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Résumé 

 
Introduction 

 

1 femme sur 3 dans le monde est victime de violences physiques et/ou sexuelles au cours de sa 

vie, le plus souvent infligées par un partenaire intime. La violence conjugale évolue de manière cyclique 

et s'intensifie progressivement si rien n'est fait pour y mettre fin. Les conséquences physiques et men-

tales sont importantes et toutes les catégories sociales sont touchées. Cette étude a pour but d'identi-

fier les interventions existantes pour aider les victimes de violences conjugales dont l'efficacité a 

été évaluée dans le cadre des soins primaires. 
  

Méthode 

 

Une revue systématique des articles publiés entre septembre 2003 et décembre 2023 a été menée 

à partir de 3 bases de données : Medline via Pubmed, PsycInfo, et Central via Cochrane Library. L'équa-

tion de recherche a été élaborée à partir d'une combinaison de quatre critères : le fait d'être une femme 

de plus de 16 ans, avoir été victime de violences conjugales, l'existence d'interventions luttant contre les 

violences conjugales et le contexte des soins primaires. 

 

Résultats 

 

3017 articles ont été sélectionnés par notre équation de recherche, 7 études ont finalement été 

incluses. 6 interventions ont été décrites dont : une intervention brève basée sur le modèle "Psychosocial 

Readiness" (efficacité significative sur la dépression), le protocole "March of Dimes" qui comprend une 

brochure avec un plan de sécurité en 15 points pour augmenter l'adoption de comportements de sécurité 

(efficacité dans la diminution des menaces d'abus), ou une intervention psycho-éducative. Les 4 princi-

paux critères d'évaluation ont été fondés sur des scores cliniques axés sur la santé mentale ou la qualité 

de vie. 

 

Conclusion 

 

Ces résultats mettent en lumière l'utilité d'intégrer dans les soins primaires un repérage de la 

violence conjugale, suivi d'interventions qui peut prendre diverses formes, généralement de courte 

durée. Un modèle inspiré du SBIRT (Screening, Brief Intervention, and Referral to Treatment) dans le 

domaine de l'addictologie pourrait constituer une approche intéressante pour de futures recherches. 

 

 

Mots clés : femmes, violences conjugales, soins primaires, interventions. 
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Abstract 

Introduction 

1 in 3 women worldwide is a victim of physical and/or sexual violence during her lifetime, 

most often inflicted by an intimate partner. Violence between intimate partners evolves cyclically 

and becomes progressively more intense if nothing is done to stop it. The physical and mental 

consequences are significant, and all social categories are affected. This study aims was to iden-

tify available counselling program to help IPV victim whose effectiveness has been evaluated 

in primary care. 

Method  

Systematic review of articles published since September 2003 up to December 2023 sear-

ching through 3 databases: Medline via Pubmed, PsycInfo, and Central via Cochrane Library. 

Research equation elaborated using a combination of four research topics: women patients, intimate 

partner violence, counselling, and primary care setting.  

Results  

3017 articles were selected by our search strategy, 7 studies were finally included. 6 inter-

ventions format was described as brief counselling based on the Psychosocial Readiness Model (si-

gnificant effectiveness on depression), March of Dimes protocol which includes a brochure with a 

15-item safety plan to increase adoption of safety behaviors (efficiency in decreasing threats of 

abuse), or psychoeducational intervention. 4 mains evaluation criteria were founded as clinical 

score focused on mental health or quality of life.  

Conclusion  

These results bring to light the usefulness to integrate in primary care some screening on 

IPV, followed by some counselling intervention which may take various form, usually of short du-

ration. A model inspired by the SBIRT in the addictology field could be an approach for futures in-

vestigations. 

