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Summary
Intimate partner violence (IPV) is a global health problem and a human rights violation.
According to the World Health Organization, 30 per cent of women worldwide will suffer
some form of partner violence at one point in their lives, and the rate is as high as 37 per
cent in some countries. IPV prevention programming has the potential to improve
gendered power relations in communities and to positively affect people’s lives. From
grassroots activists to international donors, stakeholders are devoting increasing
attention to this issue. Increases in IPV prevention programming in low- and middleincome countries, including the adaptation or replication of high-profile interventions in
new settings, reflect this interest.
The first IPV prevention gap map was published in 2017. This study provides an update
to the map and analysis based on evidence published between August 2016 and July
2018. A consultative process with stakeholders from several agencies and organisations
informed the development of the framework used for the map, which is inspired by the
ecological model that informs most IPV prevention programming.
This update used the same methods and inclusion criteria as the original, including a
systematic search, four rounds of screening, metadata extraction and analysis of results.
We used an explicit set of inclusion criteria to include completed or ongoing impact
evaluations or systematic reviews that focus on activities to prevent primary, secondary
or tertiary forms of IPV. The evidence gap map provides a visual display of completed
and ongoing systematic reviews and impact evaluations, structured around a framework
of interventions and outcomes. It identifies areas where there is little to no evidence, as
well as clusters of evidence that could be used for syntheses.
As of this map update, we have identified 141 studies: 95 impact evaluations, 44 ongoing
impact evaluations and 2 systematic review protocols. This total represents a significant
increase in new completed (48) and ongoing (16) impact evaluations since we first
mapped the literature in 2016. Our update includes 8 impact evaluations still in progress
from the original map that have since published updates – 6 endline reports and 2
midline reports. Although we did not identify any new completed systematic reviews that
met our inclusion criteria, two protocols of ongoing systematic reviews that met our
inclusion criteria have been published since our last report.
The evidence base on IPV interventions is barely a decade old. It is highly concentrated
in a handful of low- and middle-income countries, particularly South Africa, Uganda and
India. Impact evaluations of IPV prevention interventions in conflict-afflicted, post-conflict
and humanitarian contexts remains limited, having only increased from 3 to 6 studies
since 2016 – 1 systematic review protocol and 5 impact evaluations. The impact
evaluations are as follows: 1 in Côte d’Ivoire, 1 in Afghanistan (in progress), 2 in the
Democratic Republic of Congo (1 in progress), and 1 in Haiti (in progress). The impact
evaluations in Afghanistan and the Democratic Republic of Congo examine the effect of
women’s economic empowerment – the first on an education and cash transfer
programme and the second on a livestock asset transfer programme.
A significant proportion of the included impact evaluations focus on interventions
targeted at individuals, particularly economic and social empowerment interventions
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targeting women. There has been substantial growth in the evidence base for
interventions targeting communities, institutions and relationships/households,
particularly in the area of police interventions. Many of these newly published impact
evaluations use quasi-experimental designs to evaluate the impact of policies or
legislation. For example, one impact evaluation in Turkey examined a legal change in
compulsory education to estimate the impact of educational attainment on IPV
prevalence. Due to the difficulties of evaluating a public policy through a randomised
controlled trial, we encourage more quasi-experimental designs to fill the evidence gap
on interventions at the community and institution level.
Shifting the focus to outcomes, there is a clear effort to report on indicators focused on
women’s actual experiences of IPV. As expected, we find a high concentration of
evaluations reporting outcomes on women. Although there are fewer studies measuring
outcomes for men, this number has been increasing significantly since 2014. Workplace
and private sector interventions that target male outcomes are an important gap that
remains to be filled. Finally, 18 per cent of these studies contain substance abuse
prevention components and 35 per cent analyse gendered power relations and gendered
social norms in measuring male outcomes.
Since 2016, we found more studies reporting outcomes for couples, households,
communities and society, in addition to the increases in outcomes measured for men.
Previously empty areas on the map, such as parenting and bystander interventions, now
reflect newly completed studies, with three and four impact evaluations, respectively. A
gender analysis of the evidence base indicates that only a third of studies assess
outcomes related to changes in gender norms.
The majority of included impact evaluations use experimental rather than quasiexperimental study designs. In this map, quasi-experimental designs in use were
difference-in-difference, instrumental variables, regression discontinuity design and
propensity score matching. We have also included studies that used multiple methods
(more than one impact evaluation estimation strategy) or mixed methods (an impact
evaluation estimation strategy and qualitative methods such as key informant interviews
or focus group discussions). Again, there is a notable increase of quasi-experimental
studies evaluating the effects of community and institution programmes. Thirty per cent
report effects on IPV reductions beyond 24 months after the intervention.
There are clear clusters of evidence around interventions targeted at the individual level
and outcomes measuring women. The major evidence gaps are interventions targeting
the institution and society level and outcomes measuring effects for couples,
households, institutions and societies. We encourage more consideration of gender;
equity; and lesbian, gay, bisexual, transgender and queer partners, and measurement of
long-term effects. Finally, whilst there are a number of clusters of rigorous evidence, the
high variation in the interventions has prevented synthesis. In the short term, we need
more rigorous impact evaluations to prepare the evidence base for more systematic
reviews in the long term.
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1. Introduction
In the past decade, there has been a growing recognition of gender-based violence 1
(GBV) and intimate partner violence (IPV) not only as a global health epidemic, but also
as human rights violations (Contreras-Urbina et al. 2016; WHO 2013; Heise 2011).
According to the World Health Organization’s (WHO’s) Global and regional estimates of
violence against women, there is a wide geographical spread of IPV prevalence by
region, ranging from 23.2% to 37.7% (Figure 1). This growing recognition is a reflection
of the global commitment to documenting the magnitude of the GBV epidemic, as well as
the growing body of evidence on the prevalence and consequences of the violence
(WHO 2013).
Figure 1: Regional prevalence of IPV by WHO region

Source: WHO (2013)

Recognition of the problem has been spurred by many dedicated professionals, activists
and survivors at the grassroots, academic, government and international levels. Media
outlets, over time and in more places, are willing to bring this long-standing problem,
which is traditionally taboo, to the forefront of public attention. The outcry that followed
the Delhi gang rape and murder of Jyoti Singh, a 23-year-old female physiotherapy
intern in 2012 (Barry 2017), was a reflection of this changing environment. It carried
repercussions internationally, heightening the attention of other actors in the international
development arena, including donors.
Throughout this report, we use the term GBV instead of VAWG, as we also set up this evidence
gap map to identify studies where men, as well as women, are victims of violence by a partner.
However, whenever a study has an explicit focus on VAWG, we respect this focus when
discussing it. In the overwhelming majority of reported cases of IPV, a woman is the subject of
violence, and this is reflected in the evidence base.
1
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This increased attention has been matched by increased programming, with more
interventions around the world aimed at the prevention or mitigation of violence against
women and girls (VAWG). In particular, experience from well-known and researched
programmes, such as Intervention with Microfinance for AIDS and Gender Equity
(IMAGE) in South Africa or SASA! in Uganda, has informed and inspired their adaptation
in other countries. In this context, access to evidence from an expanding set of
interventions, under varying conditions and with varying implementation experiences,
becomes ever more important.
In recent years, experts have produced important research reviewing and assessing
interventions, programmes and policies implemented in low- and middle-income
countries (L&MICs) to improve our understanding of what works in preventing violence
against women. Recent examples are the Global Women’s Institute’s review of
community-based approaches to IPV (Contreras-Urbina et al. 2016), Fulu and
colleagues’ (2015) review of interventions to prevent VAWG, Fulu and Heise’s (2015)
summary of evidence around VAWG, Arango and colleagues’ (2014) systematic review
of reviews around interventions to prevent or reduce VAWG, The Lancet’s series on
VAWG (Watts et al. 2014) and Heise’s (2011) IPV prevention evidence overview.
Donors have also stepped up their efforts in three distinct ways: (1) by assessing their
portfolios; (2) by funding global initiatives to build the evidence base and identify
successful and promising interventions; and (3) by funding innovative approaches to
prevent violence. For example, the United States Agency for International Development
evaluated the implementation of its global GBV strategy in 2015. In 2016, UK aid
published an independent review of its work in VAWG, and currently funds the five-year,
£25 million ‘What works to prevent violence against women and girls’ programme. The
Inter-American Development Bank has funded pilots and scaled up initiatives, such as
Ciudad Mujer, True Love and the adaptation of the IMAGE programme in Peru.
The reasons this evidence gap map (EGM) focuses on IPV, rather than GBV as a whole,
are manifold. First, IPV is the most common form of GBV. WHO (2017) estimates that
around one third of women who have been in a relationship around the world will suffer
violence by a partner at some point in their lifetime. Devries and colleagues (2013)
estimate that this ranges from 16 per cent in some countries in East Asia to 66 per cent
in some countries of central Sub-Saharan Africa.
Moreover, more research is available on IPV than on other types of GBV, opening more
opportunities for review and synthesis. Programmes concentrating on IPV also help
reduce other types of violence because they focus on the family, where intergenerational habits are shaped – hence building a foundation to prevent other types of
GBV (Heise 2011).
Finally, this EGM is built around IPV prevention, rather than mitigation or response. We
acknowledge the importance of IPV response interventions for victims and their families;
however, prevention facilitates the reduction of the overall level of violence in the
medium to long term (Heise 2011).
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1.1 Evidence gap maps: definition and purpose
3ie’s EGMs collect and organise evidence on the effects of interventions, policies and
programmes for a given theme (Snilstveit et al. 2017). They facilitate rapid knowledge
transfer and capture, combining methods from systematic reviews and mapping with
data visualisation in an interactive platform. 3ie consults with key stakeholders and uses
a theory of change to develop the framework of interventions and outcomes for which we
conduct a systematic searching and screening of relevant literature to find evidence to
populate that map.
The rows of the gap map framework list relevant intervention categories, whilst the
columns represent outcomes pursued by those interventions, typically organised along a
causal chain. The same study can evaluate more than one intervention or outcome
through a multi-arm randomised controlled trial (RCT), and hence can appear in multiple
cells in the EGM.

1.2 Study objectives
The update reflects the objectives of the original IPV prevention EGM: (1) identify and
map the evidence base and gaps around IPV prevention in L&MICs; (2) identify existing
evidence gaps to better inform future investment in research; (3) identify clusters of
impact evaluations that offer opportunities for evidence synthesis; and (4) identify,
appraise and summarise existing evidence from systematic reviews of the effects of IPV
prevention interventions.

1.3 Methods
3ie produced the first IPV prevention EGM and report in 2017. The newly published map
and this report are updates. We used the same framework as the original EGM. That
framework was developed in early 2016 from discussions at a gathering of researchers,
NGO representatives and donor representatives in London; inputs from an advisory group;
and an extensive literature review. This process resulted in a proposed set of intervention
categories, outcome categories and cross-cutting themes to be represented in the map.
To test the draft map framework, the original authors conducted a cursory search and
screening of relevant studies found in 3ie’s Impact Evaluation Repository. They identified
eight studies, which they plotted on a ‘teaser map’. This teaser map enabled the team to
check for missing categories in the framework and assess how intuitive it was for the
coding process, and for fine-tuning category names and definitions. They shared the
framework and teaser map with the project’s advisory group and incorporated relevant
feedback.
For this update, we ran the same search strategy as for the original map, but with a date
exclusion for papers that would have been screened for the original map (Table A1 in
Appendix A). The team searched 16 indices and database providers, 44 websites, and 4
research registries. We conducted three types of searches: publication database
searches, targeted searches of specialised websites and databases, and backwards and
forwards snowballing, checking references of studies identified for inclusion, as well as
the online curricula vitae and websites of authors with at least one study identified for
inclusion.
3

We searched for general terms connected to IPV, such as family violence, spousal
abuse, domestic abuse and GBV. In each database, we searched the indexed terms and
used thesauri, when available, to capture other articles related to our search terms. We
did not limit the search to only violence of men against women or heterosexual partners.
A complete list of the searched resources is available in Table A2 in Appendix A.
Upon completing the search and identifying and removing duplicates, we used a
predetermined screening protocol (Table A3 in Appendix A) to screen results by titles,
abstracts and then full texts. At least two reviewers screened each study independently.
The second round of full-text screening was completed at the same time as metadata
extraction (also referred to as coding in this article), wherein we screened at full text and,
if determining to include it, extracted metadata. We coded impact evaluations for relevant
metadata and populated the EGM. Coding was reviewed by another researcher and the
principal investigator. Systematic reviews were assessed against 3ie’s rating tool to
determine confidence in their findings and to evaluate the risk of bias in each review.
Studies can be represented in several cells on the map, as studies may evaluate more
than one intervention and/or outcome. This is common if an RCT has more than one
treatment arm, for example. In this map, of the 396 total intersections including crosscutting themes, 239 intersections have evidence. For example, Abeid and colleagues’
(2015) study, which evaluates a community-based intervention in Tanzania, evaluates 2
interventions at the community level (a communication campaign, using radio, and
community mobilisation) for 3 different outcomes focused on women, men and the
community/society, generating 6 occurrences of evidence.
A key challenge, for this update and the original EGM, was to distinguish between
evaluations of interventions to prevent GBV and those to prevent IPV. A similar
challenge was to discriminate between IPV prevention and IPV response. We trained
screeners to be cautious when either of these issues came up; whilst screening in the
title and abstract level, screeners included GBV studies unless the authors explicitly
disclosed that IPV was out of scope. At the full text screening stage, the principal
investigator reviewed these studies to examine the nuanced difference between GBV
and IPV and made an inclusion or exclusion decision.
The flow of the screening protocol was written to address this challenge, methodically
minimising the risk of missing relevant studies along the process. If the intervention was
not focused on IPV prevention but reported effect sizes for IPV prevention outcomes and
met all other inclusion criteria, we included it for coding.

1.4 Limitations
The screening protocol and process were carefully designed and included several quality
checks. However, there is always the possibility of error, particularly of false negatives.
When screening at the title or abstract level, we may have excluded some studies that
should be on the map, if the information was not indicative of a study that was both an
impact evaluation and topically relevant. We do take additional steps to minimise the
likelihood of this happening, including quality checks and snowballing of references.
Halfway through the full text screening process, we conducted a risk assessment of Type
I error (falsely excluding studies that should be included) and Type II error (falsely
4

including studies that should be excluded) associated with one round of full text
screening and found a 6.71 per cent risk of total error, all of which was Type II error. The
studies under Type II error were for reasons of methodological rigour and nuances
between GBV and IPV.
The search was conducted in English only; however, studies published in French,
Portuguese and Spanish found opportunistically in the search were screened and
accepted if they met all other inclusion criteria. We excluded studies not published in
English, French, Portuguese or Spanish.
Finally, the process of developing an EGM framework is always challenging, and the
original IPV prevention EGM was no exception. There was no consensus throughout the
consultative process on all intervention categories or outcomes in the framework. We
took into consideration all different points of view expressed and settled for a framework
we felt was consistent with the logic of an EGM, whilst closely considering the end users’
point of view.

1.5 Report structure
Section 2 of the report features the scope of this EGM update. In Section 3, we present
the results of the search and screening, as well as an analysis of the main characteristics
of the evidence base. Section 4 discusses gaps and opportunities for synthesis. Section
5 concludes and discusses implications of the EGM. The attached appendixes include
information on methodological processes (Appendix A) and a bibliography of included
studies from the original and updated EGM (Appendix B).

2. Scope of the evidence gap map
We include impact evaluations and systematic reviews of effectiveness studies in our
EGM. The scope is defined by a framework of 18 interventions and 17 outcome
categories, in addition to 5 cross-cutting themes. These categories are informed by the
concepts we define below.

2.1 Definitions
Over the years, the discussion of IPV prevention amongst practitioners, researchers and
donors has featured slightly different definitions across countries and amongst different
authors. The box below presents the most important working definitions that we use
throughout the report. These working definitions allowed us to make clear distinctions
between IPV prevention and other related topics during the screening and coding
process that guided the inclusion or exclusion of studies when building the EGM.
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Key definitions
Intimate partner violence: We use WHO’s definition of IPV as any behaviour in an
intimate relationship that causes physical, sexual or psychological harm, including
aggression, sexual coercion, psychological abuse and controlling behaviour (WHO
2005).
Intimate partner: Although IPV is typically inflicted on women, men can also be victims.
In general, an intimate partner is defined as a person with whom an individual has a
close, personal relationship that may be characterised by emotional connectedness,
regular contact or sexual behaviour, identification as a couple, and cohabitation.
Examples of intimate partners may include current or former spouses, boyfriends or
girlfriends, dating partners, and ongoing sexual partners (Breiding et al. 2015).
Primary IPV prevention: Activities seeking to reduce the overall likelihood that anyone
will become a victim or a perpetrator by creating conditions that make violence less
likely to occur (for example, through awareness and sensitisation campaigns, or by
pursuing a reduction in binge drinking).
Secondary IPV prevention: Activities focused on identifying and addressing early signs
of abuse or abusiveness (for example, IPV screening when aimed at prevention, or
when the study authors explore the effects of screening on prevention).
Tertiary IPV prevention: Activities focused on individuals who are already abused or
abusive in order to reduce the recurrence of violence they experience or inflict (for
example, psychological support, coupled with soft skills and empowerment).
2.1.1 IPV prevention versus IPV mitigation or response
To be included in the map, the evaluated intervention, programme or policy has to
include a description of a theory of change behind it that focused on prevention. For
example, take the case of a medical intervention or psychological assistance, or
screening for a person harmed by an intimate partner. If these interventions are
evaluated without a clear argument on how they help prevent IPV, or they do not report
effect sizes for IPV prevention-specific outcomes, they are not included in the EGM.
2.1.2 Interventions designed versus interventions evaluated for IPV prevention
In general, studies evaluating interventions with a theory of change explicitly aimed at
IPV prevention are included in the EGM. If an intervention is not designed for IPV
prevention, but the study does report effect sizes for outcomes considered under the
framework, the study is still included in the EGM. Some microfinance programmes are
examples of the latter type of study.
2.1.3 IPV versus GBV
The EGM includes studies with a focus on IPV prevention. IPV is just one type of GBV,
as the latter can be inflicted by and upon any individual, not only intimate partners.
Studies focused on GBV are included only if the theory of change for the evaluated
intervention specifically discusses IPV prevention. Thus, studies exclusively focused on
6

other forms of abuse and violence, including child abuse, rape, sexual assault, or any
form of abuse or violence not perpetrated by an intimate partner, are not included in this
EGM.
2.1.4 IPV prevention versus IPV risk factors
Additionally, we include in the EGM framework outcomes related to IPV risk factors, such
as education, economic development, livelihoods, empowerment, drug and alcohol use,
pregnancy, reproductive health and child marriage. However, those outcomes are only
coded for studies of interventions aimed at IPV prevention.
To illustrate these inclusion criteria, take the case of cash transfers. Most cash transfer
programmes are not designed with the explicit goal of preventing IPV. However, if the
study estimates effect sizes of a cash transfer programme on an IPV prevention
outcome, such as ‘incidence of IPV’ at the community level, the study is included in this
EGM. If the study discusses the effect of cash transfers on GBV in a community (and not
on IPV specifically), the study is not included. And if the study is an impact evaluation of
a cash transfer programme and reports only effects on education achievement or
employment, for example, the study will not appear in the EGM, even though educational
attainment and employment status are widely acknowledged in the literature as IPV risk
factors.

