
ARTICLE IN PRESS
Published by Elsevier Inc. on behalf of American Journal o
This is an open access article under the CC BY-NC-ND lic
CURRENT ISSUES
From the 1Nati
ton, Massachus
Medicine, Bosto
of Nursing, Balt

Address cor
PTSD, VA Bos
Boston MA 021

0749-3797/$
https://doi.o

f Preventive Medicine.
ense (http://creativecomm
Promoting the Use of Evidence-Based Practice for
Those Who Engage in Intimate Partner Violence
Casey T. Taft, PhD,1,2 Jacquelyn C. Campbell, PhD3
onal Center for PTSD, VA Boston Healthcare System, Bos-
etts; 2Boston University Chobanian & Avedisian School of
n, Massachusetts; and 3Johns Hopkins University School
imore, Maryland
respondence to: Casey T. Taft, PhD, National Center for
ton Healthcare System, 150 South Huntington Avenue,
30. E-mail: casey.taft@va.gov.
36.00
I ntimate partner violence (IPV), typically defined as
physical, sexual, or psychological aggression toward
a relationship partner, including coercive, control-

ling behaviors, is a significant public health problem.1

Approximately 1 in 4 women and 1 in 5 men report
experiencing IPV in their lifetime,2,3 with consequences
ranging from extensive negative mental and physical
health outcomes to death, including both homicide and
suicide.4−6 People of color are disproportionately
impacted by IPV in the U.S., with rates up to 2.7 times
higher than those of their White counterparts.7 The
annual population economic costs of IPV, including
health care, lost worker productivity, criminal justice,
lost earnings, and other costs, exceed $3.6 trillion over
the course of victims’ lifetimes (2014 U.S. dollars).8

Given its scope and consequences, one might think that
research focused on addressing IPV at the source, mean-
ing programs working with the individuals engaging in
these behaviors, sometimes referred to as batterer inter-
vention programs and labeled in this paper as IPV inter-
vention programs, would be a top funding priority. In
fact, federal agencies rarely direct funds for research
focused on discovering and disseminating the most
effective behavior change interventions for those who
engage in IPV. Examining effective ways to prevent IPV
escalation is such a neglected area of study that the field
has almost ceased to exist. This kind of secondary pre-
vention—to stop IPV—is what many if not most of
those who are experiencing IPV desire rather than disso-
lution of the relationship or criminal justice actions
against their partners.9 Federal funding is necessary
because the kind of studies that are needed are expen-
sive, complex clinical trials that attend to partner safety
and community contexts.
It may be illustrative to compare research conducted

on IPV interventions with that conducted in another
field that began at roughly the same time, interventions
for posttraumatic stress disorder (PTSD). PTSD was first
classified as a diagnosis by the American Psychiatric
Association in 1980 in the DSM-III.10 At about the same
time, IPV interventions began to proliferate, stemming
from the battered women’s shelter movement and
domestic violence laws in the late 1970s.11 Comparing
the development of interventions for these 2 problems, a
review of published meta-analyses and other relevant lit-
erature reviews reveal that there have been >300 RCTs
examining the effectiveness of PTSD interventions12 and
only 8 RCTs examining the effectiveness of IPV inter-
vention programs, which have also often been described
as lacking methodologic rigor.13 The substantial differ-
ence between these 2 fields demonstrates a lack of focus
on preventing trauma, with almost all funding focused
on working with those who experience trauma rather
than those who may be inflicting such trauma. It is
unclear whether this lack of funding is due to the need
to devote resources primarily to survivors because IPV is
not a diagnosable disorder that falls within the scope of
large national funders, or because the usual funding lev-
els of some federal agencies are insufficient to support
the complex RCTs needed to adequately research this
area.
Perhaps, not surprisingly, given the limited targeted