 

Key words: women, intimate partner violences, primary cares, counselling 
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Abreviations 

 

 

CI: Confidence Interval 

GP: General Practitioner 

IPV: Intimate Partner Violence 

MeSH: Medical Subject Headings 

M: Mean 

MD: Mean Difference 

MI: Motivational Interviewing 

PRISMA: Preferred Reporting Items for Systematic Review and Meta-Analysis 

PROSPERO: International Prospective Register of Systematic Reviews 

SBIRT: Screening, Brief Intervention, and Referral to Treatment 

SUD: Substance Use Disorder   
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Introduction: 

 

The World Health Organization defines intimate partner violence as " behaviour within an 

intimate relationship that causes physical, sexual or psychological harm, including acts of physical 

aggression, sexual coercion, psychological abuse and controlling behaviours. This definition covers 

violence by both current and former spouses and partners“ (1). 

  

1 in 3 women worldwide is a victim of physical and/or sexual violence during her lifetime, 

most often inflicted by an intimate partner (2). In Europe, this prevalence is about 22% (3). In 2018 

in France, 87% of the victims of such violence are women and only one victim in five reported 

having filed a complaint (4).  

  

 Violence between intimate partners evolves cyclically and becomes progressively more 

intense if nothing is done to stop it (5). It goes through a succession of phases: tension, violence, 

justification, "honeymoon" and then tension again (6). The main contributing and aggravating 

factors are a young age (20 to 24 years old), pregnancy, professional instability and above all the 

financial dependence of women with no personal income (7,8). In addition to the physical after-

effects, victims may suffer psychological damage in the form of fear, guilt, loss of self-esteem and 

autonomy, isolation and stress (9). Some of these women may not report the violence or may return 

to live with their abuser (10). This may be allowed by a phenomenom described as "coercive 

control" which focuses on the perpetrator's pattern of oppressive and repetitive behavior toward the 

victim, such as deprivation of rights and resources, surveillance, and micro-regulation and control 

of behavior (11). The physical and mental consequences are significant, and all social categories are 

affected (12).  

  

85% of female victims of sexual violence who have sustained physical injuries report a lack 

of medical attention (13). Very few victims received medical attention following their attack, less 

than 5% consulted a doctor or been hospitalized (13). However, the positive impact on the health of 

victims by these professionnels is increasingly being demonstrated internationally (14). They also 

have effective screening tools at their disposal (15). The role of the general practitioner is central in 

detecting such violence, taking the history, noting the injuries, drawing up an initial medical 

certificate and referring the patient (16,17). This is why violence against women was included in the 

training of doctors and midwives in 2013 (18,19). The question of systematic screening is still open 

to debate (20). The World Health Organization does not recommend systematic screening, given the 

lack of improvement in women's health after screening (21), while the US preventive services task 

force, a group of independent, voluntary prevention experts, recommends systematic screening for 

all women of childbearing age, given the few negative effects reported following screening (22). 

 

This debate could be explained by the difficulty to associate a counselling and follow up 

with the screening of IPV victims. This study aim was to identify available counselling program to 

help IPV victim whose effectiveness has been evaluated in primary care. 
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Method: 

 

Search strategy: 

 

Systematic review of articles published since September 2003 up to December 2023 

searching through 3 databases: Medline via Pubmed, PsycInfo, and Central via Cochrane Library.   

Research equation elaborated using a combination with keywords adapted for each database as 

MeSH terms for Pubmed (b).  

Four search terms were included in the search strategy: women patients, intimate partner 

violence, counselling and primary care setting. 

 

Eligibility criteria:  

  

 We included articles on studies with the following characteristics:  

-patients women > 16 years old 

-patients with a history of intimate partner violence by their own confession and after screening by 

doctors or paramedical staff  

Intimate partner violence criteria was accepted here in various ways in the studies: fear of the 

partner in the past months, physical abuse, sexual abuse, emotional abuse and coercive control.  

-screening action with follow-up (educational session, motivational interviewing, counselling for 

relationship and emotional issues) 

-any counseling or intervention 

-primary care settings  

 

 We did not include articles on studies with the following characteristics: 

        -studies about intimate partner violence with screening only  

       -studies based on focused population (pregnant women, homeless people, women's veterans, HIV-positive 

patients, race-based focus group). 

