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Abstract 

Background  Domestic violence is a leading cause of poor health outcomes during pregnancy and the postpartum 
period. Therefore, there is a need for integrated domestic violence interventions in reproductive health care settings. 
India has one of the highest maternal and child mortality rates. This review aimed to identify characteristics of exist-
ing evidence-based integrated domestic violence and reproductive healthcare interventions in India to identify gaps 
and components of interventions that demonstrate effectiveness for addressing domestic violence.

Methods  A systematic review of intervention studies was conducted using Preferred Reporting Items for System-
atic Reviews and Meta-Analyses. Three research team members performed independent screening of title, abstracts 
and full-texts.

Results  The search resulted in 633 articles, of which 13 articles met inclusion criteria for full text screening 
and analysis. Common components of integrated violence and reproductive health interventions that were effective 
in addressing domestic violence included: psychoeducation/education (n = 5), skill building (n = 5), counseling (n = 5), 
engaging stakeholders with use of trained lay peer facilitators (n = 3), and engaging male spouses (n = 3).

Conclusions  Interventions in India for domestic violence that are integrated with reproductive health care remain 
few, and there are fewer with effective outcomes for domestic violence. Of those with effective outcomes, all 
of the interventions utilized psychoeducation/education, skill building, and counseling as part of the intervention.

Keywords  Domestic violence, Intimate partner violence, Gender-based violence, India, Reproductive health, Family 
planning, Interventions, Systematic review

Plain English summary 

Domestic violence is a leading cause of poor health outcomes during pregnancy and the time after pregnancy. Thus, 
there is a need for integrated domestic violence interventions in reproductive healthcare settings. India has one 
of the highest maternal and child death rates. This review aimed to identify features of existing evidence-based 
integrated domestic violence and reproductive healthcare interventions in India to identify gaps and components 
of interventions that demonstrate effectiveness for addressing the problem of domestic violence among women 
in reproductive healthcare settings. A systematic review of intervention studies was conducted. The search resulted 
in 633 articles, of which 13 articles met the criteria to be included in this review. Common components of effective 
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integrated domestic violence and reproductive health interventions included: psychoeducation/education (n = 5), skill 
building (n = 5), counseling (n = 5), engaging stakeholders with use of trained lay peer facilitators (n = 3), and engag-
ing male spouses (n = 3). The key takeaways are that interventions in India for domestic violence that are integrated 
with reproductive healthcare remain few, and there are fewer with effective outcomes for domestic violence. Psy-
choeducation/education, skill building, and counseling were commonly used strategies in interventions that were 
effective in addressing domestic violence.

Background
Domestic violence (DV) is a global human rights and 
public health concern that has been associated with 
maternal morbidity and mortality, globally and in India 
[1–6]. Globally, the prevalence of domestic and related 
violence against women has ranged from 26–31% [7–
9]. The United Nations has highlighted violence against 
women and girls under one of its Sustainable Develop-
ment Goals (SDGs) as “Target 5.2: Eliminate all forms 
of violence against all women and girls in the public 
and private spheres, including trafficking and sexual 
and other types of exploitation.” [10]. The statistics 
included here use various and overlapping terms to 
define acts of violence against women and girls. They 
largely focus on spousal and intimate partner violence 
(IPV), as violence perpetrated by a husband or male 
intimate partner is the focus of most studies glob-
ally due to its widespread prevalence [9]. The United 
Nations defines domestic abuse, inclusive of IPV and 
DV, as “a pattern of behavior in any relationship that 
is used to gain or maintain power and control over 
an intimate partner. Abuse is physical, sexual, emo-
tional, economic or psychological actions or threats of 
actions that influence another person. This includes any 
behaviors that frighten, intimidate, terrorize, manipu-
late, hurt, humiliate, blame, injure, or wound some-
one” [11]. The definition of DV in the Indian cultural 
context describes DV as the actual or the threat of 
physical, sexual, economic and/or psychological harm 
perpetrated on the woman by both spouse and/or in-
laws [12–14]. This includes behaviors such as spreading 
of false rumors, social restrictions, controlled access to 
healthcare, control of reproductive rights, confinement 
to the home [15], dowry-related harassment and mur-
ders as well as honor killings [12, 14, 16, 17]. In India, 
the reported prevalence of domestic violence in nation-
ally representative and community-based surveys has 
ranged from 32% to 77.5% [18–21]. DV during preg-
nancy can result in fatal and non-fatal adverse health 
outcomes for the pregnant woman and her child due 
to the direct trauma of violence to the woman’s body 
as well as the physiological effects of stress from ongo-
ing or prior DV on growth and development of the 
fetus [22, 23]. Fatality or maternal mortality refers to a 

