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Introduction: COVID-19 restrictions created barriers to “business as usual” in healthcare but also opened the door to innovation driven by necessity. This manuscript (1) describes how ADVANCE, an in-person group perpetrator program to reduce intimate partner violence (IPV) against female (ex)partners by men in substance use treatment, was adapted for digitally-supported delivery (ADVANCE-D), and (2) explores the feasibility and acceptability of delivering ADVANCE-D to men receiving substance use treatment.

Methods: Firstly, the person-based approach and mHealth development framework were used to iteratively adapt ADVANCE for digitally-supported delivery including conceptualization, formative research, and pre-testing. Then, a non-randomized feasibility study was conducted to assess male participants’ eligibility, recruitment, and attendance rates and uptake of support offered to their (ex)partners. Exploratory analyses on reductions in IPV perpetration (assessed using the Abusive Behavior Inventory; ABI) and victimization (using the revised ABI; ABI-R) at the end of the program were performed. Longitudinal qualitative interviews with participants, their (ex)partners, and staff provided an understanding of the program’s implementation, acceptability, and outcomes.

Results: The adapted ADVANCE-D program includes one goal-setting session, seven online groups, 12 self-directed website sessions, and 12 coaching calls. ADVANCE-D includes enhanced risk management and support for (ex)partners. Forty-five participants who had perpetrated IPV in the past 12 months were recruited, forty of whom were offered ADVANCE-D, attending 11.4 (SD 9.1) sessions on average. Twenty-one (ex)partners were recruited, 13 of whom accepted specialist support. Reductions in some IPV perpetration and victimization outcome measures were reported by the 25 participants and 11 (ex)partners interviewed pre and post-program, respectively. Twenty-two participants, 11 (ex)partners, 12 facilitators, and 7 integrated support service workers were interviewed at least once about their experiences of participation. Overall, the program content was well-received. Some participants and facilitators believed digital sessions offered increased accessibility.

Conclusion: The digitally-supported delivery of ADVANCE-D was feasible and acceptable. Remote delivery has applicability post-pandemic, providing greater flexibility and access. Given the small sample size and study design, we do not know if reductions in IPV were due to ADVANCE-D, time, participant factors, or chance. More research is needed before conclusions can be made about the efficacy of ADVANCE-D.
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1 Introduction

Intimate partner violence (IPV) perpetration involves any behavior causing physical, sexual, or psychological harm, including aggression, sexual coercion, psychological, and financial abuse and coercive control (1). While IPV occurs in all relationships (1–4), women experience greater injury (1, 5, 6) and are six times more likely to be murdered by their intimate partner than men (7). Multiple risk factors contribute and interact at individual, relationship, community, and societal levels to increase the likelihood of IPV perpetration, including substance use, mental health problems, adverse childhood experiences, anger, hostility, poor executive function, low empathy, relationship conflicts, and holding sexist attitudes (8–12). Many risk factors are elevated among men who have substance use problems (13, 14), potentially explaining the higher prevalence of IPV perpetration among this group compared to the general population (8, 14–16) and highlighting that targeted perpetrator programs are needed (14, 17, 18). Limited evidence shows what works to reduce IPV perpetration by men who use substances (19), but programs that include trauma and substance use components show promising results and/or greater reductions in perpetration (20, 21). Regardless, men in substance use treatment are underserved by perpetrator programs (22, 23) and often considered unsuitable for such programs due to their substance use (24). Men who use substances are also most likely to drop out of perpetrator programs (14, 23, 24), suggesting alternative and tailored approaches are required. We developed the ADVANCE perpetrator group program (25–27) to address the complex interplay between substance use and IPV perpetration in the context of intoxication, withdrawal, craving and acquiring substances (28–30), neglected in other programs. Our research highlighted the importance of addressing sexual jealousy and entitlement, the wider dynamics of power and control, and psychological vulnerabilities (29–31).

Pre-pandemic there was little evidence about remotely delivering perpetrator programs online (32). One study highlighted enhanced accessibility and flexibility, but that access to hardware, broadband, and private space posed challenges (32). Early in the pandemic, the limited guidance on remote delivery focused on reducing short-term risk via safety-planning, including for co-habiting survivors and children, and de-escalation (33, 34). As remote delivery of substance use and perpetrator programs continued, the need to carefully and specifically adapt perpetrator programs and integrated survivor support (35) for digital delivery, drawing on evidence and theory became clear, particularly because IPV and substance use reportedly increased during lockdown (36–40). We therefore adapted our in-person ADVANCE group perpetrator program (25) for remote delivery.



2 Aims

We present (1) the process of iteratively adapting our in-person group for digitally-supported delivery (ADVANCE-D) for men in United Kingdom substance use treatment settings, (2) qualitative and quantitative findings from a multi-center, non-randomized feasibility and acceptability study, with a nested process evaluation, and (3) preliminary outcomes on IPV perpetration and victimization.



3 Methodology


3.1 Iterative adaptation of ADVANCE


3.1.1 Overview of methodology

The person-based approach (41, 42), and mHealth development framework (43) were used to iteratively adapt ADVANCE for digitally-supported delivery during August 2020–June 2021, involving:

i. Conceptualization: Scoping reviews of literature and emerging guidance on delivering psychosocial interventions remotely and/or digitally were undertaken. Given the timeframe of the adaptation, only evidence published pre pandemic or published early into the pandemic (in 2020) was included in the literature reviews. Through our existing Learning Alliances, professionals from criminal justice, substance use and IPV perpetrator and survivor organizations were consulted to identify remote delivery and risk management practices.

ii. Formative research: Multiple rounds of consultations with key stakeholders—staff from substance use services, Learning Alliance members, men who used substances, and IPV victims/survivors—were conducted and proposed approaches and materials were grounded in their reality and practice. Following the conceptualization phase, it was decided that a blended approach would be used to deliver ADVANCE based on the available evidence, including online individual and group sessions, website sessions, and coaching calls. The website sessions would use an “online coach” to “deliver” ADVANCE material from the original intervention, and guide men through sessions. It was also decided that an (ex)partner’s version of the website, for (ex)partners to view would be created. Nominal group technique (44) was used to reach consensus with stakeholders from the two Learning Alliances on the delivery model options and on the look and feel of the online coach and of the website sessions. Six men with lived experience of using IPV and/or substance use (from here on referred to as men with lived experience) were consulted on the paper prototype of the website sessions, their experiences of using technology and ideas around how to enhance engagement (45). These consultations helped us understand how we could best deliver and communicate digital content. Comments were fed back to the developers and designers at Rochester Institute of Technology to inform the development of a digital prototype of the first three website sessions including the online coach.

iii. Pre-testing: Individual consultations (using videocalls) were held with eight male substance use treatment service users and four female IPV survivors on the male and (ex)partner website prototypes, respectively. They were given a link to a test website, asked by a researcher to share their screen and to “think aloud” while using the website (41). Their views about intervention flow, structure and design were recorded. Decisions on whether to modify were based on whether changes were likely to impact acceptability, feasibility, persuasiveness, motivation, and engagement (41) using MoSCoW (must-have, should-have, could-have, and will not-have) prioritization criteria (46). Pre-testing was completed remotely using a secure online meeting platform due to COVID-19 restrictions.