 

  

Studies selection:  

  

Articles were first screened on title, regarding the question of interest. Then, 2 authors independently 

reviewed the abstracts of the remaining studies. If suitability was presumed, full-text articles were collected. 

Double-reading permitted comparison. If disagreements occurred, they were discussed with a third author to 

find a consensus. 

 

 

Data extraction: 

 

For each included study, characteristics were summarized in the table 1: 

-name of the study, publication date and author 

-location and country 

-characteristics of the screening process 

-characteristics of the included population with inclusion and exclusion criteria 

-aim of the study 

-method used 

-psychometrics data: acceptability, feasability and limits 
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For each counselling program, characteristics were summarized in the table 2: 

-type of intervention 

-characteristics of control group 

-duration of the intervention 

-number of sessions 

-follow-up time 

-efficiency criteria 

 

 

 

 
Figure 1. Flowchart of included studies  

 

Protocol and Registration:  

 

 Our systematic review of the literature was registered in PROSPERO: no.   

We followed the recommendations of the PRISMA (23) to write this review. (a) 
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  Results:  

  

 

Study selection:  

  

3017 articles were selected by our search strategy. After duplicates removed, 2879 articles were exam-

ined. After exclusion of 2843 articles on title and abstract and addition of 8 other trials identified by other 

sources, 36 articles were assessed for eligibility by full-text reading. Finally, 7 studies were included (24–30) 

(figure 1). 

 

 

Characteristics of included studies:  

  

In relation to the seven included articles, the number of patients in each trial ranged from 41 to 906. Five 

studies were multicentric studies (26–30).  The majority was carried out in the United States (24,25,28–30). 

Characteristic detailed of each article were summarized in Table 1.  

  

Setting and population:  

Five trials were conducted in medical centers (family planning clinics and primary care public health-

clinics) (24,25,28–30) and 2 in rural and urban doctor's offices (26,27). Three trials involved adolescents (>16 

years old) (26–28).  

  

Characteristics of interventions:  

Type of passation:   

-variety in duration (20-60min)   

-number of sessions: 1 to 6, except for one trial where the number of intervention sessions is open-

ended (25) 

 

Type of intervention: 

 

-brief counselling intervention based on the Psychosocial Readiness Model (26,27)  

-March of Dimes protocol (29) which includes a brochure with a 15-item safety plan to increase adop-

tion of safety behaviors  

-assistance with education and card ressources giving (28) 

-MI (24,30)  

-psychoeducational intervention (25) 

-psychotherapeutic counseling (25) 

  

Four trials only consisted in counseling session(s) (26–29). 

Two trials associated a first personal face-to-face counseling session to three to six phone calls between five 

minutes to one hour duration (24,30). 

One trial associated an individual psychotherapeutic counseling session to a six-week psychoeducational group 

counseling program (25). 
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Table 1. descriptive table of selected studies 
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Table 1. continued 
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Evaluation criteria: 

 

 

Clinical scores focused on mental symptoms: 

 

-mental health: Short-Form Health Survey (SF-12) (26,27), Hospital Anxiety Depression Scale (HADS) 

(26,27,31), Center for Epidemiologic Studies Short Depression Scale (CES-D-10) (24,30) 

-post-traumatic stress disorder: Davidson Trauma Scale (DTS) (24,32), Composite Abuse Scale (26, 27) 

-improvement in self-efficacy: Domestic Violence Coping and Self-Efficacy Scale (DVSA) (30)  

Clinical score focused on quality of life indicators (≥6 in last month): 

“WHO Quality of Life-Bref dimensions” (WHOQOL-Bref), 26 questions measuring 4 domains: physical, men-

tal, environmental and social (like pain and discomfort, medical treatment, energy, sleep, ability to perform 

daily living activities, capacity for work) (26,27). 