woman’s death during pregnancy, at delivery, or within 
42 days of pregnancy loss, from any cause related to or 
aggravated by pregnancy or its management but not 
from any incidental or accidental reasons [4, 24]. Fatal 
outcomes of DV for women during pregnancy or post-
partum care include both homicides and suicides [4, 
22]. Non-fatal outcomes for the mother, or morbidities, 
include reproductive health issues such as low birth-
weight, preterm labor, insufficient weight gain, loss of 
a child during infancy, miscarriage, and physical and 
mental health problems such as injuries, depression, 
and impact on the child [22, 25–27]. In studies on DV 
during pregnancy in India, the prevalence has ranged 
from 22.2% [28] to 49.5% [29]. Further, DV during preg-
nancy and postpartum period in India has been associ-
ated with high perinatal, neonatal, and infant mortality 
rates [30].

Domestic violence during pregnancy (DVDP) and 
related types of violence have been associated with 
multiple adverse health outcomes such as hypertension 
[31] and labor and delivery complications [32]. DVDP 
has been linked to low birth weight [32–34], induced 
and spontaneous abortion [35], miscarriages [3, 6, 12, 
36], stillbirth [37, 38], under-5 mortality [39, 40], and 
preterm labor [34, 41]. DVDP has also been linked to 
poor utilization of healthcare services such as delayed 
entry into antenatal care/immunization, decreased 
rest, and decreased food intake [42]. Moreover, DVDP 
affects breastfeeding practices, such as avoidance 
of breastfeeding [43], early termination of exclusive 
breastfeeding [44], reduced breastfeeding initiation, 
and shortened breastfeeding duration [45]. The men-
tal health consequences of DVDP are also significant. 
This includes postpartum depression and suicidal idea-
tion [46]. In a meta-analysis by Golding [47], the preva-
lence of post-traumatic stress disorder (PTSD) among 
victims of IPV during pregnancy ranged from 31% to 
84.4%.

Reproductive healthcare services can be ideal set-
tings for identifying and intervening with DV survivors 
in India to prevent DV-related maternal mortality and 
morbidity problems. However, healthcare professionals 
in India providing reproductive healthcare do not rou-
tinely inquire about DV during healthcare screenings 
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or have the expertise to response to disclosures of DV 
[48]. Thus, there is need for evidence-based DV screen-
ing and intervention strategies integrated into repro-
ductive health care settings in India to prevent maternal 
mortalities (fatal) and morbidities (non-fatal adverse 
reproductive health outcomes) among women in abu-
sive relationships. Moreover, there is need to identify 
evidence-based DV approaches that can be integrated 
in reproductive healthcare settings in India. Therefore, 
the purpose of this study was to examine characteris-
tics of evidence-based integrated DV and reproductive 
healthcare interventions in India that were effective in 
addressing DV and identify components of effective 
integrated DV and reproductive healthcare interven-
tions that led to improved outcomes for DV survivors.

Materials and methods
This review followed the guidance set forth under Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines [49].

Search strategy
A search strategy was performed in the following elec-
tronic databases: PubMed, Global Health, and Embase. 
The extensive list of search phrases is presented in Appen-
dix A. After a systematic search of articles with four key 
concepts: (1) India, (2) the time surrounding pregnancy 
and childbirth, (3) gender-based violence (GBV), domes-
tic violence, and intimate partner violence, (4) interven-
tions for DV, the search for articles was broadened in 
2022 by two additional reviewers. During this process, 
the search criteria were broadened regarding the concept 
of pregnancy or childbirth to also include “reproductive 
health” and “family planning”. This allowed for inclusion 
of interventions that targeted DV and included any forms 
of reproductive healthcare. Integrated interventions were 
thus defined as those interventions that included at least 
one reproductive health component, inclusive of family 
planning, while also aiming to reduce DV. In addition to 
the search in the electronic databases, the team engaged 
in the process of handsearching using reference lists of 
existing systematic reviews on DV and reports in Google 
Scholar, as well as the reference list of selected articles.

Eligibility criteria
The eligibility criteria for inclusion in the review were: 
(1) Quantitative or mixed-methods studies evaluating 
integrated DV and family planning or general reproduc-
tive health interventions, including women in prenatal, 
postnatal, and/or postpartum care. This included screen-
ing, prevention, and response interventions; (2) Stud-
ies using quantitative or mixed methods randomized 
controlled trials, non-randomized controlled trials, 

quasi-experimental or pre-post evaluation designs; (3) 
Studies that included women of ages 15 and older; (4) 
Studies conducted in India; (5) Studies published in peer-
reviewed journals in English language from 2011–2022.