Below, we combine the findings from these three stages of adaptation to explain key decisions made about: mode of delivery, website design and features, addressing digital poverty (i.e., being unable to interact with the online world due to financial or geographical barriers, or not having the skills to do so), therapeutic alliance and group size, and enhanced risk and safety management. We then give an overall description of the adapted program (ADVANCE-D). The consultation and user testing were conducted in the earlier stages of the COVID-19 restrictions when staff and service users may have been less familiar with using online programs.



3.1.2 Key decisions made about the adapted version


3.1.2.1 Choosing a blended mode of delivery

Our early consultations with key stakeholders at the outset of the pandemic highlighted that many criminal justice and substance use services decided not to migrate to online delivery, opting for telephone check-in sessions instead, to monitor risk, safety, relationship status, and substance use, and to signpost people to contact other appropriate services, or make necessary referrals. Trials of guided (patient communicates with a health care professional) and unguided internet-based cognitive behavioral therapy (iCBT) pre-COVID-19 found that these approaches were acceptable to patients and effective in reducing depressive symptoms (47) and alcohol use (48). Guided iCBT was found to be more effective than unguided iCBT (47, 48). Blended care combining iCBT and face-to-face sessions with a therapist also shows positive outcomes (49), comparable to face-to-face CBT alone (50). Other studies have shown significant improvements in outcomes for programs that combine self-directed support with telephone facilitation (51, 52). We chose a blended digitally-supported delivery as the best approach to deliver ADVANCE-D remotely, combining online groups, self-complete website sessions to practice what was learned in the groups and phone or videocall coaching/support from a facilitator (52–54). Figure 1 summarizes the ADVANCE-D program theory and Figure 2 presents the adapted model. The offer of personal contact and support to promote use of the material and monitor risk was based on evidence that this approach showed better outcomes than online interventions without such support (47–54). This was also requested by men with lived experience and key stakeholders.
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FIGURE 1
 Theory guiding the ADVANCE intervention.
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FIGURE 2
 Overview of ADVANCE-D intervention.


In one study, men attending behavior change programs suggested that a digital intervention could encourage men to consider the impact of their behavior on their families, particularly their children (55). The ADVANCE-D website sessions were designed to repeat and build on the content of the group sessions, giving participants this chance. The men we consulted wanted the website sessions to include recaps, avoid quizzes or tests, take <30 min to complete and provide “recognition” for completing sessions. These were all included in the website sessions. They also requested an introduction session to learn how to use the technology and to have reminders of when to complete the website sessions which were also incorporated into delivery.



3.1.2.2 Website design and features

Static educational materials (i.e., unguided self-help content), lead to low engagement (53). Factors that increase engagement include a sense of “connectedness”—that is, interactivity, personalization through tailored content and/or feedback, such as by facilitators exploring ways that participants can incorporate learning into their day-to-day, feeling informed, supported, and understood, and getting reminder emails to complete sessions (56–58). ADVANCE-D website sessions incorporated personalization—the online coach “led” interactive sessions (e.g., participants were asked to input how they were feeling and the online coach acknowledged if they were feeling low). Sessions integrated film clips and multiple-choice question and answers, to increase engagement. “Try it out” activities (i.e., “homework” was set at the end of each website session) encouraged participants to incorporate learning into their daily lives. The sessions were followed up with phone or videocall coaching and tailored support from a facilitator to promote engagement and monitor risk.

Similar to another patient feedback study of avatar-based interactive technologies for co-occurring substance use and IPV, our user consultation wanted the digital coach to look like a real-life professional rather than a cartoon (59).

Disclosure of sensitive information (including drug use and IPV victimization) was more likely to avatars than face-to-face (60). Men with lived experience requested that all content spoken by the online coach was also provided in text. Evidence also suggests that new visual information should be explained with audio rather than text (61).

Think-aloud videocall interviews to review the digital prototypes with men with lived experience suggested changes to the website for ease-of-use, clarity and visual impact. They requested the inclusion of a progress bar to allow the user to know how much of each session had been completed. Ability to monitor progress also influences engagement (62, 63). These were all implemented as well as participants having the ability to take a break from the website session and pick up where they left off when they logged in again.



3.1.2.3 Addressing digital poverty

Initial consultation with service users and service providers highlighted that access to both hardware and mobile data could hinder engagement with ADVANCE-D. This was supported by research in United Kingdom community drug treatment services that found only 57% of the 83% of clients who owned a mobile phone had a smartphone, and that 72% of clients used pay-as-you-go contracts (64). Therefore, providing tablets and data to participants in this study was required to facilitate engagement. Service users and providers also highlighted a potential lack of digital literacy and suggested providing knowledge about how to use the software and access to technical support. To address digital poverty and enhance digital literacy (64–66), we sent ready to use tablets (preference from our consultation over smartphones) with front-facing cameras with 4G connectivity and headphones to participants, and research staff provided technology support by phone or email, alongside a “how to guide” to use the technology and platform. Men with lived experience suggested that contingency management should be linked to pro-social activities (e.g., cinema, gym membership etc.), but such activities were not always possible during COVID-19 restrictions. They also highlighted that the cost of mobile data may contribute to lower engagement. Therefore, we later decided to provide free monthly mobile data contingent on attendance, and men who completed ADVANCE-D were permitted to keep the tablet after the study ended as a further incentive. This decision was supported during a later consultation with people with lived experience and service providers.



