support are, therefore, critical for protecting
health and breaking cycles of violence from one generation to the next. Evidence for
such interventions is currently promising but remains limited in two respects: first, most
of it comes from the united States and other developed countries and, second, there is
insufficient research on the long-term effects of such interventions.

A range of interventions can help identify victims and initiate a response
Screening tools appear promising to identify victims of intimate partner violence and elder
abuse. Violence education programmes can raise awareness of violence and increase
knowledge of how to identify and support victims. Mandatory reporting systems, however,
although established in many countries, remain controversial. In England and Wales,
multi-agency risk assessment systems enable staff in a range of services to identify highrisk victims of intimate partner violence and better plan a support strategy.

Advocacy services, sexual assault nurse examiner programmes and
women’s shelters
Advocacy support programmes – which offer services such as advice, counselling,
safety planning and referral to other agencies – can increase victims’ safety behaviours
and reduce further harm. Sexual assault nurse examiner programmes show promise in
improving victim care and support and facilitating prosecution of perpetrators. Evidence
of the effectiveness of women’s shelters for reducing intimate partner revictimization is
currently insufficient.

Helplines and psychosocial interventions
Limited evidence suggests that helplines can help decrease callers’ distress and sense
of hopelessness. Some psychosocial interventions (e.g. trauma-focused cognitive
behavioural therapy) have been found to reduce mental health problems, such as posttraumatic stress disorder, associated with violence.

Criminal justice system measures to support victims of violence
Protection orders, which prohibit a perpetrator from contacting the victim, can help reduce
revictimization among victims of intimate partner violence. Special courtroom measures,
such as giving evidence by live video link or using an intermediary for questioning, have
been shown to improve victims’ experience of court. Specialist courts, which aim to
improve coordination between the criminal justice and social service agencies, have been
found, for instance, to increase arrests, guilty pleas and conviction rates.
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1. Introduction

Internationally, over half a million people die from
interpersonal violence each year (1) and millions
more are victims of non-fatal violence. In 2004,
violence was one of the top 20 causes of death
and disability globally (2). For many forms of violence, such as intimate partner violence and child
maltreatment, victims can suffer repeatedly and
for many years without such abuse coming to the
attention of authorities (3). In addition to physical injury, violence can have life-long health and
psycho-social consequences. These include mental health problems; physical health problems,
such as cardio-vascular disease and cancer due
to the adoption of health risk behaviours, such as
smoking and harmful use of alcohol, as a means
of coping with the psychological consequences
of child maltreatment in particular; and impaired
social and occupational functioning. The burden of violence can extend to families, friends
and public services that deal with the ongoing
impacts of violence (e.g. criminal justice agencies
and health, social and welfare services). Being a
victim1 of violence can also increase an individual’s
risk of further abuse and of becoming a perpetrator
of violence (1). Identifying, caring for and supporting victims of violence through the use of evidencebased initiatives is thus crucial in protecting health
and breaking cycles of violence. This document outlines evidence of the effectiveness of interventions
to identify, care for and support victims of interpersonal violence. The area of pre-hospital and emergency medical care is not covered by this document
since it is already addressed by three WHO guidelines (4–6). It covers the following:
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1) Measures to identify and respond to victims of
interpersonal violence:
• Screening tools;
• Education programmes on violence and victim identification;
• Mandatory reporting systems; and
• Multi-agency risk assessment and response.
2) Care and support programmes for victims of
interpersonal violence:
• Advocacy programmes;
• Sexual assault or forensic nurse examiner
programmes;
• Women’s shelters;
• Helplines;
• Psychosocial interventions;
• Protection orders; and
• Special courtroom measures, specialist courts
and police stations that exclusively cater to
women.
Few rigorously evaluated studies have examined
victim identification, care and and support programmes, and most evidence has been generated
in developed countries, particularly the United
States of America. Interventions to identify, care
for and support victims of violence covered here
should be seen as part of broader strategies that
seek not only to support victims, but also to alter
the individual, relationship, community and societal factors that promote or prevent violence.