The exclusion criteria for the review were: (1) Stud-
ies that did not conduct a quantitative or mixed meth-
ods evaluation of an integrated DV and family planning 
or general reproductive health interventions, (2) Stand-
alone DV intervention studies that did not have a family 
planning or reproductive health component. (3) Studies 
that did not report findings of an evaluation trial using 
quantitative or mixed methods experimental, quasi-
experimental or pre-post designs. (4) Qualitative stud-
ies, literature reviews and study protocols. (5) Studies 
that included participants under the age of 15; (4) Stud-
ies conducted outside India; (6) Studies not published in 
peer-reviewed journals and not published in English lan-
guage; and (7) Studies published before 2011.

Study selection and extraction
All references from the electronic databases were 
imported into Covidence® [50], a software program for 
managing systematic literature reviews. Three reviewers 
independently conducted initial screening of titles and 
abstracts for all references. After screening conflicts were 
resolved, the remaining references underwent full-text 
review by the same reviewers for final eligibility. A data 
extraction sheet in excel was used to extract the infor-
mation from the studies included in the final synthesis. 
After the data was extracted, the articles were classified 
by socio-ecological level of the mentioned intervention. 
A community-level DV intervention was designated 
as involving the desire to bring public awareness to the 
problem of DV within the community. It involved edu-
cation of members of the community, the training of 
providers, or care within the community setting [51]. 
An interpersonal-level DV intervention pertained spe-
cifically to family-level relationships, most notably the 
intimate partner with which they may be engaging in the 
intervention [51]. An individual-level DV intervention 
focused on addressing individual’s attitudes and behav-
iors that influenced perpetration and/or victimization 
related to DV [51]. Finally, multilevel DV interventions 
included two or more of the above levels (e.g., commu-
nity, interpersonal, and/or individual) delivered either at 
the same time or over time [52].

Results
Selected studies and characteristics
The electronic search of the three databases identi-
fied 845 articles, with an additional 44 articles identi-
fied through hand searching. After removing duplicates 
(n = 256), the titles and abstracts of the remaining 633 
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articles were screened for inclusion and exclusion. 
The screening resulted in 149 possibly eligible full-text 
articles for which full text copies were retrieved and 
reviewed. The 149 full-text articles were reviewed based 
on the prespecified inclusion and exclusion criteria. This 
process resulted in the inclusion of 13 articles (11 inter-
ventions) for synthesis. The PRISMA flow diagram is pre-
sented in Fig. 1.

The summary of the selected characteristics of included 
studies is described in Table  1. The 11 interventions 
were evaluated using cluster randomized controlled trial 
(RCT; n = 5), pre-post (n = 4), quasi experimental (n = 1) 
or prospective non-randomized trial (n = 1) designs. The 
ns in the results present the number of interventions.

Setting
Most integrated DV-reproductive health interventions 
(7/11) were implemented and evaluated in the Indian 

state of Maharashtra in rural (n = 2; 53, 54, 55), slums 
(n = 3; 56, 57, 58, 59), informal settlements (n = 1; 60) 
and hospital settings (n = 1; 61). The slums and informal 
settlements were low-income settings, both urban and 
semi-urban areas characterized by poverty and substand-
ard living conditions, majorly from Mumbai and Pune, 
the first and second largest cities in the state of Maha-
rashtra. Two interventions were implemented and evalu-
ated in Karnataka, one in an urban factory (n = 1; 62) 
and another in a rural area (n = 1; 63). Of the remaining 
interventions, one intervention focused on a rural area of 
Jharkhand [62] and another intervention [57] was imple-
mented and evaluated in a hospital in the urban city of 
Haryana.

Study population
For studies collecting data from individual participants, 
the sample sizes ranged from 220 to 1,136. For couples, 

Fig. 1  PRISMA flow diagram
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the sample sizes ranged from 30 to 1,081. One study [60] 
collected data from 26,787 women and children from 
12,614 households in the intervention arm and 12,239 in 
the control arm.

Study groups
In four intervention evaluations using a pre-post design, 
there were no control groups [53, 57, 61, 62]. Two studies 
used a waitlist or a delayed control group who received 
the intervention at the end of the study [56, 59]. In five 
two-armed RCTs, the interventions were compared with 
the control groups which did not receive the interven-
tion but instead received some supportive information of 
available services or referral to services [54, 55, 58, 63, 64] 
or received standard care available through public health 
care in the area [60, 65]. Of note, one of the above inter-
ventions also included street plays on the topic of partner 
violence for their control group [63, 64].