funding in this area, there has been a lack of demon-
strated programmatic effectiveness. Earlier meta-analy-
ses of these programs, most of which identify as being
based on the Duluth or cognitive behavioral therapy
models, demonstrate only a 5% reduction in recidivism
relative to untreated groups,14 and studies using gold
standard IPV assessment methods using reports from
survivors show no significant reductions in IPV.15 This
lack of demonstrated effectiveness is troubling consider-
ing that it has been estimated that approximately half a
million men and women are court mandated to partici-
pate in >2,500 of these programs each year.16,17 The
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danger of this situation should be obvious; considerable
resources are poured into ineffective programs with the
false notion that they are effective in rehabilitating those
who engage in IPV. Continuing to rely on ineffective
programs places survivors and their children at risk for
serious negative health outcomes, including death.
Funders of IPV interventions often do not require evi-

dence-based practice. If those who fund and support inter-
vention implementation do not place sufficient value on
their effectiveness, there will be little uptake of evidence-
based interventions regardless of the data. Relatedly, state
practice guidelines on IPV used in 45 of the 50 U.S. states
do not require demonstrated effectiveness through empiri-
cal evidence, andmany common standards are not scientifi-
cally based.18 For example, most state standards (89%)
require that programs consist of a certain number of ses-
sions (ranging from 8 to 52) or hours (ranging from 12 to
104) without evidence supporting such requirements.19

Likewise, some standards require that certain content or
theoretical perspectives be represented in their curricula
without clear links to evidence for such requirements.19

Although it may be useful to set minimum guidelines for
programs, if they are not evidence based, they run the risk
of preventing promising evidence-based programs from
being certified and implemented.20

A common view is that although RCTs are the gold stan-
dard generally for intervention research, challenges in ran-
domizing violent individuals and accounting for other
simultaneous criminal justice interventions (e.g., protective
orders, obtaining shelter) render them less useful in
researching IPV intervention effectiveness.21 These are
important challenges, but they strengthen, not weaken, the
imperative to conduct RCTs. Especially because there are
many factors that can create change in abusive behavior,
RCTsmust be used to confidently attribute observed change
to the IPV intervention programs beyond these other fac-
tors. Because some will likely end their violence owing to
legal deterrence strategies and partner safety measures,22 to
truly know whether a program is working, one needs to
compare those from the same pool of individuals who com-
plete one intervention with those who complete another
intervention, with ingredients for change other than the
IPV intervention program randomly distributed across
comparison groups. Because there are a multitude of factors
that may contribute to IPV cessation, true RCTs that make
use of survivor reports may be best suited to answer the
most critical questions of impact. Complex RCTs for other
behavioral interventions considering challenges of serious
potential risks, multiple causative factors, and multifaceted
contexts are successfully implemented in other fields.
IPV intervention proponents themselves may take

advantage of public ignorance about research and misuse
scientific language. Programs describe themselves as
evidence based despite never having conducted an empirical
study or having scientific evidence that showed a program
to be ineffective. Those involved in these IPV intervention
systems sometimes become pessimistic regarding effective-
ness, and this has stifled innovation and positive change.
What is needed is greater humility on the part of those
within the systems, from those in the criminal justice system
to the IPV intervention providers, to truly question how
well programs are working. Rather than tinkering around
the edges, they may need to consider more effective alterna-
tives. The concept of deimplementation from the imple-
mentation science field may have particular relevance.23 To
implement more evidence-based interventions, it may be
necessary to actively discontinue existing ineffective inter-
ventions.
Another negative outcome of this lack of focus on

effectiveness is that IPV intervention programs are
almost always exclusively involuntary and carceral in
nature. More ideally, effective approaches for voluntary
clients would be identified and made available through
mainstream healthcare systems as an important compo-
nent to enhancing and improving health and safety. For
example, after the Veterans Affairs Healthcare System
accumulated evidence of the effectiveness of an IPV
intervention for veterans, it assisted in funding its
national implementation.24 There is much interest in
behavioral health in healthcare systems and a great deal
of interest in expanding insurance and Medicaid cover-
age to offset the costs of behavioral health interventions.
Investment in IPV intervention programs through the
healthcare system could result in mental and physical
health cost savings both for those who engage in IPV
and their partners who experience the abuse.
There is a reason for optimism in the search for effec-

