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Abstract

Background: Multi-sectoral, integrated interventions have long been recommended for addressing mental health
and its social determinants (e.g., gender-based violence) in settings of ongoing adversity. We developed an
integrated health and protection intervention to reduce psychological distress and intimate partner violence (IPV),
and tested its delivery by lay facilitators in a low-resource refugee setting.

Methods: Formative research to develop the intervention consisted of a structured desk review, consultation with
experts and local stakeholders (refugee incentive workers, representatives of humanitarian agencies, and clinical
experts), and qualitative interviews (40 free list interviews with refugees, 15 key informant interviews). Given existing
efforts by humanitarian agencies to prevent gender-based violence in this particular refugee camp, including with
(potential) perpetrators, we focused on a complementary effort to develop an integrated intervention with
potential to reduce IPV and associated mental health impacts with female IPV survivors. We enrolled Congolese
refugee women with elevated psychological distress and past-year histories of IPV (n = 60) who received the
intervention delivered by trained and supervised lay refugee facilitators. Relevance, feasibility and acceptability of
the intervention were evaluated through quantitative and qualitative interviews with participants. We assessed
instrument test-retest reliability (n = 24), inter-rater reliability (n =5 interviews), internal consistency, and construct
validity (n=60).

Results: We designed an 8-session intervention, termed Nguvu (‘'strength’), incorporating brief Cognitive Processing
Therapy (focused on helping clients obtaining skills to overcome negative thoughts and self-perceptions and gain
control over the impact these have on their lives) and Advocacy Counseling (focused on increasing autonomy,
empowerment and strengthening linkages to community supports). On average, participants attended two-thirds
of the sessions. In qualitative interviews, participants recommended adaptations to specific intervention components
and provided recommendations regarding coordination, retention, safety concerns and intervention participation
incentives. Analysis of the performance of outcome instruments overall revealed acceptable reliability and validity.
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Conclusions: We found it feasible to develop and implement an integrated, multi-sectoral mental health and [PV
intervention in a refugee camp setting. Implementation challenges were identified and may be informative for future
implementation and evaluation of multi-sectoral strategies for populations facing ongoing adversity.
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Background

Refugees may experience a range of adversities, occurring
in the period preceding displacement, during displace-
ment, and in the post-migration environment [1, 2].
Stressors can include both past and present potentially
traumatic events (PTEs) (e.g., gender-based violence per-
petrated by fighting forces; abduction; torture; disappear-
ance of family members) as well as ongoing stressors (e.g.,
poverty, intimate partner and other forms of violence in
refugee camps, lack of access to health care, post-migra-
tion living difficulties) [2-5].

Although many individuals display remarkable resili-
ence, a sizeable proportion of refugees experience
psychological distress that impairs daily functioning, for
example symptoms associated with disorders related to
stress, mood, anxiety, and somatoform disorders [6, 7].
When mental health problems occur at a time when
refugees are confronted with ongoing social adversity,
mental health concerns are typically associated with a
worse prognosis for a variety of health and social out-
comes [8-12]. Cultural norms and gender inequality
may exacerbate the impact that these stressors have on
psychosocial wellbeing, interpersonal relationships and
violence, and coping strategies. This becomes particu-
larly apparent in traditional patriarchal societies where
conflict-related traumatic events and displacement may
precipitate rapidly changing gender roles through finan-
cial instability, conflict-related violence, loss of identity,
and other mechanisms [13].

Social adversity and mental health may be linked in
vicious cycles. Epidemiologic evidence suggests that
challenges in meeting basic needs, protection, liveli-
hoods, and limited access to education and other social
services are related to psychological distress in refugee
populations and are both risk factors and consequences
of mental health concerns [14—16]. Intimate partner vio-
lence (IPV) is a well-documented risk factor for mental
health difficulties, including post-traumatic stress,
depression and anxiety symptoms [17, 18]. Moreover,
mental health concerns as a result of IPV (or other
forms of gender-based violence) may in turn be a risk
factor for (further) IPV, for example, because self-blame
or low self-esteem as a result of violence victimization

makes it more challenging to act from a position of
strength, especially in contexts of systematic gender-
based inequities.

Intimate partner violence and refugee mental health

The prevalence of IPV in refugees is high, much higher
than rates of sexual violence perpetrated outside of the
household [19], and is associated with increased risk of
mental health sequelae in refugee settings where women
often lack options and resources to address these prob-
lems and improve their safety [5]. Longitudinal studies
have consistently found an association between IPV and
the occurrence of depressive symptoms and suicide
attempts for women [20-22]. Population-based studies
examining the temporality of this relationship have
found the onset of mental disorder closely follows expe-
riences of gender-based violence across the lifespan [23].
Moreover, systematic reviews suggest that depressive
symptoms are associated with the incidence of IPV in
women [20]. For example, longitudinal studies have
found that symptoms of depression and post-traumatic
stress disorder are associated with presence, severity and
intensity of IPV at later time points [22, 24, 25]. Treat-
ment of post-traumatic stress disorder (PTSD) and
depression has also been found to reduce rates of IPV
revictimization in non-refugees [26]. Treatment of
depression in low- and middle-income countries has
shown some promising short-term benefits in reducing
IPV, but too few mental health treatment studies have
been conducted to understand potential impacts in such
settings [27].

Although future research is critical to detail the exact
mechanisms, the current literature suggests that symp-
toms of common mental disorder may confer risk for
IPV (re-)victimization. Addressing psychological distress
may thus be one of multiple important targets for the re-
duction of IPV, particularly for women in refugee camps
and other low resource settings with sufficient resources
for women to protect against re-victimization. There is
limited empirical research characterizing the exact
mechanism underlying the bidirectional association be-
tween mental health and IPV [28]. Hypotheses regarding
the mechanisms underlying this relationship include the
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role of mental health problems in partner selection,
maintaining abusive relationships or compromising one’s
assessment of IPV risk [22]. It is possible that the coer-
cive and controlling behaviors that are characteristics of
IPV are employed when women are least equipped to
protect themselves, including when women experience
psychological distress related to the abuse. Psychological
distress, for example ongoing high levels of anxiety, may
also make it more difficult for women to deploy safety-
planning behaviors that could further protect them from
IPV. Conversely, addressing the mental health impacts of
IPV may assist in efforts to reduce IPV (re)victimization.
Regardless of the exact mechanism by which IPV and
mental health problems are related, it is important to sup-
port women given the pronounced suffering and func-
tional impairment associated with poor mental health in
women affected by IPV [29].

Development of integrated, multi-sectoral interventions
in refugee settings

Previous efforts to integrate survivor-focused IPV pre-
vention and mental health treatment interventions have
primarily been implemented and evaluated in high-in-
come countries and have focused largely on addressing
IPV and co-occurring substance use and post-traumatic
stress symptoms or have largely focused on PTSD and
depression [30-37]. These integrated interventions
combined elements of safety planning and advocacy,
psychoeducation, mindfulness techniques, and cognitive-
behavioral therapy delivered through group and/or indi-
vidual therapy sessions administered by trained health-
care professionals [30-37]. In refugee settings, IPV
interventions typically fall within the mandate of protec-
tion programming, while mental health services are
generally provided by healthcare agencies, with these in-
terventions often provided in isolation. Such unilateral
approaches may not address IPV and mental health in
ways that lead to lasting change. Humanitarian protec-
tion agencies that lack trained personnel, referral options
or psychosocial programming may not have the capacity
to mitigate the psychological consequences of violence
(e.g., reduced self-esteem, hopelessness, self-blame) that
may confer risk for further abuse. For mental health
agencies, reducing psychological distress in the absence
of efforts to prevent IPV, a major risk factor for psycho-
logical distress, may undermine the potential for
sustained psychological benefits for women who remain
at risk for ongoing violence [38, 39]. Therefore, an inte-
grated multi-sectoral strategy that incorporates interven-
tion elements to address both IPV and mental health
may operate synergistically and enhance the magnitude
and longevity of intervention impacts on both health
and protection outcomes [40]. Additionally, integrating
health and protection services for IPV survivors may
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increase the efficiency of service delivery by improving
the allocation of trained providers and reducing the need
for referrals to other sectors. This approach challenges
the assumption that it would be impossible to treat men-
tal health problems and reduce risks relating to IPV if
women choose to remain in relationships instead of
being relocated to safe spaces or using other physical
separation strategies. These approaches to improve men-
tal health and agency of women who have been sub-
jected to IPV need to be complemented with other
strategies including primary prevention (e.g., to address
the unequal position of women in relationships and in
society and to change the norms about acceptability of
using violence in interpersonal conflicts) and actions to
increase access for IPV survivors to legal, police, housing
and financial services [41, 42].

When exploring the potential impacts of integrated
IPV and mental health interventions, it is imperative to
consider other relevant contributors and correlates of
IPV at the family-, community- and socio-cultural levels
[43]. Integrated interventions targeting risk factors for
IPV, must be aware of unintended consequences, such
as victim-blaming, that may arise by focusing on vulner-
abilities in IPV-exposed women, rather than on the vio-
lent perpetrator and on structural factors that promote
violence such as gender inequality. Furthermore, threats
to women’s safety in situations where their partners are
aware that the services they are receiving are related to
IPV and its risk factors must also be carefully monitored
and prevented. A multi-sectoral intervention focused on
reducing individual-level risk factors should be imple-
mented alongside prevention and protection program-
ming addressing other determinants of IPV (e.g,
interventions for male partners, community-based inter-
ventions addressing gender norms). Situating an inte-
grated individual-level intervention within a larger
multilevel strategy aiming to modify the family-,
community- and socio-cultural risk factors may reduce
the likelihood of unintentionally placing the burden of
responsibility on the survivor and instead recognizing
the complex relationships between risk factors and
correlates that exist across levels.

