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Knowledge Translation
Knowledge translation is about sharing 
information with the community you are 
researching , it is a bit like growing a 
community garden. To grow a community 
garden, you might need the following:-

 Land, soil, plants

 Expertise in landscaping

 Experience in horticulture

 Tools, equipment

…. and a good idea of what your community 
needs are and not just based on assumptions. This is a good analogy for 

knowledge translation
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Knowledge Translation Continuum

Traditional Knowledge Translation Integrated Knowledge TranslationAdapted from Graham et al. 2014

Researcher Led Paradigm
Biomedical
Research results may not be used
One way dissemination
Focus on content
Broad application of results

Coproduction Led Paradigm
Social Science

Collaboration and engagement
Multiple dissemination

Focus on process
Contextual application of results



What is Integrated Knowledge Translation?

Image CC0 by geralt https://pixabay.com/en/problem-solution-help-support-3303396/
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Principles of Participatory Research

1) Partners (LEP) are equal

2) Expertise & experience

3) Power balance

4) Harms & benefits

5) Knowledge is co-created

6) Interpret results

7) Craft message

8) Share results

Image CC0 by geralt https://pixabay.com/en/integration-volunteers-hands-tree-3527263/

Adapted from Salsberg et al. 2014



Summary

Integrated Knowledge Translation: 
• Engages potential end-users/LEP as partners 

(Graham 2013); (Graham et al. 2014).

• Promotes a collaborative approach (Graham 2013).

• Provides outcomes of relevance (Graham 2013).

Integrated Knowledge Translation and 
Participatory Research are strongly aligned (Salsberg
et al. 2014).



Implementation

Craft Messages

Interpret 
Results

Develop 
Question
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Using feminist participatory research 

in family violence system reform

Breaking through using photovoice: Strong families, 
safe children in the context of family violence

Part of the Central Highlands Children and Youth Area Partnership and 
Federation University Research Collaboration

Presented by: Michelle Hunt

ml.hunt@federation.edu.au



Missing 

piece of 

the puzzle

16

‘You can’t make policies that influence us 

unless you understand us’

‘The way they consult and strategically plan 

things… they need to think outside of the 

square a bit and have real voices…maybe 

include real stories in there.’ 

Participant quotes- Research workshop 

2



Feminis

t

researc

h


holds women’s experiences as central to the 

creation of knowledge, 


challenges systemic and social constructions of 

power that marginalise women’s experiences 

and knowledge, 


seeks to change and improve women’s lives, 

and 


uses empowering and participatory methods. 

(Burgess-Proctor, 2015; Gray, Agllias, Schubert  & Boddy, 2015;

Gringeri, et al., 2010; Hesse-Biber & Leavy, 2007; Maguire, 2001).
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‘This is me on my soapbox saying 

‘fucking listen to me, I’ve got something 

to say and I need you to listen!’ 

Participant quote, Interview 2 

‘I’ve got 

somethin

g to say’

‘… we just want someone to listen to us and understand us because we are in control of our own destiny at the end of the day.’

‘…it has been very healing for me, very difficult but very healing as well. It is really good to be able to be part of making a change…’

‘It takes a long time to heal and we have to create spaces for people to do that.’

‘Groups like this are always empowering because we can see that we are not alone and FV can be a very lonely place particular ly if you are 

isolated.’

Participant quotes, Research workshop 4 
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Turning points experienced by 

Bhutanese women subjected to 

intimate partner violence (IPV)
Phuntsho Choden (PhD candidate)

Queensland University of Technology

Brisbane, Australia
Supervisors: Associate Professor Kerry Armstrong, Dr Marguerite Sendall



• Culture of silence: Highly under-

reported ; high acceptance

• Women’s cognitive and behavioural 

responses to IPV is still 

unexamined

• Exploratory qualitative study to 

understand the women’s help-

seeking behaviours in Bhutan is 

urgently needed

Situation of IPV among women in Bhutan

24
Phuntsho Choden



• Consciousness 
raising 

• Helping 
relationships

Contemplation 

• Consciousness 
raising 

• Helping 
relationships

Preparation 
• Consciousness 

raising 

• Helping 
relationships

Action 

• Consciousness 
raising 

• Helping 
relationships

Maintenance 

Phuntsho Choden

Concerns for 

parents; Gaining 

positive support; 