Witnessing violence can have severe impacts on health and
wellbeing and thus witnesses of violence also require identification, care and support.
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2. Measures to identify
and respond to victims of
interpersonal violence
A large proportion of interpersonal violence is
unreported to criminal justice agencies, often because individuals fear stigma (e.g. from family and
friends) or retribution from abusers for revealing
their abuse (7,8). However, violence often leads to
physical injury and a range of emotional and social
problems, which can bring victims into contact with
health and other services (e.g. primary care, emergency departments, mental health services) (9,10).
Consequently, such settings provide an opportunity
to identify victims of violence, provide support and
refer them appropriately (11–13). However, a range
of obstacles can prevent agencies from identifying
and supporting victims of violence. For staff working in healthcare settings, for example, these can
include lack of education; time constraints; stereotyping; fear of offending the patient; fear of accusing the perpetrator; powerlessness, and feelings
of hopelessness and frustration; lack of screening
routines; and a lack of perceived responsibility (14–
16). In addition, many victims will not disclose their
situation unless they are directly asked. Therefore,
health and other professionals require the information, knowledge and skills to ensure that they can
recognize victims of violence and respond to their
needs.

2.1

Screening tools to identify victims
of violence

Screening is a process used to identify people at risk
of a disease or condition, who may otherwise remain undetected. For victims of violence, screening
aims to increase identification, lead to appropriate
interventions and support and decrease subsequent exposure to violence and related problems
(17). A range of screening tools have been developed for use in settings such as emergency departments, pre-natal services and mental health care
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settings, most commonly for identifying victims of
intimate partner violence and child maltreatment
(see Box 1). The tools generally consist of a series
of questions about a person’s current relationships
and their experience of physical, sexual and emotional violence. Evidence suggests that screening
by health care providers can be effective in facilitating the disclosure of intimate partner violence
and thus improving identification levels (18–21). For
example, a study in a Canadian emergency department compared the use of a five question screening tool for intimate partner violence with routine
emergency care, and found that the tool increased
detection rates from less than 1% of female patients
to 14% (20).
While screening for violence within healthcare
settings is widely promoted, there is little evidence
on its sustainability or effectiveness in helping to reduce violence. A systematic review of studies exploring screening for victims of intimate partner violence
in healthcare settings found that modest improvements were made in identification of victims. However, there was no evidence that improvements in
identification were sustained beyond initial implementation (17). Another systematic review found that
while screening in emergency departments can be
effective in improving victim identification, there are
a number of barriers to introducing and sustaining
this routinely. These include inadequate knowledge
and skills among staff, lack of privacy or after hours
services within emergency department settings and
lack of staff ownership and acceptance of the questions posed (19).
Screening for victims of violence can be implemented universally (i.e. with all patients) or targeted
at patients considered to be at-risk (e.g. presenting
with physical injuries [22,23], depression, anxiety
or sexual health problems). It has been suggested
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Box 1

Screening tools for intimate partner violence in health care settings
Some of the more commonly used screening tools include the Abuse Assessment Screen; Hurt, Insulted,
Threatened with harm and Screamed at (HITS); Indicators of Abuse Screen; Ongoing Violence Assessment
Tool (OVAT); Partner Violence Screen (PVS); Slapped, Threatened or Thrown scale; Woman Abuse
Screening Tool (WAST); and Women’s Experience with Battering scale (WEB).
A systematic review of research on screening tools for intimate partner violence in health care settings
identified a number of valid and reliable tools for use in these environments (20). The HITS screening
tool was found to show the greatest diagnostic accuracy, concurrent validity and reliability compared to a
range of other screening tools (e.g. OVAT, PVS, WAST, WEB).
The HITS screening tool was developed in the United States for use by family physicians to identify victims
of verbal abuse and physical violence (24). The tool consists of four questions developed by a group of
family physicians and includes:
L How often does your partner physically hurt you?
L How often does your partner insult you or talk down to you?
L How often does your partner threaten you with harm?
L How often does your partner scream or curse at you?
Patients answer each of the four questions using a five-point scale from never [1] to frequently [5]. Scores
are summed; a score of 10 plus suggests the patient is abused.
However, another systematic review concluded that the evidence base is currently too limited to allow any
particular screening tool to be recommended (25). Furthermore, with the number of questions asked in
screening tools varying, particular tools may only be suitable in certain health care settings where there is
adequate time and privacy for victims to answer questions (26). Also, there is some debate about whether
presenting such screening tools in writing (using either a paper-based form or computer entry) or in faceto-face questioning is best.