Study objectives

Given that social determinants and mental health are
likely interlinked in bi-directional ways, the development
of integrated, multi-sectoral interventions that can ad-
dress both social determinants and mental health at the
same time is critical [44]. Although multi-sectoral inter-
ventions have been continuously called for since the
Alma Ata declaration [45, 46], including in guidance
documents relevant to conflict-affected refugees [47],
relatively little research has been invested in developing
and evaluating integrated, multi-sectoral interventions
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with refugee populations [48, 49]. Developing, imple-
menting and evaluating multi-sectoral (e.g., protection-
and health-sector based) interventions for IPV survivors
aligns with the research priorities and recommendations
of international experts, health and protection agencies,
and funders working in humanitarian settings [50—54].
We aimed to develop a multi-sectoral integrated inter-
vention for psychological distress and IPV, meaning that
we introduced a program that combined mental health
treatment and IPV prevention intervention components
(i.e., integrated) into the protection sector. The multi-
sectoral nature of this intervention refers to 1) the inclu-
sion of health priorities, which is usually as seen as out-
side the scope of protection work, 2) the incorporation
of lay personnel trained in both protection and mental
health, and 3) coordination with the formal health sector
for specific functions such as referral of severe mental
health problems and other health concerns. In this
paper, we describe formative research aimed at develop-
ing a multi-sectoral intervention that integrates a focus
on psychological distress and intimate partner violence
for refugees in low-resource contexts. More specifically,
the objectives of this study were to: (1) conduct forma-
tive research to inform the design of a multi-sectoral,
integrated survivor-focused mental health treatment and
secondary IPV prevention intervention; (2) examine the
relevance, acceptability and feasibility of the intervention
procedures in a treatment cohort; and (3) prepare and
evaluate the outcome assessment tools and research pro-
cedures, with Congolese refugee women in Tanzania.

Methods

Study setting

This study was conducted in Nyarugusu refugee camp in
northwestern Tanzania. At the time the study started,
there were over 60,000 Congolese refugees, primarily
from the eastern regions of the Democratic Republic of
the Congo (DRC) who fled as a result of decades of war
[55]. Women and refugees from North and South Kivu
in the eastern DRC have experienced widespread gen-
der-based violence [56]. IPV is the most prevalent form
of gender-based violence among Congolese refugees liv-
ing in Nyarugusu camp and continues to be one of the
greatest protection priorities [57].

The study was implemented in four phases: (1) interven-
tion design; (2) training of facilitators; (3) testing the deliv-
ery of the intervention using a treatment cohort; and (4)
developing and testing the research tools and procedures.
An overview of the flow of research activities is provided
in Fig. 1. An overview of the specific indicators and data
sources used to evaluate relevance, acceptability, and feasi-
bility of implementation of the intervention and research
protocols is provided in Table 1.
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Phase 1: intervention design

Procedures

The intervention was designed by integrating information
on the needs of the target population and the relevance of
potential intervention components produced by: (1) a desk
review; (2) study site visit; (3) formative qualitative re-
search; and (4) expert consultation. The desk review
followed methods recommended for humanitarian settings
[58, 59] and aimed to summarize existing empirical studies
(qualitative and quantitative) and reports on mental health
in the context of gender-based violence among eastern
Congolese women, with a focus on Congolese refugees in
Nyarugusu. We searched for relevant literature in four
academic databases (Cochrane Database of Systematic
Reviews, Pubmed, PsycINFO and PILOTS) as well as web-
sites and databases with unpublished literature (ReliefWeb,
MHPSS.net, Alnap, Refworld, and other sources) using
search terms pertaining to the population of interest, gen-
eral context, humanitarian context, mental health and gen-
der-based  violence. We also included articles
recommended by experts [60]. In conjunction with the
desk review of existing literature, two team members (WT,
SL) conducted an initial site visit in Nyarugusu refugee
camp to engage with local stakeholders and discuss feasi-
bility of implementing an integrated intervention in this
setting in partnership with relevant existing agencies
(United Nations High Commissioner for Refugees [UNHC
R], Tanzania Red Cross Society, International Rescue
Committee).

Following the desk review and preliminary site visit,
we conducted a rapid qualitative study with local refu-
gees who were working with humanitarian agencies (i.e.,
refugee incentive workers) working on projects relating
to mental health and/or gender-based violence in Nyaru-
gusu refugee camp. This formative research included 40
free list and 15 in-depth key informant interviews with
refugee incentive workers. The objective was to assess
their perspective regarding the most common psycho-
logical problems experienced by refugees, which groups
were most affected by these problems, and what types of
services and supports were available. After the free list
interviews were completed, the problems were ranked
with regard to frequency and saliency. In the key inform-
ant interviews, specific attention was given to the per-
ceived causes, symptoms and appropriate strategies to
address the three most salient problems.

We formed a team of international and national ex-
perts in the fields of refugee mental health and violence
protection, to evaluate and select existing evidence-based
intervention components based on the results of the
desk review, prior systematic reviews [61, 62], the site
visit and formative research. We prioritized intervention
components that had been previously tested and found
to be effective in similar populations or settings (e.g.,
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Phase 1: Intervention Development Phase 2: Training

Desk review

Dates:
March-April 2016 (9 days)

Site visit

Phase 3: Treatment cohort Phase 4: Testing Research Procedures

Quantative evaluation of interview

Implementation stud:
P Y measures and procedures

5 Nguvu groups
12 participants per group (n=60

total) Reliability: Inter-rater (n=5), Test-

retest (n=24), Internal consistency

June 2016 (2 days)

Formative research December 2016 (4.5 days)

(40 free list interviews, 15 key
informant interviews)

Expert consultation

(n=60)
Validity: Construct (n=60)

Qualitative exit interviews (n=17)

Qualitative exit interviews (n=17)

Fig. 1 Phases of Nguvu intervention development

Congolese women affected by gender-based violence).
Intervention components were selected in consultation
with these local and international stakeholders based on
their relevance, acceptability, and feasibility for imple-
mentation in the local refugee context. The expert team
was regularly consulted on developing the intervention
manual. Tanzanian personnel with training in mental
health completed the initial translation of the manual
into Swahili, which was revised as needed throughout
the training process by facilitators who were familiar
with the local dialect.

Phase 2: training intervention facilitators

Participants and sampling

To enhance feasibility and sustainability of the interven-
tion, we followed a task-shifting model [63, 64]. In col-
laboration with our implementing partners, we identified
ten local refugee incentive workers who spoke the local
Swahili dialect and had experience with gender-based
violence programs in Nyarugusu refugee camp to be
trained as intervention facilitators. Trainers consisted of
a clinical psychologist with expertise in trauma-informed
psychological interventions (AJ) and a medical anthro-
pologist with expertise in community psychiatric nursing
and gender-based violence (MT).

Procedures

Intervention trainers (AJ, MT) delivered 9 days of train-
ing to lay facilitators, which combined training in basic
counseling skills, review of the intervention manual con-
sisting of elements of Cognitive Processing Therapy and
Advocacy counseling, practice-based role plays and feed-
back, and self-care strategies (e.g., developing personal
self-protection plans). Training primarily occurred
through brief didactic sessions in English and facilitated
by a Swahili translator with clinical experience followed
by role-plays to practice delivering the intervention and
receive feedback from trainers and peers. This prelimin-
ary training (March—April, 2016, 9 days) was supple-
mented by two refresher trainings, which were led by
mental health professionals (JKKM, SL, TN) in Swahili
(June 2016, 2days; December 2016, 4.5 days). Supervi-
sion of sessions provided to participants enrolled in the
treatment cohort (see Phase 3) was conducted by phone
and intermittent field visits by a clinical supervisor (TN).
The clinical supervisor observed sessions and provided
feedback to facilitators through group supervision
meetings. Facilitators also discussed challenges they were
experiencing during these meetings with the clinical
supervisor and solutions were discussed amongst the
group. Furthermore, if facilitators identified challenging
areas of the intervention manual that were difficult for

Table 1 Overview of indicators and data sources used to evaluate implementation of the Nguvu intervention and research

protocols

Intervention Protocol

Research Protocol

Relevance
Data sources: Desk review, formative qualitative research

Acceptability

Data sources: Intervention attendance records, qualitative exit interviews

Feasibility Indicators: Facilitator fidelity and competency

Data sources: Training and supervision notes and feedback

Indicators: prioritization and burden of problems in Nyarugusu

Indicators: Participant retention, perceived benefits and challenges

Indicators: Construct and convergent validity of instruments
Data sources: Psychometric evaluation of outcome measures
Indicators: Ethical considerations and safety

Data sources: Adverse events, qualitative exit interviews
Indicators: Reliability of instruments

Data sources: Psychometric evaluation of outcome measures
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them to deliver or for participants to understand, these
were noted, discussed with the supervisor and brought
to study investigators for discussion regarding whether
adaptations should be made to the manual. Study inves-
tigators encouraged the facilitators to provide potential
solutions and recommendations to the challenges they
faced in order to inform adaptations to the manual and
intervention procedures.

