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Community interventions to prevent violence against
women and girls in informal settlements in Mumbai:
a theory-driven, pragmatic, cluster-randomised,
controlled trial

Nayreen Daruwalla, Shilpa Adelkar, Proshant Chakraborty, Andrew Copas, Sushmita Das, Tanushree Das, Vanessa D'Souza, Lu Gram,
Apoorwa Gupta, Bhaskar Kakad, Suman Kanougiya, Deepali Kedare, Unnati Machchhar, Shanti Pantvaidya, Rupesh Parab, Tanvi Singhvi,
Apurva Tiwari, David Osrin

Summary

Background Domestic violence harms women and girls, their families, and society. It takes multiple forms—physical,
sexual, emotional, coercive control, economic abuse, and neglect—and comes from both intimate partners and other
family members. We assessed the effects of community mobilisation on disclosure and support for survivors,
community attitudes to, and prevalence of domestic violence.

Methods We did a two-arm, cluster-randomised, controlled trial in 48 clusters of 500 households. In each of
24 intervention clusters, we facilitated 20 meetings annually of three women’s groups and six meetings of a men’s
group and a youth group. Community participants became volunteer activists, supporting survivors and linking them
with caseworkers. We did cross-sectional surveys before and after the intervention: with women to understand
prevalence of domestic violence, and with women and men to understand attitudes. The two primary outcomes were
physical or sexual domestic violence and gender-based household maltreatment (emotional or economic violence,
coercive control, or neglect), by any household member, reported for the preceding 12 months by women aged
18-49 years. We analysed pre-intervention and post-intervention survey data jointly with mixed-effects logistic
regression models by intention-to-treat. This trial is registered with ISRCT, ISRCTN84502355, and with Controlled
Trials Registry of India, CTRI/2018/02/012047.

Findings Intervention activities ran from March 5, 2018, to Jan 27, 2023. 2448 (67-9%) of 3606 women survey
respondents reported that tolerance of domestic violence had fallen, 4121 survivors of violence were identified, and
3773 saw a caseworker. Prevalence of physical or sexual domestic violence before intervention was 13-5%
(328 of 2429 respondents) in the control group and 15-2% (378 of 2484 respondents) in the intervention group. Post-
intervention prevalence of physical or sexual domestic violence was 13-5% (484 of 3592 respondents) in the control
group and 11-8% (426 of 3606 respondents) in the intervention group (adjusted odds ratio 0-85, 95% CI 0-62-1-16).
Baseline prevalence of gender-based household maltreatment was 57-7% (1401 of 2429 respondents) in the control
group and 59-7% (1482 of 2484 respondents) in the intervention group. After intervention it was 53-3% (1915 of 3592
respondents) in the control group and 52-0% (1875 of 3606 respondents) in the intervention group (0-93, 0-66-1-33).
Disclosure of violence was likelier in intervention clusters (45 of 484 in the control group vs 89 of 426 in the
intervention group; adjusted odds ratio 2-75, 95% CI 1-73—4-37).

Interpretation Although we saw increases in women’s disclosure and access to support, the entrenchment of domestic
violence and the challenge of measurement meant that we were not able to confirm effects on population prevalence.

Funding Wellcome Trust.

Copyright © 2025 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY 4.0
license.

Introduction
Violence against women harms individuals,™ their

12 months.®* Domestic violence takes other forms,
however, and is done by other people in the home. It

families,** and society. Defined as any act that “results
in, or is likely to result in, physical, sexual or psychological
harm or suffering to women...in public or in private
life,”” the most documented forms are physical and
sexual violence by an intimate partner, affecting 27% of
women worldwide in their lifetime and 13% in the past
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includes emotional violence, coercive control, economic
abuse, and neglect.”

Just under half of India’s urban residents live in
informal settlements or slums, defined as “residential
areas where dwellings are unfit for human habitation by
reasons of dilapidation, overcrowding, faulty
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Research in context

Evidence before this study

We conducted a search in English using Psychinfo, Embase,
Medline, and the CAB Global Health index in Ovid from databases
inception to Dec 31, 2024. We included systematic reviews that
covered prevention interventions at community level in low-
income or middle-income countries, with adult women in their
target population, that measured intimate partner violence,
domestic violence, or non-partner sexual violence as an outcome.
We excluded interventions solely with female sex workers.

After title and full-text screening, we found nine systematic
reviews. One was global, two focused on sub-Saharan Africa,

five on low-income or middle-income countries, and one on
India. The reviews broadly supported the effectiveness of
community-based interventions, often describing them as key
to intervention. A meta-analysis of community mobilisation
and group-based interventions estimated a pooled adjusted
odds ratio of 0-78 (95% Cl 0-63-0-97) for past-year experience of
intimate partner violence. 25 of 29 studies were based in Africa
and interventions frequently focused on primary prevention.

Added value of this study
We found that it was feasible to generate community
conversation and action to address domestic violence.

arrangements and design of such buildings, narrowness
or faulty arrangement of street, lack of ventilation, light,
or sanitation facilities or any combination of these
factors which are detrimental to safety and health.”"
Estimates of lifetime prevalence of physical, sexual, or
emotional domestic violence against women living in
urban informal settlements in India range from 15%
to 59%.7 In informal settlements in Mumbai, 19% of
women are estimated to have suffered emotional
violence in the past year,” 35-71% coercive control,” and
23% economic abuse." Our non-government programme
has been working to address this for 25 years, following
a pattern similar to others: crisis response, service
provision for survivors of violence, community outreach,
and prevention campaigns.”?

Community mobilisation can reduce violence against
women and girls,”* and is rated as promising in low-
income and middle-income countries.* A 2023 systematic
review and meta-analysis identified 27 randomised
controlled trials—none of them in India—and suggested
that community-level or group-based interventions
reduced the odds of intimate partner violence against
women in the past year, although it could not distinguish
differential effects of types of intervention or target
population.”

Our aim was to test our programme theory of change,”
which proposed that groups of women, men, and young
people would meet regularly and encourage community
volunteers to become active; survivors of violence would
disclose, be identified and supported, attitudes to

We were able to do this in areas new to the work and without
needing to nest conversations about violence in existing
programmes for HIV, sexual health, or microfinance.

A programme designed to be replicable and delivered over
3years in a population of about 60 000 achieved fidelity and
reach. Community group members and volunteer activists
were able to support over 4000 women survivors of domestic
violence and community members reported reduced
tolerance and prevalence. Survivors of domestic violence were
much more likely to disclose and there were indicators of
positive change in community attitudes to gender inequality,
sexual violence, and bystander action. Although the changes
were in line with a programme theory, we saw a non-
significant reduction in population prevalence of domestic
violence.

Implications of all the available evidence
Community-based programmes to respond to and prevent
violence against women and girls need to take account of
different forms of domestic violence such as emotional and
economic abuse, coercive control, and neglect. Community
action can happen before social and gender norms change.

gendered violence would change, and the prevalence of
domestic violence would reduce.

We followed an inclusive definition of domestic
violence as either intimate partner or household violence.
The primary hypothesis was that—over and above a
package of crisis intervention, counselling, and support
services—an intervention involving community groups
and volunteers, delivered for 3 years, would reduce
the reported prevalence of domestic physical or sexual
violence, and of domestic emotional or economic
violence, coercive control, or neglect.