2.2 Intervention categories
Table 1 presents the intervention categories 2 used for this EGM. Categorising
interventions – from small, localised pilots to national policies – is always challenging
and open to debate. The approach used for this EGM builds on how others have done it
in the past (Fulu et al. 2015; Arango et al. 2014; Ellsberg et al. 2014; Heise 2011), but
also introduces a few differences given the logic of an EGM.
First, intervention categories are organised at different targeted levels of an integrated
ecological framework, which is the collection of personal background and personality
factors that men and women both bring to their relationships (Heise 1998). This is paired
with the context and situational factors that affect their lives, including the prevailing
social norms around them that are reinforced by family members, friends and social
institutions. These norms and expectations are shaped by structural factors such as
ideology, religion or prevailing economic power relationships (Heise 2011).
The EGM borrows heavily from ecological models of human development, originally
proposed by Bronfenbrenner (1994). Bronfenbrenner argues that we need to consider
the entire ecological system in which humans grow in order to understand their
development. He conceptualised five subsystems – from the microsystem, or the
relationship of an individual with its immediate environment, to the macrosystem, or
institutional patterns prevalent in one’s society.
The definition of intervention categories is adapted from different sources, including Fulu and
Kerr-Wilson (2015), Michau et al. (2014), Jewkes et al. (2014), Heise (2011), Knerr et al. (2011)
and Paluck et al. (2010). The intervention typology has not been changed from the original EGM.
It remains a combination of specific interventions, intervention goals and intervention targets
decided by the advisory group.
2
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Heise (1998) adapts the model to the discussion of VAWG, with a framework that
recognises there is no single factor that ‘causes’ partner violence. The premise is that
the likelihood that a partner will become abusive, or that a community will have high
rates of IPV, depends on many factors that interact at levels that range from the
individual and their own life experience, to a couple’s interaction, the household, the
community (or communities) to which they belong and their society. The key in the model
is that all ecological levels interact to perpetuate IPV, and a positive intervention on one
level can be undone or neutralised by a risk factor on another level, hence the
importance of an ecosystem view of IPV prevention.
Figure 2, taken from Heise (2011), represents the conceptual framework for partner
violence under the socio-ecological model, with a list of risk factors linked to partner
violence in the literature at different ecological levels.
Figure 2: Conceptual framework for partner violence

Source: Heise (2011)
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Our EGM considers four main levels: individual, relationship/household, community and
institutional. We could have separated the relationship level from the household level, or
introduced other intermediate levels, reflecting alternative spheres of influence in
behaviour. However, the proposed framework allows us to consolidate a core set of
categories under each level.
In addition to this, having an intervention category under a given level indicates that the
intervention operates heavily there, but not necessarily exclusively there. One example is
a communication campaign that reaches an entire community but is intended to reach
individuals, or aims at changing the acceptability of IPV at the relationship/household
level whilst also potentially influencing formal and informal institutions. A second
example is the case of cash transfers that benefit individuals but can alter the way a
couple interacts or the decision-making in a household. Since the framework includes
not only interventions, but also outcomes organised under the ecological model, it is still
possible to organise information on the effects of an intervention for outcomes across the
social ecology, even if the intervention is anchored under a particular level.
There are indeed differences in the way certain interventions are organised in various
reviews. Fulu and Kerr-Wilson (2015), for example, organise school-level curricular
changes relevant to IPV prevention as institutional-level interventions. In this EGM, the
focus is the population immediately affected by such reform: students at school.
Therefore, all interventions addressing in-class delivery are under the relationship/
household level, whilst the institutional/societal level is reserved for efforts to change
laws, regulations and local norms to prevent IPV, and the enforcement of such laws and
regulations.
When targeting women, such interventions make a basic assumption that increased
income can reduce gender inequalities. In the case of interventions targeting men,
income generated through these interventions reduces economic stress and tensions in
the household, which can often lead to partner violence. Social empowerment
programmes, on the other hand, are a cornerstone of the violence prevention movement
(Fulu and Kerr-Wilson 2015), recognising the role of dependency on men as a source of
women’s vulnerability. Fulu and Kerr-Wilson’s review discusses how there is more
overall evidence on the effects of economic interventions than social empowerment
activities, particularly when the former are combined with gender-transformative
approaches.
Finally, the EGM introduces certain flexibility when dealing with recent approaches to
IPV prevention, under the label of ‘emerging approaches’. We identify here two means
for channelling the intervention (information and communication technology, and local
traditions) and a separate row for multicomponent programmes. Creating this section for
interventions also facilitates the introduction of other interventions or approaches in the
future, when the EGM is updated again.
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Table 1: Intervention categories
Individual level: Studies that focus on interventions targeted at men or women, irrespective of
their belonging to a community, interest group or other collective.
A1

Economic, income
generation

Includes impact evaluations and systematic reviews of economic
interventions and their effects on IPV prevention outcomes. The
intervention itself is typically not designed to prevent IPV, but the
study does look into its effects on IPV prevention and risk factors.
Examples include microfinance, vocational or job training
programmes, and cash transfers.

A2

Social empowerment,
skills building,
awareness raising

Interventions focusing on social empowerment through noneconomic means targeting mainly women (particularly from
vulnerable groups), but also men. Interventions include gender
sensitisation, transformative programming, awareness-raising
around women’s rights, access to services, how to protect oneself
from violence, and building soft skills or organisational skills.
These interventions can be delivered to groups or one-to-one for
particularly vulnerable individuals through home visits, and may be
focused on health issues, family roles, violence and services
available.

A3

Attention to physical or
psychological health

Interventions that assist victims by providing physical and
psychological health services, as well as working with victimisers
when psychological assistance is needed, are included if and only
if they have a prevention component, or the study deals with their
effect on IPV prevention outcomes. Physical health includes the
treatment of alcohol abuse, but alcohol abuse can also be
targeted through other types of interventions.

A4

Bystander
interventions

Interventions that organise or promote action taken by a person
(or persons) not directly involved as the subject or perpetrator of
violence against women to identify, speak out about or seek to
engage others in responding to violence. Whilst some forms of
bystander action are intended to intervene in actual violent
incidents or actions, others are intended to challenge the social
norms and attitudes that perpetuate violence in the community.
They can be targeted at men, boys, women or girls.

Relationship and household level: Studies of interventions targeted at (i) a couple; (ii) specific
members of a couple, if focused on their interaction; (iii) other members of the household
identified as key in the prevention of IPV, such as children, in-laws, and parents. This includes
heterosexual and LGBTQ partners.
B1

Counselling, critical
awareness of gender
roles

Interventions under this type include workshops and direct
counselling directed at men and women separately or together,
which may encourage critical awareness of gender roles and
norms, promote the position of women, challenge the distribution
of resources and allocation of duties between men and women,
and address the power relationships between women and others
in the community.
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Relationship and household level (continued): Studies of interventions targeted at (i) a couple;
(ii) specific members of a couple, if focused on their interaction; (iii) other members of the
household identified as key in the prevention of IPV, such as children, in-laws, and parents. This
includes heterosexual and LGBTQ partners.
B2

Parenting
interventions

Interventions targeting parents who have abused or neglected
their children, or are at risk of doing so, or that aim at utilising
parental roles as a channel for gender role sensitisation. Activities
include counselling, role play, media modelling of positive
behaviours, structured play, production and delivery of
communication materials, amongst others. They can be delivered
through home visits, be community based, or be implemented in a
health clinic or other settings.

B3

Curriculum-based
activities at school

Interventions delivered at school through formal courses, in-class
workshops, or modification at an institutional level of the curricula
or educational approaches with an IPV prevention aim.

B4

Extracurricular
activities for children
and/or adolescents

Activities outside school and focused on children (under 13) or
adolescents (13–17). Sports, music, theatre and other
extracurricular activities are included here when not part of a
community-wide programme.

Community level: Interventions targeting entire communities or specific interest groups, fostering
collective action through education and capacity building to address inequitable norms and
practices.
C1

Communication and
advocacy campaigns

Awareness campaigns that aim to raise awareness or increase
knowledge about a service, a law or about IPV as an issue in
general. Advocacy campaigns often take the form of a regional or
national coalition of individuals and organisations that are
encouraged to take action to influence policy change. They often
include media interventions, using television, radio, newspapers,
magazines and other printed publications. Campaigns include
social norms marketing used to change perceptions about
attitudes and behaviour considered normal by the community, and
to activate positive social norms and discourage harmful ones.

C2

Community-wide
mobilisation

Community mobilisation interventions attempt to empower women,
engage with men, and change gender stereotypes and norms at a
community level. They can take the form of community workshops
and peer training aimed at shifting attitudes and behaviour by
interrogating prevalent norms. They are often accompanied by
localised campaigns and community mobilisation activities,
including video, radio broadcasts or dramas.

C3

Activities and
mobilisation through
common-interest
groups or associations

Activities for groups formed around shared characteristics or
affiliations (churches, universities, savings groups, women’s
groups). For example, IPV training for microfinance groups would
be categorised here.

C4

Workplace and private
sector interventions

Sensitisation campaigns and targeted training at the workplace,
workplace regulations.
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Institutions and society level: Also known as the macro-social level under the ecological
framework, interventions at this level are intended to reduce gender inequality and impact on the
cultural and economic factors contributing to the perpetuation of IPV by changing laws and
policies, and enforcing existing regulation.
D1

Awareness and
advocacy focused on
authorities

When the training, campaign or sensitisation programme is aimed
at leaders and politicians to generate change from above, the
intervention is categorised here.

D2

Promotion of local
norms, legislation and
debates

Initiatives to establish new norms, rules or laws that are expected
eventually to change prevailing gender norms by fostering an
enabling environment conducive to changes in gender relations.
Examples are a system of quotas for women’s participation in local
governance or discussion of women’s issues linked to IPV during
elections to encourage voting and influence the debate.
Campaigns for women’s equality in leadership positions can also
be included here.

D3

Police activities/
Enforcement of
existing laws and
regulation

When the intervention is focused on police or other agents
responsible for enforcing existing regulations, including the
judiciary system. Also included are interventions that enforce
health policy or legislation relevant to IPV prevention.

Emerging trends in IPV prevention: A separate grouping is considered for types of interventions
defined not by a specific level of the ecological model, but by the channel used to deliver the
intervention, or when the design tackles multiple levels.
E1

Information and
communication
technology-based
interventions

Includes mobile phones, Internet and hotlines. Whilst the use of
mobile phones or Internet could be part of a larger effort at one or
more levels, we try to identify evidence around its use to
understand its impact.

E2

Using traditions,
festivals to channel
messages

Interventions are coded here when the key mechanisms to pass
information and create awareness about IPV are local traditions,
ceremonies or festivals. For example, a recent impact evaluation
of IPV prevention through the coffee ceremony in Ethiopia
(ongoing).

E3

Multicomponent
interventions

Here, we include studies evaluating interventions that operate
across different levels of the social ecology, either evaluating the
programme as a whole or evaluating multiple interventions at more
than one level of the social ecology. For example, an intervention
looking to empower women by training them in soft skills, whilst
also providing relationship counselling, would be coded under this
category. Similarly, a study that reports on the overall effect of a
programme looking to influence multiple levels such as SASA!
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2.3 Outcome categories
Table 2 lists the outcome categories that form the columns of the EGM, along with their
corresponding code and a brief description. The outcomes are organised by the main
target they refer to (women, men, couple/household members and community/society).
Within each of these groupings, outcome categories are organised as much as possible
according to the causal chain. Thus, outcomes go from awareness of the problem and
life skills to attitudes and self-efficacy against violence, to risk factors, and then to the
actual experience of violence.
We also include a category for access to services and response to IPV, so we can code
this outcome when reported in the context of an IPV prevention intervention.
Table 2: Outcome categories
Women-focused outcomes
Outcomes that allow women to identify IPV as a problem and act on
Awareness and
this understanding and knowledge. An example is negotiation skills
F1
life skills
that affect women’s bargaining power and knowledge of their rights
and the services they can access.
Attitudes and
This includes identity formation, perception of gender roles,
F2
self-efficacy or
acceptability of sexist attitudes, acceptability of IPV, intimacy and
identity
self-efficacy.
Outcomes considered in the literature as protective factors that
reduce the risk of IPV because they generate women’s
Socio-economic
empowerment: education through the completion of secondary
F3
factors
school, economic rights, employment outcomes, access to and use
of assets.
IPV indicators and reporting would be included here, as well as other
Incidence or
outcomes, such as leaving the relationship. We include perpetrating
F4
reaction to IPV
IPV because the study may include cases in which the perpetrator is
a woman.
Access to/use of
The availability and effective use of health, psychological/counselling
F5
response
and legal services.
services
Men-focused outcomes
Understanding of IPV as a problem and life skills mainly oriented to
Awareness and
G1
self-efficacy and self-control of triggers, particularly in stressful
life skills
situations. Control of alcohol intake would be included here.
Attitudes
towards IPV,
G2
Acceptability of IPV and perception of gender roles as a risk factor.
perception of
gender roles
The emphasis of this category for men is in the reduction of stress
Socio-economic
G3
due to lack of economic opportunities that may create stress in the
factors
relationship and violent behaviour.
Studies measuring outcomes for men and boys on attitudes towards
Incidence or
G4
IPV could report on men admitting engaging in violence, but mainly
reaction to IPV
we look at proxies of changed behaviour of men.
Access to or use
The availability and effective use of health, psychological/counselling
G5
of response
and legal services
services

13

Relationship and household outcomes
Awareness, life
A study is categorised here when the change in perception and
skills and
attitudes towards IPV is observed in the couple or other family
H1
attitudes towards
members (in-laws, relatives, children, youth).
IPV
Experience and exposure to violence by the couple or other
Incidence and
H2
household members. This includes child abuse and other GBV,
exposure to IPV
apart from IPV.
Decision-making Identify concrete changes in decision-making power or gender roles
H3
and gender roles due to interventions.
Response of household members to IPV, including intervening or
H4
Response to IPV
seeking help.
Community- and society-level outcomes
Attitudes
towards IPV and Community-level measures of IPV acceptability and perceptions of
I1
perception of
gender role as a risk factor.
gender roles
Any reports on the percentage of households or of women at the
community level suffering or reporting IPV will be included here. It
Incidence,
explicitly looks at incidence and reporting. As explained for the
I2
prevalence and
individual level, an increased reporting of cases may also be a
exposure to IPV
consequence of programmes in the sense that there is a greater
acknowledgement of the problem.
Community or
This category includes legislation and women’s quotas in governing
I3
society response
bodies, but also reporting/intervening when IPV happens.
to IPV

2.4 Populations
We also extracted data on certain target populations. It is important to understand how
the evidence base is answering a wide range of questions around effectiveness,
inclusion of vulnerable groups and other subpopulations, or theories of change.
First, we coded the study as including vulnerable populations if the study focused on
indigenous peoples, people living with disabilities, people of low castes, LGBTQ people,
or other vulnerable populations or subpopulations of interest. The intervention needed to
focus on vulnerability or include a detailed discussion around it; it was not enough to
report on a vulnerable population or research-defined group as a heterogeneous effect to
be considered in this category.
The next population is men and boys. We included a study under this category if the
study focuses on men and boys and their attitudes about and perceptions of masculinity.
It was not enough to report results or analyse work with men or boys as part of the
analysis. The theory of change of the evaluation needed to target the transformational
effects of focusing an intervention on men or boys.
Finally, persons abusing alcohol or drugs were included in our third population subgroup.
If the study looked at alcohol/drug abuse as an outcome, or at populations of those
abusing alcohol or drugs, regardless of the focus of the intervention, we include it here.
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2.5 Study types
The IPV prevention EGM primarily includes impact evaluations, which measure the
change in the key outcome indicators that occurs because of an intervention, programme
or policy. They use experimental or quasi-experimental study designs to conduct a
counterfactual analysis, which allows for the attribution of changes in an outcome to a
specific intervention, or to compare the effects of different types of programmes (3ie
2012).
Specifically, we include studies featuring the following types of research design:
• RCT;
• regression discontinuity design (RDD);
• before-and-after studies using appropriate methods to control for selection bias
and confounding, such as:
o propensity score matching (PSM) or other matching methods;
o instrumental variable (IV) estimation (or other methods using an instrumental
variable, such as the Heckman two-step approach);
o difference-in-difference (DID); or
o fixed- or random-effects model with an interaction term between time and
intervention for baseline and follow-up observations;
• cross-sectional or panel studies with an intervention and comparison group using
methods to control for selection bias and confounding as described above; and
• studies explicitly described as systematic reviews and reviews that describe
methods used for search, data collection and synthesis, as per the protocol for
the 3ie database of systematic reviews (Snilstveit et al. 2013). Systematic
reviews also had to be assessed as medium or high confidence in their methods,
per 3ie’s systematic review assessment tool.
We extracted data on whether studies included a cost-effectiveness analysis or
measured long-term impact (24 months or more). Cost-effectiveness is vital to moving an
intervention from the proof-of-concept stage to replication and scale-up. Furthermore, it
is difficult to build stakeholder momentum around very costly programmes. In order to
understand if the programme has lasting effects, it is important to measure long-term
impact. Many endline surveys are done within 6 months of completing the intervention;
however, it is important to measure effects 24 months or more after the intervention to
understand whether the intervention was implemented long enough and whether the
effects are lasting. Duration is especially important when trying to change wellestablished and resilient gendered social norms and the social acceptability of IPV in
many places.
Without answering these questions, we are less able to understand how best to use
evidence when designing and implementing new programmes. For example, when costeffectiveness is combined with an understanding of the problem (such as human
resource availability, current input prices and local institutions), it can inform
assessments of a programme’s value for money in a defined situation and identify the
factors to which the outcomes of interest are most sensitive (Dhaliwal et al. 2013).
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2.6 Other inclusion criteria
In addition to the study’s topical relevance and the study type, we consider the following
characteristics when making inclusionary decisions:
• The study must have been published from 1990 onwards; be an effectiveness
study rather than an efficacy study; and study the effects of an intervention,
programme or policy; and
• The country must be labelled as a low- or middle-income country by the World
Bank at the time of the study’s publication.