Data on prevalence of IPV: 

Differences in the number of threats of abuse, assaults, danger risks for homicide, events of work har-

assment (29). 

Data focused on appropriation of IPV services: 

Use of community resources (29) or awareness of IPV services and reproductive coercion (male part-

ners' verbal pressure to get women pregnant and birth control sabotage like condom manipulation and other ac-

tive interference with contraceptive methods) (28).   

  

Efficiency:  

  

Brief counselling intervention (26,27): 

-effectiveness in reducing symptoms of depression (HADS depression score ≥8: odds ratio 0,3 (0.1-0.7; 

p=0.005) at 12 months  

-lack of efficacity in improving quality of life compared to usual cares (WHOQOL-Bref physical: MD=1.5, 

95% CI -2.9 to 5.9; psychological: MD=-0.2, 95% CI -4.8 to 4.4; social: MD=-1.4, 95% CI -8.2 to 5.4; 

environmental: MD=-0.8, 95% CI -4.0 to 2.5; SF-12: MD=-1.6, 95% CI -5.3 to 2.1) at 24 months 

 

  

The March of Dimes protocol (29):  

Efficiency in decreasing threats of abuse (M= 14.5%; 95% CI 12.6-16.4), assaults (M= 15.5%, 95% CI 

13.5-17.4) and danger risks for homicide (M= 2.6%; 95% CI 2.1-3.0) with significantly more safety behaviors 

from women by 24 months (M= 2.0%; 95% CI 1.6-2.3). 

   

  

Family planning clinic-based intervention (28):  
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Significant reduction of male partners' verbal pressure to get women pregnant and birth control sabotage 

(71% reduction in the odds of pregnancy coercion among participants in intervention clinics compared to 

participants from the control clinics).   

  

Motivational interviewing techniques (24,30): 

 

-in Tameka L. Gillum intervention (a on-site counseling session and six telephone counseling sessions over a 3-

month period) (24), results demonstrated that women who received the clinic-based intervention engaged in 

significantly (p<0,001) more safety-promoting behaviors than did women in the control group 
 

-in Saftlas AF intervention (an initial face-to-face session and three telephone sessions administered 1, 2 and 4-

months postenrollment) (30), it suggests a beneficial effect on reducing depressive symptoms. Intent-to-treat 

analyses of depressive symptoms showed indications of a greater decrease in adjusted mean score for MI versus 

referral women (CES-D-10 score: 4.2 and 2.6; p=0.07) despite a lack of statistical significance at the 5% due to 

a lower than projected sample size 

 

  

Psychoeducational intervention and psychotherapeutic counseling (25) : 

 

Significant (p<0.001) effect of the interventions on survivor change over time, controlling for influenc-

ing factors. The strongest intervention component was participation in PTIC individual counseling (p<0. 001) 

and resource referrals and other services (domestic violence emergency shelter, support group, and informa-

tional session in IPV) (p<0.05). Participation in PEGC group counseling was not significant. 
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Table 2. characteristics of counselling programs 
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Table 2. continued 
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Discussion:  

  

Main results  

  

This systematic review identified and summarized the characteristics and the efficiency of six interven-

tions validated in primary care settings to help women victim of IPV after screening.  

The positive results that stand out the most from the study are the reduction of symptoms of depression 

(26,27,30) and a commitment to better safety-promoting behavior (24,29). Those trials bring to light the useful-

ness to integrate in primary care some screening on IPV, followed by some counselling intervention which may 

take various form, usually of short duration.  

However, the study did not demonstrate a reduction in the number of IPV or an improvement in quality 

of life after intervention.  