Outcome measures
The violence-related outcomes assessed were gender 
equitable attitudes, acceptability of violence against 
spouses, and victimization or perpetration of physi-
cal, sexual, or emotional DV and other forms of vio-
lence. Two studies examined gender equitable attitudes 
using the Gender-Equitable Men (GEM) scale [54] or its 
adapted version for women (the Gender Equity Scale for 
Women) [59]. Acceptability of violence against spouses 
or attitudes towards DV were measured in four studies 
[55, 56, 59, 62] with one study reporting that the items 
on acceptability of DV were derived from Demographic 
& Health Surveys [55]. One study measured if the female 
participants recognized that violence was an issue of 
power and the impact of violence on health [53]. DV 
was measured using the modified Abuse Assessment 
Screen (AAS) [53] or Conflict Tactic Scale (CTS) items 
in the Demographic Health or National Family Health 
Surveys [55, 61, 62] or modified version of the CTS [57]. 
Two studies either adapted items from the World Health 
Organization (WHO) Multi-country Study on DV [56] 
or used a modified version of the Indian Family Violence 
and Control Scale [58].

Measurement time points and length of follow‑up
The duration of follow-up assessments for intervention 
evaluation studies ranged from 1 month to 3 years. The 
shorter follow up periods included studies that evaluated 
outcomes ranging from 1 [57], 3 [58] to 5 months follow 
up [63, 64]. For instance, in a study focusing on preg-
nant women, participants were assessed at first antena-
tal appointment and outcomes were evaluated at 6 weeks 
post-delivery [53]. The longer follow-up periods for 
evaluation ranged from 1 to 3 years. While some studies’ 

follow up periods ranged from 12 to 18 months [59, 61, 
62, 65], others had a longer follow up period ranging 
from 2 to 3 years [56, 60].

Intervention characteristics
Among the studies, five intervention studies reported 
a statistically significant reduction in at least one type 
of DV over time [55, 57, 61, 62, 64], with three studies 
reporting positive results from promising interventions 
[53, 58, 60]. Four studies reported statistically signifi-
cant reduction in acceptability of DV [55, 56, 59, 62] or 
improvement in gender equitable attitudes in the house-
hold [54, 59]. The recruitment and/or implementation 
settings for these interventions were hospitals, antenatal 
care settings, infectious disease clinics, family planning 
clinics, community-based venues, or participants’ homes. 
Most of the interventions with statistically significant 
outcomes for DV were multilevel interventions [55, 61, 
64], followed by interventions implemented at the inter-
personal [57, 58], and community [62] levels. Almost all 
multilevel interventions engaged married couples [55, 
61], except one [64] that was delivered to only women 
individually and in groups.

Specifically, the interventions that showed signifi-
cant positive outcomes for future DV were Counseling 
men to Achieve Reproductive Health and Marital equal-
ity (CHARM) [55], Raising HIV Awareness in Non-HIV-
Infected Indian Wives (RHANI) wives’ intervention [64], 
a sexual risk reduction intervention for couples [57], an 
individual and couples-based intervention for IPV and 
contraceptive use [61] and a community mobilization 
intervention [62]. The three promising interventions 
were Ghya Bharari Ekatra (“Take a Flight Together”) [58], 
the Society for Nutrition, Education and Health Action 
(SNEHA) [60] intervention and an empowerment-based 
counseling intervention in antenatal care settings [53]. 
Table 2 presents characteristics of interventions and the 
components.

Multilevel interventions
The four multilevel interventions that appeared to be 
promising or showed statistically significant reduction 
in DV over time were (a) an integrated intervention to 
reduce partner violence and enhance contraceptive use 
in urban slum communities [61]; (b) a gender equity and 
family planning intervention/Counseling men to Achieve 
Reproductive Health and Marital equality (CHARM) 
[55], (c) Raising HIV Awareness in Non-HIV-Infected 
Indian Wives (RHANI) Wives Intervention [64]; and 
(d) Society for Nutrition, Education and Health Action 
(SNEHA) [60].

The integrated intervention to reduce partner violence 
and enhance contraceptive use [61] aimed to reduce 
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IPV and increase contraceptive use amongst women of 
lower socioeconomic status in the slums of Mumbai. The 
intervention consisted of four sessions over 2 months, 
with the first two sessions being individual sessions for 
women, the third session involving couples – both hus-
band and wife, and the fourth session being an individual 
session for women. The focus of the sessions included 
family planning, marital communication, anger man-
agement, reducing violence-related risks, creating a safe 
environment, and improving negotiation skills. The ses-
sions included education on topics such as family plan-
ning, anger management, and gender transformative 
approaches grounded in Social Cognitive Theory and 
the Theory of Gender and Power. Skill building occurred  
via building capacity to address various challenges as 
they arose. Women were requested to brainstorm how 
they would handle unhappy moments and to jot down 
strategies to address these moments. The sessions  
were counseling-focused and the integration of health 
promotion components was heavily addressed through 
family planning skill building. The intervention evalua-
tion demonstrated a statistically significant reduction in 
physical, emotional, and sexual IPV at post-intervention 
follow up [61].