3. Findings
3.1 Search and screening results
Figure 3 details the results of the search and screening process for impact evaluations and
systematic reviews with evidence from L&MICs identified during this update. 3 Including
what we found in the update, the complete map now contains 141 studies: 95 impact
evaluations, 44 ongoing impact evaluations and 2 systematic review protocols. This
represents a significant increase in the availability of evidence on IPV interventions since
the EGM was first conducted in 2016. Updating the search resulted in the inclusion of 40
newly completed 4 impact evaluations, 16 newly registered ongoing 5 impact evaluations and
2 systematic review protocols. We did not identify any completed systematic reviews.
As part of the update, we screened more than 100 new potentially relevant reviews,
excluding reviews for two primary reasons – either because they primarily included
evidence from high-income countries, or because they did not have a research question
specific to IPV prevention.
In the first case, given that the evidence base is fairly recent and that there are only 95
completed impact evaluations for L&MICs and nearly 250 for high-income countries, it is
not surprising that systematic reviews largely include evidence from high-income countries.
However, due to the growth of the evidence base in the past two years, it is unsurprising
that two systematic review protocols for L&MICs have been registered since 2016.
Regardless of the location of evidence, the systematic reviews focus more broadly on
interventions related to VAWG or GBV. We did consider reviews that had multiple research
questions and sought to synthesise evidence related to IPV prevention separately. Other
reviews focused on IPV in L&MICs but in the context of understanding risk factors, not the
effectiveness of interventions. In the end, no systematic reviews met our inclusion criteria.
Of the ongoing studies identified in the 2017 report, 8 have since published updates – 6
final reports and 2 midline reports. The 95 total completed impact evaluations include 67
journal articles, 13 working papers, 11 project reports and 4 dissertations. A bibliography of
all completed and ongoing impact evaluations can be found in Appendix B.
For the results of the search and screening process of the original IPV EGM, see Picon and
colleagues (2017).
4 A study is considered complete if it has a report published or in draft form.
5 The identification of ongoing studies is based on preregistrations, published protocols or preanalysis plans. Announcements were also identified on the personal website or curricula vitae of
the primary authors.
3
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After coding all studies identified through the search and screening process, we mapped
them under the EGM framework. Figure 13 shows the complete updated EGM, including
completed and ongoing impact evaluations and systematic reviews. On the EGM, each
number indicates how many studies evaluate category given outcome for that type of
intervention.
Figure 3: Search and screening results for the update of the EGM
33,859 search results from databases and websites

9,085 records screened at title level after duplicates removed
(duplicates within and from the original map)

5,684 records screened at abstract level

1,857 records screened at full text level

174 records screened a second
time at full text level

66 L&MIC impact
evaluations coded

40 completed
impact
evaluations

2 L&MIC systematic
reviews coded

26 ongoing
impact
evaluations

0 completed
systematic
reviews

2 ongoing
systematic
reviews

3.2 Publication year
A key feature of the IPV prevention evidence base in L&MICs is that it is very recent. The
first published impact evaluation of IPV interventions in an L&MIC was the evaluation of
the IMAGE programme in South Africa, using a combination of RCTs and PSM (Pronyk
et al. 2006).
By July 2018, 95 impact evaluations that focus on IPV prevention had been published.
Figure 4 shows the trend over time in completed impact evaluation and protocol
publications, which has particularly picked up since 2012. The trend of steadily
increasing research is confirmed when looking at studies underway or not yet published.
Of the 44 ongoing impact evaluations and systematic reviews identified, the oldest were
registered in 2012, and 8 were registered in the first 7 months of 2018.
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Figure 4: Completed and ongoing impact evaluations by publication year through
July 2018
Completed and ongoing impact evaluations – report or article
publication year
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Note: There were no included impact evaluations published in 2007.

3.3 Geographical distribution
Figure 5 shows the distribution of completed impact evaluations by country, and Figure 6
provides details by region. Almost half of the impact evaluations produced to date come
from three countries – South Africa, India and Uganda. However, 34 countries around
the world have had at least 1 study, and 21 countries have more than 1 study.
Thirteen new countries appear on the map in this update, with either published or newly
registered impact evaluations: Afghanistan, Burkina Faso, Cameroon, Colombia, El
Salvador, Liberia, Malawi, Nepal, the Philippines, South Korea, Sri Lanka, Thailand and
Turkey. Six studies in the last two years focus on Bangladesh, ranking it fourth overall
behind South Africa, India and Uganda for numbers of IPV studies.
Figure 5: Completed and ongoing impact evaluations by country
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Figure 6: Completed impact evaluations by region
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Regionally, around half (45) of the global impact evaluation evidence base is for
interventions implemented in Sub-Saharan Africa. However, given the concentration of
impact evaluations in South Africa and Uganda, this evidence base represents only 15 of
the 46 countries in the region.
The world region with the second-largest number of impact evaluations is South Asia,
with 21 impact evaluations. Similar to Sub-Saharan Africa, the evidence base is heavily
concentrated in a few countries; in this case, India has 13 and Bangladesh has 6, with
Pakistan and Nepal (each with 1 completed evaluation) rounding out the number of
countries.
In Latin America and the Caribbean, there are 18 published impact evaluations, with the
highest concentration in Mexico (6), followed closely by Brazil, Ecuador and Peru (6
impact evaluations each). In Mexico, the cluster of studies is explained by the use of the
structure and access to beneficiaries of the Oportunidades programme for three studies,
and the pilot of a school-based intervention, ‘True Love’ (Amor, pero del bueno), with the
support of the Inter-American Development Bank.
Across regions, looking at the evidence from fragile states, only 3 of 35 countries on the
World Bank’s harmonised list of fragile states are represented in the evidence base of
completed impact evaluations: 3 in Côte d’Ivoire, 2 in the Democratic Republic of Congo
and 1 in Liberia.
Ongoing studies
Studies under preparation confirm a few key trends. First, IPV prevention programming
and its evaluation have increased in recent years in India. All but one of the completed
impact evaluations in India have been published since 2014, whilst six new impact
evaluations are under preparation in the country. Impact evaluations are underway in two
countries new to the region’s evidence base – Afghanistan and Sri Lanka.
Twenty-seven new impact evaluations are under preparation in Sub-Saharan Africa
(61% of the ongoing studies), with a better distribution than the current evidence base.
Amongst the fragile states, Afghanistan enters the list of countries where impact
evaluations of IPV prevention interventions are under preparation.

3.4 Study design
As Figure 7 shows, 64 per cent of studies feature an exclusively experimental design,
whilst 23 per cent are exclusively quasi-experimental. The other 13 per cent of studies
feature a combination of experimental and quasi-experimental designs. The detail on
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methods used is presented in Figure 8. Apart from RCTs, there appears to be a clear
preference for DID estimation strategies as an alternative approach for evaluating IPV
prevention interventions. Use of two quasi-experimental designs has increased
significantly since the publication of the original map: Use of RDD rose from 0 to 4
studies and use of IVs rose from just 1 study to 3.
We also extracted data of studies performing cost-effectiveness analysis and of studies
reporting results in the medium to long term. Eight studies report cost-effectiveness in
their analysis, a significant increase from the sole study found in the original map. About
a third of studies report results two or more years after programme implementation.
Figure 7: Completed impact evaluations by design
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Figure 8: Completed impact evaluations by design
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Ongoing studies
Based on available information, the ongoing impact evaluations are overwhelmingly
registered as RCTs (42 of 44). The remaining two studies use DID. This is likely due to
the lower registration rate of studies that use a quasi-experimental design.

3.5 Intervention categories
Figure 9 shows the distribution of studies across intervention categories. There is a clear
concentration of impact evaluations of interventions targeting individuals (men, women or
both). More than 50 per cent of the included studies assess such interventions,
specifically economic empowerment (28) and social empowerment (23). Economic
interventions have a theory of change that emphasises the intersection of gender and
poverty, and how it increases the likelihood of risk factors that could increase the
incidence of IPV.
For other socio-ecological levels, interventions with a large representation of impact
evaluations are counselling and critical awareness of gender roles
(relationship/household level) and community-wide mobilisation (community level).
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We also coded completed studies evaluating programmes with interventions targeting
more than one socio-ecological level, under the label of multicomponent approaches. We
identified 15 studies in this group. The literature typically associates multicomponent
programmes with community-based approaches. Here, we consider studies evaluating
interventions in different combinations of socio-ecological levels; for example, individual
and relationship/household levels.
Figure 9: Completed impact evaluations by intervention category
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3.6 Outcome categories
Figure 10 summarises the evidence base in terms of outcomes reported. More than 65
per cent of impact evaluations report results based on an indicator of women’s
experience of IPV. The specific indicator varies, from self-reported violence to indices
designed to get a sense of the level of exposure to violence.
Also for women, 23 studies assessed attitudes, self-efficacy and identity. Most of the
indicators under this category focus on attitudes of women towards IPV and the
acceptability of partner violence inflicted either on them or around them. A typical
question to collect this information is one directly inquiring whether the respondent thinks
it is justifiable for a husband to hit his wife under certain circumstances.
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Figure 10: Completed impact evaluations by outcome category
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Poverty, lack of employment opportunities and lack of food security, amongst other
socio-economic indicators, are regularly mentioned in the literature as risk factors that
could lead to increased or sustained partner violence, and are treated as outcomes of
interest in the IPV prevention literature. Yet there are just three impact evaluations, all
published since 2016, on such risk factors for men that include IPV prevention in their
theories of change.

3.7 Populations
Figure 11 summarizes the completed impact evaluations by population. Thirty-four
completed impact evaluations focused on vulnerable populations, the majority of which
were persons living with HIV and AIDS, sex workers, and refugees or victims of
humanitarian crises. We found no studies that explicitly targeted interventions to or
measured outcomes for LGBTQ partners. Although being female inherently makes one
vulnerable in many contexts, we did not regard studies that focused only on women as a
subgroup in this category.
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Eight completed impact evaluations looked at either alcohol or drug abuse as an
outcome, or at populations of those abusing alcohol or drugs. Only a few of these studies
specifically targeted people suffering from alcoholism or drug addiction. The other
interventions were pre-emptive and delivered at work, at school or at health centres.
Finally, 13 impact evaluations focused on men and boys, many of which centred on
awareness raising rather than actual behaviour change. This is despite the fact that a
substantial body of literature shows that changing harmful gendered masculinity helps to
reduce GBV in general.
Figure 11: Completed impact evaluations by population
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3.8 Gender analysis in the evidence base
A gender perspective is a critical element in IPV prevention programming and
intervention design, as IPV is closely linked to broadly accepted or established social
norms on gender roles and relationships. It is also a factor to consider seriously when
doing research around IPV prevention, as it can affect the conclusions of studies.
We coded the dimensions of a gender perspective in impact evaluation research,
following a simplified appraisal approach proposed by Morgan and colleagues (2016).
We coded the 95 completed impact evaluations based on three questions:
• Does the study disaggregate results by sex?
• Are changes in gender power relations or gender norm outcomes investigated in
the study?
• Does the study describe specific considerations of gender in the research
process?
The results are summarised in Figure 12.
Figure 12: Gender analysis in the impact evaluation evidence base (by percentage)
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Approximately 21 per cent of completed impact evaluations disaggregate results by sex.
This number does not include the studies in which information is collected only for men
or women. One challenge of evaluations focused on economic and social empowerment
is their common failure to include men in their analysis. For example, Buller and
colleagues (2016) only present outcome data from wives. By contrast, Green and
colleagues (2015) evaluate gender training for men and women – an intervention and
analysis method that allows them to measure the impact on men as well as women.
We also looked for explicit references to gender considerations during the research
process. 6 To do that, coders were asked to look for gender-related information on who
participates as respondents, when data is collected and where, who is present, who
collects data and who analyses the data. We found that 59 per cent of studies discuss at
least one of these issues.
Finally, we found that 30 per cent of impact evaluations include some form of gendered
power analysis, or at least a discussion around gender norms prevailing in the context in
which the programme is implemented. For example, interventions used by Hossain and
colleagues (2014) attempt to improve relationships by increasing shared decisionmaking and changing household gender norms. Similarly, Gupta (2014) uses gender
dialogue groups to reduce acceptability of IPV.
Moreover, some studies focus on younger generations to create more equitable beliefs
about gender. Sosa-Rubi et al. (2016), Lazarevich and colleagues (2015), and Ekhtiari
and colleagues (2014) include school-based interventions to reduce acceptability of IPV
and increase gender equity and healthy relationships.

In keeping with 3ie EGM methods, our coding did not attempt to capture implied gender analysis
or consideration that researchers undertook but did not report explicitly.
6
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Figure 13: Evidence gap map of IPV completed and ongoing impact evaluations and systematic reviews
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4. Gaps in evidence and opportunities for synthesis
With more than a doubling of the number of studies available, the evidence base has
grown significantly since the original EGM was published in 2017. Studies have been
conducted in a larger number of countries, covering a broader range of interventions and
outcomes and with a greater use of quasi-experimental approaches. As a result, clusters
of evidence are starting to emerge around a few intervention areas, giving rise to the
potential for systematic reviews. Although this EGM indicates that the evidence base is
by and large not synthesised, the two newly published systematic review protocols show
that segments of the evidence base are ripening for synthesis. Gaps remain in other
sections of the evidence base, which we outline below.

4.1 Gaps
Reviewing the EGM by socio-ecological level – even at the individual level, where most
of the evidence base seems concentrated – there are intervention categories with scarce
impact evaluation evidence. Economic interventions (most not designed for IPV
prevention, but with studies that assess impacts on IPV outcomes) and social
empowerment interventions dominate this section of the EGM.
Evidence at the individual level on bystander interventions is still lacking. We note an
increase since 2016 to four studies, including ongoing and completed studies, showing
an increased priority to this intervention. Given that this intervention is strongly grounded
in community-based work and the challenge of changing prevailing social norms around
gender, it can have a magnifying effect on society. Although this remains a gap in the
evidence base, researchers can now build on the growing evidence.
Also at the individual level, studies measuring outcomes for men are also lacking,
particularly for socio-economic triggers (n = 6) and access to IPV response services (n =
3). Despite these gaps, there have been promising increases for outcomes measuring
men; including their awareness and life skills (an increase from 12 to 18), attitudes
towards IPV and perception of gender roles (an increase from 12 to 22), and incidence
or reaction to IPV (an increase from 16 to 34). Given that men can be both perpetrators
and victims of IPV, it is pertinent to increase programming towards, and measure
outcomes for, men.
At the relationship or household level, we found gaps in interventions for curriculumbased activities at school (n = 3) and extracurricular activities for children and/or
adolescents (n = 1); outcomes at this level measuring changes in attitudes towards IPV
(n = 7) and response to IPV (n = 6) are also lacking. Since 2016, there has been no
increase in completed impact evaluations for IPV prevention at school or after school.
However, three studies are underway for IPV prevention at school in Haiti, Kenya and
South Africa.
We found no registered studies for extracurricular activities. Given the importance placed
on the role of relatives and children to reduce IPV prevalence and incidence in the
literature, we encourage more studies with interventions and outcomes at the
relationship/household level.
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There are gaps at the community level on workplace and private sector interventions.
We identified 4 studies – 2 completed and 2 ongoing. Despite these gaps, there has
been increased attention to the other three intervention categories at the community
level in both completed and ongoing studies. Communication and advocacy campaigns
increased from 7 studies to 24, 3 of which were published impact evaluations from
previously ongoing studies in the original map. Community-wide mobilisation
interventions increased from 11 to 24 studies.
Community-based approaches to IPV prevention, particularly community mobilisation
(Fulu et al. 2015), are considered promising because they can reach multiple levels of
society using educational and behavioural change interventions. This helps foster
collective action and potentially change prevailing social norms around gender roles and
the acceptability of violence. There are 16 ongoing impact evaluations for interventions
targeting the community level, so we expect more growth in this area.
Moving to the institutional level, there are evidence gaps for awareness focused on
authorities and the promotion of changes in local norms. Only 2 studies on awareness
focused on authorities, 1 completed in Malawi and 1 under preparation in Peru. Five
studies, all of which are completed impact evaluations, promoted changes in local
norms. Despite these gaps, there has been small growth in this area over the last 2
years; studies targeting the enforcement of existing laws, regulation or policies increased
from 2 to 9. Although community-based interventions regularly feature work with local
leaders or the promotion of changes in gender norms through advocacy and
mobilisation, the specific effectiveness remains under-studied in the evidence base.
We did not identify any rigorous impact evaluations or systematic reviews with an explicit
focus on IPV between LGBTQ partners. We understand the difficulties in directing
interventions to or measuring outcomes for LGBTQ persons – both in data collection and
research design. There are ethical concerns in collecting data on sexual orientation,
given the systematic oppression of LGBTQ populations across societies. Furthermore,
given the sensitive nature of this topic, many survey respondents are unwilling to
disclose their sexual orientation for fear of retaliation. In countries where nonheterosexuality is illegal, such as Uganda, researchers risk being denied local ethics
approval if they consider LGBTQ persons in their research design. Despite the difficulties
in researching these diverse and vulnerable populations within the term LGBTQ, we
encourage more consideration of LGBTQ people and their intimate partnerships in IPV
prevention research, where possible.
Although IPV is the most common form of violence in post-conflict settings (Gibbs et al.
2018), evidence on IPV prevention programming in such settings remains limited, having
only increased from 3 studies to 6 (1 systematic review protocol and 5 impact
evaluations) since 2016. Women’s economic empowerment in post-conflict settings is
increasingly being researched. One impact evaluation in Afghanistan and one in the
Democratic Republic of Congo examine the effect of women’s economic empowerment
in post-conflict settings – the first on an education and cash transfer programme (Gibbs
et al. 2018) and the second on a livestock asset transfer programme (Glass et al. 2017).
One of the new systematic review protocols targets IPV prevention interventions in
humanitarian settings.

27

There are clear regional gaps in the evidence base, particularly for regions with small
numbers of impact evaluations but high rates of IPV. For example, the Middle East and
North Africa feature only six completed impact evaluations, but according to WHO
(2013), the estimated IPV prevalence in that region is as high as that in Sub-Saharan
Africa and South Asia (both around 37%). Moreover, although IPV is estimated to be
lowest in East Asia and Central Asia, WHO indicates that about one in four women living
in those regions will still experience IPV at some point in her lifetime.
The relative recent practice of using impact evaluation to assess IPV prevention
explains, at least in part, the low number of countries and depth of the evidence base in
many of them. However, the concentration of studies in a few countries also suggests
favourable conditions within these countries for this type of research. In South Africa,
high-profile programmes such as IMAGE and Stepping Stones offer the opportunity, and
large enough sample sizes, for impact evaluation research. Moreover, an established
tradition of clinical trials around health and HIV, as well as a strong research community,
facilitate a stream of impact evaluation research in the country. The WINGS and SHARE
and SASA! programmes in Uganda present a similar opportunity. In India, there has
been increased interest in tackling IPV prevention in the past few years, particularly
since the Delhi rape events of late 2012, widely discussed by the media, government
and donors.