Methods

Study design and participants

In informal settlements in two areas of the city, we did a
two-arm, parallel group, theory-driven, pragmatic,
cluster-randomised, controlled trial with 1:1 allocation
of 48 clusters to intervention or control, 12 in each of
four phases (figure 1).* Following the Istanbul
Convention,” we made support services available for
survivors of violence irrespective of allocation. The trial
was approved by the Institutional Ethics Committee
of Partners for Urban Knowledge, Action, and Research
(PUKAR) (Dec 25, 2017), and the University College
London Research Ethics Committee (3546/003,
Sept 27, 2017).

Clusters fulfilled the UN-Habitat multidimensional
definition of slums in lacking durable housing, sufficient
living area, access to improved water, access to improved
sanitation, and secure tenure.* They were densely
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Area selection

Cluster selection

Cluster consent

8 areas of Mumbai assessed for inclusion

2 settlements sufficiently large to allow demarcation of 24 discrete clusters in two phases each
Area 1: 13 km?, estimated population 530000; area 2: 8 km?, estimated population 778 000
Areas mapped to identify clusters of 500 households

Clusters selected on basis of

« Vulnerability assessed against a scorecard

« No known plans for rehabilitation or demolition in the next 2 years

« No existing non-government programmes addressing violence against women
« More than 75% of structures residential

« Clear separation between clusters

Meetings with stakeholders in each cluster before data collection, randomisation, or intervention
25-30 participants, half of them women and wide age spectrum

« Integrated Child Development Service
« Elected representatives

« Members of self-help groups

« Community elders

Domestic violence prevalence survey
Participants included
Before intervention
100 per cluster

Dec 5,2017-March 28,2019

«Women'’s health

« Common mental disorders and wellbeing

« Physical, sexual, and emotional violence

« Coercive control, economic abuse, and neglect
« Disclosure and support

Community attitudes survey
Participantsincluded  Cisgender or transwomen or men
Before intervention

50 per cluster

Dec 23, 2017-June 26, 2019

« Gender roles and inequality

« Violence in the locality

« Attitudes to and justifiability of violence

« Bystander intervention

« Potential sources of support

Group member and volunteer activities survey
Participants included

Cisgender or transwomen aged 18-65 years, resident for at least 1 year

. After intervention

i 150 per cluster

April 18,2022-Jan 29, 2024

«Women's health

« Common mental disorders and wellbeing

« Physical, sexual, and emotional violence

« Coercive control, economic abuse, and neglect
« Disclosure and support

« Exposure to intervention

« Programme effects

aged 18-65 years, resident for at least 1 year

After intervention

50 per cluster

May 26, 2022-Nov 16, 2023

« Gender roles and inequality

« Violence in the locality

« Attitudes to and justifiability of violence
« Bystander intervention

« Potential sources of support

« Exposure to intervention

« Programme effects

Group members and volunteer activists in 24 intervention clusters

After intervention

22 per cluster

March 12, 2024-April 6, 2024

« Attitudes to violence against women

« Informal help in the community

« Identification and support of survivors
« Time commitment
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Figure 1: Trial design

populated, with limited vehicular accessibility and
proximity to hazards such as polluted water bodies and
the airport. We minimised influence on control areas by
separating clusters, demarcating them with natural
boundaries where possible, and encouraging group
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members to keep meetings and events local. Any resident
of an intervention cluster could participate in the
intervention. Women, men, and young people were
eligible to participate in group activities, and women
were eligible to become volunteers.
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Figure 2: Society for Nutrition, Education, and Health Action—Taking Action, Reaching All (TARA)

Group-led intervention: group members identify and respond to instances of violence, and collectively strategise
to take action to stop all forms of intimate partner violence, domestic violence, and sexual violence by non-
intimate partners. Volunteer-led intervention: volunteers strategise to intervene, provide first response, and liaise
with support services to offer relief to survivors of all forms of intimate partner violence, domestic violence, and
sexual violence by non-intimate partners.

See Online for appendix 1
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Randomisation and masking

After the pre-intervention survey, we allocated clusters in
four blocks of 12 by generating a pseudorandom number
for each cluster in Stata 15, sorting them, and allocating
the first six to control and the second six to intervention.
Trial analysts were masked to allocation.

Procedures
We used data from surveys before and after intervention
and a prospective intervention monitoring system
(figure 1, appendix 1 p 3). One cross-sectional survey
examined prevalence of domestic violence against
women and the other examined both women’s and men’s
attitudes to gender and violence. An individual could
respond to only one survey in each wave and both were
piloted in two clusters outside the trial areas. We also
surveyed members of women’s groups and volunteers
after the intervention. Women’s self-reported experience
of violence was based on a series of yes or no responses
to any of nine questions about physical violence,
four about sexual violence, six about emotional violence,
eight about economic abuse, 15 about coercive control,
and four about neglect. Disclosure of violence to support
services was assessed against a list of potential sources of
support. Reported anxiety, depression, and mental
wellbeing were assessed against existing scales, as were
attitudes to domestic violence, gender equality, rape and
sexual violence, and bystander attitudes (appendix 1
pp 1-8).

Surveys were administered by 18 women interviewers
and three graduate supervisors. They mapped clusters to
identify households and exclude commercial buildings

and group residences of male migrant workers.
Beginning at a random start point, they visited every
second household to enrol participants in order of
preference: (1) the youngest disabled woman, (2) the
youngest married woman, (3) the youngest unmarried
woman. They made up to three visits, interviewing
respondents at home or in a local office. Interviews
lasted 45-90 min. Data were entered in Android tablets
running Dimagi CommCare. Supervisors observed
20% of interviews using a checklist for performance in
consent-taking, rapport-building, and accuracy. We
examined daily variation in prevalence by interviewer
and discussed performance in supervisory meetings.
Data were collected in accordance with the General Data
Protection Regulation 2018 and stored in a MySQL
database backed up daily. Meetings and activities of
groups, volunteers, and caseworkers were recorded
prospectively in a relational database management
system from March 5, 2018 to Jan 27, 2023.

Figure 2 and panel 1 summarise the intervention
according to TIDieR recommendations.® The key
elements were community participatory learning and
action, groups of women, men, and young people, and
emerging volunteer sanginis: women’s group members
who committed to providing first response, crisis
intervention, and liaison for survivors of violence in their
communities. Group members and volunteers were
supported in identifying survivors of domestic violence,
assessing their safety, providing psychosocial support,
negotiating with their families, supporting them in
crisis, and linking them with caseworkers atlocal centres.

In response to the COVID-19 pandemic, the trial was
paused from March 18, 2020, to Feb 1, 2021. Community
organisers and caseworkers telephoned women’s group
members to discuss wellbeing and registered survivors
of violence for crisis intervention and counselling.
Telephone conference calls replaced group meetings,
focusing on health and hygiene with an emphasis on
COVID-19, mental health, and domestic violence. With
further compromise in April and May, 2021, during a
wave of infection, the total delay was about 13 months.
The effect was that the intervention was implemented
over approximately 4 years, with an exposure duration of
3 years. We had planned and commenced a midline
survey but shelved it because of concerns about
interpretation of the findings given the level of disruption.
Overlapping information on community attitudes and
bystander action was available from other data collection
exercises.