Pushed to act

Failure to change 

his behaviours; 

Increased threats 

to her values

Reflect, rebuild, 

rejoice

Semi-structured face-to-face interviews with 15 

women experiencing IPV



Phuntsho Choden

Awareness to 
nurture

Improve 
cognitive and 
behavioural 
response

Promote help-
seeking 
behaviours

Evidence based- 3 C’s 

•Concept

•Contents 

•Communicate



TASHI DELEK
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Journey without a map: Evaluating the 
WEAVERs lived experience panel

Amanda Wallace & Kelly Broadhurst
WEAVERs (women and their children who have experienced abuse and 
violence researchers and advisors)
The University of Melbourne



What did the WEAVERs want from the 
process?

 Respectful relationships

There have been some difficult moments but we have come out of each workshop 
feeling good and positive.

There is a bond that is starting, which is supportive and respectful.

 Trust

Survivors often find trust difficult, given how far we have come in the project there 
hasn’t been any issues.

 No survivor/researcher divide 

Suggestions and ideas we have made are being taken on board, we have been included 
in all of the processes within the group. Both survivor and researcher have important 
roles.



Motivation
 Personal motivation

Being able to make a contribution to research of violence against women, in a positive 
and fulfilling way. Helping with personal recovery and healing. Helping others.

 Share experiences

Learning from the group, hearing our stories, using our experiences to strengthen the 
research.

 Voices heard

Watching and listening to everyone, seeing our voices develop, learning to listen.

Work for change

Working towards influencing policy and practice within organisations and systems that 
prevent, intervene in and heal domestic violence.

 Inform research
Lived experience contributes to research to support survivors, increase prevention.



Evaluation

Experience of academics

The research staff have been transparent and empowering, which has earnt out respect 
and trust. Making this experience creative, innovative and engaging.

What was done well at the outset

Using a co-design approach, terms of reference were set up in a collaborative manner 
which gives a sense of equality and no judgements on level of education. Giving us a 
voice has made us stronger and more confident.

Workshops

As the workshops progressed we grew as a team. Like most group work activities there 
have been frustrations, confusion and displacement. Having such a great respect for 
each other and being inclusive has made the experience a positive one.



Evaluation

What could have been done better

A better sense of direction and clarification may have prevented some initial confusion 
and disconnection. However it has been acknowledged that even those experiences have 
contributed to the strength and growth of the group.

Feelings 

“Nervous, confused, overwhelmed and anxious” were some of the initial feelings of 
participants. But feelings also included: this is a healing process, a sense of excitement 
that our experiences of trauma could possibly help other women and children.

The research process

By process of elimination after brainstorming potential research topics, we came to a 
decision on one. Whilst this may not have been everyone‘s specific topic of choice it was 
perceived as an effective process that will help make a change through our research.



Recommendations
To empower a group of survivors to develop and collaboratively create their own 
lived experience advisory panel.

At first we were confused and maybe a little overwhelmed by establishing terms of reference, but 
in hindsight it was a process that needed to happen and has made as stronger and more 
confident as a group 

Being aware of barriers participants may face. 

Trauma-informed processes. Getting out of bed can be a struggle for the best of us, being able to 
function and be professional whilst dealing with trauma is often unrecognised in an everyday 
workplace or social setting. Learning how to acknowledge this, encourage participants to feel 
included and worthy of being part of the group. This is something that may need monitoring.

To provide opportunities that go beyond participation in a Lived Experience Advisory 
Panel.

We as a group and as individuals have already been offered many opportunities outside 
WEAVERs eg. training in research skills, working on media projects with the ABC and The 
Guardian, contributing to other research projects such as Jacqui Cameron’s doctorate on 
Knowledge Translation, Safe Steps workshop and advocacy program, other Melbourne University 
and MAEVE research. 