Phase 3: treatment cohort to test the delivery of the
intervention

Participants and sampling

To evaluate the implementation of an integrated IPV
and mental health intervention, we enrolled a cohort of
60 participants to participate in the intervention. The
study sample consisted of adult (18+ years) female Con-
golese refugees living in Nyarugusu refugee camp who
had been in an intimate relationship in the last 12
months and reported past-year physical or sexual I[PV
and elevated symptoms of psychological distress. We did
not place restrictions regarding whether the woman was
currently in the relationship and/or living with their
most recent partner. Screening of past-year physical or
sexual IPV was conducted using the Abuse Assessment
Screen (AAS) [65]. Psychological distress was operation-
alized as reporting an average score of 1.75 or greater on
the 25-item Hopkins Symptom Checklist (HSCL-25)
[66—68], which measures symptoms of anxiety or de-
pression, or an average score of 1.0 or greater on the 16-
item Harvard Trauma Questionnaire (HTQ) [69, 70],
which measures symptoms of post-traumatic stress.
These cutoffs were based on prior research with Congolese
women for whom these average scores were found to indi-
cate significant psychological distress [71]. We excluded
women with observable signs of severe psychiatric disorder
that would impede participation in sessions or were identi-
fied to be at imminent risk of suicide through screening
procedures. A suicide risk assessment was conducted to
evaluate imminent risk of suicide if participants reported
thoughts of ending their life during the past 2 weeks, which
was an item included on the mental health assessment tools
completed by all participants. Participants were recruited
through local women’s groups that were led by refugees in
villages within one zone in the camp. A research assistant
presented this study to members of the women’s group as a
women’s health and wellbeing program to avoid women in-
terested in participating in the study being identified as IPV
survivors.

Procedures and ethics

All participants provided oral consent for screening and,
if eligible, written consent to participate in the baseline
interview and Nguvu intervention. The baseline inter-
view was intended to complement the information
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gathered during screening and included additional mea-
sures of demographic characteristics, IPV, functional im-
pairment, trauma history and major life events, social
capital, safety planning/behavior, coping strategies and
service utilization. All study procedures were reviewed
and approved by the Johns Hopkins Institutional Review
Board (USA), Muhimbili University of Health and Allied
Sciences Institutional Review Board (Tanzania), and the
National Institute for Medical Research (Tanzania).
Eligible participants who consented to participate and
completed the baseline interview were assigned to a
Nguvu intervention group. Intervention sessions lasted
approximately 2 h each and were scheduled to occur
weekly over an eight-week period, which was considered
a reasonable duration for this type of intervention in the
study setting. After completion of the intervention, a
subset of participants representing high attenders (i.e.,
6-8 sessions) and low attenders (i.e., 0—3 sessions) were
selected to participate in qualitative semi-structured
interviews to examine the relevance and acceptability of
the Nguvu intervention (n = 17).

The exit interviews asked questions about safety, bene-
fits, and challenges of the Nguvu intervention. Partici-
pants were asked to respond to questions about the
utility of specific components of the Nguvu intervention
on 4-point Likert scales ranging from “not helpful” to
“extremely helpful”. All other questions were open
ended and designed to elicit qualitative responses.

Similar to the recruitment process, we avoided publicly
labeling Nguvu as an IPV program to preserve confidential-
ity and promote safety of women participating in the
intervention. Questions about safety were integral to the
assessments and remained a focus of the intervention ses-
sions. Safety resources available in the camp were discussed
with all participants during the first intervention session.
Any adverse events were reported to study investigators
and evaluated by a Data and Safety Monitoring Board.

Analysis

Descriptive statistics of the age, ethnicity, marital status
and family composition were calculated to characterize the
overall treatment cohort sample (1 = 60). The feasibility of
implementation was further examined using attendance as
a quantitative indicator of retention. Participant responses
to exit interview questions were reviewed by two re-
searchers who participated in the training and implemen-
tation of the treatment cohort. Responses to open-ended
questions were summarized using thematic analysis.

Phase 4: developing and testing assessment tools and
research procedures

Participants and sampling

All participants recruited for the treatment cohort were
included in our evaluation of outcome assessment tools
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and research procedures. Similarly, the high and low
attenders selected for the qualitative exit interviews also
responded to questions regarding research procedures
during the interviews.

Instruments

The primary and secondary outcomes were psycho-
logical distress (primary), IPV (primary) and functional
impairment (secondary). In addition to screening for
IPV and mental health problems using the AAS, HSCL-
25 and HTQ, the baseline interview included the assess-
ment of IPV using an adapted version of the Conflict
Tactics Scale [72, 73]; trauma history using the Harvard
Trauma Questionnaire [69]; IPV safety planning using
the Safety-Promoting Behavior Checklist [74]; and mea-
sures developed in the eastern DRC to assess functional
impairment, major life events, coping and service use,
and social capital [71].

Procedures

All treatment cohort participants (n = 60) completed a
screening and baseline interview. A subset (n =24) of
eligible participants repeated the screening and base-
line interview approximately 1 week after the initial
baseline interview in order to examine test-retest
reliability. All interviews were conducted by trained
research assistants who were also members of the
community, most of whom had prior experience in
data collection. During interviewer training, inter-rater
reliability was evaluated through all interviewers’
observing and independently recording responses
from five interviews.

Statistical analysis

To assess the relevance of the outcome measures, we
evaluated convergent validity using baseline data from
all 60 participants included in the treatment cohort. We
examined convergent validity between all total and sub-
scale scores for primary and secondary outcomes using
Spearman rank order correlations. To assess acceptabil-
ity of the research procedures we used data from the
subset of high and low intervention attenders who par-
ticipated in the qualitative exit interviews after the inter-
vention had been delivered (n=17). Any themes that
emerged relating to the research procedures during the
coding and thematic analysis process were examined as
potential explanations of acceptability, particularly as
they related to safety and ethics. Feasibility of the
research procedures was assessed using indicators of
instrument reliability, which reported on the ability of
our measurement tools and methods to consistently
assess our primary outcomes across time, items and
interviewers. More specifically, test-retest reliability (r)
examined the consistency in measurement reported
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by the same participant (n =24) in interviews sched-
uled to take place 1 week apart. Inter-rater reliability
(measured using the intra-class correlation coefficient,
ICC) examined consistency in measurement between
interviewers observing the same five interviews. Lastly,
internal consistency (Cronbach’s «) examined the
homogeneity of items within each scale using data
from all 60 participants.

Results

Phase 1: intervention design

Desk review and site visit

Findings from the desk review [60] and consultations
with stakeholders during the site visit consistently re-
ported that gender-based violence, particularly IPV, was
prevalent among Congolese women from the eastern
DRC, including refugees who were displaced from this
region. Symptoms of depression, anxiety and post-trau-
matic stress were reported to be common among
Congolese women who had experienced IPV, but very
few interventions have been evaluated to address mental
health and IPV in this population [60]. The lack of and
need for interventions addressing psychological distress
in the context of IPV in Nyarugusu refugee camp was
reaffirmed in discussions with representatives from
UNHCR, the Tanzania Red Cross, International Rescue
Committee, as well as refugee incentive workers.
Because of the active implementation of programs aimed
at primary prevention of gender-based violence in the
camp, including with (potential) perpetrators, we de-
cided to focus our efforts on developing an intervention
aimed at addressing IPV and mental health with female
survivors.

Free listing and key informant interviews

Free listing interviews (n=40) with refugees who had
experience working with humanitarian agencies in
Nyarugusu reported that the three most salient problems
affecting women who had experienced IPV translated to
stress (msongo wa mawazo, literally too many thoughts),
sadness (huzuni) and fear (hofu). Descriptions of these
problems provided in the 15 in-depth key informant in-
terviews were broadly consistent with symptoms of
common mental disorders (depression, anxiety, and
posttraumatic stress) (see Table 2). In addition to
women affected by IPV, key informants reported that
these psychological problems also commonly affected
married and widowed women. The most frequently re-
ported causes were IPV, abandonment, isolation, di-
vorce, infertility and husbands not fulfilling their
responsibilities. Counseling and strengthening social
support networks were most frequently recommended
for management of all three identified problems.
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Table 2 Results of free listing and key informant interviews investigating priority problems for women in Nyarugusu

Msongo wa mawazo (Stress) Huzuni (Sadness) Hofu (Fear)
Descriptors Silence, unhappiness, preferring to be alone  Crying, silence, aggressiveness Preferring to be alone, worrying,

Commonly Affected Groups  Widows, married women, women affected
by IPV, women who have been abandoned
by partner

Causes IPV, abandonment, divorce, when husbands
do not fulfill their responsibilities

Management Counseling, helping her with responsibilities,
introduce her to other activities and social
groups, comfort her, provide support, direct
her to legal organizations

feeling shocked, trembling or
worrying when she sees
her husband

Women affected by IPV, married Married women, women affected
women, women with infertility by IPV, widows, single mothers,
women living with her partner

IPV, abandonment, infertility IPV, isolation

Counseling, introduce her to Counseling, introduce her to other
other activities and social groups,  activities or social groups, comfort
comfort her her, develop a friendship

Selection of components

The preceding desk review, initial site visit, and forma-
tive research in our interpretation indicated the need for
a mental health intervention for IPV survivors that could
target psychological distress broadly. We were interested
in identifying an evidence-based intervention that could
address psychological distress and combine this with
activities focused on reducing risk for IPV more directly.

With regard to selection of a mental health interven-
tion, cognitive processing therapy (CPT) was the only
rigorously evaluated psychological intervention tested
with adult gender-based violence survivors in the con-
text of armed conflict in a low-resource setting, accord-
ing to the most recent systematic review at the time of
writing [62]. CPT was developed to treat mental health
sequelae in survivors of sexual violence [75]. CPT is an
evidence-based skills-based intervention that equips in-
dividuals with strategies to manage distressing thoughts
that lead to psychological distress [76]. More specifically,
individuals are taught to challenge trauma-related
thoughts, such as self-blame and cognitive distortions,
using cognitive restructuring techniques to reduce symp-
toms of psychological distress [77]. CPT delivered by
paraprofessionals was adapted and evaluated in Congo-
lese survivors of gender-based violence in the eastern
DRC, a region with some of the highest documented
rates of gender-based violence globally [78], and was
found to be associated with significant reductions in
depression, anxiety, post-traumatic stress and functional
impairment [71] — and was therefore a good fit for a
broad focus on psychological distress. In addition,
secondary analyses of this trial found that the interven-
tion increased structural social capital [79], fitting with
the stakeholder-recommended focus on strengthening
social support networks.