Insecurity of tenure makes informal settlement
residents wary of questions about housing and home
ownership. In one cluster, we agreed to omit such
questions from the postintervention community
attitudes survey, although respondents were happy to
answer questions about domestic violence. There was
some resistance to the post-intervention prevalence
survey in phase 2 in the wake of the pandemic and we
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Panel 1: Summary of the intervention

Human resources
+ Salaried community organisers—one per cluster, based at
community centres, women with higher secondary

education.

+ Programme officers—women or men with graduate
education.

+ Caseworkers—women with graduate social work
education.

Initiation—participatory learning and action in each

cluster®

+ 2-day mobilisation and rapport-building, collecting
information together, assessing needs, and agreeing
partnership work.

« 11 interactive sessions with 25-30 residents over 1 month,
including six participatory learning and action exercises:
exercise 1, timeline analysis; exercise 2, conflict
analysis; exercise 3, safety mapping; exercise 4, mobility
mapping; exercise 5, matrix ranking; exercise 6,
visualisation of ideal community; started conversations
about gender and violence; stimulated interest in joining
groups; helped develop links with community health
volunteers and government programme workers.

Women's groups—three per cluster, at least 20 members

each, facilitated by community organiser, around

two meetings per month (18-20 per year), followed a

series of peer-education modules

+ Year 1: awareness and knowledge—group bonding,
violence against women and girls, understanding gender,
understanding health care and law, understanding access
to police.

+  Year 2: local action—building critical understanding,
offering identification, intervening individually, first
response and referral, and intervening collectively.

+ Year 3: developing leadership—networking with
community leaders, analysis of strengths, weaknesses,
opportunities and threats, preparing to take on leadership,
and organising events and actions.

became aware that women in certain clusters were being
encouraged not to disclose violence. We suspended
activities, resolved concerns through community
meetings and discussions with individuals, and repeated
the whole survey.

Our community mobilisation model was the result
of 15 years of iterative coproduction with residents of
informal settlements, framed to address women’s
expressed needs, and refined collaboratively into a
practicable model with survivors of domestic violence,
members of existing women’s, men’s, and adolescent
groups, clinicians and health-care workers, community
and faith leaders, and the police. This was followed by
two years of programme theory development,” and a
one-year pilot in two areas not involved in the trial.

www.thelancet.com/lancetgh Vol 13 December 2025

Volunteer sanginis*—from year 2, women's group members
who showed commitment and aptitude, some from outside
groups, monthly skill-building meetings with programme
officers

«  Year 2: acting—deepening understanding of gender and
violence against women and girls to take action, broadening
knowledge and skills to use resources and build networks, and
supporting and accompanying survivors to access services.

«  Year 3: leadership—mapping violence in communities,
intervention strategies, managing crisis intervention,
accelerating community response to violence, and action
planning.

Men'’s groups—one per cluster, facilitated by male
programme officer, around one meeting every 2 months,
six per year, followed a series of peer-education modules

+  Year 1: the self—critical awareness of men’s privileges,
gender and violence, masculinity and sexuality.

«  Year 2: the family—gender socialisation and power in
relationships, consequences of violence for relationships,
and roles and responsibilities in the family.

« Year 3: the community—understanding allyship, bystander
intervention, and supporting action.

Youth groups—one per cluster, facilitated by female

programme officer, around one meeting every 2 months

(six per year), followed a series of peer-education modules

« Year 1: sex and gender—body image, reproductive health,
and peer pressure.

«  Year 2: violence against women and girls—relationships and
consent, love and attraction, addiction in young people.

« Year 3: thoughtfulness—safe sex, understanding the law,
bystander intervention, helping survivors.

Detailed manuals describing meetings for all three types of groups are available at https://
osf.io/4jn5y. *Sanginis are women'’s group members who provide first response, crisis
intervention, and liaison for survivors of violence in their communities.

Participation was both process and outcome in that the
intervention was driven by group members and
volunteers, who acted as client advocates in their
relationships with us and groups such as the police,
community panchayats and mohalla committees (local
groups with responsibility for maintaining law and
order, resolving conflict, and organising community
events).

Outcomes

The two primary outcomes were physical or sexual
domestic violence and gender-based household mal-
treatment (emotional or economic domestic violence,
coercive control or neglect) reported for the preceding
12 months by women aged 1849 years. Six secondary
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Panel 2: Ethical considerations

Community entry, cluster involvement, and consent to

randomisation

 Before data collection and randomisation, we organised
meetings with key stakeholders identified by residents of each
cluster to develop awareness in communities and gather
gatekeeper consent.*

« Participants included Integrated Child Development Service,
elected officials or their representatives, members of local
voluntary groups, community elders, and members of
women'’s self-help groups.

«  We ensured that these groups were representative of the
community in terms of gender (half were women) and age.

+  After gatekeeper consent and before starting work in each
cluster, the team visited the local police station and social
services to discuss their activities.

« We organised a 2-day mobilisation and rapport-building
across the community.

«  Community stakeholders and civic service providers
remobilised to discuss findings from each cluster.

»  Weintroduced the community organiser responsible for each
cluster and crisis intervention protocols.

Surveys

Team members and support

« Interviewers were all women.

+ They received 3 months of initial and refresher training,
including Good Clinical Practice for research ethics and
participant protection (Scientia Clinical Services, Feb 14, 2019).

+ They were supported by three field supervisors with direct
linkage to counselling services, available by phone at any time.

Interviews

« Interviewers arranged appointments in advance, avoiding
times when partners or children were likely to return from
work or school.

« Participants were allowed time to consider signed consent
after discussing a participant information sheet and their
right to answer specific questions, terminate the interview,
and withdraw without penalty.

+  Because confidentiality was the priority, interviews were
conducted in a place of the participant’s choice.

« We stored participant information sheets on women's behalf
if they were concerned that others might see them.

- Participants were interviewed at home or in a local
community office if they preferred it.

« Interviews began with general questions about demography,
household residents, education, socioeconomic position,
maternity, and health. If a family member, neighbour, or
friend entered, the interviewer went back to asking questions
about general health.

« Ifthe person did not leave, the interview was terminated and
completed over up to three repeat visits.

« Asaresult of the gatekeeper consent process, community
members were aware that interviewers would be visiting
people in their area and this limited curiosity and intrusion.

Response to disclosure

+ Interviewers were members of a broader team who were able
to provide a full suite of crisis and counselling services,
including home visits, medical, surgical, and psychiatric
referral, and negotiation with families, the police, and legal
representatives.

«  When women disclosed violence, we followed established
intervention protocols which included safety assessment,
counselling, liaison with health-care professionals, police, and
legal services, and developing follow-up plans for the survivor
and her family.

« Participants were able to speak with caseworkers immediately
by phone.

+  When a participant was not ready to disclose violence, the
interviewer provided her with information on available ser-
vices and legal rights and gave her a small card that was easy to
hide and listed essential contact numbers and addresses for
24-h crisis support, medical emergencies, and the police.

« Interviewers took consent for any action from the participant
herself.

Women'’s group meetings

+  Family members were informed that women would
participate in group education sessions.

+ Sessions were conducted in the afternoon between 1400 h
and 1700 h when they had relatively less household work.

+ Venues were chosen by group members.

» Participant safety was of prime importance and community
organisers worked assiduously to find conducive places
outside or in homes, with agreement from community
leaders and families.

