1+ N Cochrane
so? Library

Cochrane Database of Systematic Reviews

A realist review of which advocacy interventions work for

which abused women under what circumstances: an exemplar
(Protocol)

Rivas C, Vigurs C

Rivas C, Vigurs C.

A realist review of which advocacy interventions work for which abused women under what circumstances: an exemplar.
Cochrane Database of Systematic Reviews 2018, Issue 9. Art. No.: CD013135.

DOI:10.1002/14651858.CD013135.

www.cochranelibrary.com

A realist review of which advocacy interventions work for which abused women under what circumstances: an exemplar (Protocol) W
Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd. I L EY


http://www.cochranelibrary.com

HEADER

ABSTRACT
BACKGROUND
OBJECTIVES

METHODS o
ACKNOWLEDGEMENTS
REFERENCES
APPENDICES

CONTRIBUTIONS OF AUTHORS

DECLARATIONS OF INTEREST
SOURCES OF SUPPORT

TABLE OF CONTENTS

A realist review of which advocacy interventions work for which abused women under what circumstances: an exemplar (Protocol)

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



[Prototype Protocol]

A realist review of which advocacy interventions work for
which abused women under what circumstances: an exemplar

Carol Rivas', Carol Vigurs!
"Department of Social Science, UCL Institute of Education, University College London, London, UK

Contact address: Carol Rivas, Department of Social Science, UCL Institute of Education, University College London, 18 Woburn
Square, London, WCIH ONR, UK. C.Rivas@ucl.ac.uk.

Editorial group: Cochrane Developmental, Psychosocial and Learning Problems Group.
Publication status and date: New, published in Issue 9, 2018.

Citation: Rivas C, Vigurs C. A realist review of which advocacy interventions work for which abused women under what circumstances:
an exemplar. Cochrane Database of Systematic Reviews 2018, Issue 9. Art. No.: CD013135. DOI: 10.1002/14651858.CD013135.

Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

ABSTRACT
This is a protocol for a Cochrane Review (Prototype). The objectives are as follows:

To assess advocacy interventions for intimate partner abuse in women, in terms of which interventions work for whom, why and in
what circumstances. Our strategic objective reflects our higher-order (realist) question (Greenhalgh 2016), with four more specific
descriptive questions as subcomponents and foci in our initial exploration of the data. We will determine all answers (as much as
possible) from existing evidence.

Research questions

How do the key mechanisms associated with the delivery or use of complex interventions that include advocacy as a component interact
with contextual influences, and with one another, to explain the successes, failures and partial successes of advocacy as an intervention?

e What are the active ingredients of advocacy interventions?

e What are the important moderators or contexts that determine whether the different mechanisms produce their intended

outcomes?

e To what extent do the views and experiences of women who have used advocacy services match the intervention’s aims and

outcomes?

e How do organisational and system factors influence implementation of advocacy interventions?

These questions may change as the realist review progresses. We will consider active ingredients, impact and outcomes in relation to
q y g g g
qualitatively and quantitatively measured effects.

Strategic objectives

Our strategic objectives are to explain successes, failures, partial successes and small effect sizes in published, empirical studies of
advocacy interventions delivered in different settings, and, in particular, to explain mechanisms of effect in heterogeneous, complex,
advocacy-containing interventions. This will enable us to make clear decisions on which studies should be aggregated or synthesised
in future reviews, as well as how to interpret the evidence in future reviews of advocacy interventions for abused women. It will also
enable researchers and developers to design more effective advocacy interventions in the future, determine which outcomes to include,
and improve their reporting and evaluation. In addition, it will help policy makers and practitioners to better understand advocacy
interventions, and their likely benefit in the local contexts in which they operate.

A realist review of which advocacy interventions work for which abused women under what circumstances: an exemplar (Protocol) 1
Copyright © 2018 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


mailto:C.Rivas@ucl.ac.uk

BACKGROUND

For a glossary of terms used in this review, please see Appendix 1.

Description of the condition

Agency definitions

Partner abuse is recognised as a basic human rights issue (Ingram
2005), but local, national and international institutions have his-
torically disagreed on how to characterise and define it. This is
largely due to differences in the ways that agencies work, the out-
comes they seek, and the role they play in society (Rivas 2010).
One reflection of this lack of consensus are the terms used to
describe the phenomenon, sometimes employed interchangeably
and sometimes highlighting conceptual nuances or overlapping
concepts (domestic violence, battered woman, spouse/wife abuse
or (intimate) partner abuse). This confusing situation has ham-
pered coherent, multi-agency responses from the judiciary, health
care and community support services (Rivas 2010), reducing their
efficacy (Felson 2005). For example, in 2005 an England and
Wales cross-government agreement established a core definition
of domestic violence as a potential solution. However, it was crit-
icised for considering abuse in terms of discrete acts, or single ’in-
cidents’, a result of the various government agencies’ reactive way
of responding to partner abuse (Rivas 2010). It also ignored the
chronicity of partner abuse and the impact on associated social
and psychological issues (Feder 2006), which were included in the
earlier, international, World Health Organization’s (WHO) pub-
lic health definition of “intimate partner violence” as “behaviour
within an intimate relationship that causes physical, sexual or psy-
chological harm, including acts of physical aggression, sexual co-
ercion, psychological abuse and controlling behaviours by both
current and former spouses and partners” (Heise 2002; WHO
2013a). Therefore, in 2013 the England and Wales Government
updated the definition to consider: “any incident or pattern of
incidents of controlling, coercive, threatening behaviour, violence
or abuse between those aged 16 or over who are, or have been,
intimate partners or family members regardless of gender or sexu-
ality. The abuse can encompass, but is not limited to: psycholog-
ical, physical, sexual, financial, emotional [abuse]” (Home Office
2013). The official definition in Scotland does not include family
members and has no age restrictions (Bell 2017), so it is similar to
the US definition (US Office on Violence Against Women 2018).
The Northern Ireland definition does not include patterns of in-
cidents (Bell 2017).

While the WHO?s definition is crucially different in that it em-
phasises the effect while the others emphasise the intent, prac-
tically the difference may be less great. For example, section 76
of the Serious Crime Act (s 76’) makes ’coercive or controlling
behaviour’ that has a ’serious effect’ on the victim a criminal of-
fence. The provision came into force in England and Wales on

29 December 2015. The Australian definition (of family violence
including partner violence), like the WHO definition, explicitly
considers both coercion and effect as “violent, threatening or other
behaviour by a person that coerces or controls a member of the
person’s family, or causes the family member to be fearful” (Phillips
2014; Signorelli 2012).

Review definition

The definition that a study of partner abuse adopts will affect the
study in various ways, from its design and participant inclusion
criteria to its outcomes and interpretations. This review, therefore,
aims to be broad in its definition and so simply defines intimate
partner abuse as the abuse of a woman by a male or female partner
who currently is, or formerly was, in an intimate relationship with
her. We will include abuse perpetrated by ex-partners in the review,
since awoman is often at greatest risk when she is preparing to leave
or has just left her partner (Brownridge 2006; Wilson 1993), and
because women often return to an abusive partner several times
before leaving for good (Campbell 2002; Campbell 2004; Holt
2015; Mullen 1999; Shalaunsky 1999). Intimate partner abuse
perpetrated against male partners or ex-partners also occurs, but
we do not consider this is in this review because the outcomes tend
to be less serious (Henwood 2000; Roe 2010), and the risks are
thought to differ by gender (Henwood 2000; Roe 2010).