tive IPV intervention programs because some newer
programs have shown positive initial evidence. In 2 sep-
arate RCTs, an intervention based on mindfulness and
acceptance-based interventions that addresses emotion
dysregulation and experiential avoidance—Achieving
Change through Value-Based Behavior—has produced
greater reductions in IPV than more traditional Duluth
Model or other cognitive behavioral comparison
conditions.25,26 The Strength at Home program, an
intervention that uses trauma-informed strategies to
address social information processing biases that may
contribute to IPV, has shown positive effects in an RCT
of a military veteran sample,27 and the program has
shown additional benefits in reducing symptoms of
PTSD and alcohol use problems.24 Others have reported
the benefits of motivational interviewing strategies for
reducing IPV in RCTs, with programs including motiva-
tional components evidencing better outcomes than
those that do not.28
www.ajpmonline.org
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RECOMMENDATIONS

On the basis of the points discussed earlier, the following
recommendations are provided for funders, policy-
makers, program administrators, and researchers to
move toward becoming more consistent with models of
evidence-based care in other fields. Because these stake-
holders are interdependent, coordination of these efforts
would likely further enhance prevention effects, as has
been shown in research on coordinated community
efforts to prevent IPV.29

Recommendations for Funders
The recommendations for funders are as follows:

� Increase funding for IPV intervention programs,
especially secondary prevention research to stop or
reduce IPV in its early stages. This could increase
safety for those who experience violence and reduce
physical and mental health problems.

� Emphasize funding for RCTs, the gold standard for
determining the effectiveness of interventions in other
fields. One area in need of investigation is the com-
parison of promising practices with existing psycho-
educational programs that proliferate in the
community. Other research designs are also of value
and merit funding, such as quasi-experimental stud-
ies, qualitative and mixed methods research, commu-
nity-led or survivor-involved research, and other
culturally relevant approaches.
Recommendations for Policymakers
The recommendations for policymakers are as follows:

� Broaden practice guidelines such that they emphasize
and are based on scientific evidence rather than on
clinical assumptions and lore.

� Focus on integrating IPV intervention into healthcare
systems that include voluntary referrals and insurance
compensation for these interventions.
Recommendations for Program Administrators
The recommendations for program administrators are
as follows:

� Administrators should carefully evaluate claims made
by programs that they are evidence based before
implementation decisions are made. Determination of
whether an intervention is evidence based should fol-
low commonly accepted practices in other fields.

� IPV interventions that have been developed through
community-based methods and/or adaptations of
long-standing existing programs can find partners to
& 2023
help them evaluate their effectiveness. Organizations
trusted by both groups can broker truly equitable
partnerships.

Recommendations for Researchers
The recommendations for researchers are as follows:

� IPV intervention researchers should take a more
active role in engaging in collaborations with pro-
viders, working with coalitions and participating in
ongoing revision of guidelines and standards, finding
effective ways to communicate research, and assisting
in identifying and studying promising practices from
practitioners.

� Avenues for improving IPV intervention science should
be nurtured by scientists, such as through research
groups, think tanks, conferences, and listservs.

General Recommendation
The general recommendation is as follows:

� Believe those who experience and use violence when
they say that they want to keep and improve their
relationships and end the violence and help them find
ways to do so effectively.
CONCLUSIONS

Developing and implementing evidence-based IPV inter-
ventions should be an important national priority. Given
the complexity of IPV and the multiple levels of interven-
tion required to end the violence, it is important to utilize
the most rigorous research methods to discover interven-
tion approaches that produce maximum benefit. Despite
widespread acknowledgment that the most prominent and
long-standing IPV intervention programs are relatively
ineffective, movement away from these programs has been
slow. This has been true even with available promising alter-
native approaches that may better address important risk
factors for IPV such as trauma, emotion dysregulation, and
lowmotivational readiness for change. Rather than eschew-
ing the role of science to deal with this problem, the field
should insist on rigorous examination of programs given
what is at stake. There must be a willingness to follow what
other behavior change fields have done in using gold stan-
dard research methods to evaluate programs before dissem-
inating them. What is needed is for those in areas of grant
funding, policy, criminal justice, and intervention to dem-
onstrate courage by challenging existing paradigms and
insisting that the scientific method is followed in best pro-
moting health and nonviolence in the population.
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