These opportunities have been empowering.
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Synthesising qualitative evidence to improve 
the healthcare response to IPV

INTERNATIONAL DOMESTIC VIOLENCE & HEALTH CONFERENCE

21ST NOVEMBER 2018

LAURA TARZIA, RENEE FIOLET, GEMMA MCKIBBIN , LEESA HOOKER, 
MOHAJER HAMEED, MEGHAN BOHREN, JANE KOZIOL-MCLAIN,                  
JO SPANGARO, KAREN GLOVER, KELSEY HEGARTY



Aim & Background

Aim – To synthesise qualitative evidence around health 
practitioner responses to IPV and inform health 
systems change

Key Areas – Women, Aboriginal & Torres Strait Islander 
peoples, health practitioners, children & young people, 
men who use violence



Methods

Searching – Medline, CinAHL, EMBASE, Cochrane 
Library, ASSIA, SocINDEX, PsychINFO

Inclusion criteria – Any type of qualitative study, must 
use qualitative methods for both data collection & 
analysis.

Quality Appraisal- CASP, CerQUAL

Analysis – Framework synthesis approach (Thomas 
2008)



Synthesising qualitative evidence to improve 
the healthcare response to IPV

WHAT ARE WOMEN’S EXPERIENCES AND 
EXPECTATIONS WHEN ACCESSING HEALTHCARE 

AFTER BEING EXPOSED TO IPV?



Update of a key review

Feder et al. 2006 - Women Exposed to Intimate Partner Violence 
Expectations and Experiences When They Encounter Health Care 
Professionals: A Meta-analysis of Qualitative Studies. Arch Intern 
Med. 2006;166(1):22–37.

Findings - 29 articles; 19 in USA, 3 in UK, 1 in Australia; covers pre-
disclosure to longer post-disclosure follow-up

Key messages: HPs need to be non-judgemental; emphasise privacy & 
confidentiality; demonstrate understanding of complexity of IPV; 
provide multiple opportunities to disclose; validate women’s choices. 



Identification Vs Response

Although Feder & colleagues covered pre-disclosure  post-disclosure 
follow-up, in 2018 initial searching resulted in 70+ articles for 
inclusion!

Identification – Any papers 
dealing with disclosure, 
screening, identification

Response –What happens after 
disclosure? 



Data collection - PRISMA

2284 articles 
retrieved

2248 
screened

159 Full text 
screening

45 Studies 
included

36 duplicates 
removed

2089 irrelevant 
removed

114 excluded

Covidence used

17 USA
4 UK
3 Sweden
3 Canada
3 Australia
2 Israel
2 Japan
2 Netherlands
1 Jordan
1 South Africa
1 Bangladesh
1 Afghanistan
1 Lebanon
1 India



Synthesising qualitative evidence to improve 
the healthcare response to IPV

WHAT FACTORS DO HEALTH PRACTITIONERS 
PERCEIVE ENHANCES THEIR READINESS TO 

RESPOND TO IPV?



Data collection - PRISMA

4312 articles 
retrieved

3128 
screened

211 Full text 
screening

40 Studies 
included

1184 duplicates 
removed

2901 irrelevant 
removed

173 excluded

2 more included

Covidence used

4 Australia
3 United Kingdom
3 Canada
13 United States
1 New Zealand
1 Spain
3 Finland
1 Italy
1 Sweden
1 Vietnam
1 Norway
1 Netherlands
1 Columbia
6 Multiple





Final thoughts

Only one paper addressed any issues to do with responding 
to perpetrators

Very little on responding to children apart from being 
legitimised by child protection discourse

Readiness is about much more than being trained about IPV



Synthesising qualitative evidence to improve 
the healthcare response to IPV

WHAT ARE INDIGENOUS PEOPLES’ 
EXPERIENCES AND EXPECTATIONS OF HEALTH 

PRACTITIONERS WHEN SEEKING SUPPORT FOR 
FAMILY VIOLENCE?