4.2 Opportunities for synthesis
In general, the existing evidence has areas that are ripening for synthesis, particularly at
the individual level. The strong focus on women’s outcomes across existing impact
evaluations presents a promising cluster for synthesis. This is to be expected, as women
are overwhelmingly the most common victims of IPV. Furthermore, the rapid pace at
which the evidence base for L&MICs is growing means that, with additional studies in a
few areas that collect similar information, more opportunities for synthesis can be
generated in the short term.
Whether synthesis and meta-analysis are possible depends on the homogeneity of the
studies identified in a cluster; specifically, whether the studies evaluate programmes that
are relatively similar and measure outcomes in ways that can be standardised and
aggregated. We consider here five emerging clusters of impact evaluation.
4.2.1 Impact of economic/income-generation programmes on (1) women’s
experience of or response to IPV, and (2) couple or household decision-making
and gender roles
The impact of economic/income-generation programmes on women’s experience of or
response to IPV contains 27 total studies (20 completed and 7 ongoing). This is an
increase from 10 completed impact evaluations from the original EGM. These studies
represent eight programmes, including microfinance, asset transfers, conditional and
unconditional cash transfers, and entrepreneurship and mentorship programmes. Now
that the update has captured 10 newly published impact evaluations, we encourage
synthesis in this area.
An additional cluster of interest is the impact of economic interventions on household
decision-making. The 9 impact evaluations in this cell represent 5 cash transfer
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programmes and 4 microfinance interventions. Amongst the five cash transfer
programmes evaluated, outcome indicators vary substantially, from composite scores on
economic decision-making to decision-making in relation to sexual practices and
contraception. Such heterogeneity would therefore make a synthesis difficult, as is the
case for the four microfinance studies. However, the interventions in this cluster are
relatively comparable and the studies are focused in two geographic regions (SubSaharan Africa and Latin America and the Caribean). Therefore, the priority for further
primary research would be on using standardised outcome indicators for household
decision-making.
4.2.2 Impact of social empowerment, skills building and awareness raising
programmes on women’s experience of and response to IPV
This EGM identifies 28 studies (15 completed and 13 ongoing) in this cell at the
intersection of interventions targeting social empowerment, skills building and awareness
raising programmes on outcomes related to women’s experience of and response to
IPV. The interventions evaluated include training in self-support, negotiation skills, safety
skills, marital communication, business skills training, gender awareness, community
advocacy and substance abuse. The programmes evaluated in these studies are
informed by a number of theories of change and target a variety of population profiles
(such as sex workers, substance abusers, child brides and pregnant women). Although
this cell has increased from 7 to 15 completed studies since the original EGM, the
cursory examination still reveals that heterogeneity in intervention types has increased,
making it unlikely that an in-depth synthesis or meta-analysis would be possible.
4.2.3 Impact of multicomponent approaches to IPV prevention on women’s
experience of or response to IPV
The 10 impact evaluations in this cell each evaluate the impacts of different
multicomponent programme interventions on women’s experience of or response to IPV.
Although the studies in the cluster provide some very useful evidence, we would not
recommend that a systematic review be attempted based on the existing evidence base.
There are several types of heterogeneity across the studies that make it difficult to
perform meta-analysis on them, including in the three studies captured in the update.
Namely, of the 10 studies, only 2 evaluate somewhat similar multicomponent
approaches (Blattman et al. 2013; Iyengar and Ferrari 2011). The other eight evaluate
the combination of several intervention components, such as microfinance loans and
training for couples who had experienced domestic violence in their relationship (Kim et
al. 2009; Pronyk et al. 2006), combining gender equity training and family planning
services to men and women (Raj et al. 2016), and combining education and
entertainment mass media messaging for behavioural and attitudinal change (Green et
al. 2018).
4.2.4 Impact of multicomponent approaches to IPV prevention on decision-making
and gender roles at the household or couple level
Finally, we examine six studies that evaluate the impacts of five different multicomponent
programmes on decision-making and gender roles at the household or couple level. As
with the above section, the combination of components evaluated in this cell are as yet
too heterogeneous for any synthesis, and there have been no additional impact
evaluations published in this cell since the original map.
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5. Conclusions
In this EGM update, we have mapped the current evidence base of IPV prevention in
L&MICs and identified 141 studies (95 impact evaluations, 44 ongoing impact
evaluations and 2 systematic review protocols). The production of impact evaluations of
IPV prevention interventions has increased steadily in recent years, following increased
programming in this area and the interest in adapting experiences that hold promise for
preventing IPV.
We have several recommendations for researchers, including measuring more male
outcomes, measuring gender norms as an outcome, disaggregating results by sex and
including vulnerable populations (particularly LGBTQ people) in the sample. Although the
update found 12 new impact evaluations on male-related outcomes, this is still a
relatively under-studied area of the evidence base. The existing evidence on male
outcomes is often in awareness campaigns, counselling programmes and economic
interventions; workplace and private sector interventions remain an important gap to fill.
Moreover, for a topic in which understanding and addressing prevailing gender norms
are so important, only approximately 30 per cent of completed impact evaluations report
on changed gender norms as an outcome. These studies require sufficiently long time
frames to capture behaviour change and whether the changes can be sustained. Sex
disaggregation of results is featured in around 21 per cent of studies, in part because
many of them focus only on women. Barely 35 per cent of completed impact evaluations
provide information on vulnerable populations, with the impoverished being the most
common subpopulation; no studies focused on LGBTQ partners.
For researchers working in synthesis, we recommend synthesis on the impact of incomegeneration programmes (such as cash transfer or asset transfer programmes) on
women’s experience of or response to IPV. Although the map shows some apparent
clusters of evidence that could be the basis for synthesis, the heterogeneity of
interventions under the categories is a challenge when deciding to embark on a
systematic review. Once the 44 ongoing impact evaluations are completed, more
opportunities are likely to open.
For implementing organisations, we recommend forging stronger relationships with local
governments, educational systems and community-based organisations to enable impact
evaluations that evaluate IPV prevention interventions for the populations they serve.
Although forming such partnerships can take time, these are important and understudied areas of the integrated ecological framework. Across intervention categories,
there is limited impact evaluation evidence for important interventions used in
programming, such as bystander and parenting interventions, before- and after-school
programmes, law enforcement programmes, and working with local leaders. Correcting
this gap in the evidence base can offer important insights on how to better encourage
societal and institutional change to ultimately prevent IPV in a sustainable way.
Funding organisations can direct more funding and strategic priorities to multi-arm RCTs
and require their grantees to conduct long-term follow-up surveys and cost-effectiveness
analyses. Although they are more expensive and complex, multicomponent interventions
offer the opportunity to evaluate the impact of a combination of interventions targeting
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different levels of the ecological framework. Impact evaluations measuring the long-term
impact and cost-effectiveness of the programme’s individual components can also be set
up to provide policy-relevant information about interventions.
The IPV prevention EGM has been structured in such a way that regular updates and
new approaches can be considered and added over time. This update is part of an
ongoing effort in the IPV prevention community to target programming and prioritise
research. We will continue to work together in our shared goal of finding the most
effective solutions to IPV prevention.
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Appendix A: Search and screening tools
Table A1: Search strategy
#
Search syntax
Topical terms
1
(abus* or assault* or violen* or rape* or beat* or batter* or coerc* or aggress* or ((forc* or
unwanted) adj3 (sex* or intercourse)) or harass* or victimi* or ill-treat* or perpetrat* or
misogyn*) ti,ab,kw.
2
rape/ or violence/ or coercion/ MeSH
3
1 OR 2
4
(wife or wives or spous* or partner* or girlfriend* or girl-friend* or dating or "go-out-with"
or "non-spous*" or husband* or boyfriend* or boy-friend* or couple or couples or family or
families or familial or household or fianc* or marital or married or domestic or "co-habit*"
or cohabit* or relationship* or intimate) ti,ab,kw.
5
family/ or spouses/ or sexual partners/ MeSH
6
4 OR 5
7
3 AND 6
8
domestic violence/ or spouse abuse/ or intimate partner violence/ MeSH
9
("intimate terrorism" or ("intimate partner*" adj3 violen*) or IPV) ti.ab.kw
10
Battered Women/ MeSH
11
OR/7-10
Impact evaluation and study terms
12
((match* adj3 (propensity or coarsened or covariate)) or "propensity score" or ("difference
in difference*" or "difference-in-difference*" or "differences in difference*" or "differencesin-difference*" or "double difference*") or ("quasi-experimental" or "quasi experimental" or
"quasi-experiment" or "quasi experiment") or ((estimator or counterfactual) and
evaluation*) or ("instrumental variable*" or (IV adj2 (estimation or approach))) or
"regression discontinuity") ti,ab,kw
13
(((experiment or experimental) adj2 (design or study or research or evaluation or
evidence)) or (random* adj4 (trial or assignment or treatment or control or intervention* or
allocat*))) ti,ab,kw
14
Randomized Controlled Trial/ or random allocation/ or Propensity Score/ or Models,
Econometric/ or Quasi-Experimental Studies/ MeSH
15
Program Evaluation/ or Evaluation Studies/ MeSH
16
((impact adj2 (evaluat* or assess* or analy* or estimat* or measure)) or (effectiveness
adj2 (evaluat* or assess* or analy* or estimat* or measure))). ti,ab,kw.
17
("program* evaluation" or "project evaluation" or "evaluation research" or "natural
experiment*" or "program* effectiveness") ti,ab,kw
18
meta analysis/ MeSH
19
((systematic* adj2 review*) or "meta-analy*" or "meta analy*") ti,ab,kw
20
OR/12-19
Combination and filtering
21
11 and 20
22
Limit 21 to yr = “1990 –Current”
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Table A2: Databases and websites searched
Indexes
From database providers
EconLit
Criminal Justice Abstracts
Violence & Abuse Abstracts
Scopus
Africa-Wide Information
Embase
PsycINFO
Global Health
CINAHL Plus
MEDLINE
ERIC
International Bibliography of Social Sciences
(IBSS)
PILOTS
Sociological Abstracts (and companion file
Social Services Abstracts)
Criminal Justice Database
Scopus
Other academic databases
IDEAS/RePEc
The National Bureau of Economic Research
(NBER)
Social Science Research Network (SSRN)
National Criminal Justice Reference Service
(NCJRS): NCJRS Abstracts Database
Social Sciences Citation Index (via Web of
Science Core Collection)
Contemporary Women’s Issues
Online research libraries
POPLINE
EPPI-Centre Evaluation Database of
Education Research
Trials Register of Promoting Health
Interventions (TRoPHI)
Websites
3ie Impact Evaluation Repository
Abdul Latif Jameel Poverty Action Lab (JPAL)
Innovations for Poverty Action (IPA)
University of California: Center for Effective
Global Action (CEGA)
Overseas Development Institute (ODI)
Governance and Social Development
Resource Centre (GSDRC)
Health Evidence

Provider

EBSCOhost

OvidSP

ProQuest

Elsevier
IDEAS
NBER
SSRN
NCJRS
Thomson Reuters
Gale
POPLINE
EPPI-Centre
EPPI-Centre
http://www.3ieimpact.org/en/evidence/impactevaluations/impact-evaluation-repository/
https://www.povertyactionlab.org/evaluations
https://www.poverty-action.org/
http://cega.berkeley.edu/evidence/
https://cega.berkeley.edu/
https://www.odi.org/publications
http://www.gsdrc.org/document-library/
http://www.healthevidence.org/
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Indexes

Provider
http://preventgbvafrica.org/understandingvaw/vaw-resources/
http://www.igwg.org/
http://www.popcouncil.org/

African GBV Prevention Network
Interagency Gender Working Group (IGWG)
Population Council
International Center for Research on Women
(ICRW)
Sexual Violence Research Initiative (South
Africa)

http://www.icrw.org/
http://www.svri.org/documents/svripublications
http://www.bridge.ids.ac.uk/globalresources?theme_filter=C1672

BRIDGE Global Resources
National Online Resource Centre on Domestic
Violence
Minnesota Center Against Violence and
Abuse (MINCAVA)
Center for Court Innovation
Social Care Online
Banks
World Bank topic gender
World Bank Working Papers
enGENDER IMPACT (World Bank)
Inter-American Development Bank
UNFPA Evaluation Database
DAC Evaluation Resource Centre (DEReC)
USAID Development Experience
Clearinghouse (DEC)
UN Women
WHO IRIS
UNDP Evaluation Resource Centre
Registries
American Economic Association RCT
Registry (AEA)
3ie Registry for International Development
Impact Evaluations (RIDIE)
ClinicalTrials.gov
Cochrane Central Register of Controlled Trials
(CENTRAL)
Systematic review databases

3ie Systematic Review Database

EPPI-Centre Publications

http://vawnet.org/
https://www.cehd.umn.edu/ssw/centers/minca
va/
http://www.courtinnovation.org/research/7/publ
ication
http://www.sciesocialcareonline.org.uk/?q=violence+gender+
evaluation

World Bank
IDB
UNFPA
OECD
USAID DEC
UN
WHO
UNDP
https://www.socialscienceregistry.org/
https://www.3ieimpact.org/evidence-hub/ridie
www.clinicaltrials.gov
http://www.cochranelibrary.com/about/centrallanding-page.html
http://www.3ieimpact.org/en/evidence/systema
ticreviews/?q=&title=&author=&published_from=
&published_to=
https://www.3ieimpact.org/evidencehub/systematic-review-repository
http://eppi.ioe.ac.uk/cms/Default.aspx?tabid=5
6
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Indexes
Database of promoting health effectiveness
reviews (DoPHER)
ASCOF Interventions Database (AID)
Cochrane Database of Systematic Reviews
(CDSR)
Campbell Collaboration Library
Research for Development Outputs
Dissertations and theses
British Library E-Theses Online Service
(EThOS)
Networked Digital Library of Theses and
Dissertations (NDLTD)

Provider
https://eppi.ioe.ac.uk/webdatabases4/Intro.asp
x?ID=9
https://eppi.ioe.ac.uk/webdatabases4/Intro.asp
x?ID=7
http://www.cochranelibrary.com/cochranedatabase-of-systematic-reviews/
https://www.cochranelibrary.com/cdsr/reviews
http://www.campbellcollaboration.org/lib/
https://campbellcollaboration.org/betterevidence.html
http://r4d.dfid.gov.uk/
EThOS
NDLTD

Table A3: IPV prevention gap map screening protocol

Instructions
Proceed through the questions in order. Note that an ‘unclear’ answer never excludes a
study. The questions are designed to be as objective as possible. The questions are
meant to start with those that are easier to ascertain and progress to those that will be
harder to answer based on a quick read. The screener should feel confident of any ‘yes’
or ‘no’ answer used to exclude a study. If you cannot conclusively say ‘yes’ or ‘no’,
please mark the study as unclear and it will move on to the next level of screening.
Screening questions
Title
1. Was the study conducted in the year 2016 or after?
IF NO, THEN EXCLUDE
2. Are data analysed using quantitative methods?
IF NO, THEN EXCLUDE
3. Does the study concern a policy, program or intervention?
IF NO, THEN EXCLUDE
4. Is the study a biomedical (efficacy) trial of a product, medication
or procedure? These include medical technologies.
IF YES, THEN EXCLUDE
5. Does the study concern a policy, program or intervention that is
CLEARLY NOT concerned with IPV, GBV, violence against
women, domestic abuse or similar topics?
IF YES, THEN EXCLUDE
Title and abstract
Repeat questions 1–5.
6. re the methods clearly identified and clearly NOT amongst the
included impact evaluation methodologies?
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No

Yes

Unclear

Screening questions
RCTs (including stratified), DID, IV approaches, PSM (and other
matching techniques), RDD, synthetic controls. At this level,
include all systematic reviews that meet other inclusion criteria.
IF YES, THEN EXCLUDE
7. Does the study measure outcomes for many observations of a
relevant unit of analysis (e.g. individuals, households, firms,
communities)? [This question is essentially whether the study is
a ‘large n’ study – case studies, for example, should almost
always be cut. When in doubt, include.]
IF NO, THEN EXCLUDE
8. Does the study evaluate a policy, program or intervention that is
clearly NOT concerned with IPV?
Intimate partner is a person with whom an individual has a close
personal relationship that may be characterised by emotional
connectedness, regular contact or sexual behaviour, identification as
a couple, and cohabitation. Intimate partners may include current or
former spouses, boyfriends or girlfriends, dating partners, and
ongoing sexual partners (Breiding et al. 2015).
IPV is any behaviour in an intimate relationship that causes physical,
sexual or psychological harm, including aggression, sexual coercion,
psychological abuse and controlling behaviour (WHO 2005).
Although it is typically inflicted on women, men can also be victims
of IPV.
IF YES, THEN EXCLUDE
9. Does the study evaluate a policy, program or intervention that is
clearly concerned ONLY with the response to or treatment of
IPV, and not its prevention? This applies to a policy, programme
or intervention without a direct or indirect aim at preventing IPV
recurrence.
Example: Medical attention of victims of abuse without including
psychological support would be excluded.
IF YES, THEN EXCLUDE

Full text
Repeat questions 1–9.
10. Does the study use one of the following impact evaluation
methodologies?
a) Randomized controlled trials (RCT)
b) Regression discontinuity design (RDD)
c) Propensity score matching (PSM) or other matching methods (as
well as synthetic controls)
d) Instrumental variable (IV) estimation (or other methods using an
instrumental variable, such as the Heckman two-step approach)
e) Difference-in-difference (DID), or a fixed or random effects model
with an interaction term between time and intervention for baseline
and follow-up observations
Note: The study may also use methods in addition to those listed
here (such as regression with controls), or may use a primary
evaluation methodology not listed (such as in a natural experiment),
but must do so in addition to one of the above methods (a–e).
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No

Yes

Unclear

Full text
IF YES, PROCEED TO QUESTION 11
IF NO AND NOT A REVIEW, EXCLUDE
IF STUDY IS A REVIEW, PROCEED TO QUESTION 12
11. Does the study have a sample size of at least 40 observations
for RCTs and at least 80 observations for quasi-experimental
methods at baseline (control and treatment combined)?
IF NO, THEN EXCLUDE
12. Is the study described as a systematic review, synthetic review
and/or meta-analysis?
To be a review, the study must meet all five criteria below:
a) Have a research question or focus on IPV (a study that examines
GBV broadly or GBV only in the public sphere or violence not
between intimate partners should be excluded)
b) Clearly search for studies that measure the effect of a program,
policy or intervention on outcomes
c) Describe methods used for search, screening, data collection and
synthesis
d) Concern questions other than those related to treatment efficacy
(trials undertaken in closed clinical or laboratory settings)
e) Have a publication date of 1990 or later
IF STUDY IS A REVIEW, BUT DOES NOT MEET CRITERIA ABOVE, THEN EXCLUDE
13. Are the evaluated policy or programme activities directly or
indirectly focused on IPV prevention?
IPV prevention activities include:
- Those seeking to reduce the overall likelihood that anyone will
become a victim or a perpetrator by creating conditions that make
violence less likely to occur (examples: awareness and sensitisation
campaigns; reducing binge drinking)
- Efforts to identify and address early signs of abuse or abusiveness
(examples: screening; efforts to enhance IPV identification and
reporting)
- Those focusing on individuals who are already abused or abusive
in order to reduce the recurrence of violence they experience or
inflict (example: psychological support)
IF YES, INCLUDE
IF NOT, EXCLUDE
IF UNCLEAR, proceed to question 14
14. Does the study measure effect sizes for one or more
outcome categories in the EGM framework?
IF NO, EXCLUDE
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Table A4: Coding instructions for included studies
Note: Any study for which an intervention or outcome category cannot be identified from
the list should be set aside for re-screening.
Variable name
Coder name
Record number
Database source
Study id
IE/SR
Title

Foreign title

Language
Author name

Author ranking
Author affiliation
(institution)

Author affiliation
(department)

Variable description
Coder's name
Autofill
Select a database source according to ‘source’ indicated in your
spreadsheet.
Unique id ascribed to each record
Select ‘IE’ for impact evaluations and SR for systematic reviews.
Use only the English version of the publication's main title. If paper is
not written in English and has the title translated, use the translated
version of the title. If the publication does not provide an English
version, include the title in its original language. Please enter title in
sentence case. Ensure there are no line breaks.
When publication is not written in English, code the original title using
original accents and special characters. Example:
Intervenção educacional em equipes do Programa de Saúde da
Família para promoção da amamentação
If not applicable, code ‘not applicable’.
Select full text language that applies: English, French, Portuguese or
Spanish
Enter all authors one by one. Each cell should contain only one author.
The format is ‘First name’ ‘Second name’ (if any) and ‘Last name/s’
Example:
Shayda Sabet
Shayda M Sabet
Shayda Mae Sabet
When a publication only provides first name initials and last name,
coder will have to perform a cursory online search using the name and
paper title to find the author/s' full name. If search is unsuccessful,
author/s will be coded following the format: ‘First name initial’ ‘Second
name initial’ (if any), ‘Last name/s’.
Example:
J Miranda
JM Miranda
Rank the authors as they are listed in the article.
Code the institution with which the author is affiliated according to what
is noted in the article. Code the full name of the institution and its
abbreviation (if relevant) in brackets. For example: International
Initiative for Impact Evaluation (3ie)
If no information is included in the reference output code as
‘unidentified’. Do not spend time extracting this manually.
Code the faculty, department, lab, etc. within the affiliated institution.
For example: ‘Faculty of Economics’
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Variable name
Author affiliation
(country)