3.1.2.4 Therapeutic alliance and group size

Facilitators of online groups must pay attention to building therapeutic alliance and to group process, as these are linked to positive treatment outcomes (67). Participant cohesion can be developed through group agreements. Paying attention to social cues and signs of emotionality (facial expression, tone of voice, or body language) and asking more questions than usual to clarify responses and reactions can help build therapeutic alliance online (53). These techniques, as well as attending to group dynamics, giving equal time and attention to all members of the group and promoting positive, respectful communication, were built into the ADVANCE-D model, and were emphasized in training and integrity support meetings. Studies of therapeutic groups, comprising 5–13 participants, suggest group size does not predict outcomes (68). Slightly smaller groups are more appropriate for participants with learning disabilities or behavioral problems or for CBT-based groups due to level of skills imparted (69). Therefore, ADVANCE-D sought to recruit between 6 and 12 participants for each group.



3.1.2.5 Enhanced risk and safety management

Concerns around delivering perpetrator programs online included lack of face-to-face cues, difficulty in managing complex group dynamics and limitations in modeling of gender equality via co-facilitation (70). Our consultations with key stakeholders and guidance available at the time (33, 34, 70), emphasized the importance of a group agreement, including rules on not misusing technology (e.g., for illegal or abusive purposes), keeping cameras on to allow facilitators to gauge potential intoxication and substance use, personal identifying items (e.g., photos of children) to be out of range, and not attending/completing sessions intoxicated. Participants were asked to complete and join sessions in a private room where they could not be overheard and to use the headphones provided if necessary. Facilitators were asked to pay attention to participants’ emotional wellbeing, substance use, home living situation, and to act on any change in risk related factors.

ADVANCE-D was structured to ensure that group members were not left feeling triggered to enact abuse or emotionally dysregulated after online groups or website sessions. Check outs, one-to-one coaching calls and specific ADVANCE-D materials, including use of self-soothing sensory items and relaxation techniques (used in the original ADVANCE program) were identified as strategies to help manage difficult thoughts or emotions. We decided that scheduling times for coaching calls with facilitators after completing website sessions would encourage participants to refrain from substance use before/during a session and help manage risk.

Integrated support service (ISS) workers completed the Domestic Abuse, Stalking, Harassment and Honor Based Violence Assessment (DASH) (71) with participants’ (ex) partners. Facilitators completed the ADVANCE-D risk assessment form based on the Brief Spousal Assault Form for the Evaluation of Risk (B-SAFER) (72) with participants to assess suitability and manage and mitigate risk. Both had regular supervision and four case management meetings were held between them. The clinical risk lead provided program management fortnightly support meetings online to all professionals to ensure fidelity to the program, where ADVANCE-D content, group process, online delivery, risk and safety management were all covered. This helped facilitators feel confident and supported in their roles (35).

In order not to privilege group participants over their (ex)partners, we decided to develop a (ex)partner version of the participants’ website, containing safety messages for (ex)partners. (Ex)partners could view but not interact with the ADVANCE-D website content. They were offered password-protected smartphones with 4-month mobile data (the duration of the research study), addressing the risk of their own phone activity being monitored or intercepted by the perpetrator and allowing them to view the safety messages. During the pre-testing of ADVANCE-D, female survivors consulted about website appropriateness found the safety messages for women acceptable and welcomed the opportunity to access the website, noting that other perpetrator programs do not share content with survivors. An exit button was provided that enabled (ex)partners to exit the site immediately.

ADVANCE-D was therefore iteratively developed taking all of the above-mentioned evidence, consultation and best practice into consideration.




3.1.3 Overall description of ADVANCE-D, the adapted program

In the adapted program, ADVANCE-D, the content and underpinning theory remained the same as the original ADVANCE group program which targets individual risks for IPV, including substance use, poor emotional regulation, and poor stress-coping, and teaches participants how to reduce these risks by promoting self-regulation (ability to alter a response or override a thought, feeling, or impulse) (73) and personal goal setting (Figure 1). Contingency management (74) was used to enhance engagement and attendance, building on the “Good Lives Model” (75) underpinning the intervention. Although delivered in a different format, it remained fundamentally the same in that it relied on positive therapeutic alliance, well facilitated group process and strengths-based change. ADVANCE-D comprised 32 sessions, delivered remotely by two trained facilitators over 14 weeks. It included an individual session with a facilitator to set goals, develop a personal safety plan and increase motivation; a preparatory online group to prepare participants for taking part in ADVANCE-D; six fortnightly online groups, 12 self-completed website sessions and 12 coaching calls to account for best practice in terms of monitoring and managing risk and safety and increasing skills and knowledge (Figure 2). In the 2 weeks following each group, participants would complete two practice website sessions each followed by a coaching call. Participants advised the facilitator when they were intending to complete the session so that the coaching call could be booked in to follow. The 12 weekly self-directed website sessions were guided by an online coach to recap and practice skills learned in the online group sessions. The online coach verbalized the content and the text also appeared on screen, so participants had the option to listen to the coach and/or read the text. Coaching calls were delivered by a facilitator to go over the materials in the previous group and website session, check in with the participant around their relationship and substance use, especially any change in risk, and continue to enhance motivation and revisit goals. A refresher session was offered 1 month after the last online group took place.

(Ex)partners are offered support around IPV from an ISS worker and access to the website sessions (see section 3.2). The (ex)partner’s version of the website has additional information to support them to stay safe.




3.2 Multi-center non-randomized feasibility study with nested process evaluation


3.2.1 Overview of methodology

A feasibility study was conducted in substance use treatment to assess eligibility, recruitment, follow-up, adverse events and uptake rates of ADVANCE-D for participants and ISS for their (ex)partners. We also determined acceptability for participants by assessing attendance and completion rates for participants, therapeutic alliance and ratings for each website session, and multiple perspectives data (male and female participants, staff) collected via brief semi-structured interviews at up to four points in a qualitative longitudinal process evaluation (76). As program outcomes to determine preliminary efficacy, we assessed IPV perpetration by participants and experience of IPV victimization by (ex)partners at baseline and the end of the program. This mixed methods approach can help understand the intervention’s implementation and outcomes over time. Ethics approval was granted by Yorkshire and The Humber-Sheffield Research Ethics Committee on January 25, 2021 (Reference: 19/YH/0445).



