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INTRODUCTION
Globally, activists and researchers have pointed to
the contribution of harmful alcohol and substance use
conditions to the occurrence and severity of intimate
partner violence (IPV). There has been much debate over
the relationship and whether it is truly causal. To date, there
has been limited evidence about whether interventions to
prevent harmful alcohol use and treat common mental
health problems have an impact on IPV outcomes, and
whether gender-transformative interventions that seek to
prevent IPV can reduce harmful alcohol use and improve
mental health. Available evidence on these associations
has largely been from the global North. DFID’s What Works
to Prevent Violence Against Women and Girls Global
programme (What Works) has generated new evidence
on these associations from evaluations of IPV prevention
interventions in a range of settings in the global South,
including peri-urban Zambia, rural Rwanda and Ghana,
and urban informal settlements in South Africa, with
promising findings for IPV prevention.
Harmful alcohol and substance-use conditions are
separate, but closely related to one another. What Works
research has focused primarily on the former. Moreover,
while we recognise that there is a spectrum of mental health
manifestations, ranging from wellbeing through different
stages of mental health disorders, the interventions
described in this brief mainly addressed symptoms of
common mental disorders, mostly depression, anxiety
and post-traumatic stress disorder (PTSD), and focused on
symptoms rather than clinical diagnoses.

Summary
Harmful alcohol- and substance-use are
intimately tied to violence against women
and girls (VAWG); tackling them through a
variety of intervention modalities is critical
to the prevention of violence.
What Works evaluations demonstrate that:
•• Preventing VAWG can contribute to
reducing women’s experiences of
depression and that among children,
reducing peer violence is associated
with improvements in mental health.
•• Couples psychotherapeutic
interventions, targeting common mental
health problems and harmful alcohol
use, can reduce women’s experience
and men’s perpetration of IPV.
•• Gender-transformative interventions
that help men to transform their
masculinities to be less gender
inequitable, can reduce men’s harmful
use of alcohol as well as their IPV
perpetration.

What Works research has shown that men’s harmful
alcohol use and/or substance use is strongly associated
with their perpetration of IPV and non-partner rape, and
that women’s harmful alcohol use and/or substance use
is also associated with their experience of IPV and nonpartner rape. In addition, there is clear evidence that
women who experience violence are significantly more
likely to experience symptoms of common mental health
problems and that these can be alleviated when violence
stops. The research highlights the importance of services
for survivors of violence that address the psychosocial and
mental health impact of their experiences.

Men: Harmful alcohol use, mental health and IPV
There is substantial evidence, globally, that harmful alcohol use increases the incidence of perpetration of IPV and
non-partner sexual violence by men, although many men drink without using violence against women. A systematic
review and meta-analysis of population-based studies found that harmful alcohol use was strongly associated with
recent perpetration of IPV by men (Machisa et al., in press, Jewkes et al., 2017). Similarly, an analysis in six AsiaPacific countries revealed that harmful alcohol use was associated with non-partner rape perpetration, with alcohol
being a factor in just over a quarter (27%) of cases of non-partner sexual violence, (Jewkes et al., 2017) . The analysis
also found that drug use was associated with gang rape perpetration (Jewkes et al., 2017).
Across the What Works studies, in contexts where the use of alcohol was permissible, men who reported harmful
alcohol use were much more likely to report perpetration of physical and/or sexual IPV and non-partner sexual
violence (see Table 1).
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Table 1: Descriptive associations between harmful alcohol use and men’s perpetration of violence against women
and girls in three What Works studies
INTERVENTION

Stepping Stones and
Creating Futures,
South Africa

Change,
South Africa

Rural Response
System (RRS),
Ghana

TYPE OF VIOLENCE

Prevalence of
harmful alcohol
use

VIOLENCE PERPETRATION
No harmful alcohol
use

Harmful alcohol
use

46.8%

70.1%

Non-partner sexual violence
perpetration

30.4%

49.7%

Physical and/or sexual IPV
past year perpetration

40.9%

59%

29.2%

50.4%

18.5%

37.7%

6.6%

17.3%

Physical and/or sexual IPV
past year perpetration
43.4%

Non-partner sexual violence
perpetration
Severe physical and/or sexual
IPV past year perpetration
Non-partner sexual violence
perpetration