We will include all forms of intimate partner abuse, including
physical violence (ranging from slaps, punches and kicks to life-
changing physical injuries or homicide), sexual violence (such as
non-consensual sex or forced participation in sexual acts), emo-
tionally abusive behaviours (such as stalking; surveillance; intimi-
dation and threats of abuse; involvement of children; prohibition
of a woman being away from her partner, leaving the home with-
out a chaperone, or socialising with family and friends; and ongo-
ing belittlement or humiliation), economic control, economic ex-
ploitation or employment sabotage (such as preventing a woman
from working, determining what work she can do or restricting
activities within a work role, confiscating her earnings, restricting
access to money or resources in-kind), and other controlling be-
haviours (Adams 2008; Watts 2002).

Prevalence of intimate partner abuse

Worldwide, on average, 30% of women experience physical or
sexual intimate partner abuse at some time in their adult (post 16-
year-old) lives (WHO 2013a). The 2018 Crime Survey for Eng-
land and Wales reported a similar figure of 26% (ONS 2018);
this lifetime prevalence rate is echoed in US statistics (Black
2011; NCIPC 2003). An estimated 15% to 71% of women ex-
perience partner abuse in 10 low- and middle-income countries
(Garcia-Moreno 20006). Prevalence rates for psychological abuse
are generally considered to be much higher but with variation be-
tween studies (Carney 2012). Economic abuse rates are similarly
uncertain, though an Australian survey suggested a 15.7% rate for
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women across age groups (Kutin 2017). In a review of prevalence
rates, 4.5% of women have been said to experience forced sexual
intercourse by a partner (Carney 2012).

Economic burden of intimate partner abuse

Women experiencing intimate partner abuse are frequent users of
healthcare services and require a wide range of medical services
that may be linked to the abuse (Campbell 2002; Davidson 2001;
Plichta 2007). The economic cost of healthcare for abused women
in the UK (including hospital, general practitioner and ambulance
services as well as prescriptions) is estimated to be around GBP
1.73 billion (2008 figures; Walby 2009). There are also substantial
costs to other public services (GBP 2.13 billion) as well as costs
from lost economic output (GBP 1.92 billion) and human suffer-
ing (GBP 9.95 billion; Walby 2009). Studies from the USA also
suggest considerable economic consequences for society from inti-
mate partner abuse (Bonomi 2009; Jones 2006; NCIPC 2003), as
do studies from Australia (Access Economics 2004; NCRVAWC
2009). The economic burden from childhood exposure to inter-
parental partner abuse in the USA for people aged 20 to 64 years
has been calculated as over USD 55 billion (or USD 50,000 per
person) (2016 figures; Holmes 2018). These are costs of health-
care spending, criminal behaviour and loss of labour market pro-
ductivity (Holmes 2018).

Repeat victimisation accounts for 73% of all incidents of intimate
partner abuse (WHO 2013a), and there is evidence of a positive,
linear relationship between severity of abuse and the use of health-
care services (Koss 1991). Therefore, there has been wide interest
in the development of interventions to stop repeat victimisation
or at least reduce such recidivism or the severity of the abuse, and
to help women to overcome the consequences of abuse.

Description of the intervention

In this review we will focus on one type of intervention aimed
to stop or reduce repeat victimisation: advocacy programmes pro-
vided directly to women. Other interventions for women, which
we may consider but only if they are given within an advo-
cacy intervention programme, include the provision of: psycho-
logical therapy; refuge or shelter care; and basic, first-line re-
sponse by healthcare professionals, as recommended by the WHO,
which may include referral to other services (Bair-Merritt 2014;
Colombini 2017; Feder 2013; Garcfa-Moreno 2015; Kalra 2017;
WHO 2013b).

This review will consider all advocacy programmes. The features
of advocacy interventions vary both within and between countries,
since their precise aims and content as well as implementation and
delivery depend partly on the setting in which they are delivered
and the way they are funded (Rivas 2015), and partly on local his-
torical developments of the advocate role (Feder 2006). Advocacy
interventions may, for example, include: advice and support for

abused women to access and use a specific service or resource or a
range of these, including legal, housing, financial, refuges or shel-
ters, emergency housing; informal counselling; guidance on safety
planning; education on relationships; and support to improve the
women’s physical or psychological health. In some settings, advo-
cates may also have a role in bringing about systemic change in
the recognition of abused women by clinicians (WHO 2013b).
Advocates may be trained lay mentors; community, healthcare or
judicial service employees; or volunteers, and they may deliver ad-
vocacy for different time periods and at different intensities as well
as in different ways and with different foci.

Advocacy usually aims to empower women and so tends to in-
volve the advocate and woman working in partnership to help
the woman set and achieve her own goals and understand and
make sense of her situation as an expert in her own life (Campbell
1993). It is therefore an individualised, person-centred approach
rather than a prescriptive or directive intervention. Advocacy may
be offered as a stand-alone service or as part of a multi-component
(and possibly multi-agency) intervention. On the one hand, this
individualised and multi-access approach is likely to result in more
efficacious advocacy, but on the other hand it makes effectiveness
and mechanisms of effect hard to evaluate, complicating compar-
isons in evidence syntheses (Rivas 2015). In this review we will
compare and contrast the different approaches to determine what
type of contact works for whom, when and where.

How the intervention might work

There has been no systematic evaluation of the underlying mech-
anisms in stand-alone advocacy interventions, let alone advocacy
combined with other interventions. However, there is some in-
dication as to what these mechanisms may be. Empowerment
tends to be described as the mechanism that needs to operate for
the active ingredients of advocacy interventions to activate. There
are several theoretical frameworks that take empowerment as the
mechanism for change at the macro, meso and micro level. At a
macro level, feminist perspectives assert that the causes of intimate
partner abuse stem from a social and cultural patriarchal ideology
that allows men to control women through power and violence.
The experience of intimate partner abuse is understood to be fun-
damentally disempowering (Vigurs 2016; Wood 2015). The pro-
posed solution to this social and cultural problem, then, is one that
aims to effect change through the empowerment of women at a
social and cultural level. Typically in this approach, advocates can
be seen to facilitate access to resources that are a women’s right, by
connecting and liaising with community supports and services at
a meso level for a co-ordinated response to intimate partner abuse.
Advocacy approaches that operate at the individual (micro) level
to empower women tend to focus on helping her to change be-
haviours, such as safety planning and help-seeking behaviours.
Such approaches will typically include or facilitate access to: cog-
nitive behavioural therapies (CBT); counselling; or motivational
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interviewing. Not only do these approaches change a woman’s
ways of thinking, they may also alleviate depressive symptoms and
improve mental health and well-being. Also at the micro level,
strengths-based approaches aim to work with survivors of abuse
to increase their knowledge, agency and self-efficacy. Strengths-
oriented advocates empower the people they work with by setting
future goals (Wood 2015), enabling women to access their own
strengths and skills and apply them to current problems (Black
2003; Howe 2009).

Trauma-informed approaches for advocacy link the safety and re-
source needs of advocacy from both feminist and strengths-based
approaches. Trauma-informed advocacy involves an understand-
ing of the ways in which trauma is overwhelming, and the ways in
which this impacts on beliefs, cognition, memory, emotions and
behaviours, constituting a normal response to the trauma rather
than a mental health issue.