+ Discussion of violence against individual group members was
not permitted during group sessions.

»  Members were able to discuss personal concerns after sessions
were over.

 Thesediscussions took place in safe places of their choosing,
an option being the local counselling centre.

Disclosure of domestic violence

«  Caseworkers only began to work with survivors after formal
agreement to do so.

«  If necessary, involvement of other family, friends, or contacts
was contingent on survivor agreement.

Participants and volunteer sanginis*

+ Concerns included distress at being unable to resolve women’s
challenges.

»  Support often required substantial commitment of their time.

« Backlash from individuals, families, and communities.

+  Community team members were available to support them at
any time.

+ Theiractivities were consistently recognised and validated.*®

*Sanginis are women’s group members who provide first response, crisis intervention, and
liaison for survivors of violence in their communities.
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outcomes were (1) the proportion of domestic violence
disclosed to support services (non-government organ-
isations, police, health care, or government programmes),
(2) community attitudes to domestic violence, gender
inequality, rape and sexual violence, and bystander action,
(3) non-partner sexual violence in the preceding 12 months,
(4) symptoms suggesting anxiety or depression, (5) mental
wellbeing, and (6) either or both of the primary outcomes.
The programme theory specified four categories of
intermediate outcome: identification of and support for
survivors of violence, perceived change in programme
participants, perceived change in communities, and
bystander intervention.”

Statistical analysis

A cross-sectional sample of 100 women in each of
48 clusters before intervention and 150 after intervention
provided over 80% power at 5% significance level to
detect a minimum difference of 6% between groups in
12-month prevalence of domestic violence, reflected
in either primary outcome. Using the design effect
methodology of Copas and Hooper,” power estimates
were based on a range of intracluster correlation
coefficients around 0-02, assumed to apply before and
after intervention, cluster autocorrelation ranging from
conservative (0-5) to realistic (0-8), and a range of
prevalence values for the control group of around 15% for
physical or sexual violence in the preceding 12 months
and 80% for emotional or economic domestic violence,
coercive control, or neglect, based on previous estimates.

Following a pre-developed analysis plan, we tabulated
frequencies and proportions of participant characteristics
and primary and secondary outcomes by allocation in
surveys before and after the intervention. We estimated
odds ratios and 95% Cls adjusted for phase, household
asset score,” age, education, and religion. We did
not impute primary outcomes. We conducted single
imputation of education based on age, religion, and
household asset score and of household asset score
based on age, religion, and education. We also conducted
item-wise single imputation of attitudes to domestic
violence, gender inequality, rape and sexual violence,
and bystander action using education, age, religion, and
household asset scores. For continuous outcomes such
as age, we used linear regression to predict the imputed
value. For discrete outcomes, we used multinomial
regression and imputed the highest-probability value.
For any of the above items, 2% of observations or fewer
had missing values.

We analysed binary outcomes by intention-to-treat,
modelling baseline and follow-up data jointly using
logistic regression with random effects for clusters
(two correlated intercepts for before and after
intervention). A constrained baseline analysis included
time (before vs after intervention) and an indicator of
intervention coded zero before intervention in both
groups and one for the intervention group after

www.thelancet.com/lancetgh Vol 13 December 2025

57 clusters assessed for eligibility

>

9 excluded
2 clusters refused to participate
7 clusters too close to others

| 48 randomised

|
v

v

| 24 clusters allocated to control

l_

| 24 clusters allocated to intervention

v

v

3631 family homes identified through
pre-intervention survivorship survey

3769 family homes identified through

pre-intervention survivorship survey

631 excluded
185 no eligible women

446 family did not agree

A 4

663 excluded
199 no eligible women

464 family did not agree

v

3000 selected for interview

106 selected for interview

w

571 excluded
222 eligible women unavailable
after 3 visits

interview
77 women did not consent to
interview

272 unable to achieve privacy for

y

622 excluded
278 eligible women unavailable
after 3 visits
283 unable to achieve privacy for
interview
61 women did not consent to
interview

v

| 2429 women interviewed

| 2484 women interviewed |

| 24 clusters received allocated control

I,_

| 24 clusters received allocated intervention |<—

v

v

4480 family homes identified through
post-intervention survivorship survey

4346 family homes identified through
post-intervention survivorship survey

—>| 644 excluded (no eligible women)

y

—PI 594 excluded (no eligible women)

v

| 3836 selected for interview

w

752 selected for interview |

244 excluded
117 eligible women unavailable
after 3 visits

interview
13 women did not consent to
interview

114 unable to achieve privacy for

y

146 excluded
66 eligible women unavailable
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Figure 3: Trial profile for prevalence surveys

intervention. As an interaction between group and time,
the odds ratio for this indicator represented the
intervention effect. We also present intervention effect
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Before intervention After intervention

Control group Intervention Control group  Intervention

(n=2429) group (n=2484)  (n=3592) group (n=3606)
Housing fabric
Robust 1265 (52-1%) 1263 (50-8%) 2834 (78-9%) 2819 (782%)
Not robust 1164 (47-9%) 1221 (49-2%) 758 (21-1%) 787 (21-8%)
Toilet arrangement
Private 403 (16-6%) 446 (18-0%) 953(26:5%) 1020 (28-3%)
Shared 2026 (83-4%) 2038 (82:0%) 2639 (735%) 2586 (71-7%)
Asset score quintile
1 (lowest) 455 (18:7%) 536 (21-6%) 669 (18-6%) 767 (21:3%)
2 438 (18-0%) 597 (24-0%) 696 (19-4%) 687 (19-1%)
3 503 (20-7%) 491(19-8%) 698 (19-4%) 730 (20-2%)
4 523 (21:5%) 403 (16:2%) 772 (21:5%) 724 (20-1%)
5 (highest) 510 (21-0%) 457 (18-4%) 757 (211%) 698 (19-4%)
Religion
Hindu 1457 (60-0%) 1467 (59-1%) 2058 (57:3%) 2029 (56-3%)
Muslim 868 (357%) 917 (36:9%) 1377 (38:3%)  1385(38-4%)
Buddhist 75(3:1%) 72(2:9%) 133 (3-7%) 174 (4-8%)
Other 29 (1-2%) 28 (11%) 24 (0-7%) 18 (0-5%)
Age, years
18-20 57 (2:3%) 58 (2:3%) 32(0:9%) 32(0:9%)
20-29 959 (39-5%) 996 (40-1%) 1047 (29-1%) 1073 (29-8%)
30-39 963 (39-6%) 1018 (41-0%) 1571(437%) 1596 (44-3%)
=40 450 (18-5%) 412 (16-6%) 942 (26:2%) 905 (25-1%)
Washington Group disability status
Disability 91 (3-7%) 83(33%) 129 (3-6%) 162 (4-5%)
No disability 2338(96:3%) 2401 (96:7%) 3463 (96-4%) 3444 (95-5%)
Marital status
Unmarried 108 (4-4%) 99 (4-0%) 147 (4-1%) 125 (3:5%)
Married or partnered 2213 (91-1%) 2293 (92-3%) 3262 (90-8%) 3304 (91-6%)
Separated 41 (1-7%) 37 (1-5%) 60 (1-7%) 65 (1-8%)
Divorced 12 (0-5%) 8 (0-3%) 19 (0-5%) 21 (0-6%)
Widowed 55 (2:3%) 47 (1:9%) 104 (2:9%) 91 (2:5%)
Education
No schooling 414 (17-0%) 500 (20-1%) 426 (11-9%) 474 (13-1%)
Primary 429 (17:7%) 395 (15-9%) 608(16:9%) 599 (16-6%)
Secondary