Publication type

Completed
DOI

Abstract

Journal name or
registry host

Variable description
If specified or obvious, select country in which author’s institutional
affiliation sits. If the institution’s headquarters are in one country but
the organisation has affiliates or country offices all over the world (such
as the World Bank or J-PAL), and the affiliation mentioned does not
specify a country office, then select the HQ country. For example, if the
affiliate mentioned is simply ‘J-PAL’, select United States, if it says ‘JPAL Africa’, select South Africa.
Select from list:
• Journal article
• Working paper (these include discussion papers and technical
reports/papers, if they are part of a series)
• Report
• 3ie series report
• Book or book chapter
• Draft
• Dissertation/thesis
• Registered IE
• Published protocols
Select ‘yes’ if study reports completed (midline or endline) results.
Select ‘no’ for all ongoing studies (registries and published protocols).
Code the study's DOI.
If no information is found, code as ‘no DOI’.
Example: 10.1007/s11127-017-0452-x
Copy and paste study's abstract.
If there's no abstract, code as ‘no abstract’.
If a study is missing an abstract but provides a long executive
summary, code as ‘no abstract’.
Ensure there are no line breaks.
Use full journal name.
Do not abbreviate name.
Do not include ‘The’ at the beginning.
Example: Journal of Development Effectiveness
If publication is a working paper, write the series name.
Example: World Bank Policy Research Working Paper
If publication is a report, write the publishing institution.
Example: USAID

Journal volume or
registry number
Journal issue
Pages

Publication or
registration year

If coding a registered IE, code registry host name.
Example: ClinicalTrials
Use Arabic numerals (do not use Roman numerals).
For working papers, include series number.
Add journal issue, if any.
For example: 321-340
If no page numbers given in reference (i.e. working papers that are
only online), indicate ‘not applicable’.
Select the year when the print version of the study was published. The
format is YYYY. If only publication online, use this.
If study does not have the year information, select 9999.
If study registry, select year of registration.
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Variable name
URL

Open access

Variable description
If study is a journal article enter URL of the landing page from the
journal publisher's website.
If study is a published working paper or published report, enter URL of
the document’s landing page from the publishing website.
If study is a published working paper or published report and there is
not a landing page, provide URL of the full-text PDF.
Do not paste hyperlinks.
If the study's (full-text) content is available, code as ‘yes’. If study has
paywalls, code as ‘no’.
Please save the pdf in the Dropbox folder called ‘Full Text PDFs’ using
the following format: Firstauthorsurname_year_record id

Sector name

Sub-sector name

Themes

Sub-themes

Other topics

If study has multiple versions – in other words, if the study has been
published as both a journal article and a working paper – both versions
may be included in the IER.
Select ONE sector that applies according to the intervention
evaluation:
• Agriculture, fishing & forestry
• Education
• Energy & extractives
• Financial sector
• Health
• Industry, trade & services
• Information & communications technologies
• Public administration
• Social protection
• Transportation
• Water, sanitation & waste management
See World Bank (2016) taxonomy for definitions.
Select all sub-sectors that apply according to the sector indicated in
previous column. For two or more sub-sectors in one sector, enter in a
new row.
See World Bank (2016) taxonomy for definitions.
Select all themes that apply (up to three).
See World Bank (2016) taxonomy for definitions.
If not applicable, select ‘not applicable’.
Select all sub-themes that apply according to the theme indicated in
previous column. For two or more sub-themes for one theme, enter in
a new row.
See World Bank (2016) taxonomy for definitions.
If not applicable, select ‘not applicable’.
Select one or more other topics that apply:
• Agricultural technology
• Business training
• Cash transfers
• Community driven development
• Cost-benefit/effectiveness analysis
• Farmer field schools
• Humanitarian aid
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Variable name

Equity focus

Equity dimension

Variable description
• Microfinance
• Payment for ecosystem services
• Performance-/results-based financing
• Rotating savings and credit associations
If not applicable, select ‘not applicable’.
How does this study consider gender and/or equity? Choose as many
factors as apply from the below list:
• Sex-disaggregates data
• Does not address gender or equity
• Gender and/or equity-sensitive analytical frameworks
• Theory of change
• Subgroup or population analysis by gender and/or equity (trigger)
• Gender and/or equity sensitive methodologies – other
• Intervention targeting a specific vulnerable population(s)
• Measures effects on gender and/or equity outcome
• Research process informed by gender and/or equity
• Study refers to ethics approval
• Approach to ethics informed by gender and/or equity
considerations
Please see Appendix A for a detailed description of how this
gender and equity coding should be applied. If unsure, mark both
what you think you are finding and for a senior staff member to
review that article.
Which dimensions(s) of gender and/or equity does the intervention
target?
Please select one or more answer from the following list, as applicable:
• Place of residence (rural, urban, peri-urban, informal dwellings)
• Ethnicity
• Culture (includes language)
• Sex (includes the use of the term gender meaning the biological
sex of a person)
• Religion
• Education
• Socio-economic status (income or poverty status)
• Land size
• Land ownership
• Head of household (female or male)
• Social capital
• Age
• Disability (medical, physical, neurological, mental disorders)
• Sexual orientation
• Sexual identity
• Gendered social norms
• Refugees
• Conflict-affected
• Other (vulnerable group not typified by any of the above)
• Power dynamics or relations between the studied population(s) or
subpopulation and a power holder(s)
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Variable name

Equity description

Keywords

Continent name

Country name
Country income
level
FCV country
Region name
State or province
name
District name
City or town name

Location name

Evaluation design

Variable description
• Not applicable
Please see Appendix A for a detailed description of how this
gender and equity coding should be applied.
Open answer – provide a description of how the study considers
gender and equity, and for which population, to corroborate answers
above (include page numbers where relevant).
Enter all author-provided keywords, one per row. If the author does not
provide any, or if you think there are important keywords missing,
please add them (maximum 6 in total).
Select the continent/region in which the study was conducted:
• East Asia and Pacific
• Europe and Central Asia
• Latin America and Caribbean
• Middle East and North Africa
• North America
• South Asia
• Sub-Saharan Africa
If multiple continents, add in new row.
Select the countries in which the study was conducted (drop-down
menu).
Autofill
Autofill
Enter all the regions in which the study took place, if provided in the
study. This includes both intervention and control groups.
Enter all the states/provinces in which the study took place, if provided
in the study. This includes both intervention and control groups.
Enter all the districts in which the study took place, if provided in the
study. This includes both intervention and control groups.
Enter all the cities, towns or villages in which the study took place, if
provided in the study. This includes both intervention and control
groups.
Enter any locations in which the study took place. This includes both
intervention and control groups.
Locations can be broad geographic areas that extend across regions
or villages. Locations can also be specific target locations that go
beyond the city, town or village level, such as municipality, parish and
neighbourhood, amongst others.
Select one of two options defined as:
1. Experimental:
a) RCT defined as prospective randomised assignment, where
randomisation is implemented by researchers (or by decision makers
in the context of an evaluation study)
2. Quasi-experimental:
a) Quasi-random assignment: i) regression discontinuity design (sharp
designs) or ii) natural experiment in which exposure to treatment is
random
b) Non-random assignment: i) studies that control for unobservables
(DID, FE, IV, Fuzzy RDD, ITS) or ii) studies that control for
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Variable name

Evaluation method

Mixed methods
Additional
methods1
Additional
methods2
Unit of observation

Project or
programme name
Programme
implementation
agency category

Programme
implementation
agency name
Programme funding
agency category

Variable description
observables only (e.g. statistical matching, synth control, regression
adjustment)
If experimental, then select:
Randomised controlled trials
If quasi-experimental, then select:
Sharp RDD
DID
FE estimation
IV estimation
Fuzzy RDD
Statistical matching (includes PSM)
Select ‘yes’ if the study includes quantitative and qualitative analyses;
otherwise, select ‘no.’
Select additional method if any. If none, use ‘not applicable’.
Select additional method if any. If none, use ‘not applicable’.
Enter all the levels of observation of the variables used for the
analysis:
• Country
• Community
• Village/city
• Cohort (includes schools or clinics)
• Household
• Individual
If more than one, include in separate rows.
Code the name of the project/programme being evaluated (if any).
Select one of the following:
• Government agency
• International aid agency
• International financial institution
• Non-profit organisation
• For-profit firm
• Academic institution
• Charitable foundation or private foundation
• Not specified
See World Bank (2016) taxonomy for definitions.
Input the name of the agency(ies) implementing the program.

What category of funding agency funded the program?
Note: Only code if reported in the study; no need to do additional
research to find.
Select one of the following:
• Government agency
• International aid agency
• International financial institution
• Non-profit organisation
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Variable name

Programme funding
agency name
Research funding
agency category

Research funding
agency name
Intervention
number
Intervention group
Intervention
category
Intervention
description
Intervention notes
Outcome number
Outcome group
Outcome category
Outcome
description
Outcome notes
Cost effectiveness
Long-term impact
Vulnerable
populations
Men and boys

Variable description
• For-profit firm
• Academic institution
• Charitable foundation or private foundation
• Not specified
See World Bank (2016) taxonomy for definitions.
Input the name of the agenc(ies) funding the research. (Note: This is
not the same as organisations that fund the research of the
evaluation.)
What category of funding agency funded the research?
Note: Only code if reported in the study; no need to do additional
research to find.
Select one of the following:
• Government agency
• International aid agency
• International financial institution
• Non-profit organisation
• For-profit firm
• Academic institution
• Charitable foundation or private foundation
• Not specified
See World Bank (2016) taxonomy for definitions.
Input the name of the agenc(ies) funding the research. (Note: This is
not the same as organisations that fund the program.)
If study interventions fall under more than one category, number each
starting with 1.
Select intervention group from list.
Select category from list.
Briefly describe intervention in your own words.
Add notes if needed.
If study outcomes fall under more than one category, number each
starting with 1.
Select outcome group from list.
Select category from list.
Briefly describe outcome in your own words.
Add notes if needed.
Does the study have a cost-effectiveness analysis for alternative
interventions? (yes/no)
Does the study measure impact 24 months or more after baseline or
intervention? (yes/no)
Does the intervention focus on vulnerable groups? (yes/no)
Is the intervention focused on men and boys? (yes/no)
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Appendix B: List of studies and reviews included in the EGM
The following list contains all of the included studies and reviews from the 2017 EGM
and this update. Additions from the updating process are in bold.

B1. Completed impact evaluations
Abeid, M, Muganyizi, P, Mpembeni, R, Darj, E and Axemo, P, 2015. A community-based
intervention for improving health-seeking behavior among sexual violence survivors: a
controlled before and after design study in rural Tanzania. Global Health Action, 8(1),
pp.1–9.
Abramsky, T, Devries, K, Kiss, L, Nakuti, J, Kyegombe, N, Starmann, E, Cundill, B,
Francisco, L, Kaye, D, Musuya, T, Michau, L and Watts, C, 2014. Findings from the
Sasa! study: a cluster randomized controlled trial to assess the impact of a community
mobilization intervention to prevent violence against women and reduce HIV risk in
Kampala, Uganda. BMC Medicine, 12(122), pp.1–17.
Abramsky, T, Devries, K, Michau, L, Nakuti, J, Musuya, T, Kiss, L, Kyegombe, N
and Watts, C, 2016. Ecological pathways to prevention: how does the SASA!
community mobilisation model work to prevent physical intimate partner violence
against women? BMC Public Health, 16, pp.339–60.
Abramsky, T, Devries, KM, Michau, L, Nakuti, J, Musuya, T, Kyegombe, N and Watts, C,
2016. The impact of Sasa!, a community mobilisation intervention, on women’s
experiences of intimate partner violence: secondary findings from a cluster randomised
trial in Kampala, Uganda. Journal of Epidemiology and Community Health, 70(8),
pp.818–25.
Amaral, S, 2014. Do Improved Property Rights Decrease Violence against Women in
India?, SSRN. Available at:
<https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2504579> [Accessed 2 February
2017].
Amin, M, Islam, A, Lopez-Claros, A, 2016. Absent laws and missing women:
can domestic violence legislation reduce female mortality? World Bank Policy
Research Working Paper No. 7622. Washington, DC: The World Bank Group.
Angelucci, M, 2008. Love on the rocks: domestic violence and alcohol abuse in Rural
Mexico. B.E. Journal of Economic Analysis and Policy: Contributions to Economic
Analysis and Policy, 8(1), pp.1–41.
Austrian, K, Soler-Hampejsek, E, Hewett, PC, Hachonda, NJ and Behrman, JR,
2018. Adolescent girls empowerment programme endline technical report. Lusaka:
Population Council. Available at:
<https://www.popcouncil.org/uploads/pdfs/2018PGY_AGEPEndlineReport.pdf>
[Accessed 6 February 2019].
Bajracharya, A and Amin, S, 2013. Microcredit and domestic violence in Bangladesh: an
exploration of selection bias influences. Demography, 50(5), pp.1819–43.

45

Bandiera, O, Buehren, N, Burgess, R, Goldstein, M, Gulesci, S, Rasul, I and Sulaiman,
M, 2012. Empowering Adolescent Girls: Evidence from a Randomized Control Trial in
Uganda. Washington, DC: The World Bank. Available at:
<https://openknowledge.worldbank.org/handle/10986/25529> [Accessed 6 February
2017].
Banerjee, A, La Ferrara, E and Orozco, V, 2018. MTV Shuga: Changing social
norms and behaviors with entertainment education in Nigeria, AEA RCT Registry,
AEARCTR-0000509.
Behrman, JA, Peterman, A and Palermo, T, 2017. Does keeping adolescent girls in
school protect against sexual violence? Quasi-experimental evidence from East
and Southern Africa. Adolescent Health, 60, pp.184–90.
Blattman, C, Green, E, Annan, J and Jamison, J, 2013. Building Women’s Economic and
Social Empowerment through Enterprise. LoGiCA Study Series No.1. Washington, DC:
The World Bank Group. Available at: <http://www.logicawb.org/PDFs/LOGICA_StudySeriesNo1_Uganda_hr.pdf> [Accessed 6 February 2017].
Blattman, C, Green, EP, Jamison, JC, Lehmann, MC and Annan, J, 2016. The
returns to microenterprise support among the ultra-poor: a field experiment in
post-war Uganda. American Economic Journal, 8(2), pp.35–64.
Blattman, C, Jamison, JC and Sheridan, M, 2017. Reducing crime and violence:
experimental evidence from cognitive behavioral therapy in Liberia. American
Economic Review, 107(4), pp.1165–1206.
Bobonis, GJ, Castro, R and Morales, JS, 2015. Conditional cash transfers for women
and spousal violence: evidence of the long-term relationship from the Oportunidades
Program in rural Mexico. IDB Working Paper Series No. IDB-WP-632. Washington, DC:
Inter-American Development Bank. Available at:
<https://publications.iadb.org/handle/11319/7267> [Accessed 6 February 2017].
Boroumandfar, K, Javaheri, S, Ehsanpour, S and Abedi, A, 2010. Reviewing the effect of
two methods of educational package and social inoculation on changing the attitudes
towards domestic violence against women. Iranian Journal of Nursing and Midwifery
Research, 15(sup1), pp.283–91.
Buller, AM, Hidrobo, M, Peterman, A and Heise, L, 2016. The way to a man’s heart is
through his stomach?: a mixed methods study on causal mechanisms through which
cash and in-kind food transfers decreased intimate partner violence. BioMed Central
Public Health, 16(488), pp.1–13.
Bustelo, M, Martínez, S, Millard, MP and Silva, JR, 2016. Evaluación de impacto del
proyecto ciudad mujer en El Salvador. Banco Interamericano de Desarrollo, Nota
Técnica No. (IDB-TN-1123). Available at:
<https://publications.iadb.org/es/publicacion/15665/evaluacion-de-impacto-delproyecto-ciudad-mujer-en-el-salvador> [Accessed 6 February 2019].
Carlson, CE, Chen, J, Chang, M, Batsukh, A, Toivgoo, A, Riedel, M and Witte, SS, 2012.
Reducing intimate and paying partner violence against women who exchange sex in
46

Mongolia: results from a randomized clinical trial. Journal of Interpersonal Violence,
27(10), pp.1911–31.
Chaudhury, S, Brown, F, Kirk, C, Mukunzic, S, Nyirandagijimana, B, Mukandanga,
J, Ukundineza, C, Godfrey, K, Nge, L, Brennan, R and Betancourt, T, 2016. The
neurodevelopment and mental health of children affected by HIV in Sub-Saharan
Africa. Doctoral dissertation. Cambridge, MA: Harvard T.H. Chan School of Public
Health.
Chaudhury, S, Brown, FL, Kirk, CM, Mukunzi, S, Nyirandagijimana, B, Mukandanga, J,
Ukundineza, C, Godfrey, K, Ng, LC, Brennan, RT and Betancourt, TS, 2016. Exploring
the potential of a family-based prevention intervention to reduce alcohol use and
violence within HIV-affected families in Rwanda. AIDS Care, 28(sup2), pp.118–29.
Chermack, ST, Bonar, EE, Ilgen, MA, Walton, MA, Cunningham, RM, Booth, BF and
Blow, FC, 2017. Developing an integrated violence prevention for men and women
in treatment for substance use disorders. Journal of Interpersonal Violence, 32(4),
pp.581–603.
Clark, CJ, Ferguson, G, Shrestha, B, Shrestha, PN, Oakes, M, Gupta, J, McGhee, S,
Cheong, YF and Yount, KM, 2018. Social norms and women's risk of intimate
partner violence in Nepal. Social Science and Medicine, 202, pp.162–169.
Cottler, LB, Satyanarayana, VA, Leary, CCO, Vaddiparti, K, Benegal, V and Chandra,
PS, 2010. Feasibility and effectiveness of HIV prevention among wives of heavy drinkers
in Bangalore, India. AIDS and Behavior, 14(suppl.), pp.S168–76.
Cripe, SM, Sanchez, SE, Sanchez, E, Quintanilla, BA, Alarcon, CH, Gelaye, B and
Williams, MA, 2010. Intimate partner violence during pregnancy: a pilot intervention
program in Lima, Peru. Journal of Interpersonal Violence, 25(11), pp.2054–76.
Das, S, 2015. The effect of the adoption of a pro-woman domestic violence policy on
dowry violence: empirical evidence from India. Economic Record, 91(S1), pp.78–93.
Doherty, T, Tabana, H, Jackson, D, Naik, R, Zembe, W, Lombard, C, Swanevelder, S,
Fox, MP, Thorson, A, Ekström, AM and Chopra, M, 2013. Effect of home based HIV
counselling and testing intervention in rural South Africa: cluster randomised trial. British
Medical Journal, 346, pp.1–11.
Doyle, K, Levtov, RG, Barker, G, Bastian, GG, Bingenheimer, JB, Kazimbaya, S,
Nzabonimpa, A, Pulerwitz, J, Sayinzoga, F, Sharma, V and Shattuck, D, 2018.
Gender-transformative Bandebereho couples' intervention to promote male
engagement in reproductive and maternal health and violence prevention in
Rwanda: findings from a randomized controlled trial. PLOS One, 13(4), p.e0192756.
Ehrensaft, MK, Westfall, HK, Niolon, PH, Lopez, T, Kamboukos, D, Huang, K-Y and
Brotman, LM, 2018. Can a parenting intervention to prevent early conduct
problems interrupt girls’ risk for intimate partner violence 10 years later?
Prevention Science, 19(4), pp.449–58.