Trials, and therefore evidence syntheses of complex interventions
such as advocacy, increasingly include components from different
disciplines, such as psychology and social work, because of the
drive to provide the most efficient and cost-effective healthcare
in times of austerity (Campbell 2000; Monitor 2013). The com-
ing together of different approaches with different theoretical un-
derpinnings within advocacy programmes (typified by trauma-in-
formed approaches) has not been formally explored to determine
additive mechanisms of effect. However, it has been suggested that
multi-component interventions that include advocacy are partic-
ularly effective because the advocacy addresses an abused woman’s
immediate needs, which then increases her receptiveness to other
interventions (such as psychotherapy or childcare support) (Rivas
2015). It may be instructive to consider the mapping of the dif-
ferent theoretical underpinnings.

Why it is important to do this review

We believe this is the first realist review of advocacy interventions
in intimate partner abuse. We consider that it will offer impor-
tant insights into how advocacy interventions work. Systematic
reviews, such as that by Rivas 2015, typically consider only ran-
domised controlled trials (RCTs) and quasi-experimental studies,
and the desired output is a meta-analysis (statistical summary) of
the evidence on intervention effectiveness. This is appropriate to
the aim of such reviews, which is to determine what works, given
that these studies control for intrinsic and external factors to show
a clear cause and effect relationship between the intervention it-
self and specific outcomes. However, meta-analysis of positive ef-
fect, negative effect and no effect, and heterogeneity between and
within studies, essentially cancel each other out, to little or no ef-
fect overall, masking the finding that the intervention may work
for some people and not others, or only under some conditions.
A realist review draws on a wider range of study types, as its aim
is to describe how, why and in what contexts complex social in-
terventions work. The desired output is a’programme theory’: an

interpretative, narrative summary of what should happen in dif-
ferent contexts when an intervention or programme is used, and
why this happens (Wong 2012), that is, the underlying mecha-
nisms that lead the intervention to work or not work in different
contexts (Pawson 2005; Pawson 20006).

By focusing on the mechanisms, moderating and mediating vari-
ables, and implementation issues that impact on the effectiveness
of different programme components of advocacy interventions, as
well as their effectiveness, we believe that more theoretically in-
formed future intervention strategies can be developed and eval-
uated in more informative ways. This realist review approach will
also enable policy makers, practitioners and commissioners of ser-
vices to understand existing interventions and identify those active
ingredients that may be transferable to their local priorities and
contexts.

Ultimately, this review will enable more useful, future syntheses of
these heterogeneous, complex interventions by helping reviewers
and other researchers to make decisions about the focus or design
of a systematic review. Importantly, this review was stimulated by a
"what works’ or effectiveness review of advocacy interventions for
women who have experienced or are experiencing intimate partner
abuse (Rivas 2015), and it will specifically inform the next update
of that review and partner reviews on psychological interventions
for these women. In particular, it is likely to enable a more focused
research question for the effectiveness review and more explicit
inclusion criteria; the first iteration of the review was written before
complex advocacy interventions had gained ground, and its focus
and criteria may therefore be out of date. Our realist review will
therefore have immediate impact on the evidence base for policy
and practice.

Past versions of our Cochrane Review to evaluate the effectiveness
of advocacy interventions to support abused women focused only
on what works. Without contextualisation, and given the individ-
ualised approach to advocacy, as well as primary study and inter-
vention heterogeneity, these versions have been able to draw only
limited conclusions and therefore weak recommendations. Our
2009 Cochrane Review, Ramsay 2009, excluded studies evaluat-
ing advocacy as an adjunct to another intervention if the control
arm was not the other intervention alone, as a deterministic way
of separating out the different components. In the updated effec-
tiveness review, Rivas 2015, which included 13 studies interna-
tionally, we made the decision to include trials where women in
the intervention arm may have received advocacy plus some other
form of intervention compared with no care or usual care. We
felt that important information might otherwise be excluded from
the review given the increasing number of trials evaluating advo-
cacy within multi-component interventions. However, we were
not able to make use of this information beyond a narrative syn-
thesis of outcomes, as the heterogeneity of combinations made it
unclear which components were leading to - or even diluting -
effectiveness. In particular, we included one study that provided
advocacy within the context of three possible, further distinct in-
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terventions, depending on the abused woman’s risk profile: CBT, if
at risk of depression; and smoking cessation or reduction sessions,
if at risk of smoking or environmental tobacco smoke exposure
(Kiely 2010). However, we were uncertain how these additional
linear interventions affected results.

Even when effectiveness reviews have considered multi-compo-
nent interventions directed at abused women, there has been no
consideration of the interplay of the different components or of
moderating and mediating factors. For example, Tirado-Mufioz
2014 considered psychological interventions, and Rivas 2015 ad-
vocacy interventions. Where there was overlap from studies that
considered an intervention combining both types of component,
each review considered only those components of direct relevance
to their focus. As well as being deterministic, choices were not al-
ways clear-cut. The two reviews had authors in common and were
undertaken over a similar period. We noted author disagreement
and uncertainty as to how to classify some components of the dif-
ferent interventions due to a lack of clarity around how individual
components led to particular effects within the context of, and
interaction with, other intervention components. In Rivas 2015,
where necessary information was lacking in papers and not pro-
vided by the primary study authors on request, we had to decide
whether terms such as ’counselling’, supportive listening’ or ’peer
counselling’ described facilitation of access to resources (which
fit our criteria for advocacy) or psychological therapy (which did
not). The results of the realist review may better support such de-
cisions, inasmuch as it may become clearer whether any of these
components (even if poorly described) add to the effectiveness of
advocacy, and which combination approaches may have most ef-
fect. If this happens, and we obtain sufficient understanding from
interventions that are detailed more completely, we will make rec-
ommendations as to how such components should be described
in future trials, to enable further development of our understand-
ing of what works for whom, when and where. The realist review
will provide more clarity, not only by exploring the different pos-
sibilities in existing studies, but also by drawing more broadly on
the literature where this can provide further information (e.g. on
theoretical underpinnings).

A further issue that we wish to address is that the outcomes of a
complex intervention (and indeed any intervention) are context-
dependent, that is, they are affected by various macro-, meso-
and micro-level internal and external contextual factors, from the
ethnicity and socioeconomic status of the abused women involved
to the role and training of the person delivering the advocacy, as
well as the setting and the precise content of what is offered to
whom (Pawson 2003; Pawson 2009). It is important, therefore, to
consider not just what works, but where, in what circumstances, for
whom and how, with more focus not only on the interaction and
adjunctive nature of different components of an intervention but
also on the contexts in which they are played out. These data are
available from, and reported by many of the effectiveness studies
of advocacy interventions, but they have not been considered in

terms of mechanisms of effect. The realist review approach affords
us the structure by which to do so.

In a preliminary scope of the literature, we determined that for a
woman attending a healthcare setting for a different reason than
help-seeking for the abuse, the healthcare setting offers a potential
opportunity for first contact, and to frame the intimate partner
abuse as a healthcare issue supported by a tacit agreement of confi-
dentiality and trust between client and clinician. The mechanism
of empowerment may be moderated by the woman’s assessment
of her current situation and risk at that time. By contrast, advo-
cacy delivered in shelters can assume that the woman has left the
home, if not necessarily the relationship. Advocacy delivered in a
shelter may be a proxy measure of another moderator: that of the
level of the seriousness of the abuse from which the woman has
already taken steps to leave, as a baseline characteristic that may
impact on the effectiveness of the intervention. Mechanisms for
advocacy delivered as part of judicial services could be a trust in
the ’strong arm of the law’ and the use of force available to police
to protect the woman from her abuser; however, this mechanism
could be moderated by the extent to which the woman believes
she can maintain control over the degree of judicial involvement.