To enhance feasibility in a low-resource, dynamic refu-
gee setting, we selected a 6-session protocol of the CPT
intervention [80, 81] as opposed to the 12-session CPT
intervention evaluated in the DRC. Previous evaluations

of CPT in a high-income country found that 58% of in-
dividuals achieved substantive improvement in PTSD
and depression with fewer than 12 sessions [82], sug-
gesting that reducing the length of the intervention to
improve feasibility may not compromise the effective-
ness of CPT. However, it is important to note that the
6-session protocol was developed for acute trauma re-
sponse and thus it is unclear whether it may as effective
for IPV, which is typically a chronic adverse exposure.

With regard to IPV-focused intervention components,
advocacy counseling has shown promising results both to
reduce IPV and short-term mental health outcomes [83].
In line with recommendations to evaluate empowerment-
based advocacy and cognitively focused clinical interven-
tions with IPV survivors [84], we explored the integration
of CPT with advocacy counseling [84]. We selected an
advocacy counseling approach previous evaluated in Hong
Kong [85], as a World Health Organization review found
that this intervention had the strongest evidence of effect-
iveness for reducing IPV [61].

Advocacy counseling focuses on increasing autonomy,
empowerment and strengthening linkages to community
services by helping survivors process experiences of IPV
and explore potential solutions that are supported by the
facilitator through goal setting and safety planning [84—86].
Empowerment of women affected by IPV is traditionally
rooted in the feminist model and addresses the social and
contextual determinants of IPV, including the gendered
role of men in society, with the aim of shifting culpability
to the perpetrator and social context [87]. Advocacy inter-
ventions are thought to empower women through discus-
sion of possible solutions to their IPV situation and
facilitating client-directed goals instead of those that are
dictated by the provider [88]. A systematic review of advo-
cacy interventions for women affected by IPV found that
these interventions may improve quality of life and reduce
physical IPV. Furthermore, brief advocacy interventions
provided some indication of improving mental health in
the short-term [83].



Greene et al. Conflict and Health (2019) 13:38

To emphasize the psychological and social empower-
ment goals of both components of the intervention, we
refer to it as Nguvu, the Swahili term for strength. The
structure of Nguvuy, is detailed in Table 3. The Nguvu
intervention was designed as an 8-session intervention
that begins with a single individual session of advocacy
counseling followed by six group sessions focused pri-
marily on CPT and a final group session of advocacy
counseling. The initial individual session was delivered
by one facilitator and focused on psychoeducation
surrounding IPV and psychological distress, an assess-
ment of the woman’s IPV situation and development of
a safety plan. Next, there were six sessions of modified
CPT, most of which were approximately 2h in length.
The modified protocol included the following content
and associated homework activities: explanation of
thoughts and feelings, exploration of stuck thoughts, the
ABCs (becoming aware of the connection between an
event, the resulting thought, and how this thought
makes the person feel), and challenging maladaptive
thoughts relating to the themes of safety, trust, power/
control, esteem, and care in relation to oneself and
others, and how these concepts relate to one’s safety
plan. The intervention also added in relaxation training
to session three in order to provide a behavioral coping
strategy for managing distress. The final session centered

Table 3 Structure of Nguvu intervention
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on group review of client’s safety plans and discussion of
available services, support and coping strategies. All
group sessions were led by facilitator pairs, which
allowed co-facilitators to complement one another’s
strengths, improve group management, and provided an
opportunity for peer supervision and support (Table 3).

Phase 2: training and ongoing capacity building for lay
intervention facilitators

We found that it was feasible to train lay community
members to deliver Nguvu, which was similar to findings
from studies that have utilized paraprofessionals or
research staff to deliver CPT and advocacy counseling,
respectively [71, 85]. Throughout the training process,
cultural adaptations were made to the manual based on
recommendations from the facilitators to improve
language, comprehensibility and incorporating locally
salient examples relating to gender norms and IPV. This
served as an advantage of using local community mem-
bers as facilitators as they were able to recommend ways
to improve the relevance and acceptability of the inter-
vention content prior to initial implementation. A super-
vision structure was proposed to provide ongoing support
to the facilitators. Initially, facilitators met regularly with a
clinical supervisor, who also directly observed Nguvu ses-
sions and provided feedback to facilitators. We planned to

Session Topic Description

Homework Activities

1. Empowerment/ Advocacy
(120 min)

Advocacy and safety plan

« Information on IPV
- Discussing psychological distress

Safety plan

- Danger assessment
- Safety plan and emergency plan

2. CPT (120 min) Intro to CPT in Nguvu

« Introducing group rules and overview of
Nguvu sessions
« Stuck thoughts

Notice and explore thoughts and distress
related to IPV

« Explanation of thoughts and feelings

- Treatment goals

3. CPT + Relaxation (120 min) ABCs

- Introduction of ABCs

Daily practice of ABCs and relaxation task

« Exploring stuck points

- Group relaxation®

4. CPT (120 min) Stuck points and thinking

questions

+ Changing thoughts and feelings
- Thinking questions

Daily practice of ABCs and exploration of
stuck thoughts; relaxation task

« Exploring stuck thoughts

5. CPT (120 min) Learning safety and trust

6. CPT (120 min) Power, control and

self-esteem self and others

« Introduction to safety and trust
« Stuck thoughts related to trust

+ Introduction to power/control issues related to

Daily practice of ABCs, thinking questions
and changing thoughts

Daily practice of ABCs, thinking questions
and changing thoughts; self-care

+ Challenging questions for control issues

- Self-esteem

+ Caring related to self and others

7. CPT (60-120 min) CPT Review

8. Empowerment/
Advocacy (120 min)

Review of advocacy

and safety plan + Advocacy

- Discuss the impact of distressing events
« Planning for the future

Daily practice of ABCs, thinking questions
and changing thoughts; self-care; revise
safety plan; relaxation exercise

+ Review safety plan -

+ Coping and support methods

“Group relaxation was added to session 3 and is not part of the traditional CPT manual
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provide intermittent field supervision supplemented by re-
mote supervision after the initial training period, but due
to communication challenges we found that it would be
necessary to hire a full time clinical supervisor to remain
on-site to provide regular in-person supervision. Addition-
ally, the facilitators recommended electing a lead facilita-
tor to serve as a representative for them. The lead
facilitator was responsible for communicating with staff
supervisors and assist with logistics and management of
the facilitator team.

Phase 3: implementation of Nguvu intervention
procedures

Sample characteristics

Of the 102 participants screened, 61 (59.8%) met eligibil-
ity criteria of which 60 consented to participate in the
baseline interview and intervention. The 41 ineligible
participants were excluded because they did not meet
criteria for past-year IPV (n=7), elevated psychological
distress (n=10), they didn’t report having an intimate
partner in the past year (n=4), or they did not meet
either of the past-year IPV or elevated psychological dis-
tress criteria (n = 20). On average, participants were 28.6
years old (SD =10.4), over half were of Bembe ethnicity
(59.7%), married (58.3%), and most participants had chil-
dren (85.0%; 3.9 children, on average). Twenty percent
had been selected and begun the process of resettlement
to a country other than Tanzania or the DRC at the time
of intervention. The majority of eligible participants
(86.7%) reported experiencing both physical and sexual
violence perpetrated by an intimate partner during the
past year on screening measures. Levels of symptoms of
post-traumatic stress, depression and anxiety were sub-
stantial, with average symptom scores ranging between a
“moderate amount” to “a lot” of symptoms during the
past 2 weeks, as per the eligibility criteria.

Intervention attendance

Each of the 60 participants was allocated to an interven-
tion group led by a pair of facilitators (k=5 groups, 12
participants per group). As per the intervention protocol,
the first session was delivered individually followed by
seven group sessions. On average, participants attended
66% of Nguvu sessions, however, with substantial vari-
ability by facilitator pair (52—-79%). Only two participants
did not attend any sessions and approximately half of
the participants attended at least 75% of sessions (i.e., 6+
of 8). The highest proportional attendance was observed
for session one (92%) with the lowest attendance ob-
served at session six (57%).

Intervention implementation
Seven participants who attended three or fewer sessions
and ten participants who attended six or more sessions
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completed exit interviews after the intervention was
complete. Overarching themes of these interviews in-
cluded perceptions of the intervention, retention issues,
safety concerns and suggestions for improving Nguvu. In
general, the intervention was thought to be relevant and
helpful, particularly discussions about IPV and homework
assignments relating to daily practice of the ABCs, think-
ing questions, changing thoughts, and relaxation skills.
The most difficult parts of Nguvu to understand were also
the ABCs and changing thoughts. The reasons for absence
from sessions included health problems, parenting and
childcare, as well as prior engagements (e.g., funerals,
school, work/chores), and lack of information due to poor
communication. To improve retention the participants
suggested that information about session scheduling be
provided with more advance notice and also to increase
communication between Nguvu staff and participants by
providing mobile phones and visiting participants’ homes.

We were particularly interested in experiences of safety
given the sensitive nature of IPV and the importance of
confidentiality to avoid perpetuating or increasing women’s
risk for ongoing violence. When asked about safety, all of
the seven high attenders reported feeling safe participating
in Nguvu, whereas one of eight low-attenders who
responded to questions about safety reported not feeling
safe at all and two did not provide a response. One partici-
pant reported on safety challenges that one of her acquain-
tances had experienced stating that “because of her
husband, she felt like if [the husband] knew it would be a
problem and that would complicate the matter even more,
considering the husband’s situation”. Participants suggested
that improving communication and organization would
also improve safety because women would be aware, in ad-
vance, of the exact time and date of sessions. Participants
did not report concerns about other community members
finding out about their participation - safety concerns
primarily were related to their partner’s awareness.