47

Ekhtiari, YS, Shojaeizadeh, D, Foroushani, AR, Ghofranipour, F and Ahmadi, B, 2014.
Effect of an intervention on attitudes towards domestic violence among Iranian girls.
Journal of the Pakistan Medical Association, 64(9), pp.987–92.
Emery, CR, Yang, H, Kim, O, Arenas, C and Astray, A, 2017. What would your
neighbor do? An experimental approach to the study of informal social control of
intimate partner violence in South Korea. Journal of Community Psychology,
45(5), pp.617–29.
Erten, B and Keskin, P, 2018. For better or for worse?: Education and the
prevalence of domestic violence in Turkey. American Economic Journal: Applied
Economics, 10(1), pp.64–105.
Eze, DE, 2017. Microfinance programs and domestic violence in northern
Cameroon; the case of the familial rural income improvement program. Review of
Economics of the Household, 17(3), pp.947–67.
Falb, KL, Annan, J, Kpebo, D, Cole, H, Willie, T, Xuan, Z, Raj, A and Gupta, J, 2015.
Differential impacts of an intimate partner violence prevention program based on child
marriage status in rural Côte D’Ivoire. Journal of Adolescent Health, 57(5), pp.553–58.
Fallahchai, R, Fallahi, M and Ritchie, L, 2016. The impact of PREP training on
marital conflicts reduction: a randomized controlled trial with Iranian distressed
couples. Journal of Couple & Relationship Therapy, 16(1), pp.61–76.
Filho, S, 2017. Avaliação de uma intervenção para prevenção da violência no
namoro. Doctoral dissertation. São Carlos: Universidade Federal de São Carlos.
García Aísa, M, 2014. Conditional cash transfers and intimate partner violence among
Mexican couples: the impact of Oportunidades on psychological abuse prevalence
Master of Science thesis. Lund: Lund University. Available at:
<https://lup.lub.lu.se/student-papers/search/publication/4499414> [Accessed 15 May
2017].
Glass, N, Perrin, NA, Kohli, A, Campbell, J and Remy, MM, 2017. Randomised
controlled trial of a livestock productive asset transfer programme to improve
economic and health outcomes and reduce intimate partner violence in a
postconflict setting. BMJ Global Health, 2(1).
Green, DP, Wilke, A and Cooper, J, 2018. Silence begets violence: a mass media
experiment to prevent violence against women in rural Uganda. Cambridge, MA:
Abdul Latif Jameel Poverty Action Lab. Available at:
<https://www.povertyactionlab.org/evaluation/mass-media-intervention-reduceviolence-against-women-rural-uganda> [Accessed 6 February 2019].
Green, EP, Blattman, C, Jamison, J and Annan, J, 2015. Women’s entrepreneurship and
intimate partner violence: a cluster randomized trial of microenterprise assistance and
partner participation in post-conflict Uganda. Social Science & Medicine, 133, pp.177–
88.

48

Guarnieri, E and Rainer, H, 2018. Female empowerment and male backlash. CESifo
Working Paper Series No. 7009. Munich: Center for Economic Studies and Ifo
Institute (CESifo).
Gupta, J, Falb, KL, Lehmann, H, Kpebo, D, Xuan, Z, Hossain, M, Zimmerman, C, Watts,
C and Annan, J, 2013. Gender norms and economic empowerment intervention to
reduce intimate partner violence against women in rural Côte D’Ivoire: a randomized
controlled pilot study. BioMed Central International Health and Human Rights, 13(46),
pp.1–12.
Gupta, J, Falb, KL, Ponta, O, Xuan, Z, Campos, PA, Gomez, AA, Valades, J, Cariño,
G and Olavarrieta, CD, 2017. A nurse-delivered, clinic-based intervention to
address intimate partner violence among low-income women in Mexico City:
findings from a cluster randomized controlled trial. BMC Medicine, 15.
Haberland, N, Ndwiga, C, McCarthy, K, Makanyengo, M, Kosgei, R, Choi, C,
Pulerwitz, J and Kalibala, S, 2016. Addressing intimate partner violence and power
in relationships in HIV testing services: results of an intervention piloted in
Nairobi, Kenya. Nairobi and Washington, DC: Population Council. Available at
<https://www.popcouncil.org/research/addressing-intimate-partner-violence-andpower-in-relationships-in-hiv-test> [Accessed 6 February 2019].
Hazrati, M, Aizan Hamid, T, Ibrahim, R, Aishah Hassan, S, Sharif, F and Bagheri, Z,
2017. The effect of emotional focused intervention on spousal emotional abuse
and marital satisfaction among elderly married couples: a randomized controlled
trial. International Journal of Community Based Nursing and Midwifery, 5(4),
pp.329–41.
Hidrobo, M and Fernald, L, 2013. Cash transfers and domestic violence. Journal of
Health Economics, 32(1), pp.304–19.
Hidrobo, M, Peterman, A and Heise, L, 2016. The effect of cash, vouchers, and food
transfers on intimate partner violence: evidence from a randomized experiment in
Northern Ecuador. American Economic Journal: Applied Economics, 8(3), pp.284–303.
Holden, J, Humphreys, M, Husain, S, Khan, S and Lindsey, S, 2016. Impact
evaluation of the Madhya Pradesh Safe Cities Initiative 2013–2016 endline report
produced for DFID India. London: Social Development Direct. <Available at:
http://www.sddirect.org.uk/our-work/projects/dfid-madhya-pradesh-impactevaluation-of-the-safe-cities-initiative/> [Accessed 6 February 2019].
Hossain, M, 2016. Evaluation of a violence prevention intervention and lessons for
future research in conflict settings: working with men to prevent violence against
women – a community survey, cluster randomised controlled trial and nested
cohort study in Côte d’Ivoire. Doctoral dissertation, London: London School of
Hygiene & Tropical Medicine. Available at:
<https://researchonline.lshtm.ac.uk/2544331/> [Accessed 6 February 2019].
Hossain, M, Zimmerman, C, Kiss, L, Abramsky, T, Kone, D, Bakayoko-Topolska, M,
Annan, J, Lehmann, H and Watts, C, 2014. Working with men to prevent intimate partner

49

violence in a conflict-affected setting: a pilot cluster randomized controlled trial in rural
Côte D’Ivoire. BioMed Central Public Health, 14(339), pp.1–13.
Ismayilova, L, Karimli, L, Gaveras, E, Tô-Camier, A, Sanson, J, Chaffin, J and
Nanema, R, 2018. An integrated approach to increasing women's empowerment
status and reducing domestic violence: results of a cluster-randomized controlled
trial in a West African country. Psychology of Violence, 8(4), pp.448–59.
Iyengar, R and Ferrari, G, 2011. Comparing economic and social interventions to reduce
intimate partner violence: evidence from Central and Southern Africa. NBER Working
Paper Series No. 16902. Cambridge, MA: National Bureau of Economic Research.
Available at: <http://www.nber.org/papers/w16902.pdf> [Accessed 6 February 2017].
Jewkes, R, Nduna, M, Levin, J, Jama, N, Dunkle, K, Puren, A and Duvvury, N, 2008.
Impact of Stepping Stones on incidence of HIV and HSV-2 and sexual behaviour in rural
South Africa: cluster randomised controlled trial. British Medical Journal, 337(7666),
pp.391–95.
Jones, D, Kashy, D, Chitalu, N, Kankasa, C, Mumbi, M, Cook, R and Weiss, S, 2014.
Risk reduction among HIV-seroconcordant and -discordant couples: the Zambia Now2
intervention. AIDS Patient Care and STDs, 28(8), pp.433–41.
Jones, DL, Peltzer, K, Villar-Loubet, O, Shikwane, E, Cook, R, Vamos, S and Weiss, SM,
2013. Reducing the risk of HIV infection during pregnancy among South African women:
a randomized controlled trial. AIDS Care, 25(6), pp.702–09.
Kavanaughy, G, Sviatschiz, M and Trakox, I, 2018. Women officers, gender
violence and human capital: evidence from women's justice centers in Peru. ParisJourdan Sciences Economiques, 38.
Kilburn, KN, Pettifor, A, Edwards, JK, Selin, A, Twine, R, MacPhail, C, Wagner, R,
Hughes, JP, Wang, J and Kahn, K, 2018. Conditional cash transfers and the
reduction in partner violence for young women: an investigation of causal
pathways using evidence from a randomized experiment in South Africa. Journal
of the International AIDS Society, 21, pp.47–54.
Kim, J, Ferrari, G, Abramsky, T, Watts, C, Hargreaves, J, Morison, L, Phetla, G, Porter, J
and Pronyk, P, 2009. Assessing the incremental effects of combining economic and
health interventions: the IMAGE study in South Africa. Bulletin of the World Health
Organization, 87(11), pp.824–32.
Krishnan, S, Gambhir, S, Luecke, E and Jagannathan, L, 2016. Impact of a workplace
intervention on attitudes and practices related to gender equity in Bengaluru, India.
Global Public Health, 11(9), pp.1–16.
Laeheem, K, 2017. The effects of happy Muslim family activities on reduction of
domestic violence against Thai-Muslim spouses in Satun Province. Kasetsart
Journal of Social Sciences, 38(2), pp.150–55.

50

Lazarevich, I, Irigoyen-Camacho, ME, Velázquez-Alva, MDC and Salinas-Avila, J, 2017.
Dating violence in Mexican college students: evaluation of an educational workshop.
Journal of Interpersonal Violence, 32(2), pp.183–204.
Mathews, C, Eggers, SM, Townsend, L, Aarø, LE, De Vries, PJ, Mason-Jones, AJ, De
Koker, P, McClinton Appollis, T, Mtshizana, Y, Koech, J, Wubs, A and De Vries, H, 2016.
Effects of PREPARE, a multi-component, school-based HIV and intimate partner
violence (IPV) prevention programme on adolescent sexual risk behaviour and IPV:
cluster randomised controlled trial. AIDS and Behavior, 20(9), pp.1–20.
Messersmith, LJ, Halim, N, Kawemama, P, Steven, E and Reich, N, 2017. A mixed
methods study to test the preliminary effect of World Education’s Together to End
Violence Against Women (TEVAW), a program to address intimate partner
violence in Northern Tanzania. Boston: The Center for Global Health &
Development. Available online at
<https://clinicaltrials.gov/ct2/show/NCT02434796> [Accessed 6 February 2019].
Minnis, AM, Doherty, IA, Kline, TL, Zule, WA, Myers, B, Carney, T and Wechsberg, WM,
2015. Relationship power, communication, and violence among couples: results of a
cluster-randomized HIV prevention study in a South African township. International
Journal of Women’s Health, 7, pp.517–25.
More, NS, Das, S, Bapat, U, Alcock, G, Manjrekar, S, Kamble, V, Sawant, R,
Shende, S, Daruwalla, N, Pantvaidya, S and Osrin, D, 2017. Community resource
centres to improve the health of women and children in informal settlements in
Mumbai: a cluster-randomised, controlled trial. Lancet Global Health, 5(3), pp.335–
49.
Murshid, NS, 2018. Microfinance participation and women’s empowerment:
evidence from a nationally representative sample of women in Bangladesh.
Journal of Social Service Research, 44(3), pp.375–90.
Nadkarni, A, Weobong, B, Weiss, HA, McCambridge, J, Bhat, B, Katti, B, Murthy, P,
Kin, M, McDaid, D, Park, A, Wilson, G, Kirkwood, B, Fairburn, CG, Velleman, R and
Patel, V, 2017. Counselling for alcohol problems (CAP), a lay counsellor-delivered
brief psychological treatment for harmful drinking in men, in primary care in India:
a randomised controlled trial. The Lancet, 389(10065), pp.186–95.
Naved, RT and Amin, S, 2014. Impact of SAFE intervention on sexual and reproductive
health and rights and violence against women and girls in Dhaka slums. Bangladesh:
International Centre for Diarrhoeal Disease Research. Available at:
<http://www.popcouncil.org/uploads/pdfs/2014PGY_SAFE-Report.pdf> [Accessed 8
February 2017].
Naved, RT, Mamun, MA, Mourin, SA and Parvin, K, 2018. A cluster randomized
controlled trial to assess the impact of SAFE on spousal violence against women
and girls in slums of Dhaka, Bangladesh. PLOS One, 13(6), e0198926.
Orang, T, Ayoughi, S, Moran, JK, Ghaffari, H, Mostafavi, S, Rasoulian, M and
Elbert, T, 2018. The efficacy of narrative exposure therapy in a sample of Iranian

51

women exposed to ongoing intimate partner violence: a randomized controlled
trial. Clinical Psychology and Psychotherapy, 25(6), pp.827–41.
Parcesepe, AM, L’engle, KL, Martin, SL, Green, S, Sinkele, W, Suchindran, C, Speizer,
IS, Mwarogo, P and Kingola, N, 2016. The impact of an alcohol harm reduction
intervention on interpersonal violence and engagement in sex work among female sex
workers in Mombasa, Kenya: results from a randomized controlled trial. Drug and
Alcohol Dependence, 161, pp.21–28.
Patel, V, Weobong, B, Weiss, HA, Anand, A, Bhat, B, Katti, B, Dimidjian, S, Araya,
R, Hollon, SD, King, M, Vijayakumar, L, Park, A, McDaid, D, Wilson, T, Velleman, R,
Kirkwood, BR and Fairburn, CG, 2017. The Healthy Activity Program (HAP), a lay
counsellor-delivered brief psychological treatment for severe depression, in
primary care in India: a randomised controlled trial. The Lancet, 389(10065),
pp.176–85.
Perova, E and Reynolds, S, 2015. Women’s police stations and domestic violence:
evidence from Brazil. World Bank Policy Research Working Paper No. 7497.
Washington, DC: The World Bank Group. Available at:
<http://documents.worldbank.org/curated/en/441331467987820782/pdf/WPS7497.pdf>
[Accessed 8 February 2017].
Perova, E and Reynolds, SS, 2017. Women's police stations and intimate partner
violence: evidence from Brazil. Social Science & Medicine, 174, pp.188–96.
Peterman, A, Palermo, T, Handa, S and Seidenfeld, D, 2018. List randomization for
soliciting experience of intimate partner violence: application to the evaluation of
Zambia's unconditional child grant program. Health Economics, 27(3), pp.622–28.
Peters, C, 2017. Microfinance and female group action in Bangladesh. Review of
Development Economics, 21(1), pp.21–42.
Pettifor A, Lippman SA, Gottert A, Suchindran CM, Selin, A, Peacock, D, Maman, S,
Rebombo, D, Twine, R, Gómez-Olivé, FX, Tollman, S, Kahn, K and MacPhail, C,
2018. Community mobilization to modify harmful gender norms and reduce HIV
risk: results from a community cluster randomized trial in South Africa. Journal of
the International AIDS Society, 21(7), e25134.
Pettifor, A, MacPhail, C, Hughes, JP, Selin, A, Wang, J, Gómez-Olivé, FX,
Eshleman, SH, Wagner, RG, Mabuza, W, Khoza, N, Suchindran, C, Mokoena, I,
Townley, R, Andrew, P, Laeyendecker, O, Agyei, Y, Tollman, S and Kahn, K, 2016.
The effect of a conditional cash transfer on HIV incidence in young women in rural
South Africa (HPTN 068): a phase 3, randomised controlled trial. Lancet Global
Health, 4(12), pp.978–88.
Pronyk, PM, Hargreaves, JR, Kim, JC, Morison, LA, Phetla, G, Watts, C, Busza, J and
Porter, JD, 2006. Effect of a structural intervention for the prevention of intimate-partner
violence and HIV in rural South Africa: a cluster randomised trial. The Lancet, 368(9551),
pp.1973–83.

52

Pulerwitz, J, Martin, S, Mehta, M, Castillo, T, Kidanu, A, Verani, F and Tewolde, S, 2010.
Promoting Gender Equity for HIV and Violence Prevention: Results from the PEPFAR
Male Norms Initiative Evaluation in Ethiopia. Washington, DC: PATH. Available at:
<http://www.path.org/publications/detail.php?i=1834> [Accessed 8 February 2017].
Raj, A, Ghule, M, Ritter, J, Battala, M, Gajanan, V, Nair, S, Dasgupta, A, Silverman, JG,
Balaiah, D and Saggurti, N, 2016. Cluster randomized controlled trial evaluation of a
gender equity and family planning intervention for married men and couples in rural
India. PLOS ONE, 11(5), e0153190.
Robinson, J, Sabet, D, Feenstra, M, Stahlberg, S and Rostapshova, O, 2017. Impact
evaluation of the “Increasing Services for Survivors of Sexual Assault in South
Africa” program. Washington, DC: United States Agency for International
Development (USAID).
Romero, O, Peñaranda, C, Paredes, M and Armbrister, A, 2017. Capacitación de
funcionarias de comisarías de familia en Medellín, Colombia sobre servicios
amigables para víctimas de violencia íntima de pareja: resultados de una
evaluación de impacto. Banco Interamericano de Desarrollo, Nota Técnica No.
(IDB-TN-1250).
Roy, S, Hidrobo, M, Hoddinott, JF and Ahmed, A, 2017. Transfers, behavior change
communication, and intimate partner violence: postprogram evidence from rural
Bangladesh. IFPRI Discussion Paper 01676. Washington, DC: International Food
Policy Research Institute. Available at:
<https://www.mitpressjournals.org/doi/abs/10.1162/rest_a_00791>. [Accessed on 6
February 2019].
Saggurti, N, Saritha, N, Silverman, JG, Naik, DD, Madhusudana, B, Anindita, D, Donta,
B and Anita, R, 2014. Impact of the RHANI Wives intervention on marital conflict and
sexual coercion. International Journal of Gynecology & Obstetrics, 126(1), pp.18–22.
Sargent, K, Jouriles, EN, Rosenfield, D and McDonald, R, 2017. A high schoolbased evaluation of TakeCARE, a video bystander program to prevent adolescent
relationship violence. Journal of Youth and Adolescence, 46(3), pp.633–43.
Satyanarayana, VA, Nattala, P, Selvam, S, Pradeep, J, Hebbani, S, Hegde, S and
Srinivasan, K, 2016. Integrated cognitive behavioral intervention reduces intimate partner
violence among alcohol dependent men, and improves mental health outcomes in their
spouses: a clinic based randomized controlled trial from South India. Journal of
Substance Abuse Treatment, 64, pp.29–34.
Skar, A, Sherr, L, Macedo, A, von Tetzchner, S and Fostervold, K, 2017. Evaluation
of parenting interventions to prevent violence against children in Colombia: a
randomized controlled trial. Journal of Interpersonal Violence. Available at:
<https://doi.org/10.1177/0886260517736881>.
Sosa-Rubi, SG, Saavedra-Avendano, B, Piras, C, Van Buren, SJ and BautistaArredondo, S, 2016. True Love: effectiveness of a school-based program to reduce
dating violence among adolescents in Mexico City. Prevention Science, pp.1–14.