The RHANI Wives intervention [64], implemented 
in slum areas of urban Maharashtra, was a multises-
sion (4 household-based individual and 2 community-
based group sessions) intervention designed to reduce 
Human Immunodeficiency Virus (HIV) and IPV risk and 
enhance reproductive health in rural women. The inter-
vention sessions were conducted over a period of 6 to 
9 weeks at the homes of the women and other commu-
nity locations. Participants were educated on topics such 
as IPV, financial stress and other risk factors for HIV 
transmission. Gender transformative approaches were 
utilized by addressing the link between gender inequi-
ties and marital violence. Women were engaged in brain-
storming factors that led to their husband’s problematic 
behaviors. Psychotherapy involved analysis of in-depth 
root causes of violence, and a skill-building approach 
trained women on how to protect themselves, per their 
expressed desires. Gender empowerment counseling and 
support were embedded into the design of the interven-
tion. The intervention was based on health promotion as 
it aimed to prevent the spread of HIV amongst non-HIV- 
infected wives. Women were also connected with neigh-
borhood resources and networks for DV, alcohol abuse, 
testing, treatment, and counseling for HIV/STIs. Master’s- 
level trained counselors facilitated the intervention  
and were trained and retrained accordingly as needed. 
The intervention showed a significant and positive reduc-
tion in marital sexual coercion, which was not demon-
strated by the control group. Marital DV – physical and 

sexual – and marital conflict was reduced significantly in 
both intervention and control participants [64].

The CHARM intervention [55], was a gender equal-
ity and family planning counseling intervention for hus-
bands in rural Maharashtra. The 4-session intervention 
involved three sessions of gender equity and family plan-
ning counseling delivered by trained male village health 
care providers (VHPs) to married men separately and one 
joint session with their wives. The sessions were imple-
mented in clinical settings or, if required, near or in the 
participants’ homes and were to be completed within a 
3-month period. The intervention aimed to improve con-
traceptive use by reviewing negative attitudes towards 
contraception and reduce incident pregnancy and IPV 
in married couples. The intervention showed significant 
effects on increasing contraceptive use and communica-
tion and reducing experiences of sexual IPV. Further, par-
ticipation in CHARM significantly reduced acceptability 
of DV among both men and women [55].

The SNEHA intervention model [60] established com-
munity resource centers delivering integrated activities 
to improve women’s and their children’s health in urban 
informal settlements in Mumbai, Maharashtra. The cent-
ers provided integrated sexual-reproductive health, child 
health and nutrition, and DV counseling services and 
support programs for women in abusive relationships. 
The strategies included home visits, group meetings, day 
care for malnourished children, community educational 
events and other services. Men and teenagers are also 
included in conversations and awareness-raising activi-
ties about sexual and reproductive health issues as part of 
the intervention. The model connected people to services 
like family planning, prenatal care, immunization, and 
violence prevention by way of referrals or connections. 
The intervention model appeared to be promising with 
some improvement in SNEHA participants versus those 
assigned to the control arm. Fewer participants from 
SNEHA centers (7%) reported past year IPV than those 
in the control arm (14%). However, the findings were not 
statistically significant [60].

Community‑level intervention
The community-level integrated intervention that was 
effective for reducing DV was the Community mobi-
lization intervention for prevention of violence against 
women and girls [62]; The community mobilization inter-
vention [62] evaluation aimed to examine the prelimi-
nary effects of community mobilization as a vehicle to 
prevent violence against women and girls in Jharkhand, 
located in eastern India. Accredited Social Health Activ-
ists (ASHAs) facilitated the intervention which con-
sisted primarily of participatory learning and action 
(PLA) groups. ASHAs from 22 villages underwent a 
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9-day training program consisting of three phases with 
each phase lasting 3 days. Following the training, the 
ASHAs facilitated a four-phase PLA cycle with groups 
of 20–30 women in their respective villages over a period 
of 16 months. In Phase 1, there were six group meetings 
held to discuss different types of violence against women 
and girls. Phase 2 involved storytelling and games within 
the groups to address the issue of violence, while also 
encouraging participants to brainstorm strategies for 
addressing it. Moving on to Phase 3, the focus shifted 
specifically to Jharkhand and topics such as witch-hunt-
ing were addressed. After completing 14 sessions, a larger 
community gathering was organized, which involved 
health workers and other relevant stakeholders. Finally, 
Phase 4 consisted of a meeting to assess the achieve-
ments of the intervention. The intervention resulted in 
a significant reduction in the proportion of women who 
reported emotional violence from husbands and physi-
cal and emotional violence from family members in the 
past 12 months. A significant greater number of women 
reported that violence was unacceptable at endline. There 
was also a greater increase in women seeking help for 
violence from family members [62].