Special features of the realist review

During the course of a realist review, authors develop, test and
refine a programme theory, which ultimately comprises a set of
CMO (context; mechanism; outcome) configurations. These con-
stitute a ‘middle-range theory’; that is, a theory “which involve[s]
a certain amount of abstraction but which [is] close enough to
observed data to be incorporated in propositions that permit em-
pirical testing” (Greenhalgh 2016). To get to this stage, we will
consider different CMO configurations during the review. These
combine: contextual factors operating when the intervention is
used (C); core mechanisms (M) or strategies of the intervention
(e.g. empowerment in the case of many advocacy interventions);
outcomes (O) of the intervention (planned or unplanned, visible
or not, proximal or distal, intermediate or final) (Jagosh 2012).
The theory must encompass each possible intervention pathway
from strategy to outcome (with each strategy likely to have multi-
ple outcomes), and, for each pathway, all possible interactions of
mechanisms and contextual factors.

In developing theory, realist syntheses aim to balance comprehen-
siveness with theoretical saturation, so they may include fewer and
different studies than an effectiveness review on the same topic. Ul-
timately, a realist review seeks to identify ‘demi-regularities’ within
the fuzzy reality of complex interventions, based on the expecta-
tion that although outcomes will vary in different contexts, there
will be some patterning in CMO configurations (Jagosh 2012).
In this realist review we will develop theory from qualitative lit-
erature as well as from effectiveness and more conceptual stud-
ies. The final theory and linked outcomes or impacts, therefore,
may be different to, or add to, outcomes already included in the
effectiveness review (Rivas 2015), and they are likely to include
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more qualitative outcomes that are less easily or less commonly
measured. For example, we know from one study that women and
their partners valued improved communication after an interven-
tion directed at abusive men, which had not been an expected out-
come and therefore was not a primary study outcome (Kelly 2015;
Westmarland 2013). This may make it hard to use theory to eval-
uate previous effectiveness reviews. However, should such qualita-
tive outcomes be seen as important, this would enable us to make
recommendations for future studies. Moreover, there is increas-
ing acknowledgement of the need for more qualitative outcomes
within effectiveness studies, and for the use of mixed methods.
Additionally, and importantly, we are involved in development of
a core outcome set for intimate partner abuse (Williamson 2017),
with a study design that foregrounds the qualitative experiences of
abused women and their families. Therefore, any recommenda-
tions to include more qualitative outcomes in future effectiveness
studies will feed into the development of this core outcome set.

OBJECTIVES

To assess advocacy interventions for intimate partner abuse in
women, in terms of which interventions work for whom, why
and in what circumstances. Our strategic objective reflects our
higher-order (realist) question (Greenhalgh 2016), with four more
specific descriptive questions as subcomponents and foci in our
initial exploration of the data. We will determine all answers (as
much as possible) from existing evidence.

Research questions

How do the key mechanisms associated with the delivery or use
of complex interventions that include advocacy as a component
interact with contextual influences, and with one another, to ex-
plain the successes, failures and partial successes of advocacy as an
intervention?

e What are the active ingredients of advocacy interventions?

e What are the important moderators or contexts that
determine whether the different mechanisms produce their
intended outcomes?

e To what extent do the views and experiences of women who
have used advocacy services match the intervention’s aims and
outcomes?

e How do organisational and system factors influence
implementation of advocacy interventions?

These questions may change as the realist review progresses. We
will consider active ingredients, impact and outcomes in relation
to qualitatively and quantitatively measured effects.

Strategic objectives

Our strategic objectives are to explain successes, failures, partial
successes and small effect sizes in published, empirical studies of
advocacy interventions delivered in different settings, and, in par-
ticular, to explain mechanisms of effect in heterogeneous, com-
plex, advocacy-containing interventions. This will enable us to
make clear decisions on which studies should be aggregated or syn-
thesised in future reviews, as well as how to interpret the evidence
in future reviews of advocacy interventions for abused women. It
will also enable researchers and developers to design more effective
advocacy interventions in the future, determine which outcomes
to include, and improve their reporting and evaluation. In addi-
tion, it will help policy makers and practitioners to better under-
stand advocacy interventions, and their likely benefit in the local
contexts in which they operate.

METHODS

Our realist synthesis will follow the steps and procedures outlined
in the "Realist and meta-review evidence synthesis: evolving stan-
dards (RAMESES) publication standards for realist synthesis’ and
associated training materials (Wong 2013a; Wong 2013b; Wong
2017). We will use the information management tool, EPPI-Re-
viewer 4 (Thomas 2008), to systematically extract information
from each study. We will employ the EMMIE realist evaluation
framework (Johnson 2015), which codes the effectiveness of the
intervention, the mechanism theorised to be at work, moderators
that could affect the response to the intervention, implementation
issues in practice, and any economic costs and benefits informa-
tion for each study. The EMMIE framework has been developed
from health and criminal justice frameworks to evaluate not only
the effectiveness of interventions but also to capture information
that explain variation of outcomes. This realist approach to eval-
uation includes assessing the necessary programme components
and implementation issues that are of interest to the policy makers
or practitioners who wish to implement such interventions.

The review will have three phases and eight operational objectives
as follows.

e Phase 1: scoping phase.

o Gather the full texts of all studies included in the
existing effectiveness review of advocacy interventions for
women experiencing intimate partner abuse (Rivas 2015), as well
as all studies excluded in the final screening stage of this review
on the basis of a single criterion mismatch and cited in its
’Characteristics of excluded studies’ tables, or determined from
reviewers’ unpublished records of exclusions.

o Gain familiarity with the data set by close reading.
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e Phase 2: theory generation.

o Produce a descriptive summary of the scoping phase
data to summarise the kinds of research questions that have been
asked, how these questions have been addressed (considering
intervention details and all possible contextual factors), and the
key findings or outcomes. We will include any theories or
mechanisms suggested by study authors.

o Identify additional, relevant publications that might
contribute to explanatory theory building about what works for
whom in what circumstances, on the basis of the first two
objectives. This will involve the development of a new search
and selection criteria, informed by our descriptive summary and
consideration of the theories, mechanisms and contexts that may
be linked to outcomes, rather than effectiveness per se. We will
add to this further searches of the literature, as needed, developed
from a reading of the new material and rechecks of papers already
collated. This iterative and recursive approach is important since
studies that may seem less relevant at first could end up providing
good evidence on specific areas as the review progresses.

o Develop a realist analysis consisting of candidate
theories linking context, mechanism and outcome.

e Phase 3: theory testing and refinement.

o Undertake systematic data extraction of a range of
qualitative, quantitative and mixed methods studies identified
from the searches to update the existing Cochrane Review (Rivas
2015), and revisit the studies considered in first objective, to
confirm, refute and refine our candidate theories.

o Summarise middle-range theories for which there is
strong empirical evidence of what works for whom in what
contexts.

o Clarify gaps in the knowledge base and make

recommendations for further research.

We will keep a full audit trail at all times, with lists of studies
included and excluded (along reasons for exclusion) at all stages.