Harmful alcohol use leads to diminished psychological
functioning and reduces inhibitions. It can lead to more
quarrelling, which may fuel the escalation of arguments
into violence. When couples drink to a harmful extent
together, this escalation may be aggravated. There
is also a higher risk that violence will result in injuries
and death because alcohol-related violence typically is
more severe. This has been shown widely in research
but is clearly illustrated by the evidence from femicide
studies in the global South which indicate that women
victims of fatal injuries often have very high blood
alcohol levels (Mathews, et al., 2009; Lerer, 1992). This
suggests that intervening with couples on harmful
alcohol use and IPV may be an important approach
for reducing the frequency and severity of partner
violence and alcohol-related homicides.
There is also evidence globally that men’s poor mental
health is associated with IPV perpetration. A strong
association has been found between post-traumatic
stress disorder (PTSD) symptoms and IPV perpetration
in a systematic review of population-based studies
(Machisa, et al, in press), and in longitudinal studies of
US veterans (Bell & Oructt, 2009). The evidence that
depression is associated with IPV perpetration is more
mixed; a recent systematic review found no association
(Machisa et al., in press).
Harmful drinking, substance use and poor mental
health among men often co-occur and are closely
interrelated. Men often start drinking and using
substances at an early age, as a result of experience
of childhood neglect and abuse, sometimes by parents
with substance use conditions. These both impact
their life trajectory, resulting in greater risk of exposure
to other traumatic experiences, all of which negatively
impacts their mental health and may fuel continued
substance use disorders. This cycle may occur

39.1%

26.3%

across social settings but is more common in highly
impoverished contexts. Research with men also shows
that in many settings heavy drinking is part of a cluster
of ‘risky’ behaviours that are displayed to demonstrate
(conventionally patriarchal) ‘successful’ masculinity,
including displays of toughness and strength, such as
through heavy drinking, and dominance and control
over women (including the use of violence) (Rich et al.,
2015; Bourgois, 1995).
All the factors mentioned here have been identified
as drivers of VAWG perpetration (Figure 1). Two What
Works studies (Stepping Stones and Creating Futures
and the Change Trial) have shown how poverty and
experiences of childhood abuse and neglect increase
depressive symptoms and harmful alcohol use, which
in turn are associated with greater IPV perpetration
(Gibbs et al 2019; Hatcher et al., 2019).
ALCOHOL &
DRUGS
POVERTY

CHILDHOOD
& LIFETIME
TRAUMA

POOR MENTAL
HEALTH

PERPETRATION
OF VAWG

GENDER
INEQUITABLE
MASCULINITIES

Fig. 1 Pathways between IPV, alcohol and poor mental
health among men
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Among women, there is a bi-directional relationship
(Figure 2) whereby women who experience violence
are more likely to have poor mental health and
problems with harmful alcohol and substance use
conditions. Poor mental health and alcohol- and
substance-use conditions are also likely to increase
women’s subsequent experiences of violence.

IPV

POOR
MENTAL
HEALTH

ALCOHOL

Fig. 2: Association between IPV, poor mental health and alcohol
among women

Past year prevalence of violence

There is evidence that women with alcohol use
conditions are more likely to experience IPV. A review
of longitudinal studies demonstrated that women who
drank alcohol to harmful amounts were more likely to
subsequently experience IPV (Devries et al, 2014).
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In the global South, evidence from cross-sectional
research derived from What Works has shown women’s
experience of IPV to be strongly associated with poorer
mental health. In three studies with participants who
ranged from young women in informal settlements in
South Africa and married women in Afghanistan, to
married women in the occupied Palestinian Territories
(oPT), those who had experienced recent IPV were
much more likely to report clinically relevant symptoms
of depression (all studies) and post-traumatic stress
symptoms (in the two studies that assessed these) (Fig 4).
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Fig. 4: Prevalence of poor mental health symptoms in three settings
among women who do and do not experience IPV
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Fig. 3: Women’s experiences of violence by alcohol and drug use
in South Africa (Creating Futures and Stepping Stones)
In What Works’ study settings, alcohol and substance
use were not as common among women as among
men. However, where women reported on alcohol
and drug use, harmful alcohol and drug use were
associated with women experiencing IPV and may
have been a risk factor for IPV as well as a response
by women to IPV. Among young women (18-30 years)
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There is also a clear evidence-base that supports the
association between women’s experience of symptoms of
common mental health problems and of IPV. Devries and
colleagues (2013) in a systematic review of longitudinal
studies, demonstrated that women with depressive
symptoms at baseline were more likely to experience IPV
during the follow-up period in four studies (all from the
global North).