Interpersonal level interventions
The two interpersonal-level interventions with at least 
one positive IPV outcome (significant or non-significant) 
(i.e., psychological, and verbal abuse) were couples-based 
interventions [57, 58]. These interventions were evalu-
ated among 30–40 married couples using a pretest–post-
test design and a prospective non-random design. The 
follow-up period ranged from 1–3 months. The sessions 
of these interventions lasted for 1 month to 6 weeks, with 
either 3 weekly group sessions (2 h per session) for 1 
month [57] or once a week 2-h sessions over a period of 
6 weeks [58] with a mix of separate groups for male and 
female spouses or couples together. The sessions were 
facilitated by trained gender congruent counselors or lay 
peer educators with couples’ group sessions facilitated by 
a male-female pair of trained peer educators. The com-
mon IPV components were education on IPV-related 
issues, and skills training in positive communication, 
problem solving, and conflict resolution. The activities 
included reflections, discussions, role plays, feedback, 
reinforcement, games, films, and homework assignments.

The interpersonal-level intervention with a significant 
reduction in IPV was a group-based cognitive behavioral 
intervention with integrated IPV and sexual risk reduc-
tion components, implemented in clinics among couples 
at risk for HIV/STIs in North India [57]. The intervention 
addressed sexual barrier use, HIV/STIs transmission, 
and the development of cognitive behavioral skills with 
a focus on sexual negotiation and communication. Men 

and women participated in three gender-specific group 
sessions a week, lasting 2 h, over 1 month. The sessions 
involved coping, skills training, and gender transforma-
tive approaches where men were engaged in learning 
non-coercive sexual communication, despite existing 
gender norms surrounding this concept. The interven-
tion assigned homework to the couples and prioritized 
participatory learning to reinforce concepts. Strategies 
included practice, role plays, feedback, and reinforce-
ment. Psychotherapy and skill building involved teaching 
active coping strategies, problem solving, and positive 
reframing. Counseling involved communication skill 
building and conflict resolution. HIV-related topics were 
integrated into the intervention. Counselors and peer 
facilitators facilitated the intervention and were trained 
by psychologists from both India and the United States. 
This integrated group-based cognitive behavioral inter-
vention resulted in a statistically significant decrease in 
verbal aggression by partners at post-intervention fol-
low up [57]. The Ghya Bharari Ekatra (“Take a Flight 
Together”) [58] couples’ intervention evaluation was a 
pilot study in which there were fewer incidents of psy-
chological abuse in the intervention arm versus control 
participants, but the findings were not statistically signifi-
cant [58]. The intervention evaluation occurred among 
couples in community-based venues (e.g., schools, com-
munity-based organizations) [58].

Individual‑level intervention
The only intervention that was implemented at the indi-
vidual level was an empowerment-based counseling 
intervention [53] for women in antenatal care. The inter-
vention involved multiple approaches for supporting DV 
survivors such as screening using the adapted Abuse 
Assessment Screen, information and emotional support, 
counseling, access to resources for support and planning. 
The authors reported considerable reduction in physical, 
financial, and emotional abuse but the statistical signifi-
cance of the findings was not reported in the results [53].

Components of effective interventions for DV
Common components of effective interventions for 
reducing DV were psychoeducation/education on how 
to prevent DV, counseling (broadly defined as coaching 
on various topics) for informational or emotional sup-
port, or crisis situations and skill-building in areas such 
as healthy marital communication, problem-solving, 
conflict resolution, sexual negotiation, and coping. The 
gender transformative components included topics that 
raised awareness of and challenged gender inequitable 
attitudes, norms, values, and behaviors. Some included 
education on DV-related topics such as understand-
ing DV, consequences of DV, reducing risk related to 
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violence, creating a safe environment, and support 
services in the community. A variety of participatory 
learning approaches (learning through activities) were 
used such as role plays and games/storytelling to build 
rapport and intimacy between couples and to facilitate 
communication, and to identify strategies to address 
violence, practice exercises for active problem-solv-
ing, group discussions, feedback, reinforcement, and 
homework assignments. The interventions engaged 
both men and women in individual and/or group ses-
sions and were delivered by trained facilitators. This 
included stakeholders (such as healthcare workers) 
and/or trained lay peer facilitators. The healthcare 
workers/providers were trained in assessing women for 
safety and concerns, making appropriate referrals, and 
developing safety plans or helping women with safety 
strategies for violence prevention. Integrated health 
components included reproductive health and contra-
ceptive use literacy. Reproductive health literacy pro-
vided participants information on maternal and child 
health benefits of birth spacing, delayed first childbirth, 
family planning, adolescent sexual and reproductive 
health, and sexual and reproductive rights. Contracep-
tive use literacy included reviewing negative attitudes 
toward contraception, condom skills exercises, aware-
ness campaigns, education, and counseling on con-
traceptive options to achieve these goals including: 
education regarding efficacy, risks, non-contraceptive 
benefits, and side effects of different types of contra-
ceptives. Some interventions included additional health 
topics such as alcohol misuse, and HIV.