Participants also provided other recommendations for
improving Nguvu prior to implementation of a random-
ized feasibility trial. These suggestions included involv-
ing male partners (i.e, husband, boyfriend) and
providing services for them, improving communication
and organization, providing food and other incentives
for attending sessions, increasing the number and con-
tinuity of sessions, and incorporating different projects
and activities into the intervention.

Phase 4: implementation of Nguvu research procedures
Relevance - convergent validity

Bivariate correlations between primary and secondary
outcomes revealed good external construct validity indi-
cated by moderate correlation coefficients, particularly
between mental health constructs (Table 4). The
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1 2 3 4 5 6 7 8 9 10
1. All Psychological Distress Items
2. HSCL-25 0.956%**
3. HSCL (Anxiety) 0.833***  0.868***
4, HSCL (Depression) 0.790%** 0.835%** 0.482%**
5. HTQ (PTSD) 0915 0.781***  0.706***  0.594***
6. All IPV Items 0.394** 0.333* 0232 0313* 0.392**
7. Psychological IPV 0.388** 0.322% 0.200 0.348** 0407**  0.835%**
8. Physical IPV 0.311% 0.253 0.166 0.246 0.314* 0.939%**  0.654***
9. Sexual IPV 0.333* 0332* 0.302% 0218 0.278* 0.742%%*  0.683***  0526%**
10. Functioning (Original) 0.306* 0.245 0.183 0.234 0.346"* 0237 0.285% 0.145 0.278*
11. Functioning (Reduced) 0.291% 0.239 0232 0.156 0.317* 0.232 0.279 0.142 0.285%  0.935*

Abbreviations: HSCL Hopkins symptom checklist, HSCL-25 25-item Hopkins symptom checklist 25, HTQ Harvard trauma questionnaire, IPV Intimate partner violence,

PTSD Post-traumatic stress disorder
*p < 0.05, **p < 0.01, ***p < 0.001

psychological distress subscales were significantly corre-
lated with one or more forms of IPV (range: 0.23-0.39)
and PTSD symptoms were significantly associated with
functional impairment (r=0.31). In general, IPV was
most strongly correlated with symptoms of PTSD.

Acceptability - ethical issues and safety

In the qualitative exit interviews participants did not
mention safety or ethical concerns relating to the re-
search procedures. Furthermore, we did not identify ad-
verse events related to the research procedures during
the treatment cohort. We identified specific adaptations
to the allocation procedures that were needed to im-
prove acceptability. For example, during supervision the
facilitators described that women preferred that the
intervention groups be more homogeneous in terms of
age composition. More specifically, women reported
having elder relatives as members of their intervention
group and they were uncomfortable disclosing informa-
tion about violence occurring within their relationship
to these relatives.

Feasibility - reliability of outcome instruments

Examination of the primary outcome measures revealed
overall good test-retest reliability, inter-rater reliability
and internal consistency (see Table 5). Test-retest reli-
ability of the sexual IPV items was low (r=0.452).
Additionally, internal consistency of the functional im-
pairment and psychological IPV items was low
(functioning: o = 0.144, psychological IPV: a = 0.623). In-
spection of the item-rest correlations revealed several
items that were weakly correlated with the remaining
items and perhaps unrelated to functioning in the sam-
ple such as farming, trading and other income-generat-
ing activities. Determining which items to remove was

based on low item-rest correlations as well as discussion
with local staff about the relevance of given items to the
concept of functioning among women in Nyarugusu
camp. Removal of ten items on the functional impairment
measure improved internal consistency to an acceptable
level (o = 0.797).

Discussion

In this article we present the development of a multi-
sectoral, integrated intervention to reduce psychological
distress and IPV in refugees. This study has important
implications for future evaluations of Nguvu as well as
the development and adaptation of integrated interven-
tions in refugee populations more broadly. Based on the
formative research, which was later supported by our
treatment cohort data, we found that an 8-session inter-
vention could be designed that addresses two critical
priorities identified both in desk review and local stake-
holder consultation. The priority need was for a mental
health intervention addressing distress broadly, and a
group intervention that can address need for social sup-
port strengthening. CPT, which was the only rigorously
tested mental health intervention for survivors of gen-
der-based violence in post-conflict settings was a good
fit, but needed to be shortened from 12 to 6 sessions to
increase feasibility. Training and supervision indicated
that delivery of Nguvu by lay refugee workers was feas-
ible, which has critical implications for the scalability of
this intervention. Employing an apprenticeship models
that allows for local training and supervision of lay facili-
tators increases the likelihood that Nguvu can be sus-
tainable in humanitarian and low-resource settings [63].
We did not identify any adverse events throughout the
course of the study nor other indications that participa-
tion in an intervention like Nguvu would increase risk of



Greene et al. Conflict and Health (2019) 13:38

Table 5 Reliability of primary and secondary outcomes

Page 12 of 16

Number of items

Test-Retest Reliability (r)

Inter-Rater Reliability [ICC (3,1)] Internal Consistency (a)

Mental Health

HSCL-25 25 0.729

HTQ 16 0.786
Intimate Partner Violence (Frequency)

Psychological 2 0.722

Physical 7 0.795

Sexual 2 0452
Functional Impairment 22 0.620

0.902 0.765
0.999 0.762
1.000° 0623
0.980° 0.863
0.989° 0.889
0.904° 0.144

HSCL-25 Hopkins-symptom checklist for anxiety and depressive symptoms, HTQ Harvard trauma questionnaire for post-traumatic stress symptoms
?Average of inter-rater reliability for IPV and functional impairment items because average score not calculated by interviewers

IPV for women who remained in relationships with their
partner. It is also important to note that we closely mon-
itored and made considerable efforts to protect the
safety and confidentiality of treatment cohort partici-
pants and similar precautions should be taken in future
efforts to implement this type of intervention for IPV
survivors who remain at risk for ongoing IPV.

In addition to shortening the intervention, we had to
adapt several content and procedural aspects of group-
based CPT and advocacy counseling. These adaptations
included modifying content to improve comprehensibil-
ity and relevance. Throughout the formative research
and treatment cohort phases we elicited recommenda-
tions for future adaptations from a variety of
stakeholders. Participants recommended that the age
composition of intervention groups be homogenized to
avoid having relatives of different generations within the
same group, which can result in relational power
dynamics that may inhibit group discussion. In the
future, we plan to introduce age-specific allocation pro-
cedures that will ensure that participants are of similar
age to other group members. Re-evaluating and adapting
our retention strategies was also a critical lesson learned
through this study. The exit interviews highlighted that
communication was a challenge and participants recom-
mended that staff visit them in their homes to remind
them of session schedules. Improving organization
through better engagement with partners and better
communication with participants was consistently dis-
cussed and something that should be the focus of future
efforts to implement integrated programs. Participants
also recommended providing incentives and introducing
different projects or activities into the intervention to
improve Nguvu. Providing incentives for delivering ser-
vices that are intended to improve wellbeing may com-
promise the scientific integrity of evaluations, preclude
exploration of the mechanisms behind changes in psy-
chological distress or violence, and diminish changes for
sustainability of the intervention. On the other hand, the

integration of livelihood activities may serve to tackle
other critical risk factors, such as poverty, that may simi-
larly relate to both psychological distress and IPV. An-
other recommendation was to increase the number of
sessions and continuity of Nguvu in Nyarugusu. This
was promising feedback as it suggested that the inter-
vention was perceived as helpful for the community and
they suggested expanding the reach of the intervention.
In addition to increasing the number of sessions, it is
possible that modifying the relative dose of the em-
powerment and advocacy content to the number of CPT
sessions may improve and optimize outcomes.

We often received feedback suggesting that male part-
ners should be somehow involved in order to prevent the
perpetration of violence. Nguvu was designed to be deliv-
ered in settings where other prevention activities are oc-
curring, including efforts to reduce perpetration of
violence targeting men. Nyarugusu was selected as the
study site, in part because there have been several initia-
tives focused on addressing gender norms and risk factors
for violence among men. Community-based interventions
intended to promote positive masculinity, gender equality
and develop non-violence, adaptive coping strategies for
men have been implemented and evaluated in low-re-
source settings including among Congolese men in the
eastern DRC [89]. Although qualitative and quantitative
evaluations of community-based interventions targeting
masculinity and gender norms have found some promis-
ing results related to family and community violence, the
evidence-base surrounding these interventions remains
mixed and should be the focus of future research [89-91],
including potential integration of services for men into a
program like Nguvu. One concern, however, is how best
to integrate services for survivors with services for men
and community-based programs without compromising
the protection and safety of women. Evaluations of cou-
ples interventions that incorporate elements of CPT and
other cognitive-behavioral components suggest that these
strategies outperform usual care and non-CPT couples
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interventions in reducing physical and psychological IPV
in military populations and high-income settings [92, 93].
Adapting and implementing these couples-based interven-
tions will require additional formative research to ensure
that there is not undue risk of integrating services for men
into women’s protection and health programming in
refugee settings.