that routine screening is more beneficial than targeted screening as it increases the potential of
victim identification among all patients (including
those with symptoms not overtly associated with
violence) (19). A study in the united States found
that while the majority of abused and non-abused
women attending emergency departments supported routine screening, those who had suffered
abuse were less supportive (26). Limited resources
may mean routine screening is not possible and
that identified victims are not offered subsequent
support. Consequently, the choice of whether or
not to screen and, if so, the screening method used
must be made in light of available resources.
There is little evidence examining the effectiveness of screening for other types of violence (e.g.
elder abuse, youth violence, child maltreatment). In
the united Kingdom, the introduction of a reminder
flowchart to improve detection of child maltreatment for staff in an emergency department found
that it increased staff awareness, consideration and
documentation of intentional injury (27). However,
evidence from systematic reviews suggests that
screening for child maltreatment can result in high

levels of false-positives and consequently should
not be recommended (28,29). further, all studies
meeting quality criteria for these reviews assessed
tools directed at parents. This can create reliability
problems as information may be obtained directly
from the perpetrator (1). for elder abuse, it has
been recommended that public health care workers
screen for abuse as a necessary first step in a chain
of interventions. However, the implementation of
screening should take place within an interdisciplinary framework and be accompanied by ongoing
research, evaluation and capacity building (30).
The benefits of screening tools may only be realised if they are complemented by protocols that
incorporate victim identification and support into
routine practice (11,31). for example, in the united
States, a pre- and post-test controlled study explored the effectiveness of having an abuse assessment protocol in prenatal clinics. During the
15 months following the introduction of the protocol, an audit of patient charts found that 88% of
patients in the intervention clinics had been assessed. furthermore, detection of abuse increased
from under 1% to 7% of patients in the intervention
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clinics; there were no changes in the comparison
clinics (32). Adequate auditing, training and support are required to ensure such protocols are
followed (31,33).

2.2 Education programmes on violence and
victim identification
A lack of violence-related education among healthcare staff can be a barrier to the recognition, identification and support of victims of abuse (14,34–36).
A range of training programmes have been developed for health care staff to aid their understanding
of violence and increase victim identification and
subsequent support and referral (37). These cover
topics such as improving staff knowledge on issues
surrounding violence, including its extent, impacts
and risk factors; reasons why victims may not report their abuse and staff competence in screening;
documenting evidence; assessing victim safety;
and referring victims for appropriate support.
Evaluations of two such programmes that
focused on the education of health care professionals about intimate partner violence (38,39) suggest that training can improve knowledge of, and
attitudes towards, screening for intimate partner
violence (41–44), as well as perceived self-efficacy
in supporting victims (37).
Although fewer studies have examined the effectiveness of education programmes in tackling
other types of violence (e.g. child maltreatment and
elder abuse), some positive results have been reported. For instance, child maltreatment education
can increase knowledge, appropriate attitudes and
perceived self-competency to manage child abuse
cases among medical staff immediately after training (37). Longer term outcomes have generally not
been measured. Rigorous studies on the effectiveness of education on managing elder abuse are
lacking. However, such interventions can improve
knowledge and level of comfort in handling elder
abuse and neglect (37).
Outside the healthcare sector, organizations
such as the police and specialized non-governmental organizations (e.g. Victim Support in the United
Kingdom) can also provide training to staff and
volunteers. Specific agency guidance for supporting victims has also been developed. For example,
in Uganda, a handbook for police on responding
to intimate partner violence provides information
on the issue, along with risk assessment forms,
interview guides and practical examples of how to
support victims (40). There is little research availa-
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ble on how such measures impact on levels or quality of support provided to victims or victimization.