  

  

Comparison with the literature 

  

In comparison with literature, the results of our review are consistent compared to general findings of 

some other reviews. A systematic review published in 2003 by C. Nadine Wathen (33) focused on assessing the 

effectiveness of shelter stays in reducing IPV showed that among women who have spent at least 1 night in a 

shelter that there was fair evidence that women receiving a specific program of advocacy and counseling ser-

vices reported a decreased rate of reabuse and an improved quality of life. In a systematic review published in 

2014 by Megan H. Bair-Merritt (34) summarizing primary care-based interventions for patients experiencing 

IPV, most studies demonstrated patient-level benefit subsequent to primary care IPV interventions (framed 

around discussion of cycles of violence, safety-promoting behaviors and referral to local IPV community-based 

resources). Common articles were found between our studies (24,28,29), however our study stands out in its 

quest to evaluate the criteria of intervention efficacy, whereas Megan H. Bair-Merritt's review focuses on the 

search for existing interventions. In a meta-analysis of randomized controlled trials published in 2020 by David 

T Turner (35) examining the efficacy of psychosocial interventions for IPV among women in low and middle-

income countries, psychosocial interventions reduced any form of IPV by 27% at shortest (relative risk 

(RR)=0.73) and 25% at longest (RR=0.75) follow up. Our study differs from that of David T Turner in its de-

sire to seek interventions that are brief and available in primary cares, and in its less restrictive choice of popu-

lation. 

In a randomized controlled trial published in 2014 by Sebastian E. Baumeister (36), a brief intervention, 

the QUIT intervention (37) of brief clinician advice and up to two drug-use health telephone sessions, was 

conducted in federally qualified health centers among adult patients with risky (non-dependent) drug use to 

investigate effects on change in health-related quality of life. The trial found a marginally significant effect on 

improvement in physical health component summary score, and significant and stronger effect on the SF-12 

physical component among patients with greater frequency of initial drug use. Although in a different field 

from IPVs, this trial sharing as common denominator it’s a brief intervention in primary care involving 

motivational interviewing training for caregivers. It also highlights the partial improvement in one of the 

components (in this case, the physical component) of quality of life following this brief intervention. 

Within the limits of what we have found in the literature, it would seem that carrying out an intervention 

has an effect on IPV victims. However, these results are tempered by the difficulty of measuring the effective-

ness of these interventions. This can be partly explained by the complexity of what characterizes a person's 

quality of life, as not only the person's physical health must be taken into account, but also their psychological 

health and social context, as described in Engel G.'s bio-psycho-social model (38). For comparison with the 

above-mentioned studies, cautious interpretation of the results of these studies should be made as the heteroge-

neity and limited availability of randomized control trials demonstrate risk of bias as limitations.  

Creating a scientifically discriminating research protocol is a complex process that is not always 

achievable. In the context of IPV, for example, there are ethical considerations to be taken into account in the 

study, such as the absence of a placebo. In spite of this, the consistency of the results encourages us to work on 

the idea of an intervention after screening for IPV to improve the situation.  

 



26 

 

 

  

Strengths and limitation  

  

We used numerous keywords to create the most comprehensive search equation possible in the three 

main databases. A professional from the university documentation department helped us to design the search 

equations. Despite this, we may have missed some studies that could have been included. However, we believe 

we have limited this by double-blind selection on the basis of the abstract and arbitration by a third party who 

hardly needed to intervene. In addition, each bibliography of full-text articles has been checked to make sure 

we haven't missed out on a potential study to include.  

The notion of “counselling” as search term in the research question was difficult to define. This led us to 

use a wide variety of keywords relating to this criterion in order not to miss out on an intervention related to our 

research question. The reading of each abstract individually, and then the full texts when necessary, enabled us 

to retain only the brief aspect of the intervention. 

There is considerable heterogeneity between studies in terms of interventions, outcome measures and 

data format. In the absence of a reference brief intervention in the field of IPV, the studies in our review each 

have a different control arm and are not comparable with each other. Similarly, the efficacy evaluation criteria 

are variable and differ from one study to another. However, despite this heterogeneity, the results are consistent 

in terms of improvement in depression and adoption of safe behaviors across several studies. 