In addition to the lessons learned regarding the inter-
vention relevance, acceptability and feasibility, this study
revealed opportunities to improve upon research proce-
dures, including the mental health and violence assess-
ment tools. First, questions about sexual violence
displayed poor test-retest reliability. Discussion with in-
terviewers and facilitators revealed that this was likely
due to the sensitivity of these items, which led us to add-
ing in a script to the assessment prior to administration
of the sexual violence items restating that the partici-
pant’s responses were confidential. We also found poor
internal consistency in the functional impairment
measure, which led to a reduction in the number of
items based on local stakeholder recommendations and
item performance. Items that were removed were found
to be irrelevant to indicators of functioning in the target
population. For example, farming and income-generating
activities are not common and, in some cases, forbidden
in Nyarugusu camp and thus not representative of good
daily functioning in this setting. Although the functional
impairment measure was selected because it had been
locally developed in a sample of women affected by gen-
der-based violence in the eastern DRC, it is possible that
the differences in context are extensive enough to necessi-
tate developing, instead of adapting, a new measure of
functioning through free listing and cross-cultural meas-
urement development approaches [94].

Strengths and limitations

This study possessed several strengths and limitations.
First, to our knowledge this is the first study to docu-
ment the development and adaptation of a multi-sec-
toral, integrated intervention to address mental health
and IPV in refugees. The development and adaptation of
the intervention was informed by a combination of
qualitative and quantitative methodologies to provide
insight into the contextual relevance, the acceptability of
the intervention and related procedures, as well as the
overall feasibility. This triangulation of methods and
perspectives exposed opportunities to improve upon
the intervention and research procedures prior to
conducting a randomized feasibility trial.

In addition to these strengths, there are some key limi-
tations that should be considered. First, many of the key
adaptations were provided by our facilitators based on
their impressions of the relevance, acceptability and
feasibility of the intervention as well as comments made

Page 13 of 16

by the participants in the treatment cohort. It is possible
that the recommendations shared by the facilitators
reflect their opinions and, to a lesser degree, those of the
participants. The exit interview was designed as an
opportunity for participants to share feedback confiden-
tially with research staff who were separate from the
clinical facilitators; however, this opportunity occurred
at the end of the intervention. Future adaptations to
Nguvu should consider an iterative adaptation process
employed throughout the intervention implementation
process where participant’s opinions on the acceptability
and relevance of the intervention are collected systemat-
ically. Retention in the intervention was another limita-
tion that was reportedly due to a variety of barriers that
were related to intervention procedures (e.g., communi-
cation problems) and others that were not related to the
intervention (e.g., lack of childcare, competing prior-
ities). Lastly, the treatment cohort participants were re-
cruited from a single zone in the refugee camp. It is
possible that there are differences between Congolese
refugee women by zone, but there may also be imple-
mentation challenges that we did not experience, such
as transportation and access, that could impact the
feasibility of a study extended to women living in all
zones in Nyarugusu refugee camp. Another limitation
related to generalizability is that the participants repre-
sent women who have experienced IPV in the past year,
which may exclude women with prior-to-past-year
histories of IPV or other related histories of violence.

Conclusion

In general we found that it was possible to implement an
integrated health and protection intervention to address
co-occurring psychological distress and IPV in a complex,
dynamic refugee setting. Although feasible, we identified
several challenges to implementation specific to the inter-
vention content and delivery, administrative and research
procedures, as well as systems-level factors, which may be
informative in the design of similar multi-sectoral inter-
ventions for populations experiencing multiple adversities.
The treatment cohort presented in this article provided
insight into some unforeseen challenges that were ad-
dressed prior to the conduct of a larger feasibility random-
ized controlled trial. Forthcoming results from the
randomized feasibility trial may provide indication as to
whether the modifications improved the relevance, accept-
ability and feasibility of the intervention as well as whether
it may be feasible to evaluate such a program through a
large-scale, randomized controlled trial.

Abbreviations

AAS: Abuse Assessment Screen; CPT: Cognitive Processing Therapy;
DRC: Democratic Republic of the Congo; HSCL-25: 25-Item Hopkins
Symptom Checklist; HTQ: Harvard Trauma Questionnaire; ICC: Intraclass
Correlation Coefficient; IPV: Intimate partner violence; PTEs: Potentially



Greene et al. Conflict and Health (2019) 13:38

traumatic events; PTSD: Post-traumatic stress disorder; UNHCR: United
Nations High Commissioner for Refugees; USA: United States of America

Acknowledgements

We would like to thank Lusia Misinzo and Rachael Turner for managing the
field operations for this study. We would also like to thank UNHCR and IRC
Kasulu field staff for their assistance in field operations.

Authors’ contributions

The first draft of the manuscript was written by MCG and WAT. All authors
contributed substantially to manuscript drafting and revision, and approved
submission of the manuscript.

Funding

Funding for this study was provided by the Research for Health in
Humanitarian Crises (R2HC) initiative, co-funded by the Department for Inter-
national Development (DFID) and the Wellcome Trust, overseen by Elrha
(http//www.elrha.org/). The sponsor did not have any role in the study de-
sign, collection, management, analysis and interpretation of the data, writing
of the report, and the decision to submit for publication, nor ultimate au-
thority for these activities. MCG is supported by the National Institute of
Mental Health (T32MH096724).

Availability of data and materials
The data generated from this study will be made available from the
corresponding and senior authors on reasonable request.

Ethics approval and consent to participate

All participants provided informed consent prior to study participation. The
Institutional Review Boards of Johns Hopkins Bloomberg School of Public
Health (IRBO005706; IRBO007219), Muhimbili University of Health and Allied
Sciences (MUHAS; 2014-10-27/AEC/Vol X/56), and the National Institute of
Medical Research (NIMR/HQ/R.8a/Vol.IX/2016) have approved this research.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Department of Mental Health, Johns Hopkins Bloomberg School of Public
Health, Baltimore, MD, USA. *Department of Psychiatry, Columbia University
Medical Center & New York State Psychiatric Institute, 40 Haven Avenue, Rm.
171, New York, NY 10005, USA. 3Psychiatry Research and Teaching Unit,
School of Psychiatry, University of New South Wales, Sydney, NSW, Australia.
“Department of Psychiatry, Muhimbili University of Health and Allied
Sciences, Dar es Salaam, Tanzania. “HIAS, Silver Spring, MD, USA.
®International Rescue Committee, New York, NY, USA. 7Program for Survivors
of Torture, Bellevue Hospital/New York University School of Medicine, New
York, NY, USA. ®Department of Psychiatry and Behavioral Sciences, University
of Washington, Seattle, WA, USA. °School of Psychology, Flinders University,
Adelaide, Australia. '®Consultant Anthropological Research & Training on
Gender, Violence and Health, Amsterdam, the Netherlands. ''School of
Nursing, The University of Hong Kong, Pok Fu Lam, Hong Kong. "*Public
Health Section, United Nations High Commissioner for Refugees, Geneva,
Switzerland. "*Peter C. Alderman Foundation, HealthRight International, New
York, NY, USA.

Received: 18 May 2019 Accepted: 5 August 2019
Published online: 17 August 2019

References

1. Miller KE, Rasmussen A. The mental health of civilians displaced by armed
conflict: an ecological model of refugee distress. Epidemiol Psychiatr Sci.
2017;26(2):129-38.

2. Bogic M, Njoku A, Priebe S. Long-term mental health of war-refugees: a
systematic literature review. BMC Int Health Hum Rights. 2015;15:29.

3. Adaku A, Okello J, Lowry B, Kane JC, Alderman S, Musisi S, et al. Mental
health and psychosocial support for South Sudanese refugees in northern
Uganda: a needs and resource assessment. Confl Health. 2016;10(1):18.

22.

23.

24,

Page 14 of 16

Rees S, Tol W, Mohsin M, Tay AK, Tam N, dos Reis N, et al. A high-risk group
of pregnant women with elevated levels of conflict-related trauma, intimate
partner violence, symptoms of depression and other forms of mental
distress in post-conflict Timor-Leste. Trans| Psychiatry. 2016;,6:2725.

Sipsma HL, Falb KL, Willie T, Bradley EH, Bienkowski L, Meerdink N, et al.
Violence against Congolese refugee women in Rwanda and mental health: a
cross-sectional study using latent class analysis. BMJ Open. 2015;5(4).006299.
Steel Z, Chey T, Silove D, Marnane C, Bryant RA, van Ommeren M.
Association of torture and other potentially traumatic events with mental
health outcomes among populations exposed to mass conflict and
displacement: a systematic review and meta-analysis. JAMA. 2009;302(5):
537-49.

Tol WA, Purgato M, Bass JK, Galappatti A, Eaton W. Mental health and
psychosocial support in humanitarian settings: a public mental health
perspective. Epidemiol Psychiatr Sci. 2015;24(6):484-94.

Nickerson A, Liddell BJ, Keegan D, Edwards B, Felmingham KL, Forbes D,
Hadzi-Pavlovic D, McFarlane AC, O'Donnell M, Silove D, Steel Z. Longitudinal
association between trust, psychological symptoms and community
engagement in resettled refugees. Psychological medicine. 2019,49(10):
1661-9.

Sangalang CC, Jager J, Harachi TW. Effects of maternal traumatic distress on
family functioning and child mental health: an examination of Southeast
Asian refugee families in the U.S. Soc Sci Med. 2017;184:178-86.

Ainamani HE, Elbert T, Olema DK, Hecker T. PTSD symptom severity relates
to cognitive and psycho-social dysfunctioning - a study with Congolese
refugees in Uganda. Eur J Psychotraumatol. 2017;8(1):1283086.

Widmann M, Apondi B, Musau A, Warsame AH, Isse M, Mutiso V, et al.
Comorbid psychopathology and everyday functioning in a brief
intervention study to reduce khat use among Somalis living in Kenya:
description of baseline multimorbidity, its effects of intervention and its
moderation effects on substance use. Soc Psychiatry Psychiatr Epidemiol.
2017;52(11):1425-34.