2.3

Mandatory reporting

Some countries (e.g. Australia, Canada, England,
South Africa and the United States [41]) have mandatory child maltreatment reporting laws. In general,
these require professionals in contact with children
to report all suspected child maltreatment cases to
authorities with legal responsibility for child protection. This aims to ensure that appropriate enquiries
and interventions are initiated. However, there is
little consensus on the usefulness of mandatory
reporting of suspected child maltreatment. Critics
have raised concerns including the fear of investigation deterring families from accessing services;
child protection resources being focused on the
investigation of allegations of maltreatment at the
expense of supporting victims; and a lack of legal,
child protection and support services being available to act on a report (41,42). In some states in the
United States, differential response systems allow
child protection agencies more flexibility to address
cases based on perceived risk and the family’s personal circumstances. Low and moderate risk cases
can be offered a family assessment to determine
needs and encouraged to access support services
most appropriate to them (43).
In some states in the United States, mandatory
reporting of intimate partner violence incidents has
also been established. Again, debate surrounds
the appropriateness of this approach (11). While
supporters believe it can enhance victim safety and
improve health care responses to intimate partner
violence and data collection, critics believe that it
may place women at risk of further abuse and deter
them from accessing services (11). Although mandatory reporting systems are in operation in many
countries, there is little evidence relating to their
effectiveness in preventing any form of violence.

2.4 Multi-agency risk assessment and
response
In some countries, multi-agency victim identification protocols and risk assessment tools have been
developed to provide a coordinated response to
identifying and supporting victims. In England and
Wales, multi-agency risk assessment conferences
(MARACs) aim to provide an enhanced response
to high-risk victims of intimate partner violence
through multi-agency data sharing and coordinated service provision. Once identified using a risk
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assessment tool, high-risk cases are discussed
in MARAC monthly meetings during which multiagency data on the high-risk individual is shared
to enable an appropriate response. All discussions
and data sharing take place with the individual’s
consent. Initial research indicates that this coordinated response is effective in reducing revictimization (i.e. being a victim of violence again), improving
the safety of staff working with perpetrators of
violence (through establishing multi-agency visits)
and improving information sharing between agencies (44).

Reducing violence through victim identification, care and support programmes

7

3. Care and support
programmes for victims
of interpersonal violence
Following the identification of victims, it is crucial
that effective systems are in place to care for and
support them and reduce the likelihood of revictimization.

3.1

Advocacy support programmes

Advocacy programmes provide support and guidance to vulnerable individuals and their families.
Services range from providing information and
counselling to job training, referrals to treatment
for substance abuse and assistance in dealing with
social and legal services (1). A number of advocacy support programmes have reported success in
improving the quality of life and social support for
victims of violence and some have shown positive
impacts in reducing revictimization, at least in the
shorter term.
Brief support and counselling interventions
In healthcare settings, studies have assessed the
impact of brief support and counselling interventions for women identified as intimate partner
violence victims through screening. In China, a randomized controlled study evaluated an intervention
delivered to abused pregnant women accessing
public clinics. Counselling sessions aimed to improve safety behaviours and reduce further victimization. At follow up, women in the experimental
group reported significantly less psychological
abuse, less minor (but not severe) physical violence and lower postnatal depression scores (45).
A randomized controlled study in primary care clinics in the United States assessed the impact of two
interventions for female victims of intimate partner
violence: the first providing wallet-sized cards with
a safety plan and details of local support services,
and the second, a 20-minute nurse-led discussion,
which included support, guidance and referrals.
8