3.2.2 Participants, eligibility, and recruitment for feasibility study

We aimed to recruit 60 participants already engaged in community substance use treatment in London, the West Midlands, the South West, South Wales and Lothian (United Kingdom) (77). ADVANCE-D was offered to participants who “volunteered” for the program rather than being court-mandated to attend. Participants were screened during 06/21–11/21 for eligibility against the inclusion criteria by substance use treatment staff or researchers, first remotely and once restrictions eased, in person at substance use treatment services or online groups. Recruitment flyers were also emailed to potential participants by staff inviting them to contact researchers for information. Participants were eligible if they had perpetrated any IPV in the past 12 months assessed using the Abusive Behavior Inventory (ABI) (78) toward a female (ex)partner (i.e., scored positive to one of the 29 items) with whom they still had contact in the past 4 months and agreed to provide her contact details so that she could be invited to take part in the research by a researcher, offered support by an ISS worker and could be contacted and safeguarded if any risk relevant issues arose (79, 80). A trained facilitator then assessed the suitability of those eligible for ADVANCE-D using an adapted version of the B-SAFER (72). Men who were assessed as low to medium risk of re-abusing partners without intervention were suitable to attend the program, while those assessed as high risk were not. Those attending a perpetrator program, who had an order preventing them from contacting their (ex)partner or where there were other safety concerns were not eligible.

After participants were recruited and had provided the contact details of their (ex)partners, researchers texted or emailed their (ex)partners with brief information about the study and then contacted them to invite them to participate in the research. They were also advised that regardless of whether they agreed to take part, they would be contacted and offered support by an ISS worker. The ISS worker also completed the DASH (71) risk assessment with (ex)partners. Support focused on the needs of the individual but could include developing a safety plan, signposting after a needs assessment and counseling. The ISS worker could also offer to support (ex)partners in viewing the website and safety messages. Potential participants were given an information sheet and the opportunity to ask any questions. Informed eConsent or written consent was required prior to conducting a baseline interview.



3.2.3 Data collection and outcomes

Seven researchers (five women, two men) administered quantitative questionnaires (see section 4.1.4) and conducted qualitative interviews. Only female researchers collected data from men’s current or ex-partners, while both male and female researchers interviewed participants. Different researchers interviewed the male participant and (ex)partner from each dyad to ensure that no information was inadvertently shared (81). The qualitative interviews with facilitators and ISS workers were conducted by a researcher not responsible for managing that research site to avoid bias. All interviews were conducted by telephone or videocall.

Changes in outcomes for participants and their (ex)partners were evaluated pre- and post the ADVANCE-D program. Only details of IPV and therapeutic alliance measures are presented in this manuscript. Incidents of IPV were not reported to the police by researchers. If severe IPV was reported [i.e., behaviors associated with a higher likelihood of a lethal outcome as defined by the Danger Assessment (82) including burning, punching, strangulation, or sexual violence], researchers enacted their duty of care by reporting such incidents to substance use treatment service or the ISS staff who made further decisions to report these incidents to police or social services to deliver supportive services based on services’ safeguarding protocols and legal requirements. Participants were advised of these limitations to confidentiality during the consent process, including a verbal and written explanation of this in the participant information sheet. Details of the full study methods are described elsewhere (76).

Intimate partner violence was assessed during the past 4 months using various measures. For participants, the 29-item ABI was administered to measure the frequency of the perpetration of physical (12 items, two of which assess sexual abuse) and psychological abuse (17 items) (78). For (ex)partners, the 25-item Abusive Behavior Inventory Revised (ABI-R) measured experiences of physical (13 items), psychological (nine items), and sexual abuse (three items) victimization (83). Items were scored from 1 (never) to 5 (very frequently), with higher subscale scores and total score indicative of greater abuse. Four adapted questions from the 24-item Revised Controlling Behaviors Scale (CBS-R) measured the use and experience of controlling behaviors (84) (e.g., want to know where your partner went and who they spoke to when not together). Response options ranged from 0 (never) to 4 (always). Two questions from a non-validated scale on the use of technology-facilitated abuse were included (85) (e.g., “Used mobile technology to check her location”). Total scores ranged from 2 (never) to 10 (very frequently). Four questions from a non-validated scale assessed the use of children against a partner (86) (e.g., “Asked the children to report on what she is doing or where she has been”), with total scores ranging from 4 (never) to 20 (very frequently). One item enquired about the frequency of stopping/being stopped by a partner from leaving the house against their will, scored from 1 (never) to 5 (very frequently). Two questions about stalking behaviors, scoring from 1 (never) to 5 (very frequently) were included. In all cases, the higher the total score, the greater the frequency of perpetrating or experiencing the behavior.

The 12-item Working Alliance Inventory applied to Virtual and Augmented Reality (WAI-VAR) (87) and the 12-item patient version of the California Psychotherapy Alliance Scale-Short Form (CALPAS-P Short Form) (88) assessed therapeutic alliance for participants at follow-up only. With the original author’s permission, we changed “virtual environment” to website in the WAI-VAR. Items on the WAI-VAR are scored from 1 (never) to 7 (always) for each subscale: Goals, Tasks, and Bonds. Total score ranges from 12 to 84, with higher scores suggesting a stronger working alliance. The CALPAS-P Short Form uses four subscales: the patient working capacity, patient commitment, working strategy consensus, and therapist understanding and involvement. Participants are asked to describe the extent to which each item describes their experience from 1 (not at all) to 7 (very much so). The total score is the mean of these four subscales.

Up to four longitudinal qualitative interviews were conducted during ADVANCE-D as part of the process evaluation to capture information about acceptability: views about the intervention, changes and impact over time for participants and their (ex)-partners, and staff’s experience of delivering ADVANCE-D. The interviews corresponded with completion of 4 weeks (to explore motivation, experience of welcome to group, online group 1 and website sessions 1 and 2), 8 weeks (experience of online groups 2 and 3, and website sessions 3–6, any behavior change), 12 weeks (experience of online groups 4 and 5, and website sessions 7–10, any behavior change), and 14 weeks (experience of online group 6, and website sessions 11–12, any behavior change) of the program. Therefore, interviews were only completed with men who remained engaged in the program at these pre-defined times. Participants and (ex)partner participants were reimbursed (£10 voucher) for each questionnaire and qualitative interview (up to a total of £60 vouchers, if baseline and follow-up questionnaire and 4 qualitative interviews were completed). Participants completed a rating scale online after completion of each website session.