Silove D, Ventevogel P, Rees S. The contemporary refugee crisis: an
overview of mental health challenges. World Psychiatry. 2017;16(2):130-9.
Slegh H, Barker G, Levtov R. Gender relations, sexual and gender-based
violence and the effects of conflict on women and men in north Kivu,
eastern Democratic Republic of the Congo: results from the International
Men and Gender Equality Survey (IMAGES). Washington, D.C. and Cape
Town: Promundo-US Sonke Gender Justice; 2014.

Rasmussen A, Annan J. Predicting stress related to basic needs and safety in
Darfur refugee camps: a structural and social ecological analysis. J Refug
Stud. 2010;23(1):23-40.

Timshel |, Montgomery E, Dalgaard NT. A systematic review of risk and
protective factors associated with family related violence in refugee families.
Child Abuse Negl. 2017;70:315-30.

Fazel M, Reed RV, Panter-Brick C, Stein A. Mental health of displaced and
refugee children resettled in high-income countries: risk and protective
factors. Lancet. 2012:379(9812):266-82.

Kilpatrick DG, Acierno R, Resnick HS, Saunders BE, Best CL. A 2-year
longitudinal analysis of the relationships between violent assault and
substance use in women. J Consult Clin Psychol. 1997,65(5):834-47.

Dutton MA, Goodman LA. Coercion in intimate partner violence: toward a
new conceptualization. Sex Roles. 2005;52(11-12):743-56.

Stark L, Ager A. A systematic review of prevalence studies of gender-based
violence in complex emergencies. Trauma Violence Abuse. 2011;12(3):127-34.
Devries KM, Mak JY, Bacchus LJ, Child JC, Falder G, Petzold M, et al. Intimate
partner violence and incident depressive symptoms and suicide attempts: a
systematic review of longitudinal studies. PLoS Med. 2013;10(5):e1001439.
Howard LM, Oram S, Galley H, Trevillion K, Feder G. Domestic violence and
perinatal mental disorders: a systematic review and meta-analysis. PLoS
Med. 2013;10(5):¢1001452.

Tsai AC, Tomlinson M, Comulada WS, Rotheram-Borus MJ. Intimate partner
violence and depression symptom severity among south African women
during pregnancy and postpartum: population-based prospective cohort
study. PLoS Med. 2016;13(1):21001943.

Rees S, Steel Z, Creamer M, Teesson M, Bryant R, McFarlane AC, et al. Onset
of common mental disorders and suicidal behavior following women'’s first
exposure to gender based violence: a retrospective, population-based
study. BMC Psychiatry. 2014;14:312.

Perez S, Johnson DM. PTSD compromises battered women's future safety. J
Interpers Violence. 2008;23:635-51.


http://www.elrha.org/

Greene et al. Conflict and Health

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

(2019) 13:38

Kim J, Lee J. Prospective study on the reciprocal relationship between
intimate partner violence and depression among women in Korea. Soc Sci
Med. 2013,99:42-8.

Iverson KM, Gradus JL, Resick PA, Suvak MK, Smith KF, Monson CM.
Cognitive-behavioral therapy for PTSD and depression symptoms reduces
risk for future intimate partner violence among interpersonal trauma
survivors. J Consult Clin Psychol. 2011;79(2):193-202.

Tol WA, Murray SM, Lund C, Bolton P, Murray LK, Davies T, et al. Can mental
health treatments help prevent or reduce intimate partner violence in low-
and middle-income countries? A systematic review. BMC Womens Health.
2019;19(1):34.

Cattaneo LB, Goodman LA. Risk factors for reabuse in intimate partner
violence: a cross-disciplinary critical review. Trauma Violence Abuse. 2005;
6(2):141-75.

Rees S, Silove D, Chey T, Ivancic L, Steel Z, Creamer M, et al. Lifetime
prevalence of gender-based violence in women and the relationship
with mental disorders and psychosocial function. JAMA. 2011;306(5):
513-21.

Gilbert L, El-Bassel N, Manuel J, Wu E, Go H, Golder S, et al. An integrated
relapse prevention and relationship safety intervention for women on
methadone: testing short-term effects on intimate partner violence and
substance use. Violence Vict. 2006,21(5):657-72.

Tirado-Munoz J, Gilchrist G, Lligona E, Gilbert L, Torrens M. A group
intervention to reduce intimate partner violence among female drug users.
Results from a randomized controlled pilot trial in a community substance-
abuse center. Adicciones. 2015;27(3):168-78.

Bennett L, O'Brien P. Effects of coordinated services for drug-abusing
women who are victims of intimate partner violence. Violence Against
Women. 2007;13(4):395-411.

McHugo GJ, Kammerer N, Jackson EW, Markoff LS, Gatz M, Larson MJ, et al.
Women, co-occurring disorders, and violence study: evaluation design and
study population. J Subst Abus Treat. 2005;28(2):91-107.

Cusack KJ, Morrissey JP, Ellis AR. Targeting trauma-related interventions and
improving outcomes for women with co-occurring disorders. Admin Pol
Ment Health. 2008;35(3):147-58.

Johnson DM, Zlotnick C, Perez S. Cognitive behavioral treatment of PTSD in
residents of battered women's shelters: results of a ranodmized clinical trial.
J Consult Clin Psychol. 2011;79(4):542.

Orang T, Ayoughi S, Moran JK, Ghaffari H, Mostafavi S, Rasoulian M, et al.
The efficacy of narrative exposure therapy in a sample of Iranian women
exposed to ongiong intimate partner violence - a randomized controlled
trial. Clin Psychol Psychother. 2018;25(6):827-41.

Kokka A, Mikelatou M, Fouka G, Varvogli L, Chrousos GP, Darviri C. Stress
management and health promotion in a sample of women with intimate
partner violence: A randomized controlled trial. Journal of interpersonal
violence. 2019;34(10):2034-55.

Tol WA. Stemming the tide: promoting mental health and preventing mental
disorders in low- and middle-income countries. Glob Ment Health. 2015;2:e11.
de Jong JT, Berckmoes LH, Kohrt BA, Song SJ, Tol WA, Reis R. A public
health approach to address the mental health burden of youth in situations
of political violence and humanitarian emergencies. Curr Psychiatry Rep.
2015;17(7):60.

Glass N, Kohli A, Surkan PJ, Remy MM, Perrin N. The relationship between

parent mental health and intimate partner violence on adolescent behavior,

stigma and school attendance in families in rural Democratic Republic of
Congo. Glob Ment Health (Camb). 2018;5:¢20.

Jewkes R. Intimate partner violence: causes and prevention. Lancet. 2002;
359(9315):1423-9.

Garcia-Moreno C, Hegarty K, d'Oliveira AF, Koziol-McLain J, Colombini M,
Feder G. The health-systems response to violence against women. Lancet.
2015;385(9977):1567-79.

Heise LL. Violence against women: an integrated, ecological framework.
Violence Against Women. 19984(3):262-90.

Lund C, Brooke-Sumner C, Baingana F, Baron EC, Breuer E, Chandra P, et al.
Social determinants of mental disorders and the sustainable development
goals: a systematic review of reviews. Lancet Psychiatry. 2018;5(4):357-69.
de Leeuw E. Engagement of sectors other than health in integrated health
governance, policy, and action. Annu Rev Public Health. 2017,38:329-49.
Rasanathan K. 10 years after the commission on social determinants of
health: social injustice is still killing on a grand scale. Lancet. 2018;
392(10154):1176-7.

47.

48.

49.

50.

52.

53.

54.

55.
56.

57.

58.

59.

60.

62.

63.

64.

65.

66.

67.

68.

69.

Page 15 of 16

Inter-Agency Standing Committee. IASC guidelines on mental health and
psychosocial support in emergency settings. Geneva: IASC; 2007.

Nickerson A, Bryant RA, Silove D, Steel Z. A critical review of psychological
treatments of posttraumatic stress disorder in refugees. Clin Psychol Rev.
2011;31:399-417.

Javadi D, Langlois EV, Ho S, Friberg P, Tomson G. Intersectoral
approaches and integrated services in achieving the right to health for
refugees upon resettlement: a scoping review protocol. BMJ Open.
2017;7(8):e016638.

Fulu E. A summary of the evidence and research agenda for what works: a
global Programme to prevent violence against women and girls. Pretoria:
Medical Research Council; 2014.

Mikton CR, Tanaka M, Tomlinson M, Streiner DL, Tonmyr L, Lee BX, et al.
Global research priorities for interpersonal violence prevention: a modified
Delphi study. Bull World Health Organ. 2017,95(1):36-48.

Rowley E, Garcia-Moreno C, Dartnall E. Research themes and questions to
guide research on sexual violence in conflict and post-conflict settings:
World Health Organization, UN Action, Sexual Violence Research Initiative,
Medical Research Council South Africa; 2012.

World Health Organization. Global plan of action to strengthen the role of
the health system within a national multisectoral response to address
interpersonal violence, in particular against women and girls, and against
children. Geneva: World Health Organization; 2016.

Jordans MJD, van den Broek M, Brown FL, Coetzee A, Ellermeijer REC,
Hartog K, et al. Supporting children affected by war. In: Morina N, Nickerson
A, editors. Mental health in refugee and post-conflict populations. Cham:
Springer; 2018. p. 261-81.

UNHCR. Nyarugusu camp profile - 31 March 2017. Geneva: UNHCR; 2017.
Taback N, Painter R, King B. Sexual violence in the Democratic Republic of
the Congo. JAMA. 2008;300(6):653-4.

Norman J, Niehuus R. 18 years displaced: an anthropological study of
protection concerns facing Congolese refugees in Nyarugus refugee camp,
Tanzania. New York City: International Rescue Committee; 2015.