Data collection - PRISMA

1182 articles 
retrieved

1116 
screened

57 Full text 
screening

10 Studies 
included

66 duplicates 
removed

1053 irrelevant 
removed

47 excluded

Covidence used

4 Australia
2 Canada
2 United States
2 New Zealand



Cultural analysis

Cultural analysis – undertaken by one Aboriginal woman 
and one non-Indigenous woman using the NHMRC 
Aboriginal and Torres Strait Islander Quality Appraisal Tool 
(QAT)



Preliminary themes

Care

Looked down 
upon/lack of 

understanding

Trust, 
compassion , 
support and 

understanding

collaborative 
decision-
making 

Culturally
informed



Break for Discussion



Lunch and Wellbeing Break
Please make your way down to Level 2 Pavilion

#DVandHealth2018

Wellbeing Session
Spoken Word and Poetry Corner– Bayside 4A Level 2 (25 mins from 12.15pm)
Indigenous Yarning Circle – Bayside 5 Level 2 (30 mins from 12.15pm)
Massage – Pavilion Level 2

Table Conversations
Health settings complexity
Intersectionality
Technological responses
Engaging perpetrators
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Group-based interventions for Perpetrators 
International Domestic Violence & Health 

Conference 2018

REPROVIDE: Testing the effectiveness of a group perpetrator 
programme

Karen Morgan: karen.morgan@bristol.ac.uk
Helen Cramer: helen.cramer@bristol.ac.uk

Gene Feder, Mei-See Man, Rebekah Shallcross, Lis Bates, LynnMarie Sardinha

mailto:Karen.morgan@bristol.ac.uk
mailto:aren.morgan@bristol.ac.uk
mailto:helen.cramer@bristol.ac.uk


Outline of presentation

• What is REPROVIDE?
• Key questions / methodology / development of programme/ support for (ex) 

partners

• Pilot trial
• Trial comparison / Eligibility / assessment process & inter-agency working 

• Pilot recruitment

• What were the main help-seeking routes?

• What were the motivations for REPROVIDE men?

• Acceptability of the trial and intervention

• What’s next? 



What is REPROVIDE? 

• REPROVIDE is research programme funded by the 
UK’s National Institute of Health Research 
Programme Grants for Applied Research funding 
stream.

• 2 work packages:
1. Extending an existing successful UK model of training 

for GPs (IRIS+) to improve GPs identification and 
referral of everyone affected by domestic violence & 
abuse (victim/survivors/perpetrators, adults & 
children) 

2. Developing & testing a group-based programme for 
male perpetrators in heterosexual relationships



Methods addressing research question: 
Do group-based perpetrator programmes reduce domestic violence & abuse?  

Randomised controlled trial design
• Treatment - 26 week group programme
• Control - usual care 

Phase 1 (year 1)
Which group programme do we test?

Phase 2 (year 2-3)
Pilot trial

Phase 3 (year 3-5) 
Full trial 



Key questions for group-based domestic 
violence perpetrator programme

• What is the ‘best bet’ group-based perpetrator 
programme? 

• What measures can we use that will capture meaningful 
outcomes? 

• Can we run a small pilot trial successfully? 

• If a pilot trial works, can we run a full trial to answer our 
key research question: 
 Are perpetrator groups effective at reducing domestic 

violence?  



Phase 1: Developing the group programme

Step 1: Evidence 
synthesis 
• Synthesis identified 

key characteristics of 
previous studies 

• Interventions mainly 
described: 

• Psycho-educational
• Feminist-cognitive 

behavioural / 
Duluth 

• CBT

Step 2: consensus meeting

• Evidence synthesis + UK programme (Respect) 
standards + different experts

• Who involved? Service providers, commissioners, 
researchers                      (Participants consulted 
separately)     

• Non negotiable basics e.g. m/f facilitator pair, 
accredited organisations 

• Negotiated via statements (modified Delphi 
method) 