Summary statistics were estimated to quantify relevant feasibility and acceptability parameters. In addition, scores for IPV (ABI/ABI-R) and controlling behaviors (CBS) for the 25 participants and 11 (ex)-partners who were interviewed at baseline and end of ADVANCE-D, were regrouped into three groups—where the scores increased, decreased or stayed the same from baseline to end of ADVANCE-D. Match paired t-tests and Wilcoxon signed-rank tests were performed for IPV outcomes pre and post program where normality could and could not be assumed, respectively. Interviews and focus groups (staff) were recorded and transcribed verbatim and patterns in themes across different participants and groups of participants were explored using the framework approach (89). Data for each time point interview and category of interviewee were merged into a single framework to enable comparison, interpretation, and synthesis of longitudinal data (90). Codes were developed and data were thematically coded. The COnsolidated criteria for REporting Qualitative research Checklist were followed during analysis (91).





4 Results of the multi-center study


4.1 Feasibility results

We determined the feasibility of delivering ADVANCE-D by assessing eligibility, recruitment, follow-up, adverse events, and uptake rates [of ADVANCE-D for participants and ISS for (ex)partners]. One hundred and twenty-five men were screened for eligibility, 69 of whom met criteria for inclusion in the study (55.2%). A B-SAFER risk assessment was completed with 57 of the 69 eligible men (82.6%), of whom 54 were suitable. Forty-five participants were recruited from seven community substance use treatment services in England (London n = 3, the West Midlands n = 1, and the South West n = 1), Wales (South Wales n = 1), and Scotland (Lothian n = 1). Twenty-one female current or ex-partners were recruited. Screening, recruitment, and follow-up of participants and their (ex)partners are described in more detail in Figures 3, 4. The reasons men were not eligible to participate are presented in Figure 3 and the reasons their (ex)partners did not participate in the research are detailed in Figure 4.

[image: Figure 3]

FIGURE 3
 CONSORT diagram for male participants in the ADVANCE-D non-randomized feasibility study.


[image: Figure 4]

FIGURE 4
 CONSORT diagram for female participants in the ADVANCE-D non-randomized feasibility study.


Table 1 presents the characteristics of male participants and their (ex)partners. Table 2 describes the feasibility parameters for participants and their (ex)partners. Of the 45 participants recruited, 22 were interviewed qualitatively at least once about their experiences of taking part in ADVANCE-D: four were interviewed once, 10 were interviewed twice, six were interviewed three times, and two were interviewed four times. Of the 21 (ex)partners recruited, 11 were interviewed qualitatively: eight were interviewed once, and three were interviewed twice. All 12 facilitators (three were interviewed once, eight were interviewed twice, and one was interviewed three times) and seven ISS workers (four were interviewed once, three were interviewed twice) were interviewed.



TABLE 1 Participant characteristics.
[image: Table1]



TABLE 2 Feasibility estimates for male participants and (ex)-partners in the ADVANCE-D non-randomized feasibility study.
[image: Table2]

Forty participants were offered ADVANCE-D: 16 from London, nine from the South West, six from the West Midlands, five from Lothian and four from South Wales. Five of the 45 participants recruited were not offered ADVANCE-D as two were no longer eligible, two were withdrawn and contact was lost with one man prior to the program starting Six groups were delivered with an average of 6.8 men per group (range 4–9), one of which comprised participants from two different substance use treatment services (Lothian and South Wales). At the end of the program, a structured questionnaire was administered by researchers to 55.6% (25/45) of participants and 52.4% of their (ex)partners (11/21). Three severe adverse events were identified but found to be unrelated to the study.



4.2 Acceptability results

We determined acceptability by assessing attendance and completion rates for participants, therapeutic alliance and ratings for each website session, and multiple perspectives qualitative data.

Attendance varied by site and by type of session, with group sessions having the highest attendance (Table 3). On average, participants attended 11.4 (SD 9.1) of the 32 sessions (n = 40 participants). Of all sessions (goal setting session, “welcome” online preparation group session and six online group sessions, 12 website sessions and 12 coaching calls) offered, 46.8% (455/973) were attended (if participants had withdrawn/been discharged, or if the session was not delivered by staff, it was considered the session was not offered) (Table 3). One-month post-intervention, 30 of the 40 participants (75%) offered ADVANCE-D were invited to attend the refresher session; 11 (37%) of whom did so. The refresher session was not offered for the following reasons: participant withdrew (n = 1), participant no longer continuing with study intervention (n = 2), and site no longer delivering intervention (n = 7). While personal characteristics play a role in attendance, some contextual factors may have also had an impact. The delivery of ADVANCE-D progressed successfully in South West and Lothian/South Wales with good attendance by participants. In the West Midlands, two participants were thought to have sold their tablet prior to taking part and others found it difficult to fit attending the group around work, with one participant joining the group on his lunch break by phone and struggling to see videos. In all sites except the South West, the delivery of the six group sessions was interrupted by the Christmas break. In one of the three London sites, the second group was conducted in January. No participants joined the third group a fortnight later. This was then offered again but no one attended. The lead facilitator then went on leave for 2–3 weeks after which the group was offered again. When no one attended, it was decided to offer the remaining participant (who had been partially engaging via phone calls) an individual session but he failed to attend. One man in London site 1 had dropped out after reporting his tablet computer had been stolen. Although offered a new sim card, he proved uncontactable. In the West Midlands, due to the Christmas break and poor attendance, there was a five-week gap between online groups 2 and 3, instead of 2 weeks.



TABLE 3 Attendance at ADVANCE-D program by site.
[image: Table3]


4.2.1 Participants’ views on digitally-supported delivery

Many participants preferred the convenience of digitally-supported delivery stating accessing it from their homes and talking to facilitators by phone was easier “makes it easier… it’s not as daunting” than traveling into a service especially for those with social anxiety or who were working: “It’s great that you have been able to run it online, because [I have] social anxiety. At the start of the course I would not really be up for face-to-face meetings, plus fears of COVID” (ID 725). While several participants had felt “anxious” or “nervous” about attending the online group, they reported feeling able to open up, and appreciated listening to others doing the same, with participants articulating that this atmosphere felt non-judgmental, reduced shame and felt cathartic. Some stated they would have preferred an in-person group: “I prefer face to face…you are a little bit more engaged” (ID 401). Overall, participants reported good group dynamics. Most said it was “good to hear other people in your position” and that this made them feel they were “not the only person in the situation” (ID 206). Perceptions of group dynamics were linked to group size. In larger groups some participants found it difficult to interject finding it hard to know if they were talking too much as “it’s a little bit harder to read the room ‘cos everyone’s [online],” (ID 401). However, when there were few participants in groups, participants felt they were “not getting any input (from others)” (ID 131). The group that included participants from two different areas and services (South Wales/Lothian), was well received and participants liked the anonymity this allowed.