53

Taghizadeh, Z, Pourbakhtiar, M, Ghasemzadeh, S, Azimi, K and Mehran, A, 2018.
The effect of training problem-solving skills for pregnant women experiencing
intimate partner violence: a randomized control trial. Pan African Medical Journal,
30, pp.79–90.
Tanner, S and O’Connor, M, 2017. A safe place to shine: creating opportunities
and raising voices of adolescent girls in humanitarian settings. New York:
International Rescue Committee.
Wagman, JA, Gray, RH, Campbell, JC, Thoma, M, Ndyanabo, A, Ssekasanvu, J,
Nalugoda, F, Kagaayi, J, Nakigozi, G, Serwadda, D and Brahmbhatt, H, 2015.
Effectiveness of an integrated intimate partner violence and HIV prevention intervention
in Rakai, Uganda: analysis of an intervention in an existing cluster randomised cohort.
Lancet Global Health, 3(1), pp.23–33.
Wechsberg, WM, Jewkes, R, Novak, SP, Kline, T, Myers, B, Browne, FA, Carney, T,
Lopez, AAM and Parry, C, 2013. A brief intervention for drug use, sexual risk behaviours
and violence prevention with vulnerable women in South Africa: a randomised trial of the
Women’s Health CoOp. British Medical Journal Open, 3:e002622, pp.1–10.
Wechsberg, WM, Zule, WA, Luseno, WK, Kline, TL, Browne, FA, Novak, SP and
Ellerson, RM, 2011. Effectiveness of an adapted evidence-based woman-focused
intervention for sex workers and non-sex workers: the Women’s Health CoOp in South
Africa. Journal of Drug Issues, 41(2), pp.233–52.
Weitzman, A, 2018. Does increasing women's education reduce their risk of
intimate partner violence? Evidence from an education policy reform. Criminology,
56(3), pp.574–607.
Weobong, B, Weiss, H, McDaid, D, Singla, D, Hollon, S, Nadkarni, A, Park, A, Bhat,
B, Katti, B, Anand, A, Dimidjian, S, Araya, R, King, M, Vijayakumar, L, Wilson, G,
Velleman, R, Kirkwood, B, Fairburn, C and Patel, V, 2017. Sustained effectiveness
and cost-effectiveness of the Healthy Activity Programme, a brief psychological
treatment for depression delivered by lay counsellors in primary care: 12-month
follow-up of a randomised controlled trial. PLOS Medicine, 14(9).
Wong, Y-H, 2011. Women survivors of intimate partner violence: reducing depressive
symptoms and promoting safety behaviours. Doctoral dissertation. , Pokfulam: University
of Hong Kong. Available at: <http://hub.hku.hk/handle/10722/141949> [Accessed 15 May
2017].
Yaron, G, Gordon, R, Best, J and Choudhary, S, 2018. Microfinance for the
marginalized: the impact of the Rojiroti approach in India. Enterprise Development
and Microfinance, 29(1), pp.80–93.

54

B1.2. Ongoing impact evaluations
Ahmed, A and Roy, S, 2018. Evaluation of the Agriculture, Nutrition, and Gender
Linkages (ANGeL) project, RIDIE-STUDY-ID-5afbe43292b4 [online record]. 3ie
Registry for International Development Impact Evaluations (RIDIE) online
database. Available at
<http://ridie.3ieimpact.org/index.php?r=search/detailView&id=671> [Accessed 1
March 2019].
Alampay, L, Lachman, J, Alinea, C, Gardner, F, Hutchings, J, Ward, C and Madrid,
B, 2017. Parenting for Lifelong Health (PLH) – Masayang Pamilya (MaPa)
evaluation study, study number NCT03205449. ClinicalTrials.gov online database.
Available at <https://clinicaltrials.gov/ct2/show/NCT03205449> [Accessed 1 March
2019].
Banerjee, A, Ferrara, EL and Orozco, V, 2016. Changing norms and behaviors through
entertainment TV: impact evaluation of the MTV series Shuga. AEA RCT Registry online
database. Available at: <https://www.socialscienceregistry.org/trials/509> [Accessed 6
February 2017].
Chaudhari, BB, Makkar, PS, Howe, M and Mishra, A, 2015. Study of Liberty Program on
Women’s Health and Intimate Partner Violence. ClinicalTrials.gov online database.
Available at: <https://clinicaltrials.gov/ct2/show/NCT02437201> [Accessed 6 February
2017].
Christofides, N, 2016. Multilevel intervention for preventing men's use of violence
in urban South Africa (Sonke CHANGE Trial), trial number NCT02823288.
ClinicalTrials.gov online database,. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02823288> [Accessed 1 March 2019].
Clark, C, Spencer, R, Shrestha, B and Ferguson, G, 2016. Evaluating a
multicomponent social behaviour change communication strategy to reduce
intimate partner violence among married couples: study protocol for a cluster
randomized trial in Nepal. BMC Public Health, 17(75). Available at:
<https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-3909-9>
[Accessed 1 March 2019].
Deyesa, N, Leight, J and Sharma, V, 2014. Using cultural ceremonies to reduce intimate
partner violence and HIV transmission. ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02311699> [Accessed 6 February 2017].
Doyle, KE, Levtov, RG, Barker, G and Kazimbaya, S, 2016. Bandebereho Father Groups
randomized control trial in Rwanda. ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02694627> [Accessed 6 February 2017].
Dunkle, K, Heise, L, Stern, E and McLean, L, 2018. Indashyikirwa IPV prevention
trial in Rwanda, trial number NCT03477877. ClinicalTrials.gov online database,.
Available at: <https://clinicaltrials.gov/ct2/show/NCT03477877> [Accessed 1 March
2019].

55

Dyer, J and Shapiro, J, 2017. Randomised control trial impact evaluation of
kickstart irrigation pumps with smallholder farmers in Kenya, record number
AEARCTR-0002313. AEA RCT Registry,. Available at:
<https://www.socialscienceregistry.org/trials/2313> [Accessed 1 March 2019].
Falb, KL, Diaz-Olavarrieta, C, Campos, PA, Valades, J, Cardenas, R, Carino, G and
Gupta, J, 2014. Evaluating a health care provider delivered intervention to reduce
intimate partner violence and mitigate associated health risks: study protocol for a
randomized controlled trial in Mexico City. BMC Public Health, 14(772), pp.1–10.
Falb, KL, Tanner, S, Ward, L, Erksine, D, Noble, E, Asham, A, Bakomere, T, Graybill, E,
Lowry, C, Mallinga, P, Neiman, A, Poulton, C, Robinette, K, Sommer, M and Stark, L,
2016. Creating Opportunities through Mentorship, Parental Involvement, and Safe
Spaces (COMPASS) program: multi-country study protocol to protect girls from violence
in humanitarian settings. BMC Public Health, 16(231), pp.1–10.
Fandiño, C, 2017. Psychosocial intervention with community worker support for
survivors of intimate partner violence. ClinicalTrials.gov online database,
NCT03333798. Available at: <https://clinicaltrials.gov/ct2/show/NCT03333798>
[Accessed 1 March 2019].
Fawzi, W, 2015. Positive Change Agents Program-Tanzania (evaluation).
ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT01693458> [Accessed 6 February 2017].
Field, E, 2018. Training local leaders to prevent and reduce domestic violence in
their communities. AEA RCT Registry, AEARCTR-0002629. Available at:
<https://www.socialscienceregistry.org/trials/2629> [Accessed 1 March 2019].
Gage, AJ, 2016. Impact of a dating violence prevention curriculum among high school
students in Port-au-Prince, Haiti: preliminary results. Washington, DC: United States
Agency for International Development (USAID). Available at:
<http://www.prb.org/igwg_media/Haiti_Violence_Prevention_Curriculum_Impact.pdf>
[Accessed 6 February 2017].
Gebara, CFD, Ferri, CP, Lourenco, LM, Vieira, MD, Bhona, FMD and Noto, AR, 2015.
Patterns of domestic violence and alcohol consumption among women and the
effectiveness of a brief intervention in a household setting: a protocol study. BMC
Women’s Health, 15(78), pp.1–8.
Gibbs, A, Corboz, J, Shafiq, M, Marofi, F, Mecagni, A, Mann, C, Karim, F, Chirwa,
ED, Maxwell-Jones, C and Jewkes, R, 2018. An individually randomized controlled
trial to determine the effectiveness of the women for women international
programme in reducing intimate partner violence and strengthening livelihoods
amongst women in Afghanistan: trial design, methods and baseline findings.
ClinicalTrials.gov online database, NCT03236948. Available at:
<https://www.ncbi.nlm.nih.gov/pubmed/29357843> [Accessed 1 March 2019].
Gibbs, A, Washington, L, Willan, S, Ntini, N, Khumalo, T, Mbatha, N, Sikweyiya, Y,
Shai, N, Chirwa, E, Strauss, M, Ferrari, G and Jewkes, R, 2018. The Stepping

56

Stones and Creating Futures intervention to prevent intimate partner violence and
HIV-risk behaviours in Durban, South Africa: study protocol for a cluster
randomized control trial and baseline characteristics. BMC Public Health, 17(336).
Available at: <https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889017-4223-x> [Accessed 1 March 2019].
Groves, A, 2017. MAMAS: Mentoring Adolescent Mothers at School.
ClinicalTrials.gov online database, NCT03090802. Available at:
<https://clinicaltrials.gov/ct2/show/NCT03090802> [Accessed 1 March 2019].
Gupta, J, 2014. Evaluating Violence against Women Screening in Mexico.
ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT01661504> [Accessed 6 February 2017].
Haberland, N, 2015. Addressing gender based violence in HIV testing and counseling.
ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02577380> [Accessed 6 February 2017].
Hallman, K and Ozler, B, 2017. Girl Empower: studying the impact of mentorship,
asset building, caregiver discussion groups, and cash transfers on reducing girls’
vulnerability to sexual exploitation and abuse. ClinicalTrials.gov online database,
NCT03756467. Available at: <https://clinicaltrials.gov/ct2/show/NCT03756467>
[Accessed 1 March 2019].
Heise, L and Isac, S, 2015. Evaluation of Samvedana Plus: an intervention with female
sex workers (FSWs) and their intimate partners to reduce partner violence and increase
consistent condom use within intimate relationships. ClinicalTrials.gov online database.
Available at: <https://clinicaltrials.gov/show/NCT02807259> [Accessed 6 February 2017].
Humphreys, M and Khan, S, 2015. Safe Cities Initiative: evaluation of Madhya Pradesh
Safe Cities Initiative. Registry for International Development Impact Evaluations (RIDIE)
online database. Available at:
<http://ridie.3ieimpact.org/index.php?r=search/detailView&id=392> [Accessed 6
February 2017].
James, SM, Milder, S and Ngowi, BJ, 2014. Impact evaluation study of the Faithful
House Programme on Violence Reduction in Families (TFHEVAL). ClinicalTrials.gov
online database. Available at: <https://clinicaltrials.gov/ct2/show/NCT02168985>
[Accessed 6 February 2017].
Jewkes, RK and Gevers, A, 2015. Skhokho Supporting Success: a cluster RCT of a
multi-faceted, school-based IPV prevention intervention in South Africa.
ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02349321> [Accessed 6 February 2017].
Jones, D, Peltzer, K, Weiss, SM, Sifunda, S, Dwane, N, Ramlagan, S, Cook, R,
Matseke, G, Maduna, V and Spence, A, 2014. Implementing comprehensive prevention
of mother-to-child transmission and HIV prevention for South African couples: study
protocol for a randomized controlled trial. BMC Trials, 15(417), pp.1–9.

57

Kagy, G, Meyer, C and Hardy, M, 2018. The devil is in the pre-tales: a closer look at
women's first months in industrial work. AEA RCT Registry, AEARCTR-0002802.
Available at <https://www.socialscienceregistry.org/trials/2802> [Accessed 1
March 2019].
Kajula, L, Balvanz, P, Kilonzo, MN, Mwikoko, G, Yamanis, T, Mulawa, M, Kajuna, D, Hill,
L, Conserve, D, Reyes, HLM, Leatherman, S, Basant, S and Maman, S, 2016. Vijana
Vijiweni II: a cluster-randomized trial to evaluate the efficacy of a microfinance and peer
health leadership intervention for HIV and intimate partner violence prevention among
social networks of young men in Dar Es Salaam. BMC Public Health, 16(113), pp.1–12.
Kane, JC, Van Wyk, SS, Murray, SM, Bolton, P, Melendez, F, Danielson, CK,
Chimponda, P, Munthali, S and Murray, LK, 2017. Testing the effectiveness of a
transdiagnostic treatment approach in reducing violence and alcohol abuse
among families in Zambia: study protocol of the Violence and Alcohol Treatment
(VATU) trial. Global Mental Health, 4, p.e18. Available at
<https://www.cambridge.org/core/journals/global-mental-health/article/testing-theeffectiveness-of-a-transdiagnostic-treatment-approach-in-reducing-violence-andalcohol-abuse-among-families-in-zambia-study-protocol-of-the-violence-andalcohol-treatment-vatu-trial/ADA6545FA3B91639E17E3049D1D94292> [Accessed 1
March 2019].
Koroknay-Palicz, T, Montalvao, J, Seban, J, 2017. Sisters of Success: measuring
the impact of mentoring and girls groups in supporting girls’ transition into
adolescence and adulthood in Liberia: baseline survey full-length report. New
Haven: Innovations for Poverty Action. Available at: <https://www.povertyaction.org/study/sisters-success-mentoring-and-girls%E2%80%99-groups-liberia>
[Accessed 1 March 2019].
Kour, K, Sharma, N and Makkad, V, 2015. Effect of a micro-finance-based intervention
for the prevention of intimate-partner violence and HIV. ClinicalTrials.gov online
database. Available at: <https://clinicaltrials.gov/ct2/show/NCT02606344> [Accessed 6
February 2017].
Krishnan, S, Subbiah, K, Chandra, P and Srinivasan, K, 2012. Minimizing risks and
monitoring safety of an antenatal care intervention to mitigate domestic violence among
young Indian women: the Dil Mil trial. BMC Public Health, 12(943), pp.1–13.
Latimer, W, 2012. Four-arm randomized control trial of Brief Mi versus couples-based
HIV/STI prevention in South Africa (Sa R01). ClinicalTrials.gov online database.
Available at: <https://clinicaltrials.gov/ct2/show/NCT01554423> [Accessed 6 February
2017].
Lokuge, K, Wallace, P, Subasinghe, K, Thurber, K, De Silva, T, Clarke, N, Waas, D,
Liyanage, N, Attygalle, U, Carron-Arthur, B, Rodrigo, K, Banks, E, D'Este, C and
Rajapakse, T, 2017. Protocol for a cluster-randomised controlled trial evaluating
the impact of a preschool-based capacity building intervention on intimate partner
violence and substance misuse in Sri Lanka. ClinicalTrials.gov online database,
NCT03341455. Available at: <https://www.ncbi.nlm.nih.gov/pubmed/29716553>
[Accessed 1 March 2019].
58

Mahmud, M, Riley, E and Orkin, K, 2018. Cash transfers and role models: impact
on women’s empowerment and intimate partner violence. AEA RCT Registry,
AEARCTR-0002923. Available at:
<https://www.socialscienceregistry.org/trials/2923> [Accessed 1 March 2019].
Messersmith, LJ, 2015. Study of the preliminary effect of TEVAW: a program to address
intimate partner violence in Northern Tanzania (TEVAW). ClinicalTrials.gov online
database. Available at: <https://clinicaltrials.gov/ct2/show/NCT02434796> [Accessed 6
February 2017].
Messersmith, LJ, 2016. A mixed methods study to test the preliminary effect of World
Education’s Together to End Violence Against Women (TEVAW), a program to address
intimate partner violence in Northern Tanzania. Boston: The Center for Global Health &
Development. Available at: <http://www.svri.org/sites/default/files/attachments/2016-0822/TEVAW%20Baseline%20Report%20final.pdf> [Accessed 6 February 2017].
Murray, L, 2016a. Randomized controlled trial of a multi-pronged intervention to
address prevention of violence in Zambia – SHARPZ, Zambia. ClinicalTrials.gov
online database, NCT02790827. Available at:
<https://www.whatworks.co.za/resources/project-resources/item/205-randomizedcontrolled-trial-of-a-multi-pronged-intervention-to-address-prevention-of-violencein-zambia-sharpz-zambia> [Accessed 1 March 2019].
Murray, L, 2016b. Trial of a multi-pronged intervention to address prevention of violence
in Zambia. ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02790827> [Accessed 7 February 2017].
Orang, T and Elbert, T, 2012. NET in Iranian women suffering from post traumatic stress
symptoms. ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT01731418> [Accessed 6 February 2017].
Population Council, 2017a. Growing up safe and healthy (SAFE): Addressing
sexual and reproductive health and rights and violence against women and girls in
urban Bangladesh. Population Council. Available at:
<https://www.popcouncil.org/research/growing-up-safe-and-healthy-safe>
[Accessed 1 March 2019].
Population Council, 2017b. Right to health and freedom from violence (SAFE).
ClinicalTrials.gov online database, NCT03280680. Available at:
<https://clinicaltrials.gov/ct2/show/record/NCT03280680> [Accessed 1 March
2019].
Raj, A, 2018. Enhancing male participation in interventions to prevent unintended
pregnancy CHARM2. ClinicalTrials.gov online database, NCT03514914. Available
at: <https://clinicaltrials.gov/ct2/show/NCT03514914> [Accessed 1 March 2019].
Sarmiento, I, Paredes-Solís, S, Andersson, N and Cockcroft, A, 2018. Safe birth
and cultural safety in southern Mexico: study protocol for a randomized controlled
trial. BioMedCentralTrials, 19. ISRCTN12397283. Available at:

59

<https://trialsjournal.biomedcentral.com/articles/10.1186/s13063-018-2712-6>
[Accessed 1 March 2019].
Semahegn, A, Torpey, K, Manu, A and Assefa, N, 2017. Community based
intervention to prevent domestic violence against women in the reproductive age
in Northwestern Ethiopia: a protocol for quasi-experimental study.
ClinicalTrials.gov online database, NCT03265626. Available at:
<https://clinicaltrials.gov/ct2/show/NCT03265626> [Accessed 1 March 2019].
Alik-Lagrange, A, Ngatia, M, Cullen, C and Vaillant, J, 2017. Preventing intimate
partner violence: impact evaluation of a couples training for IPV prevention in
eastern Rwanda. AEA RCT Registry, AEARCTR-0002282. Available at:
<https://www.socialscienceregistry.org/trials/2282> [Accessed 1 March 2019].
Sharma, N, 2013. Impact of Women’s Empowerment Program for Abused Pregnant
Women. ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT01933555> [Accessed 6 February 2017].
Thirumurthy, H, 2017. Secondary distribution of HIV self-tests: an innovative
strategy for promoting partner testing and reducing HIV risk. ClinicalTrials.gov
online database, NCT03135067. Available at:
<https://clinicaltrials.gov/ct2/show/record/NCT03135067> [Accessed 1 March
2019].
Tol, WA, Greene, MC, Likindikoki, S, Misinzo, L, Ventevogel, P, Bonz, AG, Bass, JK
and Mbwambo, JKK, 2016. An integrated intervention to reduce intimate partner
violence and psychological distress with refugees in low-resource settings: study
protocol for the Nguvu cluster randomized trial. BMC Psychiatry, 17.
ISRCTN65771265. Available at:
<https://bmcpsychiatry.biomedcentral.com/articles/10.1186/s12888-017-1338-7>
[Accessed 1 March 2019].
Tsai, A, 2015. Social network outcomes of a livelihood intervention for impoverished
women in rural Uganda. ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02619305> [Accessed 6 February 2017].
Vaillant, J, Mallinga, P, Falb, K, Roth, D, Pierotti, R and Guibert, N, 2016. Preventing
intimate-partner violence: impact evaluation of engaging men through accountable
practice in eastern DRC. ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT02765139> [Accessed 6 February 2017].
Watts, C and Lees, S, 2013. A cluster randomised controlled trial to evaluate the impact
of microfinance and participatory gender training on intimate partner violence. Registry
for International Development Impact Evaluations (RIDIE) online database. Available at:
<http://ridie.3ieimpact.org/index.php?r=search/detailView&id=45> [Accessed 6 February
2017].

