PRINT

CLOSE

SAVE

Comment

Intimate partner violence: the end of routine screening
highly feasible.7 Diﬀerent intervention models thereafter
have been recommended, but they usually encompass
providing a leaﬂet, discussing safety, and referring
women for further assistance to specialised services or
counselling. The WEAVE study provides an example of
a more intensive intervention.4 The critical question,
though, is whether this activity is worthwhile: any activity
based on the identiﬁcation of asymptomatic individuals
has to result in improved health status of those screened.
The evidence now indicates that it does not.
Yet the task of crafting an appropriate health sector
response to IPV remains, and further research is
needed to show how best to deﬁne such a response.
The ﬁndings of the WEAVE trial, and those of the US
and Canadian studies, do not show a lack of value in
asking female patients about IPV in circumstances
in which it might be directly associated with the
presenting complaint or important for counselling
or advice given. Indeed, IPV is a crucial causal factor
underlying women’s presenting problems in many
parts of the health services, particularly mental health
problems. Opening a discussion of problems in intimate
relationships, including violence, is necessary to provide
information for clinical care, and women might be more
ready to address change in their lives that will result in
the ending of IPV and abusive relationships when they
recognise that they have related health problems. It
should continue to be part of the clinical assessment of
all women patients in these circumstances. In care and
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Intimate partner violence (IPV) is prevalent around the
world, and was ranked 5th in terms of years of life lost
owing to disability for women in the Global Burden of
Disease Study 2010.1 Prevention of IPV and its health
consequences are thus public health priorities, and
the idea that health professionals have an important
role through identifying abused women and oﬀering
a structured intervention has been a widely held
assumption for many years in diﬀerent global settings.
Although many professional bodies have recommended identiﬁcation of asymptomatic women through
routine screening by health professionals, others including WHO, the Canadian Task Force,2 and the UK’s
Health Technology Assessment Programme3 have held
back, concluding that there was insuﬃcient evidence
to support such a recommendation. The evidence base,
however, has since grown. In The Lancet, Kelsey Hegarty
and colleagues report ﬁndings from the WEAVE study,
a large and rigorously designed randomised controlled
trial of screening and counselling for women who
had experienced IPV.4 This study was done to assess a
psychobehavioural intervention, but it began with the
postal screening of nearly 20 000 women patients for
fear of their partner in the previous 12 months. Those
who responded and screened positive were invited for
30-min counselling sessions with their family doctor, or
usual care depending on study group. 52 doctors (and
their 272 female patients) were randomly allocated to
either intervention or control. Primary outcomes were
quality of life, the mental health SF12 instrument, and
safety planning and behaviours. There was no diﬀerence
between groups in any of the primary outcomes. This
study, which was done in Australia, is the third such
study to report outcomes from a high-income country,
coming after a study done in the USA5 and one done
in Canada.6 These large trials diﬀered in their design,
but their conclusions have resoundingly agreed that
activities to identify asymptomatic abused women and
oﬀer diﬀerent types of intervention do not improve
women’s health.
These sorts of interventions are attractive because
they are simple and generally cost little, even if short
counselling interventions are oﬀered.7 The identiﬁcation
of abused women, among general health-service users,
through asking a simple question, or set of questions, is
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treatment services for HIV and sexually transmitted
infections, relationship problems and partner violence
can aﬀect the nature of advice given and discussions
around safer sexual practices, safe disclosure, and use
of medication. High quality, individualised care can
be provided only if health professionals understand
whether HIV-positive women are in relationships
marked by emotional, physical, or sexual violence, or
highly controlling practices. Appropriate advice and
intervention needs to be provided.
IPV and its health consequences should be prevented
and addressed in health services. The time has come to
conclude that routine identiﬁcation of abused women
and provision of a standard intervention is not the
answer. We need to develop and test new directions
for health-service responses. More substantive psychobehavioural interventions might be of value in other
contexts, for example when oﬀered in antenatal
services, where they have been shown to reduce
IPV recurrence and improve maternal and infant
outcomes.8,9 This work needs to be developed and tested
in other settings. The WEAVE study shows that uptake
of counselling interventions is often disappointing, and
research is needed to identify and overcome barriers.
Future work could also take into account men’s role in
IPV. There has been little consideration of screening for
IPV perpetration by men and oﬀering men interventions
to improve their relationship skills and stop their use
of violence. The role of family health services in this
deserves to be explored.
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