For some participants, setting up the tablet to access the online groups and website sessions proved difficult and frustrating, although participants reported receiving timely online technical support from a researcher who resolved issues quickly.

Participants appreciated the expertise of staff in facilitating groups, describing facilitators who made the group feel “safe” and that they felt included: “They’ve been hosted really well. There were no disagreements between the guys…When talking about such a sensitive subject, you might expect more reactions and whatnot, but you guys obviously brought a vibe that meant that that wasn’t really a thing…which is good… it flowed really well. Making it a safe space.” Table 4 demonstrates that at the end of ADVANCE-D participants scored therapeutic and working alliance high.



TABLE 4 Therapeutic and working alliance scores reported by participants at the end of ADVANCE-D.
[image: Table4]

Participants were asked to rate each website session after completion from 1 (strongly disagree) to 7 (strongly agree). Overall, participants found the website easy to use (mean 5.8; SD 1.7); understood each session’s purpose (mean 6.2; SD 1.1); increased their knowledge and skills about topics covered in each session (mean 5.9; SD 1.3); and were able to concentrate (mean 5.8; SD 1.4). Participants were generally positive about the website: “It was great. It was easy to use. I was impressed. It was better than I expected” (ID 410) with “very valid and great content” (P415). They found the website sessions reinforced what they had learnt in the group sessions and vice versa and they appreciated the opportunity to work through them in their own time: “When you do the session by yourself online after the group, I find that l helpful in a different way… you talk about stuff in the group and then you go and do the online session and then that’s what I sit down with the notebook and make notes. They work very well together” (ID 411). While some participants thought having an online coach was “better…to actually see a face, a person talking” others felt that listening to him “takes too long, the avatar talking. I just read through the thing and get it done” (ID 402), “I did not like listening to him talk to me so I had to mute him off all the time and read it myself” (ID 415).



4.2.2 Facilitators’ views on digitally-supported delivery

Most facilitators reported that issues with technology or poor Wi-Fi were disruptive to delivery of the online group. Despite technology issues affecting the ease with which people were able to engage with the groups, most facilitators reported good group dynamics; with the participants “interact[ing] well” (London site 1, Facilitator 1) with each other despite different personalities. In managing more difficult group dynamics, having a co-facilitator was viewed as key, because it enabled facilitators to “take a breath” (South Wales, Facilitator 1), during the group, or “manage if someone was being disruptive or there was no talk” (South West, Facilitator 1). In contrast, facilitators felt that delivering the group virtually might have led to groups being less “bonded” (London site 2, Facilitator 2 and South West, Facilitator 2), with less “rapport” between the participants and facilitators (West Midlands, Facilitator 2), however, these issues were helped by putting the first session aside “for group cohesion” (South Wales, Facilitator 1).

Delivering the group virtually was believed to make it more “accessible” (London site 3, Facilitator 1) and offered participants more “flexibility […] to attend” given work and other commitments (West Midlands, Facilitator 2), as well as being “protective” (London site 3, Facilitator 1), in giving them more space to reflect.



4.2.3 ISS workers’ views on digitally-supported delivery

Integrated support service staff reported that (ex)partners who had requested calls were often difficult to contact and were not always in a private setting or alone when the ISS called. ISS staff found that some required a brief check-in call, while others required longer support calls: “Of the small group there are about five [(ex)partners to support], one is taking up a lot of the engagement, she finds it good to have space to talk and share her experiences. The rest it’s just checking in and the others have said they do not need support [from ISS] it’s just [a] check in, a 10-min call. Whereas the other one is like an hour, or if you do not stop her…2 h” (London 1, ISS). There was variability in how much ISS staff reported looking at the ADVANCE-D website. While some reported finding the website useful, reinforcing existing knowledge and a good source of “refresher” messages, others reported not looking at the website or only looking at it once.



4.2.4 Male participants’ views on ADVANCE-D program content

Overall, participants found the content “really good” (ID 726). Participants found the video clips “helpful” especially in highlighting “what could he [the perpetrator] have done better” (ID 205): “[the videos] are good. It makes you, like I said, see things from other angles and stuff…It sticks in your head a bit more… easier to take in” (ID 537). Most participants found the tools useful for meeting their goals: “It’s given me the tools I need to do things a bit different, and stop things getting worse” (ID 726). Structured time out was by far the most popular tool used with positive outcomes: “Usually I would just storm off, grab money, just go take drugs, do whatever, but now I’ll actually sit down. I’ll think of the consequences of the actions before I do it. Not saying it stops me all the time doing it, but I think about what I’m going to do before I do it… It makes you actually think about everything, and about their side” (ID 537). One participant mentioned when sending texts to an ex-partner, taking a time-out allowed him “To take a step back, like, take a time out, whether that be just relax, take a deep breath. Think before you say…try and be a bit more reserved than just lashing out verbal abuse or written abuse. Just think, ‘No, I do not have to act like that’” (ID 415).

Group sessions ended and website sessions started with a meditative breathing exercise to calm participants’ emotions and focus their attention. A few participants found them helpful and had started using them “quite a lot” (ID 308) to “take a step back… once you start concentrating on your breathing, you calm down and then you could have a better approach to the way you wanna deal with things” (ID 402).

Participants who received coaching calls appreciated the individual support provided, the opportunity for “One-to-one was definitely, I would say, the best because you can open up more” (ID 717), for follow-up and to ask questions about the website exercises and course content: “Coaching calls were absolutely brilliant and when I was going through tough times, she’s [the facilitator] a really good listener. She’s really good at what she does. She was a great support. They reinforced a lot of the messages that we were doing in the groups, and it was real-time support with what was going on in my life, which I think is invaluable” (ID 320).