Final programme to pilot test

• Elements of:  
• Psycho-educational

• Feminist-cognitive behavioural/ Duluth model

• CBT

• Key group programme processes of:
• Safety planning in the early stages

• Work with men to increase capacity to ‘straight talk’/ explore denial 

• Educational work eg widen men’s definition of abuse

• Developing a critical awareness of attitudes, beliefs and expectations that support the 
use of violence and abuse (CBT)

• Building empathy for victims (role play)

• Identifying and practicing alternative behaviour (more role play)

• Group programme for men only (majority perpetrators & so first to pilot test)

• Women’s safety worker & information sharing integral to programme

Programme content 
developed by Respect



Phase 2: The pilot trial

Intervention:  Domestic violence 
perpetrator programme (DVPP)

• 26 week programme for male 
perpetrators (comprising of 23 
group sessions plus 1:1 meetings)

• Ex/partners offered dedicated 
support by women’s safety worker

• Asked to fill out questionnaires at 
baseline, 3,6, 9 months

• Gift vouchers for completing 
questionnaires 

Control/comparison: Usual Care

• Usual care for male perpetrators 

• Ex/partners signposted to local 
support agencies 

• Asked to fill out questionnaires at 
baseline, 3,6, 9 months

• Gift vouchers for completing 
questionnaires



Questionnaires Also known as: Baseline 3 months 6 months 9 months
Socio-demographic 

measures 
Eg age, number of children at home, 
ethnicity, income, occupation.

Resources use questions
Use of health, social, children’s services, 
CSJ, medication, housing, benefits

Impact toolkit Violence & abuse measure 

SF-12 (v2) General health / Quality of life

PHQ-9 Depressive symptoms

GAD-7 Anxiety symptoms

EQ5DH Health-related quality of life

PCL5 PTSD / Post-traumatic stress disorder
AUDIT & DUDIT Alcohol & drug use
NODS-CLiP Gambling questions 
ICECAP-A General capability /wellbeing
Current/past physical 

&/or mental health 
problems 

(self-reported), including treatment.

Abuse when participant 
was a child 

Pilot outcome measures; BOTH male and female participants



Pilot trial assessment process

1. Initial information & screening on telephone 

2. Brief face-to-face assessment for all men 

• All men jointly assessed by REPROVIDE research team + 
delivery team to check their suitability for both the trial and 
perpetrator programme

3. For men allocated to the intervention arm 

• comprehensive risk assessment, with risk being continually 
monitored during the programme. 



Pilot trial inclusion / exclusion criteria:
male participants

Inclusion

• Age ≥ 21

• Use of abusive behaviour in 
current or previous 
relationships with women 
partner(s) or ex-partner(s) 
and concerned about that 
behaviour

• Ability to read and 
complete outcome 
questionnaires

Exclusion

• Men who do not have a female partner or ex-partner

• Court mandated referral to perpetrator programme 

• Men who are high risk perpetrators of DVA 

• Men not willing to engage with the intervention

• Participants who cannot understand English well enough to 
give informed consent and to complete the questionnaires

• Participants with a diagnosis of a mental illness that will 
prevent them from programme engagement, e.g. active 
psychosis

• Participants with current unstable use/misuse of drugs or 
alcohol



Pilot trial inclusion / exclusion criteria:
female participants (current/ex partners)

Inclusion

• >18 years

• Ability to read and 
complete outcome 
questionnaires

Exclusion

• Participants who cannot understand English sufficiently well 
to give informed consent and to complete the questionnaires.

• Women who are deemed by the DVA support worker to be 
put at greater risk if they take part in the study.

• Women who are incapacitated by substance abuse or serious 
mental illness at time of seeking consent



Pilot trial process evaluation 

• Aim: to determine the acceptability and feasibility of the perpetrator 
programme intervention and trial design

• Process data on referral pathways, recruitment, follow up rates,  
intervention attendance, adherence & fidelity to intervention etc

• Qualitative data collection:

• interviews 11 male participants, 6 female participants 

• Brief ‘exit interviews’ with men who have withdrawn from the programme

• Observational field notes for recruitment assessments

• Observational notes on group programme sessions (n=5)

• Interviews & focus group linked professionals (n=7) 



Pilot recruitment basics



Pilot trial recruitment & referral 

36 men 
randomised

71 
referrals

14 men 
control arm 

22 men 
intervention 

arm 

Randomisation 2:1 in 
favour of intervention 
arm

15 female (ex)partners/ex-
partners recruited 
(target ideally 36+!)