In all searches in all phases, we are likely to exclude many papers
at title and abstract screening, but we will obtain the full text
of all papers that may possibly include sufficient detail for our
review objectives. A second reviewer will check a 10% subsample
of included and excluded papers for agreement. We will resolve any
differences through discussion and, if necessary, by adjudication by
a stakeholder group. This group comprises members of an existing
stakeholder group with whom we are working on the development
of core outcome sets. The group includes policymakers, academics,
women who have experienced abuse, and advocacy providers, and
they will have oversight of the study findings as they are developed.
We will consult with the group by email or other remote means

(e.g. videoconferencing). Although abused women participate in
the group, we will not be applying for ethical approval since these
women are acting as consultants, rather than study participants.
We will, however, maintain ethical principles. We will ask this
group to check emerging theory and comment on key decisions.
Specifically, we will ask the women to:

e adjudicate on any decisions where the two reviewers cannot
agree;

e contribute to developing, refining, adjudicating between,
and refuting emerging theories; and

e in phase 3, comment on the credibility and validity of our
explanatory theory and its coherence. This will include providing
advice about and considering any gaps in the theory, as
determined from our test of the theory against studies identified
in the phase 3 literature search.

This approach will ensure our review has meaning to the relevant
stakeholders, including potential end users.

Phase I: scoping phase

The aim of this search is to scope for information that can be
used to inform the development of our emerging theory. It differs
from some realist reviews in that it will not involve a new primary
search, but rather:

e consideration of potentially relevant papers from those
identified and included or rejected by Rivas 2015, as detailed in
the published review and their unpublished records; and

e supplementary searches based on these papers.

As this is a realist review, based on a realist paradigm, we are inter-
ested in the nuanced detail as to why a particular intervention has
been more or less successful at impacting on its target outcomes
or behaviours and its ’critical ingredients’ rather than in the actual
effectiveness data (i.e. quantitative findings such as outcome scores
and effect sizes). This means that we may exclude some studies
from the Rivas 2015 review if they do not contain information
that will contribute to the development or testing (or both) of our
explanatory theory about why, how and when advocacy interven-
tions for women experiencing partner abuse might work.

It also means that some papers identified and subsequently ex-
cluded from the Rivas 2015 review may be relevant to our re-
alist review. For example, Rivas 2015 excluded some studies be-
cause they included a considerable counselling element, but these
might still contribute key information for the realist review. Oth-
ers were excluded because they did not fit the study design inclu-
sion criteria; Rivas 2015 only considered randomised controlled
trials (RCTs) and before-and-after study designs, whereas we will
be inclusive in our use of different study types. We will consider
all such papers in the scoping phase of this realist review since the
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aim of this phase is to scope for candidate theories, mechanisms
and contextual factors that may be linked to outcome, and that
we can explore in more detail in phase 2.

Selecting papers for inclusion

We will begin by considering the full text of all articles included in
our Rivas 2015 review, or excluded in the final screening stage on
the basis of a single criterion mismatch and cited in its Appendix o,
if necessary (e.g. for qualitative studies), noted in their unpublished
search records. Thus, we will use the Rivas 2015 review as a starting
point from which to develop a first iteration of a core list of papers
that will differ from the final list of papers included in that review.
Once we have this list, we will supplement it with:

e papers identified through citation chaining (through
backward citation tracking of reference lists and Google Scholar
forward citation tracking) of all papers that we judge as core to
our realist question;

e papers identified through the ’search similar citations’
function on PubMed, after entering the title of each key paper in
turn; and

e papers that are linked to the effectiveness studies, identified
as part of an integrated mixed-methods study or as a ’sibling
study’ (e.g. qualitative, economic or process evaluations
associated with specific effectiveness studies).

We will then repeat the scoping phase process described in this
section using the supplementary searches described directly above.
We expect to use a comprehensive sampling approach. However,
we may instead employ theoretical sampling or extreme case sam-
pling if it becomes clear that this would optimise the analytical
value of the realist synthesis.

In all cases, CV will review the full-text papers and make a judge-
ment as to whether the paper includes sufficient descriptive detail
or theoretical discussion, or both, to contribute to the explanatory
theory, excluding those that do not. CR will check a 10% subsam-
ple of included and excluded papers for agreement. Both review
authors will resolve any differences through discussion.

We will identify any existing explanatory theories connecting ad-
vocacy interventions to outcomes, including advocacy as part of
a multi-component intervention. We will start with a list of pos-
sible theories drawn from those cited under "How the interven-
tion might work’ in the Background, such as feminist, psycho-
logical, strengths-based and trauma-informed approaches to em-
powerment, and which we consider from prior experience to be
especially relevant. We will add to this list as needed.

We will repeat this iteratively for all new papers added to our
inclusion list until we have exhausted this search when we will
then move to phase 2.

Phase 2: theory generation

As we extract data from studies identified in the scoping phase and
generate candidate theories as well as detail on relevant modera-
tors or contexts, mechanisms or mediators, and outcomes, we will
further augment our list of included studies. The activities in this
phase will:

o take contextual or conceptual points from our initial data
extraction as stepping stones out to a wider body of relevant
literature; and

e focus the literature back down into a well-formed theory, as
we iteratively formulate potential theories and search for support
or refutation of these in the evidence, adopting, adjudicating
between and discarding different versions as we work.

Our approach will therefore differ from the way we obtained sup-
plementary studies in the scoping phase because we will develop
new searches that will use keywords based on the theories identi-
fied in the first stages of the review and any further relevant key-
words identified as we iteratively proceed.

Search methods for identification of studies in phase 2

This search will be a result of identifying candidate theories in the
scoping-phase literature and also gaps in information. These gaps
may be filled from studies that might not have anything to do with
advocacy or abuse but may describe relevant theories and mediat-
ing factors in other settings and for other types of intervention that
explain responses to the advocacy interventions. Such studies will
include ’kinship studies’ that may share a common theoretical ori-
gin with the starting-point paper, links to a common antecedent
study or a contemporaneous or spatial context. We will use the
the BeHEMoTh framework to structure this search, where:

e Be = behaviour of interest: the way the population or
patient interacts with the health context; for example, access for a
service, compliance or attitude to policy;

e H = health context: that is the service, policy, programme
or intervention (including contexts outside of health settings
such as judicial settings, if relevant to our emerging model);

e E = exclusions: to exclude non-theoretical or technical
models (dependent on volume); and

e MoTh = models or theories: operationalised as a generic
“model* or theor* or concept* or framework*” strategy together
with named models or theories, if required (Booth 2013).

In each case, our iteratively developed explanatory theory will
guide the inclusion criteria.
As with the scoping phase, we will also consider iteratively, and
this time recursively too, further papers:

e identified through citation chaining of all papers we include
in the theory generation phase;

e identified through the ’search similar citations” function on
PubMed for of all papers we include in the theory generation
phase; and
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e linked to the studies included in the theory generation
phase, as part of an integrated, mixed-methods study or as a
sibling study’.

We include a recursive element because, as theory develops, we may
need to revisit previous papers for relevance or further information.
Searching will continue until we find sufficient data to enable de-
velopment of a coherent and plausible theory that is well rounded
and can be tested; that is, when ’theoretical saturation’ is achieved.
This differs from the comprehensive sampling used in the scoping
and theory-testing phases.