■ No alcohol or drug abuse
■ Alcohol or drug abuse
■ Alcohol and drug abuse

80

0

in urban informal settlements in South Africa, experience
of IPV and non-partner sexual violence showed a dose
response: those who reported neither harmful alcohol use
nor substance use experienced the least violence; those
who reported either harmful alcohol use or substance use
the next highest; and, those who used both reported the
most violence (Fig 3).

% who reported potentially
clinical, relevant symptoms

Alcohol abuse, mental health, IPV and women

Poor mental health and harmful alcohol use often cooccur in women as well as in men; harmful alcohol use
in women may be a response to deal with the negative
psychological effects (e.g., low self-esteem or depression)
of the violence they have experienced (Campbell, 2002).
Machisa and colleagues have shown how abuse in
childhood negatively impacts women’s mental health,
including symptoms of depression and anxiety disorders,
and how these are significant risk factors for women’s
experiences of IPV (Machisa et al, in press).
Research demonstrates that interventions to prevent
harmful alcohol and substance use and improve mental
health can impact on VAWG. Studies have highlighted
the additional benefit of working with couples and/or
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families, showing that this can improve harmful alcohol and substance use outcomes during and post-treatment (Copello,
Velleman & Templeto, 2005). In South Africa, a substance use intervention called the Women’s Health Co-op was shown
to be much more effective when given to couples than when targeting women alone. Among couples, harmful alcohol
use and IPV significantly reduced (Wechsberg et al., 2013), whereas among women alone, while drug use reduced,
women’s experiences of IPV and alcohol use did not change (Wechsberg et al., 2016; Minnis et al., 2015). An RCT of a
brief web-based combined sexual assault risk and alcohol use reduction intervention among women students at a USA
college also showed positive results, with reductions in women’s heavy episodic drinking and experiences of sexual
assault (Gilmore et al., 2015). Further, it was observed that the gender-transformative intervention, Stepping Stones,
designed to impact on IPV through changing masculinities to become more equitable and strengthening relationships,
also impacted alcohol use and poor mental health (Jewkes et al 2008). These studies set the scene for the What Works
research in this area.

What Works intervention impacts on VAWG, harmful use of alcohol and mental health
The Violence and Alcohol Treatment (VATU) intervention – a transdiagnostic intervention among couples in urban Zambia
Context: Urban areas in Lusaka, Zambia characterised by hazardous alcohol use among high-risk families.
Intervention: The Violence and Alcohol Treatment (VATU) intervention in Zambia aims to reduce symptoms of poor
mental health (trauma, depression, anxiety), substance use and IPV. It builds on the Common Elements Treatment
Approach (CETA) and is delivered to couples (in individual sessions) over 6 to 12 weekly sessions by lay counsellors.
Each session runs for 60 to 120 minutes and covers elements that include safety and violence prevention, substanceuse reduction, problem-solving, and talking about traumatic memories. Each treatment plan is individualised and
decided on by the clinical team (counsellor and supervisor), with clients “completing” once the client’s clinical
symptoms have reduced. VATU was evaluated by What Works in a two-arm randomised clinical trial (RCT) with 248
couples and had positive outcomes for reducing physical and sexual violence against women.
Implementation team: Serenity Harm Reduction Programme Zambia (SHARPZ)
Research methods: A single-blind, parallel-assignment RCT. Read the full curricula here
Alcohol, mental health and VAWG-related outcomes: At 12 months, men reported a significant reduction in overall
alcohol use, and harmful alcohol use, as well as a significant reduction in men’s perpetration of IPV. Similarly, women
reported a significant reduction in their overall alcohol use, harmful alcohol use, and experiences of physical and
sexual IPV. In addition, both women and men also reported significantly reduced symptoms of poor mental health,
including reductions in depression (18%) and PTSD (22%) among men and a significant (34%) reduction in depression
scores and PTSD (30%) among women compared to those in the control group (Murray, et al., 2019).