Higher secondary (class 11-12)

( ( ( (

( ( ( (
1080 (445%) 1093 (440%)  1631(454%) 1593 (44-2%)
275 (113%) 280 (11:3%) 501 (13-9% 539 (14-9%)
( ( ( (

)
)

Higher 231(9-5%) 216 (87%) 426 (11-9% 401 (11-1%)
Remunerated work in last year

Yes 593 (24-4%) 596 (24-0%) 1131(315%) 1146 (31-8%)
No 1836 (75-6%) 1888 (76-0%)  2461(685%) 2460 (682%)
Uses alcohol or drugs

Yes 291 (12:0%) 304 (12:2%) 370(103%) 416 (11:5%)
No 2138(88.0%) 2180 (87-8%) 3222(897%) 3190 (88:5%)
Has children*

Yes 2070(892%)  2121(89-0%)  3183(924%)  3211(92:2%)
No 251 (10-8%) 263 (11.0%) 262 (7-6%) 270 (7-8%)

(Table 1 continues on next page)
estimates as differences in proportions and confidence
intervals generated through marginalisation by the Wald
method. We used linear regression with robust standard
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errors for secondary outcomes based on scores. Subgroup
analyses by trial phase and dose-response analyses by
intervention exposure did not reveal significant patterns
beyond the main findings (appendix 1). CIs were 95%
and two-sided, and statistical tests two-tailed and applied
at 5% significance level. We did not adjust for multiple
testing and interpreted results for both primary outcomes
together. All analyses used Stata (version 18.5).

We followed guidelines for research on domestic
violence against women,* and on sexual violence.* Panel 2
summarises ethical considerations.

Role of the funding source
The funder had no role in study design, collection,
analysis, or interpretation of data, or the writing of the

paper.

Results

The intervention ran in phases from 2018 to 2023:
phase 1 (March 5, 2018, to March 4, 2022), phase 2
(Sept 26, 2018, to Sept 25, 2022), phase 3 (Jan 2, 2019,
to Jan 1, 2023), and phase 4 (Jan 28, 2019, to Jan 27, 2023).
Figure 3 summarises participant flow for the pre-
intervention and post-intervention prevalence surveys.
Gatekeepers in two clusters did not agree to participation
and seven clusters were judged to be too close to others.
Overall, 4913 women responded to the pre-intervention
survey and 7198 to the post-intervention survey.

Table 1 summarises characteristics of respondents to
the pre-intervention and post-intervention prevalence
surveys. The trial groups were balanced. 3175 (64-6%) of
4913 female respondents had attended school before the
intervention and 1189 (24-2%) had done paid work in
the last year, a proportion that increased over the trial
period, as did the robustness of homes and the use of
private toilets.

We present our findings according to the programme
theory, in terms of resources, identification of and
support for survivors of violence, change in programme
participants, and change in communities.

All human resources were in place: 24 community
organisers, eight supervisors, three coordinators and
four caseworkers. 72 women’s groups were formed
(three per cluster), 25 men’s groups, and 24 youth
groups. Women’s groups met an average 18 times
per year (SD 5-5; 1197 meetings in year 1, 1397 in year 2,
1385 in year 3, and 1297 in year 4). Men’s groups met an
average six times per year (SD 2-7) and youth groups
seven times (SD 3-9). 2338 women ever attended a
group, as did 560 men and 623 young people. Women’s
groups had an average 32 members (SD 6-9), men’s
groups 23 (SD 6-9), and youth groups 25 (SD 8-5). Our
aim was that women would attend at least ten sessions.
1921 (82-2%) of 2338 group members achieved this, and
1538 (65-8%) attended more than 20. Women attended a
median 31 sessions (IQR 14-47). Of 1801 individual
actions women reported at group meetings, the top
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three were visiting survivors of violence (356 [19-8%)]),
negotiating with families (334 [18-5%]), and referring
women to the Society for Nutrition, Education, and
Health Action (SNEHA, Mumbai, India; 255 [14-2%)]).
There were 240 volunteer sanginis, 59-110 per phase.

Overall, 4121 survivors of domestic violence were
identified. Identification increased steadily over
four years: 791 in year 1, 874 in year 2, 1180 in year 3 and
1276 in year 4. Identification was achieved equally by
community organisers (220 [27-8%]) and group
members (224 [28-3%]) in year 1. The aspiration for
community members to take on this role over time was
reflected in a steady fall in the proportion of survivors
identified by community organisers, to 11-6% (n=148)
in year 4. At the same time, identification by volunteer
sanginis climbed to 20-5% (n=262) by year 4. Volunteer
action involved talking with survivors (for 3910 [94-9%)]
of 4121 women) or their families (for 2334 [56-6%)]),
arranging counselling (for 2485 [60-3%)]), and actions
such as negotiation, responding to crisis, and involving
colleagues or the police. Of 4121, 1817 women were seen
once (44-1 %), 1136 (27-6%) twice, 516 (12-5 %)
three times, and 651 (15-8 %) four times or more.

Overall, 3773 women met with a caseworker, the
numbers increasing year on year from 949 in year 1
to 1273 in year 4 (with a dip in year 2 during the
COVID-19 pandemic). Of these, 3309 were facing
domestic violence. 855 (25-8%) were facing violence
from an intimate partner, 869 (26-3%) violence from
both intimate partner and other family, and 1585 (47-9%)
from other family members only. The form of violence
most reported was emotional (3505 [92:9%] of
3773 women), followed by economic abuse (3185
[84-4%]), physical violence (3036 [80-5%]), coercive
control (2718 [72-0%)]), and neglect (2735 [72-5%)]). The
commonest reasons that women gave for the violence
were difficulties in their roles in the family (2367 [62-7%]
of 3773), controlling families (2159 [57-2%]), financial
stress (2075 [55-0%]), family drug or alcohol use
(1841 [48-8%]), and disagreements about property
(1702 [45-1%)]). Reports from 2660 women followed up
for 6 months suggested that 2235 (84-0%) were
experiencing less domestic violence, 1025 (38-5%) had
returned to the marital home, 860 (32-3%) had achieved
custody of their children, and 958 (36-0%) had gained
access to their possessions.

In response to the survey of 539 women’s group
members and volunteers after the intervention,
93-95% said that a woman surviving domestic violence
could speak to them without fear of judgement, stay at
their home temporarily, and that they felt able to
intervene on her behalf. Nevertheless, as individuals,
only 145 (26-9%) of them could visit family or friends
without permission and 134 (24-9%) would have to
take someone along. Their activism did not appear to
reflect profound attitudinal change: 427 (79-2%) felt
that domestic violence was a private matter for the
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Before intervention

After intervention

Control group

Intervention

Control group

Intervention

intervention.