Neonatal health results
Of the interventions in this review, two had a focus 
on neonatal health outcomes. Both interventions had 
promising outcomes for DV. Arora et  al., 2019 found 
that out of all the observed pregnancies in the study, 
89% resulted in live births and there were 3 instances  
each of preterm and stillbirths. Notably, the three  
stillbirths were preceded by an instance of physical  
violence [53].

In the study by More et al. [60], after the SNEHA inter-
vention, the neonates who were breastfed within one 
hour of delivery had levels of childhood wasting that were 
comparable to the control group. However, there was an 
improvement in childhood wasting at the cluster level in 
the intervention group, indicating some positive effects 
of the intervention. The SNEHA intervention group also 
had higher rates of full immunization in children aged 
12–23  months when analyzed per protocol. Thus, the 
SNEHA intervention was promising in reducing DV as 
well as in improving child health outcomes [60].

Discussion
Intervention characteristics
This review examined research on integrated DV and 
reproductive health interventions that addressed any 
IPV, DV, or related outcomes among women in India. 
Only 11 interventions were identified in India that 
conducted quantitative evaluations of integrated DV 
and reproductive health care interventions. Five of 
the 11 interventions were tested using a randomized 
controlled trial (RCT) [54–56, 60, 63–65], with the 
remaining tested using a pre-post, quasi-experimental 
or non-random design. Although 8 intervention mod-
els appeared to be promising or effective in address-
ing DV [53, 55, 57, 58, 60–62, 64], not all of them were 
evaluated using an RCT. Two of these evaluations had 
a short follow-up period ranging from 4 to 6  weeks 
[53, 57]. Moreover, only two out of the five rigorously 
evaluated interventions (i.e., RCTs) reported statisti-
cally significant findings in reducing DV [55, 64]. Thus, 
there is minimal body of evidence on rigorously evalu-
ated interventions that integrate DV with reproductive 
healthcare in India.

The integrated interventions differed in format, con-
tent, settings, number of sessions offered, and inclusion 
criteria. Most of the interventions that appeared to be 
promising or effective for DV were evaluated in urban or 
rural areas in Maharashtra [53, 55, 60, 61, 64], except for 
two that were tested in rural Jharkhand [62] and clinics in 
Chandigarh, an urban area in North India [57]. The two 
rigorously evaluated interventions [55, 64] that reported 
positive outcomes for DV were both multilevel inter-
ventions implemented in rural and urban Maharashtra. 
This shows a critical need for more rigorously evaluated 
evidence-based integrated DV and reproductive health 
interventions in other regions in India.

Overall, most of the integrated DV-reproductive health 
interventions that were found to be promising or effec-
tive interventions for DV were multilevel interventions 
[55, 60, 61, 64] except two that were implemented at the 
community [62] or individual level [53]. The two rigor-
ously evaluated interventions [55, 64] addressed partner 
violence and were multilevel interventions implemented 
in clinical settings, near or in participants homes, and/or 
in the community. Our findings are in line with a prior 
review that identified that most effective interventions 
in low- and middle-income countries were multilevel 
interventions [66]. Thus, it is important to consider levels 
beyond the individual when designing interventions for 
DV survivors. This entails moving from just addressing 
the needs of survivors of DV to interventions that also 
transform their relationships and address discrimina-
tory social norms and systems that contribute to gender 
inequality and violence against women and girls [13, 67].
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Common components of integrated DV-reproduc-
tive health interventions that were found to be effective 
in addressing DV were (a) Psychoeducation/education 
(n = 5), awareness to challenge gender inequitable norms 
and to promote awareness of the health impact of DV and 
how to be safe and prevent future DV; (b) Skill-building 
(n = 5): in multiple areas (c) Engaging male spouses (n = 3) 
in the intervention; (d) Counseling (n = 5) for informa-
tion, emotional support, and crisis situations; € Engaging 
stakeholders (e.g., healthcare providers, law enforcement) 
(n = 3); and (f ) Using trained lay peer facilitators (n = 3). 
The education and training received through integrated 
health components (e.g., sexual negotiation and commu-
nication and sexual decision making, and alcohol misuse) 
may have also been effective in addressing IPV because 
of the overlap of these issues in intimate relationships. 
For example, alcohol abuse has been found to be a sig-
nificant contributing factor for frequent and severe abuse 
by a partner [17]. Therefore, an intervention addressing 
alcohol misuse can also lead to a reduction of alcohol-
related violence in relationships. The findings on effective 
components for DV are in line with prior research [66] 
where psychoeducation, communication skills build-
ing, gender-transformative approaches and participatory 
learning were the most frequently included components 
of interventions that addressed violence against women 
in low-and-middle income countries [66]. Effective inter-
ventions also engage both women and men, address mul-
tiple drivers of violence, involve gender sensitization and 
empowerment activities, promote positive interpersonal 
relationships, use participatory learning methods, involve 
critical reflection and communication skills, and promote 
empowerment [66, 68].