Electronic sources

We will search the electronic sources listed below.

e Cochrane Central Register of Controlled Trials
(CENTRAL; current issue) in the Cochrane Library.

e MEDLINE Ovid (1948 to current).

e Embase Ovid (1980 to current).

e PsycINFO Ovid (1806 to current).

e DsycArticles American Psychological Association (1894 to
current).

e ASSIA Cambridge Scientific Abstracts (1987 to current).

o CINAHL Plus EBCSCOhost (Cumulative Index to
Nursing and Allied Health Literature; 1937 to current).

e Social Science Citation Index Web of Science (1970 to
current).

e International Bibliography of Social Sciences ProQuest
(1951 to current).

e Health Management Information Consortium Ovid (1979
to current).

e Maternity and Infant Care Ovid (1971 to current).

o Cochrane Database of Systematic Reviews (CDSR; current
issue), part of the Cochrane Library.

e Database of Abstracts of Reviews of Effects (DARE; current
issue), part of the Cochrane Library.

e UK Clinical Research Network Study Portfolio (
www.ukerc.org/ research-infrastructure/ clinical-research-
networks/uk-clinical-research-network-ukcrn).

e OpenGrey ( www.opengrey.eu).

e Dissertations & Theses ProQuest (1861 to current).

e UK Clinical Trials Gateway ( www.ukctg.nihr.ac.uk).

e WHO International Clinical Trials Registry Platform
(ICTRP; www.who.int/ictrp/en).

Data extraction and management

We will import records for all studies into EPPI-Reviewer 4 (
Thomas 2008), classifying each paper in each of the following four
categories: study design, academic discipline (e.g. primary care,
legal), country (where the primary study took place) and setting.
Using paper annotations and EPPI-Reviewer 4 to aid data man-
agement (Thomas 2008), we will note from each study (e.g. from
the Discussion sections of the empirical studies), how successful
the study was and what explanations for this could be used to de-
velop our candidate theories to be tested further in the next phase
of the study. In our preliminary work on this, we have identified
the following features as potentially important.

The underlying programme theory.

The length and intensity of the interventions.

Programme fidelity.

Expertise of the person delivering the intervention.

The quality of the relationship between the participant and
the advocate.

e Stage of change of the participant - whether the participant
self-identified as experiencing intimate partner abuse (such as
women offered advocacy in a shelter) at the time of recruitment
or was identified from a screening process while attending an
appointment for an unrelated issue.

e Whether the participant was pregnant or had children, and
her socioeconomic status.

e The availability and quality of the services to which she was
referred.

e FEthical and safety considerations.

Other possible factors - not identified from preliminary work -
might include the following.

e Training and resources required for the intervention and
whether these are, in fact, provided.

e Mode of delivery.

e Setting for recruitment and delivery.

o Attitudes and beliefs of those delivering the intervention.

Next, we will extract data on each of the following, if relevant,
from each paper.

e Study aims and rationale.

e Academic discipline, determined by considering the
academic department of the lead author, the journal of
publication and the literature cited (Greenhalgh 2016).

e Country of the primary empirical study.

e Study design.
e Actual sample characteristics.
e Programme or intervention description.
Other resources 8 K R p, .
e Programme strategies or underpinning theories.
We will also search the following websites: e Comparator type (referral, counselling, advice).
e WHO Violence and Injury Prevention ( who.int/topics/ e Outcomes.
violence/en); and e Methods - sampling strategy.
e Violence Against Women Online Resources ( vawnet.org/ e Methods - recruitment and consent.
publisher/violence-against-women-online-resources). e Methods - data collection.
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e Methods - data analysis.

e Length of time to follow-up.

e Effectiveness of the interventions or qualitative themes
where relevant.

e Mechanisms (those aspects which explain how an
intervention is to work) that are described by the original author.
These should be described in the Aims and rationale, Methods,
and Findings sections of the studies. In addition, we will
consider the explanations offered by authors in the Discussion
sections of papers, which we will tag as more speculative.

e Moderators of effect (these include pre-existing
characteristics of the participants before entry to the study, such
as age or socioeconomic status, whether or not they had children
or were pregnant, or level of risk at baseline, which may explain
different responses to the same intervention (Kraemer 2002)).

e Mediators (factors of potential influence that occur along a
causal chain between the intervention and the aimed for
outcomes; for example, the level of trust in the advocate, or
feelings of self-efficacy (Johnson 2015)).

e Implementation issues (listing the key components and
activities necessary for implementation and the barriers and
facilitators to implementation described in the study, such as
information on who delivers the intervention, its intensity (i.e.
hours per session), duration (i.e. spread over how much time), or
other contextual factors in which the intervention was
implemented).

e Economic costs and benefits (we will extract these where
they are described).

e Risk of bias.

e Weight of evidence.

Both reviewers will analyse the articles in this way and extract rel-
evant passages into EPPI-Reviewer 4 for easier synthesis (Thomas
2008). They will give relevant features labels to aid data man-
agement. They will map or chart these data to form a tentative
CMO matrix; that is, each study will be represented in the rows
of a matrix, and the relevant moderator or context, mechanism
or mediators, and outcome details for the study will be listed in
the columns. Different extraction procedures will be relevant to
different types of evidence. Both reviewers will work together on
this, double charting 10% of the studies, and holding regular dis-
cussions to ensure agreement on the charted data for all studies.

Phase 3: theory testing and generation

Phases 1 and 2 will result in a set of candidate theories linking
outcomes with moderators or context, mechanisms or mediators,
and implementation. In phase 3, we will undertake a systematic
search of the literature for studies that can be used to test, confirm
or refute our explanatory theory. In this way we will be able to
refine it.

We will determine which of our small set of candidate theories is
most useful when used with the studies identified in the phase 3
search. We will be open to combining theory elements as needed.
We will check for gaps in the theory in relation to:

e aspects of intervention delivery, as these impact on
programme outcomes;

e which moderators or context and mechanisms or mediators
are driving different outcomes and implementation events at
different times; and

e which active ingredients are relevant in different settings.

We will consult our stakeholder group for suggestions where gaps
remain.
We will base our phase 3 literature search on the search terms
used in Rivas 2015. We will include studies that consider abused
women and advocacy interventions according to the definitions
given earlier (Background, 'Description of the condition’, 'Review
definition’). To test our theory, effectiveness studies must consider
at least one outcome (planned or unplanned, visible or not, prox-
imal or distal, intermediate or final). We will consider textual data
in qualitative studies of views and experiences of advocacy inter-
ventions for the contextual factors they describe and any other
relevant information. We will exclude studies lacking sufficient
descriptive detail. We will require qualitative and narrative studies
to include a systematic analysis of primary or secondary data.
Asin previous phases, we will also consider for all papers we include
in this stage:

e papers identified through citation chaining;

e papers identified through the ’search similar citations’
function on PubMed; and

e papers that are linked to the studies identified, as part of an
integrated, mixed-methods study or as a ’sibling study’.

Criteria for considering studies for phase 3

Types of studies

We will include all empirical studies (e.g. process evaluations, qual-
itative research, RCTs, before-and-after studies and systematic re-
views). Our more inclusive approach, compared with our effec-
tiveness review (Rivas 2015), has led to changes in the forms of
outcomes evidence that we have listed below under "Types of out-
come measures’; for example, the need to include qualitative re-
search outcomes.

We will undertake a separate synthesis of RCT and non-RCT
quantitative studies, and of qualitative studies, and then use the
realist methodologies described, with CMO charting, to bring the
two components together.

Types of settings
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Examination of studies included in our previous review and the
grey literature showed that, in general, women are referred to ad-
vocates by healthcare clinicians. Sometimes delivery of advocacy
may be through other services such as shelters or judicial services
(Rivas 2015). Different settings indicate different circumstances
for the woman accessing advocacy. Given the wide variety of set-
tings, even within healthcare, we will consider the way the inter-
vention is specifically delivered in a specific setting in a specific
context, as relevant to our determination of potential mechanisms
and moderators or contexts. We will therefore consider all settings,
as in Rivas 2015 and our scoping phase.