Significant positive impact on
harmful alcohol use and IPV from a
psychotherapeutic intervention
What Works research has shown that VATU, a
psychotherapeutic intervention with couples who had
exceedingly high levels of alcohol use and IPV in their
relationships, reduced both alcohol use and IPV. For
women and men in the intervention arm, there were
significant reductions in their overall use of alcohol (Fig
5). In addition, harmful alcohol use reduced by 62% in
men and 52% in women (both significantly different
compared to the control arm).

16

Alcohol use scores (>=more)

While only one What Works intervention – VATU in
Zambia – was explicitly designed to address harmful
alcohol use, and poor mental health as a pathway to
reducing VAWG, findings from several What Works
studies also demonstrate impacts on these outcomes.
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Fig. 5: Alcohol use for women and men in Zambia
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In the VATU intervention, there were also significant reductions in men’s perpetration and women’s experiences of
IPV. Men’s perpetration of physical IPV in the past year decreased from 80% to 38% (Fig 6) – a significantly bigger
decrease than in the control arm. Men’s perpetration of sexual IPV was also significantly lower in the intervention
arm at 12 months. A similar pattern of decline was seen among women in the intervention, who experienced
significantly less physical IPV and sexual IPV, compared to the control arm (Fig 7). Sexual IPV experience, for
instance, decreased from 82% to 36% at 12 months from the baseline.

Prevalence of depression and IPV

80

Control – men

60
50

Intervention – men

40
30
Baseline

Reductions in harmful alcohol use from
the gender-transformative interventions,
Stepping Stones and Creating Futures
in South Africa and Zindagii Shoista in
Tajikistan
The Stepping Stones and Creating Futures
intervention, although not deliberately designed to
reduce alcohol use also reported significant declines
in alcohol use and IPV perpetration among men. Men’s
overall alcohol use was significantly lower at both
12 and 24 months post-baseline in the intervention
arm, compared to the control arm (Fig 8). Qualitative
data suggests that the participatory nature of the
intervention enabled sessions to include discussions
on alcohol use.
Men in the Stepping Stones and Creating Futures
intervention also reported significantly lower
perpetration of IPV, and less non-partner sexual
violence perpetration (Gibbs et al., 2019)
The finding in Stepping Stones and Creating Futures
of joint alcohol and IPV reduction was similar to that
seen in the original Stepping Stones trial in rural South
Africa with young school-going men, whereby alcohol
use was reduced at 12 months and IPV perpetration
was significantly reduced at endline (Jewkes et al.,
2008). It may be that Stepping Stones provides a
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Fig. 6: Prevalence of physical IPV for men in Zambia
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Fig. 7: Prevalence of physical IPV and depression for women in Zambia
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Fig. 8: Men’s alcohol use in Stepping Stones Creating Futures,
South Africa at baseline and 24 months
Prevalence of alcohol use and IPV
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Alcohol use mean scores (>=more)

Past year violence perpetration

The study further showed that women’s experiences of depressive symptoms were significantly lower in the
intervention arm, compared to the control arm (Fig 7), with the prevalence of depression decreasing from 89% to
50% 12 months post-baseline. And there was an 18% reduction in men’s depression.
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framework
for men to think about their masculinities
40
and start to renegotiate these (Jewkes et al., 2008).
30