Importance of integration with reproductive health
Given the negative impact of DV on women in pregnancy 
and postpartum care, there is need for additional rigor-
ous studies on interventions that cater to the needs of 
DV-affected women in reproductive healthcare services 
in India. Evidence from Arora et al., 2019 and other stud-
ies conducted in Hong Kong, USA and South Africa sup-
ports integrating routine screening, safety planning and 
empowerment counselling for DV with antenatal care. It 
has benefits in improving safety and health outcomes for 
the pregnant women [69–73]. WHO [74] recommends 
all pregnant women to be screened for DVDP and those 
who disclose DV should be offered empowerment coun-
selling and advocacy support. WHO also outlines certain 
“minimum requirements” [74] for a provider to begin 
the conversation about potential partner violence. These 
minimum requirements are as follows – 1) having stand-
ardized protocols in place, 2) for the provider to have 
received adequate training, 3) privacy for the encounter, 

4) the promise of strict confidentiality, and 5) a way to 
refer the individuals reporting partner violence to further 
services [74]. If these minimum requirements are met, 
the doctor’s office could be a safe and appropriate place 
for women facing DVDP to address their needs without 
the fear of judgement or retribution. It is imperative to 
create safe spaces for women to address their needs with-
out fear; training health care providers to recognize the 
signs of DV and provide appropriate care along with a 
strong referral system to available legal, social and psy-
chological resources will allow the health system to 
address IPV and other forms of violence against women 
during perinatal care.

There is a need for policies that mandate universal 
screening for DV in healthcare settings at the national 
level in India; the central government of India lacks a 
national strategy to this regard [75]. There is also a need 
for policies in India that support integration of DV pre-
vention and response services with reproductive health-
care services, especially in underserved parts of India. 
This could include providing gender equity education to 
male partners who accompany their female partners to a 
perinatal visit, while also providing the female partners 
with skill building and counseling at the same point of 
care visit. Most of the reviewed interventions were tested 
in Maharashtra. This is consistent with a prior review 
that showed that only a few key states such as Kerala and 
Maharashtra have resources dedicated to creating more 
services for survivors of DV [75]. This highlights the need 
for policies that dedicate resources to support survivors 
in other regions across the country. Overall, programs 
are needed that address DV at a systemic level, rather 
than placing the onus solely on survivors of DV to seek 
out services.

Future areas of research
More research is needed on interventions address-
ing the role of in-laws in perpetrating violence against 
women. Violence instigated and encouraged by in-laws 
is a major problem in India; yet, most of the studies 
in this review focused on partner violence. Further, 
the studies did not look at how different subgroups of 
women responded to the interventions in terms of fac-
tors like age, education, socioeconomic status, and the 
type and severity of violence, which may have impor-
tant implications for tailoring and targeting the inter-
ventions. There is also a need to explore mechanisms 
through which integrated interventions influenced 
outcomes for DV-affected women in reproductive 
healthcare. By not exploring the potential mechanisms 
through which the interventions influenced out-
comes, understanding of how or why these interven-
tions worked or not worked is limited. Further, the 
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cost-effectiveness, sustainability and long-term effec-
tiveness of some of the included interventions have not 
been evaluated limiting their applicability and scalabil-
ity. Thus, there is need for cost-effectiveness studies and 
scalability evaluations of interventions to help guide 
policy and practice choices, ensure their viability, and 
extend their reach in other settings and populations.

Conclusion
The review addresses an important research question 
on the effectiveness of integrated DV and RH interven-
tions in India, which fills a gap in existing literature and 
contributes to the evidence base for policy and prac-
tice. The findings on common components of effective 
interventions provides useful insights for designing and 
implementing future interventions.

Some of the limitations of this review are the inclu-
sion of only studies published in English, thus missing 
the literature published in local languages. Further-
more, the studies included were only those published 
in peer reviewed journals that reported outcomes of 
the intervention. This excludes interventions from 
non-peer reviewed literature that are being imple-
mented but have not yet been evaluated. There was 
lack of clarity of components in some articles as well 
as which components resulted in positive outcomes 
of the intervention. The review did not assess the risk 
of bias (potential for publication bias, selection bias, 
confounding bias, measurement bias, recall bias or 
social desirability bias) of the included studies affect-
ing the validity and reliability. Despite the limitations, 
this study adds to the literature on integrated DV and 
reproductive healthcare interventions by providing key 
overview of components of interventions implemented 
at different socioecological levels.
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