(n=2429) group (n=2484)  (n=3592) group (n=3606)
(Continued from previous page)
Partner educationt
No schooling 216 (9-5%) 259 (111%) 226 (6:9%) 245 (7-4%)
Primary 266 (11:7%) 296 (12:7%) 393 (12:0%) 387 (11.7%)
Secondary 463 (20-4%) 481 (20-6%) 618 (18:9%) 699 (21-1%)
Higher secondary (class 11-12) 1084 (47-8%) 1068 (45-7%) 1045 (31.9%) 1058 (32:0%)
Higher 241 (10-6%) 235 (10-0%) 977 (29:9%) 917 (27-7%)
Partner remunerated work in last yeart
Yes 2213 (97-5%) 2292(98-0%) 3196 (97-7%)  3250(98:3%)
No 57 (2:5%) 47 (2:0%) 75(2:3%) 56 (1-7%)
Partner uses alcohol or drugst
Yes 1012 (44-6%) 1012 (43-3%) 1324 (40-5%) 1483 (44-9%)
No 1258 (55-4%) 1327 (56-7%) 1947 (59-5%) 1823 (55-1%)

Washington Group disability screen based on at least a lot of difficulty in one of six domains or at least some difficulty
in two domains.” *There were 2321 participants in the control group and 2384 participants in the intervention group
before intervention and 3445 participants in the control group and 3481 participants in the intervention group after
intervention. fThere were 2270 participants in the control group and 2339 participants in the intervention group
before intervention and 3271 participants in the control group and 3306 participants in the intervention group after

by allocation

Table 1: Household and respondent characteristics in prevalence surveys before and after intervention,

family, that it could be excused if the violent indi-
vidual regretted it (386 [71-6%]), had lost control
to anger (204 [37-8%]), or was affected Dy
alcohol (134 [24-9%]). Overall, 225 (41-7%) still felt that
it was a woman’s duty to stay in a violent relationship to
keep the family together.

388 (72-0%) of 539 group members and volunteers said
they had helped a survivor of domestic violence.
45 (11-6%) had helped one woman, 203 (52-3%) between
two and five, 63 (16-2%) six to ten, 50 (12-9%) 11 to 20,
and 27 (7-0%) more than 20. 204 (52-6%) of 388) had
helped in the last year. They had spoken with the woman
and her family, called in a caseworker or team
member (204 [52-6%]), involved other group members,
friends or neighbours (152 [39-2%]), involved the
police (86 [22-2%]), and assisted women with health
care (45 [11-6%)). Doing this had usually required one, two,
or three visits (303 [78-1%)] of 388 respondents). It entailed
a recalled median 1 h of conversation (IQR 1-3), 1 h of
consultation with others (0-2), 2 h if health care was
needed (1-3) and 1 h if the police were involved (1-3).
Helping survivors of violence had meant that 278 volunteers
(71-6% of 388) had had to forego or postpone work,
although 134 (48-2%) had arranged their work to be
covered by someone else.

Table 2 summarises community members’ perspectives
on the intervention, based on post-intervention preva-
lence and attitudes surveys. Both surveys suggested
substantial reach and minimal leakage of the intervention
into control clusters: 486 (80-7%) of 602 women and
325 (54-4%) of 597 men in intervention clusters were
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Prevalence dataset (women only) Community attitudes dataset: Community attitudes dataset:
women men
Control group Intervention Control group Intervention Control group Intervention
(n=3592) group (n=3606) (n=570) group (n=602) (n=578) group (n=597)
Has heard of SNEHA 599 (16:7%) 2949 (81-8%) 39 (6-8%) 486 (80-7%) 18 (3-1%) 325 (54-4%)
Identifies SNEHA as working locally on domestic violence 152 (4-2%) 2777 (77-0%) 0 468 (77:7%) 1(0-2%) 309 (51-8%)
Knows of SNEHA team member or volunteer sangini* working 167 (4-6%) 2733 (75-8%) 7(12%) 468 (77:7%) 11 (1-9%) 287 (48-1%)
locally on domestic violence
Has heard of local women's group on domestic violence 171 (4-8%) 2764 (76:7%) 4(0:7%) 465 (77-2%) 4(0:7%) 300 (50-3%)
Has heard of local men’s group on domestic violence 63 (1-8%) 1344 (37-3%) 2 (0-4%) 218 (36-2%) 3(0-5%) 195 (32-7%)
Has attended meetings of women’s or men'’s group 82 (2:3%) 1571 (43:6%) 0 262 (43-5%) 0 78 (13:1%)
Never 3510 (97-7%) 2035 (56-4%) 570 (100-0%) 519 (86:9%) 578 (100-0%) 340 (56-5%)
Once 30 (0-8%) 226 (6:3%) 0 34 (5:6%) 0 17 (2:8%)
2-5 times 47 (1:3%) 674 (18-7%) 0 106 (17-6%) 0 38 (6-4%)
6-10 times 5 (0-1%) 192 (5:3%) 0 39 (6:5%) 0 12 (2:0%)
10-20 times 0 184 (5:1%) 0 28 (47%) 0 6 (1:0%)
More than 20 times 0 295 (8-2%) 0 55 (9-1%) 0 5(0-8%)
Women's group member has ever spoken with them 79 (22%) 1862 (51-6%) 1(0-2%) 271 (45-0%) 0 115 (19-3%)
Men’s group member has ever spoken with them 1 72 (2:0%) 0 10 (1-7%) 0 32 (5:4%)
Has been visited to discuss domestic violence 385 (10-7%) 1797 (49-8%) 17 (3-0%) 348 (57-8%) 6 (1-0%) 133 (22-3%)
SNEHA work in the last 2 years has made a difference 48 (13%) 1900 (52-7%) 0 334 (55:5%) 0 203 (34-0%)
People are aware of domestic violence 47 (13%) 1539 (42:7%) 0 258 (42-9%) 0 162 (27-1%)
Domestic violence is no longer private 26 (0-7%) 846 (23:5%) 0 149 (24-8%) 0 86 (14-4%)
People trust organisations like SNEHA 10 (0-3%) 795 (22:0%) 0 133 (22:1%) 0 76 (12:7%)
Survivors of violence are identified and helped 19 (0-5%) 654 (18-1%) 0 120 (19:9%) 0 63 (10-6%)
People have joined groups to work on domestic violence 3(0-1%) 538 (14-9%) 0 99 (16:4%) 0 57 (9-5%)
Public harassment has reduced 10 (0-3%) 423 (11.7%) 0 60 (10-0%) 0 35(5:9%)
There is less domestic violence in the last two years in the area 875 (24-4%) 2324 (64-4%) 163 (28-6%) 417 (69-3%) 196 (33-9%) 395 (66-2%)
There is less tolerance of violence 1073 (29-9%) 2448 (67-9%) 193 (33-9%) 439 (72-:9%) 229 (39-6%) 417 (69-8%)
SNEHA=the Society for Nutrition, Education, and Health Action. *Sanginis are women'’s group members who provide first response, crisis intervention, and liaison for survivors of violence in their communities.
Table 2: Perceived changes as a result of the intervention

Control group
(n=2429)

Intervention group
(n=2484)

Physical violence

Sexual violence

298 (12:3%)
90 (3-7%)

Prevalence of physical or sexual domestic violence against women
aged 15-49 years in preceding 12 months

332(13-4%)
118 (4-8%)

Prevalence of gender-based household maltreatment (emotional or
economic domestic violence, coercive control, or neglect) of women
aged 15-49 years in preceding 12 months