Types of participants

As with Rivas 2015, we will include women aged 15 years and
over who have experienced intimate partner abuse (as defined in
the Background under "Description of the condition’, "Review
definition’), with no upper age limit. Partner abuse may coexist
with other forms of violence within families, such as child abuse
or elder abuse, but such abuse is not the focus of this review.

Types of intervention and advocacy activities

We will include all advocacy interventions or multi-component
interventions that include advocacy. We have developed a list of
activities that make up the advocacy components of an advocacy
intervention in order to be consistent with our existing review.
Thus, for the purposes of this review, we define the core activities
of advocacy as:

e providing legal, housing, and financial advice;

e facilitating access to and use of community resources such
as legal, housing, financial advice and help, refuges or shelters,
emergency housing, and psychological interventions and
counselling;

e giving safety planning advice; and

e providing ongoing support and informal counselling.

As the Rivas 2015 review excluded interventions with dominant
counselling components, our final list of studies may be more com-
prehensive in terms of the interventions included. This list should
help to define more focused intervention inclusion criteria for fu-
ture reviews on advocacy interventions for abused women that are
based on consideration of the active ingredients as elucidated in
our realist review.

Types of outcome measures

We have organised the outcomes into primary and secondary out-
comes in a way that is consistent with those of Rivas 2015. These
were determined, in turn, with reference to the WHO definition
of intimate partner abuse (WHO 2013a). We have added quali-
tative outcomes to this list.

Abuse may take various forms (see Background, 'Description of
the condition’, 'Review definition’), and all need to be covered by

the programme theory. Thus, we will consider outcomes relating
to any and all of these forms; there will be no restriction on how
the outcomes are measured.

Primary outcomes

e Incidence of any form of abuse
o Physical
o Sexual
o Emotional
o Financial
o Other (such as risk of death, harassment, coercion to
have children). Abuse may be assessed using self-report measures
or other validated tools, or a single question about continuing
abuse or professional observations of abuse such as in healthcare,
social service or judicial service records, or from qualitative
analyses.
e Psychosocial health
o Quality of life (using validated tools or from
qualitative analyses)
o Depression (using validated tools or from reports of
prescribed medication)
o Anxiety (using validated tools or from qualitative
analyses)

Secondary outcomes

e Physical health (quantified incidents or descriptions of
incidents, including frequency)

o Deaths, all-cause and partner-abuse related
(documented in medical or police records, regional and national
databases or from study follow-up records)

o Physical injuries, such as fractures and bruises (self-
reported or formally documented (e.g. in medical, dental or
judiciary records), or from qualitative analyses)

o Any chronic health disorders such as gynaecological
problems, chronic pain, or gastrointestinal disorders (self-
reported or formally documented (e.g. in healthcare or dental
records), or from qualitative analyses)

o Any general measures or observations of physical
health (self-reported or formally documented, or from
qualitative analyses)

o Birth outcomes (self-reported or formally documented
(e.g. in health or social care records), or from qualitative analyses)

e Psychosocial health (both qualitative and quantitative
formats)

o Post-traumatic stress (using validated tools or from
qualitative analyses)

o Self-efficacy (using validated tools or from qualitative
analyses)

o Self-esteem (using validated tools or from qualitative
analyses)
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o Perceived social support (using validated tools or from
qualitative analyses)

o Alcohol or drug abuse (using validated tools, self-
reported or formally documented (e.g. in health or social care
records), or from qualitative analyses)

o Attempted suicide (self-reported or formally
documented (e.g. in health or social care records), or from
qualitative analyses)

o Self-harm (self-reported or formally documented (e.g.
in health or social care records), or from qualitative analyses)

o Impact on relationships inside and outside the family
(using validated tools, self-reported or formally documented (e.g.
in health or social care or judiciary records), or from qualitative
analyses)

o Any measures of the quantity or quality of network
ties not included above

e Socioeconomic outcome measures

o Income

o Housing

o Participation in education

o Participation in work

o Any other socioeconomic outcomes reported in studies

o Benefits applications

e ’Proxy’ or intermediate outcome measures (including
uptake of referrals to other agencies)

o Use of safety behaviours (e.g. use of coded telephone
messages to a friend, keeping clothes at a friend’s house, hiding
emergency money)

o Use of refuges or shelters

o Use of counselling

o Calls to police

o Filing of police reports

o Solicitation of protection orders

o Maintenance of family ties (i.e. children staying with
mother)

o Any other such outcomes

e Other qualitative outcomes

o Improved communication with the intimate partner

o Reduced fear and anxiety and other unwanted
feelings, and improvement in desirable feelings

o An improved sense of security

Post-intervention, there may be both positive and negative,
planned and unplanned outcomes for abused women, and this
will require careful interpretation. For instance, increased refuge or
shelter usage may reflect proactive behaviour on behalf of abused
women, but it could also correlate with - or precipitate - an escala-
tion of violence. Moreover, self-reports and official documentation
of outcomes, such as improved relationships, may reflect coercive
pressures by the perpetrator on the abused woman to report this.
We will also consider any adverse outcomes from interventions
where these are reported by study authors.

Outcomes will be further specified during the realist review and

may include more proximal and distal outcomes in the context of
developing CMO configurations.

Timing of outcome assessment

Intimate partner abuse can have short-term and long-term neg-
ative health consequences for survivors even after the abuse has
ended (Campbell 2002), and these will be incorporated into our
programme theory. Correspondingly, an intervention may result
in some immediate positive outcomes, such as a reduction in phys-
ical violence, whereas other benefits, such as positive mental health
effects, may take some time to be realised.

We have been previously unable to determine the optimal period
of follow-up or outcomes trajectory (Rivas 2015). For the purposes
of this review, and to conform with our previous work (Rivas
2015), we tentatively define short term as up to and including 12
months, medium term as more than 12 and up to 24 months, and
long term as more than 24 months.

Search methods for identification of studies in phase 3

The phase 3 literature search will be based on the searches reported
in Appendix 1 of Rivas 2015 and Appendix 2 in this review. Where
necessary, we will modify these searches to reflect changes in con-
trolled vocabulary or database syntax. We will restrict our searches
to English-language studies and to high-income country settings.
We will consider any study excluded from the Rivas 2015 review
but deemed relevant on the basis of this realist review, hence con-
sidering all studies from when databases began. In practice, there
are unlikely to be any studies of intimate partner abuse interven-
tions before 1980 (Dobash 1984).

We will also follow selected elements of the CLUSTER (citations,
lead authors, unpublished materials, scholar searches, theories,
early examples, related projects) approach (Booth 2013), which
includes backwards and forwards citation checking, as well as kin-
ship- and sibling-paper searches, and the ’search similar citations’
function on PubMed for all papers relevant to our realist question
that we accrue through the review.