The study found equal reductions in violence and
improvements in safety behaviours across groups
(46). Both interventions also led to improvements
in the behavioural functioning of the victims’ children (47).
Post shelter advocacy
In the United States, a randomized controlled trial assessed an intervention providing advocacy
services (4–6 hours per week) to victims of intimate partner violence for the first ten weeks postshelter. The programme trained female undergraduate students to work with a single client to identify
unmet needs and mobilize appropriate community
resources, including education, employment, housing, legal assistance, child care and healthcare. The
study found the intervention reduced revictimization and improved quality of life, social support and
access to community resources at two year followup (48). While positive effects on quality of life and
level of social support were sustained at three year
follow-up, effects on revictimization were not (49).
The programme also resulted in children of women
in the intervention group reporting significantly
higher self-worth and competence in a range of
domains (e.g. physical appearance), and witnessing lower levels of abuse, at four month follow-up
(50).
Encouraging positive safety seeking behaviours
Interventions designed to encourage positive safety seeking behaviours (sometimes referred to as
a safety plan) among victims of intimate partner
violence have shown promising results. Examples
of safety seeking behaviours promoted include obtaining copies of, and hiding, important documents
(e.g. personal identification, driver’s license); saving and hiding money; and having a known place
Violence prevention: the evidence

Box 2

Evaluation of Child Advocacy Centres (CACs) in the United States
A study of four CACs in the United States found that, compared to communities providing traditional child
protection services (CPS), CACs had greater law enforcement involvement in abuse investigations, more
evidence of a coordinated multi-agency response, better access to medical exams for victims, more victim
referrals to mental health services and greater care giver (non-abusive) satisfaction with the investigation
process (52). Research in the United States has found that for every dollar invested in a CAC, there is a
saving of $3.32 dollars through reduced costs of investigation and associated support (53). Some research
suggests that it is the multi-agency nature of CACs that make them effective and have found that other
multi-agency models (e.g. Child Protection Teams in the United States) are equally effective (54).

to go to for safety if required (51). A randomized
controlled trial assessed a safety seeking behaviour intervention in a family violence unit based in
a united States District Attorney’s office. Women in
the intervention group were offered six phone calls
to discuss safety seeking behaviours, alongside
standard services. This resulted in them practising
significantly more safety behaviours than controls
– an effect that was sustained at 18 month followup (55,56).
Child advocacy centres
Child Advocacy Centres (CACs) provide a multidisciplinary approach to assessment, care and
treatment for abused children and young people.
CACs convene, often in one location, child protective services, criminal justice agencies and medical
and mental health professionals. The multi-agency
approach aims to decrease the duplication and
fragmentation of services with improved coordination and, consequently, reduce the potential for
secondary victimization,2 improve the provision of
support and increase conviction rates (57,55). In
the united States, national standards have been
set for accreditation of CACs, including the provision of a child-friendly facility, a multi-disciplinary investigation team, case reviews, medical
evaluation, therapeutic interventions and victim
advocacy services (58).
CACs have been also established in a number of
other high-income countries. While some focus exclusively on forensic issues, others aim to provide
multi-agency services to child victims of violence.
few studies have assessed the long-term impacts
of these services on revictimization, yet studies
to date show promising results regarding victim
support (see Box 2).
2

Secondary victimization occurs when the societal response
to, for instance, child maltreatment, rape, disability, or mental disorder is more disabling than the primary condition itself.