9 female 
(ex)partners

6 female 
(ex)partners
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Table 1: Target recruitment, referral rate and actual recruitment to the REPROVIDE WSII pilot study. End: 19.03.2018

Target Recruitment

Total Referrals

Total Recruits
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Table 2: Recruitment of female partners/ex-partners to the REPROVIDE WSII pilot study  

Male participants

Female partners/ex-partners



Socio-demographics (men) Perpetrator 

Programme (22) 

Usual Care 

(14)

Mean age 32 40

Ethnicity

White 91% 79%

Educational Qualifications

No formal qualifications 14% 14%

Some qualifications 86% 86%

Employment status

Employed 50% 64%

Parental status 

Has children 95% 79% 



Socio-demographics (women 

ex/partners)

Perpetrator 

Programme (9) 

Usual Care (6)

Mean age 44 43

Ethnicity

White 67% 100%

Educational Qualifications

No formal qualifications 11% 0%

Some qualifications 89% 100%

Employment status

Employed 56% 60%

Parental status 

Has children 100% 67% 



What were the main help-
seeking routes?

How many men attended the intervention and completed 
follow-up questionnaires?



Pilot trial referral routes

ACTUAL REFERRALS REFERRAL Nos (Approx)

Social / children’s services 21

Men’s helpline (Respect or Splitz services) 18

Self-referrals 17

Counselling services 4

RSVP (local 1:1 perpetrator support service – no longer operating) 3

General practice and health worker 3

National offender management services (NOMS) 2

Legal services 2

IRIS / IRIS+ service 1

Police 1

Substance abuse service 1

Women’s DVA services, including hospital IDVAs/AE departments 1



Pilot study - DVPP Group attendance

22 men allocated to intervention

• 11 men completed after attending 16 – 40 sessions (average of 27). Most 
completing men therefore attended more than the expected number of group 
sessions. 

• 6 men withdrew after either not attending at all or attending just 1 session.

• 3 men dropped out after attending between 5-13 sessions (average of 10)

• 2 men were excluded because of behaviour (1 after completing 13 sessions and 1 
before attending any sessions)



Referral pathways and DVPP ‘completers’
No. Referral pathway Additional information (where available)

4 Self-Referral  Participant emailed delivery organisation

 IDVA gave partner a REPROVIDE leaflet to give to participant

 Partner accessing support (IRIS+) was given a REPROVIDE 

leaflet to pass to participant

 Partner brought home leaflet from work (pharmacy) for him

4 Respect helpline  Partner attended Freedom project who referred him to 

RESPECT helpline

 Solicitor referred him to Respect helpline

1 Probation Worker  Probation worker contacted DVPP delivery organisation 

(Splitz)

1 Social Services  Social worker contacted a 1:1 perpetrator programme who 

referred participant to REPROVIDE

1 Local Counselling 

Service

 Counselling service had been given leaflets



Referral pathways and DVPP ‘non-completers’

No. Referral pathway Additional information (where available)

4 Social services / 

children’s services

 Social workers directly contacted us for all. 

3 Self-referral  1 saw leaflet at drug and alcohol service

 1 contacted DVPP delivery team

1 Police  Was immediately excluded

1 Not clear  If self-referral or was referred by someone else to DVPP 

organisation (there was Social services involvement. 

Excluded after 13 sessions). 