Coercive control 1148 (47-3%) 1198 (48-2%)
Emotional violence 440 (18-1%) 489 (19-7%)
Economic violence 466 (19-2%) 480 (19-3%)
Neglect 369 (15-2%) 343 (13-8%)

Table 3: Primary outcome indicators before the intervention, by allocation
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familiar with SNEHA and most knew of individuals
involved in activities to prevent domestic violence.
Similarly, 465 (77-2%) women and 300 (50-3%) men
knew that women’s groups had been meeting and 218
(36-2%) women and 195 (32-7%) men knew of men’s
groups; 262 (43-5%) women and 78 (13-1%) men had
attended a group. 348 (57-8%) women and 133 (22-3%)

men recalled having been visited to discuss domestic
violence. 243 (40-4%) women and 112 (18 -8%) men knew
of (or were) volunteer sanginis, and 157 (26-1%) women
and 37 (6-2%) men had participated in a community
event addressing violence. 334 (55-5%) women and
203 men (34-0%) perceived an impact of the programme
in their communities: 258 women (42-9%) felt that
people were aware of domestic violence as an issue,
417 (69-3%) that there was less domestic violence in the
area, and 439 (72-9%) that there was less tolerance of it
than in the past.

Table 3 presents the primary outcomes before
intervention. 706 (14-4%) of 4913 women reported physical
or sexual violence in the last year. 2883 (58-7%) of
4913 women reported emotional or economic domestic
violence, coercive control or neglect, with most (2346
[47-8%)] of 4913) reporting coercive control. Figure 4
summarises primary and secondary trial outcomes.
Prevalences of physical or sexual violence, and of gender-
based household maltreatment, were non-significantly
lower in intervention than control groups, with odds ratios
of 0-85 (95% CI 0-62 to 1-16) and 0-93 (0-66 to 1-33) and
risk differences of —1-8% (-5-1 to -1.5) and -1-6%
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Primary outcomes: domestic violence against women aged 15-49 years in preceding 12 months

Control Intervention Adjusted Difference

(n=3592) (n=3606) odds ratio (95% Cl)  (95% Cl)
Physical or sexuval violence 484 (13-5%) 426 (11-8%) — 0-85(0-62t01-16)  -1.8(-5-1t01.5)
Physical violence 437 (12:2%) 382 (10-6%) —a—— 0-85(0-62 to 1-16) -1-6 (-4-7to 1-4)
Sexual violence 178 (5-0%) 158 (4-4%) —_— 0-86 (0-54t0 1:38) -0-6 (-24t01-3)
Gender-based household maltreatment 1915 (53-3%) 1875 (52-0%) —_— .- 0-93(0-66t01-33)  -1-6(-9-7t0 6:5)
Emotional abuse 1142 (31-8%) 1061 (29-4%) — = 0-87(0-65t01.17)  -2.5(-7-6t02.6)
Economic abuse 759 (21-1%) 694 (19-2%) —a— 0-87(0-70t0 1.09) -2:0(-52t01-2)
Coercive control 1396 (38-9%) 1366 (37-9%) —_—.— 0-95 (0-68 to 1:32) -1-2(-8:6t0 6:3)
Neglect 518 (14-4%) 491(13-6%) [ 091 (0-68t0122)  -11(-4-4t02-2)

f 1
0-5 1.0 2:0
Secondary outcomes
Proportion of violence against women and girls disclosed to support services
NGOs, police, health care, government programmes  45/484 (9-3%) 89/426 (20-9%) —a——— 275(173t0437) 13-5(6-5t0 20-5)
Moderate or severe symptoms
Anxiety 129 (3-6%) 163 (4-5%) — - 124 (0-84t01-83) 1.0 (-0-1t0 2-9)
Depression 222 (6:2%) 218 (6-0%) —_— 0-93(0-64t0 136) -0-4 (-2-8102-0)
Anxiety or depression 251 (7-0%) 265 (7:3%) —_— 1-04 (0-73t0 1-48) -0-2 (-2-4t03-0)
Low mental wellbeing 471 (13:1%) 428 (11.9%) ————— 1:02 (0-63to 1-63) -0-1(-5:3t0 5:6)
Either primary outcome 1926 (53-6%) 1881 (522%) ~ ——m— 0-93 (0-65t01-33) -1.7 (-9-8t0 6-5)
r T 1
05 1.0 2:0 40

Mean score Mean score Coefficient Difference

(SD) (SD) (95%Cl) (95% C1)
Community attitudes to violence against women and girls
Tolerance of domestic violence 215 (1-44) 1.96 (1:39) — -0-20 (-0-40t0 0-01)  -2-00 (-4-04to 1-23)
Tolerance of gender inequality 7-05(3-03) 676(298) ——&— -033(-0-68t00-02)  -3-31(-6-85t02-31)
Tolerance of rape and sexual violence 212 (1-19) 2:02 (1-10) —a— -012(-0-26to 0:02)  -1.126 (-2:56 t0 2:54)
Support for bystander intervention 10-13 (2:60) 10-44 (2-45) ‘——r——\ 0-27 (-0-19to 0-57) 2.74 (-1-93t0 5-68)

-0-5 0 05

Figure 4: Primary and secondary outcomes after the intervention, by allocation

Models adjusted for phase, household asset score, respondent age, education, and religion. Pre-intervention and post-intervention data modelled jointly. NGO=non-

government organisation.

(-9-7 to —6-5). The reported prevalence of physical or
sexual violence varied substantially between clusters. In
the control group the range was 3-3-28-0% (IQR 7-3 to
21-0), and in the intervention group 5-3-28-7% (IQR 6-7
to 13-6). Intracluster correlation coefficients were 0-027
(95% CI 0-017 to 0-044) for domestic physical or sexual
violence and 0-064 (0-042 to 0-097) for gender-based
household maltreatment.

The odds of disclosure of violence to support services
were 2-75 times greater in the intervention group
(adjusted odds ratio 2-75, 95% CI 1.73—4.37).
Community attitudes to domestic violence, gender
inequality, and rape and sexual violence all suggested
less tolerance in the intervention than in the control
group, along with greater support for bystander
intervention, but the differences were not significant.
We saw no clear indication of difference between groups
in reported symptoms suggesting anxiety, depression,
or low mental wellbeing. Reports of non-partner sexual
violence were uncommon (one per 3592 women in the
control group, six per 3606 women in the intervention

group).
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The theory of change categorised potential harms in
advance. In 52 cases, disclosure of domestic violence led to
reprisals against women. Examples included threats to
kill, stopping access to money and phones, and shaming
them in the workplace. In 27 cases, people took punitive
action against individuals who were supporting survivors
of violence. Husbands verbally abused volunteers,
neighbours stopped talking to group members and
volunteers and group members who were supporting
survivors were accused of theft, sex work, and being of bad
character. The trial intervention protocol equipped the
field workers to deal with concerns of survivors, their
partners and families, and the community. In 24 cases,
people demanded support for perpetrators rather than
survivors. In 43 cases, the form of domestic violence
changed in response to disclosure, for example replacing
physical with emotional violence. In 50 cases, limits were
set to women’s mobility, including locking them in at
home. In 47 cases, people threatened team members or
their families. Two women in intervention clusters took
their own lives during the trial (we do not have figures for
control clusters). Both events were investigated and
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communicated to the Trial Steering Committee. Neither
was judged to have been contributed to by the intervention.