In countries including Bangladesh, Malaysia,
Namibia and Thailand, one-stop crisis centres have
been implemented at a national level (31). These
centres offer a range of integrated services to address child abuse, intimate partner violence and
sexual violence, addressing victims’ medical, legal,
psychological and social problems at a single location. However, no evidence is currently available for
their effectiveness.
Advocacy in the criminal justice system
Advocacy services have been established to support victims in their dealings with the criminal justice system and improve perpetrator conviction
rates. In England and Wales, Witness Care units
(WCus) manage the care of victims and witnesses
from the point of charging the alleged perpetrator
through to the conclusion of the case. Providing a
single point of contact, they aim to keep victims and
witnesses informed of case progress; assess their
needs; and provide them with appropriate support,
such as childcare, transport to court or referrals to
other services. An initial evaluation of WCus found
increased witness attendance in court, improved
trial outcomes and improved witness and victim
satisfaction (59).

3.2 Sexual assault or forensic nurse
examiner programmes
In several developed countries (e.g. Canada, England and the united States), sexual assault (or
forensic) nurse examiners (SANEs) are employed to
provide care and support to victims of sexual violence (60–62). Often located in hospital settings,
the key roles of SANEs are to conduct medical
evaluations; counsel and support victims, focusing in particular on their emotional and psychological wellbeing; refer them to appropriate agencies;
collect forensic evidence; and provide evidence
in court. A review of studies on SANE projects

REDuCING VIOLENCE THROuGH VICTIM IDENTIfICATION, CARE AND SuPPORT PROGRAMMES

9

concluded that they can be psychologically beneficial, providing comprehensive medical care, obtaining forensic evidence both correctly and accurately,
and facilitating the prosecution of rape cases (61).
A cohort study in the United States explored
the impact of SANEs in a paediatric emergency
department by retrospectively comparing treatment received by sexual assault victims (aged under 18) seen by a SANE and those who were not.
Patients who had received SANE care were more
likely to have had an STI test, pregnancy prophylaxis and a referral to a rape crisis centre (63). In
the United Kingdom, the cost of providing forensic
examination services has been found to be significantly lower when delivered by SANEs compared to
doctors, with rates of satisfaction and standards of
service remaining high (60).

3.3

Women’s shelters

Women’s shelters provide temporary, safe accommodation for women and children who have left an
abusive relationship. In addition to housing and
food, women’s shelters often provide counselling
and emotional support, help in obtaining housing and medical and legal assistance. Although
women’s shelters are widely used within many
countries, there have been few attempts to rigorously measure their effectiveness in reducing violence’s impact or re-occurrence (64). One cohort
study suggested that time spent in a shelter could
have beneficial effects, but only when victims had
already started to take control of their lives before
entering (65). Other evaluations suggest that victims feel safe while residing in a shelter (66), and
become less depressed and more hopeful following
a two-week stay (67). The effectiveness of a shelter
is likely to depend on the types of supportive programmes it provides, and these are often the focus
of evaluation studies. For instance, reductions in
revictimization and improvements in quality of life
have been reported for free advocacy services offered to women in the first ten weeks post shelter
(see section on advocacy support programmes).
At present, there is insufficient evidence to judge
the effectiveness of shelters on intimate partner
violence revictimization. Furthermore, because
shelters are often packaged with other services
(support groups and legal assistance) (68), it is difficult to separate the effects of shelters alone.
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3.4 Helplines
In many countries, helplines have been set up for
victims of violence to report their abuse, and access
support, advice and referral to appropriate services. In the United States, an evaluation of a suicide
hotline found that there were significant decreases
in callers’ crisis states and hopelessness during the
call and these were sustained during the following three weeks for both suicidal and non-suicidal
callers (69,70). However, the evaluation indicated
that improvements were needed in the referral of
callers to appropriate support agencies and implementation of outreach strategies, such as followup phone calls, to provide additional support (70).
Another limitation of helplines can be their hours
of availability. A survey of a domestic abuse helpline in Scotland found that although it closed after
midnight, nearly half of victims of intimate partner
violence thought it would be easier to call after that
time (71). The survey reported that 30% of those
who called about their abuse had not talked to anyone else about it (71).
Many countries have established child abuse
helplines to provide advice and support to children
or those concerned about a child’s welfare. Child
Helpline International aims to create a strong and
unified support system for such helplines. It has
developed recommendations for their implementation and sustainability (72), although to date there
are no rigorous studies on such helplines’ effectiveness.