A possible selection bias is the exclusion from the final selection of certain studies because they had 

been carried out with specific populations (pregnant women, homeless people, women's veterans, HIV-positive 

patients, race-based focus group). 

  

 

 

 

Conclusion 

  

Perspectives  

  

This systematic review does not allow to conclude on the effectiveness of counselling programs in re-

ducing IPV in primary care. However, these studies through interventions are encouraging in terms of the bene-

ficial effects on the health of the women concerned by acquiring safety behaviors and reducing depressive 

symptoms. IPV victims and people with a SUD share similarities: fear of talking, guilt, state of influence, pri-

vacy area domain, stigmatization. In the field of addictology, the SBIRT protocol has demonstrated its effec-

tiveness on individual health in the short term in people with substance use disorders and is the subject of rec-

ommendations for primary care practice (39,40). Brief Intervention, lasting from 5 to 30 minutes spread over 

one to four sessions (38), differs from motivational interviewing in that the patient is given explicit advice, in 

contrast to motivational interviewing where the patient has to work out for himself why and how to change his 

behavior (c). A SBIRT protocol adapted for IPV victims could be help women to quite a toxic relationship.  

 

In a recent qualitative study, a mirror-effect mechanism was described as a key-opportunity to help IPV 

victim (41). When the mechanism of the cycle of violence and the role of coercive control and its consequences 

in IPV are explained to the woman victim, the woman identifies with it, and this reminds her of her own situa-

tion as a victim, helping to combat ambivalence and reinforce awareness, leading to a more positive approach 

to ending IPV. To date, no brief intervention has been devised that incorporates the use of this mirror-effect in 

the management of IPV. It would be interesting to create a brief intervention based on the mirror effect, and 

then evaluate its effectiveness on criterias such as quality of life or reduction in IPV. 
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(a) PRISMA Checklist 
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 (b) Search equations:   

   

PubMed:   

(("adult"[Mesh] or "person"[Mesh] or "woman"[Mesh] or "spouse"[Mesh] or "crime victim"[Mesh] or "vulner-

able population"[Mesh] or "patient"[Mesh] or "survivor"[Mesh] or "battered woman"[Mesh] or "domestic part-

ner" or "wife" or "ex-partner" or "married person" or "spousal notification" or "vulnerable population" or "un-

derserved population" or "underserved patient" or "disadvantaged population" or "sensitive population group" 

or "crime victim" or "victimization" or "abused woman" or "adult" or "person" or "woman" or "spouse" or 

"crime victim" or "vulnerable population" or "patient" or "survivor" or "battered women")  and ("intimate part-

ner violence"[Mesh] or "domestic violence"[Mesh] or "spouse abuse"[Mesh] or "physical abuse"[Mesh] or "sex 

offense"[Mesh] or "emotional abuse"[Mesh] or "behavior control"[Mesh] or "aggression"[Mesh] or "family 

conflict"[Mesh] or "sexism"[Mesh] or "prejudice"[Mesh] or "combined abuse" or "coercive control" or "inti-

mate partner violence" or "domestic violence" or "spouse abuse" or "physical abuse" or "sex offenses" or "emo-

tional abuse" or "behavior control" or "aggression" or "family conflict" or "sexism" or "prejudice") and ("crisis 

intervention"[Mesh] or "brief psychotherapy"[Mesh] or "psychosocial intervention"[Mesh] or "counsel-

ing"[Mesh] or "motivational interviewing"[Mesh] or "directive counseling"[Mesh] or "brief advice" or "brief 

intervention" or "screening and brief intervention" or "brief treatment" or "solution focused brief therapy" or 

"short-term psychotherapy" or "early medical intervention" or "crisis intervention" or "brief psychotherapy" or 

"psychosocial intervention" or "counseling" or "motivational interviewing" or "directive counseling"))   

   

Psycinfo and Chochrane library:   

(("adult" OR "person" OR "woman" OR "spouse" OR "crime victim" OR "vulnerable population" OR "patient" 