Discussion

In a background of support service provision, we
assessed the additional effects of community groups
and voluntarism to prevent domestic violence against
women. Documented activities and responses followed
our programme theory of change, but, although there
were suggestive changes, we did not achieve significant
reduction in reported domestic violence at population
level. Community attitudes were non-significantly
suggestive of reduced tolerance of domestic violence,
gender inequality, and sexual violence, and more
supportive of bystander intervention. We saw no
evidence of improved population mental health.

We consider six possible reasons for limited population
effects on the primary outcomes: suboptimal programme
delivery, incorrect programme theory, an intervening
pandemic, measurement challenges, the difficulty of
achieving population-level impact, and the gravity of the
problem.

Programme delivery, adoption, implementation, fidelity,
and reach were strong. Group membership was sufficient,
meetings were regular, participation was consistently high,
and members took action to identify and support survivors,
as did expected numbers of volunteer sanginis. Group
members’ confidence in supporting survivors increased.
Intervention communities were generally aware of the
programme and most residents felt that there was less
tolerance and occurrence of domestic violence. Surveys
confirmed low overspill into control clusters.

Our impression is that the programme theory held. The
programme had all the characteristics identified for
effectiveness,* but did not translate within the bounds
of the trial into population reduction in domestic violence.
Over 4000 women disclosed violence, increasingly over
time, to volunteers and community group members, and
the odds of disclosure more than doubled. Over 80% of
women who met with caseworkers reported reduction in
violence within 6 months.

The COVID-19 pandemic effectively stopped in-person
activities for over a year. We managed to continue groups
and casework by phone and online, but many people
moved and the exigencies of coping with lockdowns and
illness were substantial. Movement restrictions were
associated with changes in the dynamics of domestic
violence, some of which we have documented,” but the
effects on prevalence and response to the intervention
remain uncertain.

There were measurement challenges. The baseline
prevalence of physical or sexual domestic violence was
lower than in some other reported settings, at 14%
(13-5% in the control group and 15-2% in the
intervention group). The study had 80% power to detect
a reduction of 6%. We saw risk differences of less than
this and it could be that greater reduction at population

level might be seen in areas where violence is more
common. Did our surveys under-identify domestic
violence? The investigation team worked consistently
over 4 years, with regular refresher training. They were
able to call on resources in excess of those available to
interviewers who conduct, for example, India’s National
Family Health Survey (NFHS). The prevalence of
physical or sexual violence we identified varied by cluster
between 3% and 28%. Our prevalence estimates were
similar to those of the urban sample of the NFHS-4 for
Maharashtra state.”* The NFHS-5 of 2019-21 reports
higher estimates for women in urban Maharashtra
(20% for physical or sexual intimate partner violence),
but included several towns and cities. The process of
seeking consent for involvement in the trial from cluster
gatekeepers might have selected against localities with
higher levels of violence.

From the beginning, we were concerned that awareness
of domestic violence and confidence in possible responses
engendered by the intervention might make survivors in
intervention areas more likely to disclose in surveys.”" We
asked questions about specific acts rather than about
abuse in general, but increased disclosure of domestic
violence in intervention clusters might have reduced the
difference between groups. There is also current
discussion of whether the standard analysis of the
questions about violence we used is sufficiently nuanced.
For example, the binary nature of the classification means
that there is no difference between single and multiple
violent acts, or between degrees of severity and
frequency.” We will explore this in subsequent analyses.
Our post-intervention surveys covered a recall period of
1 year, which meant that women could had suffered
domestic violence up to 12 months previously, whether or
not it ceased in the remaining months.

Regarding the difficulty of achieving population-level
impact, most evaluations have, like ours, shown changes
in outcomes presumed to lie on the pathway to reduction
in violence (reduced justification and tolerance,
indicators of gender equitability and norm change).**
Evaluations have usually assessed changes reported by
direct beneficiaries.**#~** We found that more than
80% of women who met with a counsellor reported
reduction in violence within 6 months. Again, like ours,
the few studies that have attempted to show effects on
population prevalence of domestic violence have, with
exceptions,® not generally been able to do so.**®
Addressing domestic violence is hazardous for survivors
and those who support them and requires bravery and
commitment. Drawing on two decades of work, we
anticipated a range of possible harms and established
systems to monitor them. The challenges we observed
were within expected bounds—reflecting the realities
faced by those working in this context.

In our review of reviews, we have identified two trials
of community-based interventions to address violence
against women in India, both showing no evidence
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of impact on physical or sexual intimate partner
violence.™* Most reported interventions introduced
prevention of violence into programmes addressing
sexual health and HIV,*** or economic empowerment
and microfinance.”*7% Across these trials, evidence of
impact has varied substantially. For example, the
SASA! trial in Uganda showed substantial but non-
significant reductions in the odds of past-year
physical (OR 0-48, 95% CI 0-16-1-39) and sexual
(0-76, 0-33-1-72) intimate partner violence.* When
the model was adapted for the community arm of
the Indashyikirwa intervention, no reductions in
community-level intimate partner violence were found,
possibly due to implementation delays and contextual
mismatches.”” In South Africa, the Stepping Stones
intervention was associated with reduction in intimate
partner violence perpetration among men,” but an
adapted version in India did not lead to significant
attitude changes at community level.” The SAFE
intervention in Dhaka, Bangladesh, mobilised informal
settlement communities through group sessions and
work with volunteers, but only showed impact on
physical intimate partner violence in a subgroup of
adolescent women.” Finally, a trial of the Change Starts
at Home intervention in rural Nepal initially found few
differences between intervention and control groups,”
but a quasi-experimental evaluation of a version adapted
to enhance diffusion of the content beyond direct
participants showed evidence for reductions in physical,
sexual, and psychological intimate partner violence.®

Together, these mixed findings underscore the
challenges in demonstrating scalable impact. Implemen-
tation fidelity, intensity of exposure, local contextual
appropriateness, and time for diffusion all appear crucial
to effectiveness. Community mobilisation to shift harmful
gender attitudes, roles, and social norms has been shown
to be possible within 18 months, but interventions have
generally required more than 2 years.” There was a
difference between community perceptions of programme
effect and measured effects at population level. The
manifest increase in awareness of the problem of violence,
and the resulting activities, are steps in the theory of
change. It is not surprising that respondents could have
overvalued the more distal effects on perpetration.

The current discourse emphasises addressing violence
against women and girls by changing attitudes and
norms.” Changing attitudes might, however, have
limited effects on behaviour,* and behaviour can change
before attitudes.” Our findings suggest that attitude and
norm change might not be necessary for people to take
action, and that the intervention made new behaviours
desirable and feasible.* Evidence from an embedded
field experiment suggests that, rather than attitude
change, efficacy beliefs and social identity determined
participation in collective action to prevent violence.”

The increase in women’s disclosure and access to
support is an argument for adding community
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mobilisation to services for survivors of domestic
violence. It meant that over 4000 additional survivors of
violence received support when the same services were
available to a similar number of survivors in control areas
who did not. However, given the societal entrenchment of
domestic violence and the challenge of measurement, it
was not possible to confirm effects on population
prevalence. We raise the possibility of changing behaviour,
rather than focusing on attitude and norm change as the
primary means of reducing domestic violence.
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