For women in the Stepping Stones and Creating
20
Futures trial (not in relationships with the men in the
trial) 10
there were no decreases in alcohol use or IPV
experience compared to the control arm. At 24 months,
0
harmful
alcohol use was 22% in the intervention arm,
Baseline
8 months
15 months
30 months
compared to 26% in the control arm, and IPV was
Alcohol use in
Emotional, sexual or
similar by arms,
withIPV
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past58%
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and 60%
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Fig. 9: Men’s alcohol use and IPV perpetration in Tajikistan
Women in Zindagii Shoista reported declines in their
experiences of IPV. Simultaneously, men’s (women’s
husband’s) alcohol use declined from 34% at baseline
to 24% at the end of the intervention (15 months) and
further reduced to 15% at the final data collection point
(30 months). Men’s self-reported perpetration of any
(emotional, physical and/or sexual) IPV in the past year
declined from 48% at baseline to 4.6% at 15 months
(at the end of the intervention) and this reduction was
sustained at the final data collection point at 30 months
(15 months after the intervention was completed). (Fig 9).
These two studies suggest that where men’s alcohol use
and violence perpetration are linked to their masculine
identities, interventions working to transform gender
norms and relationships, have the potential to reduce
men’s alcohol use, as well as their perpetration of IPV.

Interventions that reduced violence against
women and children also improved mental
health
In four What Works’ studies where women reported
significantly reduced experiences of IPV, they also
reported improved mental health. Reductions in

In the Indashyikirwa trial in Rwanda, women participating
in the couples’ curriculum (a 21-session intervention to
couples, focused on gender transformation) reported
a 55% reduction in the odds of reporting physical and/
or sexual IPV at 24 months compared to those in the
control arm, and this was statistically significant. Over the
same period, depression reported by women was also
significantly reduced in the intervention arm compared
to the control arm (Fig 10). Women’s depression
decreased from 22% to 14% over the study period.
There were also reductions in post-traumatic stress and
anxiety symptoms; these were significantly less at 24
months for women in the intervention arm, compared to
the control arm.
Prevalence of probable depression

Prevalence of alcohol use and IPV

Very7similar outcomes were seen in the Zindagii Shoista
Intervention
intervention in Tajikistan
(Fig 9), with reductions in men’s
alcohol use and perpetration of IPV. The intervention
drew6 heavily on the Stepping Stones intervention and
was focused
on transforming gender relationships
and
Baseline
24 months
masculinities.

depression were also observed in the study with
children in Pakistan evaluating the NGO Right to Play’s
intervention in schools to reduce peer violence (Asad et
al., 2017).
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Fig. 10: Depressive symptoms among women in Rwanda
In Ghana, the Rural Response System (RRS) intervention
based on community activism led by community-based
action teams showed reductions in depressive symptoms
and IPV among women. In intervention communities,
women’s experiences of sexual violence reduced by 55%
from 17.1% to 7.7% while the prevalence of physical IPV
reduced by 50% from 16.5% to 8.3% (Fig 11). There were
similar reductions in women’s depressive symptoms,
where the average depression score among women in
the intervention communities reduced by 20% and was
significantly lower than in the control communities.

Prevalence of past year sexual IPV and
current depressive symptoms (>=more)

Alcohol use mean scores (>=more)

The lack of impact of Stepping Stones and Creating
Futures on women’s use of alcohol and experiences
of IPV may be linked to the exceedingly high levels
of unresolved trauma women experienced prior to
the intervention,
making it incredibly hard for them to
9
meaningfully engage in the intervention. It could be that
Control
an intervention directly targeting
common mental health
problems
is an important precursor to a wider gender
8
transformative intervention in this population.
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Fig. 11: Women’s experience of sexual IPV and depression at
baseline and endline in Ghana
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Similarly, women in the Zindagii Shoista intervention in
Tajikistan, which combined livelihoods strengthening
with gender transformative sessions, reported
significantly less IPV experience over time, as well as
improved mental health (Fig 12). In the study, women’s
experiences of emotional, physical and/or sexual IPV
decreased from 66% at baseline to 33% at 15 months,
when the intervention was finished, and this was
sustained at 30 months (at 37%). Depressive symptoms
were also significantly reduced over this period, in line
with the reductions in IPV. In addition, suicidal thoughts
reduced from 13% at baseline to almost zero at eight
months (during the intervention) and this was sustained
throughout.