OR "survivor" OR "battered woman" OR "domestic partner" OR "wife" OR "ex-partner" OR "married person" 

OR "spousal notification" OR "vulnerable population" OR "underserved population" OR "underserved patient" 

OR "disadvantaged population" OR "sensitive population group" OR "crime victim" OR "victimization" OR 

"abused woman") AND ("intimate partner violence" OR "domestic violence" OR "spouse abuse" OR "physical 

abuse" OR "sex offense" OR "emotional abuse" OR "behavior control" OR "aggression" OR "family conflict" 

OR "sexism" OR "prejudice" OR "combined abuse" OR "coercive control") AND ("crisis intervention" OR 

"brief psychotherapy" OR "psychosocial intervention" OR "counseling" OR "motivational interviewing" OR 

"directive counseling" OR "brief advice" OR "brief intervention" OR "screening and brief intervention" OR 

"brief treatment" OR "solution focused brief therapy" OR "short-term psychotherapy" OR "early medical inter-

vention")) 
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(c) Effectiveness criteria for WR Miller's brief intervention to reduce alcohol consumption:   

   

FRAMES: (acronym):  

Feedback: providing patients with information on the frequency and quantity of their alcohol consumption   

Responsability: the responsibility for changing behaviour lies exclusively with the patient, not the therapist   

Advice: moderation advice is clearly given to the patient   

Menu: the patient is given a choice or menu, offering various options relating to the quantity, timing and pace 

of alcohol consumption   

Empathy: the therapist shows empathy, avoids condescension and value judgments, and values the patient's ef-

forts and achievements   

Self-efficacity: the therapist seeks to strengthen the patient's personal resources in favour of change 
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Résumé : 
Introduction : 1 femme sur 3 dans le monde est victime de violences physiques et/ou sexuelles au cours de sa vie, le 

plus souvent infligées par un partenaire intime. La violence conjugale évolue de manière cyclique et s'intensifie pro-

gressivement si rien n'est fait pour y mettre fin. Les conséquences physiques et mentales sont importantes et toutes 

les catégories sociales sont touchées. Cette étude a pour but d'identifier les interventions existantes pour aider 

les victimes de violences conjugales dont l'efficacité a été évaluée dans le cadre des soins primaires. 
  

Méthode : une revue systématique des articles publiés entre septembre 2003 et décembre 2023 a été menée à partir 

de 3 bases de données : Medline via Pubmed, PsycInfo, et Central via Cochrane Library. L'équation de recherche a 

été élaborée à partir d'une combinaison de quatre critères : le fait d'être une femme de plus de 16 ans, avoir été vic-

time de violences conjugales, l'existence d'interventions luttant contre les violences conjugales et le contexte des 

soins primaires. 

 

Résultats : 3017 articles ont été sélectionnés par notre équation de recherche, 7 études ont finalement été incluses. 6 

interventions ont été décrites dont : une intervention brève basée sur le modèle "Psychosocial Readiness" (efficacité 

significative sur la dépression), le protocole "March of Dimes" qui comprend une brochure avec un plan de sécurité 

en 15 points pour augmenter l'adoption de comportements de sécurité (efficacité dans la diminution des menaces 

d'abus), ou une intervention psycho-éducative. Les 4 principaux critères d'évaluation ont été fondés sur des scores 

cliniques axés sur la santé mentale ou la qualité de vie. 

 

Conclusion : ces résultats mettent en lumière l'utilité d'intégrer dans les soins primaires un repérage de la violence 

conjugale, suivi d'interventions qui peut prendre diverses formes, généralement de courte durée. Un modèle inspiré 

du SBIRT (Screening, Brief Intervention, and Referral to Treatment) dans le domaine de l'addictologie pourrait 

constituer une approche intéressante pour de futures recherches. 

 

Mots clés : femmes, violences conjugales, soins primaires, interventions. 
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