1 RSVP  Local 1:1 perpetrator service – stopped operating

1 Respect helpline  Found details for Respect online



Referral pathways and control group
No. Referral pathway Additional information (where available)

3 Self referral  Bristol Wellbeing

 Leaflet in GP surgery

 Freedom project and women’s support service passed him 

our details

3 Respect  1 via solicitor

2 Social services  Social workers directly contacted us for all

1 Not clear  If self-referral or was referred by someone else to DVPP 

organisation

1 Army welfare 

service

 Referred to DVPP delivery team

1 Probation  Referred to DVPP delivery team

1 RSVP  Local 1:1 perpetrator service – stopped operating



Follow-up data collection

Men Intervention / number due Control / number due 

Baseline 22 14

3 months 13/22 (59%) 9/14 (64%)

6 months 16/22 (73%) 9/14 (64%)

9 months 10/16 (63%) 7/10 (70%)

Women Ex/partners Intervention / number due Control / number due 

Baseline 9 6 

3 months 3/9 (33%) 6/6 (100%)

6 months 7/9 (78%) 6/6 (100%)

9 months 4/6 (67%) 4/4 (100%)

Figures all as at 08/11/2018



What were the motivations 
for REPROVIDE men?



Reasons for seeking help

• ‘I’m abusive in general, I’m a loud character, I need to work on my anger. I don't do physical 
violence, more verbal.  I snap at people, don’t do it to everyone, not just partner and not every 
day shouting at my Mrs’. 

• Following arrest for shoving his pregnant wife and realisation that he has ‘crossed over a line’

• Wanting to ‘understand’ own behaviour (no mention of wanting to ‘change’ behaviour)

• Wanting to ‘sort out’ behaviour before baby is born (although little, if any, recognition of abuse)

• ‘I want to close the child in need case’ / To try to prevent child being taken away by social services

• To try to obtain sole custody of child

• Wanting to adopt a child with new partner

• Wanting contact with ex-partner and children

• Wanting support to address alcohol-related DVA

• Scared that behaviour will cause partner to leave (with child/ren)



Men’s help-seeking and motivation to engage

• Most of the men approaching us had children, and many were explicit that they were seeking help  
in order to either keep families together or to be able to maintain contact with their children. 

• This is not, in itself, an indication that they are actually motivated to change their behaviour. More 
analysis is needed, but it seems clear that help-seeking in itself is not necessarily an indication of 
motivation to complete a group.

• For example, one participant told us.  

• … me and my partner had done a lot of incidences so, obviously, social services got involved. […] and then 
everything went okay and then they went away, and then it all got on top again between me and my partner, 
and that’s when domestics started happening and the police got involved again. So, then, obviously, yes, social 
services got involved again. […] and then they just gave us a thing that might help us and, obviously, 
REPROVIDE was one of them. 

• However, although he attended 13 sessions, he dropped out before completing the group



Acceptability of the 
intervention



Acceptability of the trial and intervention

• The programme completion rates (11/22) along with the follow/up 
rates indicate that the trial is feasible to run and acceptable to 
participants

• Qualitative data, also, confirms the acceptability of the trial / 
intervention

Intervention (DVPP)
9 months 
10/16 (63%)
7/10 (70%)

Control (Usual Care)
9 months 
4/6 (67%)
4/4 (100%)



Control men – importance of staying engaged

• It’s important to participate either way, really. You can see what the people who 
aren’t getting the support… I’m sure there are people who are in a worse 
situation than me. Life’s still going on. You need that to help commissioners say, 
“Right, we do need this level of funding” 

• I think it’s probably just a case of, well, you know, it might not necessarily help 
me, but if it helps somebody else in the same sort of situation or whatever, then 
so be it. It wasn’t any skin off my nose, and, certainly by the time, as I say, I got 
referred for one-to-one, I thought, “Well, okay…” I’m always of the mind that, if 
you can help other people, then that’s the right thing to do. So, I think that was 
probably my thinking anyway.



Intervention men – benefits of the group

• I think frustration and anger is quite isolating. It’s not something you talk about with your mates. 
And you go into a room with other people, and instantly you’ve got support. You’ve got an outlet, 
a support group, that’s led by the facilitator. And you want good outcomes for all of the other 
people in the room. And you’re just sharing with them. And in their sharing, and in your own 
sharing, that’s where the work gets done, I think. The group leaders will steer you, but it’s the 
opportunity to hang out with those other guys, and you realise you’re on a journey together. 
You’re either going to make it, or not make it together. So let’s go for it. 