4.2.5 Facilitators’ views on ADVANCE-D program content

Facilitators thought the program content was “valuable” and “comprehensive,” however many found it “unrealistic” to cover the content in the time allocated for groups: “Both [Facilitator 1] and I agree the content is fantastic. The level of time we are given each time is unrealistic. I do not think we can deliver all of that. But the content itself is really valuable. It is very useful. There is nothing I would want to expand further on. It was very comprehensive content” (London site 3, Facilitator 2). While some facilitators were positive about the website content, particularly the videos which they described as “really good” (London 1, Facilitator 2), others described the look of the website and online coach as “clunky” (London 3, Facilitator 1). In addition, the challenge of getting “[participants] to do it in the right order at the right time” (London 2, Facilitator 2) was highlighted. Since the study the time scheduled for each group session has been increased and the platform for hosting ADVANCE-D has been changed, therefore the technical issues experienced should be reduced.



4.2.6 Facilitators and ISS views on risk management

Facilitators valued the “thorough” risk assessment at the beginning of the program.

Four case management meetings took place during each cycle of ADVANCE-D between facilitators and ISS. Where facilitators were able to meet regularly with the ISS, the information sharing that this enabled was particularly valued: “So, it was quite interesting because we got a lot of information from the partners that we had not been provided before, as we were, kind of, going through the (risk assessment) process and things like that. So, there was information that was coming to light from the partners themselves that was quite different to the information we were getting from the men” (South Wales, Facilitator 1). ISS staff in this site gave similar reports of a useful case management meeting: “So we discussed the case, and I think actually they learnt a lot from me. What my women were saying about their partners, that, partners might not have been really aware and – how high risk they were. So those meetings were really useful” (South Wales, ISS). While sharing information about risk did not always take place in formal case management meetings, facilitators and ISS staff gave examples of information sharing by email (London site 1, West Midlands). Several facilitators reported insufficient or limited communication with the ISS (London site 3). However, where a change in risk was identified or any issues were “flagged up” these were discussed either individually or collectively between the ISS, facilitator and the ADVANCE-D clinical lead to ensure risk was appropriately managed.




4.3 Exploratory IPV outcomes

Baseline and follow-up measures of IPV perpetration and victimization are presented in Tables 5–7. Participants at baseline (n = 44) had a mean ABI perpetration score of 40.6 and a CBS-R perpetration score of 2.2. The subset of participants who remained active in the research and were assessed at follow-up (n = 25) had a mean ABI perpetration score of 34.2 and a mean CBS-R perpetration score of 0.8 (Table 5). Reductions in perpetration scores were reported by the 25 participants interviewed pre and post program for the following outcomes: ABI Perpetration (p < 0.05), Propensity for Abusiveness Scale (anger) (p < 0.05), Controlling Behaviors Scale (partial) (Perpetration) (p = 0.08), and using children against partner (p < 0.05) (Tables 6, 7).



TABLE 5 Client centered outcomes for men and their (ex)-partners’ in the ADVANCE-D non-randomized feasibility studyMeasure.
[image: Table5]



TABLE 6 Pre and post IPV perpetration and victimization outcomes for the 25 men and 11 (ex)-partners’ where normality is assumed.
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TABLE 7 Pre and post IPV perpetration and victimization outcomes for the 25 men and 11 (ex)-partners’ where normality is not assumed.
[image: Table7]

(Ex)partners at baseline (n = 21) had a mean ABI-R victimization score of 47.7 and a mean CBS-R victimization score of 3.8. The subset of (ex)partners who remained active in the research and were assessed at follow-up (n = 11) had a mean ABI victimization score of 38.8 and a CBS-R victimization score of 2.6 (Table 5).Reductions in victimization scores were reported by the 11 (ex)partners interviewed pre and post program for the following outcomes: ABI Victimization (p < 0.05), experiencing stalking behaviors (p < 0.05) and (ex)partner using children against her (p < 0.05) (Tables 6, 7). The process evaluation demonstrated that participants reported understanding the full range of abusive behaviors, particularly recognizing emotional and financial abuse; understanding the impact of IPV on their (ex)partners; and increasing respectful egalitarian communication, as opposed to aggressive or passive-aggressive communication. Many participants also reported examples of using their new skills to avoid being abusive. Many, but importantly not all participants and their (ex)partners reported positive behavior change in relation to the use or experience of IPV, respectively. These findings will be reported in detail elsewhere (92).




5 Discussion

Despite “considerable concern about the use of ‘online’, ‘virtual’, or ‘digital’ programs delivered remotely” (32), we found it was possible to adapt face-to-face content from our ADVANCE group program for digitally-supported delivery (consisting of online groups, self-completed website sessions and coaching calls) and feasible to deliver it remotely to participants receiving substance use treatment. To our knowledge this is the first evaluation of a digitally-supported perpetrator program (for men who use substances) (70, 93).

Similar to an exploratory study of an online court-mandated perpetrator program conducted pre-COVID in the United States (32), we found higher retention and attendance by participants in substance use treatment receiving ADVANCE-D remotely than our in-person ADVANCE group (26), although direct comparison with other perpetrator interventions for men who use substances, including the in-person ADVANCE, was not possible due to the heterogeneity in the duration and format of interventions. In the United States, 29 court-mandated perpetrators who used substances were allocated to a 12-session integrated individual intervention and 70% completed eight core sessions (94), compared to 68% in ADVANCE-D. In the Netherlands, 27 men attending IStop, a 16-session group perpetrator intervention for men in substance use treatment, reported that 44% completed at least 75% of sessions (defined as treatment completion), with a mean of 9/16 sessions attended (95). In ADVANCE-D, 59% of participants completed at least 75% of the eight core sessions and 47% of all 32 sessions offered were completed. Forty-four percent of ADVANCE-D website sessions offered were completed. This finding is similar to one study of 32 non-court-mandated, non-substance misusing perpetrators which found 44% completed all eight online modules and 75% completed at least half the modules (guided self-help delivered via the Internet with an identified therapist who provided support and guidance of therapeutic activities) (96). We have shown that ADVANCE-D has comparable and potentially higher engagement and retention than other community perpetrator interventions delivered in-person and online for men who use substances, including when compared to our in-person group delivery of ADVANCE. However, we do not know how the isolating factors of COVID restrictions impacted the engagement and acceptability of ADVANCE-D.