Prevalence (IPV, suicidality) and scores
(depressive symptoms)

70
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Emotional, sexual or physical
IPV in past 12 months

40
30

Depression score (low=good)
20
10
Suicidality thoughts in last 4 weeks (%)
0
Baseline

8 months

15 months

30 months

Fig. 12: Women’s experiences of IPV, depressive symptoms and
suicidal thoughts in Tajikistan
In the psychotherapeutic intervention in Zambia,
women’s experiences of IPV were significantly reduced
by the intervention, as were the prevalence of depressive
symptoms (Fig 7, above).
Among children, in the Right to Play intervention in
Pakistan there were concurrent reductions in girls’ and
boys’ experiences of peer violence over the 24-month
study period in the intervention arm, and girls’ and
boys’ depressive symptoms similarly reduced. For girls
in the intervention, the prevalence of peer violence
victimisation significantly reduced from 78% at
baseline to 50% at 24 months, while their prevalence
of depression decreased from 18% at baseline to 5% at
endline; these were significantly lower than the control
arm. Boys also reported a significant reduction in peer
violence victimisation – from 92% at baseline to 84%
at endline – and there were also significant reductions
in boys’ depressive symptoms – from 19% at baseline
to 10% at endline – all significantly lower than in the
control arm.

Harmful alcohol use, poor mental health and
VAWG: implications for our interventions
Harmful alcohol use and substance use
are strongly associated with VAWG
perpetration
There is a strong connection between harmful alcohol
consumption, use of substances and VAWG. Harmful
alcohol and substance use is strongly associated with
IPV perpetration among men in settings where alcohol
consumption levels are generally low, as well as where
the general level of consumption is much higher. Men’s
alcohol and substance use is also associated with rape
of women who are not their partners. Men’s harmful
alcohol and substance use are thus significant drivers
of violence and may be key risk factors to address in
interventions to prevent VAWG.

Harmful alcohol use and substance use
increase women’s risk of experiencing
VAWG
Women who drink heavily are also at increased risk of
IPV, rape and intimate femicide (the killing of a woman
by her current or former partner). In Ghana, What Works
research showed that a woman who used alcohol
was more than twice as likely to experience sexual or
physical IPV, although women who drink heavily often
have partners who do so as well. Similar results were
found in the Stepping Stones and Creating Futures
trial in eThekwini, South Africa. Research shows that
the greatest risk is found when couples drink heavily
together. These findings point to the potential added
value of couples’ interventions focusing on problem
drinking and IPV, where both partners drink. Further, in
settings such as the informal settlements of eThekwini
where many women drink to harmful levels and/or
use drugs, it may be important to address women’s
substance use as a driver of vulnerability to VAWG.

Experience of VAWG negatively affects
women’s mental health, and preventing
VAWG is important for reducing
depression and anxiety
What Works research has shown a consistent pattern
of increased depression and anxiety symptoms in
women who are in relationships characterised by
IPV. It has also shown that children’s mental health is
adversely affected by experiencing peer violence and
by witnessing their mother experiencing violence. In
Pakistan, girls who were victims of peer violence had
much higher depressive symptom scores than those
who did not and witnessing abuse of their mothers
was associated with a higher depression score for both
boys and girls (Asad et al., 2017).
Only one of the What Works studies, the VATU study
in Zambia, included elements specifically designed
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to provide treatment for depression. Yet many of the
interventions that reduced violence against women
also reduced women’s levels of depression. This was
seen among women in Tajikistan, couples in Rwanda,
women in Ghana and young married women who
experienced less physical IPV in Nepal. Further, the
intervention in Pakistan reduced both peer violence
experienced by boys and girls and reduced their
depression scores (Asad, et al., 2017). Substantial
reductions in depression were also reported in schools
in Afghanistan by boys and girls when there were
reductions in peer violence (Corboz et al., 2019).
These findings are important as they demonstrate that
in cases of violence-related mental ill-health, reducing
exposure to violence and strengthening relationships
can greatly improve women’s mental health, even
without specific mental health treatments. However,
general reductions in symptoms may still result in
many women having symptom levels that require
further treatment, underscoring the need for services
for survivors of VAWG that address psychosocial and
mental health impacts of violence These findings
applied across all modalities of interventions evaluated
in What Works and were thus a feature of interventions
that reduce VAWG and peer violence, not of couples’
interventions alone. The links between reduced VAWG
and improved mental health also have important
implications for understanding the cost-effectiveness
of violence prevention and show the importance of
building this health benefit into the calculations of
reducing VAWG.