Electronic searches

We will search the electronic sources listed below, to test the theory
in this phase of the realist review, and to update the Rivas 2015
review.

e Cochrane Central Register of Controlled Trials
(CENTRAL; current issue) in the Cochrane Library.

e MEDLINE Ovid (1948 to current).

e Embase Ovid (1980 to current).

e PsycINFO Ovid (1806 to current).

e DsycArticles America Psychological Association (1894 to
current).

o ASSIA Cambridge Scientific Abstracts (1987 to current).

o CINAHL Plus EBCSCOhost (Cumulative Index to
Nursing and Allied Health Literature; 1937 to current).
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e Social Science Citation Index Web of Science (1970 to
current).

e International Bibliography of Social Sciences ProQuest
(1951 to current).

e Health Management Information Consortium Ovid (1979
to current).

e Maternity and Infant Care Ovid (1971 to current).

o Cochrane Database of Systematic Reviews (CDSR; current
issue), part of the Cochrane Library.

o Database of Abstracts of Reviews of Effects (DARE; current
issue), part of the Cochrane Library.

e UK Clinical Research Network Study Portfolio (
www.ukerc.org/ research-infrastructure/ clinical-research-
networks/uk-clinical-research-network-ukcrn).

e OpenGrey ( www.opengrey.eu).

e Dissertations & Theses ProQuest (1861 to current).

e UK Clinical Trials Gateway ( www.ukctg.nihr.ac.uk).

e WHO International Clinical Trials Registry Platform
(ICTRP; www.who.int/ictrp/en).

All studies need to consider advocacy interventions for women
who have experienced partner abuse.

Other resources

We will also search the following websites.

e WHO Violence and Injury Prevention ( who.int/topics/
violence/en).

e Violence Against Women Online Resources ( vawnet.org/
publisher/violence-against-women-online-resources).

Final data synthesis

Data analysis and synthesis (through a meta-narrative) will show
how the extracted data inform our understanding of the mecha-
nisms for advocacy interventions. We will look for similarities and
differences in CMOs and refine our initial theory. We will discuss
tentative findings with each other and invite comments from our
stakeholder group, leading to final adjustments to theory.
Data synthesis across stages will draw on:

e juxtaposition of sources in ways that might provide further
insights;

e consolidation of sources when evidence about mechanisms
and outcomes is complementary;

e reconciliation of sources where outcomes differ in
comparable context;

e situation of sources where outcomes differ in different
contexts; and

e adjudication of sources according to methodological
strengths or weaknesses (Gough 2007; Pearson 2015; see also
*Strength and quality of the evidence’ below).

We will describe the final realist theory using narrative and sum-
mary tables, a logic model and summary figure graphics, drawing

insights from across the sources. We will write up the results ac-
cording to the RAMESES Publication Standards For Realist Syn-
thesis (Wong 2013a). We will provide data and extracts from pub-
lished papers, and from our stakeholder group, to support our syn-
thesis and developed theory in published reports on these. We will
also use our theory to make recommendations for future research
and practice.

Missing data

Where there are gaps in the data, and we have been unable to fill
these from further searches, we will use the Final data synthesis
approaches in abductive reasoning to infer mechanisms from the
data that are available, as a pragmatic approach. This could be
tested in future research.

Strength and quality of the evidence

We will assess studies used in the realist review on the basis of:
o relevance: whether the study addresses the theory under
test; and
e rigour: whether the original researchers’ inferences have
sufficient weight to make a methodologically credible
contribution to testing of the intervention theory.

We will use the concept of ’thickness’ of the sources (Roen 2006),
that is, the degree to which they offer explanatory insights on
the developing theory and the factors shaping implementation
processes. The criteria used to assess thickness are:

e detail of the description of relevance to our emerging
theory;

o level of consideration of the relevant context and its
influence;

o detail on potential mediators or moderators; and

e attempt to explain anomalous results and findings with
reference to context and to data.

This assessment provides an indication of the quality of the evi-
dence used to inform our theory rather than the studies or papers
themselves; data of relevance to our review may form only a small
part of a paper, rather than being its focus, so usual quality of
evidence checklists would not be appropriate.
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APPENDICES

Appendix |. Glossary

Active ingredients: those elements of an intervention that have an effect on the target population (intended or unintended, helpful or
not).

Backward citation tracking: identifying and screening for inclusion additional studies of interest from the reference lists of included
studies.

Complex intervention: complex interventions are those in which the causal pathway is dependent on interacting components between
the intervention and the intermediate and final outcomes.

Cluster searching: systematic use of several search techniques to identify papers or other research outputs for a single study. These may
be directly related (sibling’ outputs) or indirectly related (kinship’ outputs).

Controlling behaviours: behaviours used by an abuser that are intended to create inferiority dependency by isolating a person from
sources of support, exploiting them for personal gain, depriving them of their independence and possibility of resistance and escape,
and regulating everything they do.

Coercive control: involves the use of abusive acts in ways that create anticipatory fear in the woman and a feeling that she is under
constant surveillance. It leads the woman to internalise the abuser’s rules, acquiescing to them and following them, even when out of
his sight, for fear of further abuse. The abuser’s threats of physical abuse can become as effective as actual physical acts, reducing the
outward evidence that could help the woman to access help.

Forward citation tracking: identifying and screening for inclusion additional studies of interest that cite an included study since
publication.

Kinship output: an output that is related indirectly to another. Kinship outputs may be linked theoretically or contextually (including
by provenance) or may be linked to a common antecedent study.

Mechanisms of effect: the processes by which the active ingredients or components of an intervention are ’activated’.

Moderators: these may be a property of the intervention itself or a result of the context of its delivery; for example, the people who
deliver it, the setting of delivery, other features of the context in which it is delivered, and other responses to the resources offered by
the intervention in a specific context to a specific group of people.

Mediators: the steps in the chain of events (or intermediate outcomes) that occur between an intervention and the final outcomes.
Sibling output: an output from the same study as an original paper of interest.
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Appendix 2. Medline search strategy

1 Battered Women/

2 Domestic Violence/

3 Spouse abuse/

4 battered women.tw.

5 (abus$ adj3 partner$).tw.

6 (abus$ adj3 wom#n$).tw.

7 (abus$ adj3 spous$).tw.

8 ((wife or wives) adj3 batter$).tw.
9 ((wife or wives) adj3 abuse$).tw.
10 (violen$ adj3 partner$).tw.

11 (violen$ adj3 spous$).tw.

12 (violen$ adj3 (date or dating)).tw.
13 or/1-12

14 exp child abuse/

15 child$ abus$.tw.

16 (child adj3 abus$ adj3 sex$).ctw.
17 or/14-16

18 13 not 17

19 Women/

20 Females/

21 (woman or women or female$).tw.
22 (adolescen$ or teen$).tw.

23 Adolescent/

24 or/19-23

25 Advocacy.tw.

26 exp Patient Advocacy/

27 exp Consumer Advocacy/

28 mentor$.tw.

29 exp Mentors/

30 exp Cirisis Intervention/

31 Cirisis Intervention.tw.

32 exp Patient Advocacy/

33 exp Consumer Advocacy/

34 exp Counseling/

35 counsel$.tw.

36 Social Work/

37 social work$.tw.

38 exp Risk Assessment/

39 risk assessment.tw.

40 exp Social Welfare/

41 social welfare.tw.

42 Social Support/

43 social support.tw.

44 help seeking.tw.

45 information giving.tw.

46 giving information.tw.

47 (giv$ adj3 information).tw.

48 advice giving.tw.

49 ((give or giving) adj3 advice).tw.
50 Patient Education as Topic/

51 exp Health Education/
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52 patient educat$.tw.
53 health educat$.tw.
54 exp Safety/

55 safety.tw.

56 womens health.tw.
57 Women’s Health/
58 or/25-57

59 18 and 24 and 58
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