Only 55.6% of participants and 52.4% of their (ex)partners were followed-up. Attrition is a major challenge when evaluating the effectiveness of IPV perpetrator programs (97, 98). Establishing individualized participant retention plans using various strategies to maximize retention (e.g., via phone, email, through emergency and service provider contacts) and ensuring researchers build rapport and maintain relationships for the duration of the study (e.g., same researcher completes all contacts and interviews where possible), may help to increase retention in longitudinal research with hard-to-reach participants (99). Substance use is a significant predictor of drop-out (14, 17, 100), with one trial reporting higher drop-out rates among men with alcohol abuse problems (36%) than those without (23%) (101). Research suggests around 20–80% of perpetrators drop out of programs (17, 98, 102, 103), however there is a lack of standard definition of program attrition, making cross-study comparison problematic (104). Richards et al. (104) found that 26% of perpetrators dropped out following intake assessment and did not complete any program sessions, while a further 26% completed some program sessions prior to dropping out. They found early non-engagers were more likely to have mental health problems and engagers who then dropped out were more like to have substance use problems. Presenting findings on attrition separately for early non engagement, no shows at the first session and for those who engage then drop-out (104), may facilitate a better understanding of who the program works best for and where extra support may be needed. In our study, five men who consented did not take up the intervention: two men decided they no longer wanted to take part (with no reason given), two no longer met the inclusion criteria and one was non-contactable to complete the baseline interview. During the program delivery, four men were discharged from the substance use treatment service: two chose to discharge themselves (one of whom attended none of the intervention) and two were discharged for non-engagement with the substance use treatment service (both had attended two ADVANCE-D group sessions). While we did seek to record reasons for program non-engagement and drop-out, this was not always possible as men were not always contactable. Future studies should use administrative data (e.g., health and social care records, police and prison data) to measure program outcomes in the short, medium and long term to address the issue of attrition and attempt qualitative follow-up with those who drop out or do not engage (17). Adequately powered studies should explore whether the type and severity of IPV perpetrated or experienced predicted non-engagement and attrition in the research. Given our small sample size, it was not possible to meaningfully explore predictors of drop-out. Our study took place during Covid-19 restrictions which may have resulted in more illness among staff and clients, as well as greater pressure on staff alongside delivering ADVANCE-D which impacted the continuity of program delivery. The timing of program delivery in our study may also have contributed to non-engagement as sessions over the holiday period were delayed or not delivered to schedule. To improve continuity of program delivery, future studies should ensure the program is not scheduled to be delivered over the holiday period to try to retain men in the program. Moreover, ensuring an adequate number of facilitators are trained would avoid cancelation of sessions when facilitators are on annual leave, are sick or leave their position.

The differences in perpetration (and victimization) scores pre and post program show that some men who were followed-up had reduced their use of abusive behaviors. However, given the small sample size and non-randomized study design, we do not know if these differences are due to ADVANCE-D, time, participant factors, or chance. Moreover, the lower ABI/ABI-R mean scores at follow-up could be due to attrition by participants with high scores at baseline. Engagement and retention, while higher than other perpetrator programs for men in substance use treatment, was still fairly low overall with one group ceasing to continue due to dropouts and non-attendance. Due to study constraints, long term follow up was not possible, but is required to explore whether these findings are maintained and whether ADVANCE-D is more effective than usual treatment. More research is needed before conclusions can be made about the efficacy of ADVANCE-D. An RCT is planned for ADVANCE-D with men in probation throughout the United Kingdom which will address these concerns.

Overall, the intervention content was well-received by men and facilitators. Some men preferred digital over in-person sessions as they offered increased accessibility.

Since the feasibility study was conducted, we have twice updated the usability, look and feel of the website sessions to address the feedback provided, and to provide users with options for online coaches. Little research has explored user preferences for an online therapist/avatar’s portrayed gender and ethnicity outside of the gaming context. Where we could find evidence in health or social care research, most users chose the male and female avatar that portrayed their own gender and ethnicity (105, 106). Research also found that users welcomed diverse avatars and animations (107). Disclosure of sensitive information (including drug use, sexual abuse and domestic violence victimization) was more likely when avatars appeared similar in age to participants (108). Following the feasibility study, developers have created three new avatars portraying White, Black, and South Asian ethnicities, which were selected and tested with 16 people with lived experience. The ADVANCE-D manual and website sessions will also be available in Polish, Urdu and Panjabi.

The pandemic necessitated a move from face-to-face delivery of interventions to online delivery (35, 109, 110). For online interventions, it is important that the digital literacy and digital poverty of service users is addressed to ensure the ability to engage in ADVANCE-D (64–66). While there is no review of the efficacy of online delivery of perpetrator programs during the pandemic, a review compared substance use treatment delivered using telehealth with in-person treatment during the pandemic and concluded that telehealth treatment was effective but not more effective than in-person treatment in terms of retention, therapeutic alliance, and substance use (111). A recent study with men in behavior change programs concluded that “Websites or apps can provide a safe, private space for men to reflect on their behavior and its consequences; however, the lack of interpersonal interaction can make it challenging to balance non-judgmental engagement with accountability” (55). ADVANCE-D addressed this concern by including coaching calls with a facilitator post-completion of each website session. However, staff need protected time to prepare, deliver and debrief after delivering group sessions and coaching calls. Supervised completion of ADVANCE-D website sessions and in-person (rather than remote) group and coaching sessions at substance use treatment services could enhance attendance, completion and engagement, and ensure adherence to all aspects of the intervention.

Integrated support for (ex)partners alongside regular case management meetings and clear and respectful information sharing protocols, are essential components of the ADVANCE and ADVANCE-D interventions. Co-training and integrity support for facilitators and ISS services is needed to build strong professional relationships across services working with participants and supporting (ex)partners.



6 Conclusion

Given that men who use substances are underserved in perpetrator programs and are also most likely to drop out of standard perpetrator programs (14, 23, 24), alternative approaches that address their specific needs and risks, such as ADVANCE-D are required. We were able to adapt the ADVANCE face-to-face group program to reduce IPV by men in substance use treatment for blended digitally-supported delivery based on available evidence of best practice with input from key stakeholders and people with lived experience. The results of the feasibility study showed that it was feasible to recruit, engage and follow up participants from substance use treatment to the ADVANCE-D program with enhanced risk management practices in place for (ex)partners, and exploratory outcomes are promising. An efficacy trial of ADVANCE-D is warranted with longer-term follow-up recommended. ADVANCE-D has long-term applicability post pandemic, including in other settings. Applicability of ADVANCE-D in other settings and populations remains to be tested.
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