60

B2. Ongoing systematic reviews
Delkhosh, M, Ardalan, A, Rahimiforoushani, A, Keshtkar, A, Amiri Farahani, L and
Merghati Khoei, E, 2017. Interventions for prevention of intimate partner violence
against women in humanitarian settings: a protocol for a systematic review. PLoS
Currents, 9. Available at:
<https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5553713/> [Accessed 1 March
2019].
Signorelli, MC, Hillel, S, de Oliveira, DC, Quintanilla, BPA, Hegarty, K and Taft, A,
2018. Voices from low-income and middle-income countries: a systematic review
protocol of primary healthcare interventions within public health systems
addressing intimate partner violence against women. BMJ Open, 8,
pp.e019266. Available at: < https://bmjopen.bmj.com/content/8/3/e019266 >
[Accessed 1 March 2019].

61

References
3ie, 2012. Impact evaluation glossary. Available at:
<https://www.3ieimpact.org/sites/default/files/2018-07/impact_evaluation_glossary__july_2012_3.pdf> [Accessed 20 May 2017].
Abeid, M, Muganyizi, P, Mpembeni, R, Darj, E and Axemo, P, 2015. A community-based
intervention for improving health-seeking behavior among sexual violence survivors: a
controlled before and after design study in rural Tanzania. Global Health Action, 8(1),
pp.1–9.
Arango, DJ, Morton, M, Floriza, G, Kiplesund, S and Ellsberg, M, 2014. Interventions to
prevent or reduce violence against women and girls: a systematic review of reviews.
Women’s Voice and Agency Research Series, 10.
Barry, Ellen. 2017. ‘In rare move, death sentence in Delhi gang rape case is upheld.’
New York Times [online], 5 May 5 2017. Available at:
<https://www.nytimes.com/2017/05/05/world/asia/death-sentence-delhi-gang-rape.html>
Blattman, C, Green, E, Annan, J and Jamison, J, 2013. Building Women’s Economic and
Social Empowerment Through Enterprise. LoGiCA Study Series No. 1. Washington, DC:
The World Bank Group Available at:
<http://documents.worldbank.org/curated/en/927131468316473189/Building-womenseconomic-and-social-empowerment-through-enterprise-an-experimental-assessment-ofthe-Womens-Income-Generating-Support-WINGS-Program-in-Uganda> [Accessed 6
February 2017].
Breiding, MJ, Basile, KC, Smith, SG, Black, MC and Mahendra, R, 2015. Intimate partner
violence surveillance: uniform definitions and recommended data elements. Atlanta:
National Center for Injury Prevention and Control, Centers for Disease Control and
Prevention. Available at:
<https://www.cdc.gov/violenceprevention/pdf/intimatepartnerviolence.pdf> [Accessed 20
May 2017].
Bronfenbrenner, U, 1994. Ecological models of human development. In: International
encyclopedia of education, vol. 3. 2nd ed. Oxford: Elsevier. Reprinted in: M Gauvain and
M Cole, eds., 1993. Readings on the development of children. 2nd ed. New York:
Freeman, pp.37–43.
Buller, AM, Hidrobo, M, Peterman, A and Heise, L, 2016. The way to a man’s heart is
through his stomach? A mixed methods study on causal mechanisms through which
cash and in-kind food transfers decreased intimate partner violence. BioMed Central
Public Health, 16(488), pp.1–13.
Contreras-Urbina, M, Heilman, B, Hill, A, von Au, A, Zelaya, J, Arango, DJ and Puerto
Gomez, M, 2016. Community-based approaches to intimate partner violence: a review of
evidence. Washington, DC: The World Bank Group. Available at:
<http://documents.worldbank.org/curated/en/907511467996712161/AUS16688REVISED-Community-Programs-SinglePages.pdf> [Accessed 20 May 2017].

62

Devries, KM, Mak, JY, García-Moreno, C, Petzold, M, Child, JC, Falder, G, Lim, S,
Bacchus, LJ, Engell, RE, Rosenfeld, L, Pallitto, C, Vos, T, Abrahams, N and Watts, CH,
2013. The global prevalence of intimate partner violence against women. Science,
340(6140), pp.1527–28.
Dhaliwal, I, Duflo, E, Glennerster, R and Tullock, C, 2013. Comparative costeffectiveness analysis to inform policy in developing countries: a general framework with
applications for education. In: P Glewwe, ed. Education policy in developing countries.
Chicago: University of Chicago Press.
Ekhtiari, YS, Shojaeizadeh, D, Foroushani, AR, Ghofranipour, F and Ahmadi, B, 2014.
Effect of an intervention on attitudes towards domestic violence among Iranian girls.
Journal of the Pakistan Medical Association, 64(9), pp.987–92.
Ellsberg, M, Arango, DJ, Morton, M, Gennari, F, Kiplesund, S, Contreras, M and Watts,
C, 2014. Prevention of violence against women and girls: what does the evidence say?
The Lancet, 385(9977), pp.1555–66.
Fulu, E and Heise, L, 2015. What do we know about violence against women and girls
and what more do we need to know to prevent it? A summary of the evidence. Pretoria:
What Works to Prevent Violence. Available at:
<http://www.whatworks.co.za/documents/publications/3-what-do-we-know-aboutviolence-against-women-and-girls-and-what-more-do-we-need-to-know-to-prevent-it/file>
[Accessed 19 June 2017].
Fulu, E and Kerr-Wilson, A, 2015. What works to prevent violence against women and
girls evidence reviews. Paper 2: interventions to prevent violence against women and
girls. Pretoria: What Works to Prevent Violence. Available at:
<http://www.whatworks.co.za/documents/publications/15-global-evidence-reviews-paper2-interventions-to-prevent-violence-against-women-and-girls/file> [Accessed 20 May
2017].
Fulu, E, Kerr-Wilson, A and Lang, J, 2015. Effectiveness of interventions to prevent
violence against women and girls: a summary of the evidence. Pretoria: What Works to
Prevent Violence. Available at: <http://www.whatworks.co.za/documents/publications/4effectiveness-of-interventions-to-prevent-violence-against-women-and-girls/file>
[Accessed 20 May 2017].
Gibbs, A, Corboz, J, Shafiq, M, Marofi, F, Mecagni, A, Mann, C, Karim, F, Chirwa, ED,
Maxwell-Jones, C and Jewkes, R, 2018. An individually randomized controlled trial to
determine the effectiveness of the women for women international programme in
reducing intimate partner violence and strengthening livelihoods amongst women in
Afghanistan: trial design, methods and baseline findings. ClinicalTrials.gov online
database, NCT03236948. Available at:
<https://www.ncbi.nlm.nih.gov/pubmed/29357843> [Accessed 1 March 2019].
Glass, N, Perrin, NA, Kohli, A, Campbell, J and Remy, MM, 2017. Randomised
controlled trial of a livestock productive asset transfer programme to improve economic
and health outcomes and reduce intimate partner violence in a postconflict setting. BMJ
Global Health, 2(1).

63

Green, DP, Wilke, A and Cooper, J, 2018. Silence begets violence: a mass media
experiment to prevent violence against women in rural Uganda. Cambridge, MA: Abdul
Latif Jameel Poverty Action Lab. Available at:
<https://www.povertyactionlab.org/evaluation/mass-media-intervention-reduce-violenceagainst-women-rural-uganda> [Accessed 6 February 2019].
Green, EP, Blattman, C, Jamison, J and Annan, J, 2015. Women’s entrepreneurship and
intimate partner violence: a cluster randomized trial of microenterprise assistance and
partner participation in post-conflict Uganda. Social Science & Medicine, 133, pp.177–
88.
Gupta, J, 2014. Evaluating violence against women screening in Mexico.
ClinicalTrials.gov online database. Available at:
<https://clinicaltrials.gov/ct2/show/NCT01661504> [Accessed 6 February 2017].
Heise, L, 1998. Violence against women: an integrated, ecological framework. Violence
Against Women, 4(3), pp. 262–90.
Heise, L, 2011. What works to prevent partner violence? An evidence overview. London:
London School of Hygiene & Tropical Medicine STRIVE programme. Available at:
<http://strive.lshtm.ac.uk/system/files/attachments/What%20works%20to%20prevent%2
0partner%20violence.pdf> [Accessed 20 May 2017].
Hossain, M, Zimmerman, C, Kiss, L, Abramsky, T, Kone, D, Bakayoko-Topolska, M,
Annan, J, Lehmann, H and Watts, C, 2014. Working with men to prevent intimate partner
violence in a conflict-affected setting: a pilot cluster randomized controlled trial in rural
Côte d’Ivoire. BioMed Central Public Health, 14(339), pp.1–13.
Iyengar, R and Ferrari, G, 2011. Comparing economic and social interventions to reduce
intimate partner violence: evidence from Central and Southern Africa. NBER Working
Paper Series No. 16902. Cambridge, MA: National Bureau of Economic Research.
Available at: <http://www.nber.org/papers/w16902.pdf> [Accessed 6 February 2017].
Jewkes, R, Flood, M and Lang, J, 2014. From work with men and boys to changes of
social norms and reduction of inequities in gender relations: a conceptual shift in
prevention of violence against women and girls. The Lancet, 385(9977), pp.1580–89.
Kim, J, Ferrari, G, Abramsky, T, Watts, C, Hargreaves, J, Morison, L, Phetla, G, Porter, J
and Pronyk, P, 2009. Assessing the incremental effects of combining economic and
health interventions: the IMAGE study in South Africa. Bulletin of the World Health
Organization, 87(11), pp.824–32.
Knerr, W, Gardner, F and Cluver, L, 2011. Parenting and the prevention of child
maltreatment in low- and middle-income countries: a systematic review of interventions.
Cape Town: South African Medical Research Council. Available at:
<http://www.svri.org/sites/default/files/attachments/2016-04-12/ParentingPrevention.pdf>
[Accessed 20 May 2017].
Lazarevich, I, Irigoyen-Camacho, ME, Velázquez-Alva, MDC and Salinas-Avila, J, 2015.
Dating violence in Mexican college students: evaluation of an educational workshop.
Journal of Interpersonal Violence, 32(2), pp.183–204.
64

Michau, L, Horn, J, Bank, A, Dutt, M and Zimmerman, C, 2014. Prevention of violence
against women and girls: lessons from practice. The Lancet, 385(9978), pp.1672–84.
Morgan, R, George, A, Ssali, S, Hawkins, K, Molyneux, S and Theobald, S, 2016. How
to do (or not to do)… gender analysis in health systems research. Health Policy and
Planning, 31(8), pp.1069–78.
Paluck, EL, Ball, L, Poynton, C and Sieloff, S, 2010. Social norms marketing aimed at
gender based violence: a literature review and critical assessment. New York:
International Rescue Committee. Available at:
<http://static.squarespace.com/static/5186d08fe4b065e39b45b91e/t/52d1f24ce4b07fea7
59e4446/1389490764065/Paluck%20Ball%20IRC%20Social%20Norms%20Marketing%
20Long.pdf> [Accessed 20 May 2017].
Picon, MG, Rankin, K, Ludwing, J, Sabet, SM, Delaney, A and Holst, A, 2017. Intimate
partner violence prevention: an evidence gap map, 3ie Evidence Gap Map Report 8.
Washington, DC: International Initiative for Impact Evaluation (3ie).
Pronyk, PM, Hargreaves, JR, Kim, JC, Morison, LA, Phetla, G, Watts, C, Busza, J and
Porter, JD, 2006. Effect of a structural intervention for the prevention of intimate-partner
violence and HIV in rural South Africa: a cluster randomised trial. The Lancet, 368(9551),
pp.1973–83.
Raj, A, Ghule, M, Ritter, J, Battala, M, Gajanan, V, Nair, S, Dasgupta, A, Silverman, JG,
Balaiah, D and Saggurti, N, 2016. Cluster randomized controlled trial evaluation of a
gender equity and family planning intervention for married men and couples in rural
India. PLOS One, 11(5), e0153190.
Snilstveit, B, Bhatia, R, Rankin, K and Leach, B, 2017. 3ie evidence gap maps: a starting
point for strategic evidence production and use. 3ie Working Paper 28. New Delhi:
International Initiative for Impact Evaluation (3ie). Available at:
<https://www.3ieimpact.org/evidence-hub/publications/working-papers/3ie-evidence-gapmaps-starting-point-strategic-evidence>
Snilstveit, B, Vojtkova, M, Bhavsar, A and Gaarder, M, 2013. Evidence gap maps: a tool
for promoting evidence-informed policy and prioritizing future research. World Bank
Policy Research Working Paper No. 6725.
Sosa-Rubi, SG, Saavedra-Avendano, B, Piras, C, Van Buren, SJ and BautistaArredondo, S, 2017. True Love: effectiveness of a school-based program to reduce
dating violence among adolescents in Mexico City. Prevention Science, 18(7). pp. 80417.
Watts, C, Zimmerman, C, Garcia-Moreno, C eds., 2014. The Lancet series on violence
against women and girls. The Lancet, 385(9977). Available at:
<http://www.thelancet.com/series/violence-against-women-and-girls>
World Bank Group, 2016. Sector Taxonomy and Definitions. Washington, D.C. Available
at <http://pubdocs.worldbank.org/en/538321490128452070/Sector-Taxonomy-anddefinitions.pdf> [Accessed July 1, 2018]

65

World Bank Group, 2016. Theme Taxonomy and Definitions. Washington, D.C. Available
at <http://pubdocs.worldbank.org/en/275841490966525495/Theme-Taxonomy-anddefinitions.pdf> [Accessed July 1, 2018]
World Health Organization (WHO), 2005. 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: WHO. Available at:
<http://www.who.int/gender/violence/who_multicountry_study/summary_report/summary
_report_English2.pdf> [Accessed 20 May 2017].
World Health Organization (WHO), 2013. Global and regional estimates of violence
against women: prevalence and health effects of intimate partner violence and nonpartner sexual violence. Geneva: WHO. Available at:
<http://www.who.int/reproductivehealth/publications/violence/9789241564625/en/>
[Accessed 20 May 2017].
World Health Organization (WHO), 2017. Violence against women. Geneva: WHO.
Available at: <https://www.who.int/news-room/fact-sheets/detail/violence-againstwomen> [Accessed 29 June 2019].

66

Other publications in the 3ie Evidence Gap Map Report Series
The following papers are available from https://www.3ieimpact.org/evidencehub/publications/evidence-gap-maps
Improving and sustaining livelihoods through group-based interventions: mapping the
evidence, 3ie Evidence Gap Map Report 13. Barooah, B, Chinoy, SL, Dubey, P, Sarkar,
R, Bagai, A and Rathinam, F, 2019.
Agricultural innovation: an evidence gap map, 3ie Evidence Gap Map Report 12. LopezAvila, D, Husain, S, Bhatia, R, Nath, M, and Vinaygyam, R. 2017.
Social, behavioural and community engagement interventions for reproductive, maternal,
newborn and child health, 3ie Evidence Gap Map Report 11. Portela, A, Stevenson, J,
Hinton, R, Emler, M, Tsoli, S and Snilstveit, B, 2017.
A map of evidence maps relating to sustainable development in low- and middle-income
countries, 3ie Evidence Gap Map Report 10. Phillips, D, Coffey, C, Tsoli, S, Stevenson,
J, Waddington, H, Eyers, J, White, H, and Snilstveit, B, 2017.
Understanding financial agricultural risk for smallholder farmers in developing countries:
what do we know and not know? 3ie Evidence Gap Map Report 9. Barooah, B,
Kaushish, B, Puri, J and Leach, B (2017)
Intimate partner violence prevention: An evidence gap map. 3ie Evidence Gap Map
Report 8. Picon, M, Rankin, K, Ludwig, J, Sabet, SM, Delaney, A, and Holst, A (2017)
State-society relations in low- and middle-income countries: An evidence gap map. 3ie
Evidence Gap Map 7. Phillips, D, Coffey, C, Gallagher, E, Villar PF, Stevenson, J, Tsoli,
S, Dhanasekar, S and Eyers, J (2017)
Science, technology, innovation and partnerships for development: an evidence gap
map. 3ie Evidence Gap Map Report 6. Sabet, SM, Heard, AC, and Brown, AN (2017)
Adolescent sexual and reproductive health: an evidence gap map, 3ie Evidence Gap
Map Report 5. Rankin, K, Jarvis-Thiébault, J, Pfeifer, N, Engelbert, M, Perng, J, Yoon, S
and Heard, A (2016)
Examining the evidence base for forest conservation interventions, 3ie evidence gap
report 4. Puri, J, Nath, M, Bhatia, R and Glew, L (2016)
Land-use change and forestry programmes: Evidence on the effects on greenhouse gas
emissions and food security, 3ie evidence gap report 3. Snilstveit, B, Stevenson, J, Villar,
PF, Eyers, J, Harvey, C, Panfil, S, Puri, J and McKinnon, MC (2016)
Youth and transferable skills: an evidence gap map, 3ie evidence gap report 2. Rankin,
K, Cameron, DB, Ingraham, K, Mishra, A, Burke, J, Picon, M, Miranda, J and Brown, AN
(2015)
Evidence for peacebuilding: evidence gap map, 3ie evidence gap report 1. Cameron,
DB, Brown, AN, Mishra, A, Picon, M, Esper, H, Calvo, F and Peterson, K (2015)

67

This report outlines the main findings of the
updated intimate partner violence
prevention evidence gap map. The
evidence base has expanded to 95
completed impact evaluations, 44 ongoing
impact evaluations and 2 systematic review
protocols. The update covers evidence
published between August 2016 and July
2018. While there has been an increase in
the number of interventions that target
communities, institutions and households,
significant gaps still exist. Authors have
included evidence from 13 additional
countries, on socio-economic outcomes for
men and women and noted an increase in
research on women’s economic
empowerment in post-conflict settings.
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