Psychotherapeutic interventions for
couples can be effective at reducing
harmful alcohol-related IPV
What Works research has shown that it is possible
to substantially reduce women’s experiences of
physical and sexual IPV in couples with complex
overlapping problems of IPV, harmful alcohol use
and poor mental health through a brief (six to 12
session), psychotherapeutic intervention – VATU
– delivered individually to men and women of the
affected couples. The impact of the intervention on
IPV and alcohol reduction was largely sustained at 24
months after the baseline assessment. These findings
show important benefits for this type of intervention
for VAWG prevention among couples with very high
levels of IPV where substance use is a key driver.
The findings of the VATU intervention were very similar
to those achieved in South Africa with a study that was
not part of What Works (the Couples’ Health Co-op
intervention), which had a brief psychotherapeutic
intervention based on empowerment and feminist
theory that emphasised skills-building to reduce
harmful substance use and violence (Minnis, et al.
2015). Taken together, these evaluations provide

good evidence for the benefits of psychotherapeutic
interventions for the target population (couples with
high levels of IPV where substance use is a key driver).
The lack of impact of the related Women’s Health
Co-op (which only worked with women) on IPV and
alcohol-use reduction (Wechsberg, et al., 2013), further
supports the principle that couples, in particular, may
benefit more from these interventions.
Despite the impressive results, the residual levels of
violence remained high in the Zambian study (VATU),
with about 40% of women still experiencing violence.
The problem of high levels of residual violence was
found across many of the What Works interventions.
This suggests that there may be benefit from
combining these types of interventions with those
that address other drivers of VAWG, and points to the
merits of further research in this area.

Interventions to transform masculinities
can help to reduce men’s harmful
use of alcohol as a risk factor for IPV
perpetration, even without specific
elements addressing harmful alcohol use
What Works research has shown that the Stepping
Stones and Creating Futures intervention, which seeks
to engage with and change the way men see themselves
and act as men, reduced men’s use of alcohol. The men
in the study were very poor and marginalised. As a
group, at the start of the study they were exceptionally
violent, and drank heavily, with many using substances.
They were in many respects similar to the men in the
VATU study in Zambia but were not married, and most
were not in long-standing stable relationships. Despite
these challenges and even though the intervention did
not specifically target reducing alcohol consumption,
the intervention had an impact on alcohol use. This
finding was very similar to that reported in the earlier
evaluation of Stepping Stones in South Africa among
men enrolled in schools in the rural Eastern Cape
(Jewkes, et al., 2008). Neither intervention had specific
sessions on alcohol use, however, because of the open
and participatory nature of the intervention, alcohol
use and problem drinking were a common thread in
discussions, and facilitators included it in their group
sessions. The impact was thus likely due to the gendertransformative nature of the intervention which
provided men with the ideas and skills to reframe their
lives as men, change their relationships, and reduce
their use of violence and other practices, including
heavy drinking. We also found substantial reductions
in reported use of alcohol by men in Tajikistan in the
Zindagii Shoista intervention, sustained at 30 months
(Mastonshoeva et al, 2019). Again, the intervention
had not been deliberately designed to reduce harmful
alcohol use.
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Generating new knowledge to help prevent violence against women and
girls with disabilities in LMICs
Our knowledge about the lives of women and girls with
disabilities is largely based on research from the Global
North; the lives of women and girls with disabilities in the
Global South need more attention. The inclusion of disability
questions in What Works evaluation tools, combined with
planned qualitative research, will enable us to:
• Track the participation of people with disabilities in our
interventions.
• Assess the barriers and enablers to full participation for
participants with disabilities, as well as their experiences of
the extent to which the programmes are relevant to their
lives.

intervention participants, i.e. the extent to which disability
increases risk of violence and vice versa.
• Compare the impact of the programmes between women,
men, and youth with disabilities and non-disabled peers.
In these ways, we hope to contribute to the evidence on
the optimal balance on mainstreamed versus targeted
prevention programmes for preventing violence against
women and girls with disabilities, as well as describing which
violence prevention strategies are most effective for people
with disabilities.

• Use our follow-up data to explore the bi-directional
linkages between violence and disability among
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