3.5

Psychosocial interventions

After exposure to a traumatic event, such as an act
of violence, a proportion of people will suffer mental health problems such as anxiety, post traumatic
stress disorder (PTSD; 73–75) and depression. Psychological treatments are often used to address
these symptoms. There are a number of different
methods, but all techniques treat emotional and
behavioural problems through conversation with a
therapist. Psychological interventions may be carried out individually or in groups.
While psychological debriefing is widely used
to prevent chronic PTSD and other mental health
problems following a traumatic event, reviews suggest that there is no evidence for the effectiveness
of single-session psychological debriefing, and that
this method may even increase the risk of PTSD and
depression (76). In contrast, there is evidence for
the use of early trauma-focused cognitive behavioural therapy in preventing chronic PTSD (77,78).
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This therapy was also found to be more effective
than alternative psychosocial interventions (77,78).
One systematic review found that among adults
suffering from PTSD for a variety of reasons (including violence) trauma-focused cognitive behavioural therapy, eye movement desensitisation and
reprocessing 3 and stress management/relaxation
improved PTSD symptoms more than usual care
or being on a waiting list. However, there was less
evidence for the use of other therapies, including
hypnotherapy, non-directive counselling and psychodynamic therapy (79). Treatments that focus
specifically on the trauma incident are thought to
be more effective than those that do not (79). There
is some evidence for the effectiveness of psychological interventions to improve the mental health
of both adults (80–82) and children (83) who have
been victims of child sexual abuse.

3.6 Protection orders
Protection orders are used to prohibit perpetrators of violence from further abusing the victim.
Research in the United States has found that protection orders can be effective in reducing revictimization among victims of intimate partner violence.
For example, a prospective cohort study compared
abuse among female victims of police-reported
intimate partner violence who obtained a civil protection order following the incident with those who
did not. Between the first (5 month) and second
(9 month) follow-up periods, women with protection orders were found to have a decreased risk of
contact with the perpetrator, of threats involving
a weapon, of injury and of abuse-related medical
care. Stronger decreases in risk were found among
those who maintained the protection order for longer
periods (84).
Regardless of whether or not a protection order
is granted, applying for an order may be sufficient
to reduce future violence. For instance, a cohort
study in the United States involving women who
had applied for a two-year protection order found
levels of violence decreased whether or not they
were granted the protection order, with reductions
sustained at 18 month follow-up (85). A review of
research on protection orders suggested that generally they lead to improvements in victims’ lives
through increases in perceived self-worth and safe3

Eye movement desensitization and reprocessing involves the
patient focusing on the traumatic event, thoughts and emotions while receiving stimulation in the form of eye movements (e.g. following a moving light).

ty (86). While evidence suggests that protection
orders can be effective, their utility is limited when
enforcement is inadequate.

3.7

Special courtroom measures,
specialist courts and police stations
that exclusively cater to women