World Health Organization, United Nations High Commissioner for
Refugees. Assessing mental health and psychosocial needs and resources:
toolkit for humanitarian settings. Geneva: WHO; 2012.

Greene MC, Jordans MJD, Kohrt B, Ventevogel P, Kirmayer LJ, Hassan G, et
al. Addressing culture and context in humanitarian response: preparing desk
reviews to inform mental health and psychosocial support. Confl Health.
2017;11:21.

Greene MC, Ventevogel P, Tol WA. Mental health and psychosocial
wellbeing in Congolese refugee survivors of gender-based violence: a desk
review. Baltimore, MD: Johns Hopkins University; 2016.

World Health Organization. Responding to intimate partner violence and
sexual violence against women: WHO clinical and policy guidelines. Geneva:
World Health Organization; 2013.

Tol WA, Stavrou V, Greene MC, Mergenthaler C, Garcia-Moreno C, van
Ommeren M. Mental health and psychosocial support interventions for
survivors of sexual and gender-based violence during armed conflict: a
systematic review. World Psychiatry. 2013;12(2):179-80.

Murray LK, Dorsey S, Bolton P, Jordans MJ, Rahman A, Bass J, et al. Building
capacity in mental health interventions in low resource countries: an
apprenticeship model for training local providers. Int J Ment Heal Syst. 2011;
5(1):30.

van Ginneken N, Tharyan P, Lewin S, Rao GN, Meera SM, Pian J, et al. Non-
specialist health worker interventions for the care of mental, neurological
and substance-abuse disorders in low- and middle-income countries.
Cochrane Database Syst Rev. 2013;(11):Cd009149.

Weiss SJ, Emst AA, Cham E, Nick TG. Development of a screen for ongoing
intimate partner violence. Violence Vict. 2003;18(2):131-41.

Winokur A, Winokur DF, Rickels K, Cox DS. Symptoms of emotional distress
in a family planning service: stability over a four-week period. Br J
Psychiatry. 1984;144:395-9.

Hesbacher PT, Rickels K, Morris RJ, Newman H, Rosenfeld H. Psychiatric
iliness in family practice. J Clin Psychiatry. 1980;41(1):6-10.

Derogatis LR, Lipman RS, Rickels K, Uhlenhuth EH, Covi L. The Hopkins
symptom checklist (HSCL): a measure of primary symptom dimensions. In:
Pichot P, editor. Psychological measurements in psychopharmacology,
modern problems in pharmacopsychiatry. Basel: S. Karger; 1974.

Mollica RF, Caspi-Yavin Y, Bollini P, Truong T, Tor S, Lavelle J. The Harvard
trauma questionnaire. Validating a cross-cultural instrument for measuring



Greene et al. Conflict and Health

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

(2019) 13:38

torture, trauma, and posttraumatic stress disorder in Indochinese refugees. J
Nerv Ment Dis. 1992;180(2):111-6.

Mollica RF, Harvard Program in Refugee Trauma. Measuring trauma,
measuring torture: instructions and guidance on the utilization of the
Harvard program in refugee trauma'’s versions of the Hopkins Symptom
Checklist-25 (HSCL-25) & the Harvard Trauma Questionnaire (HTQ): Harvard
program in refugee trauma; 2004.

Bass JK, Annan J, Mclvor Murray S, Kaysen D, Griffiths S, Cetinoglu T, et al.
Controlled trial of psychotherapy for Congolese survivors of sexual violence.
N Engl J Med. 2013;368(23):2182-91.

Kishor S, Johnson K. Profiling domestic violence - a multi-country study.
Calverton: ORC Macro; 2004.

Straus MA. Measuring intrafamily conflict and violence: the conflict tactics
(CT) scales. J Marriage Fam. 1990;41(1):75-88.

McFarlane J, Malecha A, Gist J, Watson K, Batten E, Hall |, et al. Increasing
the safety-promoting behaviors of abused women. Am J Nurs. 2004;104(3):
40-50 quiz 1.

Resick PA, Schnicke MK. Cognitive processing therapy for sexual assault
victims. J Consult Clin Psychol. 1992;,60(5):748-56.

Tran K, Moulton K, Santesso N, Rabb D. Cognitive processing therapy for
post-traumatic stress disorder: a systematic review and meta-analysis.
Ottawa: CADTH Health Technology Assessments; 2016.

Gallagher MW, Resick PA. Mechanisms of change in cognitive processing
therapy and prolonged exposure therapy for PTSD: preliminary evidence for
the differential effects of hopelessness and habituation. Cognit Ther Res.
2012;36(6). https://doi.org/10.1007/510608-011-9423-6.

Johnson K, Scott J, Rughita B, Kisielewski M, Asher J, Ong R, et al.
Association of sexual violence and human rights violations with physical
and mental health in territories of the eastern Democratic Republic of the
Congo. JAMA. 2010;304(5):553-62.

Hall BJ, Bolton PA, Annan J, Kaysen D, Robinette K, Cetinoglu T, et al. The
effect of cognitive therapy on structural social capital: results from a
randomized controlled trial among sexual violence survivors in the
Democratic Republic of the Congo. Am J Public Health. 2014;104(9):1680-6.
Nixon RDV, Best T, Wilksch SR, Angelakis S, Beatty LJ, Weber N. Cognitive
processing therapy for the treatment of acute stress disorder following sexual
assault: a randomized effectiveness study. Behav Chang. 2016;33:232-50.
Nixon RDV. Cognitive processing therapy versus supportive counselling for
acute stress disorder following assault: a randomized pilot trial. Behav Ther.
2012;43:825-36.

Galovski TE, Blain LM, Mott JM, Elwood L, Houle T. Manualized therapy for
PTSD: flexing the structure of cognitive processing therapy. J Consult Clin
Psychol. 2012;80(6):968-81.

Rivas C, Ramsay J, Sadowski L, Davidson LL, Dunne D, Eldridge S, et al.
Advocacy interventions to reduce or eliminate violence and promote the
physical and psychosocial well-being of women who experience intimate
partner abuse. Cochrane Database Syst Rev. 2015;12:CD005043.

Trabold N, McMahon J, Alsobrooks S, Whitney S, Mittal M. A systematic
review of intimate partner violence interventions: state of the field and
implications for practitioners. Trauma Violence Abuse. 2018:
1524838018767934. https.//doi.org/10.1177/1524838018767934.

Tiwari A, Fong DYT, Yuen KH, Yuk H, Pang P, Humphreys J, et al. Effect of an
advocacy intervention on mental health in Chinese women survivors of intimate
partner violence a randomized controlled trial. JAMA. 2010,304(5):536-43.

Tiwari A, Cheung DST, Hui V. Improving mental health outcomes of Chinese
women survivors of intimate partner violence through advocacy
interventions. Glob Ment Health (Camb). 2018;5:e15.

Perez S, Johnson DM, Wright CV. The attenuating effect of empowerment
on IPV-related PTSD symptoms in battered women living in domestic
violence shelters. Violence Against Women. 2012;18(1):102-17.

Campbell JC, Humphreys JC. Nursing care of survivors of family violence. St.
Louis: Mosby; 1993.

Keyte T, Proust A. LPI evaluation report: working with men to increase
security and stability in North and South Kivu. Washington DC: InFOCUS;
2019.

Abramsky T, Devries KM, Michau L, Nakuti J, Musuya T, Kyegombe N, et al.
The impact of SASA! a community mobilisation intervention, on women's
experiences of intimate partner violence: secondary findings from a cluster
randomised trial in Kampala, Uganda. J Epidemiol Community Health. 2016;
70(8):818-25.

91

92.

93.

94.

Page 16 of 16

Hossain M, Zimmerman C, Kiss L, Abramsky T, Kone D, Bakayoko-Topolska
M, et al. Working with men to prevent intimate partner violence in a
conflict-affected setting: a pilot cluster randomized controlled trial in rural
Cote d'lvoire. BMC Public Health. 2014;14:339.

Taft CT, Macdonald A, Creech SK, Monson CM, Murphy CM. A randomized
controlled clinical trial of the strength at home men's program for partner
violence in military veterans. J Clin Psychiatry. 2016;77(9):1168-75.

Taft CT, Gallagher MW, Murphy CM, Creech SK, Macdonald A, Monson CM.
Strength at home couples program to prevent military partner violence: a
randomized controlled trial. J Consult Clin Psychol. 2016;84(11):935-45.
Bolton P, Tang AM. An alternative approach to cross-cultural function
assessment. Soc Psychiatry Psychiatr Epidemiol. 2002,37(11):537-43.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://doi.org/10.1007/s10608-011-9423-6
https://doi.org/10.1177/1524838018767934

	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Background
	Intimate partner violence and refugee mental health
	Development of integrated, multi-sectoral interventions in refugee settings
	Study objectives

	Methods
	Study setting
	Phase 1: intervention design
	Procedures

	Phase 2: training intervention facilitators
	Participants and sampling
	Procedures

	Phase 3: treatment cohort to test the delivery of the intervention
	Participants and sampling
	Procedures and ethics
	Analysis

	Phase 4: developing and testing assessment tools and research procedures
	Participants and sampling
	Instruments
	Procedures

	Statistical analysis

	Results
	Phase 1: intervention design
	Desk review and site visit
	Free listing and key informant interviews
	Selection of components

	Phase 2: training and ongoing capacity building for lay intervention facilitators
	Phase 3: implementation of Nguvu intervention procedures
	Sample characteristics
	Intervention attendance
	Intervention implementation

	Phase 4: implementation of Nguvu research procedures
	Relevance - convergent validity
	Acceptability - ethical issues and safety
	Feasibility - reliability of outcome instruments


	Discussion
	Strengths and limitations

	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