• It’s a totally bizarre set of circumstances. You become, not attached, but you’re there with your 
own baggage but you end up on their [other group members] journey as well. You’re learning 
from them, their mistakes and what they’re saying as well. It was quite good, because when 
somebody needed telling off, they’d be told off by one of us. Similarly, if they’d done something 
really good, that would be acknowledged as well.



DVPP Men reporting ‘moments of realisation’

• There was one guy […] a few weeks in, he just had this transformation. […] And he said, excuse me language, “I’ve 
just learnt the power of ‘f*** it’. I’m not going to do this anymore.” […] and he just said, “That’s it. I’ve been there, 
seen it, done it. Done all the violence, […]” and he was a model of calm. And we all learnt from that, and he just 
said, “Well, you’ve got a choice in that moment. How that world occurs to you.” And that was one of the most 
powerful moments in there 

• You have a choice in how you can react to something. You have to take that second and in that second you can 
think about so much. You can make the right choice. If you don’t pause for that second, you’ll make the wrong 
choice. It’s a bit of managing stress, it’s a bit of anger management, it’s a bit of knowing what the right choices are, 
knowing what the right things are to do. [...] You don’t always have to win the fight. 

• The reason [attending the group is] useful is, I think is because it’s me. It’s a realisation of thinking about something 
that I’ve done. When you hear it and you think, “Oh, you b******,” and then think, “Oh, that’s me. I’ve done that.”



Women’s views of the pilot study

• “It’s worked for us.” And I’m just so grateful that he had the opportunity and it has helped us so 
much. And it has not been easy, as I said. We’ve gone through all these different stages. I still find it 
difficult to put into words the difference it has made. (10591: Partner - intervention)

• It’s a privilege really that, you know, you’re doing your thing at a time when it’s all happened to me. 
You helped me keep me safe for six, nine months, and I’m able to help you. (10562: Partner – control)

• I was upset for him as well [being allocated to the control], I suppose because I thought that was 
going to be the group that would help him more. And he wasn’t looking forward to it either because 
he says he’s not particularly brilliant with other people; […] And he wouldn’t have been looking 
forward to it, but he was prepared to do it. (10897: Partner - control)

• When we start to argue, it’s different now. He’s not using words like before. Before, he called me 
names. Sometimes, now, he’s saying something stupid, yes, but I just say, “Oh, just stop it,” or, “Stop 
talking like that.” He just stops it. (10995: Partner – intervention)



What’s next?
• Assuming our funders (NIHR) are happy with progress to date, we will go to full trial to start in Feb 2019 – recruiting 366 

men, to be randomised on a 2:1 basis across two sites. 

• Preliminary discussions regarding the sites are underway with relevant organisations. 

• We are in the process of analysing all our data and ensuring that we capture key learning points for the full trial.

• For example, we will change eligibility criteria to ensure that men must have had a relationship with a female 
partner within the last year

• We will increase researcher capacity to allow a dedicated researcher to focus on recruitment and follow-up of 
women.

• Despite not actively recruiting into the full trial (since Feb 2018), we have received over 40 new referrals. 

• Some of these (approx. 14) have been able to attend an interim group, funded by Bristol City Council.

• Others have agreed to wait (bearing in mind there are no other local perpetrator services) until we know if we can 
progress to full trial – and we will start the recruitment process with them then. 

• So far, the pattern of referral seems similar to the pilot – with the addition of active police interest and an 
indication that they would be more prepared to signpost men to us. 

• As a result of the pilot, we now have more idea of where to direct our efforts. 





Disclaimer

This is independent research funded by the National Institute for 
Health Research (Programme Grants for Applied  Research,

REPROVIDE (Reaching Everyone Programme of Research On Violence in 
diverse Domestic Environments, RP-PG-0614-20012).  The views 
expressed in this publication are those of the authors and not 
necessarily those of the NHS, the National Institute for  Health 
Research or the Department for Health and Social Care.
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