Special courtroom measures and specialist courts
aim to improve victims’ experience of proceeding through the court system and giving evidence.
Special courtroom measures may include using
screens in the courtroom so that the witness cannot see, or be seen by, the defendant; giving evidence by live video link from a separate room in the
court building; using video evidence in cross examination; clearing the public gallery of spectators; removing court attire, such as wigs and gowns (e.g.
in the United Kingdom); and using an intermediary
for questioning (87). An evaluation of such measures put in place for vulnerable and intimidated
witnesses in England and Wales found positive results. These included improvements in satisfaction
with the criminal justice process and reductions in
perceived levels of intimidation and experience of
anxiety. Further, a third (33%) of witnesses stated that they would not have been willing or able
to give evidence without special measures (88).
Despite this, research indicates that special measures are not used as often or effectively as they
could be (89).
Specialist courts for intimate partner violence
have been in place in parts of Canada and the United States since the 1980s, and more recently have
been established across many areas in England and
Wales. The objectives are to increase coordination
between criminal justice and social service agencies, hold defendants accountable and address
victims’ needs effectively (90). Core components
include access to advocacy services, coordination
of partner agencies and their information systems,
victim and child friendly courts, specialist trained
personnel, evaluation and accountability, protocols for risk assessment, ongoing training, compliance monitoring and consistent sentencing (91).
While rigorous, long-term evidence of the impact of
specialist courts has yet to be established, evaluations have found them to be effective in increasing arrests (90), guilty pleas (92,93) and conviction
rates (93); reducing recidivism (89); and increasing
the speed at which cases are processed (93).
Police stations that exclusively cater to women
are a further initiative to address violence against
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women. These have been developed in a number of
countries in Latin America and parts of Asia (1) with
the aim of increasing the number of women reporting abuse, and improving the response of the police
towards them (1). However, these initiatives have
met with a number of problems, including the dismissal of women reporting to regular police units
(1). The scarcity of all women police stations also
means that women are often forced to travel long
distances to report abuse (1).
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4. Summary

Interventions to identify victims of interpersonal
violence and provide effective care and support
are an important part of efforts to break cycles of
abuse from one generation to the next. Victims of
violence can experience abuse for years without
ever contacting police; yet they may come into contact with many other agencies that are well placed
to identify their needs and initiate support. Thus,
a range of interventions have been established to
improve victim identification, including screening
tools, professional education programmes, mandatory reporting systems and multi-agency risk
assessments. Most interventions have focused
on intimate partner violence and have been implemented in developed countries, particularly the
United States.
Current evidence for the effectiveness of screening for intimate partner violence is promising, showing that simple screening tools, often implemented
in health settings, can identify victims of violence.
However, increases in levels of identification can be
short-lived and screening for intimate partner violence may be most successful when complemented
by protocols that incorporate identification and
management of victims into routine practice. More
research is needed on screening’s applicability to,
and impact on, child maltreatment and other types
of violence.
Violence education programmes can be useful in
raising awareness of violence and increasing knowledge of how to identify and support victims and,
consequently, can increase victim referrals to appropriate support services. Most programmes studied
have been tested in medical settings. In some countries, mandatory reporting systems require professionals to report suspected cases of child abuse to
authorities responsible for child protection. Such
systems, however, are largely unevaluated and
remain controversial.

Once identified, it is crucial that victims are offered effective care and support. Interventions that
provide advocacy services such as advice, counselling, safety planning and referral to other agencies
can increase victims’ safety behaviours and reduce
further harm. These measures can be implemented
following screening, or can be used to provide additional support to those proceeding through criminal
justice systems. Specialist measures for victims of
sexual violence, in the form of Sexual Assault Nurse
Examiner (SANE) programmes, have also shown
promising results in improving victim care and support and facilitating the prosecution of rape cases.
Further, a range of measures developed in the criminal justice system, such as protection orders and
specialist courts, can help improve victims’ experience of proceeding through the court system, increase conviction rates and reduce revictimization.
Evidence to evaluate the effectiveness of women’s
shelters on intimate partner revictimization is at
present insufficient; this is partly due to the difficulty of isolating the specific effect of shelters from
the other services provided at the same time. To
address mental health problems associated with
experiencing violence (such as PTSD), some psychosocial interventions, such as trauma-focused
cognitive behavioural therapy, have been successfully used with both children and adults.
Overall, however, rigorous scientific evaluations
of the long-term effects of care and support programmes are currently limited, with most evidence
from the United States and other developed countries. Thus, it is difficult to draw firm conclusions
about their effectiveness and applicability in other
settings. More research is needed to develop our
understanding of care and support programmes
and of measures for identifying victims, particularly for violence other than that between intimate
partners.
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